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Abstract 

Health Promoting Hospitals (HPH) is a form of setting-based health promotion initiated 

by WHO in 1988, which continues to expand and has been taking root in many regions 

around the world.  A health promoting hospital aims to ‘improve health gain for its 

stakeholders by developing structure, cultures, decisions and process’ (WHO-EURO, 

2007, p. 6).  The European Pilot Hospital Project has demonstrated the feasibility and 

applicability of HPH for all types and sizes of hospitals in widely diverse health systems 

(Pelikan, Lobnig, & Krajic, 1997).  Recent HPH research presented the outcome of 

HPH in pro-health promotion organisational capacity building (Tountas, Pavi, 

Tsamandouraki, Arkadopoulos, & Triantafyllou, 2004), improved employee job 

satisfaction (Nowak, Lobnig, Krajic, & Pelikan, 1998), and modest improvements in 

staff and patient health (Tountas, et al., 2004; Whitelaw, Martin, Kerr, & Wimbush, 

2006).  However, there is still a dearth of systematic evaluation and rigorous research 

on the HPH approach (Mchugh, Robinson, & Chesters, 2010a). 

Taiwan HPH Network is developing rapidly and its membership now stands in third 

place among the international HPH networks (Pelikan, Groene, & Svane, 2011) despite 

that this movement began in Taiwan only in 2006.  The criticism of inadequate 

evaluation of the HPH approach also hold true of the Taiwan HPH.  In particular, there 

is a lack of research regarding organization change to build supportive environments for 

health promotion in hospitals, which is an important aspect in the European HPH 

movement (WHO-EURO, 2007).  Therefore, this research aims to investigate the 

impact of the WHO HPH initiative on the hospitals committed to the HPH approach 

(HP-hospitals) in Taiwan with an emphasis on organisation change, and examine how it 

enabled and hindered the implementation of HPH in Taiwan.  It further provides 

recommendations for the effective and sustainable development of HPH in Taiwan.   

The research design combined qualitative and quantitative methods.  As well as 

providing a literature review, this research examines the micro and macro level 

development of HPH in Taiwan.  At the micro level, three case studies were examined 

to explore why the case hospitals adopted HPH, how they did it and what they did.  At 

the macro level, in-depth interviews were conducted with medical experts to explore 

their views on this movement, and further a questionnaire survey was designed to 

investigate the viewpoints of hospital managers regarding the implementation of HPH 

in their hospitals.  This study conducted thematic analysis for qualitative data and 
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conducted descriptive statistical analysis and Chi-square tests for quantitative data. 

This research presented findings in four major areas: positive impacts of HPH, the 

conception of HPH, the enablers, and the barriers.  It first identified the key impacts of 

HPH on HP-hospitals in Taiwan: HPH required high levels of support from leaders, 

HP-inclusive overall development plan, cultivation of pro-HP culture, maximised 

visibility of health promotion, health-awareness policies, adoption of multiple strategies, 

pro-HP climate in the wok-group and more provision of HP-related training.  HPH in 

Taiwan demonstrated a hybrid model with a combination of Addition Model and the 

Integration Model.  This study identified that staff health caught the most attention in 

this HPH movement.  It found that workplace health promotion focused mostly on 

wellness programs and individual lifestyle change and only marginally addressed 

broader organisational and environmental issues.  The adoption of multiple HP 

strategies was demonstrated in addressing lifestyle issues, but insufficient attention was 

given to organisational factors particularly in the case of reducing job stress.   

This study identified the key concepts of HPH broadly defined as inclusion of staff 

health and health orientation such as empowerment and healthy environments.  For 

contrast, this study also identified a narrow conception of HPH that might lead to the 

misconception that HPH is tantamount to disease prevention only, which in turn will 

reduce the relevance of health promotion and hospitals.  The research highlighted key 

aspects of enablers: supportive policy contexts, access to community resources, 

supportive leadership, HP-embraced development mission and goal, holistic care / 

patient-centred culture, established HP-related committee, available resources and 

healthy policies in place, workable inter-sectoral communication, and the willingness of 

staff to participate.  The transformational and transactional enablers were regarded as 

being equally important.  On the other hand, the study identified key aspects of 

barriers to HPH: inadequate NHI coverage of health promotion, incoherent government 

policies, insufficient local community resources, staff resistance to change, poor 

inter-sectoral links, and lack of integration of HPH, lack of evidence of health 

promotion program effectiveness, low staff motivation, and poor job-person matching.  

Transactional barriers were considered to have more influence than transformational 

barriers did in determining the success of HPH.  Accordingly, the recommendation was 

made to overcome the barriers identified.   

In summary, the research reviewed the positive impacts of HPH on HP-hospitals in 
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Taiwan, particularly changes in organizational capacity for health promotion.  It also 

identified the concept of HPH, enablers of HPH implementation and barriers to its 

successful implementation. Recommendations were proposed for the effective and 

sustainable development of HPH in Taiwan.  The contribution of this thesis in theory is 

that it provides evidence of the key role of organisational capacity for HPH in Taiwan; 

this thesis also enriches the currently limited literature relevant to organization capacity 

building for HPH.
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Chapter One: Introduction 

Introduction  

WHO (World Health Organisation) launched the Health Promoting Hospitals (HPH) 

project in 1988 which continues to expand and develop around the world.  HPH is a 

form of setting-based health promotion and aims to ‘improve health gain for its 

stakeholders by developing structure, cultures, decisions and process’ (WHO-EURO, 

2007, p. 6).  The European Pilot Hospital Project has demonstrated the feasibility of 

HPH for every kind of hospital in a variety of health systems (Pelikan, et al., 1997).  

Previous HPH research demonstrated the outcome of HPH in organisational capacity for 

health promotion (Whitelaw, Graham, Black, Coburn, & Renwick, 2011), more satisfied 

patient services (Nowak, et al., 1998), improved employee job satisfaction (Nowak, et 

al., 1998), and modest improvements in staff and patient health (Tountas, et al., 2004; 

Whitelaw, et al., 2006).  There is still a dearth of systematic evaluation and rigorous 

research on the HPH approach. (Mchugh, et al., 2010a).   

Taiwan HPH Network is developing fast and its membership now stands in third place 

inthe International HPH Network by May 2011(Pelikan, Groene, et al., 2011) although 

this Network began in Taiwan only in 2006.  The criticism of inadequate evaluation of 

the HPH approach also remains true of the Taiwan HPH but the criticism of Taiwan may 

be less justified because of the short history of the implementation of HPH in Taiwan.  

Above all, there is a lack of research on the topic of organization change to build 

supportive environments for health promotion in hospitals, which is an essential part of 

the European HPH development (WHO-EURO, 2007).  Organisation change in 

building capacity for health promotion is a key to effective re-orientation towards health 

promoting hospitals (Johnson & Paton, 2007).  Effective reorientation of health 

services calls for the commitment of hospitals to change into health promoting settings 

with corresponding organisational input (Johnson & Baum, 2001).  Therefore, the 

study aims to investigate the impact of the WHO HPH initiative on those hospitals 

committed to the HPH approach (HP-hospitals) in Taiwan with an emphasis on 

organisation change, and to examine how it enabled and hindered the implementation of 

HPH in Taiwan.   

This chapter will provide an overview of this thesis.  It will first elaborate at some 

length on the background and rationale for the research, which will then be followed by 
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a brief explanation of the purpose of the study, the application of methodology and the 

research plan.  Finally, it will present the structure of the thesis.   

Background and rationale 

The setting approach for health promotion and health promoting hospitals 

In view of the multi-causal nature of health determinants (Chu, Driscoll, & Dwyer, 

1997; Pelikan, 2007b; WHO-EURO, 2007), the setting approach for health promotion 

was proposed to deal with the complexity of multiple determinants of health.  A setting 

is defined as ‘the place and the social context in which people engage in daily activities 

and in which environmental, organisational, and personal factors interact to affect 

health and well-being (Chu, 1994, p. 4; WHO, 1998, p. 19)’.  In line with the five main 

actions declared in the Ottawa Charter in 1986 (WHO, 1986),  the setting approach for 

health promotion recognizes and draws on influences from policy, environment, 

community participation and health services on population health in addition to 

influence related to individual knowledge and skills.  The setting approach for health 

promotion is further characterised by universality, multi-determinants, empowerment, 

participation, a multi-strategy approach, and inter-sectoral cooperation (Baum, 2002). 

HPH is a form of the setting approach for health promotion initiated by WHO in 1988. 

A health promoting hospital aims to ‘improve health gain for its stakeholders by 

developing structure, cultures, decisions and process’ (WHO-EURO, 2007, p. 6).  It 

takes into consideration situational opportunities (e.g. situational infrastructure and 

resources) and situational incentives (e.g. situational values, norms, rules and 

regulations) in addition to personal abilities (e.g. an individual’s capabilities, skills and 

resources) and personal preferences (e.g. an individual’s values and attitudes) 

(WHO-EURO, 2007).   

As one of the settings and because of their central role in the health system, hospitals 

are regarded as an appropriate setting for promoting population health (Doherty, 1998; 

Groene & Jorgensen, 2005; Hancock, 1999; Põlluste et al., 2007; Tønnesen, Nielsen, 

Lauritzen, & Moller, 2009).  The feasibility and applicability of HPH for all types and 

sizes of hospitals in widely diverse health systems was demonstrated by the European 

Pilot Hospital Project (Pelikan, et al., 1997).  The International HPH Network was 

established in 1990 and by May 2011 consisted of more than 800 hospitals and other 

health service institutions in more than 50 countries in all (Pelikan, Groene, et al., 



3 
 

2011).   

In order for hospitals to fulfil the potential role of health promotion, they can exercise 

organisational forces through the addition model which combines project management 

and organisational development, the integration model which integrates quality 

management and health promotion or the integrative workplace health management 

model which has an all-encompassing approach to empowering employees to promote 

all aspects of their health (Brandt, Schmidt, Dziewas, & Groene, 2005; Chu & Dwyer, 

2002; Pelikan, Lobnig, Krajic, & Dietscher, 1998).  All these models demonstrate the 

significance of project management and organisation change in their capacity to 

implement HPH.   

This section concludes with an appeal for more systematic and rigorous evaluation of 

particular HPH initiatives.  The HPH approach has been criticized for limited evidence 

of its efficacy (McHugh, Robinson, & Chesters, 2010b; Pelikan, 2007a; Whitehead, 

2004). While this study does not address directly the efficacy of HPH in improving the 

health of the patients, staff and communities, it does address the capacity of hospitals to 

engage more in health promotion.  This research will thus fill some of the gaps. 

Incorporating theories of organisation change into the implementation of HPH 

Authors have argued that organisation change in capacity building for health promotion 

is a key to effective re-orientation towards health promoting hospitals (Groene, 2006; 

Johnson & Baum, 2001; Johnson & Paton, 2007; Lin & Lin, 2010; O'Riordan, 1998; 

Pelikan, 2007a). Hospitals are traditionally characterized by medicalised, individualised 

and institutionalised orientations while health promotion is more focused on health, 

group or collective approaches with a focus on the community (Hancock, 1993, cited in 

Hancock, 1999).  Hospitals need to take a health perspective rather than just a disease 

perspective, to incorporate additional concerns about policy, culture and environment 

rather than individual concerns alone, and to care about and respond to community 

health needs rather than only to their own concerns if they are committed to becoming 

health promoting settings.  Therefore, effective reorientation of health services requires 

the commitment of hospitals to change into health promoting settings with 

corresponding organisational input (Johnson & Baum, 2001).  Accordingly, this study 

will examine whether HP-hospitals in Taiwan improved their organisational capacity for 

health promotion and will investigate organisational factors facilitating or hindering the 
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implementation of HPH.   

The Burke-Litwin causal model of organizational performance and change (the 

Burke-Litwin Model hereafter for short) will be used as a comprehensive diagnostic 

framework of the need for change in organisation capacity to implement HPH.  In 

order to make organisation changes in desirable directions, planned change is 

indispensable.  Organisation change management builds on the diagnosis of need for 

change which can be referred to as organisation models (Burke, 2002; Cummings & 

Worley, 2009; Hayes, 2007).  From a range of organisation change models, this thesis 

has drawn heavily on the Burke-Litwin model because it is comprehensive, practical 

and applicable (Burke & Litwin, 1992; Johnson & Paton, 2007).  Through a systematic 

review of current HPH theories and empirical studies, this thesis has detailed how the 

Burke-Litwin causal model applies to the implementation of HPH.  It has examined 

and summarised the facilitators of, barriers to and achievements of the development of 

HPH worldwide from the perspective of organisational capacity building. 

The historical background of health promoting hospitals in Taiwan   

Hospital management is affected by external environments as indicated in the 

Burke-Litwin causal model (Burke & Litwin, 1992).  The specific context in which 

hospitals in Taiwan have been transforming into health promoting settings needs to be 

examined.  The hospital system in Taiwan is similar to that in other countries to the 

extent that hospitals are leading spenders of national health care resources (Groene & 

Jorgensen, 2005; Taiwan Department of Health, 2009e).  On the other hand, the 

hospital system in Taiwan is quite different from that in other countries because Taiwan 

provides high outpatient services in its hospitals.  In Australia, for example, about 30% 

of hospital expenditure was for non-admitted patient services during 2008 and 2009 

(AIHW, 2010); while in Taiwan around 50% of hospital expenditure was on 

non-admitted patient services in 2009 (Taiwan Department of Health, 2009e).  Such a 

distinct context has paved a unique way for HPH in Taiwan (Chiou, 2007).  For 

instance, it has offered the incentive for hospitals in Taiwan to get involved with 

community health promotion to attract people who live nearby to come over to their 

hospitals for outpatient health services.  

Taiwan HPH Network is developing rapidly and its membership now stands in third 

place among the international HPH networks (Pelikan, Groene, et al., 2011) although 
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this movement began in Taiwan only in 2006.  There are six driving forces which 

explain the development of the Taiwan HPH network: firstly, the Taiwanese government 

developed HPH-related policies (BNHI, 2010; Taiwan Department of Health, 2005, 

2010c; TJCHA, 2010a); secondly, the government provided strong support (BHP, 2006, 

2007, 2010a, 2011a; Taiwan Department of Health, 2009d); thirdly,  academics 

contributed their expertise (Chiou, 2007; Lin, 2002; Y. W. Lin, 2006); fourthly, Taiwan 

Society of Health Promoting Hospitals (TSHPH) provided leadership (Chiou, 2007); the 

fifth factor is that pioneer hospitals provided input based on their experience (Chiou, 

2007) and finally, there has been positive feedback from the International HPH Network 

(Chiou, 2007).   

With regard to the Taiwanese context, this section will also provide the arguments for 

reorienting hospitals in Taiwan into health promoting settings from four perspectives.  

First, the application of HPH may be conducive to the development of a sustainable, 

effective and efficient health system in Taiwan.  Second, the HPH approach could 

facilitate hospitals to improve their performance..  Third, the HPH approach can build 

a healthy workplace to promote staff health, which in turn enhances healthcare quality 

(Wiskow, Albreht, & Pietro, 2010).  Fourth, the HPH approach can result in more 

sustained health promotion actions and development in communities through 

strengthened hospital organisational capacity for community health.  Finally, the study 

will examine previous HPH research in Taiwan.   

This review shows that there is a shortage of research on the impact of the HPH 

approach on health promotion practice and hospital organisational capacity in health 

promotion in Taiwan.  The recent research has focused on the introduction and 

application of HPH (Chiang, Lin, Lo, & Loh, 2004; Chiou & Chen, 2009; Huang, Che, 

& Yeh, 2010; Lin, Loh, Lu, & Lo, 2003a; Lin, Loh, Lu, Yen, & Chu, 2005; Lin, 2004; 

Lin, Huang, & Tung, 2009), needs assessments for staff health (Chien, Huang, Castillo, 

Hsu, & Su, 2009; Tung, Lin, Huang, & Huang, 2008 ), association or determinant 

analysis of risk factors and lifestyles of staff health (Chen, Chu, Loh, & Lin, 2009; Ho, 

Tsai, & Chen, 2007), and individual health promotion projects (Chang, Shen, Chang, & 

Kung, 2009 ; Hung, Lai, Yang, Chang, & Lin, 2008) which may or may not fall under 

the umbrella of HPH.     
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Purpose, research question and objectives of this thesis 

To start with, the scope of the study needs to be clarified.  HPH research may involve 

three areas of analysis: the international HPH network, national or sub-national 

networks and individual HP-hospitals under the aegis of national or sub-national 

networks.  This study will focus on what the impact of the WHO HPH initiative on 

HP-hospitals was and what kinds of enablers and barriers individual HP-hospitals have 

possessed and encountered but the research will not examine how the international or 

Taiwanese network functioned or developed to support individual HP-hospitals.  

Because hospitals in Taiwan did not focus on promoting the health of their staff until 

after HPH was introduced, this study will focus more on workplace health promotion in 

HP-hospitals.  Furthermore, this is a review study to examine the process of the 

implementation of HPH but not an evaluation of programs.   

This study aims to investigate the impact of the WHO HPH initiative on HP-hospitals in 

Taiwan in terms of the conception of HPH, health promotion practices and organisation 

change in capacity for HPH implementation, and further to examine the enablers of and 

barriers to the implementation of HPH to provide recommendations for the effective and 

sustainable development of HPH in Taiwan.  Achievements explored in this study refer 

to actions attributable to the adoption of the WHO HPH initiative rather than the actual 

implementation.   

To address the central issue, the core research question is: what are the achievements 

of, enablers of and barriers to the development of HPH in Taiwan?  More specific 

objectives are enumerated as follows:   

1. To examine the historical background of health promotion in hospitals in Taiwan;  

2. To examine the motivation for hospitals in Taiwan to become HP-hospitals; 

3. To investigate the impact of the WHO HPH initiative on HP-hospitals regarding the 

conception of HPH, hospital organisational capacity for health promotion, issues 

addressed and corresponding strategies adopted;  

4. To examine enablers of and barriers to the implementation of HPH in Taiwan;  

5. To provide recommendations to support needs for overcoming barriers toward 

successful development of HPH in Taiwan. 
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Methodology and research plan 

As the core research question shows, achievements of, enablers of and barriers to the 

implementation of HPH in Taiwan are three core subjects which need to be investigated 

in this thesis.  The three core subjects are based on the conception of HPH, health 

promotion practices and organisation change in capacity for the HPH implementation.  

International experiences suggested that hospitals which implemented health promotion 

might encounter difficulties in apprehending the concept of HPH (Johnson, 1998; NHS 

Health Scotland, 2010; Pelikan, 2010; Whitelaw, et al., 2006), earning adequate 

organisation support (Aujoulat, Le Faou, Sandrin-Berthon, Martin, & Deccache, 2001; 

Groene, Brandt, Schmidt, & Moeller, 2009; Groene & Jorgensen, 2005; Guo et al., 2007; 

Johnson & Baum, 2001; Tountas, et al., 2004) and implementing effective health 

promotion practices (Aujoulat, et al., 2001; Bensberg & Kennedy, 2002; Groene, et al., 

2009; Y. W. Lin, et al., 2009; Tountas, et al., 2004).   

In order to maximise evidence regarding achievements, enablers and barriers, the 

research design combined qualitative and quantitative methods.  In addition to the 

literature review and analysis of hospital background, this research examined 

development of HPH in Taiwan at the micro and macro levels.  At the micro level, 

three cases studies were examined to explore why the case hospitals adopted HPH, how 

they did it and what they did.  At the macro level, in-depth interviews were conducted 

with medical experts to explore their views on this development, and , in addition, a 

questionnaire survey was designed to investigate the viewpoints of hospital managers 

on the implementation of HPH in their own hospitals.  This study conducted thematic 

analysis for qualitative data and conducted descriptive statistical analysis and 

Chi-square tests for quantitative data. 

Structure of the thesis 

This thesis contains two parts.  Following this introduction, Part One presents the 

literature review, conceptual framework and research methodology.  The literature 

review addresses the setting approach for health promotion, the HPH approach, a theory 

and application of organisation change and the specific context of HPH in Taiwan, and 

then explores the existing gaps.  Responding to these gaps, Part One goes on to design 

and elaborate a conceptual framework and research methodology of this thesis which 

address these gaps.   
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In detail, Chapter Two reviews concepts, theories and international experiences 

regarding the setting approach for health promotion, the HPH approach and the 

integrative workplace health management model, followed by a systematic review of 

existing HPH research.  Chapter Three examines theories of organisation change and 

organisational capacity regarding health promotion implementation in international 

HP-hospitals in light of the Burke-Litwin causal model.  Chapter Four examines the 

hospital system in Taiwan, the historical development of health promotion in hospitals, 

the rationale for HPH in Taiwan, and maps existing and current HPH research in Taiwan.  

Chapter Five introduces the development of the research aim, question and conceptual 

framework, followed by the methodology which encompasses the research design, data 

collection, data analysis, issues of rigour, the ethical issues, and strengths and 

limitations of the research.   

Part Two presents the findings of the research and examines the macro and micro 

development of health promoting hospitals in Taiwan in terms of their achievements, the 

enablers of and barriers to the implementation of HPH.  Chapter Six examines the 

macro development of HPH from the viewpoints of the experts and hospital managers. 

Chapter Seven examines the micro development of HPH from three case hospitals.  

The thesis concludes with Chapter Eight which compares the main findings of the 

research with the relevant literature and provides recommendations to the government, 

HP-hospitals, and other concerned organizations for future development of HPH in 

Taiwan.   



9 
 

PART I 

LITERATURE REVIEW, CONCEPTUAL FRAMEWORK 

AND RESEARCH METHODOLOGY 
 

Chapter Two   

The Setting Approach for Health Promotion and  

Health Promoting Hospitals Approach  

2.1 Introduction 

The trend in health promotion has shifted from individual orientation, such as health 

education and risk factors, to population orientation, such as the impact of society and 

environment on people’s health (Baum, 2002; Chu, 1994; Hancock, 1999).  In 

particular, the Ottawa Charter for health promotion (WHO, 1986) lays emphasis on 

‘settings’ and has directed public attention not only to individual determinants but also 

to social, political, environmental and cultural determinants of population health.  It 

also declared the importance of reorienting health services as one of five main health 

promotion actions.  In 1988, World Health Organisation (WHO) introduced a health 

promoting hospitals (HPH) initiative and encouraged hospitals to integrate health 

promotion into their daily practices.  The active role of hospitals in health promotion 

became the focus of attention again in the 7th Global Conference on Health Promotion 

in 2009 which discussed how health systems might be strengthened (WHO, 2009 ). 

This chapter will first discuss the concept of the setting approach for health promotion, 

including the multi-causal nature of health determinants, the definition of the ‘setting 

approach’ and the effectiveness of this approach.  Second, it will then elaborate on the 

HPH approach, including the rationale, concepts and strategies for this approach.  This 

chapter also considers the hospital as a workplace and differentiates between four 

generations of health promotion programs in the workplace in light of the degree in 

which the breadth of health determinants was addressed.  The integrative workplace 

health management model which emerged from the fourth generation of workplace 

health promotion will be examined in greater detail.  Third, this chapter will review 

international examples of HPH from Austria, Australia, Germany and Scotland to 

supplement theories regarding HPH strategies.   
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2.2 The concept of the setting approach for health promotion  

Multi-causal nature of health determinants   

Health status is affected by multiple factors and the interaction of these factors (Chu, et 

al., 1997; Pelikan, 2007b; WHO-EURO, 2007).  These health determinants encompass 

not only determinants of the individual, but also the context in which people work, live, 

study, and use services, including a wide range of social, political, cultural and 

environmental situations (Baum, 2002; Keleher & Murphy, 2004; WHO-EURO, 2007; 

WHO-WPRO, 1999), as exemplified in Figure 2.2.1.  

 

Figure 2.2.1 Determinants of workers’ health in the workplace and the community 

Source: WHO-WPRO, 1999, p.3 

Because there are multiple factors which determine health, it is insufficient to promote 

health only through the efforts of the individual; health promotion must also be 

implemented through multidisciplinary efforts.  In contrast to the appeal to individual 

responsibility so evident in the philosophy of the old public health, the new public 

health is , in a very important sense, introduced as a way to appeal to collective 

responsibility for population health (Baum, 2002).  In 1986, five main health 

promotion action strategies proposed in the Ottawa Charter in the first global conference 

on Health Promotion drew much public attention to collective efforts in managing 

population health.  In 1988 and 1991, ‘Healthy public policy’ and ‘creating supportive 

environments for heath’ were identified as the main themes in the Second and Third 

Global Conferences on Health Promotion, which recognised the impact of social and 

environmental factors on population health (WHO, 1988, 1991).   
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Definition of the “setting approach” for health promotion  

The setting approach was developed to deal with the complexity of multiple 

determinants of health, and particularly to address the influence of political, 

environmental and social factors which impact on health.  This approach focuses on 

the setting within which people work, learn and live. For instance, the Healthy Cities 

Initiative was launched in 1987, and the Health Promoting Hospitals Initiative began in 

1988.  In 1986, the Ottawa Charter declared that  

Health is created and lived by people within the settings of their everyday life; 

where they learn, work, play and love. Health is created by caring for oneself and 

others, by being able to take decisions and have control over one's life 

circumstances, and by ensuring that the society one lives in creates conditions that 

allow the attainment of health by all its members (WHO, 1986, p4).   

Chu (1994, p.4) defined a setting as  

the place and the social context in which people engage in daily activities and in 

which environmental, organisational, and personal factors interact to affect health 

and well-being.  

Chu’s definition afterwards became the definition of setting for health adopted by the 

WHO (1998, p.19).  Furthermore, the WHO (1998, p.19) goes on to elaborate the 

characteristics of ‘setting’: 

A setting is where people actively use and shape the environment and thus create 

or solve problems relating to health. Settings can normally be identified as having 

physical boundaries, a range of people with defined roles, and an organizational 

structure.   

Dooris (2004) drew on the characteristics of settings and core values rooted in Health 

21, the Ottawa Charter, and Agenda 21 and proposed a model for understanding the 

healthy setting approach as shown in Figure 2.2.2 below.  The core components of the 

setting approach for health promotion are summarised as follows;  

 It centres on a multidisciplinary, socio-ecological and whole-system approach. 

 Its values are determined by the principles of participation, equity, partnership and 

sustainability. 

 It enlarges the visibility of project tasks through lasting organisational development 
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and change management. 

 It attempts to draw on both top-down managerial and political commitment and 

bottom-up engagement and empowerment without neglecting either of them.  

 It seeks to balance public health and organisational agenda and asserts that health 

promotion action strengthens the developmental sustainability of the core business of 

the setting.   

 

Figure 2.2.2 A model for understanding the healthy setting approach 

Source: Dooris, 2004, p. 55 

As indicated above, the setting approach draws on organisation-wide support.  Baum 

(2002) made a comparison of behaviourally driven health promotion and organizational 

approaches to health promotion, as shown in Table 2.2.1.  The organisational approach 

is characterised by universality, multi-determinants, empowerment, participation, 

multistrategy, and inter-sectoral cooperation (Baum, 2002).   

Summing up, the setting approach acknowledges the complexity of the multi-causal 

nature of health determinants.  Accordingly, it employs a multistrategic approach, from 

top-down organisational influence such as managerial and political commitment to 

bottom-up mobilisation such as empowerment and participation.   

The effectiveness of the setting approach for health promotion 

The setting approach to health promotion has, over years, come to be considered as a 

feasible and effective approach to promote population health.  Many varying forms of 

the setting approach were initiated following the1986 Declaration of the Ottawa Charter 

for Health Promotion (WHO, 1986), and they were demonstrated in Healthy Cities, 

MULTIDISIPLINARY ‘WHOLE SYSTEMS’ 

SOCIO-ECOLOGICAL APPRAOCH 

VALUES 

Participation, equity, partnership, sustainability 

Organisational 

development & 

change management 

Top-down political / 

managerial 

commitment 

Public health 

development 

agenda 

High visibility 

innovative 

projects 

Bottom-up 

engagement & 
empowerment 

Institutional 

agenda / core 
business 
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Health Promoting Hospitals (HPH), Healthy Promoting Schools, Healthy Municipalities 

and Communities, amongst others (WHO, 2011).  The Jakarta Declaration stressed the 

significance of settings for health and made an appeal for the development of 

infrastructure for health promotion in the 21
st
 century (WHO, 1997).   

Table 2.2.1 A comparison of behaviourally driven health promotion and 

organizational approaches 

Behaviourally driven health promotion Organisational approach  

Strategy is individual behaviour change and 

related only to individual users or 

employees  

All aspects of the activities of the 

organization and its relationship with the 

community are seen as part of a health 

promotion mandate (universality)  

Occupational health and safety and physical 

risk factors are given the highest 

consideration. Does not take account of 

broader impacts on health 

Is based on a broader conception of health 

akin to Labonte’s (1992) 

socio-environmental perspective.  Takes 

account of the wide range of cultural, social 

and economic factors (multi-determinants)  

Sees health in behavioural terms that stress 

psychological rather than social factors 

Encourages individuals to take increased 

control of their lives and improve their 

self-esteem as an important means of health 

promotion (empowerment)   

Is not based on participative principles  Encourages the active participation of all 

groups of people associated with the 

organization as central to health promotion 

(participation)  

Occupational health services are concerned 

with screening and disease prevention  

Occupational health services are seen as 

having a broader role, including health 

education implementing health policies and 

practices and environmental improvement 

(multi-strategy approach) 

The organization operates in relative 

isolation  

The organization, by and through itself, 

establishes alliances and networks to assist 

with the task of health promotion 

(inter-sectoral co-operation)  

Source: modified from Baum, 2002, p.381 

Current research has support the effectiveness of the setting approach for health 

promotion.  In line with the setting approach, a systems or comprehensive approach 
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which takes into account both organisational strategies and individually-focused 

strategies has proven to be more efficient and effective than individual-oriented 

prevention programmes alone (Kickbusch & O'Bryne, 1997; Lamontagne, Keegel, 

Louie, Ostry, & Landsbergis, 2007; Lamontagne, Keegel, & Vallance, 2007 ; Noblet & 

LaMontagne, 2006).  Lee and his colleagues found that the Health Promoting School 

approach contributed to better health and wellbeing of young people (Lee, Cheng, Fung, 

& St Leger, 2006). With reference to HPH, for example, many intermediate outcomes 

were identified in the Vienna Model Project in the Rudolfstiftung Hospital, Vienna, 

Austria (Nowak & März, 1998).    

2.3 Health promoting hospitals: rationale, concepts and strategies 

A hospital is regarded as a potential setting for promoting population health.  Hospitals 

can fulfil their roles in health promotion through the HPH approach.  This section will 

first give the rationale for the HPH approach.  It will then elaborate on the concept of 

HPH, moving from a reflection of the narrow view of the role of hospitals in health 

promotion to the broader view of HPH.  Third, it will outline strategies for HPH 

including the addition model and the integration model at the hospital level and 

networking at the international level.  Last, it will provide mapping of recent global 

research into HPH.   

Rationale for the Health Promoting Hospital (HPH) Approach 

The international entities made numerous appeals for health services integrated with 

health promotion.  In 1978, the Declaration of Alma Ata argued that primary health 

care was significant in achieving population health (WHO, 1978).  In 1986, one of the 

five main health promotion actions identified in the Ottawa Charter was to reorient 

health services toward health promoting settings, which was incorporated in the First 

Global Conference on Health Promotion (WHO, 1986).  In 2009, Nairobi Call to 

Action was highlighted in 7th Global Conference on Health Promotion. It again laid 

stress on the importance of strengthening health systems (WHO, 2009 ).  Furthermore, 

the European Health Report 2009 proposed that health services and health outcome 

could be enhanced through health promotion action (WHO-EURO, 2009).  Seven 

reasons will be given below to explain the reasons for and benefits of hospitals to 

implement health promotion. 
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Firstly, hospitals occupy a central piece in the health care system (Doherty, 1998; 

Hancock, 1999) because they consume between 40% and 70% of the national health 

care expenditure (Groene & Jorgensen, 2005).  Hospitals were encouraged to play 

active roles in efficient and effective resource utilization while most developed 

countries encounter significant pressure for effective cost containment under the 

prevailing challenges, such as ageing population and widespread chronic diseases 

(Johnson, 2000; WHO-EURO, 2007).  Secondly, health promotion can encourage 

hospitals to improve the quality of health services (Groene & Jorgensen, 2005; Põlluste, 

et al., 2007).  Thirdly, being hospitalised is a good opportunity to receive health 

promotion information and be encouraged to change unhealthy behaviour  (Tønnesen, 

et al., 2009).  Unhealthy lifestyle change in the hospital can be conducive to better 

health outcomes.  In particular, chronic diseases are prevalent, but most of these are 

preventable through behaviour changes.  Fourthly, a hospital is a multiple setting 

which is able to reach a wide range of groups (Hancock, 1999).  A hospital functions 

as a workplace, health care centre and community institute, reaching a great number of 

people.  Fifthly, workplace health promotion in hospitals can help address 

health-related problems of workers (Hancock, 1999; Pelikan, Krajic, & Dietscher, 2001), 

such as short-term absenteeism, thereby improving individual and organizational 

capacity.  Furthermore, workplace health promotion in hospitals offers supportive 

working environments which attract competent workers to enhance the efficiency and 

productivity of health services.  Sixthly, medical professionals are able to place a 

greater impact on public policy because they accumulate a great deal of medical 

practice and have vast capacity in research and teaching; in addition, people are most 

likely to accept suggestions from medical professionals (Hancock, 1999; Pelikan, et al., 

2001).  Last but perhaps of the most pressing nature, a hospital is a producer of a large 

amount of waste and also a consumer of many products (Garcia-Barbero, 1998; Groene 

& Jorgensen, 2005).  Hospitals should take accept corporate responsibility for reducing 

the amount of waste and should purchase ‘green’ products which are beneficial both to 

the environment and to human health. 

The concept of HPH 

 The narrow view of the role of hospitals in health promotion  

As the Declaration of Alma Ata, the Ottawa Charter, and other important international 

agreements have indicated earlier in this chapter, health promotion, as a concept, is  
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hardly brand new to hospitals; however, hospitals might implement it only in a narrow 

way.  In the 1980s, a large number of hospitals in North America, Europe, Australia 

and New Zealand implemented health promotion programs (Johnson, 2000).  

Nevertheless, most of these programs have been limited to education, behavioural 

change on the part of individuals, and health screening for disease by individuals and 

professionals, often on an ad hoc basis (Hancock, 1994; Johnson, 1998; Johnson, 2000; 

Labonte, 1994).   Further, health promotion programs were carried out on the basis of 

isolated projects or the assigned role of a specific division without organisational 

commitment (Johnson & Baum, 2001).   

 Four types of organizational approaches to HPH  

The narrow view of the role of hospitals in health promotion can be distinguished from 

the broad view through an understanding of the four types of organisational approaches 

to HPH proposed by Johnson and Baum (2001).  Johnson and Baum (2001) proposed a 

typology of distinct organizational approaches to HPH based on a literature review 

regarding the types of health promotion activities carried out by HP-hospitals and 

Johnson’s observation of how some Australian hospitals had become health promoting 

through organizational change and support (Johnson & Baum, 2001; Johnson & Paton, 

2007).  Based on two criteria- the extent to which hospital organization is involved, 

and the types of health promotion activities which are carried out- the four types of 

HPH from an organizational perspective are summarised in Table 2.3.3 below.   

Type one is ‘doing
 
a health promotion project’.  This approach does not confront 

disease based practices to any significant extent or reorient the overall hospital 

organisation and staff members’ roles in health promotion.   Health promotion projects 

are implemented on an ad hoc basis, which has little to do with organisational strategic 

development.  Type two is ‘delegating health promotion to the
 
role of a specific 

division, department or staff’, such as a health promotion coordinator, or Department of 

Community Health.  This approach does not essentially confront each unit within the 

hospital to change its focus away from medicalisation and institutionalisation to health 

and community orientation.  This approach can make only limited impact as it might 

alienate the staff of the departments that were not assigned the responsibility of health 

promotion.  Type three is ‘being
 
a health promotion setting’, the dominant approach 

recognised and advocated by the International HPH Network.  This approach calls for 

hospitals’ commitment to organisation change as a way to create health promoting 
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settings, and in turn, the hospital can undertake health promotion activities to promote 

health of patients, staff, organisation and its physical environment.   This approach 

falls short of taking community health into the picture.  Lastly, type four is ‘being a 

health
 
promotion setting and improving the health of the community’. Using this 

approach, hospitals are committed not only to turning into health promoting settings 

themselves but also to improving the health of the community.  Health issues of 

patients, staff, organisation, physical environment and the community are all taken care 

of through the implementation of health promoting hospitals without walls.  Of these 

four types, Johnson and Baum (2001) argue that only the last two types can be identified 

as the HPH approach.  

In short, Johnson and Baum (2001) want to draw public attention to the importance of 

organizational support in the development of HPH, and the organisational support 

should be specifically embodied in organizational commitment to change, support from 

different levels of the organization, and policy and practice change.  HPH can be 

interpreted in many ways, including the four indicated in Table 2.3.1.  Johnson and 

Baum (2001) point out the importance of explicit, clear ideas about health promotion 

settings to separate these ideas from the rhetoric of transformation into health promotion 

settings.  

Table 2.3.1 The four types of organizational approach to HPH 

Type1 Type 2 Type 3 Type 4 

‘doing a health 

promotion project’ 

‘delegating it to the 

role of a specific 

division, department or 

staff’ 

‘being a health 

promotion setting’ 

‘being a health
 

promotion setting and 

improving the health of 

the community’ 

 Becomes the 

responsibility of a 

specified division, 
department or workers. 

It is not integrated into 

the role of the whole 

organization  

Hospital health 

promotion programme 

Hospital health 

promotion programme 

Ad hoc activities may 

be oriented to  

Activities may be 

oriented to  

Activities concentrate 

on the ‘setting’: 

Activities encompass 

the ‘setting’ and the 

community: 
 patient and family 
 staff 
 organization 
 physical environment 

 community  

 patient and family 
 staff 
 organization 
 physical environment 

 community 

 patient and family 
 staff 
 organization 
 physical environment 

 patient and family 
 staff 
 organization 
 physical environment 

 community 
staff work collaboratively 
with others (intra-and 
inter-sectorally ) 

Source: Johnson and Baum, 2001, p.286  
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 The broader view of HPH 

The broader view of HPH can be distinguished from the narrow view through 

understanding the four types of organisational approach to HPH mentioned above.  

This section will go further into detail about the broader view of HPH, beginning with 

the scope of health determinants addressed.  In contrast to the narrow view of the role 

of hospitals in health promotion with its focus on individual orientation, HPH is based 

on a setting approach for health promotion (Pelikan, 2007a; WHO-EURO, 2007).  

HPH recognises the multi-causal nature of health determinants of population groups and 

gives additional thought to the impact of the setting where people work, learn, live, and 

use various services, which had previously been given little attention (WHO-EURO, 

2007).  In other words, HPH takes into account situational opportunities (e.g. 

situational infrastructure and resources) and situational incentives (e.g. situational 

values, norms, rules and regulations) in addition to personal ability (e.g. personal 

capabilities, skills and resources) and personal preferences (e.g. personal values and 

attitudes)(WHO-EURO, 2007).   

Based on the Budapest Declaration on Health Promoting Hospitals (1991), WHO (1998) 

gave a definition of HPH in the following statement.  

A health promoting hospital does not only provide high quality comprehensive 

medical and nursing services, but also 1.) develops a corporate identity that 

embraces the aims of health promotion, 2.) develops a health promoting 

organizational structure and culture, including active, participatory roles for 

patients and all members of staff, 3.) develops itself into a health promoting 

physical environment and actively cooperates with its community (WHO, 1998, 

p.11).  

Pelikan and other experts (Pelikan, Krajic, Lobnig, & Dietscher, 1998, p. 14) have 

proposed four primary principles which distinguish HPH from illness-oriented hospitals 

by stressing the following characteristics:   

 Reduction of disease + improvement of health 

 Extension of target groups: the health promoting hospitals concentrate on 

four main areas of project development: Patients + staff + population in the 

community + hospital organisation as a social system  

 Combination of personal + organisational development strategies 
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 Development through introduction of new services + reengineering of 

existing services 

The first principle points out that hospitals should also aim to promote health in addition 

to reducing illness.  Table 2.3.2 elaborates and distinguishes various efforts which can 

be made through maintaining health and improving health under the philosophy of ill 

health orientation and positive health orientation (Pelikan, 2007c).  By acting on the 

systems which means individual people, they can maintain their health by improving the 

way they manage their own health through exercise and training such as conflict 

management, using a philosophy of positive health. This contrasts with the philosophy 

of risk management which is the prevailing approach when people view health as the 

absence of disease or low risk.  By acting on the environment in which people live, 

work and are hospitalised, they can maintain their health by accessing infrastructures 

and incentives for resource management.  This contrasts with the access to low-risk 

environments and incentives for risk management under the attitude that a hospital’s 

main function is to minimize ill health.  By acting on the environment, people can 

improve their health by accessing infra-structure and adopting incentives to exercise and 

train to maintain and improve their health in contrast to focusing on the cure and care of 

diseases.  The new approach is proactive while the old approach is reactive. 

 An overview of the 18 core strategies for HPH 

This section will provide specific strategies to guide what HP-hospitals can do in line 

with the setting approach for health promotion.  In 2001, WHO started a working 

group ‘Putting HPH Policy into Action’ to develop a strategic framework for HPH 

(Pelikan, Dietscher, Krajic, & Nowak, 2005; Pelikan et al., 2006).  This working group 

developed 18 core strategies of health promoting hospitals with the key principle of 

empowerment to facilitate hospitals to promote the health of patients, staff and 

community population.  As Table 2.3.3 shows, the three strategies are to empower 

health promoting self management, and health promoting hospital setting through 

increased empowerment.  Furthermore, another three advanced strategies are to 

empower health promoting illness management, lifestyle management, and participation 

in community development to improve the health of stakeholders.  The six key 

strategies should not stand alone but should consider as a whole when particular health 

issues of stakeholders are addressed.   
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Table 2.3.2 Principal Strategies to maintain and improve health by influencing living system & relevant environments  

Oriented at Positive health Ill health Positive health Ill health 

By influencing System  System Environment Environment 

Maintaining health 

 

 

 

 

Specific intervention 

Protection of positive 

health by improving 

individual resource 

management   

 

Health education for 

positive protecting 

lifestyles 

Prevention of ill health 

by improving individual 

risk-management  

 

 

Health education for ill 

health preventing lifestyle 

Protection of positive 

health by developing 

infra-structure & 

incentives for resource 

management  

 

Development of 

resourceful living 

conditions 

Prevention of ill health 

by developing less risky 

environments & 

incentives for risk 

management  

 

Development of less risky 

living conditions  

Improving health 

 

 

 

 

Specific intervention 

Development of positive 

health by improving 

individual exercise & 

training 

 

Health education for 

health promoting lifestyles  

Treatment of ill health by 

cure of & care for 

individuals  

 

 

Self-/ lay-/ professional 

management of illness 

 

Development of positive 

health by investing 

infra-structures & 

incentives for exercise & 

training  

 

Development of health 

promoting living 

conditions   

Treatment of ill health by 

investing in 

infra-structure & 

incentives for cure & 

care  

 

Development of specific 

conditions for 

management of illness  

Source: Pelikan, 2007c, p. 81
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Table 2.3.3: 18 core health promotion strategies for HPH 

HP for  

HP by  Patients Staff Community 
H

e
a
lt

h
 p

ro
m

o
ti

n
g
 q

u
a
li

ty
 

d
e
v
e
lo

p
m

e
n

t 
o
f 

tr
e
a
tm

e
n

t 

a
n

d
 c

a
re

 b
y
…

 
empowerment of 
stakeholders for 
health promoting 
self-reproduction / 
self management  

PAT-1:  
Health promoting 
living in the hospital 

for patients  

STA-1:  
Health promoting 
living in the hospital 

for staff 

COM-1:  
Health promoting 
access to the hospital 

for citizens  

empowerment of 
stakeholders for 
health promoting 
co-production  

PAT-2:  
Health promoting 
coproduction of 
patients in treatment 

STA-2: 
Health promoting 
coproduction of staff 
in work processes 

COM-2:  
Health promoting 
coproduction with 
services in the region 

health promoting & 
empowering 
hospital setting for 
stakeholders 

PAT-3:  
Health promoting 
hospital setting for 

patients 

STA-3: 
Health promoting 
hospital setting for 

staff 

COM-3: 
Health promoting 
hospital setting for 

citizens 

S
tr

a
te

g
ic

 p
o
si

ti
o
n

in
g
 
 

empowering illness 
management 
(patient education) 
for stakeholders 

PAT-4: 
Health promoting 
illness management 
for patients 

STA-4 
Health promoting 
illness management 
for staff 

COM-4: 
Health promoting 
illness management 
for citizens 

empowering lifestyle 
development (health 
education) for 
stakeholders 

PAT-5: 
Health promoting 

lifestyle development 
for patients 

STA-5 
Health promoting 

lifestyle development 
staff 

COM-5: 
Health promoting 

lifestyle development 
for citizens 

participation in 
health promoting & 
empowering 
community 
development for 
stakeholders 

PAT-6: 
Health promoting 
community setting for 
patients  

STA-6 
Health promoting 
community setting for 
staff  

COM-6: 
Health promoting 
community setting for 
citizens  

Source: Pelikan et al., 2006, p17  

Strategies to HPH 

This section will provide theoretical ideas about how to put the concept of HPH into 

practice.  The strategies can further be categorised into the addition model and the 

integration model at the hospital level and networking at the international level.  At the 

hospital level, Brandt and other scholars differentiated between the addition model and 

the integration model to put HPH concept into practice through the organisational 

structure and culture (Brandt, et al., 2005).  The addition model adopts project 

management and organisational development or other organisation change management 

with a particular HPH subsystem within the hospital as key measures to carry out the 

HPH concept.  On the other hand, the integration model links the execution of the 

HPH measures to a continuous organization development process with reference to total 

quality management such as application of combined European Foundation for Quality 

Management (EFQM) excellence model and the balanced scorecard (BSC), and five 

main standards.  At the international level, the international HPH network was initiated 

in 1990 by WHO-Euro to support the consequent HPH movement.   
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 At the hospital level  

 The Addition Model 

In the addition model, quite a large proportion of hospitals begin with separate projects 

to bring health promotion into a hospital’s daily practice (Brandt, et al., 2005).  In 

order to effectively plan, implement and evaluate these projects, project management is 

one of the key elements for effective implementation of HPH (Pelikan, Krajic, et al., 

1998).  Particularly, program planning is regarded as a key to quality health promotion 

practice (Bensberg & Kennedy, 2002; Keijsers & Saans, 1998; Kok, 1993).  Figure 

2.3.1 shows a planning and implementation cycle with a sequence of action to establish 

a coordinating body, conduct a needs assessment, identify goals and priorities, 

determine objectives and strategies, implement action, monitor and evaluate, and revise 

and update (WHO-WPRO, 1999).   Evaluation should consider seven principal 

criteria in three stages to fulfill the project potential (Pelikan, et al., 2006, pp. 64-65).   

 Comprising a feasibility study (criteria 1-3)  

1. Plausibility of intervention 

2. Acceptability for stakeholders 

3. Socio-technical feasibility of measure in a specific context 

 Quality monitoring or process evaluation (criteria 4) 

4. Quality of implementation of measure 

 Outcome evaluation (criteria 5-7) 

5. Effectiveness (outcome & impact)  

6. Sustainability 

7. Cost-effectiveness / efficiency  
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Figure 2.3.1 A planning and implementation cycle 

Source: adapted from WHO-WPRO (1999), p. 15 

Working on stand-alone projects is a good starting point in the short run but not potent 

enough to build a health promoting culture, system and management practice in 

hospitals (Brandt, et al., 2005; Johnson & Baum, 2001).  To secure sustainability of 

health promotion via isolated projects can be a challenge, as pointed out by Brandt 

(2005).  First, there is an implicit link between isolated projects and a hospital’s core 

value and mission for medical professionals.  The second limitation focuses on that 

few leaders are willing to continue spending money and resources on health promotion 

when they can see very limited returns from stand-alone projects i.e. they can see 

nothing for their money.  Moreover, employees will spend time on the project outside 

their working hours or will do overtime to work on the project workers’ free time or 

work overtime.  When this happens, the staff is working with very little supervision to 

maintain quality control and, in addition, there is limited time in which to implement the 

HPH project.  

Program initiation 

Assess and analyse needs 

Identify goal & priorities 

Determine objectives, health 

determinants and strategies Monitor & evaluate 

Revise & update 

Establish a coordinating mechanism 

Implement action 
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Therefore, in the mid-term or long run, a project management approach should be 

applied together with organisation development to realise the full potential of the 

Comprehensive HPH Approach (Brandt, et al., 2005; Pelikan, et al., 2006).  Moreover, 

quality health promotion practice relies on supportive organisation environments and 

systems (Bensberg 2000; Heward, Hutchins, & Keleher, 2007).  Particular HPH 

subsystems within hospitals are created to integrate HPH core value and principles into 

the hospital’s organisational culture, structure and practice system.  The HPH 

subsystems encompass specific strategic guidelines for HPH, a specific annual HPH 

action plan, a specific organisation handbook for HPH, and a specific HPH management 

structure with HPH steering committee, HPH project leader and / or HPH project 

manager, as well as a network of HPH link-personnel at sub-departmental level.   

In order to fulfil the Comprehensive HPH Approach, the working group ‘putting HPH 

Policy into Practice’ systematically developed structured criteria based on quality 

management philosophy and methodology  (Pelikan, et al., 2006).  Effective and 

efficient project management methods are consistent with quality improvement (Pelikan, 

2007a).  In light of Donabedian’s quality approach, Pelikan et al., (2007a) developed 

seven health promotion quality management strategies for the Comprehensive HPH 

Approach, as shown in Table 2.3.4.   

Table 2.3.4 Seven Health Promotion Quality Management Strategies for 

Implementing the Comprehensive Concept of HPH, following 

Donabedian ś approach  

Quality function/

activity … 

for quality of …

Structures
of services 
(& settings)

Processes
of services
(& settings)

Outcomes/ 
impacts of services
(& settings)

1. Definition S1: Define HP 
criteria & 
standards
for structures

P1: Define HP 
guidelines & 
standards
for processes

O1: Define HP 
targets for 
outcomes & 
impacts

2. Assessment, 
Monitoring, 
Evaluation

S2: Assess for 
HP of structures

P2: Assess for 
HP of processes

O2: Assess for HP 
of outcomes & 
impacts

3. Assurance, 
Development, 
Improvement

S3: Develop HP of
structures by OD, 
PD, TD

X X

 
Source: Pelikan, 2007, p.266 
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This table is based on three assumptions: firstly, the quality of health promotion 

structures contributes to the quality of the health promotion process, which in the end 

will be conducive to the quality of the health promotion outcome; secondly, according 

to three steps of the reduced quality circle, health promotion quality must be defined, 

assessed periodically and then monitored or evaluated; thirdly, while the process and 

outcome of health promotion quality cannot be directly affected or enhanced, the 

structure can be worked on.  Based on this framework, the working group ‘putting 

HPH Policy into Practice’ further designed a list of criteria for a health promotion 

management system in HPH to facilitate hospitals to implement a Comprehensive HPH 

Approach, as shown in Table 2.3.5. 

Table 2.3.5 List of criteria for a health promotion management system in HPH 

Structure 

 Health promotion as explicit aim and value in mission statement of hospital 

(should include reference to patients’ rights, health of patients, staff and 

community etc.) 

 Formulated health promotion strategic policy document, specifying aims, 

goals, targets and health promotion principal and core strategies and policies to 

reach them 

 Specific annual health promotion action plan 

 Specific budget ear-marked for health promotion 

 Specific health promotion management structure 

 health promotion steering committee (including a member of the 

directorate of the hospital) 

 health promotion manager / team (reporting directly to directorate of 

hospital) 

 network of health promotion focal points in all sub-units of hospital 

 Specific health promotion organisational manual 

Processes 

 Regularly monitoring, evaluation, reporting and improvement initiatives of 

health promotion outcomes and impact (by surveys, balanced score card, 

reporting) 

 Regularly health promotion information and health promotion involvement of 

staff and leadership 

 health circles 

 employee suggestion system 

 implementation projects 

 news-letters 

 annual presentations 

 forum on website 

 Health promotion education and training for staff and leadership 

 Regularly conducting health promotion projects for planning and 

implementation of specific health promotion policies 

 Regular involvement of hospital in healthy alliances and partnerships with 

other partners in local community 
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Table 2.3.5 List of criteria for a health promotion management system in HPH 

(continued) 

Outcome 

There have to be explicit 

 goals 

 criteria 

 standards and 

 indicators for health promotion outcomes and 

 (indicators for health promotion processes, for health promotion structures and 

for health promotion quality monitoring) 

 fulfillment of being a HPH can be regularly observed, monitored, documented, 

evaluated, reported and improved 

Source: Pelikan et al., 2006, pp. 65-66  

In addition to organisational development involving organisational change management 

which was strongly recommended by the WHO (Brandt, et al., 2005; Pelikan, 2007a; 

Pelikan, Krajic, et al., 1998), other forms of change management might be applicable 

and useful.  Johnson and Paton (2007) proposed ‘the Paton-Johnson Model of Change 

Management for Health Promoting Health Services’ as an alternative strategy of 

organisational development to integrate health promotion into hospitals’ values, culture, 

structure and daily practice.  The Paton-Johnson Model begins with dialogues for 

change, then conducts diagnosis of current situations, further develops vision, and at the 

end develops plan for change with simultaneous activities including resistance 

management, commitment management, developing people’s capacity, techno-structure 

activities and culture change programs.   

 The Integration Model  

In contrast to the Addition Model that underscores the importance of all the subsystems, 

the integration model integrates health promotion into total quality management.  This 

model has been widely applied in health care institutes with the goal of increasing the 

quality of care through organisational management and system operation (Brandt, et al., 

2005; Cruickshank, Isouard, Blandford, & Irwin, 2002).  Actually, there are quite a 

few synergies between health promotion and quality management.  Maycock and Hall 

(2003, p. 60) summarised  several similarities between health promotion and 

continuous quality improvement, such as a focus upon participation, the use of process, 

impact and outcome evaluation, the use of a systems approach to improve co-ordination 

between agencies, the use of planning and theoretical frameworks to inform programme 

development, and the move towards evidence-based programmes. EFQM which is 
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broadly adopted in European hospitals is in line with the principle of health promotion 

(Brandt, et al., 2005). 

The Balanced Scorecard, which is a management instrument and measurement 

developed by Kaplan and Norton (2001), is used to facilitate organisations to become 

strategy-oriented, and is widely applied in health care institutes (Zelman, Pink, & 

Matthias, 2003).  According to the integration model, health promotion should not 

involve stand-alone projects but should implement strategies which can lead to building 

health promoting infrastructure (Brandt, et al., 2005).  Therefore, in 2002, the WHO 

started a pilot HPH project, applying three different conceptual models of Health 

Promoting Hospitals Standards and Strategies, the EFQM Model, and the Balanced 

Scorecard.  The details are depicted in Case Study 4 in Appendix 1.    

In view of the limited attention given to health promotion in current quality assessment 

systems such as international hospital accreditations in health care, since 2001 the 

working group on standards has undertaken to develop health promotion standards 

(Groene, 2006; WHO-EURO, 2003) and has undertaken to demonstrate the validity of 

this approach through a pilot study with 38 hospitals in 8 countries (Groene, Alonso, & 

Klazinga, 2010).  The execution of HPH standards in hospitals can be used as an 

effective strategy to enhance the overall quality of health services (Groene, 2006; 

Groene & Garcia-Barbero, 2005; Polluste et al., 2007).  The standards encompass five 

main domains, namely management policy, patient assessment, patient information and 

intervention, promoting a healthy workplace, and continuity and cooperation.  Each 

domain is given certain indicators to measure specific performance within individual 

hospitals in order to allow comparison between hospitals.  However, the challenge for 

this application of the standard is low compliance; therefore it is necessary to ensure 

systematic monitoring of the execution of health promotion practices in hospitals 

(Groene, Jorgensen, Fugleholm, Moller, & Garcia-Barbero, 2005).   

A few years later in 2010, the Montreal Network of Health Promoting Hospitals and 

Health and Social Services Centre (Montreal Network of Health Promoting Hospitals 

and CSSSs, 2010) used smoking cessation support programs in hospitals as an example 

to develop a ‘Guide for Integrating Health Promotion into Clinical Practice’ to meet the 

standards of patient assessment, and patient information and intervention.  This guide 

involves a 5-step process:  

i. mobilisation and commitment 
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ii. target clients, risk factors and settings 

iii. portrait of current practices 

iv. development and implementation 

v. monitoring and evaluation 

This guide was further developed when it was applied in Montreal hospitals, and was 

found relevant and informative (Montreal Network of Health Promoting Hospitals and 

CSSSs, 2010).   

 At the International Level 

At the international level, the majority of concepts and strategies of HPH are developed 

by the International HPH Network.  This section will present a short history of the 

network in six phases identifying particularly significant events and various specific 

focuses although one phase might overlay the other (Pelikan, 2007a; 2011).  The 

details are illustrated in Table 2.3.6.   

Table 2.3.6 Phases and milestones of the HPH network identified by WHO-EURO 

Phase 0: Preparations for initiating Health Promoting Hospitals by WHO-EURO (1986-1989) 

1986 Ottawa Charter for Health Promotion (> Reorienting health services) 

1986- WHO Healthy Cities Project 

1988-2009 Linköping WHO CC for Public Health Sciences 

1988 WHO consultation on the Role of Health Promoting Hospitals 

1989 Publication on Consultation (Milz & Vang 1989) 

Phase 1: Development of concept & initiation of network structures (1989-1992) 

1989 Feasibility study for Model Project 

1989-1996 WHO-Model Project “Health and Hospital” at Rudolfstiftung Hospital, Vienna 

1990- Official start of International HPH Network as a MCAP of the Healthy Cities Project 

1990-2001 Coordination & Secretariat of international network by LBISHM Vienna 

1991 The Budapest Declaration on Health Promoting Hospitals 

1991-1992 Preparations for a European Pilot Hospital Project (EPHP) 

1992- Vienna WHO-CC for Health Promotion in Hospitals at LBISHM/LBIHPR 

Phase 2: Testing the concept & further developing network structures (1993-1997) 

1993 Annual International HPH Conferences, International HPH Newsletter 

1993-1997 Conducting of European Pilot Hospital Project (EPHP) 

1995- Establishing of national and regional HPH networks 

1995- Annual HPH networks coordinators  ́workshop   

1997- The Vienna Recommendations on Health Promoting Hospitals 

(Table continued on next page) 
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Table 2.3.6 Phases and milestones of the HPH network identified by WHO-EURO 

(Continued) 

Phase 3: Spreading and internally differentiating the international network (1998-2000) 

1998- Task force: Health promoting-psychiatric health care services 

1998-2001 First international project data base of the network (then transferred to WHO  

 Barcelona center)   

 
1998-2001 EU-Project HP in Primary Health Care: General Practice and Community Pharmacy 

Phase 4: Standardizing the concept & linking it to quality and evidence (2001-2005) 

2001-2005 Coord. & Secretariat by WHO European Office for Integrated Healthcare Services, Barcelona 

2001-2006 Working Group “Standards for Health Promoting Hospitals” 

2001-2006 Working Group “Putting HPH Policy into Action” 

2002-2005 EU-Project Migrant Friendly and Culturally Competent Hospitals 

2004- Designation of Copenhagen WHO-CC for Evidence-Based Health Promotion in  

 Hospitals 2004- Annual International Summer Schools on HPH as satellites to International Con- 

 ferences 2004- Task force: Children and adolescents in hospitals 

2005- Task force: Migrant friendly and culturally competent health care 

2005- First non-European national / regional network joined the international HPH network 

Phase 5: Restructuring, globalizing & extending the international network (2006-2011) 

2006 
Coord. & Secretariat by Copenhagen WHO-CC for Evidence-Based Health Promtion in 

Hospitals 

2006 Introduction of a General assembly & a Governance Board for the International Network 

2006 Florence WHO-CC for HP Capacity Building in child and adolescent health 

2008 Association “International Network of Health Promoting Hospitals & Health Ser vices 

(HPH)”  

 
2008 Extension of scope to other health care organizations and internationalization of network 

2008 Task Force Smoke-Free-Health Services 

2008 
Project on a Retrospective, Internationally Comparative Evaluation Study of HPH 

(PRICES-HPH) 

2009 Athens WHO-CC for integrated strategies and services to NCD prevention at country level  

 
2009 Task Force Alcohol and Alcohol Interventions 

2010- Task Force HPH and Environment 

2010 Memorandum of Understanding of International HPH Network with WHO-EURO 

2010 
Journal: Clinical Health Promotion. Research and best practice for patients, staff & 

community  

 
Source: Pelikan, Groene & Svane, 2011, p.35 

The pre-phase of the international network development was to prepare for launching 

health promoting hospitals, which was inspired by the Ottawa Charter.  The first phase 

was to develop the concept of HPH and launch a project and network of HPH from 

1989 to 1992, establishing project management and organizational development as the 

first and second pillars of HPH.  The second phase was to examine the concept and 

build network infrastructures between 1993 and 1997, developing a systematic network 

as the third methodological pillar of HPH.  The third phase was to extend HPH and 
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internally differentiate it by various task forces which adjust the concept of HPH for 

specific target groups, hospital / health service types or topics between 1998 and 2000.  

The fourth phase was to clarify the concept of HPH and connect HPH with quality 

management and evidence debate between 2001 and 2005, constructing systematic 

application of quality methodology as the fourth pillar of HPH.  The fifth phase was to 

reorganize, globalise and extend the international network from 2006 to 2011.  By May 

2011, HPH comprised 39 networks in 26 countries in 5 continents.  Including 

individual hospitals that do not have a national / regional network, HPH has 841 

members across 51 countries.   

Mapping of recent global research of HPH 

The HPH development has occurred over more than two decades; however, although 

some research into HPH initiatives has occurred, one of the criticisms of the HPH 

approach is that the research proving its effectiveness is limited (McHugh, et al., 2010b; 

Pelikan, 2007a; Whitehead, 2004).  Generally speaking, recent HPH research can be 

categorised into 6 types of research: the first type focuses on the rationale for and 

concept development of HPH (Delobelle, Onya, Langa, Mashamba, & Depoorter, 2010; 

Groene & Jorgensen, 2005; Hancock, 1999; Pelikan, et al., 2001; Pelikan, et al., 1997; 

Whitehead, 2005).   

The second focuses on the development, application and evaluation of methods or 

models such as the Balanced Scorecard, the self-assessment form and a model for the 

systematic documentation of hospital based health promotion activities (Chiou & Chen, 

2009; Groene, et al., 2010; Groene, et al., 2009; Groene, et al., 2005; Tønnesen et al., 

2007).  The third area of research is concerned with needs assessment for subsequent 

implementation of HPH (Aujoulat, Simonelli, & Deccache, 2006; Johansson, Weinehall, 

& Emmelin, 2010; Khowaja, Mistry, Agha, & Karmaliani, 2010; Y. W. Lin, et al., 

2009).  The fourth investigates the evaluation of overall HP implementation under the 

HPH framework (Guo, et al., 2007; Johnson & Baum, 2001; Johnson & Nolan, 2004; 

McBride, 2004; Põlluste, et al., 2007; Tountas, et al., 2004).  The fifth is geared to 

individual project evaluation under the HPH framework (Faou, Ozguler, Okra, & 

Laudet, 2004; Mavor, 2001; Tønnesen, et al., 2009; Tønnesen et al., 1999).  The final 

area of research focuses on reviews of evidence (McHugh, et al., 2010b; Pelikan, 2007a; 

Whitehead, 2004).   
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2.4 Workplace health promotion  

Staff health promotion is one of the features of HPH.  In addition to the HPH approach, 

staff health can also be promoted by the Integrative Workplace Health Management 

(IWHM) Model.  This section will first introduce the four generations of workplace 

health promotion (WHP) in light of the levels of breadth of health determinants 

addressed.  Among the four generations, the IWHM model, which emerged from the 

fourth generation, will be discussed in greater detail.   

Four generations of workplace health promotion  

According to the scope of health determinants that health programs address, Willis 

Goldbeck, excutive director of the Washington Business Group, discriminates between 

four generations of health promotion programs in workplaces (Chu, Breucker, & Harris, 

2000; Chu, et al., 1997; Chu & Dwyer, 2002; Wenzel, 1994).  In the first generation, 

programs were recognised for a wide range of reasons, most of which had nothing to do 

with health.  For instance, non-smoking policies were formulated as a result of the 

desire to prevent fire hazards rather than as a result of health concerns (Wenzel, 1994).  

In the 1970s, the second generation evolved out of the emergence of risk factor 

identification and intervention technology in the worksite.  Worksite health promotion 

activities were limited to single illnesses or risk factors, particular risky practices, 

lifestyle or behaviour change, and limited to particular levels of staff.  However, the 

environmental, social and organizational determinants of health were not considered in 

this generation. 

In the early 1980s, the third generation of workplace health promotion activities were 

characterised by wellness programmes, addressing all kinds of risk factors to all 

employees, with provision of a more comprehensive spectrum of interventions through 

a wide range of methods.  Health screening, stress management courses, nutritional 

food supply in canteens, exercise, back care programs, and health information seminars 

were popular programs introduced in the third generation.  However, individual 

behaviour change was still the focus, and the broader socio-economic, environmental 

and organizational impacts on workers’ health were disregarded.   

In the early 1990s, given the understanding of multiple determinants, the fourth 

generation emerged to address not only individual risk factors but also the broader 

organizational and environmental issues, and therefore, in essence, it became more 
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holistic and integrative.  Health promotion was integrated into workplace culture and 

practised through the collective effort of individual workers and organizational 

management. 

The Integrative Workplace Health Management Model 

Through this evolutionary process, the integrative workplace health management 

(IWHM) model emerged, in the 1990s, as a result of the recognition of the multicausal 

nature of workplace health.  This model takes into consideration not only determinant 

identification of ill health but also that of positive health.  In light of WHO Global 

Healthy Work Approach (WHO, 1997 ),  

The integrative model of WHM uses a participatory problem solving cycle to 

identify and address the numerous issues associated with health promotion and 

disease prevention, occupational safety and hazard reduction, and organisational 

improvement and human resource management (Chu & Dwyer, 2002, p. 176).  

According to WHO Regional Guideline for the Development of Healthy Workplaces 

(WHO-WPRO, 1999) and the practical experience in Queensland (Allen & Dwyer, 

1994), Chu and Dwyer (2002, p. 181) refer to the principle of a participatory problem 

solving process and propose the following steps to implement the integrative model of 

WHM. 

 Ensure management support 

 Establish a coordinating body 

 Conduct a needs assessment 

 Prioritise needs 

 Develop an action plan  

 Implement the plan 

 Evaluate the process and outcome 

 Revise and update the program  

In order to fulfil the potential of the integrative model of WHM, these steps should be 

carried out with the following principles (Chu & Dwyer, 2002, p. 181).   

 Improve work organisation and the working environment 

 Develop health company policy and culture  

 Encourage active participation by all involved 

 Foster personal development, work styles and lifestyles conducive to health  
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 Ensure health promotion and disease prevention strategies become an integral part 

of management practices. 

Chu, Breucher and Harris (2000) refer to international action and criteria models to 

summarise four key indicators of a successful workplace health promotion initiative.  

The first key indicator concerns participation in that all staff members must get 

involved in the whole process.  The second indicator concerns project management. It 

requires that projects should be realigned to the needs oriented problem-solving circle 

which establishes needs assessment, priority setting, planning, implementation, 

continuous monitoring and evaluation.  The third factor focuses on integration: 

workplace health promotion programs should become a part of a company’s regular 

management practices and their strategies should be integrated into the company’s 

annual plan.  The fourth indicator is geared to comprehensiveness: programs must 

embrace both individual-oriented and environment-oriented measures. 

In essence, the IWHM model relies on a comprehensive needs assessment to initiate a 

needs oriented problem-solving cycle.  Chu, Driscoll and Dwyer (1997) propose a 

framework for assessing the health of a specific workplace, as shown in Table 2.4.1.   

Table 2.4.1 An integrated workplace health assessment framework: baseline and 

profile  

Baseline categories Baseline indicators 
Data collection 

techniques 

1. Organisational 

features 

Workplace culture 

Management style 

Communication channels 

Work-group cohesion 

Power (control) versus responsibility 

Relationship with outside communities 

Worker involvement in decision making 

Defined career paths 

Shift work 

Division of labour and award structures 

Job satisfaction and morale 

Worker autonomy 

Interview 

Observation 

Secondary data 

Focus group 

2. Physical environment 

Hygiene and safety conditions 

Physical hazards and potential for exposure 

Built environment: lighting, aesthetics, space, 

etc. 

Interview 

Observation 

Secondary data 

(Table continued on next page) 
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Table 2.4.1 An integrated workplace health assessment framework: baseline and 

profile (Continued) 

Baseline categories Baseline indicators 
Data collection 

techniques 

2. Physical environment 

Hygiene and safety conditions 

Physical hazards and potential for exposure 

Built environment: lighting, aesthetics, space, 

etc. 

Interview 

Observation 

Secondary data 

3. Health and safety data 

(industry-and 

workplace-specific) 

Absenteeism 

Workers’ compensation 

Sick leave 

Last-time frequency rate 

Specific risk factors, etc. 

Secondary data 

4. Nature of work 

Work tasks 

Routinised activities 

Design of work setting 

Ergonomic measures 

Interview 

Observation 

Secondary data 

5. Demographic and 

life-style data and 
worker-client base 

Number of workers 

Sex and age distribution 

Tobacco and alcohol use 

Nature of client base, etc. 

Ethnicity (non-English-speaking) 

Socio-economic status 

Education 

Income 

Short interview and 

survey 

6. Existing provisions 

and programs for 

health and safety 

promotion 

Health and safety policies 

•Occupational health and safety representatives 

and committee in place 

•Occupational health and safety assessment 

protocols  

Provisions and programs 

• Healthy canteens 

• Smoking (smokers’ room) 

• Sun care 

• Use of personal protective equipment 

• Ongoing health promotion programs 

Protocols for hazard and risk communication 

Health services 

• Occupational health and safety nurse 

• On-site or off-side medical practitioner 

Employee assistance programs 

Referral for alcohol and drug problems 

Training and development programs 

• Induction 

• In-service 

Interview 

Short survey 

Secondary data 

 

Source: Chu, Driscoll, Dwyer, 1997, p.382 



35 
 

2.5 International examples of HPH 

Since 1988, the HPH approach has grown into a world-wide movement.  This section 

will outline five international examples to supplement the understanding regarding HPH 

implementation at the hospital level, as illustrated in Appendix 1.  These five examples 

have been evaluated and acknowledged by the WHO, and have been published and 

examined in journal articles or have been acknowledged as outstanding examples in 

their home country.   

Case 1 introduces the first WHO demonstration project called ‘health and hospital’ at 

the Rudolfstifung Hospital in Vienna, Austria, with strategies of project management 

and organizational development (Nowak, et al., 1998; Nowak & März, 1998; Pelikan, et 

al., 1997).  Case 2 demonstrates how the Women’s and Children’s Hospital in 

Australia take a comprehensive HPH approach to developing a health promoting setting 

with project management strategies and organizational development recommended by 

the WHO.  Case 3 shows how NHS Ayrshire and Arran in Scotland developed HPH 

along lines of health improvement capacity building and the systematic application of 

the Health Promoting Health Service (HPHS) framework principles.   

The first three cases demonstrate the addition model of HPH, while case 4 demonstrates 

the integration model applied in the Immanuel Diakonie Group in Germany which 

integrated health promotion into quality management.  Case 5 demonstrates healthcare 

workplace health promotion in Greenslopes Private Hospital in Australia, illustrating 

how the IWHM Model helps solve the problem of a shortage of highly skilled nursing 

staff.    

Case 1: Rudolfstiftung Hospital, Austria  

The Vienna WHO-Model Project ‘Health and Hospital’ 

Background and hospital profile   

The WHO recruited Rudolfstiftung Hospital in Vienna to work together on the first demonstration project 

called ‘Health and Hospital’ from 1989 to 1996. Rudolfstiftung Hospital is a public and general hospital 

with 760 beds, 2000 staff members, 30,000 inpatient services, and 100,000 outpatient services.  The 

hospital managers were willing to participate in this project because they wanted to draw on this 

experience to enhance their future competitive advantages to respond to upcoming political reforms 

related to hospital future management.  The primary goals of this project for Hospital Rudolfstiftung was 

to be developed into a ‘health promoting’ organization for its patients, visitors and personnel and to 

become a model and advocate for the principles of health promotion in the region.  
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Method 

The Rudolfstiftung Hospital facilitated by the Ludwig Boltzmann Institute for the Sociology of Health 

and Medicine (LBI) with organisational counselling had taken project management and organisation 

development as two key methods to mobilize the development of the whole organization to become a 

health promoting setting.  The hospital started with needs assessment through optimized representatives 

within the hospital with the virtue of individual and group discussions.  Eleven projects had been 

identified, following by the needs found and criteria for setting up a subproject, including socio-technical 

possibilities of solving the analysed problem area, chances of reaching a consensus among the staff 

concerned, practicability within a limited space of time and availability of necessary resources.  The 

project also worked on the public relations to enhance public visibility through project newsletter, public 

presentation about the project, and information material.   

Program Implementation 

A full representative subproject groups were established and in operation on the voluntary basis.  

Members of subproject groups were allowed to use 2 hours to work on the HPH subprojects and got 

external support from LBI in solving any task on hand.  Project group work began with a ‘start up 

meeting’ (one to two days long) to give the new group members a chance to develop working structures 

and durable cooperative relations. The conceptualisation of solutions to problems was a next step, 

following the results of the general description of the problem which took place at regular subproject 

meetings.  Eleven subprojects were set up, including issues of staff, patient and community health, and 

also healthy organization.   

1. Health at the workplace 

2. Organization of Hospital Hygiene 

3. Reorganization of a Ward 

4. The Out-Patient Clinic as Interface between in-and Outpatient care 

5. Healthy food in the hospital 

6. Training of Diabetics 

7. Nursing  

8. Patient-oriented team nursing  

9. Volunteer patient service 

10. Cooperation between Central and Clinical Departments 

11. Mission statement Rudolfstiftung  

Facilitators of the implementation of HPH 

 Establish a broad acceptance of the health promotion policy within the management, the owner, the 

staff and the broader public by public presentations and participative decision process at the start of  

the project 

 Stay in close contact to the problems and needs of the main target groups  

 Identify someone or a group of persons in the hospital who can be the coordinating and leading 

person/group for an ongoing process and appoint a project coordinator 
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 Establish an inter-professional committee for developing and deciding the Health Promotion strategy, 

including the management of all professional groups, staff counsel and health promotion experts 

 Make sure that decision making is transparent and keeping to the facts 

 Identify solvable health problems in the organization to start with 

 Establish project groups for each problem area which can represent all different perspectives for 

solving these problems – give a place and time that people can learn to work in this new co-operative 

structure  

 Establish clear roles and co-operation structures within the project groups and for the co-operation of 

persons and institutions 

 Make sure that you have the resources (time, money and manpower) to establish each health 

promotion project before starting the project and establish a realistic frame-work for the work of the 

project group 

 Involve experts, expert knowledge and existing models of good practice from other hospitals 

whenever possible, but always approach the directly affected persons as the first ‘experts’ in the field. 

 Make use of external facilitators for the social process of the initiatives if conflicts are expected 

 Develop acceptable communication strategies and media to ensure ongoing information and support 

of the whole organisation for the health promotion initiatives – newsletter, regular presentations, 

internal and external public relations. 

 Review and evaluate all health promotion initiatives on a regular basis – develop a set of targets and 

indicators to allow this evaluation process to be simple and effective in producing plausible data. 

Make progress evaluations to be able to change the direction of the development al process  

 Make sure that persons committed to the project and investing their time get rewarded for their 

enthusiasm – do not forget that they should be able to enjoy their health promotion work 

 Make the results accessible for discussion and for transfer to other parts of the hospital, the local or 

even the wider community. A network of Health Promoting Hospitals offers mutual exchange and  

consultation. The network can learn from your experiences as well as you can learn from the experiences 

of the others and it can provide a political lobby as well as a conceptual basis for reform and change in the 

health care sector 

Achievements 

Through seven year efforts, the overall successes of the Vienna WHO-Model Project are as follows. 

 to win the support of the hospital owner, management and staff  

 to solve relevant problems of the hospital 

 to develop the hospital into a „learning organisation“ 

 to ensure sustainability of the project results by establishing new professional roles, new 

communication structures and training of staff 

 to work continuously on the HPH-projects throughout 7 years (including funding of the last 2 years 

out of the normal budget of the hospital) 
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 to involve 250 staff members actively in the subprojects (more nurses than doctors and administrative 

staff) 

 to incorporate the main goals of HPH in the mission statement of the hospital 

 to achieve high visibility by newsletters, public presentations, visitors days 

 to develop 9 guidance manuals on 9 successful models of HPH-projects 

 to start off from this project the European Pilot Hospital Project and the Austrian National Network of 

HPH 

In addition, outcome and benefits at the level of subprojects were evaluated as follows. 

 The health of patients was promoted by reducing hospital infectious though establishing a professional 

hygiene team  

 Increasing staff satisfaction by reorganization of a ward 

 A definite reduction in the number of patients who came to the clinic with complaints whose treatment 

was not specifically a function of the surgical out-patient clinic (a reduction of 7.3% in 1994 

compared with 1990) as well as in the number of treatments (a reduction of 20% during the same 

period) 

 More than 80 % of the patients judge the quality of the meals as satisfactory and the staff on the other 

hand consummated twice as many dishes 

 An educational program became part of the standard treatment for diabetics and the personnel 

fluctuation became significantly lower as a result of the regular jobs created for the staff of the 

training team  

 An increase of nurses  ́job satisfaction, decreasing fluctuation rates, less tendency to change jobs, and 

a general improvement in the working atmosphere on the ward. Furthermore, The leadership training 

courses play a central role in helping head nurses to organize better working conditions.  

 The quality of nursing services was improved by changing to team nursing on many wards 

 Both patient surveys and interviews with hospital staff indicate the successful implementation of the 

volunteer team 

 Enhanced cooperative working culture, presented in the form of the increasing frequency of queries 

by phone between the two units has sunk drastically in pre-/post-test, which can help ease staff work 

load. By a better co-ordination of referrals and medical examinations between the two units waiting 

time for patients has also been reduced  

Source: Nowak, et al., 1998, pp47-66; Nowak & März, 1998, pp. 164-166; Pelikan et al., 1997, p. 24 
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Case 2: Women’s and Children’s Hospital, Australia  

Background and hospital profile 

The women’s and Children’s hospital (WCH) was a 339 bed specialist teaching hospital located in North 

Adelaide, Australia.  The WCH was officially established in 1989 with the amalgamation of the 

Adelaide Children’s Hospital and the Queen Victoria Hospitals.  In 1991, influenced by the South 

Australian health system reforms which centred on seeking alternatives to high cost hospital admission, 

the vision of WCH was to enhance and promote the health of women, children and young people by 

specialising in care, research , education and health promotion.  Later on, the development of the health 

promoting hospital was driven by key leaders in the WCH who also had understanding of broader health 

in spite of insensitivity of budget structure at that time.   

Even though health promotion was incorporated in the 1991 Vision, the direction that the WCH should 

take with health promotion was unclear.  The consumer consultant called together a group of staff in 

December 1991 who were interested in HP.  This group became known as the health promotion working 

group which evolved into the Health Promotion Committee in 1993 and was later disbanded in June 1996 

due to their role becoming obsolete once HP became more established in the organisation.   

Methods 

Inspired by the experience of the WHO HPH development, the WCH adopted project management and 

the Planned-Change Process as an approach to organisational development to reorient the hospital into a 

health promoting setting.  In project management, the WCH referred five main action areas of Ottawa 

Charter to strategy development of each project.  In organisational development, commitment of 

resources was demonstrated to fulfil this potential in the manners of full-time health promotion 

consultant, annual goods and services budget, office space, equipment and clerical support, and budgets 

available for health promotion incentive grants within the hospital.  Organisational commitment to 

health promotion was also made in the forms of following ways:   

 Full-time Health Promotion Consultants located in the Executive Administration Suite The 

incorporation of health promotion into a part of the trial of developing service agreements between  

the divisions and the WCH Executive 

 The incorporation of health promotion into all new position descriptions that were written, especially 

clinical position for nursing, allied health and medical staff   

Moreover, the framework for action for health promotion was developed in December 1993 and health 

promotion policy was made in April 1995 to facilitate this development.  The following results were 

identified, documenting and analysed between April 1994 and December 1996.   

Program 

 Partnership-in-care 

 Written health information  

 Advocacy for public health  
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Facilitators  

Predisposing organisational critical success factors 

 Openness to change in organisation and staff  

 Broad understanding of the concept of health  

 Two levels of organisational commitment towards health promotion 

 Long-term commitment, reflecting the permanent employment of a internal consultant  

 Commitment of resources  

Ongoing organisational critical factors of success 

 Continuity of organisational leadership at the Executive level and the Health Promotion Consultant  

 Building commitment by maintaining visibility  

Management of change critical factors of success 

 Incremental Change 

 Clarity of principles understanding strategic direction  

 Emergent policy development  

 Leadership and Support at 

 Participatory process: bring together staff with an interest in health promotion into action-oriented 

groups, involving others from outside the organisation, using an action research process and 

identification of promotion activities by staff  

 Experiential approach to learning  

 Recognition and incentives for staff  

Restraints to undertaking health promotion activities at the beginning  

 Lack of time being the major barrier 

 Their priority of using time to do HP got into the way to using their time to do their clinical, teaching 

and research  

 Lack of permanent and consistent staff working in departments  

 Staff lacking in health promotion expertise and knowledge 

 Ignorance about the WCH’s role in HP 

 Organisational restraints: the current organisational structure with its centralised decision making 

processes, was believed to be unsupportive of departmental based initiatives because the department 

heads lacked the ability to make budget and strategic direction decision for their department  

 The inability to get equipment such as televisions and videos installed in the wards/ departments to 

show patients and families educational videos 

 Conflict within multidisciplinary teams which prevented teams working together on common issues 

 Lack of clarify about the WCH’s policy on health promotion  

 The incentives available for staff to incorporate health promotion into their roles 

 The way Public Relations Departments worked with the media and the demands placed on staff to 

provide miracle’s stories instead of stories which were more educational and about health issues 
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Barriers to the implementation of three health promotion projects  

 Disincentive for hospitals to promote health of the community as result of the budget structure of 

Casemix funding based on throughput of patients and admission targets set by the South Australian 

Health Commission 

 Perceived lack of leadership from the South Australian Health Commission and Government  

 Perceived lack of evidence of effectiveness of health promotion  

 Resistance to change from the biomedical paradigm  

Achievement  

 Staff undertaking a diverse range of health promotion activities in the five subprogram areas (patient 

and family, community, organisational, physical environment, and staff) 

 Measureable improvements to health outcomes because of decreased injuries and deaths through some 

of the community activities 

 Results of the evaluation of community activities being used to successfully lobby for changes to the 

State health funding policy 

 A significant amount of grant money being obtained to support community programs ($1.7 million 

over three-four years) 

 Changes to the way staff now work with consumers and other organisations/agencies/groups because 

of being involved in health promotion activities 

 A different media profile which is more oriented to stories which have health education benefits rather 

than purely sensational reporting about medical miracles  

 Recognition of excellence in some of the community and physical environmental-oriented programs 

 the WCH being accepted into the WHO’s Health Promoting Hospital Network as an associate member 

 A continued commitment to include health promotion within the WCH’s 1997 revised vision 

statement  

 WCH adopting a Role Statement in 1997 which clearly identifies the hospital as a health resources for 

the community  

Source: Johnson, 1998, pp. 49-72,146-147, 376-399 

 

Case 3 NHS Ayrshire and Arran, Scotland 

Background 

NHS Ayrshire and Arran has been involved in Health Promoting Health Services (HPHS) related work 

since the late 1990s. The long-term interest in HPHS was seen to be largely the result of the personal 

championing of the approach by the Director of Health Improvement over an extended period and the 

prominent involvement of NHS Ayrshire and Arran in early WHO HPH and HPHS piloting work 

initiated by Health Education Board for Scotland (HEBS, a predecessor of NHS Health Scotland). Work 

has developed along three general lines on strategic work and capacity building, a systematic application 

of HPHS principles to Chief Executive Letter (CEL) (14) topic areas, and a more ad hoc project-based 

approach to health improvement work in hospitals. 
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Methods 

 a strategic focus with wider range of health improvement capacity building as a major practical 

focus 

HPHS is seen as a foundational approach, initiative or ethic that seeks to create a conducive context for 

health improvement across all potential domains rather than simply the development and execution of 

discrete tangible ‘projects’. A training programme has also been developed to support understanding and 

capacity and to stress the holistic nature of the HPHS programme.   

 the systematic application of the HPHS framework principles to major health topic areas, 

particularly those highlighted in CEL (14) 

HPHS framework would inevitably have to be expressed in a practical context and HPHS should not sit 

as an isolated ideal.  As such, significant work has been undertaken within the context of the topic areas 

highlighted within CEL (14). This work has taken a range of forms. Sub-groups for each of the topic 

areas have been formed and a mapping exercise using the principles embodied in the HPHS framework  

has  been  undertaken  collating  existing  activity  and progress,  as  well  as  gaps  and  

potential  performance  measures  in  the respective topic areas. 

The  conceptual  model  and  Framework  is  illustrated  in  the  form  of  a  tree diagram :  

 whose roots are the factors that determine health  

 whose trunk is the leadership, co-ordination, and the facilitation needed to address these health 

determinants 

 whose branches are the key types of action that can be taken  

 which is surrounded by the values and aims of health promotion 

 

Figure2.5.1 conceptual illustration of the HPHS approach and framework 
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 ad hoc project-based approach to health improvement work   

As a consequence of longer term HPHS involvement and independent of the CEL (14) topic related work, 

there was recognition of significant amounts of health improvement activity being undertaken that was 

not specifically ‘badged’ as HPHS. Much of this has been developed within the context of a Link Nurse 

group and has involved significant project-based work that has focused on for example, staff health 

issues; food and health; physical activity and mental health promotion. 

Programs  

 Link Nurses 

 Staff health issues /group 

 Food and health 

 Physical activities 

 Mental health promotion  

Facilitators of the implementation of HPHS 

 The work has been driven by high-level strategic activity at Board level  

 The  significant  input  from  the  HPHS  steering  group  which  comprises key individuals 

with a health improvement role  

Barriers to the implementation of HPHS 

The general adoption of the HPHS approach has been relatively slow, especially when compared to other 

health service initiatives. This is linked to the following points:  

 Perception that a lower priority is assigned to HPHS activity  

 A lack of understanding of the complex nature of HPHS principles and practice  

 An organisational culture that does not see health improvement work as being of value  

 A view that gaining access to key staff for training is problematic 

Achievements 

 The establishment of a significant amount of “on the ground” activity-events and projects were seen 

as both constructive in itself which is linked to changes in various health behaviours and symbolically 

important in that they promoted the idea of health improvement in health service settings. 

 There was broad optimism around the sustainability of HPHS principles and practice at a local level 

within NHS Ayrshire and Arran-a relatively high level of pre-existing awareness and goodwill within 

health service clinicians towards health improvement and significant potential to exploit this, and that 

grassroots activities being undertaken are generally popular, well supported and have a relatively high 

level of inbuilt sustainability via training and support.  

Source: NHS Health Scotland, 2005, 2010, pp. 10, 21-22, 56-63  
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Case 4: The Immanuel Diakonie Group, Germany 

Background and group profile 

Since 2002, WHO had started a pilot HPH project, applying three different conceptual models of Health 

Promoting Hospitals Standards and Strategies, the European Foundation for Quality Management 

(EFQM) Model, and the Balanced Scorecard.  The EFQM model and the Balanced Scorecard are 

complementary to each other to better integrate health promotion into hospitals’ value, culture and 

structure.  The former is a comprehensive diagnostic instrument for the evaluation of hospital quality 

and its outcome of self-assessment is wide-ranging identification of potentials for improvement.  The 

latter is strategy –based steering tool and focus on selected strategically important goals, indicators and 

initiatives.  This project was running by five care centres of the Immanuel Diakonie Group.  The figure 

bellow showed the timeline and methodology taken through the whole project.   

 

 

 

 

 

 

 

 

 

 

 

Figure2.5.2 Timeline of the project 

 

Method 

 Apply the EFQM model to conduct needs assessment to understand present condition of hospital 

quality development  

 Building the basis for strategy development  

    1. Clarifying the mission of the organisation 

    2. Establishing the organization’s strategic vision  

    3. Sharing underlying values organisation-wide  

    4. Developing strategic key themes which are ‘health gain through comprehensive patient 

orientation’, ‘process optimization and quality management’, ‘partnerships and development of 

health centres’, and ‘developing a health promoting organisational culture’ 

    5. Generating the Balanced Scorecard  

 

2002 2003 2004 2005 2006 2007 2008 

Development 

of the Balanced Scorecard 

Staff survey  

Value survey  

Document 

review and 

interviews 

Start pilot 
project  

EFQM 

self-assessm

ent 

Implementation  

of the Balanced Scorecard 

Staff survey  Value survey  Patient survey  

Revision of 
the Balanced 
Scorecard   

EFQM 

self-assessme

nt 

Staff survey 

Patient survey  
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 Developing the strategy map  

 

Figure 2.5.3 Strategy map 

Facilitators 

It combines generic business perspectives with internally identified key themes for strategic development 

Barriers 

 Insufficient support from the hospital organisations, particularly weak central project management, 

Lack of involvement of the directors in the EFQM team, inadequate staff trainingIn the case of 

personnel from the middle level of the management and administration, time restrictions were  

expressed as an important barriers to Balanced Scorecard implementation and its impact on daily 

operation  

 In the case of clinical staff, substantial efforts were required to convince of the benefits of the 

Balanced Scorecard implementation in view of the use of abstract concepts, unclear impact on clinical 

results and remoteness from the priorities of daily work  

Needs 

 Substantial mediation by executive management was necessary to convince the benefits of BSC 

implementation, reflecting the challenge of health care organizations to address both management and 

professional objectives at the same time  

Source: Brandt, et al., 2005, pp.80-99; Groene, Brandt, Schmidt & Moeller, 2009, pp. 259-271  
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Case 5: Greenslopes Private Hospital, Australia 

Background 

Greenslopes Private Hospital (GPH) is a general teaching private hospital in Brisbane. The GPH is 

equipped with 570 beds and over 1800 staff members, the largest private hospital in Australia.  Faced 

with the challenge of nursing skills and talent shortages, the GPH positions itself as an ‘employer of 

choice’, initiating Greenslopes Wellness Program (GWP) in 2001 as a core recruitment and retention 

strategy to support their staff’s wellbeing (AHRI, 2010).  The mission of the wellness programs is 

‘Working Together for Your Wellness’. In 2005, GPH has been accredited a member of WHO HPH.  

The GPH is the ultimate winner of Australian Awards related to employee health and wellbeing since 

2005 due to a combination of focused commitment, and well-funded and innovative programs with 

holistic and integrated approach.  

Methods 

In order to realise itself as an ‘employer of choice’, the GPH initiated a GWP with minimal budget and 

utilisation of existing resources in 2001, within 12 months appointing a wellness coordinator to see the 

program continual growth, and afterwards established a state-of-the-art Wellness Centre in 2003 which 

offered the employees high access to apparatus in which to improve their health and wellbeing.  The 

GPH Staff Wellness Program is led by a Wellness Coordinator and facilitated by a dedicated team of 

wellness professionals including the contractors.  In October 2010, GWP staffing profile in full time 

equivalent (FTE) encompassed 1 FTE wellness coordinator, 0.58 FTE health promotion officers, 1 FTE 

exercise physiologist, and 0.63 FTE administrations assistant.  Funding for staff and programs comes, in 

part, from hospital executive, but in the most from revenue gained from the popular in-house gymnasium.   

In 2005, the wellness program was integrated as part of the new Worklife@GPH initiative, which is 

based on the integrative model of WHM proposed by Chu and Dwyer (2002) in which staff health issues 

in health promotion and disease prevention, occupational safety and hazard reduction, and organisational 

improvement and human resource management are identified and addressed.  The Worklife@GPH 

initiative embraces Human Resources (HR), Occupational Health and Safety (OHS), Learning and 

Development, GWP, Social Club and Library, as shown in Figure 2.5.4 in the next page.  This design is 

to ensure coordination and collaboration within varied relevant units so as to achieve organisation 

wellness.  

The GWP is also guided by five guiding principles of healthy workplace by WHO, namely 

comprehensiveness, participation, empowerment, multisectoral and multidisciplinary, social justice, and 

sustainability  
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Figure 2.5.4 The structure of Workplace Health Promotion in GPH 

 Comprehensiveness  

The GPH takes comprehensive and holistic approaches with focus on the five dimensions of individual 

wellness, namely physical, emotional, spiritual, occupational and intellectual wellbeing through an 

organisational wellness approach as presented in Figure 2.5.4 above. 

 Participation 

The GPH workplace health promotion is based on biennial needs assessment and driven by a Wellness 

Advisory Group consisting of key senior stakeholders including Hospital Executive and Human 

Resources, Occupational Health and Safety and Marketing Managers. The Wellness Ambassador 

Network, a formal network of department-based wellness ‘champions’ across the GPH, ensures effective 

communication between departments and the program. Where possible, the expertise of hospital is 

utilised in program delivery, such as stress management, facilitating a sense of program ownership.  

 

 Multisectoral and multidisciplinary collaboration 

The program relies on consultation and engagement of key internal and external stakeholders in its 

delivery and participation of the key Worklife@ GPH projects, ensuring a coordinated to all work-life 

initiatives.  

 Social justice 

These are subsidised or provided at no cost, and are available to GPH staff, third party staff, volunteers 

and family members where applicable.  

 Sustainability 

Sustainability is achieved due to being responsive to employee needs, having strong executive support, 

being a self-funded model, being aligned with business strategy through adopting an organisational 

wellness approach, and finally being integrated as part of the comprehensive WHO HPH framework. 
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Programs 

 Club Wellness provides a full-equipped gym, AAESS accredited Exercise Physiology Services, 

personal training, weight management, wellness shop (discounted exercise accessories, such as fitballs 

and pedometers), group exercise classes, and subsidised memberships (salary sacrificing available) 

 Financial Wellness provides the free on site services, including financial planning, mortgage 

brokerage, financial seminars and workshops, salary packaging services, and CUA Bank@Work 

services  

 Wellness Assist provides staff with access to free, confidential counselling by an external provider 

with first two one hour sessions covered (Off Work Time) 

 Greenslopes Nutrition at Work encompasses healthy food choices in the staff bistro and for 

corporate functions, on-side dietetics services, and discounted onsite professional cooking school 

classes 

 Worklife@ GPH initiative (2005) provides on-site child care centre, salary packaging, reward and 

recognition and flexible working arrangements Tours and wellness participation in quarterly ‘Night 

Staff Breakfast’ 

 Wellness2GO (2007, relaunched in 2009) provides tailored wellness services delivered at a 

departmental level  

 Health Promotion programs encompass Be Breast Aware, mental health, men’s health and smoking 

cessation  

 Night Owl Programs designed particularly for night-shift workers,  

 Other services 

 Health Risk Management 

 Flu and Hepatitis’s B Vaccinations  

 ‘Pick up and drop off’ care servicing 

 Discounted onsite massage therapy services 

 

 Subsidised entry and coordination of GPH team participation in corporate sporting events (e.g.   

Bridge to Brisbane and Gold Coast marathon) 

 Wellness Walkers (Go Walking Program) 

 Weight management  

 Professional Development Sessions 

 Corporate Athlete- 12 month personal/professional development series for middle managers,        

including positive psychology, lifestyle management, time management and financial wellness  

 Justice of the Peace 

Facilitators 

 Being responsive to employee needs 

 Maximise participation  

 Having strong executive support 

 Being a self-funded model  
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 Being aligned with business strategy through adopting an organisational wellness approach  

 Being integrated as part of the comprehensive WHO HPH framework 

 The wellness staff are aware of the importance of measuring the effectiveness of the program at both 

the individual and organisational wellness levels  

 Change in organisational structure, particularly within management and executive levels, can also 

have a major impact on the direction and support for the program  

Barriers 

 There is difficulty in maximising program participation because of workforce demands and a high 

percentage of shift workers. 

 This setting also restricts communication of the program’s services, and so the department-based 

wellness Ambassadors are important members of the delivery team 

 Effective data management linking relevant internal system, such as human resources and 

occupational health and safety as a hurdle to overcome 

 Continual challenges are to ensure the program remains innovative by sourcing reliable and 

high-quality contractors  

 Others: growing pains, budgetary constraints, program sustainability, contractor management, more 

than a gym, drivers for change.   

Achievements 

Organisation 

 Program Sustainability 

 Increased participation of general staff and managers in the GWP 

 Support from GPH management  

 Decreases in stress claims, lost time injuries, workers compensation claims, and absenteeism  

 Positive impacts on staff recruitment, retention and job satisfaction 

 Enhanced reputation  

 Improved job satisfaction, productivity, employee commitment, communication, and physical 

environment  

Individuals 

 Positive lifestyle changes 

 Improved fitness performance  

 Improved health & wellbeing 

 Improved financial literacy and retirement planning. 

Source: ACHS, 2009; AHRI, 2010; HAPIA, n.d., p.28; Flexibility at Work, n.d., Fleming & Parker, 

2007, pp. 252-254, Fleming & Parker, 2007, pp.252-254; Walton, Cau, Tesch, & Copeland, 2009; 

Chandler & Walton, 2010   

 



50 
 

2.6 Conclusion  

This chapter has examined the concept of the setting approach for health promotion 

through a review of the multi-causal nature of health determinants, the definition of the 

setting approach, and the effectiveness of this approach.  This chapter has provided a 

thorough review of the HPH approach which is driven by setting approach health 

promotion.  To begin with, this chapter argued the importance for hospitals to reorient 

into HPH, commented on the narrow view of the role of hospitals in health promotion 

and then elaborated on a broader concept of health promoting hospitals.  This chapter 

has also introduced two main models of HPH, namely the addition model and the 

integration model. Previous research of HPH has been mapped as well.  Moreover, this 

chapter has referred to the Workplace Health Promotion (WHP) model from the 

historical perspective of four generations of WHP and then considered carefully the 

IWHM model.  Finally, this chapter has drawn on five case studies from Austrian, 

Australian, Scottish and German experiences to demonstrate the application of the 

addition and integration model, and the integrative model of WHM (IMWHM).   

The appeal for further evaluation of particular HPH initiatives has been made due to the 

fact that there is limited empirical evidence of the efficacy of the HPH approach, 

although the HPH development has taken place for more than two decades.  Given the 

theoretical framework and practical experiences examined above, it seems clear that 

project management and organisation change are the keys to effective and efficient 

implementation of HPH in the addition model, the integration models or the IMWH 

model, despite their differences.  HPH requires effective project management to put 

health promotion into practice through projects.  However, without hospital 

organisational support, the sustainability of health promotion via stand-alone projects 

can be a challenge.  Therefore, most importantly, HPH also require hospital 

commitment to organisational change to facilitate the integration of health promotion 

into its mission, culture, structure and daily management practice, and correspondingly 

provide imperative resources and support.  
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Chapter Three  

Incorporating Theories of Organisation Change into  

the Implementation of Health Promoting Hospitals  

3.1 Introduction  

The significance of organisation change in capacity building for effective re-orientation 

towards health promoting hospitals was discussed in the previous chapter (Johnson & 

Baum, 2001).  Hospitals are traditionally characterized by medicalised, individualised 

and institutionalised orientations while health promotion is more focused on health,  

group or collective approaches with a focus on the community (Hancock, 1993 cited in 

Hancock, 1999). Hospitals need to take a health perspective rather than a disease 

perspective, to incorporate additional concerns about policy, culture and environment 

rather than individual concerns alone, and to care about and respond to community 

health needs rather than to the hospitals’ own need if they commit to becoming health 

promoting settings.  Therefore, effective reorientation of health services calls for the 

commitment of hospitals to change into health promoting settings and to develop the 

corresponding organisational input, such as more resources (Johnson & Baum, 2001).  

To begin with, this chapter will introduce the main theories of organisation change by 

examining the concepts of organisation change, organisation change management and 

organisation models.  Among a range of organisation models, this chapter will focus 

on the Burke-Litwin Causal Model of organizational performance and change because 

this model incorporates a comprehensive set of factors (Burke & Litwin, 1992) that are 

most relevant in the analysis of this study, and can be used as a useful framework of 

reviewing health promotion action through the organization (Johnson & Paton, 2007).  

Furthermore, this chapter will review previous HPH studies and illustrate the roles 

played by the organisational factors of the Burke-Litwin causal model in terms of the 

facilitators of, barriers to, and achievements of, the development of HPH worldwide.  

3.2 Organisation change, managing organisation change and 

organisation models 

Organisation change 

Organisation change is defined as ‘a process by which organisations move from their 

present state to some desired future state to increase their effectiveness’ (Jones, 2004, p. 
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301).  Organisation change builds on an open system approach which is characterised 

by recognition of an impact of external environments on organisations (Burke, 2002; 

Cummings & Worley, 2009; Hayes, 2007). Faced with uncertain and competitive 

environments, organisations need to be able to adapt to the different levels of 

environment change.   An ‘open system’ refers to a sequence of inputs, 

transformations and outputs which in turn provide feedback on the original inputs and 

transformation, as shown in Figure 3.2.1 below (Cummings & Worley, 2009; Hayes, 

2007).   

 

 

 

 

 

Figure 3.2.1 Organisation as an open system  

Source: Hayes, 2007, p.45 

Organisation change can be differentiated into revolutionary and evolutionary change.  

In light of Jones’ statement (2004, p. 310), ‘revolutionary change is rapid, dramatic, and 

organisation-wide’, this type of change can be defined by ‘a jolt (perturbation) to the 

system’ (Burke, 2002, p. 67).  Burke (1992) argues that this kind of change is most 

likely initiated by interactions with external environments and demands that 

organisational members respond with brand new patterns of behaviour; for instance, an 

organisation that changes its mission requires a driving force by leaders and 

corresponding changes in all aspects of organisation and is expected to turn over a new 

leaf.  Revolutionary change can be initiated through interventions of reengineering, 

e-engineering, restructuring and innovation (Jones, 2004).  Nevertheless, revolutionary 

change normally encounters strong resistance due to the extensive scale of change 

required.   

In contrast, for understandable reasons, evolutionary change is adopted by the majority 

of organisations.  As opposed to revolutionary change which is rapid, dramatic, and 

organisation-wide in its nature, ‘evolutionary change is gradual, incremental, and 

narrowly focused’(Jones, 2004, p. 310).  Avoiding a drastic or abrupt change in the 
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fundamental nature of an organisation strategy and structure, evolutionary change tries 

to gradually advance, adapt, and adjust strategy and structure to accomplish  a change 

in the environment (Lindblom, 1984 cited in Jones, 2004).  Burke (2002) refers to the 

writing of Weick and Quinn (1999) and Orlikowski (1996) and regards an evolutionary 

change as a continuous process of transformation.  Evolutionary change can be 

initiated through interventions using application-sociotechnical systems theory, total 

quality management, flexible workers and flexible work team and learning organisation  

(Burke, 2002; Jones, 2004).   

Organisation Change Management 

In order to ensure that an organisation changes in desirable directions, planned change is 

critical.  Cummings and Worley (2009) refer to Lewin’s planned change model, action 

research model and positive model and propose that a general framework for planned 

change encompasses four phases: the first phase concerns entering and contracting; the 

second phased focuses on diagnosing; the third phase is geared to planning and 

implementing change, and the fourth phase is concerned with evaluating and 

institutionalizing change.  One of the well-known tools of change management  is 

organisation development which is also recommended by the WHO (Brandt, et al., 2005; 

Pelikan, 2007a).  Based on the definition of organisation development by Cummings 

and Worley (2009, pp. 1-2),  ‘organisation development is a systemwide application 

and transfer of behavioural  science knowledge to the planned development, 

improvement, and reinforcement of the strategies, structures, and processes that lead to 

organization effectiveness’.  Furthermore, Cummings and Worley (2009) propose that 

organisation development can be achieved by human process interventions, 

technostructural interventions, human resources management interventions, and 

strategic change interventions.   

Organisation models 

As indicated in the general framework for planned change mentioned above, 

organisation change management builds on the diagnosis of need for change (Burke, 

2002; Cummings & Worley, 2009; Hayes, 2007).  Hayes (2007) argues that 

organisation models can determine what sort of information requires attention; these 

models explain what has been observed in the organisation and indicate what action 

should be taken.  The organisational model is defined as ‘a representation, to show the 
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construction or appearance of organisation’ (Burke, 2002, p.176).  Nowadays many 

organisation models are available, such as Leavitt’s Organizational Systems Model, the 

Weisbord's Six-Box Model, the Nalder-Tushman Congruence Model, Kotter’s 

Integrative Model of Organisational Dynamics,  the Tichy's Technical, Political, 

Cultural Framework, and Burke-Litwin Causal Model of organizational performance 

and change  (Burke, 2002; Burke & Litwin, 1992; Hayes, 2007).   

3.3 The Burke-Litwin Causal Model of organizational performance 

and change 

Reasons for applying this model  

Among many organisation models, there are three main reasons for selecting the 

Burke-Litwin Causal Model as the key framework in the study although many 

organisation models are available.  First, this model is comprehensive, taking into 

consideration many organisation factors.  Second, most importantly for this study, it  

emerged from practice (Burke & Litwin, 1992).  Organisation models can be used as a 

useful framework to diagnose whether hospital organisations provide adequate support 

for re-orientation of health services toward health promoting settings.  The 

Burke-Litwin Causal Model has been suggested as a diagnostic framework for 

reviewing health promotion action through the organization (Johnson & Paton, 2007).   

Introduction of Burke-Litwin causal model  

The Burke-Litwin Causal Model, as shown in Figure 3.3.1, is based on an open-system 

principle in that it assumes an organisation is responsive to a shift from the external 

environment.  The model is constructed of transformational factors and transactional 

factors (Burke, 2002; Burke & Litwin, 1992).  Transformational factors refer to the top 

four boxes of the model, namely external environment, leadership, mission and strategy, 

and organization culture.  These factors are very sensitive to outside environmental 

dynamics and also demand new input from the whole organization.  These changes 

exert considerable influence over the entire organization.   
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Figure 3.3.1 The Burke-Litwin Causal model of organizational performance and 

change 

Source: Burke, 2002, p199 

On the other hand, transactional factors refer to the lower eight boxes which are related 

to daily routine operations at group and individual levels.  These encompass structure, 

management practices, systems, work unit climate, task requirements, and individual 

skills and ability, individual needs and values, motivation, individual, group and 

organizational performance.  The core differences between transformational and 

transactional factors come from the different roles of leaders and managers in the 
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process of organisation change.  Organisational transformation is triggered by a change 

leader or leaders who take part in the change in person; in contrast, transactional change 

is triggered by managers who do not focus on dramatic change of the entire organisation 

but on continuous quality improvement (Burke, 2002; Johnson & Paton, 2007).    

Transformational factors  

 External environment 

The external environment is any exterior circumstances which have an impact on 

management and performance of the organization (Burke & Litwin, 1992).  These 

environmental factors may be related to political, economic, technological and 

socio-structural forces (Senior, 2002).   

 Leadership 

Leadership means executive values and conduct which drive developmental direction of 

the organisation and which also mobilise their employees to put those values into 

practice (Burke & Litwin, 1992; Johnson & Paton, 2007).  This model distinguishes 

leadership from management practice as presented in separate boxes in Figure 3.3.1.  

Bennis and Nanus (1997) differentiate leaders from managers by their main tasks that 

‘leaders do the right things and managers do things right’.   

 Mission and strategy 

The ‘mission’ reflects the present perspectives of both organisation’s top managers and 

employees of the institute’s rationale, fundamental purposes and goals (Burke & Litwin, 

1992). It is different from ‘vision’, a concept which is more related to leadership and 

concern about future development of the organization.   ’Mission’ represents what the 

organization is all about.  In other words, mission needs to answer the question: if this 

organization did not exist, what difference would it make to this world? (Burke, 2002)  

The strategy is a detailed plan for the organisation to accomplish its goals and 

objectives over a span of years.  Burke (2002) proposes leaders’ roles with respect to 

change according to the four phases of organisation change (pp.246-271).   

 The prelaunch phase: the leader 

 Undertakes self-examination  

 Gathers information from the external environment 

 Establishes a need for change 



57 
 

 Provides clarity regarding vision and direction  

 The launch phase: the leader 

 Communicates the need for change  

 Initiates key activities 

 Deals with resistance 

 Postlaunch phase: further implementation: the leader  

 Taking multiple leverage 

 Taking the heat 

 Maintain consistency  

 Perseveres 

 Repeats the message  

 Sustaining the change  

 Deals with unanticipated consequences 

 Keeps the momentum  

 Chooses successors 

 Launches new initiatives  

 Organisation culture 

Organisation culture is the collective manifestation of explicit and implicit rules, values, 

and principles which lead and form organisation behaviour (Burke & Litwin, 1992).  

Simply speaking, culture is ‘the way we do things around here’ (Deal & Kennedy,1982, 

cited in Burke & Litwin, 1992).  Systematically speaking, organisational culture could 

be expressed at four levels, namely artefacts, norms, values, basic assumptions, as 

shown in Figure 3.3.2 below (Cummings & Worley, 2009).    

 

Figure 3.3.2 Levels of corporate culture  

Source: Cummings & Worley, 2009, p. 520 

http://tw.dictionary.yahoo.com/search?ei=UTF-8&p=explicit
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Cummings and Worley (2009) propose that cultural change can be guided by the 

following rules (pp.526-528).   

 Formulate a clear strategic vision  

 Display top-management commitment  

 Model cultural change at the highest levels  

 Modify the organization to support organizational change  

 Select and socialize newcomers and terminate deviants  

 Develop ethical and legal sensitivity  

The transactional factors 

 Structure 

Organisation structure presents the way in which the overall work of the organisation is 

divided into subunits and the way in which these subunits are coordinated to complete 

tasks (Cummings & Worley, 2009).  Structure refers to the way in which functions 

(for example, finance, human resource management and clinical services,), operational 

departments (for instance, executive administration, community services, health 

promotion, quality management, nursing, allied health and medicine) and people are 

organized into certain units with different degrees of responsibility and accountability, 

decision-making authority, communication, and relationship in order to ensure effective 

achievement of the organisation mission and strategy (Burke, 2002; Burke & Litwin, 

1992).  Interventions taken to redesign structure encompass downsizing, reengineering, 

and a shift from more traditional approaches to division of the organisation’s overall 

work, categorised as functional, divisional, and matrix structures to more integrative 

and flexible approaches, such as process, customer-centric and network structures 

(Cummings & Worley, 2009).   

 Management Practices 

Management practices refer to action managers take in the regular process of events to 

arrange human and material resources to put the organisation’s strategy into practice 

(Burke & Litwin, 1992).  Burke (2002) further elaborates that management practices 

deal with what managers do daily to work through a particular set of specific behaviours 

to execute the organisation’s strategy. Management practices have a considerable 

influence on translating the mission and strategies and the leadership vision into action 
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within organizations, bringing an ideal into the groundwork (Johnson & Paton, 2007).   

 Systems 

Systems address policies, resources and procedures which can support organization 

members to work at their jobs and fulfil their role responsibilities (Burke, 2002; Burke 

& Litwin, 1992).  Systems cover a wide range of areas and can be categorised into  

information systems and technology, reward systems, and diverse control systems, such 

as performance appraisal, goal and budget development, and human resources allocation 

(Burke, 2002).  

 Climate 

Climate refers to the prevailing corporate perceptions generated unobtrusively and 

imperceptibly among staff members who work within the same work department (Burke 

& Litwin, 1992).  Burke (2002, p.207) provides several examples to state the corporate 

feelings; such as ‘How clear are they about what is expected of them in the workplace?’, 

‘How do they feel their performance is recognised?’, ‘How involved do they feel they 

are in decision-making?’. 

 Task requirements and individual skills/abilities 

This refers to conduct required to achieve maximum task effectiveness. This may be 

manifested in specific skills and knowledge usually required for staff members to 

complete the tasks assigned to them  (Burke & Litwin, 1992).  Burke (2002) refers to 

this category as the job-person match which concerns the extent to which the 

employee’s knowledge, skills and competence are appropriate to deal with his or her 

work to execute a task effectively.  Johnson and Paton (2007) propose that job 

descriptions play a key role in this match because they identify to the employee the job 

skills required the expectation of (Johnson & Paton, 2007).   

 Individual needs and values 

Individual needs and values refer to explicit psychological factors which generate 

aspirations and values which in turn drive individual actions or thoughts (Burke & 

Litwin, 1992).  Burke (2002) argues that individual needs and values address the 

degree to which one’s needs, for work security and achievement are met in a particular 

workplace. Burke (2002) argues that this category also deals with the extent to which 

the values of individual organisational members are consistent with those of the 
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organisation.  As indicated in the layout of Figure 3.3.1, individual needs, task 

requirements and individual skills and abilities determine to a large extent the degree of 

motivation which staff experience.  

 Motivation  

Motivation is aroused behaviour inclination to approach goals, take necessary actions, 

and persevere with them until fulfilment is attained (Burke & Litwin, 1992).  Burke 

(2002) also laid emphasis on aroused needs regarding motivation, including the need of 

organizational members to achieve goals that meet their needs and to affiliate with 

others.  Correspondingly, Burke (2002) further argued that organisational managers 

should take individual needs into account such as work achievement and reasonable 

autonomy on the job when setting goals.  In short, workplace motivation is greatly 

affected by job-person match and correspondence between the goals and values of the 

organization and the individuals’ needs and values (Burke, 2002).   

 Individual, group and organizational performance 

Burke and Litwin (1992) relate individual, group and organizational performance to the 

outcome or consequence which is usually reflected in the form of indicators of effort 

and accomplishment such as productivity, customer satisfaction, profit and quality.  

Burke (2002) further argues that, in practice, there are measurable indicators of different 

levels of performance and organizational characters, and in an open system, these 

performances in turn respond to the external environmental dynamics.  

3.4 Applying the Burke-Litwin Casual Model into HPH 

This section will apply the Burke-Litwin Causal Model to HPH implementation.  In 

light of current HPH research, this section will elaborate the enabling and hindering 

roles of the organization factors of the Burke-Litwin Causal Model in reorienting 

hospitals toward health promotion settings.  In addition, this section will take the 

perspective of capacity building to exemplify the achievements of HPH.   

The transformational factors 

 External environments 

Hospital management is closely linked to external environmental dynamics. Exterior 

environments can facilitate or hinder a hospital’s ability to carry out health promotion.   
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The experience of European hospitals in the implementation of HPH illustrates the 

positive impact of the external environment on HPH.  In the 1990s, external forces, 

including the need for cost reduction, new market direction, and the increasing demands 

and expectation of the population, drove hospital reforms and subsequently the move to 

health promoting hospitals (Garcia-Barbero, 1998). NHI Health Scotland formulated 

various national policies and regulations which built a supportive context for the 

implementation of Health Promoting Health Services (HPHS) and locally trained and 

supply HPHS Co-ordinators or Leads who undertook HPHS work and played 

supportive roles in the consultation and resource linkages (NHS Health Scotland, 2010).   

On the other hand, external environmental conditions can also hinder hospitals from 

carrying out health promotion.  Lack of national and regional leadership and health 

policy commitment may hamper hospitals in their efforts to integrate health promotion 

into daily practices (Johnson, 1998; Whitehead, 2004).  In China, Beijing’s experience 

illustrates this.  The reimbursement system of health insurance scheme does not 

include services for health education and health promotion in Beijing.  In other words, 

health education and health promotion do not generate hospital income; therefore 

hospital leaders tend to ignore them (Guo, et al., 2007).  The same barrier also existed 

in South Australia (Johnson, 1998).  Additionally, NHI Health Scotland (2010) found 

that there was a loose link between HPHS structures and existing relevant initiatives at 

the national level,  such as Community Planning Agenda and Single Outcome 

Agreements. 

Summing up, the implementation of HPH requires a supportive external context for 

HPH to increase hospitals’ motivation to adopt this concept and put it into practice. A 

supportive external context can be exemplified in HPH related policies or regulations, 

available operational support and the reimbursement system of the health insurance 

scheme integrated with health promotion.  Without incentives from external 

environments, hospitals might be reluctant to implement health promotion.   

 Leadership 

To sustain health promotion in hospitals, the role of leadership is central.  Leadership 

can fulfil the potential of HPH, as the following examples demonstrate.  As detailed in 

the previous chapter, the Comprehensive HPH Approach, involving both project 

management and organisation development requires the health promotion involvement 
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of leadership (Pelikan, et al., 2006). As detailed in previous chapter, in the Integration 

Model, incorporating  both health promotion and quality management, the WHO self 

assessment tool for health promotion in hospitals (Groene, 2006, pp. 33-54) also gives a 

significant place to the key roles of leadership, as outlined in Table 3.4.1.  Johnson and 

Paton (2007) proposed a series of questions to self assess whether leadership within the 

hospital is supportive of the implementation of HPH, as illustrated in Appendix 1.  

Table 3.4.1 Standards related to leadership in the WHO HPH self-assessment tool 

Standard Content 

1.1.2.  
Minutes of the governing body reaffirm agreement within the past year 

to participate in the WHO HPH project  

5.1.1.  
The management board is taking into account the regional health 

policy plan  

Source: Groene, 2006, p33, 52. 

In addition to what has been emphasised in the indicated-above theories, positive and 

negative influences and achievements of leadership in HPH have been much studied in 

recent research.  The contributing role of leadership in the process of health promotion 

in hospitals was investigated in recent studies (Guo, et al., 2007; Johnson, 1998; NHS 

Health Scotland, 2010; Põlluste, Härm, Merisalu, & Suurorg, 2006).  However, in 

reality, leaders has not put preventive and health-promoting efforts as first priority,  as 

a case study in Sweden has documented (Johansson, et al., 2010).  Present studies also 

show that managers may not be enthusiastic about carrying out health promotion partly 

because they actually do not have adequate understanding of the concept of HPH (Guo, 

et al., 2007; Y. W. Lin, et al., 2009).  Tountas et al., (2004) found that one of barriers 

which arose in the development of HPH in Aretaieion Hospital in Greece was the lack 

of background in developing health promotion and suggested that it is essential for the 

hospital organisation to adopt the principles of HPH publically and officially.  The 

persons who are in the best positions to do HPH are the hospital leaders.  In contrast to 

the Greek experience, a good example of success in HPH is the Rudolfstiftung Hospital 

in Austria that has earned support from hospital owners and management through the 

process of the Vienna WHO-Model Project (Nowak & März, 1998).   
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 Mission and Strategy 

Mission signifies what the organization is all about and it can be achieved through 

planned strategies.  The enabling roles of mission and strategy in HPH have been 

elaborated in several theories.  The Comprehensive HPH Approach requires that 

hospitals’ mission statement should embrace health promotion as an explicit aim and 

value, and also develop health promotion strategic policy documents with the details of 

aims, goals, targets and health promotion principles and core strategies and policies as a 

guide to implementation (Pelikan, et al., 2006).  In the Integration Model, the WHO 

HPH manual and self assessment form (Groene, 2006, pp. 33-34) also demonstrates the 

key roles of mission and strategy in HPH which are illustrated in Table 3.4.2.  Johnson 

and Paton (2007) propose a series of questions to reflect on whether the hospital’s 

mission and strategy are supportive of health promoting health services (pp.226-227), as 

illustrated in Appendix 1..  

 

Table 3.4.2 Standards related to mission and strategy in the WHO HPH 

self-assessment tool 

Standard Content 

1.1.1 The hospital’s stated aims and mission include health promotion 

1.1.3 
The hospital’s current quality and business plans include health 

promotion (HP) for patients, staff and the community 

Source: Groene, 2006, pp.33-34 

With reference to the positive influences, Johansson et al., (2010) found that one of the 

possibilities for a more health promoting health service is to ‘make health promotion a 

prioritised assignment (p.3)’.  Pelikan (2007a) argues that, in order to fulfil the 

potential of the Comprehensive HPH Approach, hospitals ‘have  to  integrate health 

promotion values and principles, goals and targets,  standards,  criteria  and  

indicators  into  (their) written vision, mission statement… (p. 267) ’.  The written 

mission statement incorporating the relevant health promotion principles is regarded as 

the starting point for hospitals to prioritise health promotion.   

However, some barriers related to implicit mission for health promotion are identified in 

recent studies.  Tountas  et al., (2004) find that one of the barriers which developed in 

the development of HPH in Aretaieion Hospital in Greece was failure to develop an 
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explicit policy of health promotion and suggested that it is imperative for the hospital 

organisation to adopt the principles of HPH.  Health promotion could be presented in 

the way of a written mission statement with health promotion principles.  Furthermore, 

current studies have also found a common difficulty in the lack of health promotion 

priority (Johansson, et al., 2010; Johnson, 1998; Whitehead, 2004). Regarding 

achievements, the Rudolfstiftung Hospital in Austria succeeded  in integrating the 

mission statement of the hospital with the main goals of HPH through the process of the 

Vienna WHO-Model Project (Nowak & März, 1998). 

After the formulation of the mission statement, the next important step is to develop 

strategy to put it into practice.  As mentioned in Chapter 2, hospitals could implement 

health promotion based on the Addition Model, the integration model, seven health 

promotion quality management strategies, or manual and self-assessment forms for 

implementing health promotion in hospitals.  In terms of selection of the addition 

model and the integration model, Pelikan in his address to the workshop at the Setting 

Approaches to Health Promotion, Brisbane (2009) suggests that hospitals which do not 

have a well developed quality management system should adopt the Addition Model, 

and the hospitals which do have a well developed quality management system should 

integrate quality management with health promotion.  An explicated strategy plays a 

key role in supporting the organisation to put HPH into practice.  However, there is 

room for improvement of strategy development.  Health Promoting Hospitals Network 

Report for 2002 indicates that hospitals have few clear strategies and aims while 

carrying out HPH initiatives and most of them implement HPH initiatives in the form of 

isolated projects rather than use a comprehensive HPH approach.   

 Organisation culture 

Organisation culture, as indicated earlier in this chapter, is systematically presented  in 

the form of artefacts, norms, values, basic assumptions (Cummings & Worley, 2009).  

The change from a medical organisation culture to a health promoting organisational 

culture, which is the ultimate goal of the development of HPH, according to this 

argument, can be achieved by a change in artefacts, norms, values, and basic 

assumptions.  Johnson and Paton (2007) put forward a series of questions as criteria to 

assess whether a hospital’s organisational culture is supportive of health promotion 

tasks, as illustrated in Appendix 1. 
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Enabling roles of organisation culture in HPH are exemplified and demonstrated in 

many of the recent studies.  Culture change is difficult because it demands change in 

fundamental and long-term areas of an organisation.  Johnson (2007) builds on a case 

study based on a hospital in Southern Australia and argues that to reorient health 

services, there is no need to change attitudes and behaviours of all staff members but 

only those of the key leaders and managers.  Johnson further explains  that with 

organizational support, key people who have a good understanding of HPH are able to 

successfully carry out strategic health promoting activities for the health services 

(Johnson, 1998).  Researchers found that leaders and managers may not be passionate 

about health promotion partly because they actually do not have an adequate 

understanding of the concept of HPH (Guo, et al., 2007; Y. W. Lin, et al., 2009). 

In reality, hospitals seeking to adopt HPH frequently encounter barriers related to 

unsupportive organisation culture.  Previous studies have shown that hospitals still 

hold an attitude that values risk factors, disease treatment and quantity, and accordingly 

little attention is given to a holistic and salutogenic perspective on health and 

resources(Johansson, et al., 2010; Johnson, 1998; Johnson & Nolan, 2004).  Moreover, 

Johansson et. al., (2010) also point out that the hospital system? in Sweden does not 

value staff’s wellbeing and strength and argue that this should be improved because this 

improvement will in turn have a positive influence of staff on patients (Johansson, et al., 

2010).  Experience in Scotland also suggested that HPHS was impeded by a hospital 

organisational culture which does not value health improvement tasks (NHS Health 

Scotland, 2010).   

Building a health promoting organisation culture requires a great deal of time and effort.  

Nevertheless, it is still possible to do it.  In the case of the Rudolfstiftung Hospital in 

Austria, a cooperative working culture was enhanced through the process of the Vienna 

WHO-Model Project (Nowak & März, 1998).   

The transactional factors 

 Structure 

Organisation structure refers to the way in which overall work of the organisation is 

divided into subunits and the way in which these subunits are coordinated to complete 

tasks (Cummings & Worley, 2009).  To accomplish a comprehensive HPH approach, 
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health promoting structures are required and the soundness of such a structure can be 

evaluated against the following criteria (Pelikan, et al., 2006): 

 specific health promotion management structure 

 health promotion steering committee (including a member of the directorate of the 

hospital) 

 health promotion manager / team (reporting directly to directorate of hospital) 

 network of health promotion focal points in all sub-units of hospital 

In the integration model, the WHO- HPH manual and self assessment form (Groene, 

2006, pp. 33-34) also demonstrates the key roles of structure, illustrated in Table 3.4.3.  

In addition, Johnson and Paton (2007) design a series of questions to reflect on whether 

a hospital’s organisational structure is supportive of health promotion, as illustrated in 

Appendix 1. 

Table 3.4.3 Standards related to structure in the WHO HPH self-assessment tool 

Standard Content 

1.1.4.  
The hospital identifies personnel and functions for the coordination of 

HP  

1.2.3.  
Specific structures and facilities required for health promotion 

(including resources, space, equipment) can be identified  

4.2.4.  
Working practices (procedures and guidelines) are developed by 

multidisciplinary teams  

Source: Groene, 2006, pp.34, 48 

In addition to being emphasised in the theories, positive influences of structure on HPH 

have been identified in many recent studies.  Johnson and Nolan (2004) argue that it is 

important for hospitals to construct a formal structure of role agreement for 

management cooperation programs with community organisations in spite of existing of 

informal networking opportunities.  Nowak, Lobnig, Krajic and Pelikan (1998) 

highlighted some of the supportive structures established in the Rudolfstiftung Hospital 

in Vienna (1998, p. 65): 

 Identify someone or a group of persons in the hospital who can be the coordinating 

and leading person/group for an ongoing process and appoint a project coordinator 
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 Establish an inter-professional committee for developing and deciding the Health 

Promotion strategy, including the management of all professional groups, staff 

counsel and health promotion experts  

 Establish project groups for each problem area which can represent all different 

perspectives for solving these problems  

 Establish clear roles and co-operation structures within the project groups and for 

the co-operation of persons and institutions  

However, despite these measures, hospitals encountered barriers related to organisation 

structure while carrying out HPH.  Johnson and Baum (2001) comment that health 

promotion activities are rarely carried out through the whole organisation but restricted 

to an isolated and uncompleted project or are made  the responsibility of an individual 

staff member.  The reason might be related to the lack of hospital structures which 

support integrating health promotion into whole hospital structures (WHO-EURO, 

2001). To overcome this problem, it has been suggested that the HPH initiative could be 

integrated into a quality management structure, such as the EFQM Model and Balanced 

Scorecard (Brandt, et al., 2005; Groene, et al., 2009; Pelikan, 2007a).  Brandt and 

other scholars find further appeal in greater involvement of directors as in the EFQM 

Model to make the integration of health promotion into quality management work 

effectively (Brandt, et al., 2005).  In the addition model, Johnson (1998) finds that 

organisational structure with a centralised decision- making process hindered the 

development of department-oriented initiatives since the department directors were not 

able to find financial resources and not able to lead the department strategically.  

Health promotion relies on multidisciplinary work; however, it is a challenge to develop 

strong coordination among departments in a hospital.  Johnson (1998) finds 

multidisciplinary teams often experience high levels of conflict.  Recent research finds 

that this challenge might come from the lack of a specialised department to take the lead 

by coordinating hospital promotion human resources (Y. W. Lin, et al., 2009).  

This lack of co-operation is a significant issue because Standard Five of the WHO HPH 

Standards highlights the importance of continuity and cooperation through a planned 

approach to ongoing collaboration between hospitals and the other health service 

stakeholders (Groene, 2006).  However, Johnson and Nolan (2004) find a barrier to 

cooperation between the hospital and community organisations may be due to lack of 
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clear and firm links between the hospital and community.  

Current studies have demonstrated the important roles of organisation structures in 

reorienting health services.  From the perspective of capacity building, hospitals 

should take into account building supportive structures prior to the implementation of 

HPH.  In the case of the Rudolfstiftung Hospital in Austria, new professional roles and 

communication structures were established through the process of the Vienna 

WHO-Model Project, which then became an embedded force to sustain the health 

promotion projects (Nowak & März, 1998).   

 Management practices 

Management practices refer to managers’ regular and daily action related to the 

arrangement of human and material resources to carry out the organisation’s strategy 

(Burke & Litwin, 1992).  In particular, management practices need to focus on four 

areas: the first concerns managing projects (Groene, 2006; Johnson & Baum, 2001; 

Johnson & Nolan, 2004; NHS Health Scotland, 2010; Pelikan, 2007a; Pelikan, et al., 

2006) ;the second focuses on enhancing the visibility of health promotion across the 

organisation (Brandt, et al., 2005; Johnson, 1998; NHS Health Scotland, 2010; Pelikan, 

2007a; Pelikan, et al., 2006; Whitelaw, et al., 2006) ; the third focus is on developing 

partnerships or collaboration between hospitals and the other health service providers 

(Groene, 2006; Johnson & Nolan, 2004; Pelikan, et al., 2006), and the fourth focus is on 

encouraging staff members to take an inventive approach to tasks and projects 

(Johansson, et al., 2010; Johnson, 1998). 

With regard to project management, both the addition model and the integration model 

highlight the significant role of project management in the implementation of HPH.  In 

the addition model, WHO Regional Office for Europe highlights the importance of 

project management in the comprehensive HPH approach and indicated the following 

essential criteria (Pelikan, et al., 2006, pp. 65-66).   

 Regularly monitoring, evaluation, reporting and improvement initiatives of health 

promotion outcomes and impact (by surveys, balanced score card, reporting) 

 Regularly conducting health promotion projects for planning 

 Implementation of specific health promotion policies  

 There have to be explicit goals, criteria, standards and indicators for health 
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promotion outcomes for health promotion processes, for health promotion structures 

and for health promotion quality monitoring so that the fulfilment of being a HPH 

can be regularly observed, monitored, documented, evaluated, reported and 

improved.  

In the integration model, the WHO HPH manual and self assessment form also points 

out the role of management practices in implementing health promotion in hospitals, as 

shown in Table 3.4.4 (Groene, 2006, pp. 33-54).   

Table 3.4.4 Standards related to management practice in the WHO HPH 

self-assessment tool 

Standard Content 

1.3.1.  
Data are routinely captured on HP interventions and available to staff for 
evaluation  

1.3.2.  
A programme for quality assessment of the health promoting activities is 
established 

2.2.1.  The assessment is documented in the patient’s record at admission   

2.2.2.  
There are guidelines / procedures for reassessing needs at discharge or end of 
a given intervention  

2.3.2.  
The patient’s record documents social and cultural background as 
appropriate  

3.1.1.  Information given to the patient is recorded in the patient’s record  

3.1.2.  
Health promotion activities and expected results are documented and 
evaluated in the records  

3.1.3.  
Patient satisfaction assessment of the information given is performed and the 
results are integrated into the quality management system  

4.3.3.  
Annual staff surveys are carried out including an assessment of individual 
behaviour, knowledge on supportive services/policies, and use of supportive 
seminars  

5.1.2.  
The management board can provide a list of health and social care providers 
working in partnership with the hospital  

5.1.3.  
The intra- and intersectoral collaboration with others is based on execution 
of the regional health policy plan  

5.1.4.  
There is a written plan for collaboration with partners to improve the 
patients’ continuity of care  

Source: Groene, 2006, p33-54 

Johnson and Paton (2007) propose three main points to be taken into consideration in 

assessing the influence of management practice on health promotion action, as 

illustrated in Appendix 1.  

When managers focus on promoting the visibility of health promotion, Whitelaw et al., 
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(2006) argue that it is important to nurture leadership advocacy to win the attention of 

the current leaders and to have their support for the HPH initiative, and also to foster a 

supportive base of committed people within the hospital organisation to enhance the 

visibility of health promotion across the organisation.  Third, regarding the 

development of partnership or collaboration between hospitals and other health service 

providers, Johnson and Nolan (2004) propose that this could be achieved by 

establishing connections among clinical and executive staff members at all 

organisational levels.  The WHO requires that hospitals regularly take part in healthy 

alliances and partnership with community partners(Pelikan, et al., 2006).   

Finally, management practices also need to consider how to encourage staff members to 

take an inventive approach to tasks and projects (Burke & Litwin, 1992).  Johansson et 

al., (2010) found that hospitals should support reflection and learning, explore and make 

the best use of the competencies of existing health promotion staff members, and also 

grant them freedom of action.  Johnson (1998) considers this participatory process to 

be a key element.  For instance, in a case study based on a hospital in South Australia, 

he cites a hospital which uses action research process, draws into action based teams 

staff members who are interested in health promotion, allows staff to identify health 

promotion activities as well as include others from outside the organisation (Johnson, 

1998).  Whitelaw et al., (2006) draw managers’ attention to the need to develop a 

specific practical context in which staff members are able to appreciate the value of the 

framework applied in the HPHS; without this awareness,  the framework cannot be 

used to its full potential.   

In contrast to examples of the facilitating role of management practices mentioned 

above, recent studies have also highlighted barriers to management practices in project 

management (Aujoulat, et al., 2001; Bensberg & Kennedy, 2002; Groene, et al., 2009; 

Groene & Jorgensen, 2005; Johansson, et al., 2010; Y. W. Lin, et al., 2009; Tountas, et 

al., 2004), in coordination of tool dissemination (NHS Health Scotland, 2010; Whitelaw, 

et al., 2006), and visibility of health promotion activities (Johnson, 1998; Y. W. Lin, et 

al., 2009; Tountas, et al., 2004), in collaboration (Johnson & Nolan, 2004), 

communication(Groene, et al., 2009) and in utilisation of existing competence of staff 

(Johansson, et al., 2010).  Some of the reasons that these barriers arise can be 

summarized as follows.  

Firstly, inadequate planning of project management is a common problem (Bensberg & 
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Kennedy, 2002; Tountas, et al., 2004).  Groene and other experts (2009) find that the 

integration model which requires integration of health promotion into quality 

management can be hindered by weak central project management.  Barriers to project 

management include insufficient reference to theoretical foundations (Bensberg & 

Kennedy, 2002), implicit implication of health inequalities (NHS Health Scotland, 

2010), implicitly defined aims and priorities for health promotion (Tountas, et al., 2004), 

inadequate attention paid to the health (including mental and social health) of the staff 

and the organisation, (Y. W. Lin, et al., 2009), insufficient consideration of structural or 

cultural determinants (Groene & Jorgensen, 2005), and the lack of evaluation methods, 

including the lack of appropriate indicators (Aujoulat, et al., 2001; Y. W. Lin, et al., 

2009).   

Secondly, with regard to lack of coordination, Whitelaw et al., (2006) find that the main 

barriers come from uncoordinated dissemination of a tool or resource in spite of the 

framework being in place.  NHI Scotland Health (2010) reviewed the Health 

Promoting Health Service Funded Sites and found possible overlap and duplication of 

activities between health promotion and health improvement initiatives and therefore 

argue for further coordination and management between these areas.   

Thirdly, with reference to invisibility of health promotion activities, this problem results 

from inadequate information circulated to staff members about health promotion 

activities (Y. W. Lin, et al., 2009; Tountas, et al., 2004), inadequate communication (Y. 

W. Lin, et al., 2009).  Tountas et al (2004)argue that there is   unclear 

communication of the rather intangible concept of ‘health promotion’ . Similarly, 

Johnson (1998) believes that too much attention is paid to stories  about ‘miraculous’ 

disease treatment rather than to educational and health promotion issues in hospital 

newsletters (Johnson, 1998).   

Fourthly, regarding a barrier to collaboration, Johnson and Nolan (2004) indicate that 

collaboration between the hospital and community stakeholders was not initiated until 

funding was acquired, which prevented the hospital and community stakeholders from 

collaborative planning to identify and address health problems in communities.    

Fifthly, regarding insufficient communication, Groene et al., (2009) found that the use 

of the Balanced Scorecard made it difficult to persuade clinical staff to believe its 

advantage over clinical results i.e. it was difficult to persuade clinical staff to accept the 
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outcomes indicated by the Balanced Scorecard.  They preferred to rely on clinical 

results.  Finally, Johansson et al (2010) suggested that managers did not take full 

advantage of the existing health promotion competencies of hospital staff.   

In addition to the barriers mentioned above, the needs for further implementation of 

health promotion in hospitals in terms of management practices is analysed in existing 

studies as well.  They can be categorised into three areas: project management, 

partnership and mediation.  With regard to project management, Lin et al., (2009) 

appealed for diligent attention to needs assessment of stakeholders, objective setting, 

action plans, and monitoring of the quality and effectiveness of health promotion 

programs.  With regard to partnership, Wise and Nutbeam (2007) propose that 

management pursue effective ways to work with several different groups: with the 

community to mobilise support for change; with media to affect the broader public 

perception about HPH and with like-minded advocacy organizations such as IUHPE to 

transfer knowledge and experience into fieldwork.  Moreover, Johnson and Nolan 

(2004) stressed the importance of collaborative planning between the hospital and 

community organisations at the beginning when projects were applied to identify and 

respond to health problems in the community. It is also important to develop informal 

and formal connections between the hospital and other external stakeholders at all levels, 

and to develop agreements to guarantee trust to build working relationships.  Lastly, 

with regard to mediation, Groene et al (2009) argued that the executive of the hospital 

should make considerable efforts on mediation between hospital and departmental 

objectives.   

Summarising the achievements of management practices in implementing HPH 

initiatives, Johnson (1998) found that throughout the HPH process, the hospital was 

able to use the results of the evaluation of community activities to lobby for changes in 

the state health funding policy. As well, hospital staff members extended the scope of 

health promotion targets to include patients and families, the community, the 

organisational and physical environment, and the staff.  Furthermore, the Scottish 

Review of Health Promoting Health Service Funded Sites found that the HPHS 

initiatives brought better planning, higher access to health promotion messages for staff, 

patients and visitors, and a shift in organisation practices (NHS Health Scotland, 2010).   
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 Systems 

Systems refer to policies, resources and procedures which can support organization 

members to work in their jobs and also to fulfil their role responsibilities (Burke, 2002; 

Burke & Litwin, 1992).  In the addition model, WHO Regional Office for Europe 

stresses the significance of systems in the Comprehensive HPH Approach and indicated 

the following criteria (Pelikan, et al., 2006, pp. 65-66).   

 Specific annual health promotion action plan 

 Formulated health promotion strategic policy document, specifying aims, goals, 

targets and health promotion principal and core strategies and policies to reach 

them 

 Specific budget ear-marked for health promotion 

 Specific health promotion organisational manual 

In the integration model, the WHO HPH self assessment tools (Groene, 2006, pp. 33-54) 

demonstrate the supportive role of systems in implementing health promotion in 

hospitals, as illustrated in Table 3.4.5.  This tool presents the importance of 

HP-inclusive resources, policies / guideline and procedures. 

Table 3.4.5 Standards related to systems in the WHO HPH self-assessment tool 

Standard Content 

1.1.3.  
The hospital’s current quality and business plans include health promotion 

(HP) for patients, staff and the community  

1.2.1.  There is an identifiable budget for HP services and materials 

1.2.2.  
Operational procedures such as clinical practice guidelines or pathways 
incorporating HP actions are available in clinical departments 

1.2.3.  
Specific structures and facilities required for health promotion (including 
resources, space, equipment) can be identified  

1.3.1.  
Data are routinely captured on HP interventions and available to staff for 
evaluation  

1.3.2.  
A programme for quality assessment of the health promoting activities is 
established  

2.1.1.  
Guidelines on how to identify smoking status, alcohol consumption, nutritional 
status, psycho-social-economic status are present  

2.1.2.  Guidelines/procedures have been revised within the last year  

2.1.3.  

Guidelines are present on how to identify needs for HP for groups of patients 

(e.g. asthma patients, diabetes patients, chronic obstructive pulmonary disease, 
surgery, rehabilitation)  

(Table continued on next page) 
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Table 3.4.5 Standards related to systems in the WHO HPH self-assessment tool 

(continued) 

Standard Content 

2.2.1.  The assessment is documented in the patient’s record at admission 

2.2.2.  
There are guidelines / procedures for reassessing needs at discharge or end of 
a given intervention  

2.3.1.  
Information from referring physician or other relevant sources is available in 

the patient’s record [Procedure] 

2.3.2.  
The patient’s record documents social and cultural background as appropriate 

[Procedure] 

3.1.3.  
Patient satisfaction assessment of the information given is performed and the 

results are integrated into the quality management system [Procedure] 

3.2.1.  General health information is available. [Resource] 

3.2.2.  Detailed information about high/risk diseases is available [Resource] 

3.2.3.  Information is available on patient organizations  

4.1.1.  
Working conditions comply with national/regional directives and indicators 

[Policy & Procedure] 

4.1.2.  
Staff comply with health and safety requirements and all workplace risks are 
identified [Policy & Procedure] 

4.2.1.  
New staff receives an induction training that addresses the hospital’s health 
promotion policy [Procedure] 

4.2.4.  
Working practices (procedures and guidelines) are developed by 
multidisciplinary teams  

4.3.1.  Policies for awareness on health issues are available for staff  

4.3.2.  Smoking cessation programmes are offered [Resource] 

4.3.3.  
Annual staff surveys are carried out including an assessment of individual 
behaviour, knowledge on supportive services/policies, and use of supportive 

seminars [Procedure] 

4.2.4.  
Working practices (procedures and guidelines) are developed by 
multidisciplinary teams  

4.3.1.  Policies for awareness on health issues are available for staff  

4.3.2.  Smoking cessation programmes are offered [Resource] 

4.3.3.  
Annual staff surveys are carried out including an assessment of individual 
behaviour, knowledge on supportive services/policies, and use of supportive 

seminars [Procedure] 

5.2.1.  
Patients (and their families as appropriate) are given understandable follow-up 
instructions at out-patient consultation, referral or discharge [Procedure] 

5.2.2.  
There is an agreed upon procedure for information exchange practices 
between organizations for all relevant patient information  

5.2.3.  
The receiving organization is given in timely manner a written summary of the 
patient’s condition and health needs, and interventions provided by the 

referring organization [Procedure] 

5.2.4.  
If appropriate, a plan for rehabilitation describing the role of the organization 
and the cooperating partners is documented in the patient’s record [Resource] 

Source: Adapted from Groene, 2006, pp.33-54 
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Johnson and Paton (2007) propose six main points related to systems that should be 

taken into account in health promoting health services, as illustrated in Appendix 1. 

They highlighted the importance of HP-inclusive polices, resources and subsystems.   

In addition, many recent studies also suggested the following aspects of systems were 

key enablers of the implementation of HPH. 

 available funding (Brandt, et al., 2005; Guo, et al., 2007; Johnson & Baum, 2001; 

Johnson & Nolan, 2004; Pelikan, 2007a; Pelikan, et al., 2006) 

 health promotion policies (Johnson, 1998; Johnson & Baum, 2001; McBride, 2004; 

Pelikan, 2007a; Pelikan, et al., 2006),  

 personnel available (Guo, et al., 2007; Johnson, 1998; Johnson & Baum, 2001), 

 skilled health promotion support(Johnson, 1998; Whitelaw, et al., 2006), 

 plans or manual for health promotion (Johnson & Baum, 2001; Pelikan, et al., 2006), 

 time allocation (Johansson, et al., 2010), 

 access to a tool or framework (Whitelaw, et al., 2006), and  

 physical facilities available (Johnson & Baum, 2001).   

On the other hand, previous research identified barriers related to unsupportive policies 

and procedure, and insufficient resources.  First of all, a lack of resources is a key issue, 

including  

 funding (Aujoulat, et al., 2001; Guo, et al., 2007; Johnson & Nolan, 2004; Y. W. Lin, 

et al., 2009; Tountas, et al., 2004), 

 personnel (Aujoulat, et al., 2001; Guo, et al., 2007; Johnson, 1998; Johnson & Nolan, 

2004; Y. W. Lin, et al., 2009; Tountas, et al., 2004),  

 time (Groene, et al., 2009; Guo, et al., 2007; Johansson, et al., 2010; Johnson, 1998; 

NHS Health Scotland, 2010; Tountas, et al., 2004), 

 facilities (Johnson, 1998; Y. W. Lin, et al., 2009), 

 spaces(Johansson, et al., 2010; Y. W. Lin, et al., 2009),  

 heath promotion guideline(Aujoulat, et al., 2001), and  
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 evidence of effectiveness of health promotion(Johnson, 1998).   

Secondly, in terms of unsupportive policies, Tountas (2004) finds a problem with the 

lack of an effective communication policy, which resulted in insufficient information 

for the hospital staff members about the health promotion activities implemented by the 

hospital.  Johnson (1998) finds a problem with the hospital’s implicit policy on health 

promotion.  Lastly, with reference to unsupportive procedures, Johnson and Nolan 

(2004) highlight the lack of a mechanism for hospital staff at all levels to meet and 

establish networks formally and informally with community organisations.   

 Work Unit Climate 

Climate refers to the corporate present perceptions generated unobtrusively and 

imperceptibly among staff members working within the same work departments (Burke 

& Litwin, 1992).  Standard 4.2.2 of the WHO HPH manual and self assessment form 

(Groene, 2006) requires that ‘staff in all departments are aware of the content of the 

organization’s health promotion policy’ (p.48), which can help build health promotion 

corporate perception among staff members.  Moreover, in order to build a health 

promoting work unit climate, Johnson and Paton (2007) propose two main points to 

reflect on health promoting health services (p. 229).   

 What appears to be the attitude of staff who work in individual departments or units 

about health promotion? Is it mainly positive, or is it mainly negative? 

 Do department or units feel supported by the organisation in their endeavours to 

integrate health promotion into their practice?   

From the perspective of capacity building, it is important to pursue supportive work unit 

climate throughout the process of the HPH initiative.  Scottish experiences may shed 

light on this.  In Scotland, health promotion initiative in health services have led to 

increased social interaction among the staff (NHS Health Scotland, 2010).   

 Task requirements and individual skills/abilities 

This category refers to indispensable behaviours aimed at producing maximum task 

effectiveness achieved through specific skills and knowledge usually considered 

essential  for staff members to complete the assigned work (Burke & Litwin, 1992).  

In order to achieve the best results from a comprehensive HPH approach, health 

promotion education and training for staff and leadership is required (Pelikan, et al., 
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2006).  Similarly, the WHO HPH manual and self assessment form also requires 

training and development of health promotion skills of staff. Standard 4.2.1 states that 

New staff receive an induction training that addresses the hospital’s health promotion policy 

(Groene, 2006, p. 48).  Johnson and Paton (2007) designed the following questions to 

reflect on the supportive roles of task requirements and individual skills/abilities in 

HPH, as illustrated in Appendix 1.   

Task requirements, health promotion training and the competence of staff members 

have been explored and elaborated in recent research (Brandt, et al., 2005; Guo, et al., 

2007; Johnson, 1998; Johnson & Baum, 2001; Whitelaw, et al., 2006). Johnson (1998) 

further proposes the application of the experiential approach to learning when hospitals 

hold health promotion training.  Moreover, Johnson and Baum (2001) point out the 

importance of integrating health promotion into job descriptions.   

However, in fact, many relevant barriers have been found in recent studies of hospitals 

carrying out health promotion. One common barrier relates to shortage of health 

promotion skills. Another difficulty is that staff members often have  not come to grips 

with the concept of HPH (Guo, et al., 2007; Johnson, 1998; McBride, 2004; NHS 

Health Scotland, 2010; Whitelaw, et al., 2006).  Guo et al (2007) identify that hospital 

managerial staff often have a conceptual problem with their understanding of HPH.  

This hinders hospitals’ ability to reorient health services effectively.  A case study of 

NHS Ayrshire and Arran showed that it was difficult for key staff members to access 

training (NHS Health Scotland, 2010). Johansson and other scholars (2010) indicated 

that hospital staff need to understand the concept of health determinants and need to 

enhance their proficiency in communication.  In addition, program evaluation should 

be taken into account in training agendas (Y. W. Lin, et al., 2009).  NHI Health 

Scotland (2010) finds that a so-called voluntary training program that did not provide a 

specific time slot for the staff to participate in that program only forced staff to 

participate using their days off or annual leave to get such a training.  That can be a 

problem. 

 Individual needs and values 

Individual needs and values refer to explicit psychological factors which generate 

aspirations and values which drive individual actions or thoughts (Burke & Litwin, 

1992).  Most importantly, the values of individual organisational members should be 

congruent with that  of the organisation (Burke, 2002).  To ensure that staff and 
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organisational values are aligned, staff involvement throughout the HP process becomes 

crucial.  The WHO HPH manual and self assessment tool (Standard 4.2.5) requires 

that ‘staff are involved in hospital policy-making, audit and review’ while hospitals 

carry out workplace health promotion (Groene, 2006, p. 48).  

 Motivation 

Motivation is “aroused behaviour inclination to approach goals, take essential action, 

and keep on until fulfilment is attained” (Burke & Litwin, 1992).  Some of the 

examples of enablers, barriers and achievements in motivation are illustrated below.  

The involvement of staff in health promotion initiatives is the key to a comprehensive 

HPH approach (Pelikan, et al., 2006).  Broadly speaking, the involvement of hospital 

staff in the process of policy-making, audit and review required in the WHO HPH 

manual and self assessment forms involves staff needs and this involvement in turn 

increases staff’s motivation.  Johnson and Paton (2007) designed several questions to 

gain some insight into whether hospital policies and practices strengthen the motivation 

of their staff to work on health promotion activities, as illustrated in Appendix 1.  

In terms of barriers to enhancing motivation of staff, previous studies found a problem 

with a lack of incentives for hospital staff members to take part in the HPH initiative 

(Johnson, 1998; Tountas, et al., 2004).  However, it is possible to increase motivation 

of hospital staff to take part in the implementation of HPH.  In the Scottish experience, 

it was found that the process of HPHS initiative could mobilise participation of staff in 

health improvement initiatives(NHS Health Scotland, 2010).  

 Individual and organisational performance 

Burke and Litwin (1992) measure individual, group and organizational performance as 

goal accomplishment which is usually represented as productivity, customer satisfaction, 

profit and quality.  In the integration model which integrates quality management with 

health promotion, as stated in the WHO self assessment tools for health promotion in 

hospitals (Groene, 2006, p. 48) , a performance appraisal system and continuing 

professional development including health promotion are required.  Johnson and 

Paton (2007) proposed the questions in Appendix 2 to analyse whether hospitals build a 

supportive health promotion performance system.     

According to his empirical studies, Johnson (1998) found that it is important for 

hospitals to recognise the efforts of staff members to promote health, which in turn 
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could facilitate the development of HPH.  However, Johnson found that the approach 

used in the current performance system is not highly supportive of development of 

health promotion in hospitals.  Johansson (2010) found that to increase efficiency, 

there  needs to be a shift of focus from productivity to quality. This involves higher 

quality of care and more interaction between care providers and care givers.  The 

author argued that the existing productivity-oriented perspective which concentrates 

heavily on efficiency reduces the efficacy of the health promotions approach.   

3.5 Conclusion  

This chapter has examined basic concepts of organisation change, organisation change 

management and organisation models.  Among a range of organisation models, it has 

explained why the study has selected the Burke-Litwin causal model.  Furthermore, 

through a systematic review of current HPH theories and empirical studies, this chapter 

has detailed how the Burke-Litwin causal model applies to the implementation of HPH.  

It has examined and summarised the facilitators of, barriers to and achievements of the 

development of HPH worldwide from the perspective of capacity building.  

Recent studies have recognised the significance of organisation support in the 

development of HPH.  However, systematic reviews have indicated that many of the 

barriers indicated are related to insufficient organisation support.  To sustain health 

promotion projects, hospitals should consider building a supportive organisation in 

advance or at least concurrently with the development of HPH.  The Burke-Litwin 

causal model provides a comprehensive framework to understand how a hospital 

organisation functions and how the ‘hospital’ can be more efficiently converted into a 

‘HP-hospital’.  
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Chapter Four  

The Historical Background of Health Promoting Hospitals in Taiwan  

4.1 Introduction  

The importance of needs orientation and organisational support for hospitals to turn into 

HP-hospitals has been discussed in the previous two chapters.  Hospital management is 

affected by external environments as suggested in the Burke-Litwin causal model 

(Burke & Litwin, 1992).  The transforming process into HP-hospitals in Taiwan needs 

to be examined in terms of the specific Taiwanese context.  Following an 

understanding of the HPH approach and application of the theories of organisation 

change, this chapter will review and examine the historical background of HPH in 

Taiwan to gain a better comprehension of the development of HPH in Taiwan.   

This chapter begins with an introduction to the hospital system in Taiwan, 

encompassing allocation of national health expenditure (NHE), hospitals’ status, 

registered medical personnel in hospitals, hospital utilisation, and key extramural 

stakeholders of hospital managements.  Further, following policies made by these 

extramural stakeholders, this chapter will examine the historical development of health 

promotion in hospitals, including the development of HP in hospitals in Taiwan and the 

development of the Taiwan HPH Network.  In the context of Taiwan, this chapter will 

further suggest the rationale for HPH in Taiwan.  Finally, this chapter will review and 

summarise the current research of HPH in Taiwan.   

4.2 The hospital system in Taiwan  

Aging population   

Taiwan is undergoing an ageing society, as shown in Figure 4.2.1.  In 2008, Taiwan 

had the second highest proportion of the population aged 65 and above in Asia (Taiwan 

Ministry of the Interior, 2008). In 2009, 10.6 % of population were aged 65 and above 

(DGBAS, 2009).  Population ageing could need more health services (Taiwan 

Department of Health, 2009g).   
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Figure 4.2.1 Percentage of population aged 65 or above over years  

Source: Directorate-General of Budget, Accounting and Statistics, 2009 

Chronic disease pattern  

Chronic diseases dominate the health system in Taiwan.  In 2009, the top ten causes of 

death were cancer, cardiovascular diseases, cerebrovascular disease, pneumococcal 

disease, diabetes, accidences, upper respiratory tract infections, chronic liver diseases or 

liver cirrhosis, deliberate self-harm, nephritis, nephritic syndrome and renal 

disease(Taiwan Department of Health, 2009a).  Most of them are chronic diseases 

related to lifestyle and environments and most are preventable.   

Allocation of national health expenditure   

Personal health care services which include hospital services, clinics, other health care 

services and medicine consumed most of the NHE but public health, including public 

health administration, research and promotion and public health centres received the 

smallest allocation of funding in NHE, as shown in Figure 4.2.2.  According to the 

summary of statistical analysis of national health expenditure in 2009 (Taiwan 

Department of Health, 2009g), 72% of NHE was expended on personal health care 

services.  However, only 4% of NHE was expended on public health.    
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Figure 4.2.2 Distribution of national health expenditure in 2009 

Source: Taiwan Department of Health, 2009g 

Hospitals in Taiwan are leading spenders of national health care resources, and around 

half the hospital’s resources are spent on outpatient services. Figure 4.2.3 shows that, 

between 2001 and 2009, hospitals on average consumed almost 60% of NHE on 

personal health care services each year.  Figure 4.2.4 shows that outpatient services 

have utilized more than 50% of hospitals’ health expenditure since 2001 except for the 

years 2005 and 2006.  Furthermore, Figure 4.2.5 shows that outpatient services by 

hospitals comprised more than 45% of all outpatient services.  A high percentage of 

outpatient services by hospitals means high interaction between hospitals and the 

community.   

 

Figure 4.2.3 Distribution of NHE on personal health care services 

Source: Taiwan Department of Health, 2009g 
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Figure 4.2.4 Proportion of outpatient services and hospitalisation expenditure 

of hospitals  

Source: Taiwan Department of Health, 2009g 

 

 

Figure 4.2.5 Proportion of outpatient services by hospitals and clinics 

Source: Taiwan Department of Health, 2009g 

Hospitals’ status 

At the end of 2009, Taiwan in total had 514 hospitals.  However, in the past 10 years, 

the number of hospitals has been decreasing as Figure 4.2.6 shows below.  This section 

will illustrate hospitals’ status over the past 10 years by ownership, category of tradition 

and accreditation status and scale of size according to ‘The Statistics Analysis of 

Medical Care Institution’s Status & Hospital’s Utilization in 2009’ (Taiwan Department 

of Health, 2009e).   
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Figure 4.2.6 the total number of hospitals over years 

Source: Taiwan Department of Health, 2009g 

In terms of ownership, in 2009, among the total of 514 hospitals, there were 80 public 

hospitals and 434 non-public hospitals.  This represents only 16% of total hospital 

ownership in Taiwan.   In contrast, non-public hospitals accounted for 84% of total 

hospitals.  Private hospitals constituted 61% of total hospitals.  In term of numbers of 

beds by ownership, public hospitals had 45,913 beds which comprised only 34% of total 

beds.   

By category of tradition (Western as opposed to Chinese), hospitals can be categorised 

into western medicine hospitals and Chinese medicine hospitals, as shown in Table 

4.2.1. In 2009, the majority (96%) of total hospitals were Western medicine hospitals 

comprised.  Among them, ordinary hospitals
1
 constituted 54.5% of total hospitals, 

general hospitals
2
 constituted 31.5%, psychiatric hospitals made up 7.6%, chronic 

illness hospitals made up 1.8%, and speciality hospitals accounted for only 1%.  

Notably, the number of speciality hospitals in 2009 decreased by 94% compared with 

the number in 1999.  The number of psychiatric hospitals in 2009 increased by 44% 

compared with the number in 1999. 

 

 

                                                        
1
 An ordinary hospital is often referred refers to a small community hospital, public or private, that 

provides specialty services short of full range. 
2 A general hospital is established with multi-purposes which usually encompass at least the specialties of 

general internal, general surgical, general paediatrics, and Ob-Gyn. 
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Table 4.2.1 Number of hospitals by category of tradition 

Year 

Western Medicine Hospitals Chinese 

Medicine 

Hospitals Total General Ordinary Speciality Psychiatric Chronic 

2009 
496 

(96%) 

162 

(31.5%) 

280 

(54.5%) 

5 

(1.0%) 

39 

(7.6%) 

9 

(1.8%) 

18 

(4%) 

2008 493 165 278 6 36 7 22 

1999 634 154 361 83 27 8 66 

Increase / 

Decrease (%) 

2009 vs. 2008 
0.6 -1.8 0.7 -16.7 8.3 28.6 -18.2 

Increase / 

Decrease (%) 

2009 vs.1999 
-22.8 5.2 -22.4 -94.0 44.4 12.5 -72.7 

Source: Taiwan Department of Health, 2009c 

By accreditation status, almost 91% of hospitals were accredited in 2009, which 

increased 15% compared to the number in 1999.  Among these accredited hospitals 

shown in Table 4.2.2, in 2009 there were 29 medical centre hospitals accredited as 

being outstanding in New Hospital Accreditation
3
 (NHA), 67 regional hospitals 

accredited as being excellent in NHA, 333 district hospitals accredited as being 

qualified in NHA and 40 psychiatric hospitals accredited as being excellent and 

qualified (Taiwan Department of Health, 2009f).  The qualified rate of accreditation in 

2009 increased by 15% compared with that in 1999.  

By number of beds, hospitals were equipped with 134,716 beds at the end of 2009, 

which constituted 85.9% of the total beds in Taiwan (Taiwan Department of Health, 

2009e).  General beds comprised 73% of total hospitals’ beds and special beds 

comprised 27% of the total.  Furthermore, by number of beds, overall the majority of 

hospitals have 200 beds or below.  The details of scales of size with ownership are 

illustrated in Table 4.2.3 below. 

                                                        
3 According to the original accreditation protocol, the hospitals in Taiwan are classified as medical centre, 

regional, and district hospitals.  However, a renewed accreditation system was instituted beginning in 

2007 under which the hospitals are classified as outstanding, excellent and qualified.  
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Table 4.2.2 Number of Hospitals by accreditation 

End 

of 

Year 

No. of 

Hospitals 

Accreditation Qualified Hospitals 
Hospitals 

without 

Accreditation Total 
Medical 

Hospital 

NHA- 

Outstanding 

Regional 

Hospital 

NHA - 

Excellent 

District 

Hospitals 

NHA - 

Qualified 

Psychiatric 

Hospitals 

NHA of 

Psychiatry- 

Excellent 

NHA of 

Psychiatry- 

Qualified 

2009 514 467 7 22 - 67 112 221 - 7 33 47 

2008 515 469 17 7 - 51 208 146 3 7 30 46 

1999 700 530 18 - 54 - 426 - 32 -  170 

Percent 

2009 100% 90.9% 5.6% 13.0% 64.8% 7.8% 9.1% 

2008 100% 91.1% 4.7% 9.9% 68.7% 7.8% 8.9% 

1999 100% 75.7% 2.6% 7.7% 60.9% 4.6% 24.0% 

NHA: New Hospital Accreditation 

Source: (Taiwan Department of Health, 2009f) 
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Table 4.2.3 Number of hospitals by number of beds and ownership in the year of 2009 

 Total 1-49 50-99 100-199 200-299 300-499 500-999 1000-1999

9 

2000  

Ownership 
Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Beds 

(%) 

Up  

(%) 

Total 
514 

(`100) 

152 

(29.57) 

130 

(25.29) 

54 

(10.51) 

46 

(8.95) 

47 

(9.14) 

60 

(11.67) 

19 

(3.79) 

6 

(1.17) 

Public Hospitals 
80 

(100) 

6 

(7.50) 

3 

(3.75) 

7 

(8.75) 

13 

(16.25) 

16 

(20.00) 

27 

(33.75) 

5 

(6.25) 

3 

(3.75) 

DOH Hospitals and Municipality Hospital 38 3 1 4 8 7 14 - 1 

County & City Hospitals 4 1 1 - - 1 1 - - 

Hospitals Affiliated to Public Medical Schools 6 1 - - - 2 1 1 1 

Civilian Clinics of Military Hospitals 14 - - 3 3 3 4 1 - 

Hospitals. of VACRS 15 - - - 1 3 7 3 1 

Hospitals Affiliated to organization ( Institution) 2 - 1 - 1 - - - - 

Public Chinese Medicine Hospitals 1 1 - - - - - - - 

Non-Public Hospitals 
434 

(100) 

146 

(33.64) 

127 

(29.26) 

47 

(10.83) 

33 

(7.60) 

31 

(7.14) 

33 

(7.60) 

14 

(3.23) 

3 

(0.69) 

Hospital Affiliated to Medical Care Corporate 60 3 7 4 7 11 16 10 2 

Hospital Affiliated to Medical Care Corporation 26 1 6 5 6 2 4 2 - 

Hospital Affiliated to Religious Medical Care Corporate 10 1 2 - 2 2 3 - - 

Hospital Affiliated to Private Medical School College 14 2 2 2 - 1 5 1 1 

Hospital Affiliated to Public-Interest Corporate 12 1 3 4 1 2 - 1 - 

Private Western Medicine Hospitals 295 121 107 32 17 13 5 - - 

Private Chinese Medicine Hospitals 17 17 - - - - - - - 

Source: Taiwan Department of Health, 2009e (Taiwan Department of Health, 2009e) 
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Registered medical personnel in hospitals 

At the end of 2009, there were 198,056 registered medical personnel in hospitals. The 

breakdown is shown in Table 4.2.4 below.  Among them, there were 54,469 

physicians including western, Chinese medicine, and dentistry, which accounted for 

27.5% of total registered medical personnel. There were 14,398 pharmacists, which 

constituted 7.3% ; there were 107,918 nurses and midwives, which comprised 54.5%; 

there were 11,226 radiologists and laboratory technologist, which constituted 5.7%; 

there were 6,645 physical and occupational therapists, which comprised 3.4%; and 

there were 1,239 dieticians which constituted 0.6%.  The number of registered 

medical personnel across all specialisations has increased between 1999 and 2009.  , 

The number of dietitians doubled between 1999 and 2009. while the number of 

radiologists and laboratory technologists in 2009 increased by a 125% in the same 

time period.     

Table 4.2.4 Number of registered medical personnel in hospitals 

Unit: person and percentage 

The end of 

year 
Total 

P
h
y
sician

 

P
h
arm

acist 

N
u
rse &

 

M
id

w
ife 

R
ad

io
lo

g
y
 

&
 

L
ab

o
rato

ry
 

tech
n
o
lo

g
ist 

P
h
y
sical &

 

o
ccu

p
atio

n
a

l th
erap

ist 

D
ietician

 

O
th

ers 

2009 
198,056 
(100%) 

54,469 
(27.5%) 

14,398 
(7.3%) 

107,918 
(54.5%) 

11,226 
(5.7%) 

6,645 
(3.4%) 

1,239 
(0.6%) 

2,161 
(1.1%) 

2008 190,102 53,291 13,960 102,932 10,726 6,072 1,174 1,947 

1999 129,572 39,820 10,519 68,017 7,670 2,922 621 3 

Increase / 

Decrease (%) 

2009 V.S. 2008 
4.2 2.2 3.1 4.8 4.7 9.4 5.5 11.0 

Increase / 

Decrease (%) 

1999-2009 
52.9 36.8 36.9 58.7 46.4 127.4 99.5 

71933.

3 

Source: (Taiwan Department of Health, 2009f) 

In terms of the number of medical personnel per 10,000 population in hospital, Table 

4.2.5 in the next page shows that there were 23.6 physicians, 6.2 pharmacists, 46.7 

nurses and midwives, 4.9 radiologists and laboratory technologists, 2.88 physical and 

occupational therapists, and 0.54 dieticians.   Noticeably, over the past 10 years, the 

number of dieticians per 10,000 has increased almost 100%; the number of nurses and 
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midwives per 10,000 of the population as increased by 51.62; the number of 

radiologists and laboratory technologists have increased by 40. 

Table 4.2.5 Number of medical personnel population per 10,000 in hospitals in 2009 

Unit: person / percentage 

 

Total Physician Pharmacist 

Nurse  
& 

Midwife 

Radiology 
& 

Laboratory 
technologist 

Physical & 
occupational 

therapist 
Dietician Others 

2009 85.67 23.6 6.2 46.7 4.9 2.88 0.54 0.85 

2008 82.52 23.1 6.1 44.7 4.7 2.64 0.51 0.77 

1999 58.65 18.0 4.8 30.8 3.5 1.32 0.28 0.00 

Increase / 

Decrease 

(%) 2009 

vs. 2008 

3.82 2.16 1.64 6.71 4.26 9.09 5.88 10.39 

Increase / 

Decrease 

(%) 2009 

vs. 1999 
46.07 31.11 29.17 51.62 40.00 18.18 92.86 - 

Source: (Taiwan Department of Health, 2009e, 2009f)   

Hospital Utilisation 

Hospital utilisation by outpatient visits, emergency visits and inpatient services has 

been increasing over the past 10 years, as shown in Table 4.2.6.  The number of 

outpatient visits in 2009 rose to 99 million, which was an increase of 2.7% from 1999.  

The number of emergency visits in 2009 rose to 7.2 million, which was an increase of 

23.3% between 1999 and 2009. 

Table 4.2.6 Statistics on the hospital utilisation 

Unit: people / percentage 

The end of year Outpatient Visits Emergency Visits Operations 

2009 99,323,536 7,254,109 1,739,202 

2008 95,884,852 6,612,516 1,691,800 

1999 96,703,254 5,883,886 1,595,313 

Increase / Decrease (%) 

2009 vs. 2008 
3.6 9.7 2.8 

Increase / Decrease (%) 

2009 vs. 1999 
2.7 23.3 9.0 

Source: Taiwan Department of Health, 2009e 
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In terms of hospital utilisation in general beds, Table 4.2.7 shows that days of stay in 

hospitals in 2009 increased by 20.3% between 1999 and 2009, and the number of 

inpatient services in hospitals between 1999 and 2009 increased by 15.3%.  

Furthermore, the occupancy rate of beds in 2009 increased by 6.5% was between 

1999 and 2009.  Average length of stay in 2009 was 9.19 days, which decreased by 

3% compared to that in 2008, but increased by 4.2% between 1999 and 2009.   

Table 4.2.7 Statistics on the hospital utilisation in general beds 

Unit: person, percentage 

The end of year 
Days of Stay 

(Day) 

No. of 

Inpatients 

(No.) 

Bed 

Occupancy 

Rate (%) 

Average Length 
of Stay (Day) 

2009 24,844,647 2,702,710 68.84 9.19 

2008 24,846,701 2,624,566 69.49 9.47 

1999 20,657,645 2,343,231 64.66 8.82 

Increase / Decrease 
(%) 2009 vs. 2008 

-0.01 3.0 -1.0 -3.0 

Increase / Decrease 

(%) 2009 vs. 1999 
20.3 15.3 6.5 4.2 

Source: Taiwan Department of Health, 2009e  

Table 4.2.8 shows hospital utilisation in special beds. Days of stay in hospitals in 

2009 increased by more than 100% compared to 1999, and the number of inpatients in 

hospitals in 2009 increased by 24.12% compared to 1999.  Moreover, the occupancy 

rate in special hospitals in 2009 was 62.46%, which decreased by 0.92% in 

comparison with the previous year but increased by 24.75% between 1999 and 2009.  

Average length of stay in 2009 was 10.39 days, which decreased 0.76% when 

compared to 2008, but increased by 63.62% between 1999 and 2009.   
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Table 4.2.8 Statistics on the hospital utilisation in special beds 

Unit: day, people, percentage 

The end of year 
Days of Stay 

(Day) 

No. of 

Inpatients 
(No.) 

Bed 

Occupancy 
Rate (%) 

Average Length 

of Stay (Day) 

2009 4,792,736 461,098 62.46 10.39 

2008 4,746,551 453,352 63.04 10.47 

1999 2,369,162 371,500 50.07 6.35 

Increase / Decrease 
(%) 2009 vs. 2008 

0.97 1.71 -0.92 -0.76 

Increase / Decrease 

(%) 2009 vs. 1999 
102.30 24.12 24.75 63.62 

Source: Taiwan Department of Health, 2009a   

Key extramural stakeholders of hospital managements 

This section will introduce key extramural stakeholders of hospital administration and 

their roles and their possible influence on hospital management.  These extramural 

stakeholders encompass Hospital Administration Commission under the aegis of 

Taiwan Department of Health, Bureau of National Health Insurance, and Bureau of 

Health Promotion, Taiwan Joint Commission on Hospital Accreditation and Quality 

Improvement and Local Health Authority.   

 Hospital Administration Commission under the aegis of Taiwan Department 

of Health 

Policies of the Hospital Administration Commission (HAC) could affect management 

of DOH hospitals
4
.  HAC, located in Taiwan Department of Health

5
, aims to 

enhance management performance of DOH Hospitals and to promote quality of health 

services (HAC, 2008).  HAC could drive the development of HPH in DOH 

hospitals
6
.   

                                                        
4
 DOH hospitals, part of public hospitals, represent hospitals directly governed by Taiwan Department 

of Health. 
5 Taiwan Department of Health represents Department of Health, Executive Yuan, R.O.C (Taiwan) 

which is the highest central executive authority of health affairs.  It governs many of the health related 

authorities including Hospital Administration Commission, Bureau of National Health Insurance, 

Bureau of Health Promotion, and so on. 
6
 Previous Executive Chief Officer (Shoei-Loong Lin) of HAC took part in 15th International 

Conference on HPHs in 2007 and afterwards he arranged Taiwan HPH Research Centre to deliver 

speeches on HPH at commission meetings and allocated funding to encourage public hospitals to 

implement HPHs (Chiou, 2007) 
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 Bureau of National Health Insurance 

National Health Insurance has a powerful influence on hospital management 

particularly through the forms of the reimbursement system and the benefit coverage.  

In Taiwan, NHI has been in place to promote population health since 1995.  At the 

end of 2009, the coverage rate was almost 100%, only inmates in correctional units 

were excluded (Taiwan Department of Health, 2010a) and approximately 95% of the  

hospitals were contracted with the program (Taiwan Department of Health, 2010c).   

Health promotion is integrated into the reimbursement system for NHI contract 

hospitals and covered by benefit coverage through pay-for-performance programs. 

The reimbursement system which is the way by which Bureau of National Health 

Insurance (BNHI) pays health care institutes for health services provided used to 

centre more on fee for services (FFS) which paid health care institutes in return for 

individual service items. FFS is concerned with quantity rather than quality.  In 

contrast to fragmented services provided in FFS, pay-for-performance programs aim 

to provide patient-cantered and holistic health services by a package oriented 

reimbursement system which involves the cost of the first visit, subsequent visits and 

annual evaluation (Lee, 2007).  Furthermore, pay-for-performance programs 

extended benefit coverage to include health promotion elements such as health 

education for self care management, disease management and nutrition consultation 

which were not covered in FFS (BNHI, 2010; Lee, 2007). Such extended benefit 

coverage could encourage hospitals, through financial incentives, to provide the 

health promotion services indicated above. 

 Bureau of Health Promotion 

The Bureau of Health Promotion (BHP) was established in 2001 and it evolved from 

the former Bureau of Health Prevention and Protection under DOH, the Institute of 

Public Health, the Institute of Family Planning, and the Institute of Women and 

Children Health.  The mission of BHP is to advocate health promotion through the 

use of a national database of basic health information to formulate a suitable national 

health policy; to enhance grassroots health care efforts and create a supportive 

environment to strengthen community action; to enhance the ability of the public 

through health education to make the right choices for individual health management 

(BHP, 2009, p. 8).  Over the past several years, BHP have initiated several health 
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promotion funding projects related to hospital management and development, 

including community health building, baby friendly hospitals, smoking cessation 

clinics, workplace health promotion, community public health groups, kidney health 

promotion, smoking free environments and specific health promoting hospitals.  The 

details of these programs will be depicted in the next section of the historical 

development of HPH in Taiwan.  

 Taiwan Joint Commission on Hospital Accreditation and Quality 

Improvement 

Taiwan Joint Commission on Hospital Accreditation and Quality Improvement 

(TJCHA) was founded in 1999 both by Taiwan Department of Health and private 

medical organisations.  Its goals are to facilitate the implementation of national 

healthcare quality policies, to assist in healthcare quality certification, to support 

healthcare management, to promote harmonious relationships between physicians and 

patients and finally, to enhance healthcare quality in Taiwan (TJCHA, 2010c).   

Among various tasks, over several years, TJCHA has been undertaking several 

programs which are intimately related to health promotion, including hospital 

accreditation
7
 and quality promotion including patient safety.   

 Local Health Authorities 

According to Article 11 of Medical Care Act (Laws & Regulations Database of The 

Republic of China, 2009), the municipal government or the county (city) government 

is one of the authorities in charge of HPP in addition to the Taiwan Department of 

Health.  Accordingly, local health authorities can have an impact on hospital 

management through funding projects and policies, , including policies encouraging 

HPH.  For instance, healthy hospital accreditations initiated by local health 

authorities such as Taiwan City Government, Taichung County, Yilang County and 

Taipei County have led hospitals located in those areas to commit to healthy hospitals 

(Chiou, 2007).  Some hospitals such as the Dalin Tzuchi Hospital in Chiayi County 

(BTCGH, 2009) have engaged in community health screening on a  large scale as a 

result of funding supported by local health authorities.   

                                                        
7
 There are many kinds of hospital accreditation in Taiwan.  The called hospital accreditation in this 

study refers to the comprehensive one in charge by TJCHA  It is related to NHI the reimbursement 

system 
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In summary, the health system in Taiwan has paved the way for the development of 

HPH in Taiwan.  Key driving forces include an ageing population, an increasing 

prevalence of chronic disease, hospitals which have strong obligations to respond to 

community needs, the introduction and implementation of HPH-related government 

policies, and the need to meet the requirements for hospital accreditation.   

4.3 The historical development of health promotion in hospitals in 

Taiwan  

Driven by government policies, hospitals in Taiwan have implemented several health 

promotion programs over the past decade.  This section will illustrate health 

promotion programs carried out in hospitals in Taiwan along five dimensions: patients, 

communities, staff, organisation and physical environments.  

Patient health promotion  

In term of patient health promotion, hospitals in Taiwan have gradually implemented 

patient health promotion particularly since 2001 in response to government policies.  

Initially, most of these HP practices still gave precedence to focus on the treatment of 

ill health of patients. Maintenance of patients’ health was only introduced in a 

piecemeal way in the wake of the government’s introduction of HP policies; however, 

over the past 10 years, supportive environments for protecting or treating ill health 

have been given additional attention.  Health preventive services were amongst the 

first services with this new focus.  Since 1995, hospitals have undertaken health 

preventive services (BHP, 2010f).   

Ten years later, the BHP provided funding for hospitals to build supportive 

environments for pap smear screening by developing reminder systems, awareness 

campaigns, patient education and staff training programs (Taiwan Department of 

Health, 2007).  Furthermore, in 2010, the BHP initiated a Hospital Life Saver 

Campaign to enhance the number of the cervical, breast, colorectal and oral cancer 

screenings by improving operational procedures within hospitals (BHP, 2010d). 

Programs for improving patient safety have gained ground as a result of the DOH 

policies.  Since 2001, through the national medical network project, patient safety 

has assumed a more visible profile within hospitals (Taiwan Department of Health, 
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2005, 2009c; TJCHA, 2010a).   

In addition, since 2001, the BNHI has implemented the pay-for-performance 

programs, related to diabetes, breast cancer, asthma, and high blood pressure, with 

additional efforts of clinical guideline adherence, interdisciplinary team management 

of  a patient’s condition, and procedures and structures for illness management 

(BNHI, 2010).   

Moreover, the BHP has also initiated several campaigns to build institutes for the 

promotion of disease-oriented prevention and care, or to build disease-oriented health 

promoting institutes through which supportive environments for ill health are 

established to achieve prevention and treatment. One example of this approach is the 

promotion of diabetes prevention and care.  The criteria developed for this 

promotion in 2004 included the establishment of supportive environments for ill 

health:  space and equipment were made available; qualified interdisciplinary teams 

were established; a monitoring system was implemented; on-the-job training occurred; 

a referral system among different departments or institutes was set up;  patient 

support groups became available, and there was improved operation and interaction 

between teams.   

Led by government policies, hospitals have been gradually directing attention to a 

positive health approach to patients over the past 10 years, however, more 

consideration of positive health strategies is required.  Since 2000, hospitals were 

encouraged to apply the Healthcare Quality Improvement Circle and other quality 

management methods to solve the health problems in hospitals and the efforts of 

positive health are  demonstrated by a process of increasing personnel capacity of 

problem solutions while the majority of problems still centre on ill health (TJCHA, 

2010b).  

In 2001, with reference to the ten successful breastfeeding steps by the WHO and the 

United Nations Children's Fund, the Mother and Baby Friendly Hospital campaign 

was launched to encourage a positive approach to the healthcare of newborn babies.  

Thirty-eight hospitals participated in 2001 while 144 hospitals in 2010 (BHP, 2010e).  

Efforts to use a positive health approach to hospital staff and patients can also be 

demonstrated by the strategies adopted in hospitals following the Taipei Healthy 

Hospital Accreditation in 2002. The public recognition of ‘healthy hospitals’ has 
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resulted in the promotion of exercise and healthy diet for hospital staff and for 

members of the community (Chiou, 2007).   

Since 2005, holistic health care has become a focus of the medical network and it has 

been argued that health care should concern not only ill health but also positive health 

(Taiwan Department of Health, 2005, 2009c).  In 2007, the New Hospital 

Accreditation Scheme, based on the philosophy of patient centeredness, was 

implemented across the nation and the element of positive health was recognised as 

an integral part of hospital management (TJCHA, 2010d).  Efforts to maintain and 

improve positive health are evident in the establishment of self support groups, 

nutrition education or consultation, referral systems to smoking cessation clinics, or to 

weight loss clinics or classes. Institutes have been established to promote health and 

prevention-oriented care .  

Community health promotion  

Hospitals play a significant role in community health promotion.  Since 1999, the 

central government has been carrying out the Community Health Building (CHB) 

Initiative.  Figure 4.3.1 shows that around 30% of CHB initiatives each year have 

been coordinated and administrated by hospitals.   

 

 

Figure 4.3.1 Hospital coordination of CHP Percentage and number of hospitals: 

1999-2010 

Source: BHP, 2010b  
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Over the past 12 years, 118 hospitals have assumed the role of coordinator at least 

once for a CHB project.  Since 1999, the BNHI has initiated the ‘Integrated Delivery 

System Program’ for mountainous and off-shore island residents.  The participant 

hospitals were requested to provide medical services as well as health preventive 

services, disease screening and education (BNHI, 2008).   

Local governments have also played a significant role in CHP.  In Taipei, Healthy 

Hospital Accreditation serves as a good example of this.  Since 2001, the Taipei City 

Government has carried out Healthy Hospital Accreditation through which hospitals 

must provide the community with health promotion services, such as weight loss 

classes, nutrition promotion and smoking cessation clinics or classes(Chiou, 2007).  

In Chiayi County, a largely agricultural county approximately 300 km south of Taipei, 

a community multiple-purpose health screening initiative was carried out.  Since 

2002, the Chiayi County Government has cooperated with the Dalin Tzuchi Hospital 

to provide community residents with free community-based multiple-purpose health 

screening (BTCGH, 2009).  Sponsored by the Chiayi County Government, the Dalin 

Tzuchi Hospital held 54 first-phase health screening and 36 second-phase events as 

follow-up to screening result reports. By September 2009, more than 40,000 residents 

had participated in this program (BTCGH, 2009).   

Staff health promotion  

Compared with patient and community health promotion, not much attention has been 

given to the health of hospital staff although there are several staff-related projects in 

place. These projects are driven by joint co-operation between local health authorities, 

the BHP and the hospital accreditation organization.  At the local government level, 

the Taipei City Government has taken a lead in the implementation of healthcare 

workplace health promotion.  In 2001, the Taipei City Government began to 

implement a Workplace Health Promotion Initiative with three main themes -- 

smoke-free workplaces, health and fitness, and healthy weight loss (Yang, Chen, Sung, 

& Huang, 2006).  In 2005, the Taipei City Government developed a Workplace 

Health Promotion Network and selected smoke-free workplaces, workplace health 

and fitness, workplace mental health promotion, workplace breastfeeding, and 

workplace healthy eating as five focal themes.  As a result of this initiative, 94 

enterprises joined the network; seventeen of these are hospitals (Yang, et al., 2006).   
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In addition, inspired by the Healthy City Policy in Taipei City in 2002, the Taipei City 

Government also initiated a Healthy Hospital Accreditation with four themes -- 

healthy weight loss, exercise, a culture of healthy eating and tobacco control and 

prevention. Thirty hospitals met the standards of the accreditation (Chiou, 2007).  

This accreditation was suspended in 2004 due to the prevalence of SARS in 2003; 

however, in 2005, the Taipei City Government re-introduced the Healthy Hospital 

Accreditation, this time with five main themes: workplace mental health, exercise, 

tobacco control and prevention, a culture of healthy eating, and cancer prevention 

through staff health screening. Twenty-three hospitals participated in this event 

(Taipei City Government, 2005).   

The Taipei City Government started drawing hospitals’ attention to staff health by 

integrating these efforts as part of the basis for the Healthy Hospital Accreditation.  

The healthcare workplace health promotion is more than reducing risk factors and 

changing lifestyle.  The impact of organisational social environments on staff health, 

however, was not given sufficient attention.  Hospitals in Taipei City were 

enthusiastic about the Healthy Hospital Accreditation; however, this response may not 

hold true for hospitals outside Taipei City. 

In addition to local government, the BHP also plays a significant role in the 

development of healthcare workplace health promotion.  In 2002, the BHP 

subsidized the first HPH funding project ‘Pilot Study of Building Health Promoting 

Hospitals: a case of a Medical Centre’, through which a comprehensive needs 

assessment of staff health was conducted (Lin, 2002).  From 2003 to 2005, the BHP 

implemented Strengthening Workplace Health Promotion Initiative and funded 30 

institutes to carry it out, 6 of which were hospitals(J. D. Lin, 2006).  At the same 

time, the BHP also started implementing Workplace Tobacco Prevention and Control 

Initiative in 2003 (BHP, 2011c) and a few hospitals such as Chia –Yi Christian 

Hospital participated in this campaign (Chia-Yi Christian Hospital, n.d.).    In this 

study, the impact of organisational social environments on staff health was taken into 

consideration in this project.  In 2005, staff health promotion was implemented in 

one hospital in this study through one of the projects subsidised by the BHP.  Before 

the introduction of the WHO HPH initiative into Taiwan, these staff health promotion 

projects were implemented in only a small number of hospitals among the estimated 

514 hospitals in Taiwan.   
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However, while hospital accreditation plays a significant role in hospital management, 

insufficient attention to staff health promotion has been given by the Hospital 

Accreditation Scheme (Chiou, 2007).  Table 4.3.1 shows items related to staff health 

promotion in hospital accreditation.  Organisational social impact on staff health 

received less consideration despite the fact that human resources management was 

emphasised to enhance quality of health services, and safety and healthy 

environments were required to be in place.  In spite of attention to staff educational 

training, such staff education training focuses more on ability of clinical and nursing 

practices.  Also, little attention was given to ability development of health promotion 

knowledge and skills.   

Table 4.3.1 Hospital accreditation requirements related to staff health promotion 

Item Content 

8.1  Human Resource Management 

8.1.1 To put effective human resource and management systems in place  

8.1.2 Ensure labour safety and healthy environment and labour conditions  

8.2  Staff on-the-job education and training  

8.2.1 
To provide all staff with education training and to encourage further 

education  

8.3 Physician personnel management and educational training  

8.3.2 To assess physicians’ ability and their contribution to hospitals  

8.3.3. To provide appropriate  education and training for physicians 

8.4  
To provide education and ongoing training and training for nursing 

personnel 

8.4.1 
To implement an advanced system of training to develop the professional 

skills of nursing personnel  

8.4.2 
To provide sound education, training and further education for nursing 

personnel  

8.4.3  To improve professional delivery of nursing care 

8.5 Educational training and further education of medical personnel  

8.5.1  
To provide medical personnel with educational training and to encourage 

further education  

8.5.2 To evaluate outcome of educational training medical personnel  

Source: TJCHA, 2009  



100 
 

Healthy Organisations  

Healthy organisations have been created and developed in hospitals in pursuit of 

quality improvement and high performance required by the New Hospital 

Accreditation Scheme over the past 10 years.  The Taiwan Department of Health 

established the Healthcare Quality Committee in 1998 to facilitate hospitals to 

improve the quality of their health services. This Committee sponsored projects to 

encourage quality-improving programs, and some of those projects were related to 

healthy organisations, such as Healthcare Quality Improvement Circle and creating a 

learning organisation (Taiwan Department of Health, 2005).  Since 2000, the TJCHA 

has initiated ‘Healthcare Quality Improvement Circle (HQIC)’ with the management 

circle of Plan-Do-Check-Action (PDCA) to improve the quality of health services 

(TJCHA, 2010b).  Since 2002, non-HQIC approaches, such as 5S and ISO, have also 

been encouraged in order to improve quality.  Since 2006, in order to extend the 

level of participation and break departmental or specialised egoism, the TJCHA has 

embraced Integrative and Holistic Health Care, Patient Safety and Evidence-based 

Medicine into the campaign, which was renamed ‘Total Health Care Improvement 

Campaign’, and in 2008 renamed ‘Healthcare Quality Improvement Campaign’.  In 

spite of changes in the name, the quintessential spirit of continuous improvement, a 

management circle of PDCA and team operation is still embodied in the process of 

improving healthcare quality.  In addition, the management circle of PDCA is also 

enforced in the New Hospital Accreditation Scheme (TJCHA, 2009).   

Healthy environments 

Since 2001, the DOH has facilitated hospitals to do medical waste recycling and 

reduction as well as resources recycling (Taiwan Department of Health, 2005).  This 

task has been given continuous attention in the National Medical Network.  

Following the Task Force on HPH and Environments by the International HPH 

Network, since 2010, the BHP has implemented an Environment Friendly Hospital 

initiative with the aims of energy saving and carbon reduction and 128 hospitals have 

committed to this project (BHP, 2010b).   

The Taiwan HPH Network under the aegis of the International HPH Network  

The HPH in Taiwan have been quick to join the since the Taiwan HPH Network of the 
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International HPH Network was established in 2006, as reflected by the increasing 

membership of the Taiwan HPH Network, from 5 members at the end of 2006 to 28 in 

2007, 41 in 2008 and 56 in 2009 and 67 in May 2011.  Figure 4.3.2 shows the 

increasing membership of the Taiwan HPH Network. In terms of membership, the 

Taiwan HPH Network was in third place among the international HPH network in 

May 2011(Pelikan, Groene, et al., 2011).   

 

Figure 4.3.2 Development of Taiwan HPH Network 

Souce: (Chiou, 2009; Pelikan, Groene, et al., 2011; ZCNEWS, 2010) 

The driving forces in the development of Taiwan HPH network can be summarised 

into six main themes.  These encompass an existing context for hospitals to develop 

health promotion, support from the government, facilitation from scholars, leadership 

by Taiwan Society of Health Promoting Hospitals (TSHPH), inputs from pioneer 

hospitals and positive feedback from the International HPH Network.  For more 

details, refer to Appendix 2. 

First, the development of Taiwan HPH Network has been supported by the process 

through which hospitals have developed health promotion over time as a way to 

respond to government policies.  This was discussed at some length in the previous 

section.  The relationship between government policy and hospital policy has made 

hospitals more aware of the role of health promotion in hospitals (Chiou, 2007) and 

encourages hospitals to accept the concept of HPH.   

Second, this development has been driven by support from central and local 

governments.  At the Central Government level, as early as 2002, the Bureau of 

Health Promotion (BHP) first commissioned and financed the National Defence 
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Medical Centre to conduct ‘A Pilot Research of Implementing Health Promoting 

Hospitals’.  At the end of 2005, the BHP incorporated HPH into technology projects 

and financed three projects on the condition that they should joint the international 

WHO HPH network.  They applied and got accepted. In 2007, the BHP further 

provided funding for Taiwan Society of Health Promoting Hospitals (TSHPH) to 

build the Taiwan HPH Network.  Further, in the same year, Hospital Administration 

Commission under the aegis of Taiwan Department of Health allocated funding to 

encourage the DOH hospitals to implement HPH after the former Executive Chief 

Officer (Shoei-Loong Lin) took part in 15
th

 International Conference on HPH.  At 

the end of 2009, the Executive Yuan implemented ‘Top Six Sunrise 

Properties’(Taiwan Department of Health, 2009d). Healthcare property was one of 

those six, and put priority on the development of Taiwan HPH Network. In 2010, the 

BHP hosted several international conferences on HPH and further financed around 

US$390,000 for a three-year project of Development of Taiwan HPH Network and the 

20
th 

International HPH conference in 2012 (BHP, 2010a). In 2011, the BHP provided 

funding of around US$150,000 for a two-year project ‘HP-hospitals & Sustainable 

Environments’(BHP, 2011a).   

In addition to the support from the Taiwan Central Government, local health 

authorities have also taken part in facilitating this development.  The Taipei City 

Government launched the ‘Healthy Hospital Accreditation’ as early as 2002 and 

relaunched it again in 2005 and on (Chiou, 2007).  In 2002?, his accreditation was 

based on four themes: healthy weight loss, exercise, healthy diet and tobacco hazard 

prevention.  This model of healthy hospital accreditation was also developed by the 

Taichung County Government in 2004, by the Yilan County Government in 2005 and 

by the Taipei County Government in 2009.  Some local health authorities started 

implementing friendly healthcare environments targeted at particular groups. As an 

example,, friendly healthcare environment programs were developed for women in 

Kaohsiung City and Pingtung County.   

Third, inputs from academics played a significant part in the development of Taiwan 

HPH Network.  A number of enthusiastic scholars undertook pilot studies, organized 

HPH conferences, volunteered for educational activities in HPH, facilitated and 

assisted the hospitals to apply for the WHO HPH certificates, and organised and 

developed the TSHPH(Chiou, 2007; Lin, 2002; Y. W. Lin, 2006).  The Taiwan HPH 
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Development and Research Centre in Yuanpeiu University, for example, was 

established in 2005 and provided strong operational supports particularly in the early 

years.   

Fourth, this development has been also driven by the TSHPH which was established 

in 2007.  In particular, leadership provided through it played a crucial role in this 

development.  The first leader of TSHPH, Shu Ti Chiou, played a significant role.  

She was enthusiastic about the development of Taiwan HPH Network and put a great 

deal of effort into it, which is demonstrated by her intensive endeavours
8

.  

Furthermore, Chiou has an extensive personal network, having good relationships 

with government officials, key figures in medicine and public health and hospital 

superintendents
9
.  Through this extensive personal network, Chiou pushed the issue 

upfront for governmental officials
10

 and key leaders in medicine and public health to 

support this development, and  she was also able to convince hospital 

superintendents that HPH was a worthy goal for their institutions.  In addition to this 

leadership, intensive HPH events or campaigns
11

 held by the TSHPH were conducive 

to maintaining the vitality of HPH movement.   

Fifth, pioneer hospitals contributed importantly to the development of Taiwan HPH 

Network.  In the early growth stage, Taiwan HPH Network did not have adequate 

resources and had to rely on inputs of pioneer hospitals to carry on the network 

implementation (Chiou, 2007).  Those pioneer hospitals participated in committee 

meetings and undertook tasks of TSHPH such as the site visits, workshops and 

conferences.   

Sixth, supportive feedback from the International HPH Network exerted a positive 

                                                        
8 Intensive actions could be demonstrated by the following example.  Shu Ti Chiou intensively 

assembled preparatory meetings and organised the expert team for site visits to facilitate 17 hospitals to 
apply for membership of international HPH Network in a few months in 2007 and she also contacted 

hospitals’ leaders in person to invite them to participate in this development at the beginning (Chiou, 

2007). 
9
 Shu Ti Chiou contacted hospitals’ leaders in person to invite them to join this movement. 

10
 The President of Taiwan Ma Ying-jeou was present and conferred prizes at the 3st National 

conference of HPHs in 2009, so did the Vice President Vincent Siew in 2008 and 2010.  The President 

of Taiwan College of Healthcare Executives Yaw‐Tang Shih were invited and presented in the National 

Conferences of HPHs. 
11

 In 2009, for example, the TSHPH held one Million Co-signers for Smoking Cessation Campaign 

and one Model and Creative Project Campaign, led a group of hospitals to participate in International 

Conference of HPH, held the annual national HPH conference, at least 3 workshops, and coordinated 

one WHO Winter School. 
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influence on the development of Taiwan HPH Network (Chiou, 2007).  Despite the 

awkward situation in terms of Taiwan’s international relations with China, the 

International HPH Network has been friendly toward Taiwan, as evidenced by the fact 

that they flew Taiwan’s national flag in recognition of Taiwan’s right to vote as a 

national organization.  Furthermore, the commitment and goodwill expressed by the 

key stakeholders in the International HPH Network was demonstrated by their several 

visits to Taiwan.     

4.4 The rationale for HPH in Taiwan 

This section will provide arguments for reorienting hospitals in Taiwan to 

health-promoting healthcare institutes.   These arguments are built on four 

perspectives: the benefits for the overall health system in Taiwan, the benefits for 

individual hospital development, the benefits for hospital staff and the benefits for the 

community.   

Benefits for a sustainable, effective and efficient health system in Taiwan 

The pursuit of effective and efficient utilisation of health care resources is pressing in 

Taiwan.  As a result of a quickly ageing population, medical technology advances 

and increasing demand from the public, the National Health Insurance program has 

been pressured by insufficient inputs (Yang, 2010).  At the end of 2009, the 

proportion of the population aged 65 and above was 10.63% (DGBAS, 2009), and the 

aged population has brought high demand for health care resources.  More pressure 

on resources comes from the nature of illness in Taiwan.  As indicated in the top ten 

causes of death in 2009 (Taiwan Department of Health, 2009a), most causes of death 

are chronic diseases related to lifestyle and environments and these deaths are 

preventable if healthcare resources are available.  

It has been suggested that dissatisfaction with modern medicine has been the 

consequence of changed disease patterns from infectious diseases to chronic diseases 

and the fact that current  social, political and environmental models of health do not 

take into account the change in the nature of illness (Johnson & Paton, 2007; Johnson, 

2000).  In 1978, the declaration of Alma-Ata highlighted the need for the primary 

health care principle to be integrated with health promotion and the need to pay 

attention to social, political and environmental concerns (WHO, 1978).  Health 
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promotion is acknowledged as an efficient and effective approach for promoting 

population health.  

Hospitals should take the central role in reorienting the health system toward health 

promotion due to their high volume of national health care resources and wide and 

intimate access to the community. Hospitals in Taiwan are the main consumers of 

national health care resources and on average consumed almost 60% of National 

Health Expenditure on personal health care services each year (Taiwan Department of 

Health, 2009f).  Of these resources consumed in hospitals, more than 50% of 

hospitals’ health expenditure is used in outpatient services.  Moreover, around 30 

percent of Community Health Building (CHB) initiatives each year have been 

coordinated by hospitals, and since 1999, 118 hospitals have coordinated at least one 

CHB project (BHP, 2010c).  This reflects the fact that hospitals have a strong link to 

the community and hospitals have an advantage in promoting population health.   

Benefit for individual hospital development  

A HPH approach can assist many hospitals in achieving high performance in the 

hospital accreditation process.  The results of hospital accreditation are related to the 

NHI reimbursement system, and hospitals can get higher payment from BNHI if they 

can get  higher status in hospital accreditation (Taiwan Department of Health, 

2009b). Accordingly, hospitals make great efforts to ensure a high ranking in hospital 

accreditation so as to access more funding.   HPH approach could be an alternative 

way to improve quality of health care (Groene & Jorgensen, 2005; Nowak, et al., 

1998).  Furthermore, many of the WHO HPH standards are related to indicators of 

hospital accreditation in Taiwan (Lin, 2008).  Hospitals that commit to developing 

health promotion in line with WHO HPH standards are in a better position to reach 

high performance of hospital accreditation. 

HPH approach might be a strategy to earn more revenue for health services.  A study 

showed that hospitals tend to enjoy greater shares of the global budget (Chen, Laditka, 

Laditka, & Xirasagar, 2007).  HPH approach could be an alternative to improve 

quality of healthcare (Groene & Jorgensen, 2005; Tountas, et al., 2004; Whitelaw, et 

al., 2006), to raise visibility (Nowak & März, 1998) so as to enhance the individual 

hospital’s  reputation (Schuhmann, 1998).   
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Since the logic of HP is in line with that of capitation payment, hospitals that commit 

to HPH initiative will be in a better position to adapt to this new scheme, should it be 

implemented in the future, as planned by DOH.  In September 2010, Taiwan 

Department of Health started planning pilot projects of health-oriented capitation 

payment to encourage hospitals to take an initiative to promote population health 

(Taiwan Department of Health, 2010b) and planned to start pilot projects in April 

2011(Chiou, 2010).  The current reimbursement system of NHI focuses mostly on 

fee for service, which is notorious for keeping volume high, while capitation payment 

is a better system for people’s health.  The rationale of capitation payment happens 

to sit well with that of HPH.  Therefore, HPH approach could facilitate hospitals to 

better adapt to the possible change of capitation payment in the future.  

Benefit to hospital staff 

The HPH approach draws hospital leaders and managers’ attention to staff health and 

encourages or requires them to put it into practice, which in turn enhances healthcare 

quality (Wiskow, et al., 2010).  Health care workers face a variety of hazards.  

Recent studies show the negative impacts of hospital environments on staff  and 

these studies also highlight other health concerns of hospital workers in Taiwan (Chen, 

Lin, & Chung, 2008; Ho, Chang, Shih, & Liang, 2009; Lin et al., 2008; Lub, Shua, 

Changc, & Lungd, 2006; Shiao, Lin, Shih, Jagger, & Chen, 2008; Tang, Chen, Zhang, 

& Wang, 2007; Tzeng, Chung, Fan, Lung, & Yang, 2009 ; Tzeng, 2005).  As 

suggested by Nowak et al (1998), these health concerns can be addressed, improved, 

or solved through the HPH approach (Nowak, et al., 1998).  

Benefit to the community  

The HPH approach can strengthen the roles of hospitals in community health.  

Without a serious referral system, hospitals in Taiwan have close access to 

community people, which is reflected in the presence of more than 50% of outpatient 

visits among hospitals’ health expenditure (Taiwan Department of Health, 2009g). 

The important role which hospitals play in community health  is also reflected in the  

fact that almost 20% of hospitals were involved in Community Health Building 

Initiatives by Bureau of Health Promotion from 1999 to 2010(BHP, 2010c).  The 

HPH approach refocuses hospitals’ attention on community health (Johnson, 1998).  

Furthermore, it builds on organisational development or quality management that 
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would allow hospitals to extend their roles in the community from individual or 

departmental duties to the whole organisation.  This can sustain health promotion 

action and development in communities.    

4.5 Mapping current HPH research in Taiwan  

There is as yet no research that reviews the current development of HPH in Taiwan 

although there are currently 67 hospitals accredited as WHO HP-hospitals.  Recent 

research related to HPH in Taiwan can be categorised into four types.  The first type 

of research has focused on the introduction of the concept of HPH in light of 

European and Australian experiences and has analysed its implication for hospitals in 

Taiwan (Chiang, et al., 2004; Chiou, 2008; Huang, et al., 2010; Lin, 2008; Lin, Loh, 

Lu, & Lo, 2003b; J. D. Lin, et al., 2005; Lin, Lia, Yeh, & Liu, 2007; Lin, 2004).  The 

second type has been concerned with  the  application of the overall concept of 

HPH in Taiwan, including the development of HPH- associated measurement scales 

and frameworks (Chiou & Chen, 2009; Lin, Peng, Jue, Liun, & Chuang, 2005) and 

organization analysis for HPH (Y. W. Lin, et al., 2009; Lin, Huang, Tung, & Chen, 

2007).  In addition, influenced by the concept of HPH, the third type has drawn 

attention to staff health promotion, most of which is concerned with needs assessment 

of staff health(Chien, et al., 2009; Hung, et al., 2008; Lo et al., 2006; Tsai, Shen, 

Woung, & Wu, 2008; Tung et al., 2005; Tung, Lin, Huang, & Huang, 2008).,Some of 

this research has focused on association or determinant analysis of risk factors to staff 

health and staff lifestyles  (Chen, et al., 2009; Ho & Tsai, 2010; Ho, et al., 2007; Lin 

et al., 2003; Loh et al., 2006). Limited research has been concerned with the 

evaluation of individual staff health promotion programs (Chang, et al., 2009 ; Hung, 

et al., 2008; Lin, Chang, Huang, & Lee, 2009).  The fourth research area has dealt 

with individual health promotion projects which may or may not come under the 

umbrella of HPH (Chang, Lin, & Chou, 2010; Chao & Hsu, 2008; Chen, Chen, & Lin, 

2008; Lo, Liu, & Pan, 2009; Tsai et al., 2010; Tsay & Hung, 2004).   

A review of current studies of HPH shows that there is a shortage of research that 

reviews the impact of the concept of WHO HPH on health promotion practice and 

health promotion capacity building of hospitals in Taiwan.  Taiwan HPH network 

has developed very quickly in terms of of the growth in membership numbers since 
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2006.  The quality of this development deserves additional attention as well. 

4.6 Conclusion  

This chapter has reviewed the hospital system in Taiwan, including allocation of NHE, 

hospitals’ status, registered medical personnel in hospitals, hospital utilisation and key 

extramural stakeholders of hospital managements.  This chapter has also examined 

the historical development of health promotion in hospitals, including the 

development of HP in hospitals in Taiwan and the development of Taiwan HPH 

Network.  Based on the context of Taiwan, this chapter has further explained why 

hospitals in Taiwan made commitments to the WHO HPH initiative.  Finally, this 

chapter has mapped the current research into HPH in Taiwan and has found that there 

has so far been no comprehensive review of the development of HPH in Taiwan.   

In light of the critical review of the historical background of health-promoting 

hospitals in Taiwan, before the introduction of the WHO HPH initiative, the Taiwan 

central government and local governments have paved the way for hospitals to 

develop patient health promotion, community health promotion, healthy organisations 

and environment health promotion.  Following this introduction, those health 

promotion actions have been maintained and enforced.   It is important to note that 

the WHO HPH initiative has also focused the attention of hospitals on staff health 

while the Taiwan central government and a local government have been carrying out 

their staff health promotion programs.  In the Taiwan context, the likely detailed 

impact of the WHO HPH initiative on hospital management is worthy of exploration.  

Finally, this chapter concludes that it is important to review the development of HPH 

in Taiwan so as to provide evidence and also bridge a gap of insufficient evidence of 

efficacy of global development of HPH.   
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Chapter Five 

Conceptual Framework and Research Methodology 

5.1 Introduction  

The previous chapters reviewed the theories of the setting approach and the HPH 

approach, incorporation of organisation theory into the HPH approach and the 

Taiwanese context in which HPH developed. Chapter Two pointed out the 

significance of the context where the health problems occurred and organisational 

capacity in health promotion in light of the theories and examples of the HPH 

approach.  It also indicated an international shortage of systematic and rigorous HPH 

evaluation (Mchugh, et al., 2010a; Pelikan, 2007a).  Chapter Three applied the 

Burke-Litwin causal model to demonstrate how hospitals change into health 

promoting settings and how organisational factors enable and hinder the 

implementation of HPH.  Chapter Four identified the driving forces of HPH in light 

of the Taiwanese context and also pointed out a lack of HPH evaluation in Taiwan.  

Accordingly, this study will critically review the development of HPH in Taiwan.   

In order to achieve the goal of this study, this chapter will develop the conceptual 

framework and research methodology at some length.  To begin with, this chapter 

develops the research question, its rationale, research objectives, and a conceptual 

framework for the overall study. This chapter further elaborates the research 

methodology which is used, including research designs for the overall study, case 

studies and questionnaire surveys, research methods, issues of rigour, ethical issues, 

significance of the research and limitation and strength of the research.   

5.2 Construction of the research question 

This section provides a brief analysis of the background and the rationale 

underpinning the research question.  The background has been drawn from the 

following contextual fields: the setting approach for health promotion and the HPH 

approach, incorporation of an organisation change theory into the implementation of 

HPH, and the historical background of health promotion in Taiwan. 

Chapter Two examined the concept, theories and examples of the setting approach, 

the HPH approach and the Integrative Workplace Health Management (IWHM) 



110 
 

model.  It highlighted the important influence of social and physical environments 

on population health and significant functions of positive health in promoting health 

(Pelikan, Lobnig, et al., 1998; WHO-EURO, 2007).  It then emphasised that the 

HPH approach refers to supportive settings for health promotion rather than only a 

place in which health promotion activities are held.  The change from the narrow 

role to a broader role of hospitals in health promotion must be driven by 

comprehensive and systematic organisational forces and effective project 

management which is demonstrated in the addition model, the integration model and 

the IWHM model (Brandt, et al., 2005; Chu & Dwyer, 2002; Pelikan, Lobnig, et al., 

1998).  It finally pointed out a dearth of international evidence of the efficacy of the 

HPH approach (McHugh, et al., 2010b; Pelikan, 2007a; Whitehead, 2004).   

Chapter Three illustrated how the Burke-Litwin model can be applied to initiate 

systematic organisation change in capacity-building for health promotion.  The 

importance of organisational support has been emphasised in the literature (Brandt, et 

al., 2005; Heward, et al., 2007; Johnson & Baum, 2001; Johnson & Paton, 2007; 

Johnson, 2000; Pelikan, Krajic, et al., 1998).  This chapter reviewed and summarised 

specific achievements, enablers and barriers from previous literature in light of the 

Burke-Litwin model.  It also indicated many of the barriers related to insufficient 

organisational support, which confirms the significance of organisation change in 

capacity building in order to implement HPH effectively.   

Chapter Four reviewed the historical background of health promotion in Taiwanese 

hospitals and found that insufficient attention was given to staff health before the 

introduction of the WHO HPH initiative into Taiwan. The Taiwanese government has 

provided the appropriate environmental conditions for hospitals to develop patient 

health promotion, community health promotion, healthy organisations and healthy 

environments over the past 10 years.  In 2006 the Taiwan HPH Network was 

established with five members at that time.  By May 2011 the Taiwan HPH Network 

stood in third place in the international HPH network in terms of membership.  The 

membership of the Taiwan HPH Network has developed rapidly in terms of its 

numbers, but the quality of the development of HPH in Taiwan requires further 

attention.  However, the criticism of limited systematic evaluation of HPH also holds 

true for Taiwan.   
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In short, the need to secure more evidence of the efficacy of HPH is imperative.  

Although this study does not address directly the efficacy of HPH in improving the 

health of the stakeholders, it does address the organisational capacity of hospitals to 

carry out health promotion.  The purpose of the study is to investigate the impact of 

the WHO HPH initiative on hospitals committed to the HPH approach (HP-hospitals) 

in Taiwan in terms of the conception of HPH, health promotion practices and the 

change in organisational capacity for HPH implementation. It then examines the 

enablers of and barriers to the implementation of HPH to provide recommendations 

for effective development of HP-hospitals in Taiwan.   

The research question  

This research addresses one important issue and the research question is: 

What are the achievements of, enablers of and barriers to the development of HPH in 

Taiwan?  

Research objectives 

More specific objectives are enumerated as follows:   

6. To examine the historical background of health promotion in hospitals in Taiwan;  

7. To examine the motivation for hospitals in Taiwan to become HP-hospitals; 

8. To investigate the impact of the WHO HPH initiative on HP-hospitals regarding 

the conception of HPH, hospital organisational capacity for health promotion, 

issues addressed and corresponding strategies adopted;  

9. To examine enablers  of and barriers to the implementation of HPH in Taiwan;  

10. To provide recommendations to support the need to overcome barriers to 

successful development of HPH in Taiwan. 

5.3 Conceptual framework of the study 

This study will focus on hospital management of individual HP-hospitals while it is 

under the aegis of international and national networks.  Figure 5.3.1 illustrates three 

possible levels of HPH research.  The first level relates to the international HPH 

network while the second is geared to national or regional networks such as Taiwan 

HPH Network and the third concerns individual HP-hospitals under the aegis of 
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national networks.  This study will not systematically explore how the international 

or Taiwanese network functions or develops to support individual HP-hospitals.  

Instead, this study will investigate what the impact of the WHO HPH initiative on 

individual HP-hospitals will be and what kind of enablers of and barriers to individual 

HP-hospitals have been encountered while implementing the HPH initiative.  

 

Figure 5.3.1 Levels of the HPH Research 

Figure 5.3.2 illustrates the conceptual framework of this study.  To start with, this 

study has gained prior knowledge from an understanding of the HPH approach, 

international experience and its application of organisation change and the specific 

context in which HP-hospitals developed in Taiwan. This study begins with an 

understanding of the WHO HPH approach, including the HPH concept and strategies 

and experiences learnt from international case studies.  Drawing on these concepts 

and international experiences, it is evident that systematic organisation change and 

corresponding organisational support are essential and are keys to sustainable and 

effective development of HPH.  This study further refers to a model of organisation 

change, namely the Burke-Litwin Causal Model of organization change and 

performance.  This model will be used as a framework to understand and examine 

how hospitals changed into HP-hospitals and what kind of enablers and barriers 

regarding organisational factors they have had and encountered while hospitals were 

implementing health promotion programs.   
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Figure 5.3.2 Conceptual framework of the study 
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International experience and models of organization change, as indicated in Chapter 

Two and Three, have shown that external environments are very important and are the 

inevitable inputs into organizational behaviours.  Before examining how HPH 

initiatives were carried out in Taiwan, it is imperative to examine and understand the 

Taiwanese context in which hospitals stand so as to make sense of their responses to 

the implementation of HPH.  Therefore, this study will also examine the Taiwanese 

context, including the hospital system, the history of health promotion in hospitals and 

Taiwan HPH network.   

Given this context, there are three main areas of investigation to examine the 

development of HPH in Taiwan.  The first part of the study is to investigate why 

hospitals chose to implement the HPH initiative.  The second is to look at the overall 

development of HPH at the macro level through in-depth interviews with experts and 

questionnaire surveys on the hospital managers or key players of HPH in HP-hospitals.  

The third is to examine how hospitals changed into HPH through a detailed 

examination of the three case studies at the micro level.  Both macro and micro 

investigations will centre on the rationale for HPH, the conception of HPH, health 

promotion practices and organisation change from the perspective of individual 

HP-hospitals.  Finally, results of the investigation will then be analysed to identify 

the achievements of, enablers of and barriers to the implementation of HPH in 

Taiwan.  

5.4 The Methodology 

Research design  

The overall research design of the study is presented in Figure 5.4.1.  In light of 

literature review, this study identifies the four main themes in the study as motivation 

for HP-hospitals in Taiwan, the conception of HPH, health promotion practices and 

organisation change in capacity building for health promotion.   
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Figure 5.4.1 Overall research design of the study  
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In order to answer the research question, the study designs and combines three main 

data collection techniques to examine the development of HPH in Taiwan.  First, the 

study will examine three cases to explore how hospitals adapted into HP-hospitals at 

the micro level.  Second, it will present the findings of in-depth interviews with 

experts to explore their views on the current development of HPH in Taiwan.  Third, 

based on the results of three case studies, expert interviews and literature, it will 

conduct questionnaire survey to investigate the overall development of HPH in 

Taiwan at the macro level.  Additionally, it will use a secondary database of ‘the 

2009 Medical Care Institute’s Status and Hospital’s Utilisation’ to supplement 

background information of HP-hospitals.   

These three kinds of investigation centred on achievements, enablers and barriers to 

the implementation of HPH in Taiwan.   Achievements will be identified by the 

conception of HPH, HP practices and organisation change in capacity building of 

HPH.  Achievements identified in this study refer to actions attributable to the 

adoption of the WHO HPH initiative.  Enablers will be identified as organisational 

factors that support the implementation of health promotion in hospitals; on the other 

hand, barriers will be identified as organisational factors that hinder the 

implementation of health promotion in hospitals. Table 5.4.1 summarises a matrix of 

research aim, question, design, data collection technique and analysis for the overall 

study design. 

Design of the case studies  

Case studies in this research are based on multiple-case (embedded) designs (Yin, 

2003 ).  In contrast to holistic case studies with a focus on one unit of analysis, 

embedded case studies deal with more than one unit of analysis (Yin, 2003 ).  For 

instance, this study will involve organisational support of the implementation of HPH 

and health promotion projects conducted.  In contrast to the single-case design, a 

multiple-case design is used to reflect a literal replication or a theoretical replication 

(Yin, 2003 ).  For example, this study involves three case hospitals of different 

ownership to examine how these three kinds of case hospitals support the 

implementation of the WHO HPH initiative by capacity building and the processes 

and considerations involved in turning themselves into HP-hospitals.   
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Table 5.4.1 A summary of the research aim, question, design, data collection techniques and data analysis for the overall study design  

Aim 
Research 
Question 

Research objects Research design 
Data collection 

techniques 
Data analysis 

The study aims to 
investigate the impact 
of the WHO HPH 
initiative on 
HP-hospitals in 
Taiwan in terms of 
conception of HPH, 
health promotion 
practices and 
organisational capacity 
in health promotion, 
and further to examine 
enablers and barriers 
to the implementation 
of HPH. 

What are 
achievements, 
enablers and barriers 
to the development 
of HPH in Taiwan? 

To examine the historical 
background of health 
promotion in hospitals in 
Taiwan 

Qualitative study - Literature review 
- Document review 

- Thematic analysis  

To examine the motivation 
for hospitals in Taiwan to 
become HP-hospitals  

Qualitative study 
Quantitative study 

- Three case studies  
- In-depth interview 

with experts 
- Questionnaire 

survey  

- Thematic analysis 
- Descriptive analysis 

To investigate the impact of 
the WHO HPH initiative on 
HP-hospitals 

Qualitative study 
Quantitative study  

- Three case studies  
- In-depth interview 

with experts 
- Questionnaire 

survey 

- Thematic analysis 
- Descriptive analysis 
- Factor analysis 
- Reliability analysis 
- Radial plot analysis 
- Chi-square analysis 

To examine enablers of and 
barriers to the 
implementation of HPH in 
Taiwan 

Qualitative study 
Quantitative study 

- Three case studies  
- In-depth interview 

with experts 
- Questionnaire 

survey 

- Thematic analysis 
- Descriptive analysis  

To provide recommendations 
to support needs for 
overcoming barriers toward 
successful development of 
HPH in Taiwan 

Qualitative study 
Quantitative study 

- Literature review 
- Document review 
- Three case studies  
- In-depth interview 

with experts 
- Questionnaire 

survey 

- Thematic analysis 
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Regarding a multiple-case design, the selection of case studies in the research was 

based on the maximum variation cases of information-oriented selection.  Flyvbjerg 

(2006)  proposed this case-selecting strategy because it can increase the 

generalisability of such case studies.  As Table 5.4.2 shows, there are two types of 

selection purpose: random sample and information-oriented selection.  Random 

selection aims to reduce systematic biases in the sample and highlights sample size in 

achieving generalisation.  In contrast, information-oriented selection aims to make 

the best use of information from small samples and single cases and extracts a lot 

from their information content, one of which is maximum variation cases with a 

specific focus on the significance of different situations.  In this study, the case 

selection is based on ownership and these three cases in this study are one public 

hospital, one non-public hospital and one religious hospital.  The three case hospitals 

were selected because they have relatively mature development of HPH initiatives.  

The case study in the religious hospital is the primary case study, and the other two 

case studies are auxiliary to gain better understanding of the formation of 

HP-hospitals.   

The researcher took around eight months preparing to be accepted to the case 

hospitals and conduct three case studies.  In order to make the researcher familiar 

with hospital culture and management, the first case study took much longer than the 

second and third case studies.  The first case took three months, from 14 July to 15 

October 2008.  The second case hospital took almost one month, starting on 3 

November 2008 and concluding on 28 November 2008.  The third case hospital also 

took almost a month, starting on 15 December 2008, and concluding with a 

participant observation on 9 January 2009.  In-depth interviews were concluded in 

the middle of February 2009.  During the studies, the researcher served as an 

observer
12

 in the case hospitals.   

These case studies entailed a comprehensive and critical review of the process of the 

HPH implementation of the case hospitals.  However, these case studies did not 

entail an evaluation of the actual implementation of the case hospitals, which would 

require diverse kinds of data collection and distinct research designs corresponding to 

the objectives, process and nature of individual project.   

                                                        
12

 For details, please refer to page 116.  
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Table 5.4.2 Strategies for the selection of samples and cases 

Type of Selection Purpose Purpose  

A. Random selection To avoid systematic biases in the sample. The 

sample’s size is decisive for generalization. 

1. Random sample To achieve a representative sample that 

allows for generalization for the entire 

population. 

2. Stratified sample To generalize for specially selected 

subgroups within the population. 

B. Information-oriented selection 

 

To maximize the utility of information from 

small samples and single cases. Cases are 

selected on the basis of expectations about 

their information content. 

1. Extreme/deviant cases 

 

To obtain information on unusual cases, 

which can be especially problematic or 

especially good in a more closely defined 

sense. 

2. Maximum variation cases 

 

To obtain information about the significance 

of various circumstances for case process and 

outcome (e.g., three to four cases that are 

very different on one dimension: size, form of 

organization, location, budget). 

3. Critical cases To achieve information that permits logical 

deductions of the type, “If this is (not) valid 

for this case, then it applies to all (no) cases.”  

4. Paradigmatic cases  To develop a metaphor or establish a school 

for the domain that the case concerns. 

Source: Flyvbjerg, 2006, p.230 

Table 5.4.3 presents a summary of the research aim, question, objectives, and data 

collection and analysis techniques for the case studies.   The purpose of the case 

studies is to examine the impact of the WHO HPH initiative on the case hospitals, and 

then to examine enablers of and barriers to their implementation of HPH.  This is a 

‘how’ and ‘why’ question with a focus on the process, which is what a case study 

addresses effectively (Yin, 2003 ).  
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Table 5.4.3 A summary of research aim, question, objectives, and data collection and analysis techniques for case studies 

Aim Research Question Objectives Data Collection Data Analysis 

To examine the 

impact of the WHO 

HPH initiative on 

the case hospitals, 

and then to 

examine enablers 

and barriers to their 

implementation of 

HPH. 

What were 

achievements of, 

enablers of and 

barriers to the 

implementation of 

HPH in the three case 

hospitals?  

To investigate why the case hospitals 

changed into HP-hospitals 

- Document review 

- Key informant interview  

Thematic analysis 

To investigate how the case hospitals 

supported the implementation of HPH 

through organisational factors 

indicated in the Burke-Litwin causal 

model 

- Participant observation 

- Document review 

- Key informant interview  

To investigate how the case hospitals 

carried out health promotion programs 

- Participant observation 

- Document review 

- Key informant interview 

To investigate what the health 

promotion programs conducted in the 

case hospitals are  

- Participant observation 

- Document review 

- Key informant interview 

To investigate what enablers of and 

barriers to the implementation of HPH 

in the case hospitals are 

- Participant observation 

- Document review 

- Key informant interview 
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In this case study design, the case studies had five objectives to address the research 

question and these five objectives linked to data collection methods, including 

document review, key informant interview and participant observation.  Results will 

be drawn with thematic analysis.   

Questionnaire survey design  

There are advantages and disadvantages of surveys as a data collection method.  

Surveys best provide information on  self-reported beliefs or behaviour , but they do 

not appropriately address research questions concerning ‘how’ (Neuman, 2006).  In 

particular, surveys provide  descriptive data that show the degree of a phenomenon, 

i.e., the degree that an endeavour has advanced (Baum, 2002).  Questionnaire 

surveys in the study were used to present overall development of HPH in Taiwan.   

Figure 5.4.2 shows the structure and components of the questionnaire survey in line 

with the purpose of this study.  The questionnaire is composed of five domains: 

background, motivation, achievements, enabler and barriers.  In this questionnaire, 

the first part concerns the background information including the starting year of the 

implementation of HPH, the professional background of the participants, average days 

spent on HP implementation and the duties of the key players.  In addition, the 

background information was supplemented with secondary data from the website of 

the BHP and database of the DOH.  The background information includes previous 

and current experiences of health promotion practices and hospitals’ characteristics 

and service utilisation.   

The second section of the questionnaire focuses on motivation which encompasses the 

reasons for implementing HPH and reasons for joining the international HPH 

network.   

The third section involves achievements which can then be divided into three 

elements: the first element involves staff health promotion activities over the past year 

and strategies taken for staff lifestyle programs, and program satisfaction.  The 

second element concerns differences in the HP implementation models before and 

after hospitals committed to the WHO HPH approach.   
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Figure 5.4.2 Questionnaire survey design 

 

 

 

 

 

 

Background 

 The starting year for carrying out HPHs 

 Professional background of participants  

 Average days spent on HP implementation 

 Duties for the key player  

 Ownership, location, type, accreditation levels, scale 

of size 

Enablers 

 Enablers / barriers from the following areas 

 External environments  

 Mission and strategy 

 Leadership 

 Organisation culture 

 Structure 

 System 

 Management practice 

 Staff participation 

 

Barriers 

 

 

 

 

 

 

Achievements 

 Staff health promotion activities in the past one year, 

strategies taken for staff lifestyle programs and 

program satisfaction  

 Differences in the HP implementation models before 

and after hospitals committed to WHO HPHs  

 Organisational change in capacity building of HPH 

implementation  

 Mission and Strategy 

 Leadership 

 Organisation culture 

 Structure 

 System 

 Management practice 

 Staff participation 

 Experiences of health promotion practices:  Taipei 

healthy hospitals, community health building, 

Mother and Baby Friendly Hospitals, Diabetes HP 

institute and Chronic Kidney Disease HP institution  

Motivation 
 Reasons for implementing HPH initiative 

 Reasons for joining international HPH network  
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The third element is geared to organisation change in capacity building of the HPH 

implementation in light of the Burke-Litwin causal model including mission and 

strategy, leadership, organisation culture, structure, system, management practice and 

staff participation.  Among these seven organisational factors, staff participation 

includes a group of factors related to work unit climate, task requirements and 

individual skills/abilities, motivation, individual needs and values, and individual and 

organization performance. These are indicated in the Burke-Litwin causal model 

because these five factors are related to encouragement of staff’s participation in 

desirable action.  

The other two sections of the questionnaire involve the enablers of and barriers to the 

implementation of HPH, which were also constructed out of the seven organisational 

factors.  The questionnaire survey design is illustrated in detail in Figure 5.4.2 as 

shown on the previous page.  Operational definitions of variables related to 

background, motivation, achievements, enablers and barriers are illustrated in detail in 

Table 5.4.4.  The complete questionnaire copy in English is attached in Appendix 3 

and one in Chinese is attached in Appendix 4.   

The methods  

 Triangulation 

This study applied triangulation of methods, observers and resources in the research 

design.  Regarding method triangulation, qualitative methods are appropriate for 

examining the change process (Yin, 2003 ) while surveys fit better with descriptive data 

that intend to show the degree of a phenomenon i.e., the degree that an endeavour has 

advanced (Baum, 2002).  This study took qualitative methods to gain deeper insights 

into how hospitals changed into HP-hospitals and utilized questionnaire surveys to 

examine the overall development of HPH in Taiwan.  In term of triangulation of 

observers, this study considered the perspectives of hospital mangers and experts.  In 

addition, triangulation of resources was applied in the case studies through integrated 

application of document review, participant observation and in-depth interviews.  The 

application of data collection and data analysis techniques in the study will be 

elaborated in the following sections.  
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Table 5.4.4 Operational definitions of variables 

Dimension Definition  

Background  

 Hospital characteristic  

 Measurement of ownership  

 1=public hospitals, 2=non-public hospitals 

 Measurement of hospital types including general hospitals, ordinary 

hospitals, psychiatric hospitals and chronic hospitals 

Measure: No=0, Yes=1. 

 Measurement of levels of hospital accreditation :  

   1=qualified, 2=excellent, 3=outstanding  

 Measurement of scale of size  

   1=≦500; 2 =>501, ≦1000; 3=≧1001  

 Background means health promotion experiences including 

community health building, Mother and Baby Friendly Hospitals, 

Diabetes HP institutes, Chronic Kidney Disease HP institution and 

Taipei Healthy Hospitals at least one year.   

Measure: No=0, Yes=1. Health promotion experiences are the sum 

of experience of these five HP initiatives.  The minimum score is 0 

and the maximum one is 5.  

 Background involves the background of HP-hospitals and 

respondents. 

 The starting year for carrying out HPH 

Measurement: the year when the hospital carry out HPH 

 Professional background of participants, including medicine, 

nursing, social work, public health and health administration  

Measurement:: No=0, Yes=1 

 Average days spent on HP implementation  

Measurement: 0-7 days  

 Duties of the key players including coordinating HP programs 

within the hospital, representing the hospital in handling HP 

matters, helping integrate HP into hospitals' overall 

development, planning HP Programs, implementing HP 

programs, compiling the outcome of HP Programs 

    Measurement: No=0, Yes=1 

Motivation  

Motivation involves reasons for implementing HPH and reasons for 

joining the international HPH network.   

3= The first most important reason 

2= The second important reason 

1= The third important reason  
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Table 5.4.4 Operational definitions of variables (continued) 

Dimension Definition  

Staff  

Health Promotion 

 To represent whether the hospitals addressed issues like ‘staff 

obesity, metabolic syndrome or physical fitness’, ‘health 

management for aberrant cases’, ‘smoking cessation’, ‘staff 

nutrition’ and ‘staff work stress’ in the past one year  

Measurement: No=0, Yes=1  

 To represent which programs have been adopted with regard to the 

issues mentioned above  

Measurement: No=0, Yes=1  

The difference of 

HP 

implementation 

model 

 To represent any change in the implementation of ‘staff HP’, 

‘patient HP’, ‘community HP’, ‘Environment HP’ and ‘Healthy 

Organisation’ after your hospital committee implemented HPH 

initiative?  

Measurement: No=0, Yes=1  

 To represent what kind of changes occurred if the change was 

recognised in any aspects mentioned above  

Measurement: No=0, Yes=1  

 To represent what kind of changes in implementing strategies if 

adjusting implementing strategies was recognised among changes 

happened above 

Measurement: No=0, Yes=1  

Satisfaction  

Likert's 5-point scale used to measure respondents’ satisfaction about 

staff lifestyle, physical working environment and work organisation 

environment, respectively  

Satisfaction measurement:  

5=Very satisfied, 4 = Satisfied, 3=Neither satisfied nor dissatisfied, 

2=Dissatisfied, 1=Very dissatisfied 

Organisation 

change in 

capacity building 

for health 

promotion  

(OCCBHP) 

This section is to detect any change which happened in capacity 

building for health promotion after implementing HPH. OCCBHP 

covers 7 dimensions including mission and strategy, leadership, 

organisation culture, structure, system, management practice and staff 

participation.   

 Mission and strategy encompass ‘revising the development mission 

and objectives to incorporate health promotion’, ‘adjusting the 

overall development plan and making the annual action plan 

〈Hoshin management / Balance Scorecard〉incorporate HP’ and 

‘formulated annual health promotion action plan’.   

Measurement: 5=Very strongly agree, 4=Agree, 3=Neither agree nor 

disagree, 2=Disagree, 1=Very strongly disagree  
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Table 5.4.4 Operational definitions of variables (continued) 

Dimension Definition  

Organisation 

change in 

capacity building 

for health 

promotion  

(OCCBHP) 

(continued) 

   The sum of the score of the three organisational behaviours is equal 

to the total score of Mission and strategy.  The minimum score is 3 

and the maximum is 15  

  Leadership means that ‘the superintendent’, ‘the directors in 

medical departments’ and ‘the directors in administrative 

departments’ are more supportive of the implementation of HP.   

Measurement: 5=Very agree, 4 = Agree, 3=Neither agree nor 

disagree, 2=Disagree, 1=Very disagree  

   The sum of the score of support from the three kinds of leaders is 

equal to the total score of leadership.  The minimum score is 3 and 

the maximum is 15.  

 Organisation culture means ‘the overall organizational culture of 

your hospital’, ‘the organizational culture of medical departments’ 

and ‘the organizational culture of administrative departments’, are 

more supportive of the implementation of health promotion because 

of implementing HPH initiative. 

Measurement: 5=Very agree, 4 = Agree, 3=Neither agree nor 

disagree, 2=Disagree, 1=Very disagree  

   The sum of score of support from the three levels of organisation is 

equal to the total score of organisation culture.  The minimum 

score is 3 and the maximum is 15.  

 Structure stands for health promotion related committee in place, 

frequency of the committee meeting, its convener, departments 

involved and division of Labour.   

 The measurement of health promotion related committee in place 

is as follows.  

5=Yes, HP related committee after HPH initiative  

4=Yes, HP related task groups after HPH initiative 

3=Yes, HP related committee before HPH initiative  

2= No, had been established after HPH initiative,  

but was dismissed later on 

1= No, never 

 The measurement of frequency of the committee meeting is as 

follows.   

5=Every month and twice month; 4=Every three months; 

3=Every six months; 2=Every year and irregularly throughout 

the year;  

1=No committee 
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Table 5.4.4 Operational definitions of variables (continued) 

Dimension Definition  

Organisation 

change in 

capacity 

building for 

health 

promotion  

(OCCBHP)   

(continued) 

 The measurement of conveners of the committee meeting is as 

follows.   

5= Superintendent 

4= Vice superintendent 

3= Chief Secretary 

2= Directors of community medicine or health 

1= No committee  

 The measurement of department involved of the committee 

meeting is as follows. 

5= ≧12; 4= 10-11; 3= 8-9; 2= ≦7; 1=No committee 

 The measurement of department involved of the committee 

meeting is as follows. 

5= ≧5; 4= 4; 3= 1-3; 2= 0; 1=No committee 

The sum of the score of the five changes mentioned above is 

equal to the total score of organisation structure.  The 

minimum score is 5 and the maximum is 25.  

 System means the hospital is more active in ‘developing healthy 

public policies’, ‘developing information systems which support HP 

action’, ‘providing funding for HP services or activities’, and 

‘incorporating HP services into operational procedures for medical 

staff’ because of in implement the HPH initiative.   

Measurement: Measurement: 5=Very agree, 4 = Agree, 3=Neither 

agree nor disagree, 2=Disagree, 1=Very disagree  

The sum of the score of the four organisational behaviours is equal 

to the total score of system.  The minimum score is 4 and the 

maximum is 20.  

  Management practice means the hospital is more active in 

‘conducting regular need assessment’, ‘prioritizing health promotion 

issues’, ‘identifying goals and objectives of health promotion 

programs’, ‘taking more multiple strategies’, ‘setting up evaluation 

indicators in advance’ and ‘evaluating program process, impact and 

outcome’ in implementing HPH initiative. 

Measurement: Measurement: 5=Very agree, 4 = Agree, 3=Neither 

agree nor disagree, 2=Disagree, 1=Very disagree  

The sum of the score of the six different organisational practices is 

equal to the total score of management practice.  The minimum 

score is 6 and the maximum is 30.  
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Table 5.4.4 Operational definitions of variables (continued) 

Dimension Definition  

Organisation 

change in 

capacity building 

for health 

promotion  

(OCCBHP)   

(continued) 

 Staff participation means the hospital is more active in 

‘maximising health promotion visibility’, ‘incorporating health 

promotion into administrative staff’s job description’, ‘providing 

health promotion related training’, ‘encouraging departments and 

staff to implement HP’, ‘incorporating health promotion into 

performance indicators’ and ‘rewarding staff of good performance 

in health promotion’  in implementing HPH initiative. 

Measurement: Measurement: 5=Very agree, 4 = Agree, 3=Neither 

agree nor disagree, 2=Disagree, 1=Very disagree  

The sum of score of the six different staff participation actions 

mentioned above is equal to the total score of management practice.  

The minimum score is 6 and the maximum is 30. 

Enablers 

Enablers mean factors related to ‘external environments’, ‘leadership, 

mission and strategy and organisation culture’, ‘system, structure 

and management practice’ and ‘staff participation’ facilitative to the 

implementation of HPH initiative?  

Measurement: No=0, Yes=1 

Barriers  

Barriers mean factors related to ‘external environments’, ‘leadership, 

mission and strategy and organisation culture’, ‘system, structure and 

management practice’ and ‘staff participation’ the hospital encountered 

in the process of implementing HPH initiate.   

Measurement: No=0, Yes=1 

 Data collection technique 

A. Qualitative methods  

 Document review 

A documents review was undertaken in the case studies.  Documents reviewed in 

the study involved hospitals’ meeting minutes, hospital newsletters, magazines and 

journals.   

 In-depth interviews 

In-depth interviews were applied in the case studies and experts’ interviews.  In the 

case studies, in-depth interviews were conducted with key informants in case 

hospitals who were familiar with the implementation of HPH in the case hospitals. 
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These included superintendents, deputy superintendents, project managers, and 

directors of task forces.  The interview questions are as follows.   

 Why did the case hospitals adopt the HPH approach? 

 How did the case hospitals support the implementation of HPH? 

 How did the case hospitals carry out health promotion programs?  

 What health promotion programs were conducted in the case hospitals?  

 What were the enablers of and barriers to the implementation of HPH in the 

case hospitals? 

This study took purposeful sampling strategy in selecting interviewees who were 

key players in this task.  There were 20 in-depth interviews in the first case study, 

8 in the second study and 12 in the third case study.  There were many more 

interviews in the first case study than the others because the researcher spent more 

time there and explored as much phenomena as possible to present a broad? picture 

of the implementation of HPH in the case hospital.  In the second and third case 

studies, because of limited time, the researcher interviewed key informants with 

better prior understanding about the study issue and hospital environments,.   

In addition, in-depth interviews were also conducted with experts who were 

familiar with the overall development of HPH in Taiwan, such as scholars who had 

studied HPH, and leaders of Taiwan HPH society.  There were a total of six 

experts who participated in the in-depth interviews to provide insight into the 

overall development of HPH in Taiwan.  The interview questions are as follows. 

 How do you think that hospitals wanted to implement HPH initiative? 

 In your opinion, how did hospitals support the implementation of HPH? 

 In your opinion, how did HP-hospitals carry out health promotion programs?  

 In your opinion, how health promotion programs conducted and strategies were 

adopted? 

 Participant observation  

Participant observation was applied in the case studies to acquaint the researcher with 

the culture and dynamics within the case hospitals so the researcher would be able to 

grasp and observe the complex phenomena and background in which HPH matured.  

HPH aims to build a health promoting culture and to incorporate health promotion into 

routine work (WHO, 1998).  Jorgensen (1989, p.14) argues that the purpose of 
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participant observation is to ‘generate practical and theoretical truths about human life 

grounded in the reality of daily existence’.  Jorgensen (1989, pp.14-22) also proposes 

seven important characteristics of participant observation: ‘the insiders’ viewpoint, the 

world of everyday life, interpretative theory and theorizing, open-ended logic and 

process of inquiry, in-depth case studies., the participant role and direct observation is 

the primary method of gathering information’.   

The researcher spent almost three months doing participant observation in the first case 

hospital, and almost one month in the second and third case hospitals, respectively.  

During those stints, the researcher was stationed in the offices of department of 

community medicine/health in case hospitals over the weekdays and followed working 

schedules in case hospitals.  The main occasions observed with note taking included 

HPH related meetings, HP activities, hospital environments, management styles and 

working culture.   

Quantitative methods  

 Questionnaire survey  

The questionnaire survey was conducted from the end of March 2010 to early May 

2010.  The surveyed subjects were 55 senior executive and administrative officers who 

had been WHO HPH members since the end of 2009, according to a list on the website 

of the Taiwan Society of HPH.  The intended respondents of the questionnaire 

included vice superintendent, directors, senior officers, administrative secretary of the 

committee responsible for health promotion.  Initially, the researcher identified the 

coordinators in each HP-hospital according to the website of the International HPH 

Network.  The researcher identified the coordinators or key players in each 

HP-hospital from the end of March to early April. Through email and phone calls the 

researcher introduced herself and explained the purpose of the questionnaire survey and 

asked if the staff would oblige by filling out the questionnaire.  Then, the researcher 

sent the questionnaire by registered and express mail with an express return envelope 

and a gift as a token of appreciation inside.  In order to increase the response rate, the 

researcher did two follow-ups every ten days and visited some of the respondents to 

pick the questionnaire up.  Among 55 coordinators or contact persons enrolled in this 

survey, 52 coordinators or key players completed questionnaires and the response rate 

therefore reached 94.50%.  In addition, when the researcher found a few missing 



131 
 

answers in a few return questionnaires, several calls or revisits to coordinators or key 

players were made to have the missing values completed.  

In terms of hospital background information, secondary data were used to supplement 

the questionnaire. Hospital characteristics were obtained from the database of ‘2009 

Medical Care Institution’s Status and Hospital’s Utilization’.  In addition, information 

about branch hospitals of the Taipei City Hospital was provided through the website of 

Medical Resource Management and Geographic Information System (Taiwan 

Department of Health, n.d.).  Information regarding experience in health promotion 

was obtained through the website of Bureau of Health Promotion (BHP, 2010c, 2011b, 

n.d.) and the website of the Taipei City Government (Department of Health, 2007) and 

electronic newsletters (The Epoch Times, 2002).   

Data analysis techniques  

A. Qualitative data  

This study used thematic analysis with a hybrid approach of inductive and deductive 

coding and theme development.  The study has combined the theory-driven, 

prior-research-driven and data-driven code development as indicated by Boyatzis 

(1998).  In light of Boyatzis (1998) and Fereday and Muir-Cochrane (2006), the study 

implemented the following steps for data analysis.  

 Step 1: Developing the code manual  

This study first developed the code manual using the Burke-Litwin model and prior 

research as shown in Table 5.4.6.  The codes were summarised according to empirical 

HPH research in the section 3.4 indicated early.  The main theme such as mission and 

strategy, leadership and organisation culture in the code manual are based on the 

Burke-Litwin model which emerged from the practical field (Burke & Litwin, 1992) 

and also suggested as a diagnostic framework for reviewing health promotion action 

through systematic organisational forces (Johnson & Paton, 2007).  Furthermore, 

Chapter Four has detailed the historical context of HPH in Taiwan which is able to make 

a comparison across global contexts and the Taiwanese context if a difference occurs.  

The template was illustrated in Table 5.4.5. 
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Table 5.4.5 The code manual of the study 

Factors Achievements Enablers Barriers Needs 

External 

environments  

 - Supportive external context for 

HPH  

- Locally operational support 

- Lack of government commitment  

- HP not covered by health insurance 

- HPH not linked to existing relevant 

initiatives  

 

Leadership  

- Support  earned from 

hospitals owners / 

managers  

- Supportive leadership  - Leadership did not put priority  

- due to inadequate understandings of      

HPH 

- Lack of supportive background for 

HPH within the hospitals  

- Leaders should adopt HPH 

explicitly  

Mission and 
Strategy  

- Integrating the mission 

statement as a goal  

- To make HP as a prioritised 

assignment  
- Put HP into written vision / 

mission statement  

- Implicit mission   

Organisation 

culture  

- Enhanced cooperative 

working culture  

- Change in attitudes / behaviours 

of key leaders / managers  

- Attitudes preferring risk to health  

- Attitudes preferring treatment to 

prevention 

- Attitude preferring quantity to quality 

- Did not value staff wellbeing and 

strength 

- Organisational culture that does not 

value health improvement work  

 

Structure  

- Established new 

professional roles  

- Established 

communication structures  

- Identifying person(s) to 

coordinate/lead  

- Appointed a project coordinator 

- Established inter-professional 
committee  

- Established multidisciplinary 

project groups  

- Clear role/co-operational mode 

for intra-/inter participant(s)  

- non-organisation wide efforts  

- fragmented structure for integration  

- ineffectiveness of centralized decision 

due to lack of financial resources: 
- disagreement among interdisciplinary 

team members  

- lack of specialized department to 

lead/coordinate  

- poor linkage with community 

organizations  

 

- More involvement of directors 

needed in quality management 

structure  

Management 

practice  

- Increased ability to 

lobby with evaluation  

- Extended scope of health 

promotion targets  

- Promoting the visibility of HP 

- Nurturing leadership advocacy  

- Fostering a minimal number of 

the committed people   

- Poor project management 

- inadequate planning of project 

management 

- weak central project management 

- Effective ways needed to work 

with community / media / 

advocacy organisation  

- More efforts needed at the  
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Table 5.4.5 The code manual of the study (continued) 

Factors Achievements Enablers Barriers Needs 

Management 

practice  

(continued) 

- Increased ability to lobby 

with evaluation  

- Extended scope of health 

promotion targets  

- Better planning and 

higher access to HP 

messages  

- Promoting the visibility of HP 

- Nurturing leadership advocacy  

- Fostering a minimal number of 

the committed people   

- Established connections among 

clinical and executive staff  

- Encouraging staff to take an 

inventive approach  

- the participatory process  

- develop a specific practical 

context  

- Poor project management 

- inadequate planning of project 

management 

- weak central project management 

- weak central project management 

affect integration of HP  

- insufficient reference to theoretical 

foundations 

- implicit implication of inequalities 
- implicit aims 

- implicit priorities  

- implicit strategies 

- little attention given to the health of 

the staff  

- little attention given to the 

organisation 

- little attention given to mental health 

- little attention given to social health 

- less consideration for structural / 

cultural determinants 

- lack of evaluation methods  
- lack of appropriate indicators 

- Lack of -coordination  

- uncoordinated dissemination of a tool 

or resource  

- duplication between HP and health 

improvement initiatives  

- Invisibility of HP activities 

- inadequate information circulated to 

staff members  

- inadequate communication 

- unclear communication of HP 

- Effective ways needed to work 

with community / media / 

advocacy organisation  

- More efforts needed at the 

beginning of collaborative 

planning  

- Informal and formal 

connections needed between 

hospitals and community 
stakeholders  

- Agreement development needed 

to guarantee trust  

- More encouragement needed to 

encourage staff to take an 

inventive approach  

- support of reflection and 

learning needed  

- need to make the best use of 

existing HP competence of staff  

- need to grant staff freedom of   

action  

- Further coordination between 

HP and health improvement 

initiative  

- Improved project 

management 

- in needs assessment 

- in objective setting 

- in action plans 

- in monitor of quality and 

effectiveness of HP programs 

- More mediation of clinical 

staff 
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Table 5.4.5 The code manual of the study (continued) 

Factors Achievements Enablers Barriers Needs 

Management 

practice 

(continued) 

  
- Funding as a concern in collaboration 

- Insufficient communication with 

clinical staff  

- Under utilisation of existing HP 

competence of staff 

 

 

System  

 - Funding available  

- HP policies 

- Personnel available 

- Skilled HP support  

- Time allocated  

- Access to a tool or framework 

- Physical facilities available  

- Lack of resources 

- Lack of funding 

- Lack of Time 

- Lack of facilities 

- Lack of spaces 

- Lack of HP guideline 

- Lack of effectiveness of HP  

- Unsupportive policies 
- lack of an effective communication 

policy  

- Implicit policy on health promotion. 

- Unsupportive procedures to establish 

networks with community 

organisations 

 

Work Unit 

Climate 

- Increased staff social 

interaction 

   

Task 

requirements 

and individual 

skills/abilities 

 - the application of experiential 
approach to learning 

- Integration of HP into job 

descriptions 

- Inadequate understanding and skills 

of HP  

- a difficulty for key staff to access 

training  

- no working time slot available for 

training  

- Inadequate proficiency in 

communication  

- Training should include 
evaluation  
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Table 5.4.5 The code manual of the study (continued) 

Factors Achievements Enablers Barriers Needs 

Individual 

needs and 

values 

    

Motivation 

- Mobilised participation 

of staff in health 

improvement initiatives 

 - Lack of incentives for staff 

participation  

 

Individual and 

organisational 

performance 

 - Recognised efforts of staff 

members on health promotion  

- Performance system preferring 

productivity to quality  
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 Step 2: Applying template of codes and additional coding  

The data was analysed using N-vivo software of QSR 8.0 and Mindjet MindManager 

8.0.  The transcripts, documents and field notes were uploaded in advance as project 

documents of N-vivo computerised data management program.  The codes developed 

for the manual were entered as free and tree nodes according to different order themes 

and the researcher coded the transcript by matching the codes with pieces of data 

selected.  However, the analysis was not limited to the codes developed in the manual.  

Through the process of coding transcripts, additional codes which were quite different 

from the predestined nodes or extension of preliminary themes were labelled as new 

phenomena or concepts emerged. 

 Stage 3: Grouping the information according to the following study domains 

 Rationale for HP-hospitals  

 Organisational support for the implementation of HPH  

 The way in which hospitals carried out health promotion programs 

 Health promotion programs conducted  

 Enablers of and barriers to the implementation of the HPH initiative 

 Stage 4: Connecting the codes and identifying themes  

Connecting nodes is the process of exploring themes and patterns in the data (Crabtree 

& Miller, 1999).  The researcher clustered nodes under main themes indicated in the 

Burke-Litwin model and connected nodes between interview transcripts, documents and 

field notes based on case studies.   

B. Quantitative data 

The quantitative data was analysed using SPSS 18.0 statistical software.  Descriptive 

statistical analysis (e.g. means, standard deviation, frequencies, percentages and 

cross-tabulation) was undertaken to identify the following data: 

 The background of hospitals and respondents 

 Main reasons for implementing HPH initiative and joining international HPH 
network 

 The percentage of HP-hospitals which conducted programs related to lifestyle, 

physical environments and working organisation environments with regard to 

consideration of staff health, and the percentage of HP-hospitals who adopted 

strategies to develop lifestyle health promotion programs 
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 Satisfaction levels with the implementation of staff health promotion programs 

 Differences in the implementation models before and after joining the 

International HPH network 

 Frequency of enablers and barriers  

Regarding the uni-variate analysis, chi-square tests were used to examine whether 

satisfaction levels with different kinds of lifestyle, physical environment and working 

organisation environment programs were different from one another. These tests were 

also used to examine whether the issues addressing lifestyle, physical environments and 

working organisation environments were different.  Spearman’s correlation 

coefficients were used to assess associations between the 7 dimensions of organisation 

change in capacity building during HPH implementation.  In addition, factor analysis 

was used to examine whether questions within each dimensionconstruct only one 

component as designed.  Cronbach’s alpha was used to test the internal reliability of 

the dimensions.  With reference to measuring the ‘achievements’, more information is 

provided to explain the construction of a measure for organisation change in capacity 

building of HPH implementation.  A total score of each of the seven dimensions was 

calculated and converted to a sum of 10.  Furthermore, in order to minimise 

between-group variations and maximise group variations (Kaufman & Rousseeuw, 1990; 

Lee et al., 2007), the overall score of each hospital was subdivided into four categories 

to identify homogenous subgroups of cases in the population.   

Issues of rigour  

The quality of scholarly work is commonly judged by its rigour, including reliability 

and validity.  Both quantitative and qualitative researchers require reliable and valid 

measurement, but they consider reliability and validity in a different way as quantitative 

and qualitative researches have different natures and purpose (Neuman, 2006).  The 

following section introduces action taken in the study to increase rigour.   

 Qualitative method 

 Dependability  

Qualitative research refers to dependability rather than reliability which is used in 

quantitative research (Lincoln & Guba, 1985; Neuman, 2006).  According to 

Lincoln and Guba (1985, p. 299), dependability ‘seeks means for taking into 
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account both factors of instability and factors of phenomenal or design induced 

changes’.  In other words, dependability means ‘the degree to which data change 

over time and alterations made in the researcher’s decisions during the analysis 

process’ (Graneheim & Lundman, 2004).  Holloway and Wheeler (2002) 

suggested that researchers provide readers with detailed context so that readers are 

able to evaluate the consistency and accuracy of the analysis.  In this study, the 

researcher made electronic sound recordings while conducting in-depth interviews 

and the researcher checked all transcripts by listening to all recordings although a 

transcriber was hired to do transcription.  In addition, the researcher detailed 

transcriptions of in-depth interviews and notes of participant observation were 

attached to assist readers to evaluate this analysis.   

 Validity  

Validity in qualitative research means being truthful (Neuman, 2006), which is 

referred to as credibility (Graneheim & Lundman, 2004; Patton, 2002 ).  

Credibility ‘refers to confidence in the truth of the data’ (Polit & Hungler, 1999, p. 

427).  This study combined qualitative and quantitative methods to enhance the 

credibility of findings.  In the three case studies, the researcher employed 

triangulation of sources by integrating resources from document reviews, 

participant observation and in-depth interviews and also by drawing insights from 

key players in the case hospitals and the researcher through the participant 

observation process.  

 Quantitative method 

 Reliability  

Measurement reliability in the quantitative method ensures that features of the 

measurement process or measurement instrument should ensure that the same 

numerical results are generated from the same indicators (Neuman, 2006).  This 

study has taken multiple indicators of a variable and has used pre-tests to improve 

the reliability of questionnaires.  In the questionnaire design, 7 indicators were 

used to construct measures of organisational change in capacity building following 

HPH implementation. These reflected the achievements of HPH implementation.  

Furthermore, the questionnaire was pre-tested by three practitioners who are key 

stakeholders in HP-hospitals.  The questionnaire was finalised based on their 
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feedback regarding concept understanding, feasibility and methods used in the 

questionnaire surveys.   

 Validity  

Validity in quantitative research represents the extent to which the conceptual and 

operational definitions blend with each other (Neuman, 2006).  The questionnaire 

design in this study was based on HPH standards (Groene, 2006), a list of criteria 

for a health promotion management system in HPH (Pelikan, et al., 2006), 

WHO-WPRO Planning and Implementation Cycle (WHO-WPRO, 1999), the 

Burke-Litwin causal model (Burke & Litwin, 1992; Johnson & Paton, 2007), 

preliminary results from the three case studies and expert interviews in order to 

ensure the validity of the questionnaire.  Moreover, the questionnaire was 

reviewed by three experts who have studied HPH or who are key players in the 

implementation of HPH in Taiwan. Based on their comments, the questionnaire 

draft was revised and finalised.   

Ethical issues  

Ethical issues normally encompass several components: possible personal harm, 

informed consent, protection of privacy, and confidentiality (Baum, 2002; Berg, 2001; 

Neuman, 2006).  Basically, research participants should be have freedom from 

physical harm, psychological abuse, legal jeopardy and even anxiety and discomfort 

(Neuman, 2006).  Furthermore, it is a basic ethical principle of social research that no 

force can be imposed on participants to take part in research.  In other words, 

participants must willingly take part in research without any form of coercion. 

Participants must make a decision based on sufficient information related to the purpose 

and relevant information of research (Neuman, 2006).  Therefore, participants in a 

study can withdraw their participation any time they wish.   

After acquiring permission from the participants, researchers should direct their 

attention to privacy protection.  For self-administered survey questionnaires, 

anonymity is a common strategy (Berg, 2001; Neuman, 2006).  In the reality of 

qualitative research, anonymity almost does not exist because participants usually are 

known to the researchers.  Therefore, the issue of confidentiality requires more of the 

researcher’s attention.  Confidentiality represents an active endeavour to withdraw any 

possibility that components from research records may show the participants’ identities 
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(Berg, 2001).  Even though researchers replace real identities with code numbers or 

names, the identities are still possibly exposed in light of their location.  As a result, 

researchers must be very cautious about the safekeeping of the lists of subjects and the 

views they express. 

To respond to these ethical concerns, the researcher used several strategies to ensure the 

integrity of these ethical principles.  To begin with, an ethical review was submitted to 

Human Research Ethics Committee, Griffith University, before fieldwork to ensure that 

the research procedure complied with the relevant ethical principles. The Griffith 

Protocol Number of the ethical clearance certificate is ENV/11/08/HREC, as shown in 

Appendix 5.  Immediately after approval from the case hospital to enter the hospital, 

the researcher applied for hospital-based ethical clearance by providing a version, 

written in Chinese, of the proposal and a detailed and careful explanation about the 

cases study, such as research questions, objectives, and data collection methods.  

For surveys and interviews, the researcher must explain clearly the purpose of the study 

at the outset.  For these two formats, anonymity cannot be preserved.  Researchers 

can ensure the secrecy of the people on the name lists by replacing identities with code 

numbers.  Finally, particularly for interviews, the researchers properly utilized code 

names and avoid exposure of identities when reporting.   

5.5 Conclusion  

This chapter has developed a research question and research objectives in light of 

underlying rationale, and a conceptual framework for the overall study.  This chapter 

has also detailed research methodology including research design, research methods, 

issues of rigour and ethical issues to respond to the research question and objectives.  

Triangulation is a key strategy taken in the study to enhance profundity, breadth and 

validity.   

The research design applied triangulation of methods, observers and resources.  In 

addition to the research design for the overall study illustrated, case studies and 

questionnaire surveys were elaborated upon in this chapter as well, to demonstrate the 

link between qualitative and quantitative research.  Three perspectives including 

hospital mangers, experts and the researcher were taken into consideration.  Multiple 

resources including document review, participant observation and in-depth interview, 

were adopted to establish the integrity of the case studies and also to enhance their 
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validity.   

Findings of the study will be illustrated in Chapters 6 and 7.  Chapter 6 will provide 

the expert perspective on the development of HPH and hospital managers’ perspective 

on the overall development at micro level.   Chapter 7 will detail how the three case 

hospitals changed into HP-hospitals at the micro level.   
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Part II: Findings and Discussion 

Chapter Six  

Development of Health Promoting Hospitals in Taiwan 

6.1 Introduction 

Taiwan has been undergoing a development of HPH since 2006 and its progress is 

reflected by the increasing number of hospitals in the Taiwan HPH Network from five at 

the end of 2006 to 67 in October 2010.  Research regarding the impact of the WHO 

HPH initiative on hospital managements in Taiwan provides evidence for the efficacy of 

the HPH approach.  The previous chapter described the research methodology for 

investigating achievements, enablers and barriers to the implementation of health 

promotion in hospitals at the micro and macro levels.   

This chapter will begin by presenting a micro picture of the overall development of 

HPH in Taiwan, drawing on the viewpoint of experts to review the development of HPH.  

This chapter will then refer to the viewpoint of hospital managers, and delineate 

background, motivation, achievements, enablers and barriers to the implementation of 

HPH.   

6.2 Development of HPH in Taiwan: from the perspective of experts 

This section will give an overview of the development of HPH in Taiwan from the 

viewpoint of six experts who are familiar with the overall development of HPH in 

Taiwan. The experts are scholars who have studied HPH and committee members of 

Taiwan society of HPH.  The following sections will present findings on the 

achievements, followed by the enablers, barriers and needs.  In each study domain, 

themes associated with achievements, enablers, barriers and needs will be categorised in 

light of organisational factors based on transformational and transactional factors 

described in the Burke-Litwin model (Burke, 2002).  More comprehensive quotes 

found in theses and categories explored in the study are enumerated in Appendix 7. 

Achievements 

In terms of organisational capacity, achievements are categorised into transformational 

and transactional achievements in line with the Burke-Litwin model.  Transformational 
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achievements refer to foundational changes in the organisation, represented in three 

categories ‘more support from hospital superintendents’, ‘fine-tuned HP mission and 

strategy’, and ‘subtle changes in culture’.  Transactional achievements signify 

accomplishments in day-to-day operations which are conducive to the implementation 

of health promotion and refer to four categories:  ‘established communication 

structures’, ‘improved management practices’, ‘HP-embraced systems’, and ‘enhanced 

staff participation’.   

In terms of transformational achievements following the implementation of HPH, more 

support from hospital superintendents was evident because the superintendents were the 

key people lobbied by the leader of the Taiwan Society of HPH (TSHPH) (6-2-1
13

).  

Some hospitals integrated the mission statement of the hospitals with the main goals of 

HPH after implementing the HPH initiative (6-2-2
14

).  Some hospitals adjusted overall 

development plans and incorporated health promotion into annual action plans.  

Moreover, several hospitals extended the scope of health promotion targets to include 

hospital staff.  Along with this development, subtle changes in culture were evident 

and were demonstrated clearly in transactional achievements.  A key member of 

TSHPH described changes in hospital transformational factors as follows:   

We saw that many hospitals reviewed their vision and made a revision after joining our 
network if (they) found it (the original statement) not explicit for health promotion.  

Furthermore, some hospitals even put HPH into their focus tasks of development duration 
and showed the importance of HPH explicitly in an announcement to all the staff… In 

Taiwan, hospitals have at least hundreds and at most thousands of staff members.  What 

huge organisations they are.  They require strong organisational management.  

Therefore, I found one enthusiastic person who was the superintendent.  Through this 
leadership, organization changes included physical and social environments, procedures 

and culture. 

In terms of transactional achievements, to start with, established communication 

structures were quite evident and demonstrated by the health promotion-related 

committees (6-2-4).  Secondly, in improved management practices (6-2-5), some 

hospital leaders, managers or staff developed a valid notion of needs assessment and, to 

some extent, put it into practice.  The TSHPH asked hospitals if they wanted to join as 

a WHO HPH member to assess themselves by the WHO self assessment tool. Needs 

assessments were conducted if the hospitals were facilitated by the Taiwan HPH 

Research Centre.  However, an expert scholar, who was also a committee member of 

                                                        
13 Refer to serial number 6-2-1 in Appendix 6.2.1 for quote examples. 
14

 Refer to serial number 6-2-2 in Appendix 6.2.2 for quote examples.  
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TSHPH, criticised an ineffective type of needs assessment by ‘relatively large-scale 

hospitals which have a basic notion of needs assessment…But, needs assessments were 

just a slogan to most of the hospitals.  Needs assessments were not real needs 

assessment.’   

Moreover, this development also brought about reflection in managerial practices.  An 

expert scholar described the reflection that ‘everyone might be more creative and seek 

better methods (to achieve desirable outcome).  Hospital managers would question 

whether previous health education and health promotion strategies achieved expected 

outcomes and whether there was something wrong out there.’ 

Thirdly, the hospital systems that embraced HP (6-2-6) could be identified particularly 

by their procedures, subsystems and physical activity spaces.  More physical activity 

spaces were evident.  Furthermore, health promotion was gradually incorporated into 

the hospital operational procedures, the on-the-job education scheme and the 

performance system.  An expert scholar took an example from a hospital facilitated by 

her centre to describe the incorporation of health promotion into the subsystem as 

follows: 

The committee operated not so well…Many committee members were absent.  The 
superintendent probably observed this phenomena and he paid attention to it.  He came 

up with a solution and put participation as part of their culture credits.  In other words, if 
you come to the meetings throughout the year, you might get one additional point in the 

culture credit.  The culture credit affects their performance and then money eventually.  

They made this link and then effectiveness of the committee system improved as a result 
of this mechanism.  We saw the effect.  

Lastly, some experts also found achievements in enhanced staff participation (6-2-7) 

which was created through a strong concern about health particularly toward staff and 

recognised efforts and participation in health promotion.  Workplace health promotion 

has been carried out for a long time in Taiwan but has not been widely introduced into 

hospitals.  It was not until HPH that hospitals developed an awareness of staff health 

and took more actions to promote staff health.  In addition, staff participation was 

enhanced through a recognition of attempts to encourage participation of staff in health 

promotion.   

Enablers 

In line with the Burke-Litwin model, enablers are grouped into transformational and 
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transactional enablers.  Transformational enablers refer to cardinal forces which drive 

entire hospital organisations to reorient themselves to HP-hospitals and are coded four 

themes: 1) supportive extramural contexts; 2) existing conducive missions; 3) 

supportive leadership and 4) cultural embeddedness.  Transactional enablers signify 

day-to-day operations which are supportive of HPH implementation and coded in four 

themes: 1) supportive intramural structures; 2) effective management practices; 3) 

pro-HP systems and 4) aspirations of the staff.   

With regard to transformational enablers, supportive extramural contexts could further 

be divided into five subthemes: 1) supportive extramural policies/regulations; 2) support 

from the Taiwan Society of Health Promoting Hospitals (TSHPH), 3) support from the 

THPH Research Center; 4) greater competitiveness in the market place and 5) positive 

feedback from the international HPH Network (6-2-8).   

Firstly, supportive extramural policies/regulations refer to the driving force from 

government policies or regulations and expected development in progress.  Funding 

from the government also plays a significant part in supportive extramural policies or 

regulations.  For instance, Taiwan Department of Health (TDOH) once subsidized 

public hospitals under the aegis of TDOH to implement HPH, and the Bureau of Health 

Promotion financed three HPH pilot projects in the early stages of the project.  In 

addition, supportive extramural policies or regulations paved the way for HPH, and they 

manifest as an integral part of hospital accreditation incorporating elements of health 

promotion and the global budget under National Health Insurance.  Secondly, support 

from the TSHPH played a crucial part in the supportive extramural contexts.  Support 

from the TSHPH was demonstrated by effective leadership and championing by the 

TSHPH.  Effective leadership was demonstrated by an extensive personal network and 

enthusiasm.  Furthermore, championing by TSHPH contributed to the development of 

HPH in Taiwan.  This championing manifested itself in many ways: continuous 

advocacy, benchmarking, exchange platform, education and training, diffusion by 

championing, WHO standards required by the TSHPH and exposure of physicians to 

the HPH process. 

Thirdly, the HPH movement in Taiwan was driven by support from the THPH Research 

Centre.  The Centre facilitated several hospitals to apply for the certificates, provided 

health promotion training and tools, introduced HPH into hospitals, and then assisted in 

implementing HPH into practice.   
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Fourthly, competitiveness in the market place was one of the essential driving forces in 

pushing hospitals to adopt HPH. In Taiwan, increasing service volume by increasing the 

number of patients means more revenue from the Bureau of National Health Insurance.  

As a result, hospitals need to appeal to and accommodate the community.  The WHO 

HPH certificate is useful for improving the image and reputation of a hospital.  

Moreover, mimetic processes were explored due to competition and emulation among 

hospitals.  Hospitals wanted to secure an advantageous status in markets.  Some 

hospital administrators and executives were determined not to get behind the main 

development trend so they also decided to adopt HPH as more and more hospitals 

implemented HPH.   

Finally, positive feedback from the International HPH Network was also one of the 

crucial elements of supportive extramural contexts.  Taiwan encountered difficulties 

because, for political reasons, their nationality was dwarfed when they participated with 

international societies
15

.  For instance, at conferences, the national flag had been 

forbidden.  A committee member of TSHPH described the positive feedback by ‘our 

name tags had the national flag printed on them when we went over there.  It was 

wonderful!  They put our national flag on the name tag’. 

In addition to the supportive extramural contexts, it is very important to have 

commitment from high-ranking leaders for corresponding support.  Furthermore, 

existing missions of the hospitals (6-2-9) happened to coincide with the notion of HPH 

and this allowed hospitals to adopt the concept of HPH with ease.  As indicated in 

Chapter 4, outpatient services in Taiwan utilize more than 50% of hospital expenditure.  

Innate primary care in hospitals is one of the driving forces for hospitals to implement 

HPH.  This also holds true for compulsory health promotion in public hospitals.  

Cultural embeddedness (6-2-10) is also an important transformational enabler. This 

suggests that hospitals that have had a prior health promotion-related culture will adopt 

the ideal of HPH more easily.   

With regard to transactional enablers, firstly, supportive intramural structures (6-2-11) 

may be present in the form of an established inter-professional committee, an effective 

chain of command, effective coordination by medical units and established 

multidisciplinary project groups.  In addition to these, an effective chain of command 

                                                        
15 Taiwan aggressively participated in the international HPH network with a motive in addition to the 

health causes: It is a high priority that Taiwan seeks more international visibility through all possible 

channels as a way to countervail China's clout in the international community. 
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can be further achieved through effective coordination with high-ranking leadership and 

legitimatised leadership through formal authorization.  Those medical departments 

which have more personnel and personnel with cross sectoral skills which enable them 

to take a leadership role are also more effective in implementing HPH. .  Moreover, 

established multidisciplinary project groups were conducive to the implementation of 

HPH.   

Secondly, the implementation of HPH in Taiwan was also facilitated with pro-HP 

systems with a good completion of resources, HP-embraced procedures, HP-embraced 

subsystems and integration into systems (6-2-12).  Resources were available in tools, 

in the information system available and in staff who were interested in the project.  

HP-embraced procedures were exemplified in incorporation into operational procedures 

for outpatients and inpatients.  A key member of TSHPH described how the society 

advocated procedure change as follows:  

One thing that we encouraged the most was procedure change.  You said you 

implemented health promotion.  Where did you do it?  We do not only want you to hold 

a few activities.  Where do you implement it?  You should do it in the daily routine.  

Therefore, they must integrate (health promotion) into outpatient services as well as 
inpatient services.  In this way, (they) should do procedure change.   

HP-embraced subsystems refer to the participation of hospital volunteers in the 

implementation of health promotion.  In addition, health promotion was integrated into 

the hospital accreditation system and the Balance Scorecard helped to reduce 

duplication and conception of health promotion as extra work.  An expert scholar 

described the importance of avoiding a duplication of work through the integration of 

HP into hospital quality management as follows:  

Later on, we tried to do a good job, like Hospital A. They integrated the Hospital 

Accreditation with the self assessment tool.  We hope that we can integrate HPH into 
existing management mechanisms and not cause extra work.  If you carry out the BSC, 

like Hospital B,(you might) integrate HPH into the BSC.  I think that it is a quite 

successful example of integrating HPH into the existing management mechanism.  Do 
not let staff or particularly committee members feel that they need to do the assessment 

for the BSC and repeat it for HPH as well.   

Thirdly, effective project management emphasized the importance of prioritisation and 

there was the need to develop a logical link between needs and issues (6-2-13).  An 

expert scholar described why it is important to assist hospitals to establish priorities as 

follows:  
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If (the hospitals are facilitated by) us, (needs and issues) must be linked.  If you don’t 

do so, prior assessment work will be wasted.  I suppose we will find problems, staff 

health problems or health needs and at least generate 10 issues supposedly, because you 
cannot solve all problems in one year. But based on needs assessment and results of 

diagnosis, we probably can let them decide which one needs an immediate start and 

prioritise them.   

Fourthly, the implementation of HPH was also supported by aspiration of the staff 

(6-2-14), which was demonstrated by the willing subscription of staff to the notion of 

HPH and the recognised efforts of staff members on health promotion.   

Barriers 

Transformational barriers refer to four major areas: 1) insufficient support from external 

environments; 2) insufficient focus on reorienting existing patient services toward 

health promotion; 3) a lack of priority for leadership and 4) attitudes preferring quantity 

to quality.  Transactional barriers also refer to four major themes: 1) insufficient 

supportive structures; 2) insufficient systemic bolster; 3) ineffective management 

practices and 4) inadequate staff participation. 

In terms of transformational barriers, insufficient support from external environments 

was one of the key obstacles to HPH implementation (6-2-15).  It can be exemplified 

in the following eight areas.  Firstly, premature environments were an issue that 

required more effort, represented in discontinuous national leadership, discontinuous 

national resource inputs and lack of a concrete national policy.  Secondly, insufficient 

resource inputs refer to low levels of national health insurance coverage of health 

promotion and lack of coordination between the BHP and BNHI.  Thirdly, vicissitudes 

in policy environments are a barrier to long-term planning.  Fourthly, inadequate 

formal education means that health promotion is not part of the curriculum in the formal 

education of many citizens.  Fifthly, lack of external operational support means 

inadequate health promotion experts who could have facilitated hospitals to implement 

HPH.  Sixthly, lack of practical examples means there are few good practices in place 

which can operationally guide how hospitals carry out health promotion.  A committee 

member raised his concern about the need for a solid example as follows:  

I think that it still needs a solid example…What would be the difference with HPH and 
without HPH?  If such an example is in place, it can make people understand what the 
HPH is and it will be a more solid example.  But now, such an example is not evident.  

Although we translate some stuff, in terms of operation, how to apply that information in 

the hospital is not that clear.   
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Seventhly, a TSHPH that was short of resources was another concern as shown by high 

turnover of staff in the TSHPH and inadequate financial support. Lastly, lack of basic 

criteria for the certification was also considered as a barrier for hospitals to put it into 

practice.   

In addition to the barrier related to insufficient support from external environments,  

half-hearted efforts on reorienting existing patient services toward health promotion was 

one of the concerns about the implementation of HPH (6-2-16).  Patient health care was 

the original main function of hospitals; however, hospitals have not been able to improve 

their delivery of this service since the introduction of HPH.  Supposedly, health 

promotion could be integrated into existing patient health care to improve the quality of 

patient health services.   

Furthermore, the implementation of health promotion in hospitals was hampered by the 

fact that HP was not a priority for hospital leaders. (6-2-17). An expert scholar 

described the difficulties in assisting hospitals without support of the leadership when 

(s)he commented, ‘The other superintendent never came (to the committee meeting).  

Who will care about us if the superintendent does not come?  If the responsible person 

is not the superintendent but project managers, there will be a different attitude and it 

will be hard to carry out the plan’.   

Lastly, in terms of culture, transformational barriers also involved an attitude which 

preferred quantity over quality which highlighted the fact that hospitals have got used to 

quantity oriented thinking rather than quality oriented thinking (6-2-18).  However, 

health promotion is more about quality improvement and relies on improvement in the 

quality of service delivery to achieve its effect.   

On the other hand, hospitals also encountered transactional barriers.  In the first place, 

insufficient supportive structures (6-2-19) resulted in poor coordination, resulting from 

lack of high-ranking leadership and an uninterested, disengaged committee which did 

not really carry out its mission of health promotion.   

Secondly, insufficient systemic support refers to lack of resources, lack of continuity 

from supportive personnel, and a performance system which values quantity over 

quality (6-2-19).  Hospitals did not have adequate resources, particularly in terms of 

finance, manpower and time.  Limited funding meant that organisations could not 

afford to employ enough manpower, and accordingly personnel had to assume the 
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workload involved in health promotion in addition to their existing workload.  A 

committee member of TSHPH described this limitation as follows:  

I saw staff who implemented HPH in recent years; most of them were employed on a 

part-time basis and were also in charge of other tasks.  Under the normal busy workload 

in the hospital, it is difficult for a staff to do extra work such as implementing HPH. 
Although ideally we would want to see all these HPH goals realized in the soonest 

possible time, with the limitation of one’s physical strength, it is difficult to fulfill the 

multi tasking skills required. Thus, this situation will make sustainability of HPH 
encounter some problems.  

Furthermore, lack of continuity in supportive personnel resulting from position 

transfer was considered a hindrance to sustainability.  The performance system 

preferring quantity to quality means that there is little use of quality methods in 

performance systems.   

Thirdly, ineffective management practices were key barriers to the implementation of 

HPH, represented in ‘ineffective project management’, ‘marginalized health promotion 

activities’, ‘lack of integration’ and ‘lack of communication’ (6-2-20).  Ineffective 

project management further was evident in ‘insufficient action on attention to needs 

assessment’, ‘inadequate planning’, ‘inadequate attention to healthy organisation’, 

‘ineffective strategies’, ‘activity obsession’ and ‘lack of evaluation’  Insufficient focus 

on needs assessment might be as a result of misconception of needs assessment, no 

motivation or time pressure. Inadequate planning was represented in insufficient 

attention to setting priorities and objectives. An expert expressed a concern about 

inadequate attention to healthy organisation.  Ineffective strategies were dissociated 

from objectives and from needs assessment; there was insufficient reference to 

theoretical foundations, and lacked referential benchmarking.  This phenomenon could 

be described as activity obsession which means a mentality that prefers action for its 

own sake. These actions can be taken without specific goals and objectives.  A 

committee member of TSHPH described ineffective project management as follows:  

There wasn’t a concrete program that laid out its activities based on a solid goal and 
vision. Activities such as Taipei report and Taichung project examination are examples 

of activities where the administrator conducts it just for the sake of activity purposes 

doing something, without aiming to achieve a target. Although there was no objective, 

everyone looked happy, but, about what? Why did we do this activity?  There was no 
good reason for it.  

Regarding the implementation of HPH, an expert scholar raised a concern about limited 

application of the principle and strategy of HPH, and perfunctory implementation was 
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considered a problem.  Moreover, failure to evaluate was also an evident barrier to the 

implementation of HPH. It might have been caused by lack of evaluation methods and 

quantity-oriented performance system.  Lack of evaluation methods is related to lack 

of appropriate indicators, preferring quantity to quality, and preferring process 

evaluation to impact and outcome evaluation.   

In addition to ineffective project management, ineffective management practices also 

encompassed marginalized health promotion activities, lack of integration and 

communication.  A committee member of TSHPH described the marginalized HPH as 

follows:  

They talked a lot but there were few staff members who came to grips with it while I was 

in Taichung for a hospital accreditation.  So, I challenged them on that day and said that 

you claimed that you have implemented HPH, but when I asked the staff, no one knew 

about that.  It is basically meaningless.   

Fourthly, inadequate staff participation was regarded as a key obstacle, which was 

caused by poorly matched job-person combination and low motivation (6-2-21).  

Unsatisfactory matching of personnel to job was caused by management’s 

inadequate understanding and skills required for HP and inability to analyse 

statistical data.  The former was evident in the lack of knowledge about evaluation 

and lack of skill in carrying out the evaluation process. There was also an inaccurate 

conceptualisation of needs assessment.  A committee member of TSHPH described 

the reluctance to conduct needs assessment due to invalid conceptualisation as 

follows: 

I frequently told them that “needs assessment” is not the same as conducting a survey.  A 

lot of information could be found from existing data such as current basic service data; 
there may not have been a need for further research or surveys than.  Conducting fresh 

research has been a constant worry for the hospital in terms of needs assessment.  So, in 

terms of understanding what should be done, they still have a problem.   

Furthermore, in general, physicians do not understand the language of HPH because 

HPH uses few medical terms. This means that doctors find it difficult to engage with 

the non-medical language of the HPH process.. Physicians are usually the leaders in 

the HPH process but few of them fully understand the concept of HPH.  

Communication should not be limited to health promotion terminology but should 

be framed in medical jargon.   

Low motivation was caused by lack of incentives, overworked staff and 
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professionals not embracing HP as part of their job.  Activity obsession prevailed 

in hospitals.  There were few incentives for hospital staff to improve health 

promotion quality. This was a widespread problem. As a result, hospital staff 

understandably excluded any extra work and then inevitably delayed progress in the 

implementation of HPH.  Medical professionals did not take HP as part of their 

responsibilities. This is clear from their poor attendance at the HPH meetings, even 

though they were committee members.  

Needs 

Transformational needs require further fundamental support from the organisation or 

extramural environments.  Transactional needs refer to further support in day-to-day 

operations. This support takes the form of   project management enhancement and 

capacity-building for health promotion.  From time to time, the experts indicated that 

more support was needed to implement HPH in Taiwan. Their concern about support 

was clear, even though no specific questions were in place for exploring this issue in the 

interviews.  

In terms of transformation needs, facilitative external environments involved support 

from the government, training for seeded instructors to introduce the concept of HPH, 

development of practical examples which could act and consensus reached among 

hospitals (6-2-22).  In particular, support from the government refers to having the 

government closely involved with hospital accreditation and with National Health 

Insurance. The government was also expected to be involved in establishing a detailed 

national action plan for HPH and in providing funding.   

Regarding transactional needs, enhancement of project management refers in particular 

to improving needs assessment and evaluation combined with the use of qualitative 

methods (6-2-23).  Needs assessment can ensure programs which meet the needs of the 

target groups to increase their participation.  Evaluation integrated with qualitative 

methods can assist in exploring how to increase the value and quality of health 

promotion strategies to persuade hospital staff and patients that the implementation of 

HPH is a beneficial policy.  In addition, some of the experts made an appeal for 

capacity-building for health promotion with regard to needs assessment, evaluation and 

greater familiarity with medical jargon (6-2-24).   
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6.3 Development of HPH in Taiwan: from the perspective of hospital 

managers  

Hospital background and motivation  

In terms of the hospital background, this section will report on ownership, types and 

levels of hospital accreditation, experiences in health promotion, the experiences of the 

initial period as HP-hospitals, professional background of respondents, time spent on 

health promotion and duties of key players of HPH, as illustrated in Table 6.3.1.  

Table 6.3.1 Hospital background 

Variables Types n. % SD 

Ownership 

N=52 

Public hospitals 26 50.0  0.51 

Non-public hospital  26 50.0  0.51 

Types 

N=52 

General hospitals  46 88.5 1.05 

Ordinary hospitals   1 1.9 1.05 

Psychiatric hospitals 4 7.7 1.05 

Chronic hospitals 1 1.9 1.05 

Levels of hospital 

accreditation 

N=52 

Outstanding 5 9.6 0.55 

Excellent 36 69.2 0.55 

Qualified  11 21.2 0.55 

Scale of size 
N=52 

500 beds or below  14 26.9 0.59 

501-1000 beds 33 63.5 0.59 

1001 beds or above  5 9.6 0.59 

Experiences in 

HP 

N=52 

Taipei Healthy Hospitals  11 21.2 0.41 

Community Health Building 28 53.8 0.50 

Diabetes HP Institutes 42 80.8 0.40 

Chronic Kidney Disease HP Institutes 26 50.0 0.51 

Mother and Baby Friendly Hospitals 37 71.2 0.46 

No. of HP 

experiences 

N=52 

0 items 8 15.4 1.09 

1-2 items 13 13.5 1.09 

3 items 17 28.8 1.09 

4 or above items 22 42.3 1.09 

Starting Year  
N=52 

2008-2009 20 38.5 0.70 

2007 24 46.2 0.70 

2006 or before  8 15.4 0.70 

Professional 

Background of 

respondents* 

N=52 

 

Medicine  13 25.0 0.44 

Nursing 17 32.7 0.47 

Social Work 1 1.9 0.14 

Public Health 5 9.6 0.30 

Health Administration 25 48.1 0.51 

Others  4 7.7 0.27 

Days spent on HP 

implementation 

N=45 

≦2 18 40.0 0.74 

>2, ≦3 19 42.2 0.74 

>3, ≦5 8 17.8 0.74 
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Table 6.3.1 Hospital background (Continued) 

Variables Types n. % SD 

Duties of key 
players of HPH 

initiative* 

N=52 

Coordinating HP programs within the 

hospital 
46 88.5 0.32 

Convening meetings of HP committee 40 76.9 0.43 

Compiling the outcome of HP Programs 40 76.9 0.43 

Planning HP Programs 38 73.1 0.45 

To the public, (you) represent the hospital 

in handling the HP affairs 
35 67.3 0.47 

Implementing HP Programs 32 61.5 0.49 

Helping integrate HP into hospitals' overall 

development 
30 57.7 0.50 

Others  2 3.8 0.19 

Note: * means multiple choices 

In terms of ownership, among the 52 respondents, 26 hospitals are public hospitals and 

26 hospitals are non-government hospitals.  By type, among 52 respondents, 46 

hospitals are general hospitals (88.5%), followed by 4 psychiatric hospitals (7.7%).  

By accreditation, of the 52 hospitals, 5 hospitals (9.6%) reached the outstanding level of 

hospitals accreditation, 36 (69.2%) the excellent level and 11 (21.2 %) the qualified 

level
16

.   Regarding size, among the 52 respondent hospitals, 8 (15.4%) hospitals have 

400 beds or below; 33 (63.5%) have from 501 to 1000 beds, and 11 (21.2%) have 801 

beds or above.  With reference to experiences in health promotion, 11 (21.2%) 

hospitals have at least once qualified for the Taipei Healthy Hospitals Accreditation; 28 

(53.8%) have qualified for the Community Health Building Initiative; 42 (80.8%) were 

the Diabetes Health Promotion Institute; 26 (50%) were the Chronic Kidney Disease 

Health Promoting Institute and 37 (71.2%) participated in the Mother and Baby 

Friendly Hospitals Initiative.  Among these five health promotion experiences, 8 

(15.4%) hospitals did not ever carry out one HP; 13 (13.5%) carried out only 1 or 2 HP 

programs; 17 (28.8%) carried out 3 programs and 22 (42.3%) 4 and above programs.   

As for starting years
17

, among 52 respondent hospitals, 8 hospitals started the HPH 

implementation in 2006 or before, 24 (46.2%) in 2007, and 20 (38.5%) in 2008 or 2009.  

                                                        
16 The original hospital accreditation would classify hospitals into Medical Centre, Regional Hospitals, 

and District Hospitals with more attention on structure.  The new hospital accreditation pays more 

attention to quality of hospital health service and evaluates hospitals at “the outstanding level”, “excellent 

level” and the “qualified level” which reflect levels of quality.  The outstanding level signifies the best 

quality, followed by the excellent level and the qualified level. Meanwhile, the levels of the accreditation 

thus determined are linked, in a sophisticated and somehow convoluted fashion, to the NHI 

reimbursement system. 

 
17

 Starting year for HPH refers to the year when hospitals committed to HPH rather than the year when 

they received the HPH certificates.  
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With regard to staff specialisation, 25 (48.1%) respondents have a background of health 

administration; 17 (32.7%) have a nursing background, 5 (9.6%) have a background in 

public health, and 1 (1.9%) in social work, nutrition, business administration, 

administration or health policy.  Regarding days spent on health promotion 

implementation, among 45 respondents, 18 (40.0%) respondents spent 1 day or less per 

week; 12 (26.7%) spent more than 1 day but less than 2 days; 7 (15.6%) spent more 

than 2 days but less than 3 days; 5 (11.1%) spent more than 3 days but less than 4 days, 

and 3 (6.7%) spent more than 4 days but less than 5 days.  Lastly, concerning duties of 

key players of the HPH initiative, among 52 respondents, 46 (88.5%) respondents were 

responsible for co-ordinating health promotion programs within the hospitals; 40 

(76.9%) convened meetings of the health promotion committee and compiled the 

outcome of health promotion programs; 38 (73.1%) planned health promotion programs; 

35 (67.3%) represented the hospitals in handling health affairs with the public; 32 

(61.5%) implemented health promotion programs; 30 (57.7%) helped integrate health 

promotion into hospitals’ overall development, and 2 (3.8%) delivered speeches or were 

responsible for applications to the WHO and Taipei County HPH  for certification.   

The key reasons for hospitals implementing HPH were to achieve the hospitals' goal of 

holistic care, followed by improving the hospital’s image and co-operating with the 

government's policies.  The key reasons for hospitals to join the International HPH 

network were to achieve the hospitals' goal of holistic care, followed by improving the 

hospital’s image and gaining international recognition of their role in health promotion.  

Table 6.3.2 provides further details.  

Table 6.3.2 Motivation for HPH  

Variable Reasons Sum of score 

Reasons for 

implementing 

HPH initiative* 

In line with hospitals' goal of holistic care 124 

To improve a hospital’s image 70 

Co-operating the government's policies 52 

Related to hospital accreditation 48 

Participating in academic cooperation projects 4 

Others 8 

(Table continued on next page) 
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Table 6.3.2 Motivation for HPH (Continued) 

Variable Reasons Sum of score 

Reasons for 

joining the 

International 

HPH network* 

In line with hospitals' goal of holistic care 78 

To improve hospitals’ image 59 

To gain the international recognition of the role of HP 51 

To co-operate the government's policies 22 

Invited by the associations or experts 17 

To increase  hospitals’ visibility 17 

To gain credits under the hospital accreditation system 14 

To access more relevant information about HPH 13 

To meet the requirement of HPH granted projects by BHP 11 

To gain international recognition of Taiwan 11 

Others 6 

Note: * means multiple choices 

Achievements  

Achievements are composed of three elements at three levels of organisation.  The first 

element is geared to organisational capacity to change with regard to health promotion 

implementation. The second element concerns differences in the health promotion 

implementation models before and after joining the International HPH Network.  The 

third element focuses on issues which addressed staff health and strategies taken to deal 

with lifestyle health problems.   

 Changes in organisational capacity of health promotion implementation 

 Factor analysis and reliability  

Factor analysis shows that no item needed to be removed because factor loading of all 

items was > 0.4 (de Wet, Spence, Mash, Johnson, & Bowie, 2010; Lawlor, Ebrahim, 

May, & Davey Smith, 2004), as shown in Table 6.3.3.  Every dimension shows only 

one component as designed by using eigenvalue as 1, as indicated in Appendix 10 and 

Table 6.3.4.  The Cronbach alpha coefficients for the seven dimensions of the 

questionnaire were all > 0.7 which is a minimum score for adequate reliability (Bland & 

Altman, 1997; de Wet, et al., 2010), as enumerated in Table 6.3.3.  The sample size 
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with 52 HP-hospitals almost reaches the full sample (55 HP-hospitals) even though it is 

rather small.   It still can present a pattern of the development of HPH in Taiwan.   

Table 6.3.3 Factor analysis and reliability coefficient  

Item / Cronbach’s alpha 
Factor 

Loading 

Mean 

(SD) 

Extraction sums of 

squared loadings 

Total 
% of 

variance 

Mission and Strategy (Cronbach’s alpha=0.762) 

Your hospital has revised the development 

mission and objectives to incorporate health 

promotion because implementing HPH initiative. 

0.726 
3.92 

(0.967) 

2.044 68.134 

Your hospital has adjusted the overall 

development plan and made the annual action 

plan incorporate HP because of implementing 

HPH initiative. 

0.789 
4.04 

(0.839) 

Your hospital has formulated annual health 

promotion action plan because of implementing 

HPH initiative. 

0.529 
4.02 

(0.779) 

Leadership (Cronbach’s alpha=0.841)  

The superintendent is more supportive of the 

implementation of HP because of implementing 

HPH initiative. 

0.576 4.33 

2.286 76.215 

The Directors in medical departments are more 

supportive of the implementation of health 

promotion because of implementing HPH 

initiative. 

0.833 3.96 

The Directors in administrative departments are 

more supportive of the implementation of health 

promotion because of implementing HPH 

initiative. 

0.878 4.00 

Organisational culture (Cronbach’s alpha=0.950) 

The overall organizational culture of your hospital 

is more supportive of the implementation of 

health promotion because of implementing HPH 

initiative. 

0.914 
4.12 

(0.646) 

2.744 91.461 

The organizational culture of medical departments 

is more supportive of the implementation of 

health promotion because of implementing HPH 

initiative. 

0.929 
3.96 

(0.791) 

The organizational culture of administrative 

departments is more supportive of the 

implementation of health promotion because of 

implementing HPH initiative. 

0.901 
4.04 

(0.740) 

(Table continued on next page) 
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Table 6.3.3 Factor analysis and reliability coefficient (continued) 

Item / Cronbach’s alpha 
Factor 

Loading 

Mean 

(SD) 

Extraction sums of 
squared loadings 

Total 
% of 

variance 

Structure (Cronbach’s alpha=0.845) 

When was the committee established? 0.560 
3.63 

(1.284) 

3.097 61.932 

Frequency of health promotion related committee 

meetings 
0.694 

3.25 

(1.186) 

Who convenes the health promotion related 

committee meetings? 
0.695 

4.10 

(1.287) 

What departments are involved in the health 

promotion related committee meetings? 
0.607 

3.10 

(1.241) 

Does the committee have any division of Labour? 0.540 
3.25 

(1.235) 

System (Cronbach’s alpha=0.843) 

Your hospital is more active in developing 

healthy public policies because of 

implementing HPH initiative. 

0.547 
4.21 

(0.637) 

2.723 68.081 

Your hospital is more active in developing 

information systems which support health 

promotion action because of implementing HPH 

initiative. 

0.764 
3.79 

(0.825) 

Your hospital is more active in providing funding 

for health promotion services or activities because 

of implementing HPH initiative. 

0.731 
3.85 

(0.802) 

Your hospital is more active in incorporating 

health promotion services into operational 

procedures (e.g. Clinical guidelines and pathways) 

for medical staff because of implementing HPH 

initiative. 

0.681 
3.75 

(0.837) 

     

(Table continued on next page) 
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Table 6.3.3 Factor analysis and reliability coefficient (continued) 

Item / Cronbach’s alpha 
Factor 

Loading 

Mean 

(SD) 

Extraction sums of 
squared loadings 

Total 
% of 

variance 

Management Practice (Cronbach’s alpha=0.899) 

Your hospital is more active in conducting regular 

need assessment because of implementing HPH 

initiative. 

0.756 
3.83 

(0.785) 

3.990 66.506 

Your hospital is more active in prioritizing health 

promotion issues because of implementing HPH 

initiative. 

0.716 
3.87 

(0.687) 

Your hospital is more active in indentifying goals 

and objectives of health promotion programs 

because of implementing HPH initiative. 

0.662 
4.00 

(0.714) 

Your hospital is more active in taking more 

diverse strategies because of implementing HPH 

initiative. 

0.596 
4.06 

(0.725) 

Your hospital is more active in setting up 

evaluation indicators in advance because of 

implementing HPH initiative. 

0.673 
3.75 

(0.711) 

Your hospital is more active in evaluating 

program process, impact and outcome because of 

implementing HPH initiative. 

0.587 
3.83 

(0.678) 

Staff Participation (Cronbach’s alpha=0.906) 

Your hospital is more active in conducting regular 

need assessment because of implementing HPH 

initiative. 

0.583 
4.17 

(0.585) 

4.157 69.278 

Your hospital is more active in prioritizing health 

promotion issues because of implementing HPH 

initiative. 

0.728 
3.67 

(0.785) 

Your hospital is more active in indentifying goals 

and objectives of health promotion programs 

because of implementing HPH initiative. 

0.809 
3.87 

(0.658) 

Your hospital is more active in taking more 

diverse strategies because of implementing HPH 

initiative. 

0.761 
3.92 

(0.788) 

Your hospital is more active in setting up 

evaluation indicators in advance because of 

implementing HPH initiative. 

0.627 
3.52 

(0.828) 

Your hospital is more active in evaluating 

program process, impact and outcome because of 

implementing HPH initiative. 

0.648 
3.69 

(0.897) 
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Table 6.3.4  Screen plots showing the eigenvalues from the 30 questionnaire items 

within seven dimensions  

 

Mission and Strategy 

 

Leadership 

 

Organisational Culture 

 

Structure  

 

System 

 

Management Practice  

 

Staff Participation 
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Figure 6.3.1 shows a comparison of six dimensions (excluding structure due to its 

diverse measuring instruments compared with the other six dimensions.)  Leadership 

and organisational culture had the highest scores, 8.19 and 8.08.  In contrast, staff 

participation had the lowest score, 7.62.   

 
*  

the measuring instrument of structure is different from that of the other six 

dimensions 

Figure 6.3.1 Means for each of seven dimensions 

Figure 6.3.2 shows that the WHO HPH initiative brought about positive changes in 

organisation capacity regarding health promotion implementation.  The blue colour 

area means that respondents agreed with specific additional efforts made in the hospitals 

due to implementing the HPH initiative.  Overall, relatively more hospitals had 

positive changes in transformational factors which were represented in mission and 

strategy, leadership and organisation change than in transactional factors.  Among 

positive changes in hospital organisations, relatively more hospitals had put additional 

effort into the following areas: the overall development plan and annual action plan 

(82.7 %), leadership by the superintendent (94.2%), leadership by directors in 

administrative departments (84.6%), the overall organizational culture (88.5%), the 
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organizational culture of administrative departments (82.7%), healthy policies (92.3%), 

multiple strategies  (86.5%), publicising the progress of health promotion (94.2%), 

providing health promotion related training (80.8%), and encouraging departments and 

staff to implement health promotion (82.7%).   

In contrast, Figure 6.3.3 shows some areas where relatively fewer hospitals put extra 

effort due to the HPH initiative.  These aspects were represented in information 

systems (69.2%), incorporating health promotion services into operational procedures 

for medical staff (67.3%), setting up evaluation indicators in advance (63.5%), 

incorporating health promotion into administrative staff job description (61.5%), 

rewarding staff for good performance in health promotion (57.7%) and a health 

promotion related committee (44.2%).  In terms of the committee, 42.3% of 

respondent HP-hospitals had the committee in place before the HPH initiative.   

Figure 6.3.3 shows each item under each key dimension for the four groups of hospitals.  

Group A hospitals have the highest average score, followed by Group B, Group C and 

Group D, in that sequence.  Group A hospitals had relatively high average scores in 

mission and strategy (9.7), leadership (9.8) and organisation culture (9.7) but had a 

relatively low score in structure (7.5), as indicated in Figure 6.3.4.  In particular, Group 

A hospitals had the highest scores in incorporating the existing development plan or 

annul action plan with health promotion (MAS-2) and more support from the 

superindendent (LEA-1), as indicated in Figure 6.3.5.  Group B hospitals had similar 

scores in Mission and Strategy (7.8), Leadership (8.2), Organisation Culture (8.1), 

Structure (8.3), System (7.9), Management (8.1) and staff participation (8.0).  Group B 

hospitals had the highest score in structure (Group A:7.5, G roup B: 8.3, Group C 6.7 

and Group D 5.2).   
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*  
For STR-1, the blue color means a HP related committee was established after the HPH initiative; the 

red color means HP related committee was established before the HPH initiative, and the green color 

means no committee in place. 

Figure 6.3.2 Profile of changes in organizational capacity
18

 (N=52) 

Figure 6.3.3 below shows additional action and efforts made through the process of 

HPH initiative.  All four groups of hospitals put additional effort into earning support 

from the superintendents (LEA-1) and formulating healthy public policies (SYS-1).  In 

Group B hospitals, additional effort was demonstrated by high-ranking leaders as 

convenors of the health promotion related committee, as indicated in STR-3. 

 

                                                        
18 MAS-1, revising the development mission and objectives to incorporate HP due to the HPH initiative; 

MAS-2, Adjusted the overall development plan and made the annual action plan incorporate HP; MAS-3, 

formulating annual health promotion action plan; LEA-1, the superintendent is more supportive of the 

implementation of HP; LEA-2, the Directors in medical departments; LEA-3, the Directors in 

administrative departments; OC-1, the overall organizational culture is more supportive of the 
implementation of health promotion; OC-2, the organizational culture of medical departments; OC-3, the 

organizational culture of administrative departments; SYS-1, developing healthy public policies;   

SYS-2, developing information systems which support HP action; SYS-3, providing funding for HP 

services or activities; SYS-4, incorporating HP services into operational procedures for medical staff, 

MP-1, conducting regular need assessment; MP-2, prioritizing HP issues; MP-3, indentifying goals and 

objectives of HP programs; MP-4, taking more multiple strategies; MP-5, setting up evaluation indicators 

in advance; MP-6, evaluating program process, impact and outcome; SP-1, maximising health promotion 

visibility; SP-2, incorporating HP into administrative staff’s job description; SP-3, providing HP related 

training; SP-4, encouraging departments and staff to implement HP; SP-5, incorporating HP into 

performance indicators; SP-6, rewarding staff of good performance in HP; STR-1, HP related committee 

in place 
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*  
the measuring instrument of strucutre is different from the other six demensions 

Figure 6.3.3 Radial Plot Graph of the seven key dimensions for for the four groups 

of hospitals 

In contrast, Figure 6.3.4 shows some of less additional efforts made through the process 

of HPH initiative.  All the four groups of hospitals made less additional efforts in 

developing information systems which support health promotion action (SYS-2), 

incorporating HP services into operational procedures for medical staff (SYS-4), setting 

up evaluation indicators in advance (MP-5), incorporating health promotion into 

administrative staff’s job description (SP-2) and incorporating health promotion into 

performance indicators (SP-5).  Group A and D hospitals had the lowest scores in 

frequency of health related committee meetings (STR-2) and departments involved 

(STR-4).  Noticeably, Group A hospitals had a quite low average score in health 

promotion related committee in place (STR-1) and frequency of the committee meetings 

(STR-2).  Among 13 hospitals in Group A, 8 hospitals had established the relevant 

committee before HPH initiative and also 8 hospitals were holding meetings once every 

year or irregularly.   
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*  
the measuring instrument of structure is different from the other six dimensions 

Figure 6.3.4  Scores of each item in the Management and Strategy, Leadership, 

Organisational Culture, System, Management Practice, Staff Participation and 

Structure for the four groups of hospitals
19

  

Table 6.3.5 shows the correlation between the seven key dimensions.  Leadership, 

system, management practice and staff participation are significantly correlated with the 

other six dimensions.  Mission and strategy is also correlated with the other five 

dimensions except structure.  This also holds true for organisation culture.   

 

 

 

 

                                                        
19 MAS-1, revising the development mission and objectives to incorporate HP; MAS-2, Adjusted the 

overall development plan and made the annual action plan incorporate HP; MAS-3, formulating annual 

health promotion action plan; LEA-1, the superintendent is more supportive of the implementation of HP; 

LEA-2, the Directors in medical departments; LEA-3, the Directors in administrative departments; OC-1, 

the overall organizational culture is more supportive of the implementation of health promotion; OC-2, 

the organizational culture of medical departments; OC-3, the organizational culture of administrative 

departments; SYS-1, developing healthy public policies; SYS-2, developing information systems which 
support HP action; SYS-3, providing funding for HP services or activities; SYS-4, incorporating HP 

services into operational procedures for medical staff, MP-1, conducting regular need assessment; MP-2, 

prioritizing HP issues; MP-3, indentifying goals and objectives of HP programs; MP-4, taking more 

multiple strategies; MP-5, setting up evaluation indicators in advance; MP-6, evaluating program process, 

impact and outcome; SP-1, maximising health promotion visibility; SP-2, incorporating HP into 

administrative staff’s job description; SP-3, providing HP related training; SP-4, encouraging departments 

and staff to implement HP; SP-5, incorporating HP into performance indicators; SP-6, rewarding staff of 

good performance in HP; STR-1, HP related committee in place; STR-2, frequency of HP related 

committee meetings; STR-3, conveners of HP related committee meetings;  STR-4, departments 

involved in the HP related committee meetings; STR-5, divisions of Labour in the HP related committee 

meetings 
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Table 6.3.5 Spearman’s correlation between dimensions (N=52) 

 MAS LEA OC STR SYS MP SP 

Mission and 

Strategy 
- 0.64** 0.68** 0.10 0.574** 0.62** 0.54** 

Leadership  - 0.90** 0.28* 0.74** 0.73** 0.79** 

Organisation 

Culture 
  - 0.27 0.79** 0.72** 0.82** 

Structure    - 0.27* 0.42** 0.38** 

System     - 0.67** 0.81** 

Management 

Practice 
     - 0.81** 

* P < 0.05, **P <0.01 (2-tailed) 

Note MAS, Mission and Strategy; LEA, Leadership; OC, organisational change; STR, strategy; SYS, 

System; MP, Management Practices; SP, Staff Participation. 

As for the satisfaction levels of organisational support from the viewpoint of the key 

players as respondents, overall, 42 out of 52 respondents (80%) felt satisfied with 

organisational support; 7 out of 52 (14%) felt neither satisfied nor dissatisfied and 3 out 

52 (6%) felt dissatisfied.   

Differences in the HP implementation models  

This section examines whether there is any difference in the implementation of health 

promotion for staff, patient, community, environment, and organisation.  Generally 

speaking, among 52 respondents, 50 (96.2%) perceived changes in the implementation 

of staff health promotion; 49 (94.2 %) perceived changes in patient health promotion; 

48 (92.3 %) perceived community health promotion, and 43 (82.7 %) perceived in 

healthy environments and healthy organisation, as shown in Figure 6.3.5.   
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Figure 6.3.5 Perceived change after committing to the WHO HPH initiative 

Among changes suggested by the survey, Figure 6.3.6 shows the types of change which 

happened in these five areas.  The biggest change among these five areas was 

re-alignment of strategies: 47 out of 49 respondents (96%) claimed this change 

happened in staff health promotion, 45 out of 49 (92%) claimed change in patient health 

promotion; 37 out of 42 (88%) in healthy organisation; 41 out of 48 (85 %) in 

community health promotion and 35 out of 43 (81%) in healthy environment.  The 

second largest change among these five areas was gaining more resources: 37 out of 48 

(77%) of respondents claimed this change happened in community health promotion; 32 

out of 43 (74%) claimed change in healthy environment; 35 out of 49 (71%) in staff 

health promotion; 32 out of 49 (65%) in patient health promotion and 21 out of 42 (50%) 

in healthy organisation.   

The lesser change was in changing work models: 16 out of 42 respondents (38%) 

claimed this change happened in healthy organisation; 17 out of 49 (35%) claimed 

changes in patient health promotion; 14 out of 48 (29%) in community health promotion; 

8 out of 43 (19%) in healthy environment and 6 out of 49 (12%) in staff health 

promotion.  Furthermore, in terms of patient health promotion, 36 out of 49 (74%) of 

respondents claimed a change in quality improvement and 23 out of 49 (47%) in 
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increasing service volume. Moreover, in terms of community health promotion, 67% of 

respondents claimed a change in increasing service volume and 48 % in more programs.   

 

Figure 6.3.6 Percived types of change in the implementation of health promotion 

after committing to the WHO HPH initiative  

Note: N=49 in staff and patient HP; N=48 in community HP;  

N=43 in healthy environments; N=42 in healthy organisation 

Among the change indicated above regarding re-aligning strategies, Figure 6.3.7 shows 

the types of change which happened in these five areas.  In terms of more attention to 

healthy policies, 27 out of 37 respondents (73%) claimed this change happened for 

healthy organisation; 25 out of 41 (61%) claimed change for community health 

promotion; 25 out of 45 (57%) for patient health promotion; 20 out of 35 (57%) for 

healthy physical environments, and 23 out of 47 (49%) for staff health promotion.  

Regarding more attention to supportive environments, 29 out of 35 respondents (83 %) 

claimed this change happened for healthy physical environments; 25 out of 41 (61%) 

for community health promotion; 26 out of 45 (58%) for patient health promotion, 21 

out of 47 (45%) for staff health promotion and 14 out of 37 (38%) for healthy 

organisation.  With regard to more attention to staff participation, 40 out of 47 (85%) 

respondents claimed this change happened for staff health promotion; 26 out of 37 (70%) 

for healthy organisation; 22 out of 35 (63%) for healthy physical environments; 16 out 

of 41 (39%) for community health promotion and 17 out of 45 (38%) for patients.  

Concerning more attention to individual knowledge and skills, 23 out of 45 (52%) of 

respondents claimed this change happened for patient health promotion; 16 out of 37 

(43%) for healthy organisation; 16 out of 41 (39%) for community health promotion; 10 

out of 35 (29%) for healthy physical environments and 13 out of 47 (28%) for staff 
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health promotion.  With regard to more attention to reorienting health services, 31 out 

of 45  (71%) respondents claimed this change happened for community health 

promotion; 31 out of 45 (69%) for patient health promotion; 31 out of 47 (66%) for staff 

health promotion, 21 out of 37 (57%) for healthy organisation and 7 out of 35 (20%) for 

healthy physical environments.   

 

Figure 6.3.7 Percived types of change in implementing strategeis if respondents 

claimed re-aligning implementing strategies happened in their hospitals after 

committing to the WHO HPH initiative  

Note: N=47 in staff HP; N=45 in patient HP; N=41 in community;  

N=35 in healthy environments; N=37 in healthy organisation  

Staff health promotion and strategies taken for lifestyle-borne health problems 

Staff health promotion in hospitals in the previous year was examined.  Staff health 

promotion encompasses lifestyle health promotion, physical environments and working 

organisation environment.  Strategies for lifestyle health issues are illustrated in the 

following paragraphs.  The details are illustrated in Table 6.3.6. 

 Lifestyle health promotion 

Among the five lifestyle health promotion issues, among 52 HP-hospitals in Taiwan, 50 

(96%) addressed staff obesity, metabolic syndrome or physical fitness in the past year.  

Forty eight (92%) addressed health management for abnormal cases and job stress.  

Forty five (87%) dealt with the nutrition issue.   
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Strategies taken to deal with those issues will be enumerated in line with five action 

areas indicated in the Ottawa Charter.  Among HP-hospitals in Taiwan that addressed 

this issue, 20 of 50 HP-hospitals (40 %) established healthy public policies by 

formulating management measure of staff health promotion.  Regarding building 

supportive environments, 32 of the hospitals (64 %) established sports clubs, built 

sports space within the hospital and built supportive sports environment outside the 

hospital.  Regarding community participation, 27 of them (54 %) established groups 

for staff health promotion.  Concerning personal skills, 36 of them (72 %) put up 

posters or held health seminars.  With reference to orienting health services, 37 of 

them (74 %) held weight-loss programs.  Other strategies included fitness screening 

and weight loss campaigns.  

With regard to strategies taken to deal with health management for abnormal cases, 38 

of 48 HP-hospitals (79%) established public healthy public policies by formulating 

administrative rules for staff health management or standard procedures for health 

screening follow-ups.  Regarding building supportive environments, 35 of them (73%) 

provided free or preferential health screening; 28 of them (58%) added bonus services 

or incorporated health screening items by NHI; 19 of them (40%) developed an 

information system of staff health management; 30 of them (63%) hired full-time staff 

members exclusively for that purpose.   

As for strategies taken to deal with smoking cessation, 18 of 48 HP-hospitals (38%) 

established healthy public polices by formulating management measurement for staff 

health promotion.  Regarding supportive environments, 46 of them (96%) built a 

smoking-free environment.  Concerning personal skills, 43 of them (90%) put up 

posters or provided broadcasting and 2 of them (4%) did personnel training.  With 

reference to orienting health services, 35 of them (73%) offered smoking cessation 

courses or clinics or seminars.   

With reference to strategies taken for staff nutrition, 25 out of 45 HP-hospitals (56%) 

established healthy public policies by formulating a healthy diet policy:  37 of them 

(82%) built a supportive environment for healthy diet.  In terms of personal skills, 23 

of them (51%) held staff health nutrition seminars; 29 of them (64%) put up health 

nutrition posters.  With regard to orienting health services, 31 of them (69%) offered 

staff consultation about a healthy diet.   
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In terms of strategies taken for work stress, 23 of 48 HP-hospitals (49%) addressed job 

stress formulated policies for job stress adjustment measure.  Regarding supportive 

environments, 6 out of them (12.8%) undertook work redesign; 9 of them (19%) 

incorporated an occupational safety and health committee with staff work stress; 4 of 

them (9%) improved organization management; 3 of them (6%) improved physical 

environments; 36 of them (77%) offered staff outings or social events.  With reference 

to personal skills, 10 of them (21%) developed skills in conflict and time management; 

31 of 48 (66%) offered stress management courses or meditation.  With regard to 

orienting health services, 36 of them (77%) offered counselling or referral systems.   

 Physical work environments 

With regard to programs associated with physical work environments, 22 HP-hospitals 

improved air quality among 52 health promoting hospitals in Taiwan; fourteen of them 

(27%) reduced noise; twelve of them (23%) reduced bad odours; seven of them (13.7) 

improved bad work-station design; twenty one of them (40%) worked on reducing 

exposure to chemicals.   

 Organisational work environments 

With reference to programs associated with organisational work environments in the 

past year, 18 out of 51 HP-hospitals (35%) undertook adjustment of work procedure; 30 

of them (59%) improved inter-sectoral partnership; thirteen of them (26%) addressed 

relationships among colleagues; twenty four of them (47%) improved worker 

involvement in decision-making; nineteen of them (37%) worked on improvement of 

the merit system.   
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Table 6.3.6 Staff HP issues and strategies taken for lifestyle HP  

 Lifestyle health promotion  

Programs addressing health promotion issues such as staff obesity, 

metabolic syndrome or physical fitness in the past one year 
n % 

No  2 3.8 

Yes - Programs implemented as follows:  50 96.2 

Formulating management measure of staff health promotion 20 40.0 

Particularly establishing sports clubs 32 64.0 

Building sports space within the hospital 32 64.0 

Building supportive sports environment outside the hospital 32 64.0 

Establishing groups of staff health promotion 27 54.0 

Posters or health seminars 36 72.0 

Weight-loss programs 37 74.0 

Others (fitness screening * 3, weight loss campaign ) 4 5.7 

Programs for addressing health management for abnormal cases in the 

past one year 
n % 

Do not know 1 1.9 

No  3 5.8 

Yes : Programs implemented as follows:  48 92.3 

Formulating administrative rules for staff health management / standard 

procedure for health screening follow-up 

38 79.2 

Providing free or preferential health screening 35 72.9 

Adding bonus services or incorporating health screening items by NHI 28 58.3 

Developing information system of staff health management 19 39.6 

Full-time staff members exclusively for that purpose 30 62.5 

Others (no explanation) 1 2.1 

Programs for addressing health management for abnormal cases in the 

past one year 
n % 

Do not know 1 1.9 

No  3 5.8 

Yes : Programs implemented as follows 48 92.3 

Formulating administrative rules for staff health management / standard  
procedure for health screening follow-up 

38 79.2 

Providing free or preferential health screening 35 72.9 

Adding bonus services or incorporating health screening items by NHI 28 58.3 

Developing information system of staff health management 19 39.6 

Full-time staff members exclusively for that purpose 30 62.5 

Others (no explanation) 1 2.1 
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Table 6.3.6 Staff HP issues and strategies taken for lifestyle HP (continued) 

Programs for staff smoking cessation in the past one year n % 

No  4 7.7 

Yes : Programs implemented as follows 48 92.3 

Formulating management measurement of staff health promotion 18 37.5 

Building a smoking-free environment 46 95.8 

Posters or broadcasting 43 89.6 

Offering smoking cessation courses / clinics/ Seminars 35 72.9 

Others: personnel training 2 4.2  

Programs for staff nutrition in the past one year n % 

No  7 13.5 

Yes : Programs implemented as follows  45 86.5 

Formulating a healthy diet policy 25 55.6 

Building a supportive environment for healthy diet  37 82.2 

Staff health nutrition seminars 23 51.1 

Health nutrition posters 29 64.4 

Offering staff consultation of healthy diet 31 68.9 

Others: woman iron research 1 2.2 

Programs for job stress in the past one year n % 

No  4 7.7 

Yes : Programs implemented as follows (N=47, with1 missing )  48 92.3 

Formulating policies for work stress adjustment measure  23 48.9 

Work redesign  6 12.8 

Occupational safety and health committee dealt with staff work stress 9 19.1 

Improving organization management  4 8.5 

Improving physical environment 3 6.4 

Offering staff outing / social events 36 76.6 

Developing skills for conflict and time management 10 21.3 

Offering stress management courses or meditation 31 66.0 

Offering counselling or referral systems 36 76.6 

Others 2 4.3 

Number of issues addressed (N=51)   

0 0 0.0 

1-2 2 3.9 

3-4 10 19.6 

5 39 76.5 
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Table 6.3.6 Staff HP issues and strategies taken for lifestyle HP (continued) 

 Physical work environments 

Programs related to physical working environments in the past one year n % 

Issue addressed (N=52)   

Improving air quality 22 42.3 

Reducing noise 14 26.9 

Reducing odor smell 12 23.1 

Improving bad work-station design 7 13.7 

Reducing chemical exposure 21 40.4 

Others 4 7.7 

No implementation 8 15.4 

Do not know 4 7.7 

Number of issues addressed (N=48)   

0 8 16.7 

1-2 30 62.5 

3-4 7 14.6 

5 1 2.1 

 Organisational work environments   

Programs related to organisational work programs implemented in the 

past one year  
n % 

Issues addressed (N=51)    

Adjusting work procedure 18 35.3 

Improving inter-sectoral partnership  30 58.8 

Improving relationships among colleagues 13 25.5 

Improving worker involvements in decision-making 24 47.1 

Improving merit system 19 37.3 

Others 1 2.0 

No implementation 4 7.8 

Do not know  3 5.9 

Number of issues addressed (N=48)   

0 5 10.4 

1-2 24 50.0 

3-4 16 33.3 

5 3 6.3 
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Lifestyle health issues dominated in healthcare workplace health promotion followed by 

organisational work environment which was followed by physical work environment.  

Figure 6.3.8 below shows that regarding lifestyle health promotion 39 of 51 hospitals 

(77%) made adjustments in all 5 different areas?; 10 of them (20%) implemented 

change in 3 to 4 different issues; 2 of them (4%) implemented 1 to 2 different issues and 

none of them did not implement any program.  In terms of physical work environments, 

1 of 48 HP-hospitals (2%) carried out change in all 5 different issues; 7 of 48 (15%) 

implemented 3 to 4 different issues; 30 of 48 (63%) carried out 1 to 2 different issues, 

and 8 of 48 (17%) of them did not implement any issue.  Concerning organisational 

work environments, 3 of 48 hospitals (6%) addressed 5 issues; 16 of them (33%) 

addressed 3 to 4 issues; 24 of them (50%) of them addressed 1 to 2 issues, and 5 of 

them (10%) did not address any issue.  Chi-square
 
test found thatχ 2 

(6) = 96.68, 

p=0.000<0.05 which indicated that the type of health promotion is significantly related 

to the number of issues addressed  within the same category.   

 

Figure 6.3.8 The comparison among the number of issues addressed in three 

different types of health promotion 

 Satisfaction 

Figure 6.3.9 shows different satisfaction levels of lifestyle health promotion, physical 

working environments and working organisational environments.  In lifestyle health 

promotion, among 51 respondents, 4 (7.8%) felt dissatisfied; 9 (17.6%) of them felt 

neither dissatisfied nor satisfied; and 38 (74.5%) felt satisfied.  In physical working 
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environments, among 50 respondents, 6 (12%) respondents felt dissatisfied; 17 (34%) 

felt neither dissatisfied nor satisfied; and 27 (54%) felt satisfied.  In work 

organisational environments, among 51 respondents, 7 (13.7%) felt dissatisfied; 13 

(25.5%) felt neither dissatisfied nor satisfied; and 31 (60.8%) felt satisfied. Chi-square
 

test found thatχ 2 
(4) = 5.233, p>0.05 which indicated that the type of health promotion is 

not significantly related to the satisfaction levels although the satisfaction level of 

lifestyle is higher than the other two.    

 

Note: no. of response in lifestye is 51; no. of that in physical work environments is 50; no. of that in 

organisational work environments is 51. 

Figure 6.3.9 A comparison among the satisfaction levels in three different types of 

health promotion  

Enablers 

Key enablers of HPH implementation in the Taiwanese context were enumerated. 

Regarding enablers from external environments, the most important enabler is grant 

funds from the government (37/52) followed by the incorporation of HP into hospital 

accreditation (33/52), access to community resources (33/52), and funds from NHI 

quality-based reimbursement (27/52).  With reference to enablers related to leadership, 

mission and strategy and organisation culture, the most significant enabler is the support 

from the superintendent (49/52) followed by support from the unit or department 

directors (38/52), hospital development mission and goals incorporating health 
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promotion (38/52) and holistic care culture or patient-centered culture (35/52).  

Concerning enablers related to system, structure and management practice, the most 

critical enabler is an established health promotion-related committee (35/52), access to 

resources (35/52), formulation of healthy public policies (35/52) followed by good 

inter-sectoral communication (33/52) and implementing health promotion along with 

hospital accreditation (32/52).  Lastly, with regard to enablers related to staff 

participation, the most important enabler is providing staff with opportunities to carry 

out health promotion (37/52) followed by on-the-job training that incorporates health 

promotion (33/52), having staff who are enthusiastic about health promotion (33/52) 

and having a merit system that incorporates health promotion outcome (33/52).  The 

details are illustrated in Table 6.3.7.   

Table 6.3.7 Enablers of the HPH implementation in light with 4 areas  

Item Yes / N (%) 

Enablers from external environments   (N=52) 

Granted funding from the government 37 (71.2) 

The incorporation of HP into hospital accreditation  33 (63.5) 

To access community resources 33 (63.5) 

Funding from NHI quality-based reimbursement 27 (51.9) 

Participating in domestic HPH conferences or workshops 25 (48.1) 

To access external operational support 21 (40.4) 

Awards from HP campaigns 19 (36.5) 

Participating in international HPH conferences or workshops 13 (25.0) 

Others 2 (3.8) 

Enablers from Leadership, Mission and Strategy and Organisation Culture  (N=52) 

The Superintendent support the implementation of HP 49 (94.2) 

Unit / department directors support the implementation of HP 38 (73.1) 

Hospital development mission and goal incorporate HP 38 (73.1) 

Holistic care culture  /  Patient-centered culture 35 (67.3) 

health promotion is integrated into the hospital's overall development 31 (59.6) 

Overall objectives of health promotion are explicit and focused 30 (57.7) 

Team work culture 29 (55.8) 

Others 1 (1.9) 

(Table continued on next page) 
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Table 6.3.7 Enablers of the HPH implementation in light with 4 areas (continued) 

Enablers from System, Structure and Management Practice (N=52) 

To establish health promotion related committee 35 (67.3) 

To access resources 35 (67.3) 

To formulate healthy public policies 35 (67.3) 

Good inter-sectoral communication 33 (63.5) 

Implementing health promotion along with the hospital accreditation 32 (61.5) 

To define explicit objectives of health promotion programs 29 (55.8) 

health promotion services integrated in clinical practice guidelines or pathways 27 (51.9) 

To conduct needs assessments 24 (46.2) 

To establish department of community health / medicine 23 (44.2) 

To implement health promotion in tandem with quality tools 23 (44.2) 

To conduct evaluation of health promotion programs 22 (42.3) 

To prioritise health promotion Issues 21 (40.4) 

To find evidence of health promotion programs 19 (36.5) 

To maximize visibility of health promotion implementation 18 (34.6) 

Enablers from Staff Participation (N=52) 

 Providing staff with opportunities of carrying out health promotion 37 (71.2) 

On-the-job training that incorporates health promotion 33 (63.5) 

Staff who are enthusiastic about health promotion 33 (63.5) 

Merit system that incorporates health promotion outcome 33 (63.5) 

Staff orientation / health promotion actions integrated in job description of 

administrative members 
25 (48.1) 

Staff who are skilled in health promotion implementation 22 (42.3) 

 

Table 6.3.8 shows key enablers of HPH implementation by rank.  Noticeably, support 

from hospital superintendents stands in the first place with 49 (94.2%); respondents’ 

acknowledgement and support from unit / department directors stands in second place 

with 38 (73%) respondents’ acknowledgement.  In addition to these enablers, another 

four enablers also warrant attention: implementing health promotion along with the 

hospital accreditation; health promotion integrated into the hospital's overall 

development; overall objectives of health promotion which are explicit and focused, and 

team work culture.   

To sum up, both transformational and transactional enablers were important to the 

implementation of HPH in Taiwan.  In particular, leadership plays a crucial part.  

External environments pave the way for HPH.  Driven by supportive leadership, 
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pro-HP mission and strategy and pro-HP culture, the implementation of HPH was also 

supported by systems, structure, and management practices and staff participation.   

Relation between organisational capacity for health promotion and perceived 

enablers  

Figure 6.3.10 shows the positive linear correlations between organisational capacity for 

health promotion and the number of enablers, excluding those from the external 

environments.  Pearson correlation is 0.421 (p<0.01) and R square value is 0.177: the 

greater the improvement in health promotion capacity building, the greater the number 

of enablers perceived.   

 

 

Figure 6.3.10 Graph of HP organisational capacity and number of enablers 

perceived 
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Table 6.3.8 Enablers of HPH implementation by order  

Enablers 
N  

(%, N=52) 
Order  

External 
environments 

Leadership, mission 
and strategy and 

organisation culture 

System, 
structure and 
management 

practice 

Staff 
participation 

Superintendent support for the implementation of HP 49 (94.2) 1      

Unit / department directors support for the implementation of HP 38 (73.1) 2     

Hospital development mission and goal incorporate HP 38 (73.1) 2     

Funding from the government 37 (71.2) 3     

Opportunities for staff to carry out HP 37 (71.2) 3     

Establishment of HP related committee 35 (67.3) 4     

Access to resources 35 (67.3) 4     

To formulate healthy policies 35 (67.3) 4     

Holistic care culture  /  Patient-centered culture 35 (67.3) 5     

Hospital accreditation that incorporates HP 33 (63.5) 6     

To access community resources 33 (63.5) 6     

Good inter-sectoral communication 33 (63.5) 6     

On-the-job training that incorporates HP 33 (63.5) 6     

Staff who are enthusiastic about HP 33 (63.5) 6     

Merit System incorporates HP outcome 33 (63.5) 6     

Implementation of HP along with the hospital accreditation 32 (61.5) 7     

HP is integrated into the hospital's overall development 31 (59.6) 8     

Overall objectives of HPH are explicit and focused 30 (57.7) 9     

Team work culture 29 (55.8) 10     

To define explicit objectives of HP programs 29 (55.8) 10     
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Barriers  

With reference to barriers from external environments, the first critical barrier was 

insufficient input of health promotion in national health insurance reimbursement 

system (36/52), followed by lack of continuity of health promotion granted budgets 

from the government or uncertainty of government policies (29/52), and lack of local 

community resources (21/52).  Concerning barriers from leadership, mission and 

strategy and organisation culture, the first important barrier is that most staff members 

disliked change (25/52), followed by lack of overall strategies for developing health 

promotion, developmental objectives of health promotion in hospitals which are not 

explicit or not focused (19/52), and lack of team cooperation culture (19/52).  With 

regard to barriers from system, structure and management practice, the first barrier was 

poor inter-sectoral links (26/52) followed by lack of integration (23/52) and lack of 

evidence of the success of HP programs (22/52).  Regarding barriers from staff 

participation, the first important barrier is most staff members do not regard health 

promotion as a part of their job (31/52) followed by medical staff members who are not 

interested in health promotion (24/52), lack of incentives for staff to participate in 

implementing health promotion (24/52) and outcome of health promotion which is not 

amicable to be integrated into hospital's overall performance (23/52).  The details are 

enumerated in Table 6.7.9. 

Table 6.7.9 Barriers to the implementation of HPH in light with 4 areas 

Item N (%) 

Barriers from external environments   (N=52) 

Insufficient input of HP in NHI reimbursement system 36 (69.2) 

Lack of continuity of HP granted budgets from the government / 

Uncertainty of government policies 
29 (55.8) 

Lack of local community resource 21 (40.4) 

Government tended to implement activities oriented HP rather than 

outcome oriented HP 
18 (34.6) 

Lack of external operational support 18 (34.6) 

Lack of practical examples for references 16 (30.8) 

National health priorities cannot match local needs 10 (19.2) 

Others 1 (1.9) 
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Table 6.7.9 Barriers to the implementation of HPH in light with 4 areas (continued) 

Barriers from Leadership, Mission and Strategy and Organisation Culture  (N=52) 

Most staff resist change  25 (48.1) 

Lack of overall strategies for developing health promotion 19 (36.5) 

Lack of team cooperation culture 15 (28.8) 

Lack of links between HP and hospitals’ overall development 12 (23.1) 

Working hard but without thinking how to improve project efficiency 
and outcome 

12 (23.1) 

Lack of support from Directors of departments / units 8 (15.4) 

Hospital managers are suspicious of HP outcome 6 (11.5) 

Lack of the superintendent’s  support 3 (5.8) 

Others 1 (1.9) 

Barriers from System, Structure and Management Practice (N=52) 

Poor inter-sectoral link 26 (50.0) 

Lack of integration 23 (44.2) 

Lack of evidence of HP program effectiveness 22 (42.3) 

Lack of resources 19 (36.5) 

Implicit prioritisation  19 (36.5) 

Do not know how to measure outcome of HP programs 15 (28.8) 

Do not know how to conduct needs assessment 11 (21.2) 

Lack of departments to carry on the implementation 13 (25.0) 

Do not know how to develop effective strategies 13 (25.0) 

Hard to explain the concept of HP 10 (19.2) 

Do not know how to integrate HP into routine daily work 9 (17.3) 

Responsible staff members were not granted power so as hard to 

effectively coordinate HP among different units 
9 (17.3) 

Lack of hospital policy support  8 (15.4) 

Insufficient representatives of HP steering committee 6 (11.5) 

Barriers from Inadequate Staff Participation  (N=52) 

Most of Staff members do not think that HP is part of their job 31 (59.6) 

Medical staff members are not interested in HP 24 (46.2) 

Lack of incentive for staff to participate in HP 24 (46.2) 

Outcome of HP is not amicable to be integrated into hospital's overall 
performance without enough HP outcome  

23 (44.2) 

Most of staff members do not know the progress implementation of HPH 18 (34.6) 

Directors do not think that HP can help improve routine job / business 
performance 

17 (32.7) 

Staff members lack HP knowledge and skills 13 (25.0) 

A conflict between existing duties and HP 12 (23.1) 
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Table 6.3.10 shows the key barriers to HPH implementation by rank.  In addition to 

the barriers indicated above, lack of evidence of effectiveness in health promotion 

programs was also one of the important barriers, which stood in tenth place.  It is clear 

that external environments play a critical role in the implementation of HPH in Taiwan.  

Insufficient resources employed in health promotion in NHI reimbursement system 

occupied first place with 69.2 % of respondents being concerned about this; that most of 

staff members do not think that HP is part of their job took the second place, and lack of 

continuity of health promotion funding from the government or uncertainty about 

government policies stood in the third place with 55.8% of respondents being concerned 

about this lack of local community resources was in eighth place with 40.4 % of of 

respondents being concerned about this. Another concern was that systems were not 

supportive enough.  This was demonstrated in the lack of mechanisms for staff to 

participate in implementing health promotion and lack of evidence that health 

promotion programs were successful. The consensus was that there was room for 

improvement in management practice in inter-sectoral linkage and integration.  

Moreover, a few key barriers related to staff participation were perceived:  most staff 

members did not regard health promotion as a part of their job; medical staff members 

were not interested in health promotion; the outcome of health promotion which is not 

amenable to be integrated into hospital's overall performance.  Culture issues were one 

of the key barriers, particularly when most staff members resist change.  In contrast, 

leadership, and mission and strategy were not thought of as key barriers.   

To sum up, transactional barriers are the key obstacles to the implementation of HPH in 

Taiwan, particularly system, management practice and staff participation.  In terms of 

transformational barriers, the implementation of HPH was also hindered by insufficient 

support from external environments and resistance to change rather than by leadership 

and mission and strategy.   

Relation between organisational capacity for health promotion and barriers 

encountered  

Figure 6.3.11 shows the negative linear correlations between health promotion 

organisational capacity and the number of barriers, excluding those from external 

environments.  Pearson correlation is -0.29 (p<0.05) and R square value is 0.082.  

The more improvement in health promotion capacity building, the fewer number of 

barriers encountered.   
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Figure 6.3.11 Graph of HP organisational capacity and number of barriers 

encountered  
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Table 6.3.10 Barriers to the implementation of HPH by order  

Barriers 
N (%)  

N=52 
Order  

External 
environments 

Leadership, 
mission and 
strategy and 
organisation 

culture 

System, 
structure and 
management 

practice 

Staff 
participation 

Insufficient input of HP in NHI reimbursement system 36 (69.2) 1     

Most of staff members do not think that HP is part of their job 31 (59.6) 2     

Lack of continuity of HP granted budgets from the government / 
Uncertainty of government policies 

29 (55.8) 3     

Poor inter-sectoral link 26 (50.0) 4     

Most of staff members resist change 25 (48.1) 5      

Medical staff members are not interested in HP 24 (46.2) 6     

Lack of incentives for staff to participate in HP 24 (46.2) 6     

Outcome of HP is not amicable to be integrated into hospital's 
overall performance 

23 (44.2) 7    
 

Lack of local community resource 21 (40.4) 8     

Lack of integration 23 (44.2) 9     

Lack of evidence of HP program effectiveness  22 (42.3) 10     
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6.4 Conclusion 

This chapter has examined achievements, enablers and barriers to the macro 

development of health promoting hospitals in Taiwan from the viewpoints of experts 

and hospital administrators.  In terms of achievements in organisational capacity, the 

WHO HPH initiative has made a positive impact on hospital management in health 

promotion.  From the viewpoint of experts, these HP-hopitals made transformational 

achievements of health promotion oriented mission and strategies, supportearned from 

hospital superintendents, subtle change in culture, established communication 

structures, extended scope of health promotion targets, reflection and creation, sound 

notion of needs assessment, procedures integrated with health promotion, established 

physical activity spaces, sound notion of health particularly toward staff and 

performance system integrated with health promotion.   Furthermore, from the 

perspective of hospital administrators, the levels and aspects of organizational capacity 

change varied.  The common key achievements included more support from the 

superintendents, maximising health promotion visibility, formulating healthy policies, 

building overall supportive organizational culture, and taking multiple strategies.  In 

addition, a high percentage of hospital administrators perceived change in 

implementation models of staff, patient, community, environment health promotion 

and healthy organisation, particularly represented in re-aligning strategies and more 

resource input.  In terms of staff health, positive impacts were found in programs 

related to staff’s lifestyles issues, physical and organisational environments, with 

programs addressing lifestyle issues outnumbering that of others.  Social, 

environmental and cultural dimensions were considered while work stress largely went 

unnoticed.     

The enablers identified by experts included supportive extramural contexts, conducive 

missions, supportive leadership, cultural embeddedness, supportive intramural 

structures, effective project management, systemness with resources available and 

integration, and staff and organisation affinity through swift subscription to the notion 

of HPH and recognised efforts of staff members on health promotion.  On the other 

hand, from the perspective of hospital managers, key enablers included leadership 

support, health promotion integrated with hospital development mission and goals, 

funding from the government, opportunities provided for staff to carry out health 

promotion, established health promotion committee, accessible resources, clearly 
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defined healthy public policies, existing holistic care culture or patient-centered 

culture and health promotion incorporated into the Hospital Accreditation.   

In contrast, the barriers identified by experts included insufficient support from 

external environments, insufficient focus on reorienting existing patient services 

toward health promotion, failure of  leadership to give priority to health promotion 

and an attitude preferring quantity to quality, ineffective structures, ineffective 

management practices, inadequate systemic support in terms of lack of resources 

especially continuous supportive personnel, a  performance system which values 

quantity over quality, ill matches between job and person and lack of motivation for 

health promotion.  On the other hand, barriers perceived by hospital managers 

include insufficient input of health promotion in NHI reimbursement system, staff 

detachment from health promotion, lack of continuity in health promotion budgets 

from the government or uncertainty of government policies, poor inter-sectoral link, 

resistance to change by most of the staff, medical staff members who are not interested 

in health promotion, lack of incentive for staff to participate in implementing health 

promotion, outcome of health promotion being not amenable to be integrated into 

hospital's overall performance, lack of local community resources, lack of integration 

and lack of evidence of health promotion program effectiveness.  
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Chapter Seven 

Three Case Studies of Health Promoting Hospitals in Taiwan 

7.1 Introduction   

The previous chapter presented a micro picture and examined overall progress in the 

development of HPH in Taiwan.  At the outset, the previous chapter drew on the 

perspective of experts to review the development of HPH and then referred to the 

perspective of hospital managers and delineated the background, motivation, 

achievements, enablers and barriers to the implementation of HPH.   

This chapter will examine in depth the development of HPH through three case studies 

to comprehend the implementation process, extract the achievements, enablers and 

barriers to this development and the underlying forces. Accordingly, this chapter will 

draw on the viewpoints of stakeholders who were involved in the implementation of 

HPH within three settings: a religious hospital, a private hospital and a public hospital 

respectively.  This chapter will then compare findings of these three case studies and 

summarise their similarities and differences.  

By the end of 2009, among 55 HP-hospitals, 28 were public hospitals, 27 were 

non-public hospitals.  Of the 27 non-public hospitals, 10 were operated by religious 

groups.  This study selected 3 case hospitals from the public hospitals, non-public 

hospitals operated by religious hospitals and other non-public hospitals.   

7.2 Findings: Case I 

Case hospital I is a hospital operated by a religious group; it was established in 2000 in 

a rural area.  It is a moderately large hospital, equipped with approximately 900 beds 

and staffed by 1200 medical professionals and 500 non-medical professionals such as 

social workers and administrators.  In terms of medical services in 2009, it had 

approximately 42,800 emergency visits, 829,000 outpatient visits, and 26,300 inpatient 

visits with 206,000 days of hospitalisation.   

The hospital has been accredited as a member of the World Health Organisation 

Health Promoting Hospital (WHO HPH) network since 2007.  The hospital 

committed to WHO HPH initiative at the end of 2005 although it failed to secure 

government project funding for HPH.  A hospital official claimed that it was born to 

be an HPH because the case hospital has been devoted to health promotion activities 

under the mission in pursuit of life-respecting and humanity-oriented medical services. 

For example, since 1999, it has been devoted to community health promotion through 

participation in the community health building initiative (BHP, 2010c).  Since 2004, 

it has also been implementing the mother-and-baby-friendly initiative (BHP, 2010e).  

In addition, the case hospital is well-known for its enthusiastic volunteer service and 

extensive efforts in environmental protection. 
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Summary of the implementation of HPH in Case Hospital I  

The implementation of the Health Promoting Hospital (HPH) initiative in case hospital 

I was initially driven and supported by its high-ranking leadership and by subsequent 

organisational input.  In 2006, the case hospital adopted the Addition Model to 

establish an HPH subsystem such as the HPH Committee.  Later in 2008, it used the 

Integration Model to a small degree to integrate health promotion into its quality 

management system.  An example of this endeavour is the balanced scorecard (BSC).  

The Addition Model coordinated by the Department of Community Medicine; the 

Integration Model by the Department of Strategic Planning.  In this process, the 

hospital tried to integrate HPH into BSC and implemented annual action plans through 

individual departments.  Nevertheless, the idea of HPH was mainly carried out 

through a subsystem, namely the HPH Committee with five health promotion task 

groups focusing on leadership, staff, patients, community and environment.  The 

committee meeting was integrated with the existing meeting of the Department of 

Community Medicine
20

 and convened once per month.  Its superintendent chaired 

the meeting, and other high-ranking leaders, all directors of administrative 

departments and a small number of directors of medical departments, participated in it.  

Generally speaking, the administrative departments assumed the major roles in this 

implementation.  The HPH Committee integrated items stipulated in the WHO HPH 

self-assessment tool
21

 with those in the Hospital Accreditation to justify the necessity 

of implementing HPH and reduce resistance to the HPH proposal.  In the HPH 

Committee, the task leadership group was led by its superintendent and facilitated by 

the Department of Community Medicine.  It aimed to support the other four task 

groups.  Concrete supportive practices will be elaborated at length in the subsequent 

section on achievements.   

Motivation  

This study identified the two main reasons for Case Hospital I to implement the HPH 

initiative: it was in line with the hospital's goal of holistic care and it improved the 

hospital’s image.  Furthermore, this study identified the three main reasons for the 

hospital to join the International HPH Network.  It decided to join the International 

                                                        
20 The personnel within the Department of Community Medicine are people who have a background of 

non-medical professionals such as social worker and public health.   
21 It was the pilot version.   
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HPH Network for the above two reasons as well as to gain public recognition of the 

hospital's role as an activist of HP. 

Concepts  

The conception of HPH was quite uneven among the staff; some of them had an 

in-depth understanding but some of them barely had a sketchy conception of it.  Most 

of the key players in Case Hospital I were aware of the extension of health promotion 

target groups, particularly extending from patients, communities and environments to 

hospital staff.  Some key players took the concept as identical to prevention of 

diseases.  Some of them narrowed the concept down to the prevention of disease 

occurrence and this concept led the key players to believe that HPH had little to do 

with disease treatment.  Some key players felt that HPH had something to do with 

reduction of risk factors beyond occupational risks.  A small number of them 

considered that health promotion is required at the primary, secondary and tertiary care 

level.  Furthermore, some of them understood health orientation as going beyond 

preventive medicine to holistic care, empowerment, and healthy environments.  

Moreover, some of the key players have even been aware that organizational capacity 

was an important part for health promotion.  

Achievements 

Achievements explored in this study refer to actions made attributable to the adoption 

of the WHO HPH initiative rather than the actual implementation.  They consist of 

changes in organisational capacity for health promotion, health promotion issues 

addressed and strategies adopted for staff lifestyle health promotion.  This section 

begins with a description of organisational capacity building for health promotion in 

the case hospitals.  It then presents the impact of the HPH initiative on the 

implementation of health promotion with respect to staff, patients, community and 

environments, including those programs that were already underway when the WHO 

initiative was adopted.   

 Improved organizational capacity for health promotion 

The implementation of HPH in Case Hospital I was supported by a committed 

leadership and corresponding organisational support.  In line with the Burke-Litwin 

model, achievements are categorised as transformational and transactional.  The 
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former refers to foundational changes in organisation, represented in support of the 

leadership, fine-tuned HP mission and strategies, and cultivated pro-HP habits of 

physical activities.  The latter signifies the accomplishment of day-to-day operations 

conducive to the implementation of health promotion and refers to supportive 

intramural structures, supportive systems, improved management practices and 

enhanced staff participation.   

In terms of transformational achievements, Case Hospital I earned strong support from 

high-ranking leadership, particularly its superintendent, and further drew the attention 

of middle level managers of administrative departments.  A middle-level manager 

who works in public relations said of the leadership ‘the superintendent is very 

supportive of (HPH) and accordingly mobilised administrative departments and 

offered corresponding funding and resources…The best advantage for us is to have an 

administrative hospital officer who is very supportive’.  Inspired by the WHO HPH 

initiative, the hospital officially highlighted its systematic implementation which 

promoted the health of hospital staff, patients, communities and environments at the 

same time through the support of the leadership.  Accordingly, the case hospital 

developed a HP-embraced mission and strategies through revising its mission 

statement to incorporate health promotion, incorporating health promotion into its 

overall development plan and annual action plan and extending HP target groups to 

include hospital staff.  A key coordinator described how the fine-tuned HP mission 

and strategies were developed as follows:  

Since we implemented health promotion two years ago , it (HPH) has become our 
hospital’s objective.  (Our objectives) are to develop patient-centred geriatric medicine, 

to develop an integrated medical centre and to put health prevention and protection into 
practice and become an HPH.  So, we have put HPH into our objective which everyone 

must take as his goal to achieve. Also, we have an action plan and everyone needs to 

think how to achieve these three objectives in their work plan.   

In addition, the habit of being physically active was gradually cultivated due to the 

promotion of a series of physical activities. The hospital also made space available for 

staff.   The attitude that physical activity is important is evidenced in more physical 

activity space, unit-based health promotion programs and large scale physical 

activities.   

With regard to transactional achievements, Case Hospital I established supportive 

intramural structures in the form of established communication structures such as the 
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HPH Committee.  The committee further was grouped into task forces of leadership, 

staff, patients, communities and environments.  Through this platform, different 

departments worked together to achieve common objectives.   

A middle-level manager described the multisectoral work model as follows:  

Before (HPH), efforts in environmental protection were more individually oriented.  
HPH focuses on collective efforts through organization.  All reached a consensus and 

worked together to achieve the common objective.  We did not feel that we were the 
only unit which was working on it, which enhanced collective effectiveness.   

Supportive systems facilitating the implementation of HPH were identified in the case 

hospital.  First, the hospital invested extra resources including funding, information 

systems, physical activity space for staff, manpower, and health promotion-related 

education and training.  A key coordinator described how many extra resources they 

invested in HPH as follows: 

(Rewards) within staff health promotion measures are extra ones.  Like this time, the 
funding for our colleagues going out (to participate in the HP-related conferences) to 

present our work was extra too.  Also, some rewards or participation in the 

communication…actually, time, manpower, and resources we give are increasing.   

Second, the hospital formulated additional health policies such as staff health 

promotion measures.  Third, the hospital incorporated health promotion into its 

operational procedures such as patient needs assessment and patient information and 

intervention.  More examples will be illustrated in the following section.  Fourth, 

the hospital incorporated health promotion into its subsystems including the employee 

benefit program, the merit program, the education and training program for new 

employees, the case management program and the hospital canteen.  Last, integration 

into or of subsystems was represented as a key achievement.  The case hospital 

integrated HPH into the preparation of the hospital accreditation and into its strategic 

planning system, namely the balanced scorecard.  Moreover, the case hospital 

integrated patient needs information -which used to be stored in a different, 

independent information system.   

Improved management practices were evident in the implementation of HPH in Case 

Hospital I.  The hospital raised the visibility of health promotion in the hospital 

through the HP-embraced mission statement, the HPH committee and task groups, 

staff health promotion programs, and a regular series of announcements.  

Furthermore, the hospital improved project management with regard to needs 
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assessment, addressing organizational determinants, evaluation and reflection.  

Influenced by HPH, the case hospital conducted needs assessment for further staff 

health promotion programs.  From the result of staff needs assessment, the case 

hospital found the problem of long deferred off-days, that is, staff were not taking their 

days off when the leave was due, and then formulated polices and adjusted operational 

procedures to address these problems.  The case hospital used to value action rather 

than reflection and evaluation.  Since the hospital committed to HPH, it has paid 

more attention to evaluation because, to a greater extent, the hospital became keen to 

participate in HP-related conferences and present their work.  As indicated in the 

minutes of the HPH meeting, a hospital officer indicated that ‘in order to persuade 

people, we need objective data for staff health promotion program to present in 

Geneva next year’.  This was a starting point for hospital managers to emphasise 

evaluation although only a small number of programs have been evaluated.  In 

addition to providing incentives to make presentations at conferences, HPH required 

hospital managers re-evaluate the efficiency and effectiveness of their work.  A key 

coordinator of HPH in the hospital described the process of reflection as follows:  

Before, (we) just worked hard without thinking.  You just do it!  In fact, we did not 
have a protocol for the process of thinking and rethinking.  Whatever the hospital 

officer said, we just did it.  But, now, at least, the advantage for us is, we do not stop 

and do nothing; instead, we will think how we can do a task better and more efficiently.  
With limited resources, we should focus on which task we think about.   

This study has identified enhanced staff participation as a result of the implementation 

of HPH in Case Hospital I.  First, the hospital established an interactive work unit 

climate through increased social interaction among staff and the loyalty increased staff 

retention.  Second, given the fact that every staff member in the hospital is aware of 

the need to pass hospital accreditation, the hospital linked HPH to hospital 

accreditation to reduce resistance and also provided rewards for additional efforts to 

meet the needs and values of staff.  Third, the hospital fine-tuned the job-person 

match by improving staff awareness, and the skills and ability required for HPH 

through HP related education and training and on-the-job training schemes.  Fourth, 

the implementation of HPH increased interaction between units through the 

cross-sector communication structures and fostered stronger links between domestic 

and international bodies.  A hospital official described the influence of the 

international connection on staff participation as follows:  
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It is very important for us to develop international links.  After we presented at 
international conferences, we not only earned recognition from others but improved 

our hospital’s moral.  Everyone learned a lot every time he or she took part in 
Taiwan Society of Health Promoting Hospitals.  Probably we are the hospital which 

has the most staff participating in the conferences.  Why?  That was because 

everyone participated so keenly. 

Thanks to the support of leadership and organisational inputs, staff, patients, and 

community and environmental health were promoted.  Table 7.2.1 gives a matrix of 

health promotion issues implemented in Case Hospital I and the influential contexts.  

These influential contexts include the WHO HPH initiative, the original hospital 

context and the religious context. 

Staff health was promoted by the staff task group as well as by the environmental task 

group.  The case hospital began with needs assessments which were based on the 

results of an annual health and physical fitness screening and questionnaire surveys 

regarding staff health promotion programs and job stress.  As illustrated in Table 

7.2.1, the WHO HPH initiative drew the case hospital’s attention to lifestyle issues 

which went beyond occupational risks.  In addition, the case hospital focused on both 

physical health and spiritual health in the work environment In terms of strategies used, 

the case hospital basically took multiple strategies which went beyond personal skills
22

 

and which addressed the context in which the problems occurred. 

Patient health was promoted by the patient task group which was coordinated by the 

Director of Department of Nursing.  The Director linked items required in the WHO 

HPH self-assessment form to those in the Hospital Accreditation.  Accordingly, the 

hospital made additional efforts to improve systems for patient health promotion needs 

assessment and to improve systems for patient information and intervention.  These 

efforts were demonstrated in the following:  

 Collecting information on factors related to in outpatient clinics; 

 Formulating needs guidelines for patients with asthma, chronic obstructive 

pulmonary disease, rehabilitation needs; 

 Formulating a clinical path for patients with diabetes, cardiovascular disease, 

tuberculosis, allergy, immunology and rheumatology, and chronic kidney diseases; 

 Recording rehabilitation and social work intervention undertaken in the patient’s 

file; 

                                                        
22 The example is illustrated in Appendix 7.2.   
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 Implementing a Problem Oriented Medical Record (POMR), ensuring it included 

health promotion factors in the diagnosis of the problem. 

The improved systems for patient information and intervention included the following.   

 a specialist inpatient treatment plan was required  

 a series of video about high-risk were produced  

 information about health promotion intervention was made available in the 

patient’s record  

 HP was included as part of an intervention of POMR 

In addition, the case hospital followed maintained its original services and continued a 

wide range of health promotion activities such as patient safety, multimedia health 

education, informed consent multimedia and chronic case management, and so forth.  

Furthermore, the case hospital also cooperated with government policy and developed 

health promoting institutes for diabetes and chronic kidney disease.   

Community health was first promoted through the Community Task Group 

coordinated by Department of Community Medicine which is an independent 

department and parallel to other departments such as the Department of Nursing.  

Basically, the case hospital continued undertaking community health promotion as it 

had always done but nevertheless the WHO HPH initiative had some impacts on 

organisational capacity for health promotion.  The WHO HPH initiative introduced 

the concept of health promotion although the Department of Community Medicine did 

so earlier, mostly in order to secure government funded projects to demonstrate 

capacity of the department.  The WHO HPH initiative imparted confidence in health 

promotion to non-medical professionals in the hospitals   Furthermore, the WHO 

HPH initiative facilitated latent learning in project management such as community 

diagnosis, program planning and evaluation although they could not fully put these 

into practice immediately due to limited manpower and professional personnel.  The 

existing programs in place included continuous community care post discharge, 

community health building, community-based multiple screening, services for children 

in disadvantaged families and community health seminars. 
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Table 7.2.1 A summary of health promotion issues addressed and their influences in case hospital I during 2006 to 2008  

Target group Issue 
Influenced by 

HPH 

Continue in the 

original context 

Influenced by 

religion 

Staff 

Lifestyle     

Increase the rate of preventive services and health management    
Reduce the smoking rate    
Healthy diet    

Improve physical fitness    

Reduce job stress    

Physical work environment    
Reducing noise surrounding an information counter    
Reducing soot in the kitchen     
Reducing peculiar smell in the department of medical records    
Needle sticks    
Provide a green, comfortable and safe environment    
Ensure safety of energy utilisation and fire control*    
Provide convenient living environments*     
Create an accessible and safe traffic environment *    
Strengthen safety measure*     

Other    
Spiritual health     

 

 

                                                        
 These also hold true for patients.   
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Table 7.2.1 A summary of health promotion issues addressed and their influences in case hospital I during 2006 to 2008  

Target group Issue 
Influenced by 

HPH 

Continue in the 

original context 

Influenced by 

religion 

Patient 

Improve systems for patient health promotion needs assessment    

Improve systems for patient information and intervention    

Patient safety     

Multimedia health education    

Informed consent multimedia    

Chronic case management …etc.     

Community 

Community continuous care after post-discharge    

Community health building    

Community–based multiple screening    

Community health seminars    

Community rehabilitation program…etc.    

Environment 

Build a smoking free environment     

Build physical activity space     

Environmental protection    

Energy saving and carbon reduction    

 



198 
 

The Environment Task Group coordinated by the Department of General Affairs not 

only made efforts in environmental protection but also in healthy environments for 

staff and patients.  After the introduction of the WHO HPH initiative, efforts in 

environmental protection and healthy environments moved from individual 

centeredness to collective centeredness, and went beyond the business of the single 

department.  Their concerns extended from environmental protection and 

occupational risk free environments to healthy environments such as smoke free 

environments and physical activity space.   

Enablers 

Facilitating factors in the implementation of HPH in Case Hospital I are categorized 

into transformational and transactional enablers.  The former is represented through 

the supportive extramural context for health promotion, supportive leadership with an 

emphasis on the systematic implementation of HPH and an interest in international 

links, the pro-HP mission and strategy, and religious ideals.  Transactional enablers 

include six main factors: supportive intramural structures, pro-HP systems, effective 

management practices and the aspirations of the staff.  More comprehensive Chinese 

quotes
23

 from theses and categories explored in the study are enumerated in 

Appendix 7.1.   

With regard to transformational enablers, firstly, supportive external contexts for HPH, 

particularly, supportive extramural policies/regulations, have paved the way for the 

implementation of HPH in the case hospital.  The government finances project 

funding for health promotion and the national health insurance covers cost for case 

management and health education for patients with certain diseases.  Health 

promotion was already part of the existing hospital accreditation scheme which 

provided strong incentives for the case hospital to adopt HPH. The bandwagon effect 

to some extent also helped the case hospital to adopt HPH which was regarded as an 

international trend.  Furthermore, external HP-related participation platforms 

available encouraged the participation of health promotion in the hospital.  

HPH-related conferences provided platforms for the hospital to present itself and also 

to get inspiration from experts and other health institutes.  Taiwan Society of HPH 

                                                        
23

 Case study II will provide both English and Chinese quotes as indicated in Appendix 8.1 whereas 

Case Study I and III will only provide the Chinese quotes in Appendix 7.1 and 9.1, respectively.     
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(TSHPH) provided the case hospital with opportunities to take part in the Society’s 

operation and to acquire information.  A key coordinator described why he was 

enthusiastic about participation in the TSHPH: 

I am an education committee member (of TSHPH).  I attended (the meeting) whenever 
I was available.  I took part in the committee as much as I could in order to push our 

hospital to continue (implementing HPH), acquire external information and interact with 
the Society and other hospitals.  

Secondly, the implementation of HP in the case hospital was supported by its 

leadership with an emphasis on a systemic implementation as well as an interest in 

international networking.  The hospital official exercised his leadership to extend 

health promotion for patients, communities and environments as well as to pay 

additional attention to staff health in a systemic way with organisational support.  

He also mobilised hospital staff to take part in HPH-related international 

conferences to encourage their participation.   

Thirdly, pro-HP mission and strategy were identified as important factors in the 

adoption of HPH by the case hospital.  Its existing missions such as community 

orientation and its original mandates which favoured health promotion paved the 

way for the adoption and implementation of HPH.  Its written mission statement 

and hospital development policies manifested its determination to become a 

HP-hospitals.  Fourthly, religious ideals such as holistic care, concern for 

humanity and environment protection were compatible with the goals of HPH.  

This allowed the case hospital to adopt the concept of HPH very easily. 

In addition, Case hospital I was also facilitated by several transactional enablers.  

At first, the implementation of HPH in the hospital was assisted with supportive 

intramural structures, evident in the inter-professional HPH committee and existing 

supportive structures.  Case hospital I was assisted by the existing internal 

structure of the hospital: there were multidisciplinary project groups, staff who had 

been identified as coordinators and leaders and an active and supportive secretariat.  

Coordination by high-ranking leaders was conducive to conflict solution and 

smoother implementation.  The implementation of HPH was also facilitated by 

existing structures
24

 such as Department of Community Medicine for community 

                                                        
24

 Existing conducive structures only present departments which are special and not common to all 

hospitals.   
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health promotion and Department of TV Station for multimedia health education 

and promotion.  

Secondly, pro-HP systems are identified as the critical facilitating factor. The 

subsystems, implementing HP policies, were already integrated within the overall 

hospital system.  Health-promotion policies were exemplified in staff health 

promotion measures, the policy prohibiting the use of Trans-fats within the hospital 

and patient needs guidelines.  Available resources included funding, the existing 

information system, manpower, committed staff , education and training, time 

allocated to HP, skill support, and volunteers.  A middle-level senior administrator 

described how much he appreciated his colleagues who were interested in health 

promotion and were willing to help with the project: 

I really appreciated Michael.  Earlier he said that the team must count him in if there 
was something he could do to help.  I cannot image that someone would offer such a 

big hand if I were in another institute.  He made me feel that this institute has many 

talents.  So does Dr. Powell. They have paid a great deal of attention to some tasks 
which were not their duties.  What a surprising phenomenon it is. 

Support for HP was demonstrated in the hospital’s subsystems in many ways: the 

reward system, the on-the-job-training scheme, the information systems, employee 

benefits, the case management system which the staff supported strongly, and the 

hospital canteen which provided healthy food.  The hospital paid cash reward to 

the hospital staff who had earned awards related to health promotion.  In addition, 

the introduction of HPH was incorporated into new staff orientation, and health 

promotion credits which were categorised into practice and lecture, were created 

and incorporated into its on-the-job training scheme.  As elaborated earlier, 

operational procedures supporting HP were established in the systems related to 

patient needs assessment and patient information and intervention. The integration 

of the HPH into the existing hospital system was demonstrated in the hospital 

accreditation procedure and the quality management system such as quality control 

circles and PDCA cycles.   

Thirdly, as one of the key enablers, effective management practices encompass 

improved project management, increased visibility of health promotion, and use of 

quality management tools and local resources.  Effective project management was 

manifested in needs assessment and evidence-based strategies. The increased 
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visibility of HP made the hospital staff aware of the policy of HPH and then they 

were prompted to participate in it.  Furthermore, projects were well managed 

through the use of quality management tools such as benchmarking, quality control 

circles and PDCA cycles.  Projects were also well managed through the use of 

local resources such as local health authorities.   

Last but not least, the implementation of HPH in this case hospital was facilitated by 

the aspirations of the staff through their professional development, their commitment 

to the notion of HPH and increased staff motivation.  This case study found that the 

implementation of HPH is most effective when it is linked to professionals who have 

a background of family medicine, dietetics, physical rehabilitation and motivated to 

maximise their potential.  The participation of staff in health promotion was also 

supported by staff strongly subscribed to the notion of health promotion.  Moreover, 

the case hospital staff was motivated by recognition of their efforts and participation 

in health promotion, by earning extramural recognition, by the linkage between 

hospital accreditation and HPH, and by the requirement of the on-the-job education 

scheme.  One of the most critical strategies to raise staff motivation was to link HPH 

with hospital accreditation.  The hospital official described this mechanism as 

follows:  

I combined HPH with the hospital accreditation, which reduced much resistance.  

Everyone’s objective is to pass the accreditation.  Actually, the standards of HPH are 

also required by the accreditation and are even more demanding to what is required in 
the accreditation.  Such integration cut down a lot of resistance.   

Barriers 

On the other hand, Case Hospital I encountered some obstacles which can be 

categorised into transformational and transactional barriers.  The transformational 

barriers encountered in the case hospital are: insufficient support from external 

environments, limited autonomy of the hospital leadership resulting from their 

authority deriving from the management board and an anti-HP culture.  

Transactional barriers were also encountered. They involved ineffective structures, 

insufficient systemic support, ineffective project management, lack of integration, and 

inadequate staff participation.  More comprehensive Chinese quotes from theses and 

categories explored here are enumerated in Appendix 7.1. 
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With regard to transformational barriers, external environments constantly prevented 

the case hospital from carrying out health promotion because of insufficient resource 

inputs from external environments and an inaccurate public understanding of HPH, 

lack of referential models of effective HPH implementation, and unsustainability in 

funding projects.  Insufficient resource input from external environments was 

perceived as one of the important barriers to carrying out health promotion.  The 

case hospital was particularly concerned about the inadequate NHI coverage, the lack 

of local resources and low access to professional personnel because of its rural 

location.  The community had only a vague notion of HPH so the certificate of WHO 

HPH had limited impact in the community.  A lack of practical examples of 

successful implementation of HPH was regarded as one of the barriers to 

implementing HPH.  Furthermore, many health promotion-related programs in 

Taiwan came from government project funding which normally offered only 

short-term finance and underestimated labour cost.  Long-term planning for health 

promotion was challenging.  A middle-level medical director described the 

limitation of project funding as follows: 

Projects have a pre-determined time frame for implementation.  It is hard to do 

long-term planning.  You might only have half a year for implementation after 

organizing, reporting and claiming funding even though it claims to be a one-year 
project.  After spending the funding, maybe funding is available next year; maybe it is 

not available anymore.  Maybe you do not want to do it anymore so the project stops.  

It becomes short-lived.  You are not able to do long-term development.   

Another external barrier is that hospital leadership has only limited autonomy and 

authority, although hospital officials fully support the implementation of HPH in the 

case hospital.  Leadership is a key element in the implementation of HPH in the case 

hospital but is hindered by the leaders’ limited authority in employing more resource 

inputs such as hiring another person to promote the employee’s welfare would reduce 

the stress experienced by other workers.  A middle administrative manager described 

this kind of limitation: ‘The maximum authority for the superintendent is only 100 

thousand Taiwanese dollars.  In fact, we could have done it better.  It was very 

difficult.  We cannot make it without the support of the system.  It was really 

difficult.’ 

In terms of transformational barriers, this study identified an anti-HP culture which 

represented a culture of inertia, an attitude which preferred quantity to quality, which 
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is the old way of doing things.  It is normal that people do not like to change.  

People who choose to stay in the rural area where the case hospital is located are even 

less likely to undertake challenging changes.  Health promotion places a strong 

emphasis on quality but the hospital to some extent prefers quantity to quality, partly 

due to limited time but also due to high levels of demand for medical services.  A 

high-ranking nursing director explained why she focused on quantity much more than 

quality: 

It had nothing to do with me once I completed filming of multimedia informant consent.  

No one will investigate the impact on patients.  Well…we are willing to do it but we 

really do not have enough time.  Everyone is busy with filming and producing products.  
However, we do not have time to evaluate it because next program is ready and waiting 

for us to produce more.  And then we start again immediately.   

This attitude is not part of a giving culture
25

.  Influenced by religious ideals, giving 

is encouraged in this hospital and regarded as spiritual health to some degree.  

Perhaps it is true that some people remain generous.  But, it does not hold true for 

everyone, particularly those who are young people and who are just starting a new 

family life.  A middle-level administrative manager raised her concern:  

‘Giving is not equal to a balanced life.  Particularly when it comes to health 

promotion, do not use the concept of giving.  Otherwise, you will misplace the 

intention of the staff.’ 

The implementation of HPH in case hospital I was also hindered by transactional 

barriers.  Firstly, patient health promotion in the case hospital was hindered by the 

under representation of medical professionals on the HPH committee.  Only a 

small number of physicians attended the HPH committee; most of the medical 

representatives on the committee were family doctors.  The task force for patient 

health promotion was coordinated by a high-ranking nursing director but there was 

no intersectoral medical task group in place for further action.  This coordinator 

described the difficulty she encountered: ‘I am not able to know which part was 

done well or not because they were implemented by each department.  The 

difficulty I felt was that I did not know what other medical departments were 

doing.’ 

                                                        
25

  Giving culture: as a religious group, the tenet of it requires that every member should carry an 

altruistic attitude toward everything.  It is often referred to as "Da-Ai"(benevolence). 
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Secondly, insufficient systemic support was also identified as a significant 

transactional barrier. The problems were lack of manpower and time, and the 

performance reward system which had only a limited effect in raising performance 

levels.  The case hospital was short of regular staff supportive of HPH, professional 

personnel, and personnel specifically appointed to supervise the integration process.  

A dietitian director described the high turnover in her area: ‘This year, five dietitians 

left their jobs.  So, almost all the dietitians are new.  They have their hands full 

already for the front-line work.  So, they are unable to implement extra health 

promotion programs.’ A high-ranking nursing director also asked for additional 

manpower for integration even though they do not implement many additional 

programs because many health promotion programs are in place already.  

Furthermore, the performance system in the case hospital fails to encourage better 

performance.  Influenced by religion, the case hospital is led more by ideals than by 

performance.   

Ineffective project management was identified as the third impediment to the 

implementation of HPH in the case hospital. This manifests itself in weak project 

management, lack of integration of similar tasks, insufficient communication and 

inability to drive the importance of HP home to the staff.  The high-ranking leaders 

have set up the overall policy direction but have not provided any concrete objectives 

at the second level to achieve the goals.  Under this policy, each department creates 

its own system.  A key coordinator described how she accumulated data as follows:  

I often had to work in an inductive way.  While everyone is working on their own jobs, 

I need to pull all small pieces of work together.  However, I just cannot see the whole 

picture at the beginning but only many small pieces.   

Loose central project management was evident in priorities which were not explicitly 

spelled out. The priorities were sometimes competing with or even contravening each 

other; there was a lack of (concrete) objective setting, an inability to integrate HP into 

daily practices; implementation of HPH was disorganised and there was a lack of 

program evaluation.  Disorganised implementation was further related to a lack of 

professional personnel, a lack of continuous support staff, disorganized inter-sectoral 

links and weak central project management.  The lack of program evaluation was 

associated with overburdened staff, a lack of specialist personnel to do the evaluations, 

inadequate know-how regarding evaluation, limited access to experts, and a culture 



205 
 

dominated by ideals rather than by pragmatism.  As a result of the weak central 

project management as well as limited manpower, integration was challenging in the 

case hospital.  Furthermore, communication processes were insufficient in the case 

hospital, which meant that valuable information about health promotion was not fully 

communicated and poorly coordinated.   Moreover, the inability to convince the 

staff of the importance of HP was another challenge for the key coordinators.   

Fourthly, inadequate staff participation was regarded as a key obstacle, which was 

caused by poor matching between job and person, low motivation, professionals not  

regarding HPH as part of their job and the performance system offering little 

incentive to improve efficiency. Mismatch between job-person was caused by 

inadequate understanding and skills of HP, lack of quality management tools and 

research methodology, and staff not being proficient in English. The case study 

identified low motivation of staff for initial or further participation due to insufficient 

feedback, a heavy workload, fewer incentives, effort-reward imbalance and 

professionals not taking responsibility for HP as part of their jobs.  A middle 

administrative manager who worked on healthy stairs
26

 described the effect of 

receiving no feedback: ‘What was the effect of the healthy stairs? In fact, I did not see 

any report on its impact.  I had no idea about it.  It of course affects my intention to 

develop healthy stairs building’.  In terms of incentives for inter-sectoral cooperation 

between medical departments, a doctor commented that ‘the incentive is just your 

Giving’.  Furthermore, a doctor who was devoted to health promotion in chronic 

kidney diseases described the effort-reward imbalance: ‘The reward given by the 

hospital was not for the individual but the department.  But, within the department, 

some people made more effort and some people made less.  So inequity occurred.  

How to make those who made efforts feel more satisfied is something that the hospital 

needs to work on’.  Low motivation also refers to professionals not taking HP as 

their jobs, particularly in the medical departments.  Inadequate staff participation 

was related to the performance system that did not reward such participation.  Some 

key players agreed with the incorporation of appropriate reward into the system but 

did not know how to incorporate due to unclear indicators available.  One key player 

agreed that there were insufficient incentives in place; however, she did not agree 

                                                        
26

 Healthy stairs are stairs decorated with something attractive so that people would opt to walk on 

stairs instead of riding the lift.  This is a design entailed by the concept of so-called ‘orange 

technology’. 
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with the integration into the performance system but suggested there should be extra 

reward for extra workload.   

Concluding remarks for Case Hospital I  

Inspired by the HPH initiative, Case hospital I adopted a systematic/ implementation 

to promote health for hospital staff, patients, communities and environments through 

the HPH subsystem and a small degree through its quality management system.  As 

a result of its organisation-wide implementation, the hospital built a wide range of 

organisational capacity for health promotion in transformational and transactional 

factors.  The implementation of HPH was facilitated by the supportive external 

context for HPH, supportive leadership, pro-HP mission and strategy, religious ideal, 

supportive intramural structures, pro-HP systems, effective management practices in 

improved project management such as needs assessments and evidence-based 

strategies, increased visibility of HP and use of quality management tools and local 

resources, and aspirations of the staff.  On the other hand, it was hindered by 

insufficient support from external environments, leadership with limited autonomy 

and authority, an anti-HP culture, insufficient participation of physicians, a lack of 

manpower and time, the performance system with limited stimulating effect, 

ineffective management practices in weak (central) project management, lack of 

integration, insufficient communication and inability to drive home HP to the staff, 

and inadequate staff participation.   

7.3 Findings: Case II 

Case Hospital II is a private hospital established in 1995 in a small town and has been 

accredited as a member of WHO HPH since 2007.  It is equipped with 

approximately 580 beds and staffed by 750 medical professionals and 430 

non-medical professionals such as social workers and administrators.  In terms of 

medical services in 2009, it had approximately 63,600 emergency visits, 788,400 

outpatient visits, and 18,600 inpatients with 98,537 days of hospitalisation.   

Its stated mission is to pursue excellence and sustainable development, and create 

high quality healthy living environments.  Its objectives, as indicated in their 

website, are to build patient-centred and safety centred medical services, to ensure 

quality, to enhance information system and to build environments that include an art 

space filled with art works to promote spiritual health of people.   
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In line with those stated mission and objectives, Case Hospital II has been devoted to 

quality improvement such as the Quality Cycle Campaigns and Medical Quality 

Campaigns since it came into existence.  It has further made great efforts in the 

development and application of information systems.  In addition, it established a 

committee for culture, arts and sports promotion which is rather unique.   Moreover, 

a full-time staff member is hired to carry out tasks related to employee welfare as well 

as culture, arts and sports promotion. 

In addition, Case Hospital II has been devoted to health promotion activities, 

particularly community health.  Since 2000, it has been devoted to community health 

promotion through participating in community health building initiatives (BHP, 

2010c), including community medical groups since 2002; community public health 

groups since 2004.  Notably, it established a workable cooperative relationship with 

community health providers, which is quite rare. Moreover, it has been putting effort 

into environment management and in 1999 was awarded an ISO14001
27

 certificate.  

It has also been involved with diabetes health promotion since 2006 (BHP, 2011b), 

mother and baby friendly initiatives since 2004, 2009 and 2010 (BHP, 2010e), and 

chronic kidney disease health promotion since 2006.   

Source: the website of the case hospital II 

Motivation  

This study identified the four main reasons for Case Hospital II to join the 

International HPH Network: being in line with hospital's goal of holistic care, 

co-operating with the government's policies, and gaining a better ranking as an 

accredited hospital.  Furthermore, this study identified the four main reasons for the 

case hospital to join the WHO HPH network.  First, it is in line with the hospital' 

goal of holistic care; second, the leader of Taiwan Society of HPH invited the 

superintendent to join as one of the initiators; third, the case hospital wanted to gain 

international recognition as a health-promoting hospital;  fourth, the last motive is to 

some extent related to earning international political recognition for Taiwan.   

Conception of HPH  

Six main themes regarding the conception of HPH were identified.  Firstly, the 

stakeholders understood that the health promotion target groups do not only include 

the patients and communities but also the hospital staff.  Secondly, most 

                                                        
27 ISO14001 refers to the actual requirements for minimum harmful effects on the environment caused 

by its activities and continual improvement of its environmental performance. 
http://www.iso.org/iso/iso_catalogue/management_and_leadership_standards/environmental_managem

ent.htm  

http://www.iso.org/iso/iso_catalogue/management_and_leadership_standards/environmental_management.htm
http://www.iso.org/iso/iso_catalogue/management_and_leadership_standards/environmental_management.htm
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stakeholders thought that health promotion is more about prevention of disease.  

Thirdly, some stakeholders perceived that healthy environments are core elements of 

HPH.  The above conceptions of HPH were perceived by most of the stakeholders 

interviewed.   

The following two conceptions hold true only for one or two stakeholders: one key 

stakeholder realised that health promotion would be needed at three levels of disease 

prevention not only the period before disease occurrence.  The other stakeholder 

perceived the importance of empowering people to promote their health and also 

realised that project management is an approach to HPH.   

Achievements  

Achievements explored in this study contain changes in organisational capacity for 

health promotion, staff health promotion issues addressed and corresponding 

strategies adopted.  Although there were many target groups, this case study will 

further examine only health promotion for hospital staff because it is a new 

development for the case hospital following the introduction of the HPH initiative.  

Regarding health promotion for patients, communities, environments and the 

organisation itself, the case hospital continued working on them in the original 

context.  More comprehensive quotes in line with theses and categories explored in 

the study are enumerated in Appendix 8.1.   

Improved organisational capacity for health promotion   

Transformational achievements are seen in the earned support from leadership, and 

the development of a more finely-tuned HP mission and strategy and the habituation 

of physical activity. On the other hand, transactional achievements refer to four 

themes represented in supportive intramural structures, supportive systems, increased 

visibility of health promotion and enhanced staff participation.   

With regard to transformational achievements, staff health has caught greater attention 

from hospital leaders due to the introduction of HPH.  The leaders were aware of 

insufficient efforts to improve staff health and so they wanted to take extra measures 

to remedy the situation. Accordingly, staff health became part of the mission of this 

case hospital.  After approximately a one-year implementation of staff health, habits 
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of physical activities were gradually cultivated.  A middle manager said: ‘What 

happened recently was that four or five colleagues got to the summit of Jade 

Mountain (the highest peak in Taiwan, measuring 3949 meters) as a show of physical 

wellness.  It never happened before but it did occur recently’.   

In addition to these fundamental achievements, the case hospital also made 

improvements in day-to-day operations which helped the implementation of health 

promotion.  First, the hospital established supportive intramural communication 

structures which were set up in the HPH committee and the health promotion task 

forces as shown in Appendix 8.2.  Second, it also built a supportive system providing 

more resource inputs; it incorporated HPH into an operational procedure; it 

incorporated HPH into subsystems and integrated the various subsystems related to 

HPH.  It successfully made the case for extra resource inputs for the implementation 

of the HPH initiative.  The benefits of these additional resources are dedicated to 

information systems and more physical activity space for staff.  It allowed staff to 

use sports equipment facilities in the fitness centre for weight management free of 

charge although it did not build additional physical activity facilities.  The 

incorporation of HP activities into the hospital’s operational procedure occurred when 

preventive services sponsored by the government were integrated with HPH and an 

annual staff health examination scheme was introduced to help staff maintain their 

awareness of physical fitness into Furthermore, the case hospital incorporated health 

promotion into its existing subsystem such as the on-the-job education scheme, the 

employee benefit system and the reward system.  A manager of the employee benefit 

committee described the change in employee benefit system due to HPH as follows:  

Before, everyone usually ate, drank, and had fun when we held activities.  It was 
mostly for fun.  That’s it.   But, when the concept of HPH was introduced, we 

established a HPH committee and it wanted everyone to add health promotion into the 

activities.  (We) might hold a family day and we walked on the healthy family day.  
We still enjoy eating, drinking and having fun.  But, we added walking.  And then 

many activities have been added with this thing (health promotion).  This is the 

biggest difference I perceived.  

Moreover, integration was evident in the system of Case Hospital II, exemplified in 

the integration of HP into the balance scorecard system and integration of health 

promotion relevant tasks.  A high-ranking manager of the HPH committee described 

why the hospital integrated health promotion into its quality management system as 

follows: 
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This year, we linked health promotion into the hospital (strategic development) through 
the concept of BSC.  So, from the perspective of the business process, there was an 
action plan for health promotion.  Basically, we further divided them into three 

sub-topics: staff health promotion, patient health promotion and community health 

promotion.  We hope to follow the guideline of HPH which considers whether to 

integrate such a work into the hospital development plan.  That is why we follow this 
idea.   

A coordinator of the employee benefit committee described how that group was 

attempting to integrate health promotion relevant tasks:  

One may belong to various committees.  If all the members from various committees 

can put their heads together, we would know better the resources available. Our 
committee members are of single-mindedness, and just like I am a committee member 

of the HPH committee.  So, we know about the resources that are available to all of us.  

(We know) what can be used and what to coordinate.  We would share resources 
when our committee for employee benefit or other committees were in operation and 

the nature (of the activities) was similar.  Perhaps I used money from (the committee 

for employee welfare).  But you want the activity to engage people in the community.  

For example, what I remember is that there is funding for community health building.  
So we cooperated with each other and made the event bigger.   

Third, the study further identified the increased visibility of health promotion 

particularly for staff in the case hospital.  Last, enhanced staff participation was also 

identified as an achievement in the hospital because it was motivated by a link to 

individual needs and values and the increased notion of staff health.  The link to 

individual needs and values was based on incentives offered and the individual’s 

concern for professional development.   

Staff health promotion issues addressed and corresponding strategies taken  

In 2008, the HPH committee in case hospital II prioritised three projects for its staff 

health promotion: increasing the rate of preventive services and health management, 

reducing the weight of staff members with BMI above 24 and reducing physical 

problems caused by computer overuse 
28

. The first two projects are lifestyle oriented 

and the last one is oriented toward the physical work environment.  Multistrategy 

was demonstrated in the strategy design and the strategies were not limited to 

individual concerns but extended to the influence of political, physical and social 

environments and health services
29

.   

                                                        
28

 The last one was not implemented until 2009.  The researcher continued following up its progress 

in 2010.   
29 The detail is in Appendix 8.3.  
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Enablers 

Facilitating factors in the implementation of HPH in case hospital II are categorized 

into transformational and transactional enablers.  Transformational enablers are 

represented in a supportive external context for HPH, supportive leadership with 

additional attention to staff health, pro-HP mission and strategy and esprit de corps.  

Transactional enablers refer to four main themes: supportive intramural structures, 

pro-HP subsystems, effective management practices and aspirations of the staff.   

With regard to transformational enablers, firstly, supportive external contexts paved 

the way for the implementation of HPH.  They were represented in supportive 

extramural policies/regulations such as health promotion to some extent required by 

hospital accreditation and granted funding from the government.  A high-ranking 

leader described the relation between HPH and hospital accreditation as follows:  

Actually, you can see standards in the WHO HPH are quite closely related to codes in 
the Hospital Accreditation.  They are in the same spirit.  To be honest, based on the 

spirit of WHO HPH, it would not be difficult if any hospital wanted to carry it out.  

That is what the Hospital Accreditation asks for.  

The government financed project funding for health promotion, and the national 

health insurance finances particular funding for case management and health 

education for particular diseases.  Due to the extramural funding available, hospitals 

have the motivation to get involved in health promotion.  Furthermore, participation 

platforms available such as HPH-related conferences and the Taiwan Society of HPH 

(TSHPH) provided opportunities for the hospital to present its efforts in health 

promotion and to take part in project research survey as a needs assessment.  

Moreover, the case hospital perceived a need to become more competitive by 

appealing to and accommodating the community.  Such needs could be met through 

development of community health promotion which is one of the target groups of 

HPH.   

Secondly, supportive leadership also played a significant role in the 

implementation of HPH in the case hospital.  During the fieldwork, the researcher 

attended one of the on-job training and education seminars related to HPH.  The 

chairman of the HPH committee was the presenter and introduced the concept of 

HPH and what had been done in the case hospital.  He announced that ‘If anyone 
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publishes a paper in the HPH conference in Greece next year, then the hospital will 

offer travel expenditure and flight tickets (FN2_1311)’.  To some extent, this 

shows that the leadership was supporting HP development.  A nursing supervisor 

described the importance of consensus reached by effective leadership as follows: 

As a private hospital, we highlight it (hospital management) very much because 
our superintendent majored in healthcare management…I feel it is pretty good. 

Without this attitude, the boss will not reach consensus with subordinates.  He 

will think without any other input, and we figure that he may think too much and 
he will not be able to make it.  If so, I feel that it will be pretty hard to achieve 

our objective.  

Thirdly, the existing mission statement regarding holistic care, community 

orientation and HP-focused mandates contributed to the adoption of this concept of 

HPH.  The hospital further integrated health promotion into the process 

perspective of the balanced scorecard, which helped integrate health promotion 

into the core business of the hospital.  Lastly, the study identified espirit de corps 

as a culture conducive to carrying out health promotion based on multi-sectoral 

efforts.   

As well, case hospital II was also facilitated by several transactional enablers.  To 

begin with, the implementation of HPH in Case Hospital II was assisted by supportive 

intramural structures, demonstrated in the established HPH committee, 

multidisciplinary project groups / teams and some of the existing structures.  A new 

HPH committee was established in the case hospital due to the introduction of HPH 

and contributed to promoting staff health.  Furthermore, existing supportive 

structures play significant roles in the implementation of health promotion in the case 

hospital, particularly presented in a multidisciplinary Department of Community 

Medicine
30

 and in the Research Centre.  It has become common for hospitals to 

establish a Department of Community Medicine recently but it is not common for the 

department to really cut across sectors.  While it is now common for middle and 

large sized hospitals to have a research centre, it is not common for the research 

centre in hospitals to work on public health.   

Secondly, in terms of supportive systems, available resources such as funding and 

information system were helpful to the implementation of health promotion in the 

                                                        
30 Refer to Appendix 8.4.   
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case hospital.    An effective quality management system was already in place,   

paving the way for monitoring the outcomes.  The researcher used participant 

observation and heard someone complain, ‘I did not get credit because I did not do 

post test for the e-learning on-job education (FN2_1811)’.  Moreover, the researcher 

attended a HPH education seminar and found that participants received a 

questionnaire for feedback from this seminar.  A monitoring system was instituted in 

Case Hospital II which can be helpful in following up on the development of health 

promotion-related activities in the future, although it is more about business 

performance at this point.  In addition, many subsystems such as on-the-job 

education, the reward system and the employee benefit system were incorporated with 

health promotion.  Regarding HP-inclusive operation procedures, the hospital also 

incorporated health promotion into the existing staff health screening system for 

physical fitness and adult health screening and treatment process by using an 

information reminder system.  The hospital integrated health promotion into existing 

systems such as its quality management system and hospital accreditation.  A 

high-ranking leader described how the link to hospital accreditation helped carry out 

health promotion: 

If it is related to the Hospital Accreditation and indicators are in place, it suffices that I 
use indicators to monitor.  OK, if you cannot make it, I can ask the department to 

reconsider the indicators that may be too tough for example and ask them to do PDCA 

although I cannot deal with individual doctors.  

Thirdly, effective management practices were identified as key enablers in 

implementation of health promotion in the case hospital.  They were demonstrated in 

the well thought-out full plan in advance and gained strong consensus among staff. 

Project management was effective; health promotion projects were more evident and 

local resources were used more often.  A nursing supervisor highlighted the 

importance of full plan in advance:  

Due to the limited funding from the government, we had to plan well in order to focus 

on topics related to health promotion advocacy this year when we did our annual 
planning.  We had to do overall planning.  Otherwise it might happen that people 

attending the conference only to present fragmented, narrow issues without a coherent 

notion.  If those issues can be integrated, we can all discuss all of them at the one 
time.  

A nursing supervisor described the value of high levels of consensus among hospital 

staff to the smooth implementation of projects:  



214 
 

Basically, the committee (members) are from different sectors.  After consensus is 

reached, the decision is handed down to the Nursing Department.  We would discuss 
how to implement it first and then hand it down to the Division.  There must be a 

consensus.  Let’s take our department as an example.  In this committee, there were 

registered nurses.  In fact, it might not be possible for only one or two people to carry 

the project out; it requires a team approach.  Everyone thinks about how to do it 
together.  In the case of our Department of Nursing, our committee must include 

front-line registered nurses because they know better about what front-line nurses do 

and whether patients can understand their conditions or not or whether the nurses will 
encounter some barriers.  As a result, we can reach a consensus and implement it 

together.   

Effective project management was demonstrated in prioritisation of HP issues, 

evaluation and feedback.  A high-ranking manager of the HPH committee described 

the significance of prioritisation: 

Due to limited resources, resources need to be spent on things that you feel are most 

worthwhile doing.  So, we continued to focused on staff health although there are many 

committee members (from different sectors).  That is because we feel there is more 

opportunity to be successful.  You cannot do this and do that because you will not 
achieve anything.  

Lastly, transactional enablers in Case Hospital II included the aspirations of the 

staff who supported the notion of HPH, the link between individual and 

departmental professional development and increased motivation by recognition of 

their efforts and participation in health promotion.  A physiotherapist who was in 

charge of one of staff health promotion programs described the reasons why he 

was so enthusiastic:  

Not only exercise but also diet is related to my specialty.  So I actually quite 

emphasised these activities…. (As part of the weight loss campaign), we also 

did internal training.  Our members felt more confident and comfortable with 

exercise? after this two month compaign.  It is a good thing.  To us, it is a 

very good training.  

Barriers 

The transformational barrier encountered in the case hospital was insufficient support 

from external environments but no barriers were identified from leadership, mission 

and strategy and organisation culture.  On the other hand, transactional barriers 

encountered involved ineffective structures, poor systemic support, ineffective project 

management, lack of integration, and inadequate staff participation.  More 

comprehensive quotes in line with theses and categories explored in the study are 
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enumerated in Appendix 8.1.  

With regard to transformational barriers, external environments constantly hindered 

the case hospital from carrying health promotion out: the hospital experienced 

incoherent government policies, insufficient resource inputs from external 

environments and inaccurate public perceptions of HPH. Incoherent government 

policies refers to vicissitudes in policy environments; hodge-podge activities 

implemented by the government and national health priorities which did not meet 

local needs.  A high-ranking leader the unstructured activities implemented by the 

government as follows:  

Bureau of Health Promotion and the local authority used to hold a lot of activities.  

About 300 people participated.  But, so what?  You can find that there were 300 

people who participated in each activity.  You spend money on those 300 people.  
Why not just simply give (money) to them?  So, in recent years we look back to think 

about really doing the right things for people.  But, it is a little bit difficult because the 

government still has the same approach and pushes or encourages the hospital to do the 
same thing.  So far, the government still takes the same way.  I might not respond to 

their suggestions.  But, if I don’t, they think that we are not cooperating with them and 

they are important because they are the Bureau of Health Promotion and the local 

authority.   

With regard to insufficient support from external environments, insufficient resource 

inputs from external environments was perceived as one of the important barriers 

preventing the hospital carrying out health promotion.  They were particularly 

concerned about the limited NHI coverage and the lack of grassroots momentum.  

Furthermore, the public has invalid perception of HPH so that the certificate of WHO 

HPH has limited credibility with the public.  A high-ranking leader described the 

limited effect of the certificate as follows:  

So far, it does not look as if it is of much use because I think people do not understand it.  

It might be as a result of promotion problems.   

The implementation of HPH in case hospital II was also hindered by transactional 

barriers.  Firstly, the case hospital was hindered by ineffective structures which were 

evident in procrastination due to lack of coordination between various departments 

and lack of authorization to carry it out.  An executive secretary of the HPH 

Committee expressed why the procrastination occurred.  He said‘(Regarding the 

difficulty) We make slow progress.  You do not have any administrative authority.  The 

executive secretary doesn’t.’  
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Secondly, insufficient systemic support was also identified as a significant 

transactional barrier, represented by lack of resources in funding for physical 

environments, time and manpower.  The researcher did participant observation in the 

case hospital and met a key leader in the case hospital.  He expressed that ‘we are a 

private hospital and we have some limitation: we have to find out how to implement 

HPH without increasing cost.  We are a taskforce without appointed personnel to 

carry out the work.  It is particularly difficult to persuade the hospital to invest in the 

staff? ’ The lack of manpower refers to a shortage of continuous support do you mean 

support or supportive? staff and specifically appointed personnel.  A coordinator of 

the HPH committee commented on a lack of continuous supportive staff:  

Regarding the focus tasks this year, we pushed on those things.  Like I just mentioned, 

I am the third (executive secretary of the HPH committee)…the programs were 
identified but they have not been initiated yet.  Perhaps, to them, there are too many 

things to do.   

The study also identified ineffective management practices as the third barrier to 

implementing HPH.  These problems were evidenced in weak project management, 

insufficient integration and marginalised health promotion activities.  Weak project 

management involved competing priorities, lack of creative strategies and the lack of 

evaluation.  A high ranking leader indicated that the hospital staff had not developed 

strategies to integrate health promotion into operation procedures:  

(Regarding the dilemma of patients quitting smoking before receiving surgery) …when 
it comes to it, I wonder why no one thought about it before.  That is because we are 

very dull.  Regarding this kind of responsibility, people do not use their brains to think 

about what should be done.  

Staff health promotion issues competed with existing tasks although the HPH 

committee made clear prioritization.  One day the vice superintendent came over to 

the office and complained about the executive secretary to me (FN2_2711) and said 

that ‘the executive secretary did not do anything.  (She) did not even go to have a 

look at the BMI reduction campaign and take any pictures’.  But, the executive 

secretary responded that ‘it would continue to be like that for a while.  I will go have 

a look at it after I complete my own work at hand.’ As the researcher observed, the 

executive secretary did not pay enough attention to the implementation of staff health 

promotion at that time because she was so busy with other work.  The problem was 

not that she did not want to work on HPH.  A high-ranking manager of the HPH 
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committee also expressed the difficulty of competing priorities:  

It is not hard to persuade those divisions to work on those things (HPH).  The difficulty 

is that we have a lot of things to work on.  It is pretty easy to spend time on things 

which are more urgent.  In turn, the planned things are not getting attended to.  

The case hospital also encountered a barrier in a lack of evaluative action. This might 

be as the result of a lack of continuity and consistency of government policies, 

emphasis on quantity of activity without using needs targeted goals and time pressure.  

A nursing supervisor discussed the implementation of community health promotion 

with her colleague and expressed the difficulty in evaluation as a result of 

discontinuity of the government policies:  

We found that the government policies lack links. So, it was hard to follow up when we 
cooperated with the government policies.  

Moreover, a lack of integration of management practices was found in the case 

hospital because there was no key person who could work on integration.  One 

key player raised a concern about marginalised health promotion activities and 

limited recognition of their efforts in patient safety  

Lastly, inadequate staff participation was identified as a barrier as the result of 

mismatch between employee and HP skill level and low motivation.  Ill Job-person 

matched refers to inadequate understanding and skills of health promotion. Low 

motivation was caused by overburdened staff, professionals not taking HP as part of 

their job role, and little incentive for quality improvement.  Work overload among 

staff was explored as an important barrier. As a result of excessive workloads, the 

implementation of HPH in the case hospital was delayed.  A high-ranking manager 

of the HPH committee indicated the problems of overworked staff and the focus on a 

quantity-oriented performance system as follows:  

We have been around here for a long time.  The hospital has no objection if we want 
to do some things.  But, we just do not have time.  (There are) too many things. 

Yeah, (There are) too many things…The annual policy focused on business plan 
which was more about financial measurement rather than quality of plans.  It is more 

about whether the job has been done and whether service revenue reaches the 

objective. 
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Concluding remark for Case Hospital II 

In light of its commendable efforts in patient and community health promotion in the 

past, Case Hospital II chose to concentrate on staff health to maximise the 

effectiveness of particular actions.  In the beginning, the hospital started with the 

addition model but approached the integration model a couple of years later.  

Influenced by HPH, transformational and transactional achievements were identified.  

The implementation of HPH was facilitated by the supportive external context for 

HPH, supportive leadership, pro-HP mission and strategy, esprit de corps, supportive 

intramural structures, pro-HP systems, effective management practices in full plan in 

advance and high consensus among the staff, effective project management and 

increased visibility of HP projects and uses of local resources, and aspirations of the 

staff.  Effective project management particularly refers to prioritisation of HP issues, 

evaluation for new HP programs and feedback.  It was hindered by insufficient 

support from external environments, procrastination due to coordination not backed 

up with authority, lack of resources, the performance system preferring quantity to 

quality, weak project management in competing priorities with other medical tasks, 

lack of creative strategies and lack of action for existing HP program evaluation, lack 

of integration, marginalised HP activities, and inadequate staff participation.   

7.4 Findings: Case III 

 

Case Hospital III is a public and general hospital established in 1894 in a small sized 

city and has been accredited as a member of WHO HPH since 2006.  It is equipped 

with approximately 600 beds and staffed by 750 medical professionals and 230 

non-medical professionals such as social workers and administrators.  In terms of 

medical services in 2009, it has approximately 36,000 emergency visits, 465,400 

outpatient visits, and 14,500 inpatients with 127,200 days of hospitalisation. 

Its stated mission is to pursue sustainable development, and create a high quality 

health care environment so as to ensure health of the general public.  Its objectives, 

as indicated in their website, are to develop patient-oriented and integrated medicine 

and create a safe healthcare environment; to fulfil a role of a public hospital, take 

good care of the disadvantaged and comply with national missions; to share resources 

among the allied hospitals, provide considerate and comprehensive services and take 

care of people in rural areas; to improve and innovate continuously, being ready to 

meet challenges and pursue the highest reputable certification.  
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Since 1997, Case Hospital III has been devoted to quality improvement through 

various means of quality management.  In 2007, it was awarded the National Quality 

Organisation Award which is the highest national honour for quality for all the entities 

in service sectors.   Furthermore, to cooperate with government policies, it has 

implemented health promotion activities. Since 2002, it has carried out community 

health promotion through participating in community health building initiatives (BHP, 

2010c).  It has also been involved with diabetes health promotion since 2006 (BHP, 

2011b), and mother-and-baby-friendly initiatives since 2004 (BHP, 2010e).  Notably, 

the case hospital is famous for its development of holistic and integrated healthcare 

for patients.   

Summary of the implementation of HPH in case hospital III  

The preparation and implementation of HPH in Case Hospital III originated from a 

government-funded project that has been coordinated by an academic institute since 

May 2005.  Nevertheless, the case hospital played a passive role in this one-year 

project implementation because it itself was also determined to prepare and apply for 

the National Quality Award
31

 (cited from interviewee C3) at the same time and the 

conception of HPH of the hospital official occurred.  In 2006, facilitated by the 

academic institute, the case hospital adopted the addition model and established an 

HPH Committee chaired by its superintendent and health promotion task groups, 

including organisation, hospital staff, patient, and community.  However, at the end 

of 2006, the committee was incorporated into the Total Quality Committee due to a 

plethora of committees in place and disorganised execution in practice.  

Subsequently, in 2008, the hospital adopted the Integration Model and implemented 

health promotion through their existing quality management system which is the 

Hoshin Kanri
32

 management system.  In that year, policy development within the 

Hoshin management system included strengthened integrated healthcare, considerate 

and safe healthcare and health promotion.   

However, HPH to some extent was not a familiar concept for hospital staff in case 

hospital III even though many health promotion practices such as patient-centred care 

and holistic care were in operation in light of government policy, as indicated in 

Chapter Four.  From the perspective of the hospital official, ‘health promotion is too 

                                                        
31 It is the most prestigious national award in recognition of performance of total quality management 

in Taiwan.  http://proj3.moeaidb.gov.tw/nqa/  
32 Hoshin kanri is Japanese strategic planning process designed to ensure that the mission, vision, 

goals, and annual objectives are communicated throughout an organization, and implemented by 

everyone from top management to the shop floor (frontline) level. 

http://www.businessdictionary.com/definition/hoshin-kanri.html  

http://proj3.moeaidb.gov.tw/nqa/
http://www.businessdictionary.com/definition/strategic-planning.html
http://www.businessdictionary.com/definition/process.html
http://www.investorwords.com/1709/ensure.html
http://www.businessdictionary.com/definition/mission.html
http://www.businessdictionary.com/definition/goal.html
http://www.investorwords.com/214/annual.html
http://www.businessdictionary.com/definition/objective.html
http://www.businessdictionary.com/definition/organization.html
http://www.businessdictionary.com/definition/top-management.html
http://www.businessdictionary.com/definition/shop.html
http://www.businessdictionary.com/definition/floor.html
http://www.investorwords.com/10180/level.html
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broad a concept for physicians to understand it, and under this broad concept, many 

activities which match principles of health promotion were in place already.  

Hospitals were required to do many tasks which have different names but have similar 

content.  There was no need to be distracted by one particular concept. We did a lot 

of things which were not named health promotion but match principles of health 

promotion. Regardless of whether we have done it already or not, we will continue to 

complement health promotion and will not do any less.’ (cited from interviewee C1).   

Motivation  

The three main reasons for the case hospital to implement HPH are: to improve the 

hospital’s image, to align with the hospitals' goal of holistic care and to gain a good 

result from hospital accreditation.  The main reasons for the case hospital to join the 

International HPH Network are to meet the requirements of the funding body, to gain 

international recognition of the role of health promotion, and to improve the hospitals’ 

image and increase the hospitals’ visibility.   

Conception of HPH  

The conception of HPH was quite uneven among the staff; some of them had an 

in-depth understanding but some of them had only a rough conception and even 

confused the concept of patient-centered care with that of HPH.  Most of the key 

players in Case Hospital III were aware of the extension of health promotion target 

groups which were not limited to patients.  Some of them, particularly physicians, 

perceived HP more as the prevention of diseases.  In their opinions though, hospitals 

which focus on the occurrence of disease might play limited roles in health promotion.  

Some of them perceived health promotion as health orientation which is represented 

in holistic care, healthy environments, and incorporation of HPH into daily practices.   

Achievements of organisational capacity for health promotion  

Four aspects of achievements of organisational capacity for health promotion were 

identified in the study even though the case hospital official did not play an active role 

in the HPH initiative.  Transformational achievements include HP-embraced mission 

and strategy; the case hospital specifically put health promotion as one of the 

development policies in 2008 although formal stated policies also agreed with health 
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promotion.  Transactional achievements contain supportive intramural structures, 

integration into existing quality management system and improved project 

managements.  

With regard to transactional achievements, supportive intramural structures were 

represented in the form of the HPH committee and the HP task forces in 2006.  

Furthermore, a middle-level manager who worked on human resources perceived 

benefits from multisectoral structures for health promotion tasks.   

It was what we needed to do.  Before, it might have been done only by Department of 
Human Resources.  Now multiple departments work together, and the outcome has 

become better.  

In 2008, the case hospital integrated health promotion into its quality management 

system which was the Hoshin management system.  This integration encouraged 

departments to develop unit-related health promotion programs.  Furthermore, more 

needs- assessments were conducted by the Institute for Healthy Hospital organisation, 

staff, patients and communities when the case hospital cooperated with the academic 

institute for the WHO HPH project.   

Staff health promotion issues addressed and corresponding strategies taken 

Staff health promotion programs implemented in the case hospital from 2006 to 2008 

were examined in the study as well.  More attention has been given to staff health 

promotion programs since 2006 even though it may not be particularly strengthened 

by the WHO HPH initiative.  The examination of staff health promotion programs 

can provide an overview of the development of workplace health promotion in Case 

Hospital III.  Staff health promotion programs included health screening and 

management, and mental health promotion, as illustrated in Appendix 9.2.   The 

case hospital went beyond individual efforts and adopted multiple strategies to 

address these two issues.  However, in the case of mental health promotion, the 

context in which stressors occurred went unnoticed.   

Enablers 

The transformational enablers of the implementation of HPH in Case Hospital III are 

represented in supportive extramural policies/regulations, supportive leadership with 
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an emphasis on execution, existing conducive missions and HP embraced 

development policies.  The transactional enablers refer to supportive intramural 

structures, pro-HP system, effective management practices and increased motivation.  

Complete Chinese quotes in line with theses and categories explored here are 

enumerated in Appendix 9.1.   

With regard to transformational enablers, firstly, supportive external contexts for HPH, 

particularly supportive extramural policies/regulations, have paved the way for the 

implementation of HPH.  The government finances project funding for health 

promotion, and the national health insurance finances particular funding for case 

management and health education for particular diseases.  Health promotion was 

embraced by the hospital accreditation scheme which pushed the case hospital to 

provide a context conducive for the hospital to adopt HPH.   

Moreover, the bandwagon effect, to some extent, motivated the hospital to follow the 

trend to reorienting its services to health promoting health services.  A coordinator 

described this effect by describing ‘we knew that this trend would be followed by 

many hospitals.  We need to apply for the (WHO HPH) certificate sooner or later. So, 

why not apply for it early? We are one of the first few hospitals that were granted the 

certificate (of HPH)’.   

Secondly, supportive leadership was identified as a key facilitating factor for the case 

hospital to implement health promotion.  Particularly, leadership focused on carrying 

out the project strengthened the incorporation of health promotion into routine work.  

Thirdly, transformational enablers include existing HP supportive projects and HP- 

inclusive development policies.  Existing conducive missions were represented with 

a community orientation and existing mandates which embraced health promotion.  

The case hospital is a public hospital that takes on the responsibility of public health. 

On the other hand, Case Hospital III was also facilitated by several transactional 

enablers.  To begin with, the implementation of HPH in Case Hospital III was 

assisted by supportive intramural structures, which were demonstrated in the 

established multidisciplinary project groups / teams, the persons identified to 

coordinate / lead, the appointed experienced project coordinators, the raised 

hierarchical structure and the existing supportive structures.  Particularly, moving to 

a higher position in the hierarchy is useful for coordination, as described in the 
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following statement by a high-ranking medical manager:   

Our superintendent found that it was impossible for an internist to direct a surgeon so he 
created what might be referred to as invisible positions (a position that can exert 

influence on many things without an official title), general medical secretaries whose 

places in the hierarchy were higher than normal directors.  In fact, it is a fake system, a 

symbol.   

Secondly, transactional enablers provided support for HP systems.  In terms of 

available resources, education and training programs, information systems, staff 

who felt interested in health promotion, volunteers, funding, time allocated and 

skill support were helpful to the implementation of health promotion in the case 

hospital.  Favourable health promotion operation procedures such as explicit 

procedure for integrative care and staff health management paved the way for 

health promotion policies in the hospital.  Transactional enablers involved 

pro-health promotion systems such as the reward system and the performance 

system incorporated with health promotion.  The case hospital integrated health 

promotion into its quality management systems, which helped integrate health 

promotion into daily practice.  A coordinator described this integration: ‘We do 

not take it (health promotion) as an issue but integrate it into each department.  

Every department needed to propose a health promotion project.  Our 

superintendent proposes key development polices every year and then each unit and 

department need to propose projects (to respond to those policies)’. 

Thirdly, effective management practices were identified as key enablers in the 

implementation of health promotion in the case hospital.  They were evident in 

effective project management, use of quality management tools such as PDCA 

cycles and local resources.  Effective project management resulted in clearly 

highlighted focuses, prioritisation and needs assessment.  One hospital official did 

not like to use the term ‘health promotion’ which he thought was too abstract for 

physicians.  Instead, he highlighted concrete health promotion strategies which 

physicians could easily understand.  Because resources were restricted, he 

prioritised a few issues to work on.  The hospital official described the importance 

of clearly highlighted focuses:  

From that overarching concept (health promotion), you need to narrow it down again and again 

to make it well-defined.  It will make physicians lose focus if you use that big concept as the 
main idea when you want people to know what you are going to do. If I discuss that very broad 

concept with them, they would not understand what I was talking about.  It is difficult.  So, to 
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be more realistic, we face reality and work on real tasks. 

Lastly, this study identified increased motivation for hospital staff to work on health 

promotion as one of the transactional enablers.  Hospital staff members were 

motivated by recognition of their efforts and participation in health promotion through 

the payment system and performance system built into health promotion, and benefits 

from mutual assistance and feedback.  In addition to financial incentives, prompt 

feedback could also motivate hospital staff members to continue contributing to 

health promotion.  A medical high-ranking manager described the effect of 

feedbacks as follows:  

After he came to multi-disciplinary meetings, I would give him feedback and told him the 
patient’s situation and the big contribution his attendance made.  And then, his feedback became 

stronger and stronger.  Next time, he will be present if the program coordinator calls him.   

Barriers 

The case hospital III encountered some obstacles which are categorised into 

transformational and transactional barriers.  The transformational barrier 

encountered in the case hospital was insufficient support from external environments 

and competing goals.  As well, the transactional barriers encountered involved 

poorly defined functions of HP into the quality management system, insufficient 

systemic support, ineffective management practice and inadequate staff participation.  

More comprehensive quotes in line with theses and categories explored in the study 

are enumerated in Appendix 9.1. 

With regard to transformational barriers, insufficient support from external 

environments constantly prevented the case hospital from carrying health promotion 

out through incoherent government policies, insufficient resource inputs from external 

environments, lack of referential examples and unsustainability in funding projects.  

Insufficient resource inputs from external environments refer to inadequate NHI 

coverage of HP, lack of grassroots momentum, and lack of external operational 

support.  Furthermore, competing goals were once a key transformational barrier to 

prevent the case hospital from making an effort to set up a project similar to the WHO 

HPH project.  The coordinator described the reason why the hospital played a 

passive role in the HPH pilot project as follows:  

HPH did not attract the hospital’s attention in 2005 when the hospital was undertaking 
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new hospital accreditation for the first time.  At the same time, from May 2005, the 

hospital was determined to apply for the National Quality Award.  Applying for the 
National Quality Award and passing the new hospital accreditation scheme were much 

more important than the certificate of HPH.   

The implementation of HPH in case hospital III was also hindered by transactional 

barriers.  Firstly, the case hospital was hindered by ineffective structures which dealt 

quite inefficiently with use of labour resources and did induced better division of 

labour, and which did not accommodate appropriate room for health promotion.  In 

2007 before health promotion was incorporated into the hospital’s development 

policies, the HPH committee was incorporated into the Total Quality Committee. As a 

result, in this committee, the importance of health promotion seemed to weaken..  

The coordinator described this ineffective structure: ‘theoretically the function (of HP) 

had been incorporated into the Total Quality Committee, but in fact the (HPH) 

committee did not exist and neither did the function (of HPH)’.  Moreover, health 

promotion relied on multisectoral efforts but the case hospital constantly encountered 

inefficiency due to inappropriate use of staff skills.  

Secondly, insufficient systemic support was also identified as a significant 

transactional barrier, evidenced by lack of funding, resources and HPH-related 

education.  Funding was limited so that it was hard to provide enough personnel 

specifically appointed to carry out health promotion tasks.  As a public hospital, its 

use and amount of funding needed to comply with strict government regulations.  

Accordingly, the use of funding in public hospitals is not as flexible as that in private 

hospitals.  It was also hard to gain extra funding in spite of the support of hospital 

officials.  In addition, HPH-related education was not available in the case hospital 

to allow staff members to implement health promotion based on their understanding 

of it.   

Ineffective project management was identified as the third barrier to the 

implementation of HPH in the case hospital, evidenced by lack of integration, 

insufficient communication, invisibility of health promotion activities, and inability to 

educate the staff to accept HP.  Ineffective project management was also evident 

through inadequate need identification, unattainable targets and lack of evaluation due 

to limited know-how, time and manpower.  Lack of integration such as duplication 

of similar tasks among different departments and duplication of time spent in applying 
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for WHO HPH certificate was raised as a concern.  Insufficient communication 

caused the disorganised implementation of HP programs.  There was a lack of 

awareness among staff that HP activities were being implemented in the case hospital, 

and not many hospital staff members were aware of the implementation of HPH in the 

case hospital.  One of the key players raised a concern about inadequate efforts in 

circulating health promotion related information to the hospital staff.  A contact 

point described his confusion about the lack of awareness of the HPH in the case 

hospital as follows:  

I am not sure whether Professor Howard told you that in the accreditation this August, 
he asked some of our staff members about whether they knew that the hospital was 

implementing HPH.  But, none of them did.  The professor questioned me about this.   

Furthermore, ineffective project management included inability to make staff aware of 

the importance of HP.  Hospital staff believed that their jobs relate to the treatment 

and cure of diseases.  However, most of them did not agree that health promotion 

was part of their jobs.  Hospital officials struggled with how they could make staff 

accept health promotion so they could play an active role in health promotion in the 

hospital.   

Lastly, transactional barriers included decreased staff participation due to inadequate 

understanding of and skills relevant to HP, insufficient proficiency in English, high 

workloads and a feeling that HPH was not valued highly.  Many of the key players in 

the case hospital raised concerns about inadequate understanding of and skills in 

health promotion.  With globalisation, the case hospital hoped to link with 

international research institutes to acquire a prompt update of disease treatment and 

care.  However, hospital staff was not proficient enough in English.  As mentioned 

earlier, hospital staff needed to take on extra health promotion tasks on top of their 

existing workload.  Overburdened staff normally was unable to do what they wanted 

very much to do.  In addition, the implementation of HPH in the case hospital started 

from a top-down hospital policy but there were inadequate efforts in empowering 

bottom-up participation.  The case hospital initiated the policy of HPH, but it did not 

emphasise the value of HPH to staff members enough.  The researcher chatted with 

an administrative staff member about activities for mental health promotion in the 

case hospital.  However, this staff member said that ‘it was all for the requirement of 
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hospital accreditation (Fieldnote 1912)’ and then took out a manual of hospital 

accreditation to show the specific item to the researcher.   

Concluding remarks for the case study III 

Early in 2006, cooperating with an academic institute, Case Hospital III adopted an 

addition model to implement health promotion but HPH was not widely distributed 

throughout the case hospital because the competing mission at the same time.  The 

case hospital preferred to integrate health promotion into daily practices rather than 

establish HPH as a subsystem.  Basically, the case hospital was not significantly 

influenced by HPH because the high-ranking leaders intended not to change their 

original context, in which they had carried out programs in line with HPH, if without 

the name.  Regarding achievements, Case Hospital III integrated HP into 

development policies, established communication structures and multisectoral 

cooperation, integrated it into subsystems, and set up effective project management in 

highlighting the focuses, prioritisation and needs assessments.  The implementation 

of HPH was facilitated by the supportive external context for HPH, supportive 

leadership, pro-HP mission and strategy, supportive intramural structures, pro-HP 

systems, effective management practices, and aspirations of the staff.  On the other 

hand, it was hindered by insufficient support from external environments, competing 

mission, lack of manpower and time, the low priority which HP had in quality 

management system, implicit division of labour, a lack of resources, lack of 

HPH-related education, ineffective management practices in identifying needs, 

unrealistic targets and lack of evaluation due to limited know-how, time and 

manpower and inadequate staff’s participation.    

7.5 Contextualising the three case studies  

This study will compare findings of these three case studies and summarise their 

differences and similarities, as a way of contextualising these cases.  It will begin 

with the interpretation of HPH from the high-ranking leaders, followed by 

achievements of, enablers of and barriers to the implementation of HPH in the three 

case hospitals.   
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A summary of the three case studies  

The study found that the views of the high-ranking leaders on HPH determined the 

way the case hospitals applied HPH.  Table 7.5.1 shows the impacts of HPH on the 

three case hospitals.  The HPH had the most impact on Case Hospital I, followed by 

Case Hospital II and III.   

Inspired by HPH, Case Hospital I took the WHO self-assessment tool to integrate 

their previous efforts in health promotion in a systemic way.  The hospital official in 

the Case Hospital exercised his leadership and provided organisational support for 

health promotion.  Under the support of the hospital organisation, Case Hospital I 

paid more attention to staff health and also continued its efforts to promote the health 

of patients, communities and protect the environment.   

The high-ranking leaders in Case Hospital II were proud of their existing efforts in 

health promotion for patients and communities.  Meanwhile, inspired by HPH, they 

realised that they had made insufficient effort to promote staff health so they started 

making greater efforts to promote the health of hospital staff.  As a result of the 

principle of prioritisation, the established HPH committee addressed only health 

issues of staff in the short run while health promotion for patients, communities and 

environments continued with the original system and structure.   

The high-ranking leaders in Case Hospital III in essence subscribed to HPH. However, 

in their opinion, broadly speaking, operations and practices in the hospital were 

related to health promotion before the adoption of the WHO-HPH initiative.  As a 

result of too many requirements from outside interest parties which bore different 

labels but shared the same values and principles, the high-ranking leaders did not 

want to create HPH as a new element in the hospital so they continued their existing 

practices and integrated HPH into these daily practices.  The original efforts in 

health promotion continued, and more efforts were put in for staff health even though 

HPH was not familiar to the hospital staff.   
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Table 7.5.1 A comparison of the impact of HPH on the three case hospitals  

The views of 

HPH by leaders 
Property Context 

Impact of 

HPH 
Influence scale of HPH  

Systematic 

implementation 

through HPH 

A hospital 

operated by 

a religious 

group  

Environment 

Patient  

Community  

Staff  

Organisation33 

 

 

 

Staff  

Organisation 

 

Focus on staff 

health  

Private 

hospital  

Environment 

Patient  

Community  

Staff  

Organisation 

 

 

 

Staff  

Organisation 

 

HP implemented 

in hospital 

already and 

continued in the 

existing ground 

work  

Public 

hospital  

Environment 

Patient  

Community  

Staff  

Organisation 

 

 

 

Staff  

Organisation 

 

Note: Dark grey means influence of HPH; light grey means the original context  

Achievements  

Achievements which refer to the impact of HPH on the three case hospitals were 

compared, as detailed in Table 7.5.2.  Overall, fewer transformational and 

transactional achievements were represented in Case Hospital III.  More 

transactional achievements were evident in Case Hospital I compared to Case 

Hospital II.   

In terms of transformational achievements, both Case Hospital I and II earned more 

support from leadership, HP-embraced mission and strategy and cultivated habits of 

physical activities.  With regard to HP-embraced mission and strategy, Case Hospital 

III integrated HP into development policies.   

 

 

                                                        
33

 Refer to organisational capacity for health promotion  

H

P

H 
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Table 7.5.2 Impacts of HPH on organisational capacity for health promotion  

Change in organisational capacity for HP I II III 

More support from leadership    

F
in

e
-t

u
n
ed

 H
P

 

m
is

si
o
n
 a

n
d
 s

tr
at

eg
y
 

HPH indicated specifically into 

mission statements 
    

HP integrated into development 

policies 
      

Extend hospital staff as HP target 

groups 
     

Cultivated habits of physical activities      

S
u

p
p
o
rt

iv
e 

in
tr

am
u
ra

l 
st

ru
ct

u
re

s 

Established communication structures     

  

(but 

disbanded in 

end of 2006)  

Multi-sector      

H
P

-e
m

b
ra

ce
d
 s

y
st

em
s 

More resource inputs     

More healthy policies     

Incorporation into operational 

procedures  
     

Incorporation into subsystems      

Integration into or of subsystems       

Im
p

ro
v
ed

 
m

an
ag

em
en

t 
p

ra
ct

ic
es

 Improved project managements     

Increased visibility of health 

promotion 
     

E
n

h
an

ce
d
 s

ta
ff

 p
ar

ti
ci

p
at

io
n
 

Friendly work unit climate    

Link to individual needs and values       

Enhanced job-person match      

More interaction between units     

Domestic and international links     
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On the other hand, in terms of transactional achievements, all three case hospitals 

built supportive intramural structures, set up HP-inclusive systems and improved 

management practices.  Supportive intramural structures were represented in 

established communication structures and multi-sectoral cooperation.  In 

HP-systems,more resource inputs, incorporation of health promotion into operational 

procedures, and into subsystems were evident in both Case Hospital I and II.  More 

health-oriented policies were evident only in Case Hospital I.  Case Hospital III 

integrated health promotion into its quality management system.  In improved 

management practices, improved project management was identified in Case Hospital 

I and III; increased staff awareness of health promotion was identified in Case 

Hospital I and II.  With regard to enhanced staff participation, enhanced staff 

participation was not identified in Case Hospital III.   A link to individual needs and 

values and enhanced job-person match were identified both in Case Hospital I and II 

while a friendly work unit climate, more interaction between units and domestic and 

international links were identified only in Case Hospital I.   

Enablers 

Enablers of the implementation of HPH in the three case hospitals were compared, as 

detailed in Table 7.5.3.  In transformational enablers, the three case hospitals were 

facilitated by the supportive external context for HPH, supportive leadership and 

pro-HP mission and strategy.  The supportive external contexts for HPH particularly 

refer to health promotion elements which cooperated with hospital accreditation and 

inductive to government funding.  All high-ranking leaders agreed with HPH and 

were supportive of this implementation even though they had diverse interpretations 

and focuses.  Pro-HP mission and strategy refer to existing missions and 

HP-inclusive hospital policies.   

On the other hand, in terms of transactional enablers, the common enablers the three 

case hospitals had were supportive intramural structures, pro-HP systems, effective 

management practices, and aspirations of the staff.  Supportive intramural structures 

refer to the inter-professional committee, established multidisciplinary project groups, 

person(s) identified to coordinate / lead, and existing supportive structures.  Pro-HP 

systems encompass healthy policies in place, available resources, HP-inclusive 

subsystems, HP-facilitative operation procedures and integration into existing systems.  
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Effective management practices particularly refer to effective project management, 

use of quality management tools and local resources.  Aspirations of the staff refer to 

a link to individual and departmental professional development and increased 

motivation.   

Enablers vary with different case hospitals.  Influenced by the religious ideal which 

is in line with health promotion, Case Hospital I was more than willing to adopt the 

concept of HPH.  In supportive intramural structures, the secretariat of HPH 

committee played relatively active and supportive roles in conjunction with other task 

forces and administrative units to participate in domestic and international 

conferences.  Moreover, support for the notion of HPH was conducive to staff 

participation in the implementation of HPH in Case Hospital I.  Esprit de corps had 

been given great attention in Case Hospital II and it also facilitated the development 

of health promotion which relies heavily on multisectoral cooperation.  In terms of 

effective management practices, high consensus among staff and detailed planning 

were evident to some extent in Case hospital II.  In order to ensure the effectiveness 

of coordination in Case Hospital III, the high-ranking leaders got involved in the 

coordination or key coordinators were raised to a high ladder of hierarchy to enforce 

the implementation of desirable tasks.   

Table 7.5.3 Enablers of the implementation of HPH in three case hospitals  

Transformational enablers I II III 

S
u
p
p
o

rt
iv

e 
ex

te
rn

al
 

co
n
te

x
t 

fo
r 

H
P

H
 

Supportive policy contexts    

Participation platforms    

Link to external operational support     

A need for appealing to and 
accommodating the community 

   

Mimetic process     

Supportive leadership    

P
ro

-H
P
 

m
is

si
o
n
 a

n
d
 

st
ra

te
g
y
 Existing conducive missions      

HPH embraced written mission 
statement  

   

HP embraced development policies    

C
u

lt
u
re

 
em

b
ed

d
ed

n
es

s 

Religious ideal    

Esprit de corps    
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Table 7.5.3 Enablers of the implementation of HPH in three case hospitals 

(continued) 

Transactional Enablers I II III 

S
u
p
p
o
rt

iv
e 

in
tr

am
u
ra

l 
st

ru
ct

u
re

s 

Established inter-professional 
committee   

34 

Established multidisciplinary project 
groups 

   

Identifying person(s) to coordinate or 
lead    

A coordinator raise to a ladder of 
hierarchy" 

   

Active and supportive secretariat of 
HPH committee     

Effective coordination by high-ranking 
leaders    

Existing conducive structures    

P
ro

-H
P

 s
y

st
em

s 

Healthy policies in place    

Available resources    

HP embraced subsystems    

HP embraced operational procedures    

Integration into systems    

E
ff

ec
ti

v
e 

m
an

ag
em

en
t 

p
ra

ct
ic

es
 

Full plan in advance and high 
consensus among staff 

   

Effective project management    

Increased visibility of HP    

Use of quality management tools    

Use of local resources      

A
sp

ir
at

io
n

s 
o

f 

th
e 

st
af

f 

Linked to individual and departmental 
professional development 

   

Subscription to the notion of HP    

Increased motivation    

Barriers  

Barriers to the implementation of HPH encountered in the three case hospitals have 

been compared, as detailed in Table 7.5.4.  With regard to transformational barriers, 

the barriers all three case hospitals encountered were more about insufficient support 

from external environments which was indicated by insufficient resource inputs from 

                                                        
34

 The HPH committee was established in 2006 due to the HPH pilot study.  But it was incorporated 

into its quality management system at the end of 2006.   
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external environments, incoherent government policies, inaccurate public 

understanding of HPH, a lack of referential examples, and unsustainability in funding 

projects.  Insufficient resource inputs from external environments particularly 

referred to inadequate NHI coverage of health promotion and local resources.   

In terms of transactional barriers, the common barriers faced by the three case 

hospitals related to insufficient systemic support, ineffective management practices, 

and inadequate staff participation.  Insufficient systemic support particularly refers to 

a lack of resources in funding and manpower.  As a result, it was common that those 

who were in charge of health promotion also had their existing duties to complete.  

Ineffective management practices were common barriers found in these three case 

studies, represented in weak project management, insufficient integration of HP with 

existing practices, inadequate communication between departments, inability to 

educate the staff to understand HP, and marginalised HP activities.  Furthermore, the 

three case hospitals encountered barriers caused by inadequate staff participation due 

to mismatch between task requirements and staff skills and low motivation.  This 

mismatch particularly refers to inadequate understanding and skills of HP and lack of 

proficiency in English; low motivation particularly refers to overburdened staff, the 

working atmosphere in a particular unit and inadequate incentives for effort.   

Table 7.5.4 Barriers to the implementation of HPH in three case hospitals 

Transformational barriers I II III 

In
su

ff
ic

ie
n
t 

su
p
p

o
rt

 f
ro

m
 

ex
te

rn
al

 e
n

v
ir

o
n
m

en
ts

 Insufficient resource inputs from 

external environments 
   

Incoherent government policies    

Invalid of public conception of HPH    

Lack of references    

Unsustainability in funding projects    

Leadership with limited authority  
  

Competing mission     

Con-HP culture     
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Table 7.5.4 Barriers to the implementation of HPH in three case hospitals 

(continued) 

Transactional barriers I II III 

In
su

ff
ic

ie
n
t 

su
p
p
o
rt

iv
e 

st
ru

ct
u
re

s 

Under representation of the medical 

professionals 
   

Procrastination due to coordination 

not backed up by authority 
   

Engulfed HP function when 

integrated in to quality management 
   

Poorly defined division of labour    

In
su

ff
ic

ie
n
t 

sy
st

em
ic

 s
u
p
p
o
rt

 

Lacks of resources     

The performance system with 

limited stimulating effect 
   

Performance system preferring 

quantity to quality  
   

A lack of HPH-related education    

In
ef

fe
ct

iv
e 

m
an

ag
em

en
t 

p
ra

ct
ic

es
 

Loose (central) project management    

Lack of integration     

Insufficient communication    

Inability to drive HP to home of the 

staff 
   

Marginalised HP activities    

In
ad

eq
u

at
e 

st
af

f 

p
ar

ti
ci

p
at

io
n
 

Job-person unmatched    

Low motivation    

 

The three case hospitals also encountered different barriers.  Case Hospital I 

particularly encountered barriers in insufficient participation by physicians, leadership 

with limited authority, an anti?-HP culture, and the performance system with a limited 

ability to motivate staff.  Case Hospital II encountered barriers in procrastination 

because coordination not supported by authority, and a performance system which 

measured quantity not quality.  Case Hospital III encountered barriers in competing 

goals, low awareness of how HP would improve the quality management system and 

implicit division of labour.   
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7.6 Conclusion  

This chapter has examined the development of HPH in depth through three case 

studies to comprehend the implementation process, identify the achievements, and 

identify the enablers of and barriers to this development. It also explains why these 

outcomes occurred.  Accordingly, this chapter drew on the viewpoints of 

stakeholders who were involved with the implementation of HPH within three 

settings: a hospital operated by a religious group, a private hospital and a public 

hospital respectively.  This chapter then contextualised these cases by comparing the 

findings of these three case studies and summarising their similarities and differences.  

This chapter found that the conception of the high-ranking leaders on HPH 

determined the way the case hospitals applied HPH.  The HPH had the most impact 

on Case Hospital I which applied HPH as a platform to integrate various health 

promotion efforts, followed by Case Hospital II which particularly focused on staff 

health, while Case Hospital III continued along the original route that, they believed, 

was in line with the HPH without being called HPH.  Both transformational and 

transactional achievements were evident in Case Hospital I and II while fewer 

achievements were identified in Case Hospital III.  In terms of enablers, these three 

case hospitals were facilitated both by the supportive external context for HPH, 

supportive leadership, pro-HP mission and strategy, supportive intramural structures, 

pro-HP systems, effective management practices, and aspirations of the staff while 

Case Hospital I was particularly facilitated by its religious ideals and Case Hospital II 

was facilitated by its esprit de corps.  With regard to the barriers, the 

transformational barriers the three case hospitals encountered were more about 

insufficient support from external environments; the common transactional barriers 

the three case hospitals encountered included insufficient systemic support in 

personnel, time and funding, loose management practices in inadequate evaluation 

and lack of integration of similar health improvement initiatives, and inadequate staff 

participation.  The three case hospitals also encountered different barriers due to 

their various forms of ownership and the different views about HPH held by the 

high-ranking leaders.   
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Chapter Eight  

Discussion and Recommendations  

8.1 Introduction  

This study has investigated the impact of the WHO HPH initiative on HP-hospitals in 

Taiwan in terms of the conception of HPH, health promotion practices and 

organisation change in capacity for HPH implementation, and then examined the 

enablers and barriers to the implementation of HPH.  Chapter Six examined overall 

progress in the development of HPH in Taiwan and provided a micro picture through 

in-depth interviews with experts and questionnaire surveys with the hospital managers.  

Chapter Seven examined the development of HPH and summarized a macro picture 

through three case studies to highlight the implementation process, identify the 

hospitals’ achievements, and the enablers of and barriers to this development and the 

forces underlying the hospital contexts. 

This chapter will discuss the implications of the major findings of this study and 

provide recommendations for the future directions of HPH in Taiwan.  This chapter 

will also discuss the conception of HPH, the enablers of and the barriers to the 

implementation of HPH in Taiwan and then discuss the impact of HPH on 

HP-hospitals in Taiwan.  Responding to the barriers identified, this chapter will 

make recommendations for overcoming the barriers identified.  Finally, this chapter 

will explain the limitations of this study.   

8.2 Discussions and applications of major findings  

Conception of and views on HPH  

Hospital managers’ conception of HPH could be an enabler of or a barrier to the 

implementation of HPH.  It determines how hospitals apply the HPH approach.  

Some authors criticised the narrow views of health promotion in hospitals which 

focus on education, behavioural change of individuals, risk and problem orientation, 

prevention of disease occurrence and the implementation  of these only through ad 

hoc projects or a specific person or department without much organizational back-ups 

(Hancock, 1999; Johnson & Baum, 2001; Johnson, 2000; Pelikan, 2010; Wang, 2008).  

In contrast to these narrow views of HP, it is necessary to clarify the broad views of 

HPH. HPH aims to systematically utilise and perform organisational functions and 
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resources to build health promoting settings to maintain and improve not only the ill 

health but also the positive health of stakeholders (Pelikan, 2007c; WHO-EURO, 

2007).   This perspective of HP is not limited to the prevention of disease but 

extends also to secondary and tertiary prevention (Pelikan, et al., 2006; Wang, 2008).   

Following an analysis of the three case studies in this study revealed that the 

conception of HPH was quite uneven among the staff; some of them had an in-depth 

understanding but some of them barely had a sketchy conception.  The study 

identified a narrow conception of health promotion which reduced the relevance of 

health promotion and hospitals.  Some medical professionals, particularly physicians, 

perceived HP more as the prevention of diseases.  This conception was strongly 

supported by Leavell and Clark (1965) who maintained a model of three-level 

preventive measures against diseases and HP is used to prevent disease only.  

Therefore, in order to encourage more medical professionals to participate in HPH, it 

is necessary to provide more information about the broad concept of HPH.   

Furthermore, the study found that the views of the high-ranking leaders about the 

benefits that HPH can have for their hospitals determine the extent to which they 

implemented HPH.  The perceived beneficial functions of HPH vary from a 

systematic approach to workplace health promotion to a broad concept which is 

similar to those some hospitals have adopted.  The impacts of HPH on organisational 

capacity for health promotion in the three case hospitals vary according to the 

different conceptions of HPH.  

Key enablers of the implementation of HPH in Taiwan  

The relevant literature has summarised the key enablers of the implementation of 

HPH, including supportive policy context and external operational support (NHS 

Health Scotland, 2010) supportive leadership (Guo, et al., 2007; Johnson & Baum, 

2001; Põlluste, et al., 2006; Whitelaw, et al., 2006), HP-inclusive mission and strategy 

(Johnson & Baum, 2001), making HP a priority (Johansson, et al., 2010), pro-HP 

culture (Johansson, et al., 2010), established HP structure (Pelikan, et al., 2006), 

available resources (Brandt, et al., 2005; Guo, et al., 2007), healthy policies(Johnson 

& Baum, 2001; Nowak, et al., 1998), integration into subsystems (Brandt, et al., 

2005), effective project management (Nowak, et al., 1998; Pelikan, et al., 2006), 

health promotion involvement of staff (Pelikan, et al., 2006), incorporation of health 
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promotion into job descriptions (Johnson & Paton, 2007) and recognised efforts of 

staff members on health promotion (Johnson, 1998).  Pro-HP culture refers to the 

holistic and salutogenic view on health rather than illness and it places an emphasis on 

quality rather than only quantity (Johansson, et al., 2010).  Available resources 

encompass personnel, funding, allocated time, skilled HP support, access to tools, and 

physical facilities.   

Table 8.2.1 shows that the similarities and differences found between the 3 case 

studies in Taiwan and the 5 case studies in the literature.  The information of the 5 

case studies in the literature might be limited but the comparison still can shed light 

on the pattern of the enablers perceived in the implementation of HPH.  As explored 

in the 3 case studies in Taiwan, the 5 case studies in the literature also demonstrated 

the importance of supportive policy contexts, participation platform such as the HPH 

network, a link to external operational support, supportive leadership, HP embraced 

development policies, established inter-professional committees, identifying persons 

to coordinate or lead, healthy polices in place, available resources, effective project 

management, increased visibility of HP, subscription to the notion of HP by staff and 

increased motivation through incentives or rewards in place.  Moreover, Case 5 in 

Greenslopes Private Hospital achieved sustainability by its self-funded model that the 

most funding for staff programs came from revenue from the popular in-house 

gymnasium, and provided all range of staff programs through the use of community 

resources such as contracting out to the vendors in the community.   

Table 8.2.1 A comparison of enablers of the implementation of HPH between 

three case hospitals conducted by this study and five case studies in literature  

Transformational enablers 

Case studies  Case studies in literature  

I II III 1 2 3 4 5 
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Supportive policy contexts         

Participation platforms         

Link to external operational support          

A need for appealing to and 
accommodating the community 

        

Mimetic process          

Supportive leadership         
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Table 8.2.1 A comparison of enablers of the implementation of HPH between 

three case hospitals conducted by this study and five case studies in literature  

Transformational enablers 

Case studies by 

this study 
Case studies in literature  

I II III 1 2 3 4 5 
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 m
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Existing conducive missions           

HPH embraced written mission 
statement  

        

HP embraced development policies         
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Religious ideal         

Esprit de corps         
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Established inter-professional 

committee 
  

35  
36    

Established multidisciplinary 

project groups 
        

Identifying person(s) to coordinate 

or lead 
        

A coordinator raise to a ladder of 

hierarchy" 
        

Active and supportive secretariat of 

HPH committee  
        

Effective coordination by 

high-ranking leaders 
        

Existing conducive structures         

P
ro

-H
P

 s
y
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em

s 

Healthy policies in place         

Available resources        
 

HP embraced subsystems         

HP embraced operational 
procedures 

        

Integration into systems         

Self-funded system          

                                                        
35 The HPH committee was established in 2006 due to the HPH pilot study.  But it was incorporated 

into its quality management system at the end of 2006.   
36 The health promotion working group which evolved into the Health Promotion Committee in 1993 

and was later disbanded in June 1996 due to their role becoming obsolete once HP became more 

established in the organisation.   
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Table 8.2.1 A comparison of enablers of the implementation of HPH between 

three case hospitals conducted by this study and five case studies in literature 

(continued) 

Transformational enablers 

Case studies by 

this study 
Case studies in literature  

I II III 1 2 3 4 5 

E
ff
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ti

v
e 

m
an

ag
em

en
t 

p
ra

ct
ic

es
 

Full plan in advance and high 
consensus among staff 

        

Effective project management         

Increased visibility of HP         

Use of quality management tools         

Use of local resources           

A
sp

ir
at

io
n

s 
o

f 
th

e 

st
af

f 

Linked to individual and 
departmental professional 
development 

        

Subscription to the notion of HP         

Increased motivation         

 

The study has identified key enablers of the implementation of HPH in Taiwan: 

supportive policy contexts, an access to community resources, supportive leadership 

from hospital superintendents and middle-level managers, HP-inclusive development 

mission and goal, holistic care ,  a patient-centred culture, established HP-related 

committee, an appropriate supply of available resources,  healthy policies in place, 

good inter-sectoral communication, willingness of staff to participate through the 

availability of opportunities for staff to implement HP, HP-inclusive on-the-job 

training, use of enthusiastic health promoters and HP-inclusive reward system.   

 Supportive external context for HPH 

 Supportive policy contexts 

HP-hospitals in Taiwan were driven by a supportive policy context, particularly 

project funding from the government, HP-inclusive hospital accreditation and national 

holistic care and a patient-centred policy.  According to the results of the 

questionnaire survey, the key reasons for HP-hospitals to implement HPH are related 

to government policies: HPH is in line with the hospitals’ goals of holistic care, 
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co-operation with government policies and HP-inclusive hospital accreditation.   

This pro-HPH political background also holds true for Scotland (NHS Health 

Scotland, 2010) but not many HPH networks were supported by their government 

policies.  Following an analysis of current international research (Dietscher, Schmied, 

Röthlin, & Pelikan, 2010), 13 out of 28 HPH networks had some form of HP 

regulation for health promotion in healthcare.  However, only 4 out of 28 networks 

had specific government funding mechanisms for health promotion in healthcare in 

their countries/ regions, and only 7 networks incorporated health promotion into 

organisational accreditation.   

 An access to community resources 

Access to and use of community resources was found to be a key enabler of HPH in 

Taiwan.  According to Australian research (Johnson & Baum, 2001), the community 

is the last group targeted by hospitals.  Following an analysis of current international 

research (Dietscher, et al., 2010),  community-oriented strategies have a lower score 

than patient and staff oriented strategies.  However, this may not hold true for 

Taiwan.  Among the 52 HP-hospitals participating in the questionnaire survey, 35 of 

them (67.3%) have taken a coordinating role in the Community Health Building 

initiative or implemented the Taipei Healthy Hospital initiative since the introduction 

of these policies?.  Accordingly, access to and use of community resources became 

important if they were to develop sustainable and effective development of 

community health promotion.   

 Supportive leadership from hospital superintendents and middle-level managers 

Supportive leadership played a critical role. According to the questionnaire survey, the 

support from superintendents was the most significant factor in HPH  and support 

from units / department’s directors was the second most significant factor.  

According to the opinions expressed in interviews with experts and key players in all 

three case studies supportive leadership was also significant.  This might be because 

the leader of TSHPS particularly lobbied hospital superintendents for HPH.  This 

finding confirms the previous studies (Guo, et al., 2007; Johnson, 1998; Johnson & 

Baum, 2001; Põlluste, et al., 2006; Whitelaw, et al., 2006).  Particularly, as 

highlighted by the Australian experience (Johnson & Baum, 2001), support from 
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leaders at different levels of the organisation is important.   

 HP-inclusive development mission and goal  

Many hospital managers perceived support from HP-inclusive mission and goal.  

HP-hospitals already had HP-inclusive mission and goal in place or they revised their 

mission and goal to manifest the high priority of health promotion.  Following an 

analysis examining the Australian experience Johnson and Baum (2001) argued the 

importance of the incorporation of HP into the hospital's vision and its strategic role 

statements.  According to Johansson et al., (2010), in the Swedish experience, it was 

important to make health promotion a prioritised mission.  Furthermore, all three 

case studies and the expert interviews revealed that existing HP-inclusive mission and 

fine-tuned HP development policies supported the hospitals’ implementation of HPH.  

As elaborated at some length in Chapter 4, before the introduction of HPH into 

Taiwan, the Taiwanese government developed HPH-related polices such as holistic 

and community-oriented care.   

 Holistic care culture / patient-centred culture  

Many hospital managers perceived support from holistic care culture / 

patient-centered culture.  Although the international HPH network has a 20-year 

history , Taiwan adopted HPH much later  The health system in Taiwan has 

essentially followed the American model and adopted an holistic and patient-centered 

care in the 2000s and implemented it on a large scale in 2005 (Taiwan Department of 

Health, 2005).  In fact, holistic and patient-cantered care is a form of HPH (Pelikan, 

2007b), and shares similar principles and values with HPH.  Therefore, the 

cultivation of holistic care culture / patient-centred culture paves the way for HPH.   

 Established HP-related committees 

Many hospital managers identified support from the established HP-related 

committees. In implementing HPH, all three case hospitals started with the HPH 

committees.  Following an analysis as indicated in the questionnaire survey, 45 of 52 

respondent HP-hospitals established HP-related committees. This is in line with the 

requirement of the comprehensive HPH approach such as a specific health promotion 

management structure (Pelikan, et al., 2006).   
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 Available resources and healthy policies in place  

Many hospital managers felt supported by available resources and healthy policies.  

As indicated in many previous studies, available resources are very important.  

Resources were required in the form of financial funding (Brandt, et al., 2005; Guo, et 

al., 2007; Johnson & Baum, 2001; Johnson & Nolan, 2004; Pelikan, et al., 2006), 

personnel (Brandt, et al., 2005; Guo, et al., 2007; Johnson & Baum, 2001), and 

allocated time (Johansson, et al., 2010; Nowak, et al., 1998).  Moreover, the study 

supports the previous research regarding the importance of healthy policies (Johnson 

& Baum, 2001; Nowak, et al., 1998).   

 

 Workable inter-sectoral communication  

Many hospital managers reported that they had support from workplace inter-sectoral 

communication.  The significance of appropriate communication strategies was 

highlighted in Rudolfstiftung Hospital, Vienna (Nowak, et al., 1998).  It is clear that 

health promotion relies on collective efforts from many different disciplines 

(Rootman, 2001). 

 Aspirations of staff participation  

Many hospitals provided motivation of the staff through four main mechanisms: 

availability of opportunities for staff to implement HP, HP-inclusive on-the-job 

training, use of enthusiastic health promoters in the workplace and HP-inclusive 

rewards system.  This study confirms the previous research which recognises the 

involvement of staff in health promotion (Pelikan, et al., 2006).  HP-inclusive 

on-the-job training can improve job-person match to encourage hospital staff to 

participate in the implementation of health promotion.  Enthusiastic health promoters 

might be family doctors, dieticians, physiotherapists, public health personnel because 

health promotion is related to their individual or departmental development.  A 

HP-inclusive rewards system provides incentives for staff participation, pays 

recognition to them and encourages their continuing input.   

Other important transformational enablers identified in this study include integrating 

HP into existing quality management systems, explicit and focused overall objectives 

of HPH and a culture of teamwork.  Some important transactional enablers worth 
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noting are implementing health promotion along with hospital accreditation and 

explicit objectives of HP programs.   

To sum up, transformational and transactional enablers are of equal importance in the 

process of implementing HPH.  The findings of this study confirm most of the 

previous research.  However, this study points out the unique enablers in a 

supportive policy context in Taiwan: access to community resources, supportive 

leadership from those staff in positions of power, and integration of health promotion 

into hospital accreditation.   

Key barriers to the implementation of HPH in Taiwan  

This section will summarise the key barriers identified in the literature and then 

compare them with findings of the study.  Table 8.2.2 presents a summary of barriers 

to the implementation of HPH internationally.  In particular, low prioritisation of HP 

in missions, shortages of resources, ineffective project management, lack of 

communication, poor coordination and integration, and an inappropriate job-person 

match were five crucial barriers.   

Table 8.2.2 A summary of barriers to HPH in literature  

Aspect Barriers as identified 

External environment 

- Lack of government leadership and policy commitment (Johnson, 

1998; Whitehead, 2004) 

- Inadequate health insurance coverage of HP (Guo, et al., 2007; 

Johnson, 1998) 

- HPH not linked to existing relevant initiatives (NHS Health Scotland, 

2010) 

Leadership, mission 

and strategy and 

organisation culture  

- Low prioritisation of HP (by leaders) on missions (Johnson, 1998; 

NHS Health Scotland, 2010; Whitehead, 2004; Whitelaw, et al., 2011) 
- Hospital managers with limited understanding of HPH (Guo, et al., 

2007; Y. W. Lin, et al., 2009) 

- Lack of HP background within the hospital (Tountas, et al., 2004) 

- Attitude preferring risk, treatment, quantity to health, prevention and 

quality (Johansson, et al., 2010; Johnson & Nolan, 2004; Whitelaw, et 

al., 2011) 

Structure, system and 

management practices  

- lack of clearly determined links between the hospital and community 

organisations (Johnson & Nolan, 2004) 

- Conflict within multidisciplinary teams which prevented teams 

working together on common issues (Johnson, 1998) 

- Lack of involvement of the directors in the quality management team 

(Brandt, et al., 2005; Groene, et al., 2009) 
- Lack of a specialised department to lead / coordinate (Y. W. Lin, et al., 

2009) 

- Lack of comprehensive managerial structures to foster HP (Johnson & 

Baum, 2001; Whitelaw, et al., 2011) 
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Table 8.2.2 A summary of barriers to HPH in literature (continued) 

Aspect Barriers as identified 

Structure, system and 

management practices 

(continued) 

- Shortages of resources in funds, personnel, time, guideline, tools, 

evidence of effectiveness of health promotion, facilities, physical space 

(Aujoulat, et al., 2001; Groene, et al., 2009; Guo, et al., 2007; Johnson, 

1998; Johnson & Nolan, 2004; Y. W. Lin, et al., 2009; NHS Health 

Scotland, 2010; Tountas, et al., 2004) 

- Lack of HP policies (Johnson, 1998; Tountas, et al., 2004) 
- Ineffective project management in insufficient planning, inadequate 

theoretical references, little consideration to underlying structural or 

cultural problems, and healthy organisation and staff, little action for 

evaluation (Aujoulat, et al., 2001; Bensberg & Kennedy, 2002; Brandt, 

et al., 2005; Groene, et al., 2009; Y. W. Lin, et al., 2009) 

- Lack of communication, coordination and integration (Aujoulat, et al., 

2001; Groene, et al., 2009; Y. W. Lin, et al., 2009; Tountas, et al., 2004; 

Whitelaw, et al., 2011; Whitelaw, et al., 2006) 

- Invisibility of health promotion (Johnson, 1998; Y. W. Lin, et al., 2009; 

Tountas, et al., 2004)   

Staff participation  

- Many hospital staff not appearing to have awareness of community 

services (Johnson & Nolan, 2004) 

- Poor job-person match: lack of competence in HP, lack of proficiency 

in communication (Groene, et al., 2009; Guo, et al., 2007; Johnson, 
1998; McBride, 2004; NHS Health Scotland, 2010; Whitelaw, et al., 

2006) 

- Lack of incentives (Johnson, 1998; Tountas, et al., 2004) 

Table 8.2.3 presents a comparison of a comparison of barriers to the implementation 

of HPH between three case hospitals conducted by this study and four case studies in 

literature.  Case 1 in literature was excluded due to no published information 

available.  The 3 case studies conducted by this study and the case studies in 

literature shared common barriers in lack of resources, job-person unmatched and low 

motivation.   

Table 8.2.3 A comparison of barriers to the implementation of HPH between 

three case hospitals conducted by this study and four case studies in literature 

 
Case studies by 

this study 
Case studies in literature 

Transformational barriers I II III 1 2 3 4 5 
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 Insufficient resource inputs from 
external environments    -     

Incoherent government policies    -     

Invalid of public conception of 
HPH 

   -     

Lack of references    -     

Unsustainability in funding projects    -     
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Table 8.2.3 (Continued) 

 
Case studies by 

this study 
Case studies in literature 

Transformational barriers I II III 1 2 3 4 5 
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Under representation of the medical 
professionals    - 

    

Procrastination due to coordination 
not backed up by authority    - 

    

Engulfed HP function when 
integrated in to quality management    - 

    

Poorly defined division of labour    - 
    

Centralised decision making 
process    

- 
    

Unsupportive setting for 
communication     
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 Lacks of resources     -     

The performance system with 
limited stimulating effect    - 

    

Performance system preferring 
quantity to quality     - 

    

A lack of HPH-related education    -     

Difficulty in effective data 
management linking between 
department  

   - 
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Loose (central) project 
management    - 

  
 

 

Lack of integration     -     

Insufficient communication    -     

Inability to drive HP to home of the 
staff    - 

    

Marginalised HP activities    -     

Medical oriented reporting     -     
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Table 8.2.3 (continued) 

 
Case studies by 

this study 
Case studies in literature 

Transformational barriers I II III 1 2 3 4 5 
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Job-person unmatched    -     

Low motivation    -     

Conflict within multidisciplinary 

teams 
   -     

In Taiwan, transactional enablers generally were more significant than 

transformational enablers.  These key barriers included inadequate National Health 

Insurance (NHI) coverage of health promotion, government policies, insufficient local 

community resources, staff resistance to change. Poor inter-sectoral links, lack of 

integration, lack of evidence of health promotion program effectiveness, low staff 

motivation, and poor job-person match were other transactional barriers.   

 Insufficient support from external environments 

 Inadequate NHI coverage of health promotion 

The first critical barrier is inadequate NHI coverage of health promotion, which was 

also explored in China’s experience in a context slightly different from yet 

comparable to Taiwan’s experience (Guo, et al., 2007). In Taiwan, NHI has 

pay-for-performance programs in place but it is a small fraction of the whole 

reimbursement system.  The performance-based payment system is a desirable one 

but the system has developed at a slow pace because it is difficult to design 

appropriate indicators to evaluate the performance of clinical paths which incorporate 

health promotion
37

.  Internationally, Tønnesen (2007) led a research group to 

develop some form of Diagnosis Related Groups (DRGs) which incorporates health 

promotion activities.  Their experiences might show the way for the development of 

a NHI reimbursement system in Taiwan.   

 Incoherent government policies  

                                                        
37

 It is based on an interview with a director who was in charge of the NHI reimbursement system. 
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Incoherent government policies were perceived as a major problem.  This is a new 

barrier which has emerged in Taiwan.  In Taiwan, most health promotion actions in 

hospitals were based on government-funded projects and hospitals usually only 

responded to the requirements stipulated in the project contract.  Hospital managers 

perceived a problem in lack of continuity of government funding.  Accordingly, it 

was common that hospitals had to abandon some health promotion programs as a 

result of discontinued funding for the projects.  Sustainability of the health 

promotion program became a challenge.  This problem also caused poor long-term 

planning and resulted in limited impact and outcome evaluation.   

 Insufficient local community resources  

Insufficient local community resources were identified as a problem.  As the 

previous section on enablers indicated, many hospitals in Taiwan assumed the task of 

promoting the health of the community.  However, as a key leader in Case Hospital 

II indicated, funding from the government for community health promotion was not 

enough.  Hospitals need to link to local community resources, which is also a 

principle of community health development.  Insufficient local community resources 

may not really reflect the dearth of local community resources.  This might be 

because hospitals do not have supportive procedures to establish networks with 

community organisations (Johnson & Nolan, 2004).  High levels of access to and use 

of community resources enabled the implementation of community health promotion; 

however, low levels of access to local community resources hindered the effective 

implementation of community health promotion.   

 Resistance to change  

Staff resistance to change was identified as a significant barrier.  In order to break 

such resistance, it is necessary to identify the types of resistance to change.  Kotter 

and Schlesinger (2008) proposed four types of resistance to change: parochial 

self-interest, misunderstanding and lack of trust, different assessment and low 

tolerance for change.  Resistance to different assessment procedures was evident in 

Case Hospital I.  Some key players expressed the belief that the hospital did not 

develop and communicate well the rationale for HPH or for particular individual 

health promotion programs. Some hospital staff felt unhappy about the adoption of 

HPH or the implementation of the staff health promotion programs.    
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 Insufficient systemic support and management practices  

 Weak inter-sectoral links  

Weak inter-sectoral links were found to be a crucial problem.  Health promotion 

relies on a multidisciplinary effort, and inter-sectoral collaboration is one of the 

important principles of health promotion (Rootman, 2001).  Poor inter-sectoral 

linkage is related to insufficient communication between units.   

 Lack of integration  

Lack of integration was identified as a common problem and it was usually related to 

a shortage of human resources and inadequate planning.  Hospital staff was 

constantly busy responding to expected or unexpected frontline work, and limited 

personnel worked on planning and integration.  For instance, integration was 

challenging in Case Hospital I because of the weak central project management and 

limited personnel who worked on planning.   

 Lack of evidence of health promotion program effectiveness  

Many hospital managers felt that there was not enough evidence that health promotion 

was effective, as identified in the case study of the women's and children's hospital 

(Johnson, 1998).  In fact, international evidence that health promotion is effective is 

presented in a report by IUHPE (2000).  For instance, evidence of the systems 

approach to reduce job stress was reviewed (Lamontagne, et al., 2007), as detailed in 

the next section.  However, as Chapter 6 indicated, hospital managers implemented 

strategies to reduce job stress but were not aware of the systems approach.   

 Inadequate staff participation  

 Low staff motivation   

A significant problem was that most hospital staff did not accept HP as part of their 

jobs.  In particular, medical professional were not interested in health promotion.  

The low staff motivation to some extent was caused by poorly designed incentives for 

staff to participate in health promotion.  Following an analysis, as the case studies 

indicate, some hospital managers agreed with the integration of health promotion into 

their performance system but the problem was that the outcome of health promotion 

could not suitably be integrated into hospitals’ overall performance.  The low interest 
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physicians demonstrated in health promotion might be associated with the narrow 

conception of HPH that health promotion is limited to prevention of disease.  

Moreover, before  the introduction of HPH, hospitals in Taiwan have followed 

government policy in developing patient-centred and holistic care (Taiwan 

Department of Health, 2005) which are indications of HPH.  Case study III found 

that some hospital managers were confused about holistic care and HPH and did not 

know they had much in common.  If hospital managers and staff were aware of the 

broad concept of WHO health promotion and the connection between holistic care 

and HPH, it would be easier to drive health promotion to home of the staff.   

In terms of lack of incentives for staff participation, Tountas et al. (2004), found that 

HP-hospitals in Greece should have provided support for staff to attend seminars or 

conferences to present hospital programs and.; however, in Taiwan, this was not a 

problem.  For instance, in the 19
th
 International Conference on Health Promoting 

Hospitals and Health Services in Finland, more than 100 Taiwanese representatives 

participated in the conference.  In Taiwan, more incentives are needed for health 

promotion quality improvement and inter-sectoral cooperation.  Incentives could be 

provided to reward outstanding performance or extra duties.  However, many 

hospital managers were baffled by the difficulty in designing appropriate 

measurement of health promotion duties, even though they agreed with the 

incorporation of health promotion into the pay performance system.  In Case 

Hospital III, staff who participated in particular health promotion tasks could get more 

credits for their performance.   

 Poor Job-person match 

Three case studies and experts identified inappropriate job-person match as a problem 

which was also a common barrier explored in previous study (Guo, et al., 2007; 

Johnson, 1998; McBride, 2004; Whitelaw, et al., 2006).  However, the questionnaire 

survey showed that only 13 of 52 respondents perceived this as a problem.  In 

Sweden, key stakeholders did not regard lack of competence as a key barrier 

either(Johansson, et al., 2010).  Poor job-person match refers to inadequate 

understanding and skills of health promotion, quality management and research 

methodology, and insufficient proficiency in English, which is necessary for 

effectively communicating with the medical elite, domestically and internationally.  
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Health promotion should be integrated into existing quality management systems.  

However, this combination may not work well if hospital staff is not skilled in quality 

management tools.  The International HPH Network and Taiwan HPH Network 

provide many platforms for hospitals to present the outcomes of health promotion 

programs through which they (the staff) were encouraged to work out their own 

projects.  However, often times, while trying to work out the plan, they found they 

did not possess sufficient methodology.  Hospitals in Taiwan were enthusiastic about 

international interaction and communication but some hospital staff perceived a 

problem of insufficient proficiency in English.   

To sum up, HP-hospitals in Taiwan encountered more transactional barriers than 

transformational barriers.  HP-hospitals were supported by their leaders and by the 

hospitals’ mission and strategy but they required more support from the government 

policies and community resources and this put further pressure on the day-to-day 

operation and on staff participation.   

The impact of HPH on HP-hospitals in Taiwan: organisational capacity for 

health promotion 

 Organisational capacity building for health promotion 

The study divided organisational capacity for health promotion into two main types of 

organisational factors: transformational factors and transactional factors.  The 

former refers to the leadership, mission and strategy, organisational culture; the latter 

refers to the structure, system, management practices and staff participation. 

Following an analysis of the questionnaire survey, the study found that leadership and 

organisational culture had the highest scores but staff participation had the lowest 

scores
38

. Overall, relatively more hospitals had positive changes in transformational 

factors which were represented in leadership, mission and strategy and organisation 

culture than transactional factors.  Johnson and Paton (2007) created a new term , 

‘projectitus,’ to describe the phenomenon that changing an organisation relies only on 

stand-alone projects rather than on the whole organisation and relies on only a small 

number of dedicated and devoted individuals rather than the support of high-ranking 

leaders.  As the finding shows, HP-hospitals in Taiwan were gradually going beyond 

                                                        
38 The comparison excludes the score of structure due to different measurements.   
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‘projectitus’, and undergoing fundamental changes into health promoting setting.   

In terms of transformational achievements, relatively more hospitals put additional 

effort into the following areas: leadership by the superintendent (94.2%), leadership 

by directors in administrative departments (84.6%), the overall development plan and 

annual action plans (82.7 %), the overall organizational culture (88.5%) and the 

organizational culture of administrative departments (82.7%).  The three case studies 

and expert interviews also suggest a positive change in leadership and a finely-tuned 

HP mission and strategy.  Furthermore, the three case studies found an additional 

change in cultivated habits of physical activity.  The findings confirm previous 

studies examining the issues of more support from leaders (Nowak, et al., 1998),  

HP-inclusive mission (Johnson, 1998; Nowak, et al., 1998) and pro-HP culture (NHS 

Health Scotland, 2010; Nowak, et al., 1998).  The majority of case studies in 

literature also demonstrated positive changes in more support from leadership and 

integration of HP into development policies.  Case 1 and 3 in literature demonstrated 

the positive changes in becoming learning organisations, cultivating cooperative 

culture and health improvement culture although cultivated habits of physical 

activities were not explored in case studies in literature.  The detail was illustrated in 

Table 8.2.4 below. 

With reference to transactional achievements, relatively more hospitals put additional 

effort into the following areas: healthy policies (92.3%), multiple strategies (86.5%), 

maximising health promotion visibility (94.2%), providing health promotion related 

training (80.8%), and encouraging departments and staff to implement health 

promotion (82.7%).  The three case studies and expert interviews also suggest a 

positive change from maximising health promotion visibility and encouraging 

participation of the departments and staff.  Moreover, the three case studies and 

expert interviews found a common positive change resulting from well-established 

communication structures, and integration into or of multi-sectoral subsystems.  The 

three case studies and a majority of the five case studies in literature found a common 

transactional changes resulting from established community structures, multi-sector, 

incorporation into subsystems, integration into or of subsystems, improved project 

managements and enhanced staff participation, as showed in Table 8.2.4.  This 

finding confirms previous research in formulated health policies (NHS Health 

Scotland, 2010; Whitelaw, et al., 2006), which maximise health promotion visibility 
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(Nowak, et al., 1998; Whitelaw, et al., 2006), provision of health promotion-related 

training (Nowak, et al., 1998; Tountas, et al., 2004; Whitelaw, et al., 2006), greater 

involvement of departments and staff (NHS Health Scotland, 2010; Nowak, et al., 

1998), in the established communication structure (Nowak, et al., 1998).  

Furthermore, the study found additional achievement following the adoption of 

multiple strategies.   

Table 8.2.4 A comparison of impact of HPH on organisational capacity for health 

promotion between three case hospitals conducted by this study and five case 

studies in literature 

Change in organisational capacity for HP 

Case studies by 

this study 
Case studies in literature 
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39 but disbanded in end of 2006 
40

 but disbanded in end of 1996 
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Table 8.2.4 A comparison of impact of HPH on organisational capacity for health 

promotion between three case hospitals conducted and five case studies in 

literature (continued) 

Change in organisational capacity for HP 

Case studies by 

this study 
Case studies in literature 

I II III 1 2 3  4 5 
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Improved project managements         

Increased visibility of health 

promotion 
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 Friendly work unit climate         

Link to individual needs and 
values          

Enhanced job-person match         

More interaction between units         

Domestic and international links         

 

 The demonstration of a hybrid model with combination of the Addition 

Model and the Integration Model  

The study demonstrated the hybrid model with combination of the Addition Model 

and the Integration Model.  Nevertheless, the hybrid model varies due to 

involvement of transformational factors and establishment of an HP-related 

committee.  Group A hospitals had comparatively high average scores in Mission 

and Strategy (9.7)
 41

, Leadership (9.8) and Organisation Culture (9.7) but had a 

relatively low score in Structure (7.5).  The score for structure in Group A was even 

lower than that in Group B.  Among 13 group A hospitals, 8 established the 

HP-related committee before HPH, 4 established it after HPH and 1 had never 

established any.  After HPH, all Group A hospitals adjusted the overall development 

plan and incorporated health promotion into the annual action plan and the hospital 

managers supported large-scale integration of healht promotion into the existing 

                                                        
41 The total score of each dimension is 10.   
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quality management system
42

.  Therefore, Group A hospitals adopted the integration 

model supplemented with the addition model. 

On the other hand, Group B hospitals had quite close scores in Mission and Strategy 

(7.8), Leadership (8.2), Organisation Culture (8.1), Structure (8.3), System (7.9), 

Management (8.1) and Staff Participation (8.0).  The score for structure in Group B 

was even higher than that in group A.  Among 13 Group B hospitals, 2 established 

HP-related committee before HPH, 10 established it after HPH, and 1 had never 

established it.  Among 13 hospitals in Group B, 12 adjusted the overall development 

plan and incorporated health promotion into the annual action plan, and the 12 

hospital managers implemented middle-scale integration into existing quality 

management system
43

.  Therefore, Group B hospitals adopted the addition model 

supplemented with the integration model.  

The impact of HPH on HP-hospitals in Taiwan: issues and strategies  

 Perceived changes in the implementation of health promotion 

With reference to perceived changes to the implementation of health promotion in the 

five target areas?, the most significant change was perceived in staff health promotion 

(96%), followed by patients (94%), communities (92%), healthy environments (83%) 

and healthy organisation (83%).  Staff, patients and communities are the three main 

targeted groups in the WHO HPH framework (Pelikan, et al., 2006) and healthy 

environments and healthy organisation could be used as strategies to promote health 

of staff, patients and communities.  In terms of perceived types of change in the 

implementation of health promotion for these five targets, re-aligning strategies was 

the major change, followed by more resources, improved quality control, higher 

service volume, more programs and changing work models. 

In re-aligning strategies for patient and community health promotion, extra attention 

was given to reorienting health services, followed by supportive environments, 

healthy policies, personal knowledge and skills and staff participation.  Reorienting 

health services was interrelated with supportive environments and healthy policies.  

                                                        
42 Based on the five Likert scale (very disagree, disagree, neither agree nor disagree, agree, very agree), 

all 13 hospital managers claimed ‘very agree’ in terms of the integration into quality management 

system.   
43 12 hospital managers claimed ‘agree’ and 1 claimed ‘neither agree nor disagree’ in terms of the 

integration into quality management system.   
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Following an analysis of the case studies, hospitals reoriented themselves through 

programs such as the health promotion needs assessment procedure and multi-sectoral 

teams for improving the health of patients.  For instance, hospitals built a 

patient-friendly procedure for preventive services to encourage community people to 

use the preventive services. As well, hospitals dispatched medical professionals to the 

community for health fairs, health screening and health education.   

The results of the questionnaire survey confirm the observation in the three case 

studies that HPH drew the attention of more hospitals to staff health.  Accordingly, 

the following section will discuss the implementation of staff health promotion in 

detail, including re-aligning strategies for staff health promotion.   

 Workplace health promotion in HP-hospitals 

 Issues 

In terms of the implementation of health promotion issues in the past , the study 

found that lifestyle health issues dominated in HP-hospitals in Taiwan followed 

by organisational work environments and then physical work environments.  

This finding is consistent with a current international study (Pelikan, Dietscher, 

Schmied, & Röthlin, 2011) that HPH strengthened the implementation of health 

promoting lifestyle  most effectively, followed by health promoting 

co-production in work processes.  

 Strategies adopted  

In re-aligning strategies for staff health promotion, extra attention was given to 

staff participation, followed by reorienting health services, healthy policies, 

supportive environments and personal knowledge and skills.  Regarding 

lifestyle issues in obesity/ metabolic syndrome/ physical fitness, smoking 

cessation, nutrition and health management for abnormal cases, the strategies 

adopted went beyond individual factors.  Furthermore, a multi-strategy 

approach was evident in the three lifestyle issues in particular: obesity/ metabolic 

syndrome/ physical fitness, smoking cessation and nutrition.  Enhanced 

participation and a multi-strategy approach were promoted in the guiding 

principles of evaluation in health promotion by Rootman (2001), and the 

currently published guide to promoting healthy workplace in healthcare institutes 
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(Côté, 2011).  Notably, influenced by HPH, HP-hospitals in Taiwan paid 

attention to staff health and reoriented health services to meet the health needs of 

their staff.   

 Strategies addressing job stress  

In the case of strategies related to reducing job stress, this study found that 

HP-hospitals in Taiwan tended to use tertiary and secondary interventions to 

address job stress and took little account of primary interventions which were 

related to organisational environments.  This finding is consistent with the 

previous reviews that individually-focused interventions were dominant in job 

stress prevention (Caulfield, Chang, Dollard, & Elshaug, 2004; EASHW, 2002; 

Lamontagne, et al., 2007; Noblet, 2005; Richardson & Rothstein, 2008) even 

though there was slightly growth in organisation level interventions (Giga, 

Noblet, Faragher, & Cooper, 2003; Lamontagne, et al., 2007).   

However,  much international literature has presented the impact of 

organisational environments on the mental health of employees (Chan & Huak, 

2004; Cox, 1993; Cox & Cox, 1993; Limm et al., 2011; Noblet, 2003; Sapp, 

Kawachi, Sorensen, LaMontagne, & Subramanian, 2010).  This impact holds 

true for hospitals in Taiwan (D. R. Chen, et al., 2008; Chen, Hwu, Kung, & Chiu, 

2008; Chiu, Chien, Lin, & Hsiao, 2005; Shen, Cheng, Lee, & Guo, 2005 ; Yang, 

Pan, & Yang, 2004).  Many previous studies argued that job stress interventions 

should not only address the consequence of the stressor but also the context in 

which the stressors occurred (Burke, 1993; Cox & Griffths, 2002; Landsbergis, 

2009 ; Limm, et al., 2011; Parkes & Sparkes, 1998).  A previous systematic 

review proved that a combination of individual-level and organisation-level 

interventions are the most effective in address negative impacts of job stress 

(Lamontagne, et al., 2007).  This approach is called the systems approach or 

comprehensive approach (Lamontagne, et al., 2007 ; Noblet & LaMontagne, 

2006).   

The case studies shed light on interventions to reduce job stress.  Case Hospital 

I and III promoted staff mental health and took both individual-directed and 

organisation-directed strategies into account in addressing job stress.  As a 

result of a comprehensive needs assessment, it drew attention to disorganised 
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management such as delayed days-off- due to disorganised operational 

procedures in addition to individual ability to respond to stressors.  This also 

held true for Case Hospital III.  A comprehensive needs assessment drew the 

case hospital’s attention to inadequate communication among staff as well as 

awareness of mental health and stress management.  A comprehensive needs 

assessment assisted in exploring needs and then in developing corresponding 

strategies.  Therefore, a comprehensive approach to job stress started with a 

comprehensive needs assessment.   

 Four generations of workplace health promotion  

Several writers discussed the four generations of health promotion programs in 

the workplace in terms of the model developed by Willis Goldbeck (Chu, et al., 

2000; Chu, et al., 1997; Chu & Dwyer, 2002; Wenzel, 1994). The development in 

the workplace health promotion in Taiwan was predominantly in the third 

generation with the focus on wellness programs and individual lifestyle change.  

Nevertheless, this development was approaching the fourth generation with the 

focus on individual risk factors as well as broader organisational and 

environmental issues.  Among 52 respondent hospitals, 49 hospitals carried out 

3 to 5 lifestyle-related issues while 11 hospitals carried out 3 to 5 programs 

related to physical work environments and 17 hospitals carried out 3 to 5 

organisational work environments. In terms of lifestyle issues, strategies adopted 

generally went beyond individual efforts and took into consideration the 

influence of policies, environments, culture and health services.  However, in 

the case of job stress, the influence of organisational and physical environments 

went unnoticed.   

8.3 Recommendations for future development  

The study provides the following recommendations to address key barriers or 

problems identified to support sustainable and effective development of HPH in 

Taiwan.  The recommendations are enlisted in the following.   

 Recommendations for inadequate NHI coverage of health promotion 

 There should be more policy advocacy by the concerted actions of all 
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associations to demand Bureau of National Health Insurance (BNHI) to 

incorporate more health promotion elements into the reimbursement system.   

 More research is in order to investigate the cost-effectiveness and design 

performance indicators of health services incorporated with health promotion 

and focus on performance indicators.   

 The BNHI should build a partnership with WHO Collaborating Centre for 

Evidence-Based Health Promotion in Hospitals and Health Services
44

 to 

update evidence of HP-inclusive health services such as some form of 

Diagnosis Related Groups (DRGs) incorporating health promotion activities; 

they might also be used for further collaboration in producing local evidence 

for the Taiwanese context.   

 Recommendations for incoherent government policies 

 The government should ensure long-term, consistent, coherent planning for 

funding projects. 

 The government should regard evaluation as a part of the scheme for funding 

projects.   

 Recommendations for insufficient local community resources 

 The government should seek to build a partnership with the community 

organisations in advance as a key requirement in funding project proposals 

regarding community health promotion resources.   

 Recommendations for staff resistance to change  

 TSHPH is in good position and has the capacity to help develop a series of 

examples of the need for HPH. 

 Hospitals should conduct situational analysis to identify resistance to change 

and then adopt appropriate multiple strategies to address such resistance to 

change. 

 Recommendations for poor inter-sectoral collaboration  

 The hospital’s leader should explicitly assert the policy of inter-sectoral 

collaboration, develop concrete co-operative procedures and structures, and 

provide corresponding incentives.   

 Hospitals’ managers should ensure full communication with stakeholders 

from the beginning of the project. 

                                                        
44 The Centre aims at basing Health Promotion on the evidence platform in the same way as any other 

clinical interventions.  For further detail, refer to the website of the centre (http://www.whocc.dk/).   

http://www.whocc.dk/
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 Hospitals can adopt the bottom-up approach through strengthening 

inter-sectoral social interactions such as employee social clubs and employee 

tours.   

 Recommendations for poor integration 

 Hospitals should appoint full-time coordinators to work on integration and 

strengthen inter-sectoral linkages to reduce duplication of many similar health 

improvement initiatives in different departments.  

 Hospitals should ensure sufficient planning in advance so as to integrate 

similar tasks.   

 Recommendations for lack of evidence of effectiveness of health promotion 

programs 

 The International HPH Network can develop a manual for evidence of 

effectiveness of common health promotion programs within hospitals. 

 The TSHPH can help develop these manuals or translate existing English 

references, and circulate them to HP-hospitals or other health care institutes.   

 Recommendations for low staff motivation  

 Hospitals should develop an HP-inclusive reward system. 

 Hospitals’ coordinators should ensure sufficient and prompt feedback for staff 

members who are committed to health promotion tasks. 

 Hospitals should enhance connectivity between HPH and existing workloads. 

 Hospitals should employ full-time, specifically appointed coordinators to take 

over most duties regarding planning, coordination and evaluation to reduce 

any unnecessary workload resulting from poor project management.   

 Recommendations for poor job-person match 

 Health promotion should be integrated into other curricula related to Taiwan’s 

formal education programs such as of bachelor and master degrees in health 

care administration, social work, medicine and nursing .   

 The Taiwanese government or the Taiwan Society of HPH should build an 

operational support system to support the planning, implementation and 

evaluation of HPH. 

 The TSHPH should provide training for health promotion in needs assessment, 

priority setting, determinant analysis, evaluation and communication skills 

through an experienced and an interactive learning approach 

 Hospitals should cooperate with academics to obtain assistance in program 
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planning and evaluation.   

8.4 Limitations of the study 

This study has a number of limitations. In general, the development of HPH in Taiwan 

was initiated only in 2006 and has a short history and can provide only limited lessons 

at this time.  The researcher may not have been able to tap the depths of the analysis 

as much as she wished to.   

In the three case studies, Case Hospital I and III initiated HPH in 2006 and had a 

3-year implementation history when the researcher conducted the fieldwork in the 

second half year of 2008.  By the end of 2008, Case Hospital II only had 1-year 

implementation although it was one of the first private hospitals that adopted HPH.  

Three years of implementation is a short timeframe, let alone one year.  For these 

hospitals, the study can therefore investigate the development only in its nascent stage. 

This study, however, did a thorough inventory of the implementation of HPH and this 

analysis may serve as a contrasting work for later studies.   

In the questionnaire survey, first, the sample size is rather small numerically; however, 

it represents almost 95% of all HP-hospitals in Taiwan. Second, the questionnaire 

survey was based on self-reported and self-estimated information of the individual 

key players. They were relying on their memory.  Third, the hospitals in Taiwan 

adopted HPH in quite different ways, and HPH was implemented at different levels in 

different hospitals. The positions of the contact points varied, ranging from head 

nurses to hospital vice-superintendents.  The different levels of seniority of these 

staff provided a range of views, experience and attitudes. This was appropriate 

because Taiwan HPH requires that HPH be implemented using a wide range of 

strategies.  Fourth, HPH is a comprehensive concept and covers a wide range of 

aspects, and it is a formidable challenge for a doctoral dissertation to cover all of them.  

This coverage can only improve over time as more studies accumulate.  The 

questionnaire was answered by the key players even though a particular person may 

not have been an expert in all issues raised in the questionnaire; some respondents 

consulted with their team members.   

8.5 Conclusion  

This chapter discussed the major findings of the study and applications of the study; it 
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also provided recommendations and explained the limitations of the study.  The 

major findings involved the conception of health promoting hospitals, the enablers of 

and the barriers to the implementation of HPH in Taiwan.  This chapter then 

discussed the impact of HPH on HP-hospitals in Taiwan.  Responding to the key 

barriers identified, this chapter made recommendations on how to overcome the 

barriers and finally, explained the limitations of this study.   

This chapter first clarified the conception of HPH and views of high-ranking leaders 

on HPH which could either support or hinder the implementation of HPH.  As 

opposed to the broad concept of HPH, the narrow view which is limited to the 

prevention of diseases can diminish the relevance of hospitals and health promotion.  

Moreover, the views of the high-ranking leaders about what HPH can do for the 

hospitals determine the extent to which they applied HPH.   

This chapter identified key enablers of the implementation of HPH in Taiwan: 

supportive policy contexts, access to community resources, supportive leadership, 

HP-inclusive development mission and goal, holistic care / patient-centred culture, 

established HP-related committee, available resources and healthy policies in the 

workplace, workable inter-sectoral communication, and encouragement of staff 

participation.  The transformational and transactional enablers were given similar 

weight.  The study also identified key barriers to HPH as inadequate NHI coverage 

of health promotion, incoherent government policies, insufficient local community 

resources, staff resistance to change, poor inter-sectoral link, and lack of departmental 

integration, lack of evidence of health promotion program effectiveness, low staff 

motivation, and poor job-person match.  Transactional barriers generally were given 

more weight than transformational enablers did. 

The study substantiated the speculation of the positive impact of the HPH initiative on 

HP-hospitals in Taiwan.  Key organisational capacity building for health promotion 

was demonstrated in more leadership support, cultivation of pro-HP culture, 

maximising visibility of health promotion, healthy policies, adoption of multiple 

strategies, HP-inclusive overall development plan, encouragement of involvement of 

departments and staff and more provision of HP-related training.  HP-hospitals in 

Taiwan demonstrated a hybrid model with a combination of the addition model and 

the integration model.  With reference to perceived changes in the implementation of 
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health promotion, the most prominent change was perceived in staff health promotion, 

followed by the change in patients and communities.  Furthermore, strategies that 

went beyond individual efforts such as improving personal knowledge and skill are 

the major change, followed by that of more resources and improving quality control.   

In workplace health promotion, lifestyle programs obviously carried much more 

weight compared to physical and organisational work environments.  Collective 

efforts were made for lifestyle programs while the organisational and physical 

environments where the problem occurred went unnoticed in the analysis of how to 

reduce job stressors.  The development in the workplace health promotion in Taiwan 

was mainly in Goldbeck’s third generation with the focus on wellness programs and 

individual lifestyle change.  Nevertheless, the development in HPH was approaching 

the fourth generation with the focus on individual risk factors as well as broader 

organisational and environmental issues. 
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Chapter Nine Conclusion 

This thesis has investigated the impact of the WHO HPH initiative on HP-hospitals in 

Taiwan with the focus on conception of HPH, organisational capacity for health 

promotion, health promotion practices, and issues and strategies adopted.  It also has 

examined how organisational factors facilitated and hindered the implementation of 

HPH in Taiwan.  Furthermore, it has highlighted knowledge gaps in HPH? and made 

recommendations for the future direction of HPH in Taiwan.   

This thesis contains two parts.  Following the Introduction, Part One, consisting of 

Chapter Two to Chapter Five, presented the literature review, conceptual framework 

and research methodology. The literature review examined the underlying conceptual 

issues of HPH: what constitutes HPH; why should HPH be adopted; how can HPH 

be implemented and sustained; in which context has the Taiwan HPH Network 

grown; and what are the gaps in the HPH approach.  Responding to the gaps found 

in the literature review, Part One went on to design and elaborate the conceptual 

framework and research methodology of this thesis to address these issues.   

Chapter Two pointed out the concepts and theories of the setting approach for health 

promotion, the HPH approach and the workplace health promotion approach.  Based 

on literature, it clarified the broad concept of HPH which recognised the importance 

of multi-causal nature of health determinants, contextual factors, organisation-wide 

effort, extensive target groups and positive health.  It also provided theoretical ideas 

about how to realise the potential health of stakeholders in hospitals: the Addition 

Model, the Integration Model, and the Integrative Workplace Health Management 

Model.  It then drew on five case studies from Austrian, Australian, Scottish and 

German experiences to demonstrate the application of the addition and integration 

model, and the integrative model of WHM.  Through a systematic review of recent 

global HPH research, it found that HPH development has taken place over more than 

two decades but there is limited empirical evidence of the efficacy of the HPH 

approach.  In light of HPH-related theories, research, and case studies, this chapter 

concluded that organisational commitment to change into health promoting settings 

and organisation-wide effort are crucial elements in the sustainable and effective 

development of HPH.    

Chapter Three linked the theories of organisation change to the implementation of 
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HPH.  It examined basic concepts of organisation change, organisation change 

management and organisation models.  Among a range of organisation models, it 

explained why the study applied the Burke-Litwin Causal Model.  Furthermore, this 

chapter detailed the application of Burke-Litwin Causal Model to the implementation 

of HPH through a systematic review of current HPH theories and empirical studies, 

and taken the perspective of capacity building to summarise facilitators of, barriers to 

and achievements of the development of HPH worldwide.   

This chapter argued the importance of organisation-wide support in the development 

of HPH.  The systematic review of the HPH research pointed out that many of the 

barriers identified are related to insufficient organisational support.  To sustain health 

promotion projects, hospitals should consider building a supportive organisation in 

advance of, or at least concurrently with, the development of HPH.  This chapter 

concluded that the Burke-Litwin Causal Model proved to be a comprehensive 

framework for understanding how a hospital organisation functions and how the 

hospital can be facilitative in turning the hospital into a HPH.   

Chapter Four examined the historical background of HP-hospitals in Taiwan.  It 

examined the Taiwan’s hospital system and the historical development of health 

promotion in hospitals.  Based on that, it pointed out key drivers for hospitals to 

adopt the HPH initiative, including having HPH-related policies in place; these 

include patient-centred and holistic care, high interaction between hospitals and 

communities, high relevance between hospital accreditation and health promotion and 

the availability of health promotion related project funding.  It then examined the 

development of the Taiwan HPH Network and identified its key driving forces: 

HPH-related policies, support from the government, contribution by academics and 

pioneer hospitals, leadership by Taiwan Society of Health Promoting Hospitals 

(TSHPH), positive feedback from the International HPH Network.  With regard to 

the Taiwanese context, this chapter further provided the arguments for re-orienting 

hospitals in Taiwan into health promoting settings for the legitimacy of HPH in 

Taiwan.  Finally, this chapter reviewed current HPH studies in Taiwan and found 

that there was a lack of research that reviewed the impact of HPH on HP-hospitals in 

Taiwan.   

Chapter Five explained the conceptual framework and research methodology.  It first 
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outlined the core research question and its specific objectives in light of underlying 

rationales, and a conceptual framework for the overall study.  It then detailed 

research methodology including research design, research methods, issues of rigour, 

ethical issues, and the strengths and limitations of the research in response to the 

research question and objectives.  Triangulation is a key strategy taken in the study 

to enhance profundity, breadth and validity.   

The research design adopted both qualitative and quantitative methods.  In addition 

to the literature review, this study examined the micro and macro level development 

of HPH in Taiwan.  At the micro level, it examined three case studies to explore why 

the case hospitals adopted HPH, how they did it and what they did.  At the macro 

level, the study usedthe results of in-depth interviews with experts to explore their 

views on HPH, and further conducted a questionnaire survey to investigate the 

perspective of hospital managers concerning the implementation of HPH in their 

hospitals.  This study conducted thematic analysis for qualitative data and conducted 

descriptive statistical analysis and Chi-square tests for quantitative data. 

Part Two of this research consists of Chapter Six to Chapter Eight.  It presented the 

findings of the research and examined the macro and micro development of health 

promoting hospitals in Taiwan in terms of achievements, enablers and barriers.  

Chapter Six examined the macro level development of HPH from the viewpoints of 

the experts and hospital managers, followed by Chapter Seven which examined the 

micro level development of HPH in three case hospitals.  The thesis concluded with 

Chapter Eight which discussed the main findings of the research in comparison with 

previous literature, and provided recommendations to the government, hospitals, and 

other concerned organizations for future directions of HPH in Taiwan.   

Chapter Six examined achievements of, enablers of and barriers to the macro 

development of health promoting hospitals in Taiwan from the viewpoints of experts 

and hospital administrators.  The study demonstrated that the WHO HPH initiative 

has made a positive impact on hospital management in health promotion.  From the 

viewpoint of experts, these HP-hospitals achieved more support from leaders, 

fine-tuned the HP mission and strategy including involving staff as a HP target, 

underwent a subtle change in culture, established communication structures, promoted 

the need for reflection, developed a sound notion of needs assessment and 



268 
 

HP-inclusive procedures, established physical activity spaces, promoted a sound 

notion of health particularly toward staff,  and emphasized the need for a 

HP-inclusive performance system integrated with health promotion.    

Furthermore, from the perspective of hospital administrators, the study found the 

levels and aspects of organizational capacity change varied.  The common key 

achievements included more support from the superintendents and directors in the 

administrative departments, the development of an HP-inclusive organisational 

development plan, a supportive overall organizational culture, a supportive 

organisational culture of the administrative departments, maximum visibility for 

health promotion, formulation of healthy policies, and adoption of multiple strategies.  

Transformational achievements were valued more highly by the hospital managers 

than transactional achievements were.  In addition, the study found that a high 

percentage of hospital administrators perceived a change in re-aligning strategies and 

more resource input.  Such positive changes were represented all health promotion 

actions for staff, patient, community, physical environment and healthy organisation.  

In terms of staff health, positive impacts were found in programs related to staff 

lifestyles issues, physical and organisational environments for staff. Programs 

established to address lifestyle issues outnumbered other types of programs.  Social, 

environmental and cultural determinants of health were considered; however, work 

stress largely went unnoticed.     

The enablers identified by medical experts included supportive leadership, supportive 

extramural contexts, pro-HP mission and strategy, cultural embeddedness, supportive 

intramural structures, effective project management in prioritization of….. and 

establishment of logical links between needs and issues, a pro-HP system with 

available resources and integration, and staff and organisation support through rapid 

commitment to the notion of HPH and recognition of the efforts of staff members 

towards health promotion.  From the perspective of hospital managers, key 

transformational enablers included funding from the government, HP-inclusive 

hospital accreditation, accessible community resources, leadership support, 

HP-inclusive development mission and goals, existing holistic care culture or 

patient-centred culture.  Key transactional enablers encompassed established 

HP-related committee, accessible resources, formulated health policies, workable 

inter-sectoral communication, incorporation into the hospital subsystems such as 
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hospital accreditation management systems and merit systems, availability of 

opportunities for staff to carry out health promotion, and health promotion.  The 

HP-hospitals relied both on the transformational and transactional enablers.  

The transformational barriers identified by medical experts included insufficient 

support from external environments, insufficient focus on reorienting existing patient 

services toward health promotion, failure of leadership to give priority to health 

promotion, an attitude which favoured quantity of services over quality of service 

delivery.  Transactional barriers included ineffective structures, poor coordination 

between units, a lack of high-ranking leadership, committees which appeared to be 

uncommitted to the HPH task, ineffective management practices such as a strong 

focus on undertaking tasks with limited objectives and evaluation of the task once it 

was completed, marginalized HP activities, lack of integration of similar health 

improvement initiatives and perfunctory implementation, inadequate systemic support 

in terms of lack of resources especially continuous supportive personnel, a 

performance system which values quantity over quality, mismatches between job and 

person and lack of motivation for health promotion.  The experts expressed concerns 

about the quality of health promotion actions. 

Barriers perceived by hospital managers included limited NHI coverage of health 

promotion, incoherent government policies, lack of local community resources, staff 

resistance to change, poor inter-sectoral links, lack of integration of HPH into similar 

health improvement initiatives, lack of evidence of health promotion program 

effectiveness, an unwillingness of hospital staff to incorporate HP-related  tasks into 

their workload, lack of interest by medical professionals in HP, lack of incentives for 

staff to participate, and an inability to include HP outcomes as part of the hospital's 

overall performance. In this group, transactional barriers were considered to be more 

significant than transformational barriers were. 

Chapter Seven examined the development of HPH in depth through three case studies 

to explain the implementation process, identify the achievements, and identify the 

enablers of and barriers to this development. It also explained why these outcomes 

occurred.  Accordingly, this chapter drew on the viewpoints of stakeholders who 

were involved with the implementation of HPH within three settings: a hospital 

operated by a religious group, a private hospital and a public hospital respectively.  
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This chapter then contextualised these cases by comparing the findings of these three 

case studies and summarising their similarities and differences.  

This chapter found that the conception of the high-ranking leaders about HPH 

determined the way the case hospitals applied HPH.  The HPH had the most impact 

on Case Hospital I which applied HPH as a platform to integrate various health 

promotion efforts, followed by Case Hospital II which focused on staff health in 

particular, while Case Hospital III continued along the original route that, they 

believed, was in line with the HPH without being called HPH.  Both 

transformational and transactional achievements were evident in Case Hospital I and 

II while fewer achievements were identified in Case Hospital III.   

In terms of enablers, these three case hospitals were facilitated both by the supportive 

external context for HP-hospitals, supportive leadership, pro-HP mission and strategy, 

supportive intramural structures, pro-HP systems, effective management practices, 

and aspirations of the staff while Case Hospital I was particularly facilitated by its 

religious ideals and Case Hospital II was facilitated by its esprit de corps.   

With regard to the barriers, the transformational barriers the three case hospitals 

encountered were brought about by insufficient support from external environments; 

the common transactional barriers the three case hospitals encountered included 

insufficient systemic support in personnel, time and funding, loose management 

practices resulting in inadequate evaluation and lack of integration of similar health 

improvement initiatives, and inadequate staff participation.  The three case hospitals 

also encountered different barriers due to their various forms of ownership and the 

different views about HPH held by the high-ranking leaders.   

Chapter Eight discussed the major findings of the study and applications of HPH?, 

provided recommendations and explained the limitations of the study.  The major 

findings involved conception of health promoting hospitals, the enablers of and the 

barriers to the implementation of HPH in Taiwan.  It then discussed the impact of 

HPH on HP-hospitals in Taiwan.  It finally made recommendations on how to 

overcome the barriers found and finally, explained the limitations of this study.   

This chapter first clarified the concept of HPH and views of high-ranking leaders on 

HPH which could either support or hinder the implementation of HPH.  As opposed 
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to the broad concept of HPH, the narrow view might lead to the misconception that 

HPH was tantamount to disease prevention only. This view in turn might minimise the 

relevance of health promotion in hospitals.  Moreover, the views of the high-ranking 

leaders about what HPH can do for the hospitals determined the extent to which they 

applied HPH.   

This chapter then identified key enablers of the implementation of HPH in Taiwan: 

supportive policy contexts, access to community resources, supportive leadership, 

HP-inclusive development mission and goal, holistic care / patient-centred culture, 

established HP-related committee, available resources and healthy policies in place, 

workable inter-sectoral communication, and aspirations of staff participation.  The 

transformational and transactional enablers were valued equally.  This chapter then 

identified key barriers as limited NHI coverage of health promotion, incoherent 

government policies, insufficient local community resources, staff resistance to 

change, poor inter-sectoral links., Other barriers included lack of integration of many 

similar health promotion programs, lack of evidence of health promotion program 

effectiveness, low staff motivation, and inappropriate job-person match.  

Transactional enablers generally were valued more highly than transformational 

enablers were.   

The study substantiated the expectation that the WHO HPH initiative on HPH in 

Taiwan would have a positive impact.  Key organisational capacity building for 

health promotion was demonstrated in more leadership support, cultivation of pro-HP 

culture, maximising visibility of health promotion, healthy policies, adoption of 

multiple strategies, HP-inclusive overall development plan, encouragement of 

involvement of departments and staff and more provision of HP-related training.  

HPH in Taiwan demonstrated a hybrid model, combining elements of the Addition 

Model and the Integration Model.  With reference to perceived changes in the 

implementation of health promotion, the most prominent change was perceived in 

staff health promotion, followed by that of patients and communities.  Furthermore, 

strategies that went beyond individual efforts such as formulation of healthy policies 

and encouragement of staff participation accounted for most.  Increased levels of 

resources and improved quality control were the next most significant factors in 

accomplishing change.   
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In workplace health promotion, lifestyle programs produced more effective results 

than changes to physical and organisational work environments.  Lifestyle 

programmes at the organisational and environmental level were successfully 

implemented but there were few changes introduced into the organisational and 

physical environments where the high job stressors occurred.  The development in 

workplace health promotion in Taiwan was mainly in the third generation with its 

focus on wellness programs and individual lifestyle change.  Nevertheless, this 

development was approaching the fourth generation with a focus on individual risk 

factors as well as broader organisational and environmental issues. 

In light of literature review, findings of the three case studies, expert interviews and 

questionnaire survey, this chapter made recommendations for future direction of HPH 

in Taiwan.  The recommendations refer to collective efforts required by the 

government, the TSHPH and HP-hospitals,   

In summary, the thesis demonstrated the positive impact of the HPH initiative on 

organisational capacity in health promotion of HP-hospitals in Taiwan.  While this 

study does not address directly the efficacy of HPH in improving the health of the 

patients, staff and communities, it suggested that HPH can help build organizational 

capacity of hospitals to engage more in health promotion.  The contribution of this 

thesis in theory is that it provides the evidence of the key role of organisational 

capacity for HPH in Taiwan.tThis thesis also enriches the currently meagre levels of 

literature relevant to organization capacity building for HPH. 

 



273 
 

Reference 

AHRI. (2010). HR Practice Day 2010  Retrieved 23 August 2010, from 

http://www.hrpractices.ahri.com.au/qldsess.php  

AIHW. (2010). Australian hospital statistics 2008 - 2009 Canberra Australian Institute of 

Health and Welfare Retrieved from 

http://www.aihw.gov.au/publication-detail/?id=6442468373&tab=1. 

Allen, J., & Dwyer, S. (1994). The Workplace project-organisational change in QLD 

workplace. In C. Chu & R. Simpson (Eds.), Ecological Public Health: From Vision 

to Practice (pp. 195-203). Brisbane: Griffith University  

Aujoulat, I., Le Faou, A., Sandrin-Berthon, B., Martin, F., & Deccache, A. (2001). 

Implementing health promotion in health care settings: conceptual coherence 

and policy support. Patient Education and Counseling, 45(4), 245-254.  

Aujoulat, I., Simonelli, F., & Deccache, A. (2006). Health promotion needs of children 

and adolescents in hospitals: A review. Patient Education and Counseling, 61(1), 

23-32.  

Baum, F. (2002). The New Public Health (Second ed.). Melbourne: Oxford University 

Press. 

Bensberg , M. (2000). Infrastructure and Organisational Development: A Regional 

Approach to Health Promotion. Australian Journal of Primary Health, 6(1), 

67-75. doi: doi:10.1071/PY00007 

Bensberg, M., & Kennedy, M. (2002). A framework for health promoting emergency 

departments. Health Promot Int, 17(2), 179-188.  

Berg, B. L. (2001). Qualitative research methods for the social sciences (4th ed. ed.). 

Boston: Allyn abd Bacon  

BHP. (2006). 2006 BHP Final Accounting  Retrieved 7 March 2011, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/PublicInfo.aspx?No=200712140001 

BHP. (2007). 2007 BHP Final Accounting  Retrieved 7 March 2011, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/PublicInfo.aspx?No=200712140001 

BHP. (2009). 2009 Annual Report of Bureau of Health Promotion  Retrieved 20 

Deceomber 2010, from 

http://health99.doh.gov.tw/educZone/edu_detail.aspx?Catid=21618&Type=002 

BHP. (2010a). Call for working plans for the international HPH network and the 20th 

International conference  Retrieved 24 August 2010, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Default.aspx 

BHP. (2010b). Carbon reduction for saving the earth, hospitals take leads  Retrieved 20 

December 2010, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/PressShow.aspx?No=20101022000

http://www.hrpractices.ahri.com.au/qldsess.php
http://www.aihw.gov.au/publication-detail/?id=6442468373&tab=1
http://www.bhp.doh.gov.tw/BHPnet/Portal/PublicInfo.aspx?No=200712140001
http://www.bhp.doh.gov.tw/BHPnet/Portal/PublicInfo.aspx?No=200712140001
http://health99.doh.gov.tw/educZone/edu_detail.aspx?Catid=21618&Type=002
http://www.bhp.doh.gov.tw/BHPnet/Portal/Default.aspx
http://www.bhp.doh.gov.tw/BHPnet/Portal/PressShow.aspx?No=201010220001


274 
 

1 

BHP. (2010c). Contractors under the Project of Building Community Health over years.  

Taipei Bureau of Health Promotion Retrieved from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250054. 

BHP. (2010d). Hospital life saver campaign Retrieved 16 December 2010, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/PressShow.aspx?No=20100816000

2 

BHP. (2010e). Mother and Baby Friendly Hospitals  Retrieved 18 December 2010, from 

http://www.bhp.doh.gov.tw/breastfeeding/04hospital_01.htm 

BHP. (2010f). Preventive Health Services  Retrieved 16 December 2010, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250070 

BHP. (2011a). Call for a project of HPHs & Sustainable Environments  Retrieved 11 

January 2011, from http://www.bhp.doh.gov.tw/BHPnet/Portal/Default.aspx 

BHP. (2011b). Certified List of Diabetes Health Promoting Institutes from 2005 to 2010  

Retrieved 3 January 2011, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Them_Show.aspx?Subject=200712

250014&Class=0&No=200802210003 

BHP. (2011c, 17 January 2011 ). Healthy workplace Retrieved 17 January 2011, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250060 

BHP. (n.d.). Certified List of Mother and Baby friendly Hospitals from 2002 to 2010  

Retrieved 3 January 2011, from 

http://www.bhp.doh.gov.tw/breastfeeding/04hospital_01.htm 

Bland, J. M., & Altman, D. G. (1997). Statistics notes: Cronbach's alpha. BMJ, 314(7080), 

572.  

BNHI. (2008). NHI Integrated Delivery System Program  Retrieved 15 December 2010, 

from http://www.nhi.gov.tw/information/News_detail.asp?News_ID=733  

BNHI. (2010). Pay-for-performance programs  Retrieved 22 October, 2010, from 

http://www.nhi.gov.tw/inquire/query11.asp?menu=1&menu_id=8&WD_ID=26

3 

Boyatzis, R. E. (1998). Transforming qualitative information: thematic analysis and code 

development. Thousand Oaks: SAGE. 

Brandt, E., Schmidt, W., Dziewas, R., & Groene, O. (2005). Implementing the Health 

Promoting Hospitals Strategy through a combined application of the EFQM 

Excellence Model and the Balanced Scorecard. In O. Groene & M. 

Garcia-Barbero (Eds.), Health promotion in hospitals: Evidence and quality 

management. (pp. 80-99). Copenhagen: World Health Organization Regional 

Office for Europe. 

BTCGH. (2009). Tea appreciation day for community-based multiple health screening in 

Chiayi County Retrieved 16, 2010, from 

http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250054
http://www.bhp.doh.gov.tw/BHPnet/Portal/PressShow.aspx?No=201008160002
http://www.bhp.doh.gov.tw/BHPnet/Portal/PressShow.aspx?No=201008160002
http://www.bhp.doh.gov.tw/breastfeeding/04hospital_01.htm
http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250070
http://www.bhp.doh.gov.tw/BHPnet/Portal/Default.aspx
http://www.bhp.doh.gov.tw/BHPnet/Portal/Them_Show.aspx?Subject=200712250014&Class=0&No=200802210003
http://www.bhp.doh.gov.tw/BHPnet/Portal/Them_Show.aspx?Subject=200712250014&Class=0&No=200802210003
http://www.bhp.doh.gov.tw/BHPnet/Portal/Them.aspx?No=200712250060
http://www.bhp.doh.gov.tw/breastfeeding/04hospital_01.htm
http://www.nhi.gov.tw/information/News_detail.asp?News_ID=733
http://www.nhi.gov.tw/inquire/query11.asp?menu=1&menu_id=8&WD_ID=263
http://www.nhi.gov.tw/inquire/query11.asp?menu=1&menu_id=8&WD_ID=263


275 
 

http://www.tzuchi.com.tw/tzuchi/Diary_SiteDiary/Default.aspx?Action=ViewDe

tail&ContentType=0&AppSiteID=4&IdentityID=1468  

Burke, R. J. (1993). Organizational-level interventions to reduce occupational stressors. 

Work & Stress, 7(1), 77 - 87.  

Burke, W. W. (2002). Organization change : theory and practice Thousand Oaks, Calif.: 

Sage Publications. 

Burke, W. W., & Litwin, G. H. (1992). A Causal model of organizational performacne and 

change Journal of Managment 18(3), 523-545.  

Côté, L. (Ed.). (2011). Guide to promoting healthy workplaces in healthcare institutions 

Montreal The Montreal Health and Social Services Agency  

Caulfield, N., Chang, D., Dollard, M. F., & Elshaug, C. (2004). A Review of Occupational 

Stress Interventions in Australia. International Journal of Stress Management, 

11(2), 149-166.  

Chan, A. O., & Huak, C. Y. (2004). Influence of work environment on emotional health in 

a health care setting. Occup Med (Lond), 54(3), 207-212.  

Chang, C. M., Shen, H. C., Chang, H. C., & Kung, C. Y. (2009 ). The Application of 

Transtheoretical Model to Promote 5-Vegetables and Fruits-Per Day Program 

among Hospital Employees. Taipei City Medical Journal, 6(5), 362-372.  

Chang, S. C., Lin, Y. H., & Chou, F. H. (2010). Relationships between Prenatal Symptoms, 

Stress, Social Support, and Maternal Adaptation among Career Women: Health 

Promotion of Pregnant Career Women. Journal of Healthy Life and Successful 

Aging, 1(2), 55-72.  

Chao, C. Y., & Hsu, C. C. (2008). Experience of the Auricular Acupuncture on the 

Smoking Cessation of Kaohsiung Municipal Chinese Medical Hospital. Journal of 

Chinese Medical Association of Acupuncture, 11(4), 17-21.  

Chen, D. R., Chu, C. M., Loh, C. H., & Lin, J. D. (2009). The Association among Metabolic 

Syndrome, Life Style and Work Stress in Hospital Staff. Chinese Journal of 

Occupational Medicine, 16(1).  

Chen, D. R., Lin, Y. Y., & Chung, K. P. (2008). Career stress and female managers' health 

in Taiwan's hospitals: a multilevel model approach. Health Care Manage Rev, 

33(1), 40-50.  

Chen, F. J., Laditka, J. N., Laditka, S. B., & Xirasagar, S. (2007). Providers' responses to 

global budgeting in Taiwan: what were the initial effects? Health Serv Manage 

Res, 20(2), 113-120. doi: 10.1258/095148407780744624 

Chen, P. J., Chen, M. Y., & Lin, J. D. (2008). Health Promoting Behaviors and Associated 

Factors among Adolescents with Asthma in Northern Taiwan. Chang Gung 

Nursing, 19(3), 293-308.  

Chen, W., Hwu, H., Kung, S., & Chiu, H. (2008). Prevalence and Determinants of 

Workplace Violence of Health Care Workers in a Psychiatric Hospital in Taiwan. 

http://www.tzuchi.com.tw/tzuchi/Diary_SiteDiary/Default.aspx?Action=ViewDetail&ContentType=0&AppSiteID=4&IdentityID=1468
http://www.tzuchi.com.tw/tzuchi/Diary_SiteDiary/Default.aspx?Action=ViewDetail&ContentType=0&AppSiteID=4&IdentityID=1468


276 
 

Journal of Occupational Health, 50(3), 288-293.  

Chia-Yi Christian Hospital. (n.d.). Chronicle of Events  Retrieved 17 January 2011, from 

http://www.cych.org.tw/cych/ 

Chiang, C. H., Lin, J. D., Lo, Y. T., & Loh, C. H. (2004). A Comparative Study of Health 

Promoting Hospitals in Europe. Taiwan Journal of Family Medicine, 14(2), 

94-103.  

Chien, T. W., Huang, C. Y., Castillo, R. V., Hsu, S. Y., & Su, S. B. (2009). Employee 

Perception on Environment of Work Setting: An Evolving Study of Health 

Promotion Hospital. Chinese Journal of Occupational Medicine, 16(2), 93-108.  

Chiou, J. (2010). Pilot projects of health-oriented capitation payment with 4 hospitals 

participating Apple Daily, . Retrieved from 

http://tw.nextmedia.com/applenews/article/art_id/32961207/IssueID/2010111

4 

Chiou, S. T. (2007). A Project of Building Health Promoting Hospitals Network. Taipei 

Bureau of Health Promotion  

Chiou, S. T. (2008). International development trend of health promoting hospitals. 

Journal of Healthcare Quality, 2(3), 28-32.  

Chiou, S. T. (2009, 15 October). Promoting Healthy Healthcare Workplace. Paper 

presented at the Montreal Conference on Healthy Workplace Le Centre 

Sheraton Montréal Hotel  

Chiou, S. T., & Chen, L. K. (2009). Towards age-friendly hospitals and health services. 

Archives of Gerontology and Geriatrics, 49(Supplement 2), S3-S6.  

Chiu, C.-K., Chien, C.-S., Lin, C.-P., & Hsiao, C. Y. (2005). Understanding hospital 

employee job stress and turnover intentions in a practical setting: The 

moderating role of locus of control. The Journal of Management Development, 

24, 837-855. doi: 10.1108/02621710510627019 

Chu, C. (1994). Integrating Health and Environment: The Key to An Ecological Public 

Health. In C. Chu & R. Simpson (Eds.), Ecological Public Health: From Vision to 

Practice (pp. 1-10). Brisbane: Griffith University. 

Chu, C., Breucker, G., & Harris, N. (2000). Health Promoting Workplaces: International 

Settings Development. Health Promotion International, 15(2), 155-167.  

Chu, C., Driscoll, T., & Dwyer, S. (1997). The health-promoting workplace: an integrative 

perspective. Australian and New Zealand Journal of  Public Health, 21(4 Spec 

No), 377-385.  

Chu, C., & Dwyer, S. (2002). Employer Role in Integrative Workplace Health 

Management: A New Model in Progress. Disease Management and Health 

Outcomes, 10(3), 175-186.  

Cox, T. (1993). Stress research and stress management: putting theory to work Sudbury 

HSE books. 

http://www.cych.org.tw/cych/
http://tw.nextmedia.com/applenews/article/art_id/32961207/IssueID/20101114
http://tw.nextmedia.com/applenews/article/art_id/32961207/IssueID/20101114


277 
 

Cox, T., & Cox, S. (1993). Occupational Health: Control and Monitoring of Psychosocial 

and Organisational Hazards at Work. The Journal of the Royal Society for the 

Promotion of Health, 113(4), 201-205. doi: 10.1177/146642409311300411 

Cox, T., & Griffths, A. (2002). Interventions to control stress at work in hospital staff. 

Contract Research Report 435 / 2002. Norwich, U.K. : Health & Safety Executive 

Books. 

Crabtree, B. F., & Miller, W. L. (1999). Using codes and code manuals: a template 

organizing style of interpretation In B. F. Crabtree & W. L. Miller (Eds.), Doing 

qualitative research (2nd ed.). Thousand Oaks, Calif. : Sage Publications. 

Cruickshank, M., Isouard, G., Blandford, J., & Irwin, L. (2002). Managing quality In M. G. 

Harris & Associates. (Eds.), Managing Health Services: Concepts and Practice 

N.S.W.: MacLennan + Petty. 

Cummings, T. G., & Worley, C. G. (2009). Organization development & change (9 ed.). 

Mason, Ohio South-Western Pub. 

de Wet, C., Spence, W., Mash, R., Johnson, P., & Bowie, P. (2010). The development and 

psychometric evaluation of a safety climate measure for primary care. Quality 

and Safety in Health Care, 19(6), 578-584. doi: 10.1136/qshc.2008.031062 

Delobelle, P., Onya, H., Langa, C., Mashamba, J., & Depoorter, A. M. (2010). Advances in 

health promotion in Africa: promoting health through hospitals. Global Health 

Promotion, 17(2 suppl), 33-36. doi: 10.1177/1757975910363929 

Department of Health. (2007). Certified List of 2007 Healthy Hospitals in the Taipei City  

Retrieved 3 January 2011, from 

http://www.health.gov.tw/Default.aspx?tabid=36 

DGBAS. (2009). 2009 Stitistic of Social Indicators  Retrieved 12 July 2011, from 

http://www.dgbas.gov.tw/ct.asp?xItem=27725&ctNode=3263 

Dietscher, C., Schmied, H., Röthlin, F., & Pelikan, J. M. (2010). The PRICES - HPH 

Network Survey: Report 1. Vienna: The Ludwig Boltzmann Institute Health 

Promotion Research  

Doherty, D. (1998). Challenges for hospital policy in Europe- What role can health 

promotion play? In J. M. Pelikan, K. Krajic & H. Lobnig (Eds.), Feasibility, 

Effectiveness, Quality and Sustainability of Health Promoting Hospital Projects. 

Proceedings of the 5th International Conference on Health Promoting Hospitals. 

(pp. 36-41). Gamburg: Health Promotion Publications 

 

Dooris, M. (2004). Joining up settings for health: a valuable investment for strategic 

partnerships? Critical Public Health, 14(1), 49 - 61.  

EASHW. (2002). How to tackle psychosocial issues and reduce work-related stress 

Luxembourg: European Agency for Safety and Health at Work. 

Faou, A.-L. L., Ozguler, A., Okra, N., & Laudet, J. (2004). A geriatric day-care unit: a 

http://www.health.gov.tw/Default.aspx?tabid=36
http://www.dgbas.gov.tw/ct.asp?xItem=27725&ctNode=3263


278 
 

health promoting hospital initiative. Promotion & Education, 11(1), 11-16.  

Fereday, J., & Muir-Cochrane, E. (2006). Demonstrating Rigor Using Thematic Analysis: 

A Hybrid Approach of Inductive and Deductive Coding and Theme Development. 

International Journal of Qualitative Methods, 5(1), 80-92.  

Fleming, M. L., & Parker, E. (2007 ). Health promotion : principles and practice in the 

Australian context Crows Nest, N.S.W.: Allen & Unwin. 

Flexibility At Work. (n.d.). Creating Flexible Workplaces Retrieved 2 September 2010, 

from http://www.flexibility.com.au/creatingflexibleworkplaces.html 

Flyvbjerg, B. (2006). Five Misunderstandings About Case-Study Research Qualitative 

Inquiry 12(2), 219-245.  

Garcia-Barbero, M. (1998). Evolution of health care systems. In J. M. Pelikan, K. Krajic & 

H. Lobnig (Eds.), Feasibility, Effectiveness, Quality and Sustainability of Health 

Promoting Hospital Projects. Proceedings of the 5th International Conference on 

Health Promoting Hospitals. (pp. 24-30). Gamburg: Health Promotion 

Publications. 

Giga, S. I., Noblet, A. J., Faragher, B., & Cooper, C. L. (2003). The UK Perspective: A 

Review of Research on Organisational Stress Management Interventions. 

Australian Psychologist, 38(2), 158-164. doi: 10.1080/00050060310001707167 

Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis in nursing 

research: concepts, procedures and measures to achieve trustworthiness. Nurse 

Education Today, 24(2), 105-112.  

Groene, O. (Ed.). (2006). Implementing health promotion in hospitals: manual and self 

-assessment forms. Copenhagen: WHO Regional Office for Europe. 

Groene, O., Alonso, J., & Klazinga, N. (2010). Development and validation of the WHO 

self-assessment tool for health promotion in hospitals: results of a study in 38 

hospitals in eight countries. Health Promot. Int., 25(2), 221-229. doi: 

10.1093/heapro/daq013 

Groene, O., Brandt, E., Schmidt, W., & Moeller, J. (2009). The Balanced Scorecard of 

acute settings: development process, definition of 20 strategic objectives and 

implementation. Int J Qual Health Care, 21(4), 259-271. doi: 

10.1093/intqhc/mzp024 

Groene, O., & Garcia-Barbero, M. (Eds.). (2005). Health Promotion in Hospitals: 

Evidence and Quality Management. Copenhagen: World Health Organization 

Regional Office for Europe. 

Groene, O., & Jorgensen, J. S. (2005). Health Promotion in Hospitals: a Strategy to 

Improve Quality in Health Care. European Journal of Public Health 15(1), 6-8.  

Groene, O., Jorgensen, S. J., Fugleholm, A. M., Moller, L., & Garcia-Barbero, M. (2005). 

Standards for health promotion in hospitals: development and pilot test in nine 

European countries. Int J Health Care Qual Assur Inc Leadersh Health Serv, 18(4), 

http://www.flexibility.com.au/creatingflexibleworkplaces.html


279 
 

300-307.  

Guo, X. H., Tian, X. Y., Pan, Y. S., Yang, X. H., Wu, S. Y., Wang, W., & Lin, V. (2007). 

Managerial attitudes on the development of health promoting hospitals in 

Beijing. Health Promot Int, 22(3), 182-190. doi: dam010 [pii] 

10.1093/heapro/dam010 

HAC. (2008). Regulation governing on Hospital Administration Commission, 

Department of Health Retrieved 20 December 2010, from 

http://www.cto.doh.gov.tw/about/  

Hancock, T. (1994). Health promotion in Canada: Did we win the battle but lose the 

war? . In A. Pederson, M. O'Neill & I. Rootman (Eds.), Health promotion in 

Canada : provincial, national and international perspectives (pp. 350-373). 

Toronto W.B. Saunders Company Canada. 

Hancock, T. (1999). Creating health and health promoting hospitals: a worthy challenge 

for the twenty-first century. Leadership in Health Services, 12(2), 8-19.  

Hayes, J. (2007). The theory and practice of change management New York Palgrave 

Macmillan. 

Heward, S., Hutchins, C., & Keleher, H. (2007). Organizational Change: Key to Capacity 

Building and Effective Health Promotion. Health Promotion International 22(2), 

170-178.  

Ho, S. H., & Tsai, T. Y. (2010). A Cohort Study of Metabolic Syndrome Incidence and Risk 

Factors amongst Hospital Employees. Journal of Nursing and Healthcare 

Research, 6(2), 151-159.  

Ho, S. H., Tsai, T. Y., & Chen, H. L. (2007). Prevalence and Associated Factors of 

Metabolic Syndrome in Nurses. Journal of Health Management, 5(2), 185-194.  

Ho, W. H., Chang, C. S., Shih, Y. L., & Liang, R. D. (2009). Effects of job rotation and role 

stress among nurses on job satisfaction and organizational commitment. BMC 

Health Services Research, 9(8), 1-10.  

Huang, C. L., Che, H. L., & Yeh, M. Y. (2010). Empowering Patients through Education 

and Nursing Instruction: Literature Review. The Journal of Health Sciences, 12(2), 

149-159.  

Hung, P. L., Lai, Y. J., Yang, Y. W., Chang, H. C., & Lin, I. C. (2008). A Physical Fitness 

Health Promotion Program for Hospital Staff. Taiwan Journal of Family Medicine, 

18(3), 159-169.  

Immy Holloway, & Wheeler., S. (2002). Qualitative research in nursing (2nd ed.). Oxford 

Blackwell Science. 

IUHPE. (2000). Evidence of health promotion effectiveness : shaping public health in a 

new Europe Brussels: European Commission. 

Johansson, H., Weinehall, L., & Emmelin, M. (2010). "If we only got a chance.” Barriers 

to and possibilities for a more health-promoting health service. Journal of 

http://www.cto.doh.gov.tw/about/


280 
 

Multidisciplinary Healthcare, 3, 1-9.  

Johnson, A. E. (1998). Reorienting a hospital to be more health promoting: a case study 

of the women's and children's hospital, Adelaide Doctor of Philosophy The 

Flinders University of South Australia, Adelaide.    

Johnson, A. E., & Baum, F. (2001). Health promoting hospitals: a typology of different 

organizational approaches to health promotion. Health Promot Int, 16(3), 281 - 

287. Retrieved from  doi:10.1093/heapro/16.3.281 

Johnson, A. E., & Nolan, J. (2004). Health Promoting Hospitals: Gaining an 

Understanding about Collaboration. Australian Journal of Primary Health 10(2), 

51-60. Retrieved from  doi:10.1071/PY04026  

Johnson, A. E., & Paton, K. (2007). Health Promotion and Health Services: Management 

for Change Sydney: Oxford University Press   

Johnson, J. L. (2000). The Health Care Institution as a Setting for Health Promotion. In B. 

D. Poland, L. W. Green & I. Rootman (Eds.), Settings For Health Promotion: 

Linking Theory and Practice (pp. 175-198). Thousand Oaks: Sage Publications, 

Inc. 

Jones, G. R. (2004). Organizational theory, design, and change : text and cases Upper 

Saddle River: Pearson Prentice Hall. 

Jorgensen, D. L. (1989). Participant Observation: a methodology for human studies. 

Newbury Park: SAGE Publications. 

Kaplan, R. S., & Norton, D. P. (2001). The strategy-focused organization : how balanced 

scorecard companies thrive in the new business environment. Boston: Harvard 

Business School Press. 

Kaufman, L., & Rousseeuw, P. J. (1990). Finding Groups in Data: An Introduction to 

Cluster Analys. New York Wiley. 

Keijsers, J. F. E. M., & Saans, J. A. M. (1998). Measuring health promotion in 

interventions In J. K. Davies & G. Macdonald (Eds.), Quality, evidence, and 

effectiveness in health promotion : striving for certainties London ; New York: 

Routledge. 

Keleher, H., & Murphy, B. (2004). Understanding Health: An Introduction. In H. Keleher 

& B. Murphy (Eds.), Unerstanding Health: A Determinants Approach 

 (pp. 3-8). Melbourne: Oxford University Press 

 

Khowaja, A. R., Mistry, R., Agha, A., & Karmaliani, R. (2010). Potential benefits and 

perceived need for health promoting hospitals in Pakistan: A healthcare 

Stakeholder's perspective. [Article]. Journal of the Pakistan Medical Association, 

60(4), 274-279.  

Kickbusch, I., & O'Bryne, D. (1997). Promoting Health Where the People Are. World 

Health, 50(3), 4-5.  



281 
 

Kok, G. (1993). Why Are So Many Health Promotion Programs Ineffective Health 

Promotion Journal of Australia, 3, 12-17.  

Kotter, J. P., & Schlesinger, L. A. (2008). Choosing strategies for change Harvard Business 

Review July/August 130-139.  

Labonte, R. (1994). Death of a program, birth of a metaphor: The development of a 

health promotion in Canada. In A. Pederson, M. O'Neill & I. Rootman (Eds.), 

Health promotion in Canada : provincial, national and international perspectives 

(pp. 72-90). Toronto W.B. Saunders Company Canada. 

Lamontagne, A. D., Keegel, T., Louie, A. M., Ostry, A., & Landsbergis, P. A. (2007). A 

Systematic Review of the Job-stress Intervention Evaluation Literature, 

1990–2005. International Journal of Occupational and Environmental Health, 

13(3), 268-280.  

Lamontagne, A. D., Keegel, T., & Vallance, D. (2007 ). Protecting and promoting mental 

health in the workplace: developing a systems approach to job stress. Health 

Promotion Journal of Australia, 18(3), 221-228.  

Landsbergis, P. A. (2009 ). Interventions to reduce job stress and improve work 

organization and worker health. In D. M. Schnall P, Rosskam E (Ed.), Unhealthy 

work: causes, consequences, cures. New York Baywood. 

Lawlor, D. A., Ebrahim, S., May, M., & Davey Smith, G. (2004). (Mis)use of Factor 

Analysis in the Study of Insulin Resistance Syndrome. American Journal of 

Epidemiology, 159(11), 1013-1018. doi: 10.1093/aje/kwh150 

Laws & Regulations Database of The Republic of China. (2009). Medical Care Act 

Retrieved 22 October, 2010, from 

http://law.moj.gov.tw/LawClass/LawAll.aspx?PCode=L0020021 

Leavell, H. R., & Clark, E. G. (1965). Preventive medicine for the doctor in his community: 

an epidemiologic approach. New York McGraw-Hill  

Lee, A., Cheng, F., Yuen, H., Ho, M., Lo, A., Fung, Y., & Leung, T. (2007). Achieving good 

standards in health promoting schools: Preliminary analysis one year after the 

implementation of the Hong Kong Healthy Schools Award scheme. Public Health, 

121(10), 752-760.  

Lee, A., Cheng, F. F. K., Fung, Y., & St Leger, L. (2006). Can Health Promoting Schools 

contribute to the better health and wellbeing of young people? The Hong Kong 

experience. Journal of Epidemiology and Community Health, 60(6), 530-536. doi: 

10.1136/jech.2005.040121 

Lee, Y. C. (2007). Recent reform and evaluation of the reimbursement system of 

Taiwan's National Health Insurance Paper presented at the 12 th Academic 

Conference of Chinese Modernization Xining of Qinghai Province 

http://acmasf.ismywebsite.com/Thesis/2006/612.doc 

Limm, H., Gündel, H., Heinmüller, M., Marten-Mittag, B., Nater, U. M., Siegrist, J., & 

http://law.moj.gov.tw/LawClass/LawAll.aspx?PCode=L0020021
http://acmasf.ismywebsite.com/Thesis/2006/612.doc


282 
 

Angerer, P. (2011). Stress management interventions in the workplace improve 

stress reactivity: a randomised controlled trial. Occupational and Environmental 

Medicine, 68(2), 126-133. doi: 10.1136/oem.2009.054148 

Lin, C. L. (2008). Comparison between WHO HPH standards and Taiwan Hospital 

Accreditation Indicators. Journal of Healthcare Quality, 2(3), 33-41.  

Lin, C. T., Hung, D. Z., Chen, D. Y., Wu, H. J., Lan, J. L., & Chen, Y. H. (2008). A 

hospital-based screening study of latex allergy and latex sensitization among 

medical workers in Taiwan. Journal of Microbiology, Immunology and Infection 

41(6), 499-506.  

Lin, J. D. (2002). Pilot Study of Building Health Promoting Hospitals: a case of a Medical 

Centre. Bureau of Health Promotion Taipei  

Lin, J. D. (2006). Workplace health promotion model and evaluation Taipei Bureau of 

Health Promotion  

Lin, J. D., Loh, C. H., Lu, H. L., & Lo, Y. T. (2003a). Health Promoting Hospital: Theory and 

Australian Experience. Journal of Healthcare Management, 4(1), 1-12.  

Lin, J. D., Loh, C. H., Lu, H. L., & Lo, Y. T. (2003b). Health Promoting Hospital: Theory and 

Australian Experience. Journal of Healthcare Management 4(1), 1-12.  

Lin, J. D., Loh, C. H., Lu, H. L., Yen, C. F., & Chu, C. M. (2005). Workplace Health 

Promotion: The Exploratory Review of Organization Development for Health 

Promoting Hospital. Chinese Journal of Occupational Medicine, 12(3), 125-134.  

Lin, J. L., Chang, S. C., Huang, S. F., & Lee, M. H. (2009). The Effect of Group Aerobic 

Exercise on the Health-Fitness of Female Hospital Staffs. Journal of Nursing and 

Healthcare Research, 5(1), 3-10.  

Lin, Y. S., Lia, H. J., Yeh, W. J., & Liu, C. H. (2007). Introducing the European Experience 

to the Implementation of Health Promoting Hospital in Taiwan. Health 

Promotion & Health Education Journal(27), 63-78.  

Lin, Y. W. (2004). The WHO Health Promoting Hospital Program and Recommendation 

for Its Implementation in Taiwan. Journal of Healthcare Management, 3(1), 

1-18.  

Lin, Y. W. (2006). A demonstration project of HPHs in Taiwan: a case of Taichung 

Hospital. Taipei Bureau of Health Promotion  

Lin, Y. W., Huang, H. L., & Tung, S. C. (2009). The organisational diagnosis of a Health 

Promoting Hospital in Taiwan. Patient Educ Couns, 76(2), 248-253. doi: 

S0738-3991(09)00005-6 [pii] 

10.1016/j.pec.2008.12.025 

Lin, Y. W., Huang, H. L., Tung, S. C., & Chen, J. T. (2007). Organizational Diagnosis of 

Health Promoting Hospitals. The Journal of Health Science, 9(4), 304-318.  

Lin, Y. W., & Lin, Y. Y. (2010). Health-promoting organization and organizational 

effectiveness of health promotion in hospitals: a national cross-sectional survey 



283 
 

in Taiwan. Health Promot Int, 26(3), 362-375. Retrieved from 

http://heapro.oxfordjournals.org/content/early/2010/11/17/heapro.daq068.abst

ract doi:10.1093/heapro/daq068 

Lin, Y. W., Peng, K. S., Jue, S. W., Liun, J. L., & Chuang, J. W. (2005). The Construction of a 

Measurement Scale for Healthy Hospital. Journal of Healthcare Management, 

6(4), 384-398.  

Lin, Y. W., Yu, H. C., Weng, C. Y., Huang, Y. Y., Yong, H. H., & Liou, J. C. (2003). Health 

Promoting Lifestyle and Determinants among the Employees in Regional 

Teaching Hospital in Hisn-Chu City. Journal of Healthcare Management 4(4), 

77-90.  

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry Beverly Hills, Calif. : Sage 

Publications. 

Lo, Y. T., Liu, S. L., & Pan, H. M. (2009). The Effects of a Hospital-based Five-week 

Integrated Exercise Program on Physical Fitness in Middle-aged and Older 

Adults. Taiwan Journal of Family Medicine, 19(4), 203-212.  

Lo, Y. T., Loh, C. H., Lin, J. D., Lu, H. L., Chu, C. M., Lai, C. I., . . . Chen, H. I. (2006). Health 

Promoting Hospital Initiative in One Taipei's Medical Center: The Characteristics 

of Workplace Environments and Employees' Health. Chinese Journal of 

Occupational Medicine, 13(3), 143-156.  

Loh, C. H., Lo, Y. T., Yen, C. F., Lin, J. D., Lu, H. L., Hsu, S. W., . . . Lai, C. I. (2006). An 

Exploratory Study of Body Mass Index and Exercise Status among Hospital's 

Staff. Taiwan Journal of Family Medicine, 16(3), 167-180.  

Lub, Y. C., Shua, B. C., Changc, Y. Y., & Lungd, F. W. (2006). The Mental Health of Hospital 

Workers Dealing with Severe Acute Respiratory Syndrome. Psychotherapy and 

Psychosomatics 75(6), 370-375.  

Mavor, T. (2001). Like parent, like child: A health promoting hospital project. Patient 

Education and Counseling, 45(4), 261-264.  

Maycock, B., & Hall, S. E. (2003). The Quality Management and Health Promotion 

Practice Nexus. Promotion and Education, 10(2), 58-63.  

McBride, A. (2004). Health promotion in the acute hospital setting: the receptivity of 

adult in-patients. Patient Educ Couns, 54(1), 73-78.  

Mchugh, C., Robinson, A., & Chesters, J. (2010a). Health promoting health services: a 

review of the evidence. Health Promotion International, 25(2), 230-237. doi: 

10.1093/heapro/daq010 

McHugh, C., Robinson, A., & Chesters, J. (2010b). Health promoting health services: a 

review of the evidence. Health Promot. Int., 25(2), 230-237. doi: 

10.1093/heapro/daq010 

Montreal Network of Health Promoting Hospitals and CSSSs. (2010). Guide for 

Integrating Health Promotion into Clinical Practice: With the example of the 

http://heapro.oxfordjournals.org/content/early/2010/11/17/heapro.daq068.abstract
http://heapro.oxfordjournals.org/content/early/2010/11/17/heapro.daq068.abstract


284 
 

smoking cessation support program in hospitals. Monreal Montreal Network of 

Health Promoting Hospitals and CSSSs. 

Neuman, W. L. (2006). Social Research Methods: Qualitative and Quantitative 

Approaches (Sixth Edition ed.). Boston Pearson Education, Inc. 

NHS Health Scotland. (2010). Review of Health Promoting Health Service Funded Sites.  

Edingurgh NHS Health Scotland Retrieved from 

http://www.healthscotland.com/documents/4082.aspx. 

Noblet, A. (2003). Building health promoting work settings: identifying the relationship 

between work characteristics and occupational stress in Australia. Health 

Promot Int, 18(4), 351-359.  

Noblet, A. (2005). Workplace health In H. Keleher & B. Murphy (Eds.), Unerstanding 

Health: A Determinants Approach (pp. 305-311). Melbourne: Oxford University 

Press. 

Noblet, A., & LaMontagne, A. D. (2006). The role of workplace health promotion in 

addressing job stress. Health Promotion International, 21(4), 346-353. doi: 

10.1093/heapro/dal029 

Nowak, P., Lobnig, H., Krajic, K., & Pelikan, J. M. (1998). Case study Rudolfstiftung 

Hospital, Vienna, Austria-WHO-Model Project ,, Health and Hospital". In J. M. 

Pelikan, M. Garcia-Barbero, H. Lobnig & K. Krajic (Eds.), Pathways to a Health 

Promoting Hospital. Experiences from the European Pilot Hospital Project 

1993-1997. (pp. 47-66). Gamburg: Health Promotion Publications. 

Nowak, P., & März, R. (1998). The Vienna WHO-Model Project "Health and Hospital". In 

J. M. Pelikan, K. Krajic & H. Lobnig (Eds.), Feasibility, Effectiveness, Quality and 

Sustainability of Health Promoting Hospital Projects. Proceedings of the 5th 

International Conference on Health Promoting Hospitals. (pp. 164-169). 

Gamburg: Health Promotion Publications 

 

O'Riordan, A. (1998). Creating and encouraging organisational change-The JCM 

Hospital story. In Juergen M. Pelikan, K. Krajic & H. Lobnig (Eds.), Feasibility, 

Effectiveness, Quality and Sustainability of Health Promoting Hospital Projects. 

Proceedings of the 5th International Conference on Health Promoting Hospitals. 

Gamburg: Health Promotion Publications. 

Põlluste, K., Alop, J., Groene, O., Härm, T., Merisalu, E., & Suurorg, L. (2007). 

Health-promoting hospitals in Estonia: what are they doing differently? Health 

Promotion International 22(4), 327-336.  

Põlluste, K., Härm, T., Merisalu, E., & Suurorg, L. (2006). Development of the HPH 

network in Estonia: the managers' perspective. Health Promoting Hospitals 

Newsletter, 26, 5-7.  

Parkes, K. R., & Sparkes, T. J. (1998). Organisational interventions to reduce work stress: 

http://www.healthscotland.com/documents/4082.aspx


285 
 

are they effective? A review of the literature. Contract Research Report 193 / 

1998.  . Norwich, U.K.: Health & Safety Executive  

Patton, M. Q. (2002 ). Qualitative research and evaluation methods (3ed ed.). Thousand 

Oaks, Calif: Sage Publications. 

Pelikan, J. M. (2007a). Health Promoting Hospitals-Assessing developments in the 

network. Italian Journal of Public Health 5(4), 261-270.  

Pelikan, J. M. (2007b, 31 October ). Health Promoting Hospitals (HPH): strategies, 

methodology and issues Paper presented at the Course of Health Promoting 

Hospitals Brisbane  

Pelikan, J. M. (2007c). Understanding Differentiation of Health in Late Modernity by Use 

of Sociological Systems Theory. In D. V. McQueen & I. Kickbusch (Eds.), Health 

and Modernity: The Role of Theory in Health Promotion (pp. 74-102). New York 

Springer  

Pelikan, J. M. (2010, 15 July ). Towards a Model for Health Development or Promotion 

in Hospital Settings. Paper presented at the 20th  IUHPE World Conference, 

Geneva. 

Pelikan, J. M., Dietscher, C., Krajic, K., & Nowak, P. (2005). Eighteen core strategies for 

Health Promoting Hospitals. In O. Groene & M. Garcia-Barbero (Eds.), Health 

promotion in hospitals: Evidence and quality management. (pp. 46-63). 

Copenhagen ø: World Health Organization Regional Office for Europe. 

Pelikan, J. M., Dietscher, C., Krajic, K., Nowak, P., Brandt, E., Favaretti, C., . . . Tountas, Y. 

(2006). Putting HPH Policy into Action Vienna: WHO Collaborating Centre for 

Health Promoting in Hospitals and Health Care. 

Pelikan, J. M., Dietscher, C., Schmied, H., & Röthlin, F. (2011). A model and selected 

results from an evaluation study on the International HPH Network 

(PRICES-HPH). Clinical health promotion, 1(1), 9-15.  

Pelikan, J. M., Groene, O., & Svane, J. K. (2011). The international HPH network-a short 

history fo two decades of development. Clinical health promotion 1(1), 32-36.  

Pelikan, J. M., Krajic, K., & Dietscher, C. (2001). The health promoting hospital (HPH): 

concept and development. Patient Educ Couns, 45(4), 239-243.  

Pelikan, J. M., Krajic, K., Lobnig, H., & Dietscher, C. (1998). The European Pilot Hospital 

Project on Health Promoting Hospitals-a Summary. In J. M. Pelikan, K. Krajic & H. 

Lobnig (Eds.), Feasibility, Effectiveness, Quality and Sustainability of Health 

Promoting Hospital Projects. Proceedings of the 5th International Conference on 

Health Promoting Hospitals. Gamburg: Health Promotion Publications. 

Pelikan, J. M., Lobnig, H., & Krajic, K. (1997). Health-Promoting Hospitals. World Health, 

50(3), 24-25.  

Pelikan, J. M., Lobnig, H., Krajic, K., & Dietscher, C. (1998). Structure, Process and 

Outcome of the European Pilot Hospital Project-A Summary. In J. M. Pelikan, M. 



286 
 

Garcia-Barbero, H. Lobnig & K. Krajic (Eds.), Pathways to a Health Promoting 

Hospitals (pp. 17-44). Germany Health Promotion Publications. 

Polit, D. F., & Hungler, B. P. (1999). Nursing research : principles and methods (6th ed.). 

Philadelphia: Lippincott. 

Polluste, K., Alop, J., Groene, O., Harm, T., Merisalu, E., & Suurorg, L. (2007). 

Health-promoting hospitals in Estonia: what are they doing differently? Health 

Promot. Int., 22(4), 327-336. doi: 10.1093/heapro/dam032 

Richardson, K. M., & Rothstein, H. R. (2008). Effects of Occupational Stress 

Management Intervention Programs: A Meta-Analysis. Journal of Occupational 

Health Psychology, 13(1), 69-93. doi: 10.1037/1076-8998.13.1.69 

Rootman, I. (2001). Introduction to the book In I. Rootman, M. Goodstadt, B. Hyndman, 

D. V. McQueen, L. Potvin, J. Springett & E. Ziglio (Eds.), Evaluation in Health 

Promotion:Principles and Perspectives (pp. 3-6). Denmark: WHO Regional 

Publication. 

Sapp, A. L., Kawachi, I., Sorensen, G., LaMontagne, A. D., & Subramanian, S. V. (2010). 

Does Workplace Social Capital Buffer the Effects of Job Stress? A Cross-Sectional, 

Multilevel Analysis of Cigarette Smoking Among U.S. Manufacturing Workers. 

Journal of Occupational and Environmental Medicine, 52(7), 740-750 

710.1097/JOM.1090b1013e3181e80842.  

Schuhmann, K. (1998). Steps towards promoting a healthy lifestyle, inspired by the 

Klinikum Chemnitz’s radical change from planned to market economy. In J. M. 

Pelikan, M. Garcia-Barbero, H. Lobnig & K. Krajic (Eds.), Pathways to a Health 

Promoting Hospitals (pp. 147-164). 

Senior, B. (2002). Organisational Change (2 ed.). Harlow: Pearson Education  

Shen, H. C., Cheng, Y., Lee, P. J. T. S. H., & Guo, Y. L. (2005 ). Occupational Stress in 

Nurses in Psychiatric Institutions in Taiwan. Journal of Occupational Health, 

47(3), 218-225.  

Shiao, J. S. C., Lin, M.-S., Shih, T.-S., Jagger, J., & Chen, C.-J. (2008). National incidence of 

percutaneous injury in Taiwan healthcare workers. Research in Nursing & Health, 

31(2), 172-179. doi: 10.1002/nur.20240 

Tønnesen, H., Christensen, M. E., Groene, O., O'Riordan, A., Simonelli, F., Suurorg, L., . . . 

Hansen, P. E. (2007). An evaluation of a model for the systematic 

documentation of hospital based health promotion activities: results from a 

multicentre study. BMC Health Services Research, 7(1), 145. Retrieved from  

doi:10.1186/1472-6963-7-145 

Tønnesen, H., Nielsen, P., Lauritzen, J., & Moller, A. (2009). Smoking and alcohol 

intervention before surgery: evidence for best practice. British Journal of 

Anaesthesia, 102(3), 297.  

Tønnesen, H., Rosenberg, J., Nielsen, H., Rasmussen, V., Hauge, C., Pedersen, I., & 



287 
 

Kehlet, H. (1999). Effect of preoperative abstinence on poor postoperative 

outcome in alcohol misusers: randomised controlled trial. British Medical 

Journal, 318(7194), 1311.  

Taipei City Government. (2005). Annual Performance Report Taipei Retrieved from 

http://www.health.gov.tw/Portals/0/%E4%BC%81%E5%8A%83%E8%99%95/ug9

411.pdf  

Taiwan Department of Health. (2005). Holistic Health Care Project.  Taipei: 

Department of Health, Execultive Yuan Retrieved from 

http://www.doh.gov.tw/ufile/doc/%e5%85%a8%e4%ba%ba%e5%81%a5%e5%b

a%b7%e7%85%a7%e8%ad%b7%e8%a8%88%e7%95%ab%e5%85%a7%e5%ae%

b91228.pdf. 

Taiwan Department of Health. (2007). Six minutes for health & confidence, our 

hospitals are here to guarantee  Retrieved 16 December 2010, from 

http://www.doh.gov.tw/CHT2006/DM/SEARCH_RESULT.aspx 

Taiwan Department of Health. (2009a). Cause of death statistics 2009  Retrieved 23 

October 2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11397&cl

ass_no=440&level_no=4 

Taiwan Department of Health. (2009b). Collocation of hospital accreditation results and 

NHI reimbursement system Retrieved from 

http://www.doh.gov.tw/CHT2006/DM/SEARCH_RESULT.aspx. 

Taiwan Department of Health. (2009c). A Pilot Project for Health in the New Era  

Retrieved 18 December, 2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=450&now_fod

_list_no=10530&level_no=1&doc_no=71421  

Taiwan Department of Health. (2009d). The Platinum Plan for Health Care Value 

Enhancement  Retrieved 21 November 2010, from 

http://www.ey.gov.tw/ct.asp?xItem=64579&ctNode=2907 

Taiwan Department of Health. (2009e). The Statistics Analysis of Medical Care 

Institution’s Status & Hospital’s Utilization 2009  Retrieved 15 October 2010, 

from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11165&cl

ass_no=440&level_no=3 

Taiwan Department of Health. (2009f). The Statistics Summary of Medical Care 

Institution’s Status & Hospital’s Utilization 2009  Retrieved 15 October 2010, 

from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11166&cl

ass_no=440&level_no=4 

Taiwan Department of Health. (2009g). The Summary of Statistics Analysis of National 

http://www.health.gov.tw/Portals/0/%E4%BC%81%E5%8A%83%E8%99%95/ug9411.pdf
http://www.health.gov.tw/Portals/0/%E4%BC%81%E5%8A%83%E8%99%95/ug9411.pdf
http://www.doh.gov.tw/ufile/doc/%e5%85%a8%e4%ba%ba%e5%81%a5%e5%ba%b7%e7%85%a7%e8%ad%b7%e8%a8%88%e7%95%ab%e5%85%a7%e5%ae%b91228.pdf
http://www.doh.gov.tw/ufile/doc/%e5%85%a8%e4%ba%ba%e5%81%a5%e5%ba%b7%e7%85%a7%e8%ad%b7%e8%a8%88%e7%95%ab%e5%85%a7%e5%ae%b91228.pdf
http://www.doh.gov.tw/ufile/doc/%e5%85%a8%e4%ba%ba%e5%81%a5%e5%ba%b7%e7%85%a7%e8%ad%b7%e8%a8%88%e7%95%ab%e5%85%a7%e5%ae%b91228.pdf
http://www.doh.gov.tw/CHT2006/DM/SEARCH_RESULT.aspx
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11397&class_no=440&level_no=4
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11397&class_no=440&level_no=4
http://www.doh.gov.tw/CHT2006/DM/SEARCH_RESULT.aspx
http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=450&now_fod_list_no=10530&level_no=1&doc_no=71421
http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=450&now_fod_list_no=10530&level_no=1&doc_no=71421
http://www.ey.gov.tw/ct.asp?xItem=64579&ctNode=2907
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11165&class_no=440&level_no=3
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11165&class_no=440&level_no=3
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11166&class_no=440&level_no=4
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11166&class_no=440&level_no=4


288 
 

Health Expenditure 2009  Retrieved 19 December 2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11662&cl

ass_no=440&level_no=2 

Taiwan Department of Health. (2010a). Enrollment Affairs  Retrieved 20 December 

2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&cl

ass_no=440&level_no=3  

Taiwan Department of Health. (2010b). Pilot project of health-oriented capitation 

payment Retrieved 25 October 2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2.aspx?now_fod_list_no=11515&clas

s_no=473&level_no=1 

Taiwan Department of Health. (2010c). The statistics analysis of contracting and 

management of medical service institutes  Retrieved 20 December 2010, from 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&cl

ass_no=440&level_no=3 

Taiwan Department of Health. (n.d.). Medical Resource Management and Geographic 

Information System  Retrieved 4 January 2011, from http://gis.doh.gov.tw/ 

Taiwan Ministry of the Interior. (2008). Interior International Indicators  Retrieved 12 

July 2011, from http://sowf.moi.gov.tw/stat/national/list.htm 

Tang, J. S., Chen, C. L., Zhang, Z. R., & Wang, L. (2007). Incidence and related factors of 

violence in emergency departments--a study of nurses in southern Taiwan. J 

Formos Med Assoc, 106(9), 748-758.  

The Epoch Times. (2002, 16 December ). 30 Hospitals in Taipei City certified as Healthy 

Hospitals, The Epoch Times. Retrieved from 

http://www.epochtimes.com/b5/2/12/16/n256365.htm 

TJCHA. (2009). 2009 New Hospital Accreditation Scheme and Score Explanation 

Retrieved 14 December, 2010, from 

http://www.tjcha.org.tw/NewsDetail.asp?NewsId=539 

TJCHA. (2010a). Annual Objectives of Patient Safety Retrieved 23 October 2010, from 

http://www.patientsafety.doh.gov.tw/big5/Content/content.asp?1=1&cid=16 

TJCHA. (2010b). Introduction of Healthcare Quality Improvement Campaign  Retrieved 

12 December 2010, from http://www.tjcha.org.tw/Quality.asp?CatID=12 

TJCHA. (2010c). Introduction of TJCHA  Retrieved 22 October 2010, from 

http://www.tjcha.org.tw/Aboutus.asp?CatID=2 

TJCHA. (2010d). New Hospital Accreditation Scheme, from 

http://www.tjcha.org.tw/Identify.asp?CatID=1 

Tountas, Y., Pavi, E., Tsamandouraki, K., Arkadopoulos, N., & Triantafyllou, D. (2004). 

Evaluation of the participation of Aretaieion Hospital, Greece in the WHO Pilot 

Project of Health Promoting Hospitals. Health Promot Int, 19(4), 453-462. 

http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11662&class_no=440&level_no=2
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11662&class_no=440&level_no=2
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&class_no=440&level_no=3
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&class_no=440&level_no=3
http://www.doh.gov.tw/CHT2006/DM/DM2.aspx?now_fod_list_no=11515&class_no=473&level_no=1
http://www.doh.gov.tw/CHT2006/DM/DM2.aspx?now_fod_list_no=11515&class_no=473&level_no=1
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&class_no=440&level_no=3
http://www.doh.gov.tw/CHT2006/DM/DM2_2.aspx?now_fod_list_no=11645&class_no=440&level_no=3
http://gis.doh.gov.tw/
http://sowf.moi.gov.tw/stat/national/list.htm
http://www.epochtimes.com/b5/2/12/16/n256365.htm
http://www.tjcha.org.tw/NewsDetail.asp?NewsId=539
http://www.patientsafety.doh.gov.tw/big5/Content/content.asp?1=1&cid=16
http://www.tjcha.org.tw/Quality.asp?CatID=12
http://www.tjcha.org.tw/Aboutus.asp?CatID=2
http://www.tjcha.org.tw/Identify.asp?CatID=1


289 
 

Retrieved from 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&d

opt=Citation&list_uids=15528280 doi:10.1093/heapro/dah407 

Tsai, M. T., Shen, Y. C., Woung, L. C., & Wu, T. Y. (2008). Health-related Physical Fitness 

of Workers in a Regional Hospital. Taipei City Medical Journal, 5(1), 102-113.  

Tsai, M. T., Woung, L. C., Wu, T. Y., Liang, H. Y., Liou, H. W., & Shen, H. C. (2010). 

Experience with a Community-based Anti-Tobacco Creative Program. Taipei City 

Medical Journal, 7(2), 184 -193  

Tsay, S.-L., & Hung, L.-O. (2004). Empowerment of patients with end-stage renal 

disease--a randomized controlled trial. International Journal of Nursing Studies, 

41(1), 59-65.  

Tung, C. Y., Chang, T. M., Chen, K. J., Li, C. M., Li, C. J., & Yang, C. H. (2005). A Study of 

the Nurses' Consciousness and the Present Condition toward the Occupational 

Injuries. Chinese Journal of Occupational Medicine, 12(4), 241-254.  

Tung, S. C., Lin, Y. W., Huang, H. L., & Huang, R. M. (2008). Need Assessment of 

Employees' Mental Health-A Case Study in Taiwan Journal of Health 

Management 6(2), 185-196  

Tung, S. C., Lin, Y. W., Huang, H. L., & Huang, R. M. (2008 ). Need Assessment of 

Employees' Mental Health-A Case Study in Taiwan. Journal of Health 

Management, 6(2), 185-196.  

Tzeng, D. S., Chung, W. C., Fan, P. L., Lung, F. W., & Yang, C. Y. (2009 ). Psychological 

Morbidity, Quality of Life and their Correlations among Military Health Care 

Workers in Taiwan Industrial Health(47), 626-634.  

Tzeng, H.-M. (2005). Promoting a Safer Practice Environment as Related to 

Occupational Tuberculosis: A Nursing Care Quality Issue in Taiwan. Journal of 

Nursing Care Quality, 20(4), 356-363.  

Walton, K., Cau, M., Tesch, K., & Copeland, R. (2009). Entries in the 12th Annual ACHS 

Quality Improvement Awards and Studnets Awards: Australian Council on 

Healthcare Standards. 

Wang, Y. W. (2008). The international development of health promotion Journal of 

Healthcare Quality, 2(3), 4-9.  

Wenzel, E. (1994). Conceptual Issues in Worksite Health Promotion In C. Chu & R. 

Simpson (Eds.), Ecological Public Health: From Vision to Practice (pp. 172-181). 

Queensland: Griffith University. 

Whitehead, D. (2004). The European Health Promoting Hospitals (HPH) project: how far 

on? Health Promot Int, 19(2), 259-267. Retrieved from 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&d

opt=Citation&list_uids=15128717 doi:doi: 10.1093/heapro/dah213 

Whitehead, D. (2005). Health promoting hospitals: the role and function of nursing. J 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=15528280
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=15528280
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=15128717
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citation&list_uids=15128717


290 
 

Clin Nurs, 14(1), 20-27.  

Whitelaw, S., Graham, N., Black, D., Coburn, J., & Renwick, L. (Producer). (2011, June 16, 

2011). Developing capacity and achieving sustainable implementation in 

healthy ‘settings’: insights from NHS Health Scotland's Health Promoting Health 

Service project. Health Promot Int. Retrieved from 

http://heapro.oxfordjournals.org/content/early/2011/06/15/heapro.dar038.abstr

act 

Whitelaw, S., Martin, C., Kerr, A., & Wimbush, E. (2006). An evaluation of the Health 

Promoting Health Service Framework: the implementation of a settings based 

approach within the NHS in Scotland. Health Promotion International, 21(2), 

136-144.  

WHO-EURO. (2001). Seventh Workshop of National / Regional Health Promoting 

Hospitals Network Coordinators National/Regional Health Promoting Hospitals 

Network Coordinators. Copenhagen: World Health Orgasization-Regional Office 

for Europe. 

WHO-EURO. (2003, 27 March 2007). Developing Standards for Health Promotion in 

Hospitals-Results of A Pilot Test in Nine European Countries  Retrieved 7 

November 2010, from http://www.euro.who.int/healthpromohosp 

WHO-EURO. (2007). The international network of health promoting hospitals and 

health services: integrating health promotion into hospitals and health services 

Copenhagen World Health World-Regional Office for Europe. 

WHO-EURO. (2009). The European Health Report 2009: Health and Health System. 

Copenhagen: World Health Organisation  

WHO-WPRO. (1999). Regional Guidelines for the Development of Healthy Workplaces. 

Manila: World Health Organization Regional Office for the Western Pacific. 

WHO. (1978). Alma-Ata 1978: Primary Health Care, Health for All, Series No. 1 Geneva 

World Health Organisation  

WHO. (1986). The Ottawa Charter for Health Promotion. Geneva: World Health 

Organization. 

WHO. (1988). 2th Global Conference on Health Promotion: Adelaide 1988. Geneva: 

World Health Organization. 

WHO. (1991). 3th Global Conference on Health Promotion: : Sundsvall 1991  Geneva: 

World Health Organization. 

WHO. (1997). The Jakarta Declaration on Leading Health Promotion into the 21st 

Century. Geneva: World Health Organisation. 

WHO. (1997 ). WHO Global Healthy Work Approach. Geneva: World Health 

Organisation. 

WHO. (1998). Health Promotion Glossary. Geneva: World Health Organization. 

WHO. (2009 ). 7th Global Conference on Health Promotion: Nairobi 2009. Geneva: 

http://heapro.oxfordjournals.org/content/early/2011/06/15/heapro.dar038.abstract
http://heapro.oxfordjournals.org/content/early/2011/06/15/heapro.dar038.abstract
http://www.euro.who.int/healthpromohosp


291 
 

World Health Organization. 

WHO. (2011). Healthy Settings  Retrieved 29 June 2011, from 

http://www.who.int/healthy_settings/en/ 

Wise, M., & Nutbeam, D. (2007). Enabling health systems transformation: what 

progress has been made in re-orienting health services? Promotion & Education, 

14(2 suppl), 23-27. doi: 10.1177/10253823070140020801x 

Wiskow, C., Albreht, T., & Pietro, C. d. (2010). How to create an attractive and 

supportive working environment for health professionals. Copenhagen World 

Health World-Regional Office for Europe. 

Yang, C. L. (2010). Reform is for walking the longer road  Retrieved 24 October 2010, 

from 

http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=467&now_fod

_list_no=11090&level_no=1&doc_no=75363 

Yang, M.-S., Pan, S.-M., & Yang, M.-J. (2004). Job strain and minor psychiatric morbidity 

among hospital nurses in southern Taiwan. Psychiatry and Clinical 

Neurosciences, 58(6), 636-641. doi: 10.1111/j.1440-1819.2004.01314.x 

Yang, S. S., Chen, M. J., Sung, Y. J. M., & Huang, F. F. (2006). Structure and 

Implementation of the Workplace Health Promotion Network in Taipei. Taipei 

City Medical Journal, 3(12), 75-86.  

Yin, R. K. (2003 ). Case study research : design and methods (Third edition ed.). 

Thousand Oaks: Sage Publications. 

ZCNEWS. (2010). Vice President attended the 4st National Conference on Health 

Promoting Hospitals in Taiwan-The Impact of Health Promotion on Social 

Capital, ZCNEWS, . Retrieved from 

http://www.zcnews.net/index.asp?Main=NewsTextViewDetail&NewsID=52904

& 

Zelman, W. N., Pink, G. H., & Matthias, C. B. (Writers). (2003). Use of the Balanced 

Scorecard in Health Care [Article], Journal of Health Care Finance: Aspen 

Publishers Inc. 

 

 

http://www.who.int/healthy_settings/en/
http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=467&now_fod_list_no=11090&level_no=1&doc_no=75363
http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?class_no=467&now_fod_list_no=11090&level_no=1&doc_no=75363
http://www.zcnews.net/index.asp?Main=NewsTextViewDetail&NewsID=52904&
http://www.zcnews.net/index.asp?Main=NewsTextViewDetail&NewsID=52904&


292 
 

Appendix 1 Organisational health promotion programs  

 

Organisation 

factor 
Content 

Leadership 

Are the leaders (for example, Board members, CEO, Executive Directors) 
enthusiastic about being a health promoting health services? Who are they, and how 

do they view the health service’s role in health promotion? Are they able to influence 

the direction of the health service?   

Do most of the leaders have a broad understanding of health and the determinants of 

health, and see a role for the health service in contributing to addressing these issues 

in your community? How do you know? 

Do the leaders see reorienting the health service as a medium to long-term change 

process or are they looking for a ‘quick win’ to current problems? 

Are the leaders committed to collaborating with other government and 
non-government agencies to plan and address health issues in the community?  

Are the leaders committed to involving community members and health consumers in 
planning and addressing health issues in the community, especially those who often 

do not have a voice in such matters? 

Are the leaders willing to be responsive to local health issues or do they prefer to set 
the health service’s priorities? 

Who is there to provide ‘technical’ leadership in the health service? 

Mission and 

strategy 

What is the mission of the health services? For example, is it service oriented or 
health oriented, and is it inward looking or outward focused?  

What is the vision of the health service? Does it support a broader role in the health 
of the community? 

What is the strategic direction of the health service? For example, does it contain 

strategies that will extend the role of the health service from reacting to health 

problems and demands on the service to those that embrace health promotion and 

improved health outcomes for the community? Do they embrace Primary Health Care 

principles?  

Is there a health promotion strategy that includes integration into practice and 

population health priorities? 

Organisation 

culture 

Does the health service have a value statement? If so, is it congruent with Primary 
Health Care Principle? 

What would you say the ‘covert’ values of the health service are? 

Overall, would you say that the organisational culture of the health service is 
supportive of health promotion? How do you know?  

Does the organisation willingly embrace well thought through change or is it really 
hard to change anything? 

Does the culture appear to embrace a more proactive approach to health promotion, 
or is the culture more oriented towards individual approaches to health promotion 

(for example, provision of health information and health education and addressing 

risk factors)? 

Is there a history of health promotion in the health service, or is health promotion a 
new concept? If there is a history, what influence does that have on how health 

promotion is viewed in the health service? If it is a new concept, what are the drivers 

for it to occur? 

(Continued) 
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Organisation 

factor 
Content 

Organisation 

culture 

Is there a competitive culture in the organisation where the organisational culture is 

to be leaders or ‘the best’? 

Does the organisation celebrate success and achievement?   

Organisational 

structure 

Is health promotion a shared responsibility or is it marginalised to a designated 

person or department? 

Where does health promotion fit within the structure of the organisation?  

Does the health service structure facilitate collaboration, both internally and 
externally? Is it hierarchical and inward focused, or is it more of a network structure 

with strong working collaboration with other services? Does it value a partnership? 

Is there a committee structure to support health promotion innovation and provide 
accountability for actions?  What type of committee is it? How often does it meet? 

What body does it report to in the health services?  

Management 

practice 

Do managers work to translate the mission and strategies, and the leadership vision 
into action within the health service? 

Do managers support and enable staff to integrate health promotion into their practice 

or do they block staff attempts? If so how? 

Describe how managers integrate a primary health care philosophy into their 

management practice and they way the health care is delivered?   

System 

Is there a specific Health Promotion Policy for the health service? What approach to 

health promotion does it reflect? 

Which other organisational policies have, or should have, aspects of health promotion 

integrated into them? How has or should health promotion be integrated into these 
other policies? 

What information systems are in place, either within the health service or through 
other sources, to gather data about the health of the community? How has or should 

health promotion be integrated into these other policies?  

Does the health service have a staff recognition program (for example, staff awards) 
where staff members are acknowledged for their achievements in aspects of health 

promotion alongside clinical, education and research achievements?  

What human resources are allocated to provide health promotion leadership and 
support? 

What financial resources are allocated to health promotion activities? That is, are 
they allocated at an organisational level, project level and / or department or unit 

level?   

Work Unit 

Climate 

What appears to be the attitude of staff who works in individual departments or units 

about health promotion? Is it mainly positive, or is it mainly negative? 

Do department or units feel supported by the organisation in their endeavours to 

integrate health promotion into their practice?   

Task 

requirements 

and individual 

skills/abilities 

Is health promotion written into job descriptions in a way that depicts the level of 

responsibility related to the job and shows that the jobs’ role in health promotion is 

understood by management? 

Do staff feel as though they understand enough about health promotion theory to 
apply it to their practice in an effective way?  

What staff development and training is provided to staff about health promotion or 
relevant aspects of how it relates what is expected of staff to do?  

Do staff, who have a designated role in more formal health promotion programs, feel 
that they are able to do their job well? If not, what additional support do they need? 

(Continued) 
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Organisation 

factor 
Content 

Motivation 

Has the organisation sought the view of staff about their views about, and 

commitment to, health promotion? 

Does staff generally feel motivated to support the health service embracing a broader 

role in health promotion to impact on the health of the community? 

Does staff generally feel motivated to integrate health promotion into their practice, 
or do they think it should be someone’s else’s role? 

Does staff feel that good practice in health promotion is valued and recognised in the 
health service? 

Individual and 

organisational 

performance 

Do the key organisational performance indicators for the health service include 
indicators that incorporate Primary Health Care philosophy and health promotion 

action? 

Is the agenda for reorienting the health service to become more health promoting part 
of the performance indicators?  For example, do they include the shift to improving 

health of the broader community served by the health service? Is community and 

consumer participation recognised as being a key performance indicator? 

Do the individual departments and units have performance agreements, which health 

promotion output indices that link the work of the department or unit to the 

organisational performance measures? 

Is health promotion acknowledged as an important part of management and clinical 

performance through inclusion in staff performance appraisals? Are the performance 

indices related to the performance measures at department or unit level and 
organisational level where appropriate?  

Source: Johnson and Paton, 2007, pp. 225-230 
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Appendix 2 Key events in the Development of Taiwan HPH Network  

Year Milestone 

2002 

 March-November: the Taipei City Government first initiated ‘Taipei Healthy Hospital 

Accreditation’  

 September-December: the BHP financed the first HPH funding project ‘Pilot Study of 

Building Health Promoting Hospitals: a case of a Medical Centre [Staff and 

Organisation Health Promotion]  

2004 

 The Taichung County Government initiated ‘Healthy Hospital Campaign’  

 August 2004-July 2007: ‘An Action Research on Health Promotion Hospital in 

Taiwan’ coordinated by the Taiwan HPH Research and Development Cente in Yuanpei 

University (THPH Research Centre) and sponsored by National Science Council 

2005 

 The Taipei City Government relaunched ‘Taipei Healthy Hospital Accreditation’  

 The Yilan County Government initiated ‘Health Promoting Hospitals 7 in One Quality 

Accreditation ’ 

 THPH Research Centre in Yuanpei University was established   

 19 March: the first HPH Conference in Taiwan ‘National Conference on Healthcare 

Management Integrated with Health Promotion’ hosted by Taiwan College of 

Healthcare Executives, Department of Health and Yuanpeiu University  

 Previous Vice Direct General of the BHP (Ying-Wei Wang) participated in the 13th 

International HPH Conference and Workshop  

 August: Wan Fang Hospital was the first hospital in Taiwan granted as a WHO HPH  

 At the end of 2005, the BHP subsidized three HPH funding projects including 3 

hospitals, one of which was coordinated by the THPH Research Centre  

2006 

 July-October: other 3 hospitals (Pingtung Christian Hospital, Yung Ho Branch of 

Cardinal Tien Hospital and Taichung Hospital) under the BHP funding projects were 

accredited as WHO HP-hospitals.  In addition, Feng Yuan Hospital facilitated by the 

THPH Research Centre was also accredited as WHO HP-hospitals 

 30 October: Taiwan HPH Network was established  

 26 November: Taiwan HPH Network under the aegis of WHO International HPH 

Network was established 

2007 

 20 March: ‘Taiwan Society of Health Promoting Hospitals (TSHPH)’ was permitted to 

be organised.   

 April-December: the BHP financed a funding project ‘Building HPH network project’ 

 17 April: The Founder and Preparatory Meeting was hold 

 11-13 April: 15th International Conference on Health Promoting Hospitals: 9 people 

participating in HPH workshop and 11 people participating in conference with 8 

papers  

 Previous Executive Chief Officer (Shoei-Loong Lin) of Hospital Administration 
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Commission, Department of Health, took part in 15th International Conference on 

Health Promoting Hospitals and afterwards he arranged the THPH Research Centre to 

deliver speeches on HPH in committee meetings and allocated funding to encourage 

public hospitals to implement HPH. 

 27-28 April: International conference of Health Promoting Hospitals was held by 

Tzu-Chi Medical Enterprise and the key players in the International HPH Network and 

an international scholar were invited as keynote speakers  

 May: HPH Facilitating Team was established  

 The Kaohsiung City Government launched ‘Building Women Friendly Healthcare 

Environment initiative’ 

 June-July: Preparatory Group of TSHPH advocated and facilitated application of 

membership of WHO HPH network  

 19 August: 1st National Conference on Health Promoting Hospitals in Taiwan-Creating 

New Values in Healthcare.  Other 17 hospitals were accredited as WHO HP-hospitals.   

 26 September: TSHPH was officially established and has been undertaking missions 

and functions of the Taiwan HPH network  

2008 

 The BHP ceased to support the TSHPH  

 The BHP financed a Pilot Project of HPH coordinated by Taichung Hospital  

 May: 17st International Conference of HPH in German.  The coordinator of the 

Taiwan HPH Network was elected as an observed control committee member and in 

charge of advocacy in Asia.  Conference publication papers in 17st International 

Conference of HPH ranks the second globally with 8 oral presentation (1 chairman) 

and 19 Posters.  14 members participated in the WHO workshop and one speech was 

given. Totally, 24 Taiwanese participants took part in the conference. 

 The TSHPH started initiating ‘1st HPH Model and Creative Project Campaign (第一屆

健康促進醫院典範創意選拔) ’ 

 June: TSHPH initiated ‘Trans Fat Free Campaign’ 

 27 July: 2st National Conference on Health Promoting Hospitals in Taiwan- Adding 

New Opportunities to Health for All (Vice President was present) 

 Pingtung County Government launched ‘Building Women Friendly Healthcare 

Environment initiative’ 

 25 November: National Conference on Integrative HPH hosted by the BHP and 

Taichung hospital 

 The Taipei County Government started facilitating hospitals in Taipei County to 

become HP-hospitals  

2009 

 January: the TSHPH initiated ‘Million Co-signers for Smoking Cessation Campaign 

(百萬人愛心戒菸連署)’ to respond to implementation of the new regime of Tobacco 

Hazards Prevention Act in 11 January 2009  

 6 May: 17st International Conference of HPH.  Conference publication papers in 17st 
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International Conference of HPH ranks the second globally with 1keynote speech, 15 

oral presentations (1 chairman) and 38 Posters.  5 members participated in the WHO 

workshop and 1 speech was given. Totally, 34 Taiwanese participants took part in the 

conference. 

 19 July: 3rd National Conference on Health Promoting Hospitals in Taiwan-Health 

Promoting Health Services and Healthy Ageing (President Ma Ying-Jeou was present 

at the conference)  

 September: ‘The Development of HPH Network (健康促進醫院網絡推廣計畫)’ is 

one of main tasks of ‘Silver Program of Healthcare Advance (健康照護升值白金方

案)’ initiated by Executive Yuan 2009-2012  

 September : Previous President of TSHPH (Shu-Ti Chiou) got promoted as the 

incumbent Direct General of the BHP  

 8-10 December: WHO Winter School 2009 in Taiwan 

2010 

 The BHP financed funding projects for Cancer Screening with total improvement of 

screening procedure including 4 cancer reminder information system, prompt service, 

and single referral contact window and 193 hospitals participated  

 28-29 August: International Conference on Age-Friendly Health Care sponsored 

hosted by BHP  

 22-23 October: International Conference on HPH & Healthy Environment hosted by 

BHP  

 24 October: 4st National Conference on Health Promoting Hospitals in Taiwan-The 

Impact of Health Promotion on Social Capital (Vice President Vincent Siew was 

present at the conference) 

 The BHP financed around 390,000 US dollars for a three-year project ‘Development 

of Taiwan HPH Network and 20st International HPH conference (2009-2012)’ 

 Conference publication papers in 18st International Conference of HPH ranks the first 

globally (11 Oral Presentation, 10 Mini Oral Presentation and 47 Posters)  

2011 

 The BHP financed around 150,000 US dollars for a two-year funding project ‘HPH & 

Sustainable Environments’  

 … 
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Appendix 3 A questionnaires cope in English 
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Appendix 4 Questionnaire cope in Chinese 
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Appendix 5 Griffith University Ethical Clearance Certificate  
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Appendix 6 Quote examples for expert interviews  

Transformational achievements 

6-2-1 

More support from 

hospital 

superintendents 

I found that many superintendents took initiatives to participate in annual 
international or national conferences of the network…In the Taiwan HPH 

Society, many sub-committees are in place, most of whose committee members 

are superintendents.  They actually are very enthusiastic about creative 

programs among other hospitals ( A committee member of TSHPH，E2) 

我發現很多醫院的院長主動組團要去參加這個學會、network 的年會…這個

學會裡面，其實有很多次委員會，次委員會參與的研究發展、會員、教育等

等，這裡面的成員很多是醫院的院長，其實他們很熱衷，而且很想知道，各

個醫院推動比較創新、他們可以模仿一些方案，其實他們很想學習。 

I only found one enthusiastic person who is the superintendent.  Through this 

leadership, organization changes included physical and social environments, 

procedures and culture. (A key member of TSHPH，E3) 

所以我只找一個有熱心的人，那個人叫「院長」，透過他整個組織的

leadership，組織的一些改變包括硬體、軟體環境、流程、文化各方面去做

改變，台灣做的其實很廣，所有國際上提倡的事情我們都很強力的在訴求。 

6-2-2 

Fine-tuned HP 

mission and 

strategy 

We saw that many hospitals reviewed their vision and made a revision because 

of joining our network if (they) found it (the original statement) not explicit for 

health promotion.  Furthermore, some hospitals even put HPH into their focus 

tasks of development duration and showed it explicitly with announcement to 

the whole staff. (A key member of TSHPH，E3) 

比如我們看到很多醫院因為要參加我們的網絡，所以就去檢視它的願景，發

現它對健康的強調不夠清楚，就去把它修改，比如說它醫院的發展期程，甚

至於把成為健康促進醫院列入它發展期程的重點，很明確的就講出來，而且

跟全院的員工都清楚的宣示。 

Before HPH, hospitals were also implementing health promotion.  In terms of 

patients, it was health education.  Community Health Building initiatives have 

been carried out for a long time.  After HPH, staff members have drawn more 
attention….If the hospitals are facilitated by us, they would implement four 

kinds of issues related to staff, patients, community and organisation. (A expert 

scholar，E5)   

就是跟他們還沒有健康促進醫院之前，他們也在推健康促進了嘛，病人嘛，

可能以前來講就是衛生教育嘛，也在推啦，社區健康營造那塊也推很久啦，

可是感覺加了 HPH進來，了不起就是員工那塊被重視到了，如果是我們輔

導的醫院，我們四個面向都要做，就是組織這邊有組織要做的議題、員工、

病人、社區都有要發展的議題。 

6-2-3 

Subtle changes in 

culture 

Through the leadership, organization changes included physical and social 

environments, procedures and culture.  (A key member of TSHPH，E3) 

透過他整個組織的 leadership，組織的一些改變包括硬體、軟體環境、流程、

文化各方面去做改變。 

Transactional achievements 

6-2-4 

Established 

communication 

structures 

Basically, most of the hospitals have explicit HPH committees or task forces. (A 

committee member of TSHPH，E2)  

據我瞭解大部分醫院基本上都有一個很明確健康促進醫院推動委員會、或小

組，這些小組或委員會。 
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Transactional achievements 

6-2-5 

Improved 

management 

practices 

Valid notion of needs assessment and to some extent put into practice 

Most hospitals have this notion of needs assessment.  The TSHPH would ask 

hospitals that want to join as WHO members to fill in (WHO) self assessment 

tool.  Through this process, it is a kind of self assessment and diagnosis. (An 

expert scholar，E_5)   

需求評估我覺得現在是都有這種概念了，比如學會之前幫醫院要加入 WHO

會員的時候，都要學會類似去評鑑，評鑑之前就會叫他們先填一份自我評估

工具，填的過程就有點在自我評估、自我診斷。 

Valid notion of needs assessment and to some extent put into practice 

The hospitals facilitated by us would conduct (needs assessment) through 

questionnaires and in-depth interviews. (An expert scholar，E_6) 

(關於需求評估) 我們輔導的個案全部都有做，有做問卷、有做深度訪談，

去真正瞭解。 

Reflection  

Everyone might be more creative and seek better methods (to achieve desirable 

outcome).  Hospital managers would question whether previous health 

education and health promotion strategies achieved expected outcomes and 

whether there was something wrong out there. (A expert scholar，E_5)   

然後其他可能就是說推動的方法上大家可能就會創新，看看有沒有什麼更好

的方法，這個就是大家會去思考，以前衛教的方式、推健康促進的方式，是

不是真的有達到成效，是不是方法有錯，我們可以怎麼去思考、改變有辦法

達到，而不是健康促進做做樣子，還是真的要達到它的成效，我覺得這部分

在觀念上也開始有這樣的想法、然後會嚐試想要做一些創新，或是做些突

破，我覺得這大概是短期看到的成效。 

6-2-6 

HP-embraced 

systems 

Physical environments were very evident too.  They showed physical 

environments in place such as sporting, health promoting spaces, steps, and even 

fitness centres in the process of joining the network…Moreover, one thing that 

we encouraged the most was procedure change.  You said you implemented 

health promotion.  Where did you put into practice?  We do not only want you 

to hold a few activities.  Where did you do it?  You should do it in the daily 

routine.  Therefore, they must integrate (health promotion) into outpatient 

services as well as inpatient services.  So, (they) should make procedure 

changes. (A key member of TSHPH，E3) 

硬體上的改變也非常清楚，都看到醫院在加入我們的過程中，他們會讓我們

看他們確實在硬體上，比如運動的、健康促進的空間，就會去做，像樓梯啊、

甚至會有 fitness center…我們很鼓勵一件事就是流程改造，你說你做健康促

進、你在哪做啊，我們不是要你就幾個活動耶，你在哪裡做，你在我醫院、

我每天的 daily routine 做啊，所以必須建到他的門診、還有整個住院流程裡

面去，所以要做流程改造，這幾年我們也這樣在訴求，醫策會也看到，所以

在醫院評鑑裡面也強調，這幾年醫院的進展太快了，我們一開始覺得這很

難、不知道要講幾年大家才會改，而且台灣的醫院因為資訊系統本來就有，

所以很快就把它建進去，然後越來越普及，而且發現每次一提倡，就會找到

champion，然後把 champion 請來演講，馬上 diffusion就非常的快，所以流程

改造是我們這幾年看到非常高興的地方。 
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Transactional achievements 

6-2-6 

HP-embraced 

systems 

(continued) 

The committee operated not so well…Many committee members were absent.  
The superintendents probably observed this phenomena and he paid attention to 

it.  They came up a solution and put participation as part of their culture credits.  

In other words, if you come to the meetings throughout the year, you might get 

one additional point in the culture credit.  The culture credit affects their 

performance and then money eventually.  They made this link and then the 

effectiveness came out as a result of this mechanism.  We saw the effect. (A 

expert scholar，E5)   

比如我們最近有個例子，委員會不是運作得「二二六六」嗎，怎麼這次去的

委員又換了一半的人，去每次開會就好像在等我們，他們比較被動這樣子，

甚至有時候開會很多人沒有到，結果我們最近去的時候發現他們自己可能院

長看到這個現象，他在盯了，所以他們自己就想出一套辦法，把他列入他們

所謂醫院的文化學分，也就是說你有來與會的話，全部的過程、整年度你有

來與會，可能就可以文化學分加一分，那個文化學分就會影響到他們的考

績，考績就影響到他們最後的錢嘛，所以他們自己就發現、就做這樣的連結，

機制就出來，這就有成效，我們就可以看得到成效。 

6-2-7 
Enhanced staff 

participation 

Hospitals had valid notions of health and recognized its significance, paying 

attention to staff health.  You can see that workplace health promotion has been 

carried out for a long time.  Was it implemented in hospitals?  No... I found 

the HPH made hospitals feel the importance of staff. (A expert scholar，E5)  

醫院真的有概念了、健康這塊很重要，醫院開始重視員工的健康，你看以前

職場健康促進推了這麼久，有推到醫院這個場域、產業來嗎，沒有啊，以前

都是看那些高科技啦、或其他的，但是醫院竟然自己沒有推，很奇怪，我覺

得健康促進醫院計畫帶進來給醫院，發現員工很重要。 

The committee operated not so well…Many committee members were absent.  

The superintendents probably observed this phenomena and he paid attention to 

it.  They came up a solution and put participation as part of their culture credits.  

In other words, if you come to the meetings throughout the year, you might get 

one additional point in the culture credit.  The culture credit affects their 

performance and then money eventually.  They made this link and then the 

effectiveness came out as a result of this mechanism.  We saw the effect. (A 

expert scholar，E5)  

比如我們最近有個例子，委員會不是運作得「二二六六」嗎，怎麼這次去的

委員又換了一半的人，去每次開會就好像在等我們，他們比較被動這樣子，

甚至有時候開會很多人沒有到，結果我們最近去的時候發現他們自己可能院

長看到這個現象，他在盯了，所以他們自己就想出一套辦法，把他列入他們

所謂醫院的文化學分，也就是說你有來與會的話，全部的過程、整年度你有

來與會，可能就可以文化學分加一分，那個文化學分就會影響到他們的考

績，考績就影響到他們最後的錢嘛，所以他們自己就發現、就做這樣的連結，

機制就出來，這就有成效，我們就可以看得到成效。 
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Transformational enablers  

6-2-8  
Supportive 

extramural 

contexts 

Support from the TSHPH-leadership  

At the beginning, the Government started with a few pilot hospitals.  Later on, 

HPH was driven by policies while Professor A took the initiative.  She has good 

relationship with several superintendents. After she proposed this idea, 

personally speaking, I think that she exercised her own personal influence.  It 

might become future policies.  (A committee member，E1) 

可是那時候做的方式好像是由政府部門推幾家、一兩家醫院來去嘗試看看。

可是到後來，像 A老師來推動的時候，就變成是政策，然後他跟很多院長的

關係都不錯，所以他提出這個口號以後，Personally 來講，我覺得他是用

個人因素影響，搞不好這是未來的政策。 

Support from the TSHPH - continuous advocacy 

Things need someone to advocate and take a lead.  I feel that if in the process 

of advocacy, maybe those things exist, and it is stable, then nobody think I need 
to take some action.  So, I feel that we joined the international network, formed 

the network and went everywhere social marketing the ideal and it was helpful. 

(A key member of TSHPH，E3) 

一個事情還是需要有人去提倡、去帶動，我感覺我們在提倡過程中，或許那

些東西都存在，可是如果是靜態的，其實大家也不會覺得說我要 take some 

actions，所以我是感覺說我們加入國際網絡、成立 net work，我們實質上到

處去 social marketing 這樣的理念，這也是有幫助的。 

Support from the TSHPH – benchmarking 

The second point is mutual benchmarking, mutual benchmarking among 

hospitals.  Like the Hospital A held several activities, and other hospitals came 

to view and emulate (good practices).  Also, in the conference, domestic and 

international experts gave presentations.  Quite a lot of members came to 

participate (in HPH-related activities).  (A committee member，E4) 

第二點就互相觀摩，醫院之間互相觀摩，比如像愛華醫院辦很多活動，其他

醫院來觀摩，還有研討會，就國內外的專家在那邊發表，其他會員來得蠻熱

烈的。 

Support from the TSHPH – exchange platform 

In TSHPH, there are several sub-committees whose committee members are 

hospital superintendents.  They are very enthusiastic about creative programs 

carried out by other hospitals and the programs they can copy.  In fact, they are 
craving for learning.  It is a good example of organization learning in progress.  

No matter how far hospitals are, once they knew about some well designed 

programs, they want to get the bottom of it.  How did they implement it? How 

was it measured?  So, the association has provided several information 

exchange platforms regarding about health promotion. (A committee member，
E2) 

這個學會裡面，其實有很多次委員會，次委員會參與的研究發展、會員、教

育等等，這裡面的成員很多是醫院的院長，其實他們很熱衷，而且很想知道，

各個醫院推動比較創新、他們可以模仿一些方案，其實他們很想學習，這就

是很多現在推的學習型組織，很好的典範，他們也想說不管人家是多偏遠的

醫院，一聽報告說他們有些方案不錯，就很好奇、一直追根究底的問下去、

他們怎麼去實施的、成效怎麼衡量等等，所以學會提供很多推健康促進的意

見交換平台。 
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Transformational enablers  

6-2-8  

Supportive 

extramural 

contexts 

Support from the TSHPH - education and training 

We have advocated, and we have a core course which is held around three times 

a year.  We would teach them how to follow the five standards which is an 

induction framework.  Also, we have needs assessment and project 

management.  Through them, training was offered. (A key member of 

TSHPH，E3) 

我們有在提倡，我們有一套、定期一年大概會有三次的 workshop 核心課程，

裡面都會教他們五大標準怎麼做，那個就是個導入架構；另外做需求評估跟

計畫管理，我們也有那樣的課，所以透過這樣的課訓練下來。 

Support from the TSHPH –diffusion by championing 

( I ) found that every time we advocated and then we found a champion.  We 

invited the champion for a presentation and then the diffusion was occurred very 

quickly. (A key member of TSHPH，E3) 

發現每次一提倡，就會找到 champion，然後把 champion 請來演講，馬上

diffusion 就非常的快，所以流程改造是我們這幾年看到非常高興的地方。 

Support from the TSHPH –WHO standards required by the TSHPH  

We made a strong appeal for those advocated internationally.  Also, we ask 

every hospital to apply the WHO self-assessment form and they need to 

complete them all.  We do not let them to pick and choose.  All 40 items need 

to be done.  We ourselves added one item specific to Taiwan, namely outpatient 

assessment. (A key member of TSHPH，E3) 

所有國際上提倡的事情我們都很強力的在訴求，而且我們是每家醫院都必須

要 apply self assessment form，所以它都必須要完成，而且我們也不是讓它選

其中幾個項目，我們是 40 個項目都要做，我們自己又加了一個屬於台灣特

殊項目，就是門診病人的評估，所以這樣很清楚的工具運用，每個醫院一開

始加入就必須這樣去導入的話，比如說第一章政策管理裡面，我們全都是鼓

勵他們去做的。 

Support from the THPH Research Centre 

We (the THPH Research Center) strived for opportunities to give talks in 

hospitals and let hospitals’ (managers) know that HPH is very concrete and 

prospective.  Through this, they were persuaded and they in turn granted us 

cooperative research projects and let us assist them in building all kinds of 

mechanisms…So far we have this level of cooperation in more than 10 hospitals.  

It is quite nice.  (A committee member of TSHPH，E4) 

第一個就是因為這個健康促進醫院推動，在台灣可以說是一個起步，要推動

各醫院能重視就必須透過各種宣導，我們就透過爭取到醫院演講，內容讓醫

院知道說我其實這是很具體的、而且是很有前瞻性的業務，所以這樣來說服

他，他們就會接受我們的委託研究計畫，協助他們建立各種機制…對，所以

我們目前就已經做了十幾家醫院在辦，就蠻不錯的。 

Competitiveness in the market place - appealing to and accommodating the 

community 

Before hospitals were the places where patients go but nowadays the medical 

professional approaches communities…this change probably became an 

important reason why hospitals carried out HPH. (A committee member of 

TSHPH，E2) 

以往像我們這麼大的醫學中心，以往是不缺病人，可是現在你發現幾乎全台

灣醫學中心林立…從以往醫院只是民眾去的地方，現在醫療專業走到社區…

在這轉變可能就會導引到我們做健康醫院裡面一個非常重要的原由。 
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Transformational enablers  

6-2-8 

Supportive 

extramural 

contexts 

Support from the TSHPH - education and training 

We have advocated, and we have a core course which is held around three times 

a year.  We would teach them how to follow the five standards which is an 

induction framework.  Also, we have needs assessment and project 

management.  Through them, training was offered. (A key member of 

TSHPH，E3) 

我們有在提倡，我們有一套、定期一年大概會有三次的 workshop 核心課程，

裡面都會教他們五大標準怎麼做，那個就是個導入架構；另外做需求評估跟

計畫管理，我們也有那樣的課，所以透過這樣的課訓練下來。 

Competitiveness in the market place - to get WHO HPH certificates 

Now (hospitals) can join as WHO network members. They will have strong 

motivation to do it because they can become WHO network members.  So they 

have strong motivation to do it.  (A committee member of TSHPH，E2) 

現在可以加入 WHO 的 network member，他們就很有動機去做這種東西，

因為這可以拿到世界衛生組織的 net work member，他們就很有動機，就做

這件事。 

Competitiveness in the market place - mimetic processes  

The next is competitors.  Others have undertaken this initiative and you need to 

do it as well.  It is one of reasons. (A expert scholar，E5)  

再來是競爭者嘛，人家都在做，你也要做嘛，這也是一個因素。 

Positive feedback from the International HPH Network 

Our name tags had the national flag printed on them when we went over there.  
It was very great!  They put our national flag on the name tag.  (A committee 

member of TSHPH，E4) 

因為我們去那邊他都發給我們國旗，我們的名牌上都有國旗，這個很偉大，

他們製作的都把我們國旗放在名牌上面。 

6-2-9 

Existing conducive 

missions 

The medical ecology is of competitive nature.  Hospitals directly provide 

outpatient services and they also play the role of primary care which makes them 

to reduce exclusion from health promotion…In Taiwan, hospitals involve 

outpatients, which increase their willingness to approach communities.  Such a 

role orientation in the medical ecology in Taiwan is a little bit different from 

overseas.  (A key member of TSHPH，E3) 

外一個是醫療生態本身，因為台灣的醫療生態是競爭性的，醫院是直接看門

診的，它其實還是要扮演 primary care 的角色，有這樣的角色在時，他們對

健康促進不會那麼排斥，當然在國外是提倡住院病人的部分，我的意思是對

台灣來講，其實包括門診的部分、走進社區的部分都願意去做，在整個醫療

生態上的角色定位，有跟國外稍微不太一樣的地方，我認為這也是一個重要

的因素。 

Public hospitals undertake responsibilities of public health.  Driven by the 

policy, they need to undertake some prevention, promotion and disease 

prevention. (An expert scholar，E_6) 

另外就是公立醫院，因為公立醫院賦有公共衛生的責任，所以他們是政策之

下必須做一些預防保健、或防疫的工作。 
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Transformational enablers  

6-2-10 

Cultural 

embeddedness 

Like Hospital D had fun.  Did you see organisational change?  They are the 

way they were.  No change.  After carrying out HPH, he is used to be 

enthusiastic about community (health)…planting, selling vegetable…their 

organizational culture is one which was not quite related to health promotion.  

Later on, the term came out, and they put the term into the work.  (A committee 

member of TSHPH，E1) 

像強森醫院玩得很高興，妳看到 organisation change嗎？他本來就是這樣

的 organisation，沒有 change。做了健康促進醫院，他本來就是很熱心在

社區裡面，種田、賣菜(笑)，這都已經，ANYWAY，他本來組織文化就是這樣

子，跟健康促進是比較沒有，後來有這個 TERM，把這個 TERM加到原有工作

裡面，不是因為做了這個以後，改變他原來的工作。他本來就是玩很多社區

的東西(笑)。 

Transactional enablers  

6-2-11 

Supportive 

intramural 

structures 

Established inter-professional committee 

A committee was established by the hospital wherein committee members act as 

representative of the hospital. Unlike our counterpart overseas a designated 

coordinator represents the entire committee. Here, we value the committee as a 

whole and also we would like to see who constitutes the committee and whether 

those people can stand for key people in hospitals.  Those are very important.  

(A key member of TSHPH，E3) 

然後醫院會成立一個委員會，並不是像國外那樣，就是一個 coordinator，那

coordinator 只是委員會裡面的一個人，我們是希望看到一整個委員會，我們

還會去看委員會是哪些人組成的、是不是足以代表醫院裡面的 key person，

像這些也是很重要。 

Effective chain of command 

But, some hospitals did pretty good jobs because they put it in the high position.  

The committee was composed of members who are key stakeholders in 

hospitals.  Some superintendents even step up to guide and provide assistance 

to the committee. (A committee member of TSHPH，E2) 

不過有些醫院也是做得不錯，因為它層級拉高，這個委員會就真的是跨醫院

裡面最主要的幹部，甚至有些院長出來輔導這個委員會。 

Effective chain of command 

It is essential to check who holds the leader role. If the leader is granted with 

authority and responsibility, he will be able to communicate and coordinate well. 

Also dealing with people is imperative in this role. Like the Hospital D, the 

hospital E, the Hospital F and the hospitals near us, if the responsible person 

who is a leader granted by formal authorization, then the partnership will be 

better. (A committee member of TSHPH，E1)  

看誰是做 LEADERSHIP 的部份，如果那個主推的人有這種權跟責，他有溝

通協調、溝通能力，大概是可以做得比較好。還是人有關係。我看伊莎貝爾

醫院、梅約醫院、跟強森醫院、或是我們這邊的醫院，如果有充分授權，負

責的人有 LEADERSHIP 的角色，那 PARTNERSHIP 比較好。 

Established multidisciplinary project groups 

If it is down to program implementation, like what I just mentioned, it was 

carried out by the health action group which was composed of relevant staff.  

(An expert scholar，E5) 

如果再 down 到方案執行的部分，真的有像我剛講的一個健康行動小組、它

有召集了相關的人員成立。 
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Transactional enablers 

6-2-11 

Supportive 

intramural 

structures 

(continued) 

It relies on who take the lead.  If it is led by someone from the superintendent 

Room or the Department of Nursing furnished with more people, it will be easier 

to organise it.  If it is coordinated by one single department, I found that it is 

hard for the Human Resource Department, a single thin department or 

administrative departments which are outside medical departments; I think that it 

might be difficult.  It is better to be led by the Medical or Nursing Department 

or the Medical Deputy Superintendent.  Through them, it is easier to carry it out 
and to control the process of the whole project management. (An expert 

scholar，E_6) 

看誰在主導啦，如果是院長室、或是護理部，護理部畢竟人多嘛，所以要整

個做推動的過程中，就比較好去 organize，可是如果是由單一的科，我發現

光從人事室啦、或單薄的科，而且它是屬於醫療之外、行政部門來推的話，

我是覺得可能還是有些難度，最好是組織內醫療部門，就護理部、或醫療副

院長這樣的人來推的話，比較好去推動一些事情，整個計畫管理過程中也比

較好去管控。 

6-2-12 

Pro-HP systems 

Available resources 

In couple of years, we are also making such an appeal for procedure change 

(integrated with health promotion)…also, the information systems are in place 

so that it was integrated into it (existing procedures) very quickly and it became 

more and more popular. (A key member of TSHPH，E3) 

所以要做流程改造，這幾年我們也這樣在訴求，醫策會也看到，所以在醫院

評鑑裡面也強調，這幾年醫院的進展太快了，我們一開始覺得這很難、不知

道要講幾年大家才會改，而且台灣的醫院因為資訊系統本來就有，所以很快

就把它建進去，然後越來越普及。 

HP embraced procedure 

Moreover, one thing that we encouraged the most was procedure change.  You 

said you implemented health promotion.  Where did you do it?  We do not 

only want you to hold a few activities.  Where did you do it?  You should do it 

in the daily routine.  Therefore, they must integrate (health promotion) into 

outpatient services as well as inpatient services.  So, (they) should do procedure 

change. (A key member of TSHPH，E3) 

還有比如我們很鼓勵一件事就是流程改造，你說你做健康促進、你在哪做

啊，我們不是要你就幾個活動耶，你在哪裡做，你在我醫院、我每天的 daily 

routine 做啊，所以必須建到他的門診、還有整個住院流程裡面去，所以要

做流程改造。 

HP embraced subsystems 

So, if volunteers are able to play roles in prevention and health promotion, or 

implementation of health promotion activities such as promotion and 

marketing… With these forces and based on the case we facilitated, the more 

volunteer participate, the more smooth the process of implementing HPH is. (An 

expert scholar，E_6) 

以志工如果能夠扮演預防保健這塊、或是健康促進活動的辦理，有他們這些

比如宣傳、行銷，這些力量進來的話，我會覺得就輔導個案來看，志工參與

率越高的話，他們整個在推動健康促進醫院的過程，我的觀察是比較平順。 
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Transactional enablers 

6-2-12 

Pro-HP systems 

(continued) 

Integration into systems 

Later on, we tried to, like Hospital D did a good job, they integrated the Hospital 

Accreditation with the self assessment tool.  We hope that you can integrate 

HPH into existing management mechanisms and did not cause extra work.  If 

you carry out the BSC, like Hospital G has implemented BSC, (you might) 

integrate HPH into the BSC.  I think that it is a quite successful example of 

integrating HPH into the existing management mechanism.  Do not let staff or 
particularly committee members feel that they need to do the assessment for the 

BSC and repeat it for HPH as well.  (An expert scholar，E5) 

所以後來都會希望說盡可能、比如強森醫院就做得很好，就希望說把評估指

標工具跟評鑑做結合，我們也希望說你可以把 HPH融到你既有的管理機制

裡去，不要再額外增加什麼，你有在推 BSC、像約翰醫院有在推平衡計分

卡的話，把 HPH融到你平衡計分卡裡去推行，這我覺得也蠻成功的案例，

把它融到它既有的一些管理機制去，不要讓員工覺得說、尤其是那些委員，

覺得平衡計分卡要搞一次、HPH又要搞一次。 

6-2-13 

Effective project 

management  

If (the hospitals are facilitated by) us, (needs and issues) must be linked.  If you 

don’t do so, prior assessment work will be wasted.  I supposed we will find 

problems, staff health problems or health needs and at least generate 10 issues 

supposedly, because you cannot solve all problems in one year. But based on 

needs assessment and results of diagnosis, we probably can let them decide 

which one needs an immediate start and prioritise them. (An expert scholar，E5) 

如果我們在做的話，一定是要扣著的，如果沒有這樣做，你前面的評估不都

白做了嗎，所以我們會從需求評估、或診斷的結果會去列出來醫院一些問

題，或員工的健康問題、健康需求、排行，至少列出來假設十點，因為你也

不可能一年把這些問題都解決掉，所以我們可能就會讓他去決定我們先做哪

一項，排出優先順序。 

6-2-14 

Aspiration of the 

staff 

As for some hospitals we facilitated, if the whole committee members have 
common view, they know it (HPH), and recognize that it is helpful to the 

hospitals, then I think that the implementation is smoother. (An expert scholar，
E_6) 

就我們接觸幾家醫院的過程中，如果整個委員會的全員，是能夠齊心、而且

他們知道、也認同這樣對醫院是有幫助的，我想在組織內的推動就會比較順

利。 

Recognised efforts of staff members on health promotion 

The committee operated not so well…Many committee members were absent.  

The superintendents probably observed this phenomena and he paid attention to 

it.  They came up a solution and put participation as part of their culture credits.  

In other words, if you come to the meetings throughout the year, you might get 

one additional point in the culture credit.  The culture credit affects their 

performance and then money eventually.  They made this link and then the 

effectiveness came out as a result of this mechanism.  We saw the effect. (A 

expert scholar，E5)  

比如我們最近有個例子，委員會不是運作得「二二六六」嗎，怎麼這次去的

委員又換了一半的人，去每次開會就好像在等我們，他們比較被動這樣子，

甚至有時候開會很多人沒有到，結果我們最近去的時候發現他們自己可能院

長看到這個現象，他在盯了，所以他們自己就想出一套辦法，把他列入他們

所謂醫院的文化學分，也就是說你有來與會的話，全部的過程、整年度你有

來與會，可能就可以文化學分加一分，那個文化學分就會影響到他們的考

績，考績就影響到他們最後的錢嘛，所以他們自己就發現、就做這樣的連結，

機制就出來，這就有成效，我們就可以看得到成效。 
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Transformational barriers  

6-2-15 

Insufficient support 

from external 

environments 

Premature environments- discontinuous national resource inputs 

The biggest problem for hospitals to implement (HPH) is resources.  I feel that 

until now the government did not have a more concrete…although it is very 

important and became an international trend, but there was no corresponding 

resources for it (HPH).  Right now, most hospitals find resources themselves 

and were working on it. (A committee member of TSHPH，E2) 

其次醫院推動一個很大的問題是資源的問題，我是覺得到目前為止，政府也

沒有一個比較明確的，雖然這是很重要、世界的趨勢等等，可是也沒有相對

的資源可以提供它做這些事情，現在大部分是醫院自己尋找資源做這件事。 

Premature environments- lack of a concrete national policy 

(As for the 2020 white paper)…Yes, it was a good stuff but there was only one 

paragraph related.  It is a long way to go for how to turn these words into 

action…so whether the BHP can turn those words on the white paper into 

strategies or plans….and then make concrete budgets.  Otherwise, with the 

words out there, we seem to catch up the trend, but there is no action.        

(A committee member of TSHPH，E_4) 

(關於 2020 白皮書)這是很好的東西，但是它只有在裡面講上一段話這樣而

已，所以怎麼樣把這段話變成施政的措施，這個可能還有一段路…所以是不

是國健局那邊業務的方向，是不是可以根據那個白皮書那段把它化為一個措

施或計畫…這樣才可以具體的編預算，不然只有這樣一句話掛在那裡，我們

好像趕上時代的潮流，但是有沒有把那句話化為行動，這樣才會有效果。 

Insufficient resource inputs - scanty NHI coverage of HP 

You ask the BNHI to provide hospitals with money for health promotion.  We 

do not have enough (money for health promotion).  (A committee member of 

TSHPH，E1)   

你要健保給他們做健康促進的錢，我們比較不夠。 

Insufficient resource inputs - lack in coordination between the BHP and 

BNHI 

The BHP of course was not aware on how to start with conversation with the 

BNHI for designing incentives that would encourage hospitals and clinics to 

carry out health promotion. (A key member of TSHPH，E3)  

國民健康局當然亦完全不知道應該與健保局對話，來設計一些鼓勵醫院(及

診所)從事健康促進的有利因素。 

Vicissitudes in policy environments 

Just like what I said earlier, if hospitals are able to find some budget from local 

health authorities, the Department of Health or the Ministry of the Interior, then 

they will be able to implement (the programs).  As a result of funding 

uncertainty, hospitals implemented HPH without short-term, medium term and 

long-term planning.  In other words, if one budget is researched, then one more 

project will be carried out. (An expert scholar，E_6) 

就像我剛前面講的，醫院發現有些衛生局、衛生單位、社政單位，他們有些

budget，然後就做，所以經費上也比較不確定，也會導致整個醫院在推健康

促進醫院的時候，就比較沒有短期、中期、長期很有規劃的去推，會變成說

什麼時候有經費進來，可能就多了一個計劃，大概是就我瞭解。 
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Transformational barriers  

6-2-15 

Insufficient support 

from external 

environments 

(continued) 

Scanty formal education 

In terms of difficulties, I saw the professional background of most of responsible 

people who are in charge of HPH is family doctors and followed by nurses.  

But, in the traditional nursing training, public health and some of basic abilities 

were not enough.  Like, how to do needs assessment, how to define these 

needs, even some planning, such as making priorities. (A committee member of 

TSHPH，E2) 

這些困難，我看到大部分醫院現在負責推健康促進的醫院背景，當然主導者

比較多還是屬於家庭醫學科的醫生比較多一點，其次比較推動、實際執行的

人員是以護理師為主，我看到的大概是這樣子，可是傳統護理受訓的背景裡

面，對所謂很多公共衛生、一些基本的能力是比較不足的，例如怎麼去做這

些需求評估、怎麼去define這些needs，甚至很多計畫性的東西，訂priority等

等，他們還是有限制存在，這是我觀察到比較多醫院是這樣子。 

Lack of external operational supports 

As for an operational level, few people work on that. (A committee member of 

TSHPH，E1)  

Operational level 裡面，比較沒有人在做。 

Lack of practical examples 

I think that it still needs a solid example…if we can have a solid program which 

happens in every hospital such as patient with apoplexy.  What would be the 

difference with HPH and without HPH? …If such an example is in place, it can 
make people understand what the HPH is and it will be a more solid example.  

Like now, such an example is not evident.  Although we translate some stuff, in 

terms of operation, how to operate in hospital is not that clear.  

(A committee member，E1) 

我覺得還是要 solid example 出來，如果我們可以在某些很 solid 的

PROGRAM裡面看到，而這個 program 每個醫院都會碰到，比如中風的病人。

中風的病人，如果要做健康促進醫院跟沒有做，它的差異在哪裡。如果這樣

的 EXAMPLE 出來，讓他覺得這個就叫作健康促進醫院，比較 solid 的 

example。現在來講，沒有看到這樣子的案例。雖然我們翻譯了一些東西，

但是真得是操作型，醫院裡面怎麼運作還是沒有很清楚。 

Shaky TSHPH - high turnover rate of staff in the TSHPH 

It is difficult to find a bright staff that has a good understanding of HPH and also 

is able to catch up. A good staff could choose to work in other places where he 

or she does not need to work as hard as she or he did in the association.  So, the 

staff hardly chooses to stay here.  But if I need to retrain them over and over 

again, it will bring great frustration to both ends. (A key member of TSHPH，E3) 

員工要找到這麼優質、真的懂這些東西、跟得上腳步已經很難，這樣好的員

工他可以去做任何一個其他的工作，都不會這麼辛苦，所以員工也很難撐下

去，我辛辛苦苦訓練他、又要重來一次，我真的想去撞牆。 

Shaky TSHPH - shortage of finance support 

(About difficulties the TSHPH encountered)  It probably is funds…originally 
(TSHPH) accepted a big funding for a granted project, but it was cut off even the 

project had not been totally completed. (A committee member of TSHPH，E4) 

大概就是經費的問題…原來計畫本來拿到很多的錢，但是計畫還沒完全結

束，就被緊縮了。 
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Transformational barriers  

6-2-15 

Insufficient support 

from external 

environments 

(continued) 

Mundane criteria for the certificate 

I feel that there is a hindrance in implementing HPH. A group of enthusiastic 

people will take HPH seriously and feel that it is easy to implement. Thus, they 

would want to associate with HPH, once they were associated with HPH 

programs, whether they put it into action is a different question. We are worried 

about the actual implementation. (A committee member of TSHPH，E1) 

我覺得障礙是在我們，有一群人很希望把它做好的時候，就發現說這樣的

Criteria ，是不是大家覺得，健康促進醫院原來這麼簡單。然後，掛個名就

夠了。名拿到了就算了，就不會再繼續把它落實。這個才是一個我們比較擔

心的部份。 

6-2-16 

Insufficient focus 

on reorienting 

existing patient 

services toward 

health promotion 

Now, what we implemented at most is staff diet and exercise which are not 

associated with original hospital operation.  Creating another one…it is good to 

do something which was not implemented before.  But, it is a surplus for 

hospitals.  So the purpose for us to join (the HPH network) is to integrate 

something new into the existing framework.  But, from another point of view, 

the HPH has nothing to do with the original nature.  Before everyone paid little 

attention to staff and now you want to pay more attention to staff.  That is an 

extra work.  They did not think that I am looking at a patient with asthmas, 
cardiovascular disease or fracture’ and (should think) how to let him go back the 

community and how to systematically make those people healthy and lesser visit 

to the hospital. (A committee member，E1) 

現在來講，我們在推，很多地方都是，大部份都是員工的飲食、運動，那這

個跟本來醫院的運作模式是沒有關連的，另外創了一套，以前沒做現在做很

好，可是對醫院來講這個是多餘的。所以我們加入的目的是，從原來的架構

加入一些新的，可是健康促進醫院現在從另一個角度，那是跟原本一點關係

都沒有的，本來以前大家對員工都不大重視，你現在要我多做一個員工重

視，那就是另外多加一點事情。他沒有想說我在看一個氣喘性的病人，心臟

病的病人，或是骨折的病人，怎樣把他回到社區裡面，一個系統性讓這些人

更健康，少一點來醫院。 

6-2-17 

Not being a 

priority for 

leadership 

The other superintendent never came (to the committee meeting).  Who will 

care about us if the superintendent does not come?  If the responsible person is 

not the superintendent but project managers, it will be different attitude and hard 

to carry out the plan. (An expert scholar，E5) 

另外一個院長從來不到的啊，那院長不到其他的人誰會理我們，如果今天負

責計畫的負責人，不是院長，是計畫的總幹事、又是一樣那種態度，所以根

本就推不起來，我覺得那是內部的因素的話，自己有沒有想推，認不認同這

種HPH、健康促進的功能或角色在醫院他認不認同，這是很重要的。 

6-2-18 

Attitude preferring 

quantity over 

quality 

Outcome evaluation probably is the most important part and also what hospitals 

are worried about.  Mainly because outcome is always based on 

quantity…Another problem would be a lot of outcome cannot be foreseen 

through quantitative methods.  For examples, when the general attitude of 

people changes or the influence they bring to others. This issue needs to be 

solved though qualitative methods. (A committee member of TSHPH，E2) 

評估除了需求評估之外，後面的成效評估可能是最重要的部分，也是醫院最

苦惱的一個部分，因為什麼叫「成效」，醫院老是站在量化思考想那個成效…

現在還有另一個問題，很多成效不是量化可以看得到，例如民眾一般態度的

轉變、或是他又去影響別人，這些可能要透過質化的方式去解決。 
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Transactional barriers 

6-2-19 
Insufficient 

supportive 

structures 

Poor coordination without high-ranking leadership 

The other superintendent never came (to the committee meeting).  Who will 

care about us if the superintendent does not come?  If the responsible person is 

not the superintendent but project managers, it will be different attitude and hard 

carry out the plan. (An expert scholar，E5) 

另外一個院長從來不到的啊，那院長不到其他的人誰會理我們，如果今天負

責計畫的負責人，不是院長，是計畫的總幹事、又是一樣那種態度，所以根

本就推不起來，我覺得那是內部的因素的話，自己有沒有想推，認不認同這

種HPH、健康促進的功能或角色在醫院他認不認同，這是很重要的。 

Perfunctory committee 

As I know, the HPH committee is unlike the Patient Safety and Pharmaceuticals 

Committee which are permanent and where someone is in charge and regularly 

monitor the process.  But, as for the HPH committee, as I knew, observed and 

appraised, I found that it was merely a formality.  In other words, (hospitals) 

did not put it into practice just like other permanent committees that regularly 

convene meetings, set issues, make concrete annual plan and objectives, or make 

budgets for them to use. (A committee member，E2) 

不過據我知道，像健康促進醫院推動委員會，不像病人安全、藥品委員會一

樣是常設的性質，其他委員會在醫院裡都行之有年，而且都會定期開會，而

且都有定期的人員負責，每隔一段期間都有定期的報表、監測等等，可是健

康促進推動委員會，裡面據我知道，去觀察、評鑑，我發現象徵的形式比較

多一點，這就是說沒有真正落實變成像醫院其他的常設委員會一樣，那麼

regular去開會啦、或訂議題、明確年度計畫、目標啦，或醫院編列資源給他

們去用。  

6-2-19 

Insufficient 

systemic bolster 

Lack of resources 

There is always a shortage of manpower for major hospitals. When a new 

committee such as HPH or a center for quality management is established, 

hospital authorities will be burdened by the financial and manpower provision.  

Most of the hospital authorities were concerned with the financial implication of 

the HPH promotion. As I knew, private hospitals do not earmark specific budgets 

for health promotion out of the annual budget unless (yours are) public hospitals 

who have budgets for public health. (An expert scholar，E_6) 

因為這幾年我看在推動健康促進醫院營造的這些人員，大部分都是兼任，他

們本身也負責醫院其他業務，在一般繁雜醫院業務的 loading 之下，還要再

這些事，說實在有點力不從心的這種狀況會產生，所以這也使得醫院在這方

面的永續性，遭受到一些問題。 

Lack of continuous supportive personnel  

In fact, another reason probably is personnel rotation.  As I observed, I found 

that position transfer…probably frequent transfer and sustainability is a very 

huge problem. (A committee member of TSHPH，E2) 

其實另外一個原因大概是人員的流動性，我觀察結果發現醫院裡面人員的調

動等等，可能調動頻繁，永續性就是一個很大的問題， 
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Transactional barriers 

6-2-19 

Insufficient 

systemic bolster 

(continued) 

The performance system preferring quantity to quality 

One of the major concerns of hospital is the evaluation outcome.  Evaluation 

outcome is primarily based on quantity outcome indicators such as the number 

of outpatients, revenue, hospital infection and patient complaints. On the other 

hand, we can’t measure HPH’s outcome indicators by using quantitative 

methods, such as general attitude of people and its perception.  Perhaps it needs 

to be solved though qualitative methods.  (A committee member of TSHPH，
E2) 

評估除了需求評估之外，後面的成效評估可能是最重要的部分，也是醫院最

苦惱的一個部分，因為什麼叫「成效」，醫院老是站在量化思考想那個成效，

因為醫院太多成效的指標了，門診的人數、營業額、院內感染、病人報怨的

通報率…當然現在還有另一個問題，很多成效不是量化可以看得到，例如民

眾一般態度的轉變、或是他又去影響別人，這些可能要透過質化的方式去解

決。 

6-2-20 

Ineffective 

management 

practices 

Ineffective project management- insufficient action for needs assessment 

due to misconception of needs assessment 

I usually told them that “needs assessment” is not the same as conducting a 

survey.  A lot of resources should be able to source out from existing data such 

as current basic service data rather than conducting a research or survey.  

Conducting a fresh research has been a constant worry for the hospital in terms 

of needs assessment.  So, in terms of cognition, they still have their own 

problem.  (A committee member of TSHPH，E2) 

我通常是會跟他們講說，當然需求評估不是去做調查才叫需求評估，很多應

該是從現有的資料，例如你可以從現在服務的基本資料去分析，而不是像做

研究一樣，去調查等等，他們的著眼點裡面，第一個講到需求評估，他們就

很苦惱、是不是要做研究，所以很多的認知上面，他們還是有他們的問題存

在。 

Ineffective project management- insufficient action for needs assessment 

due to no motivation 

They do not think that it is necessary to conduct a health promotion 

assessment. …why do we need to do it if there is no sufficient support and 

backings from high ranking personnel in the hospital?  If we think that by 

holding some activities that involves camaraderie with staffs and do what 

pleases them (e.g. regular social gatherings that involved good food and good 
entertainment), we can smoothly displaying the logo saying that it is  “ smoking 

free hospitals”, then there will be no need of serious assessment.  There is 

nothing need to be worth promoting if we lose the motivation to make the 

hospital better and valuable. (A committee member of TSHPH，E1) 

他不覺得這個需要。為什麼我要做這個事情，要做健康促進評估，一方面有

自己的能力去做，比較客觀，那可是為什麼我要做？沒有人挺我。那如果辦

幾個活動，讓大家高高興興跳跳舞，吃又吃得飽、吃得健康，然後把圖掛上

去就是無菸醫院，那還有什麼可以評估的。因為我已經沒有動機把它做得更

好，只是把它完成。 
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Transactional barriers 

6-2-20 

Ineffective 

management 

practices 

(continued) 

Ineffective project management- insufficient action for needs assessment 

due to time pressure 

Next, they encountered a big problem.  Needs assessment involves time 

pressure and consideration.  A lot of hospitals were worried about for how long 

you need to conduct a needs assessment.  Because you need some time to 

conduct a (needs assessment).  Some of them did it once and never do it again.  

Some of them never do it.  Some of them did it not so extensively…(A 

committee member，E2)   

他們面臨到一個很大的問題，需求評估還是要有它時間的壓力、而且有時間

的考量，很多醫院也很苦惱到底多久要做一次需求評估？因為你做一次可能

也需要一些時間，有些他做過一次之後、從此不再做，有些根本就沒有做，

有些做的面向也不是那麼廣泛等等，這是他們很困擾的一個問題， 

Ineffective project management - inadequate planning in priority setting 

Basically, I did not see a complete program.  Like the Taipei report and 

Taichung project examination, basically, there were heaps of activities.  

Activities are about the part of action.  But, there were no vision, goal and 

objectives.  Just everyone did the so-called activities.  If you regard it as an 

activity, you will not reach an original goal and objective.  Even with everyone 

looked cheerful and enthusiastic about the event. Nothing is achieved by an 

empty plan. (A committee member of TSHPH，E1) 

基本上是沒有看到那麼完整的 program。像那個台北報告、台中審查計畫，

基本上就是一堆的 activity, activity 就是 action 的部份，你的 vision，你的 

goal，你的 objective都沒有，只是每一個都是做所謂的 activities。如果你只

當 activities，你就達不到原來的 goal、objective。因為沒有一個目標，所以

大家看起來很熱鬧，可是最後為什麼要做這些事情？ 

Ineffective project management - inadequate planning in objective setting 

There are many professionals in medical groups but (they) do not understand 

well about health promotion.  Like how to conduct a detailed assessment and 

how to make priority and projects from the needs assessment.  Based on my 

experience in facilitating (hospitals), I found that there was a problem in this 

area. Their professional ability was still problematic and it is the most important 

factor for the success of HPH.  (A committee member of TSHPH，E2) 

縱使醫療專業團體、專業人員那麼多，可是對健康促進這套東西並不是那麼

瞭解，比如說怎麼去做比較詳實的need assessment，然後從need assessment 

裡面，怎麼去訂priority，訂計畫，我去輔導的經驗我發現在這方面還是有問

題，他們專業能力最重要還是有問題。 

Ineffective project management - inadequate attention to healthy 

organisation  

But, I feel that little attention was given to the area of organization.  I feel.  

This is the one. (An expert scholar，E_5)  

但是我覺得組織那塊還一直沒有受到重視，我感覺啦，這是一個。 

 

 

 

 

 

 

 

 



337 
 

Transactional barriers 

6-2-20 

Ineffective 

management 

practices 

(continued) 

Ineffective project management - unsubstantial strategies in strategies 

dissociated with objectives 

In hospitals, it would be hard for the administrator to implement a new strategy 

based on “needs assessment”. In general, hospital models based their strategy on 

the existing one. (A committee member of TSHPH，E2)  

現存的醫院裡面，執行上會有困難，因為什麼叫策略，其實他們用的策略應

該是現存的，現在他們醫院模式去的就是策略，他們不會根據需求評估裡面

發展的東西去做策略。 

Ineffective project management - unsubstantial strategies in strategies 

dissociated with needs assessment 

One of the biggest plunder we found is the difficulty of aligning the strategies 

with the core objective.  They will not base their strategy in accordance with 

the needs assessment. (A committee member of TSHPH，E2) 

另外一個比較大的問題是，策略裡面跟前面的目標老是連不起來，這是我發

現最大的問題，因為根結點還是在他們沒有做好需求評估。   

Ineffective project management - unsubstantial strategies in being without 

referential benchmarking 

What is a health promoting hospital? When the administrator isn’t aware of the 

true meaning of this concept, they will implement a strategy for formality sake. 

It was rare to find concrete strategies based on WHO and in accordance of the 
Ottawa charter. Based on the experience of my facilitating community health 

promotion, I found that there were more inclined to copying existing formats and 

results of benchmarking with peers. There is simply inexistence of a good 

working model as everyone in the hospital is busy responding to NHI things.  

(A committee member of TSHPH，E2) 

且什麼叫健康醫院，搞不大清楚，所以導致反正就是應付一下，有一個format

的形式去做推動就可以了，所以真正也沒有比較具體的，我看到的是比較缺

乏具體的策略，根據世界衛生組織那套，可以發展不同的策略啦、渥太華線

上可以做導引、一個策略、一個參考，其實比較少。為什麼比較少，就是因

為沒有模仿的對象，根據我過去輔導社區健康促進的經驗裡，我發現他們比

較喜歡去做模仿，或是有些benchmark類似的形式，因為醫院裡面大家都忙

著去應付健保很多的東西，所以在做所謂健康促進醫院，比較沒有好的role 

model去做模仿。  

Ineffective project management - preferring process evaluation to impact 

and outcome evaluation 

Evaluation might not be the major concern here. As for HPH, major concern 

would be people’s participatory rate such as the number of participants in sports.  

It is rare case to measure participants’ BMI. Also, it is hard to measure certain 

indicators in the wake of implementing HPH in the second year such as staff’s 
leave time and quality of life.  So, as for the most, it is a process evaluation.  

How many activities are there? How did many people participate?  That was 

all.  There was no outcome or impact evaluation. (A committee member of 

TSHPH，E1) 

評估，可能他們也不是很重視。而且這個健康促進醫院，以現在議題來講，

就是多少人參加？就算是評估。多少人參加運動？很少做到 measure 他的

BMI，很少做到 measure 做了健康促進以後，第二年請假時間比較少，或者

你的 quality of life有提升，這都很少在 measure，也不太容易。所以，

大部份來講，都是一種 process evaluation。辦了多少活動？多少人參加？

大概都到這個部份而已。outcome或 impact的部份都沒有。 
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Transactional barriers 

6-2-20 

Ineffective 

management 
practices 

(continued) 

Marginalized HPH  

They talked a lot but there were few staff members who came to grips of it while 

I was in Taichung for a hospital accreditation.  So, I challenged them on that 

day and said that you claimed that you have implemented HPH, but when I 

asked the staff and no one knew about that.  It is basically meaningless. (A 

committee member of TSHPH，E1) 

就像我去台中那邊做評鑑，他們講了很多，後來發現沒有幾個員工搞得清楚

的。所以我那一天就 challenge說，你們整天做健康促進醫院，可是問起幾

個員工，沒有一個人知道我們醫院在做，那根本就沒有意義。 

Lack of integration and communication  

Other concerns of HPH would be integration and communications across various 

sectors of the hospital. Implementation of HPH is a multidisciplinary business 

and a multilevel endeavour, and it is no easy job. If you are not a very well 

structured organization, how can you get the various sectors to work together in 

concerting effort?  It would be a big problem. (A committee member of 

TSHPH，E2) 

其他的問題大概就是諸如整合性的問題、橫向的溝通，這些問題也常常使

得、因為健康促進醫院的推動，本來就是 multidiscipline 橫跨部門的協調，

跨部門協調是一個高難度，你如果不是一個非常明確的組織，怎麼統整其他

的部會共同推動這些東西，這可能是一個很大的問題。 

6-2-21 

Inadequate staff’s 

participation  

Poorly matched job-person combination- inadequate understanding and 

skills of HP  

I usually told them that “needs assessment” is not the same as conducting a 

survey.  A lot of resources should be able to source out from existing data such 

as current basic service data rather than conducting a research or survey.  

Conducting a fresh research has been a constant worry for the hospital in terms 

of needs assessment.  So, in terms of cognition, they still have their own 

problem.  (A committee member of TSHPH，E2) 

我通常是會跟他們講說，當然需求評估不是去做調查才叫需求評估，很多應

該是從現有的資料，例如你可以從現在服務的基本資料去分析，而不是像做

研究一樣，去調查等等，他們的著眼點裡面，第一個講到需求評估，他們就

很苦惱、是不是要做研究，所以很多的認知上面，他們還是有他們的問題存

在。 

Poorly matched job-person combination- inadequate understanding and 

skills of HP due to scanty medical jargon 

Most leadership role in the HPH implementation is led by doctors. Doctors 
usually don’t have full understanding of HPH.  That is why (health promoters) 

need to talk to doctors by their familiar language.  So people who in charge of 

HPH implementation cannot only use one HPH language to communicate with 

these medical professionals. Probably you need to use the language familiar to 

them in order to introduce the concept of health promotion.  It would be 

quicker to make a change that way. (A committee member of TSHPH，E1) 

因為現在醫院的 LEADERSHIP都是醫師，這些醫師本身對健康促進也不是那

麼的清楚，所以必須用他們懂得語言來去說，所以從事推動健康促進醫院的

人，不能只用一個健康促進醫院的語言，來跟這些醫療人員來溝通，你可能

要用他們本身熟悉的語言怎樣把他帶到健康促進的一個概念，可能這樣子會

改變得比較快。 
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Transactional barriers 

6-2-21 

Inadequate staff’s 

participation 

(continued) 

Poorly matched job-person combination-Inability to analyse statistic data 

They are not able to interpret and analyse the data readily provided to them. 

HPH professionals have better understanding of the concept and can help write a 

complete report based on the result of a concrete analysis. Oftentimes, hospitals 

are short on staff who can construct a statistical analysis. (An expert scholar，E5) 

第二個應該就是他拿到資料沒辦法去分析，沒辦法像我們幫他分析完跑一

個、從分析的結果得到一些訊息，寫一個很完整的報告，我覺得醫院它比較

欠缺這部分、尤其是統計分析那一塊。 

Low motivation- lack of incentives 

They do not think that it is necessary to conduct a health promotion 

assessment. …why do we need to do it if there is no sufficient support and 

backings from high ranking personnel in the hospital?  If we think that by 

holding some activities that involves camaraderie with staffs and do what 

pleases them (e.g. regular social gatherings that involved good food and good 

entertainment), we can smoothly displaying the logo saying that it is  “ smoking 

free hospitals”, then there will be no need of serious assessment.  There is 

nothing need to be worth promoting if we lose the motivation to make the 

hospital better and valuable. (A committee member of TSHPH，E1) 

他不覺得這個需要。為什麼我要做這個事情，要做健康促進評估，一方面有

自己的能力去做，比較客觀，那可是為什麼我要做？沒有人挺我。那如果辦

幾個活動，讓大家高高興興跳跳舞，吃又吃得飽、吃得健康，然後把圖掛上

去就是無菸醫院，那還有什麼可以評估的。因為我已經沒有動機把它做得更

好，只是把它完成。 

Low motivation-overburdened staff 

The most difficult part is that hospital staff felt that it was one more extra work.  

Originally, they are busy. (A committee member of TSHPH，E4) 

最大的困難是醫院同仁會認為說好像多了一件事出來，他們本來都很忙。 

Low motivation-professionals not taking HP as their jobs 

In the organization, there were still some doctors who did not have subscription 

of the notion of HPH and they did not care.  They were absent from the 

committee meeting and they always have all kinds of reasons for being absent. 

(An expert scholar，E_6) 

組織上面就還是會有些醫生不認同這些事情，就變得說不關心，委員會開會

時他就不到，他可以有種種理由不到。 

Transformational needs 

6-2-22 

Facilitative 

external 

environments 

Support from the Government - a concrete national action plan in HPH and 

the Government funding 

Even the 2020 White Paper (has laid out a trajectory)…As such,…based on this, 

under the plan to reach these objectives in 5 years, you have got to ask hospitals 

to do this and that, tell the local health authorities what to do, subsidize 
universities, the professional associations to do research and hold 

conferences…As for the government, the first step is to make a very concrete 

policy.  Now that the white paper is in place what remains is how to transfer 

this policy into a plan or strategy.  One way of doing it is to secure budgets to 

subsidize relevant activities…(A committee member，E4) 

甚至 2020 年的白皮書，裡面的這句話把它弄為，比如根據這樣，分五年達

到這個目標，就會去規定醫院要做哪些事，衛生局所要做哪些事、要補助學

校、還有學會去做哪些研究和研討會…政府的部分第一個就很明確的擬訂政

策方針，現在在白皮書上已經有了，怎麼樣把這個政策方針，化為計畫、或

措施，一個就是編列預算來補助相關的、來辦理。 
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Transformational needs 

6-2-22 

Facilitative 

external 

environments 

(continued) 

Support from the Government - being closely integrated with the Hospital 

Accreditation & being closely integrated with National Health Insurance & 

consensus reached among hospitals 

If Taiwan is to be internationalised and linked with WHO, the government 

should play an important role.  The Government should take a lead in 

integration or even develop some guideline or indicators through public 

authority.  The public authority can develop HPH through funding projects and 
make (HPH) a policy, to conduct routine monitoring and collect data.  Once the 

template models and indicators are ready, they can serve as a reference to 

hospitals.  It could be a direction to try.  In addition to the professional 

associations, the Government should play a key role because hospitals follow 

policies and regulation of NHI.  The Taiwanese medical typology is so special 

that I think HPH sooner or later needs to be incorporated with NHI or the 

Hospital Accreditation and this would be the quickest way to fulfill HPH goals.  

But, the integration should be based on hospitals’ consensus rather than hospitals 

being forced into it.  Integration is reached under the consensus rather than 

force.  It is an appropriate strategy to put HPH into practice. (A committee 

member，E2) 

如果台灣要邁向國際化、要跟世界衛生組織接軌，政府在這方面也應該扮演

一個很重要的角色，政府應該也要出來統整、或整合，甚至發展這塊裡面、

推動一些 guideline 或指標啦，也可以透過公權力的方式去發展，例如公權

力可以委託研究計畫去做發展，甚至可以變成政策，整個導引，定期監測，

蒐集一些資料，最後台灣有一些常模之後，指標的發展產生之後，就可以給

各醫院做一個參考，這倒也是一個方向，我覺得學會之外，政府在這裡面應

該也扮演很重要的角色，因為醫院是聽政策怎麼走、健保怎麼走，他們大概

就是 Follow，所以台灣的醫療型態比較特殊一點，所以我想說這塊如果要

發展比較好，遲早要跟健保或醫院評鑑去結合，這樣可能是最快速的方式，

不過在結合之前，可能也要先普遍的讓醫院有這種共識，也不是強去結合，

而是在醫院有共識的狀況下，去做結合，這樣才是真正落實推動健康醫院的

策略。 

Training for seeded instructors 

One thing is human resource training because the task has been carried out for 1 

or 2 years and it needs to train a lot of seeded instructors.  Every hospital has a 

plan to implement it and if their issues and methods are in line of that requested 

by HP-hospitals.  So (I) hope someone can be around them.  What do they 

need?  Appropriate experts can facilitate, participate and provide advice and in 

return the hospital can have a smoother and complete implementation. (A 

committee member of TSHPH，E4) 

一個是人力的培訓，因為這業務在推動，只是近期一、兩年，可能就要大量

培訓種籽顧問，每家醫院他都要去推動啊，他推動的項目、方向、方法，有

沒有符合健康促進醫院所用的方式、所用的工具這些，所以希望有人可以

到、他們現在需要做什麼、有適當專長的人去輔導、參與、提供意見，他們

會做得比較順利、也比較完整。 

Public advocacy 

What Professor A can do is to advocate and promote education to the public 

that health promotion is a kind of quality and make people choose HPH 

(over those without). (A committee member，E1) 

A老師可以做 Advocate，而且要宣傳教育民眾，健康促進是一種品質，讓民

眾會去選擇健康促進醫院。 
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Transformational needs 

6-2-22 

Facilitative external 
environments 

(continued) 

Practical examples for references 

I think that it still needs a solid example.  Like cardiovascular rehabilitation, I 

need to work together with Rehabilitation unit, the dieticians and the Department 

of Community Health.  The model represents HPH and a partnership model…if 

we can have a solid program which happens in every hospital such as patient 

with apoplexy.  What would be the difference between those with HPH and 

those without HPH?  (A committee member of TSHPH，E1) 

我覺得還是要 solid example 出來，如果我們可以在某些很 solid 的

PROGRAM裡面看到，而這個 program 每個醫院都會碰到，比如中風的病人。

中風的病人，如果要做健康促進醫院跟沒有做，它的差異在哪裡。如果這樣

的 EXAMPLE 出來，讓他覺得這個就叫作健康促進醫院，比較 solid 的 

example。現在來講，沒有看到這樣子的案例。雖然我們翻譯了一些東西，

但是真得是操作型，醫院裡面怎麼運作還是沒有很清楚。 

Transactional needs 

6-2-23 
Enhancement of 

project management 

Improved needs assessment 

If there is not a sound needs assessment as a foundation, the thing implemented 

cannot meet hospital staff’s expectation.  He might join in this year but he will 

not join it next year.  That is because that is not what they want.  This is a big 
difficulty.  So, I thought that hospitals need to improve on this.  The success or 

failure of overall development of HPH in Taiwan probably relies on it. (A 

committee member of TSHPH，E2) 

如果沒有一個好的 need assessment 做為基礎的話，推的東西不是切合這個醫

院裡面人員的需求，他也許今年加入了，明年他就不來了，因為那個不是他

們想要的東西，這是一個大困難，所以我覺得醫院在這方面要加強，台灣整

體在推健康促進醫院的成敗，可能這個地方也是一個很重要的關鍵。 

Evaluation integrated with qualitative methods 

But HP-hospitals, in the course, need to be improved by taking quality things 

into account and (know) whether patients perceive benefit from health 

promotion related care in hospitals.  If HPH can increase such a positive 

perception, then the whole hospital patients and staff will agree to the 

implementation of HPH.  (A committee member of TSHPH，E1) 

但是健康促進醫院慢慢必須要整個質的東西也要來幫忙他，病人有沒有覺得

說、他有感受到醫院在照顧他健康促進這一塊，如果那種感受也可以讓他提

昇的話，整個醫院病人也好、醫院裡的人也好，通通會認同健康促進醫院的

推動。 

6-2-24 

Capacity-building 

for health promotion 

Needs assessment and evaluation 

In fact, what is lacked in hospitals? I think, the area they want to learn the most 

is assessment or evaluation.  The former part is needs assessment and the latter 

part is outcome evaluation.  I feel they really need that, particularly the latter 

part because needs assessment became popular and the corresponding 

questionnaire and instruments are in place.  But, the latter part is more 

complicated.  What methods do you use to measure outcome for different 
programs? …they were wondering how to do and would like to know it. (An 

expert scholar，E5) 

其實醫院最缺的、我覺得他們最想要學的課都是在「評估」那一塊，就是前

端的需求評估、後端的成效評估，我覺得他們非常的需要，尤其是後端的，

因為現在需求評估普遍了、可能相對的問卷、工具都有了，後端的評估就比

較複雜了，不同的方案要用什麼來評估你的成…他們就會覺得那到底要怎麼

做，他們還蠻想要知道的。 
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Transactional needs 

6-2-24 

Capacity-building 

for health promotion 

Proficiency in medical jargon 

Most leadership role in the HPH implementation is lead by doctors. Doctors 

usually don’t have full understanding of HPH.  That is why (health promoters) 

need to talk to doctors by their familiar language.  So people who in charge of 

HPH implementation cannot only use one HPH language to communicate with 

these medical professionals. Probably you need to use the language familiar to 

them in order to introduce the concept of health promotion.  It would be 

quicker to make a change that way. (A committee member of TSHPH，E1) 

因為現在醫院的 leadership都是醫師，這些醫師本身對健康促進也不是那

麼的清楚，所以必須用他們懂得語言來去說，所以從事推動健康促進醫院的

人，不能只用一個健康促進醫院的語言，來跟這些醫療人員來溝通，你可能

要用他們本身熟悉的語言怎樣把他帶到健康促進的一個概念，可能這樣子會

改變得比較快。 
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Appendix 7.1 Quote examples for Case Study I 

Conceptions of HPH  

Health promotion 

target groups 

extended from 

patients, to staff, 
community and 

environments  

我覺得一個醫院應該不只是治療病人，所以怎樣去促進不管是個人、鄉親、

民眾的健康，我覺得這是醫院的一個改變。(高階主管，A2) 

以我認知的健康促進就是我們所講的同仁、病人、環境跟社區。(護理高階主

管，A17) 

Prevention of 

diseases  

醫院應該是要往這個方面去做，所以除了傳統地治療病人，如何讓這些病人

還沒有真正產生疾病的時候，我們就能去促進他們的健康，讓他們不要說只

有生病了才會來到我們醫院。(醫院高階主管，A2) 

以我們勞安，就是辦健康檢查，辦完健康檢查我們不會再去管。除了跟職業

有關係，我們才會去管，那一般的部分是不會去管的。接觸了以後才知道，

三酸甘油酯、三高或者是說血壓高的那一塊，他們都是高危險群，他們都應

該要照顧。(部門主管，A8) 

因為營養其實在我的認知裡面它本來就比醫療走在更前面，那我們過去所有

的一個，不管說我們對住院病人或者來門診的病人，甚至我們也常常接受社

區的一些健康講題的活動，這些都是在告訴民眾說，不只是說你今年有沒有

生病，如果生病了你要去注意什麼，從平常的飲食做起，如果你還沒生病，

你怎麼樣自己預防這些疾病的發生，如果你現在很健康，如果都照這樣走可

以讓自己更健康。(部門主管，A13) 

Health orientation 

像職業疾病方面，員工方面不管員工、病人，就是讓他減少產生疾病的因素，

因為比預防醫學更進一步，也是可以做到不用做體檢就可以把相關的健康狀

況提昇。(部門主管，A15) 

因為我們一直一直朝著身心靈合併之方式，我們不光是注重(身體健康)，你

若看我們醫療種種，不是光看病，醫院我們不是看作只有看病的地方，所以

我們是對整個環境，對整個病人的家屬心靈關心，這樣子的出發點。所以為

什麼我們一直做那麼多環保，環保表面上看好像跟醫療沒有甚麼關係，但事

實上它是整個促進健康的過程。所以，我們是全人醫療，全人醫療就會去包

括到健康促進的議題，不是光看他的病，病只是呈現(來)提供一個機會給我

們去提供那個服務而已。事實上，是整個人、整個家、整個社區、甚至於地

球，我們在這樣子走。(高階主管，A1) 

病患的話，我們就努力去思考。因為健康促進醫院有一個很大、重要的觀念

就是，讓病人 empower people to handle their own health，所以他們(病人)要先

知道他們的問題健康。(高階主管，A1) 

我只能講說我還是比較朝向在內部作業流程，那種繁瑣會造成大家心裡的不

愉快，就是所謂不是一個健康的狀態過程中，流程繁瑣本來就是我剛講體制

不夠健全的情形，我覺得簡化論，你要讓同仁能有更好的效能展現、更大的

成就，你就要幫他簡化，簡化掉一些不合理的作業，我只能講我做這些事情

不一定很多人會把它跟健康促進劃上等號，但是如果我往這方面去做，提昇

效能跟縮簡時間，同仁在無形的成就感可以看得到更多自己的工作改善，這

是我在努力的地方。(部門主管，A9) 

如果以醫院體系裡面，要辦活動是不難，有熱誠、有專業的人其實蠻多的，

但要把某種東西變成一種文化，因為健康促進醫院它要有根本醫院體質的變

化，才能叫健康促進醫院，把健康促進擺在醫院的前面，意思就是整個醫院

在本質上面都要有變化，才能擁有這樣的稱號，如果是這樣，所需要的規劃

就要更長遠一點，比如從制度面的變化，而且這個變化要包含某些可以長期

持續的制度面的獎勵措施、長期經濟的來源這些。(部門主管，A4) 
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Transformational Achievement 

Increased support 

earned from 

leaders 

院長非常支持，也透過行政系統做了強力的動員，這是很好，甚至有相對的

經費，在資源上的提供…我們有很大的優勢是主管非常支持。(中階主管

_H_A12) 

Fine-tuned HP 

mission and 

strategies 

在兩年前在推健康促進時，它就已經是我們醫院的目標，很明確第一個要發

展以病人為中心的老人醫學，然後要發展整合性的醫學中心，我們要落實預

防保健，成為健康促進醫院，所以在我們整個目標裡面就已經把「成為健康

促進醫院」是大家想要去完成的。我們還會有所謂的工作計畫，所以每個人

的工作計畫大概都會要去想怎麼達到這三個目標，應該是算其中之一的目

標。(中階主管，健康促進醫院計畫協調者，H_A5)  

Cultivated habits 

of physical 

activities 

現在越來越多健康風氣形成，比如像騎腳踏車，像我們要活就要動，看到越

來越多人利用早上或下午時間去運動，不然過去來說大部分的人工作忙碌沒

時間運動，他會認為沒時間運動，或是做得太累、根本不想動…再來就是同

仁有比較多的訊息是，在路上看到穿運動服，就「運動喔」，大家就會互相

提醒運動，或是今天沒有看到穿我們的運動服，就會好像有提醒的作用，雖

然我沒有動，不過至少心裡那種「運動」一直進來、一直進來。(中階主管，
A_13) 

Transactional Achievement 

Supportive 

intramural      

structures 

所以，引到我們醫院來以後，我們就希望系統性地 systematic 。其實，現在

我們已經有自己的模式：六個方向。我來說喔，你如果要我說的話：六個方

向。第一個方向就是把統導領域 leadership，還有這個 vision，還有 strategy 這

個部分。怎樣 incorporate 到 institution 的 culture 裡面，這是很重要，你才

有辦法動員所有的人。所以這個部份，我們設定這樣 steering committee so the 

speaker，就是建立這樣一個健康促進院委員會，讓大家都能參與，這是非常

重要。然後你再分組，你分環境、你分同仁、你分病患、再分社區。所以這

就五個了，領導統御加上四個組。(高階主管 H_A1) 

那推之前，以狹隘的角度就是，滿偏個案。健康促進醫院是比較偏群體性的，

就是說透過一個組織，大家共同去凝聚，做到說整體目標是朝那個方向，不

再是只有單位自己再做的感覺，所以應該是比較群體效益，或是要傳達意

念，大家會更清楚。(中階主管 H_A10) 

Supportive 

systems 

像這次同仁出去教育訓練分享應該也是額外的，另外有些獎勵的措施，或是

參與交流，其實我們付出的包括時間、人力、物力，它還是有增加的。(中階

主管，健康促進醫院計畫關鍵協調者，H_A5) 

Integration 

院長、副院長、各位大家早安，為大家報告病人組，病人組包括第二、第三

章，2 月 17 日我們找了部分的委員來參加，請看簡報。我報告至此，看起來

與評鑑都差不多，我們將與評鑑各項連結。(會議記錄_022006) 

Improved 

management 

practices  

可是院長始終告訴我們說我們有照那樣的程序，例如需求調查，需求調查完

之後我們有去做檢查或內部分析資料才提出計畫，基本上都有，都是 follow

所謂的 need assessment，再來做 intervention，再來做 check。應該是說走到

目前為止我們還沒有機會馬上 check，是因為它才兩年，一個需求的調查其

實包括系統、人力需要投入，這部分都已經完成，包括同仁身體的因素，再

來他心理壓力的因素，另外一個需求調查，以同仁來講都完成了，(中階主管，

健康促進醫院計畫關鍵協調者，H_A5) 

同仁健康改善要有客觀的資料可說服大家,以備可能明年到日內瓦報告。(會

議記錄_042006) 
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Transactional Achievement (Continued) 

Improved 

management 
practices 

(continued) 

之前就是埋頭苦幹地做，做就是對了，可是我們其實比較沒有去 thinking and 

rethinking 的過程，反正上面說甚麼就是做做做，但是現在至少我覺得比較

大的好處是，我們會，不是說停下來不做，而是去思考怎麼做可能會更好，

或更有效率，或是說，那樣子資源有限性的時候，我們應該要擺在哪個重點。

(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 

Enhanced staff 

participation   

Friendly work unit climate – Increased staff social interaction  

如果從成果，我覺得是好的，因為如果從醫院很多有現有的經費來講，很多

同仁如果沒有因為健康促進所補助的活動，他大概也不會聚在一起，這個就

是鼓勵的作用，它是單獨獨立開來的，會因為那個小小的經費，達到設定的

目標，就會去努力，這種叫自發性，可是它是因為有設計的獎勵的方式，去

做到是可以。(行政部門中階主管 A_9) 

Link to individual needs and values – Link to the hospital accreditation  

我把評鑑結合在一起，這個阻力就變得很少。大家的目標就是一定要通過評

鑑，在評鑑的時候，你再來推這些東西。評鑑，最好的就是說，健康促進醫

院標準都比評鑑還要再上一層樓，都是評鑑裡面需要去達成的，這個就減少

很多阻力。你如果說，大家都忙著評鑑，然後你再推這個東西。哇！這個會

造成很大的壓力。我忙得要死，你幹嘛還要做這個東西。大家都有藉口。但

是，你把它們結合在一起的時候，就做得很高興，做好了以後，評鑑可以拿

高分。這個是運用的一個手法，把評鑑結合在一起，做得很高興。(高階主管

H_A1) 

Enhanced job-person match - Enhanced professional skills / ability (notion of 

health promotion / staff health)  

初步看得就是大家知道健康促進這個概念，陸陸續續愈來愈多的單位願意配

合。其實，從各單位去組團可以看得出來，其實大家對於健康已經有概念了。

而且參與運動的人也與來愈多了，然後大家對於甚至對醫院裡面的危機、環

境危害認知愈來愈多。那，雖然，知道太多我們要改善也很多，但是我覺得

是正向的。就是，其實我個人認為，在職場健康促進，最大的差別就是知的

方面成長很多。(中階主管 H_A8) 

More interaction between units 

推動健康促進醫院自提方案以來，單位間的互動有提升。(田野紀錄 2907) 

Domestic and international links 

我們跟國際接軌也是很重要，因為你去演講回來以後，不光是發現人家對我

們很認同，同時它(參加國際研討會演講)也提升我們院內士氣。你去參加健

康學會，每次去參加，大家都收穫。我們可能是所有醫院裡面參加人數最多

的一家。為什麼？因為大家有那樣的參與。不然的話，光是開個會，以後就

沒了，這是很可惜的一件事情。(高階主管 H_A1) 

Transformational enabler 

Supportive 

external contexts 
for HPH 

Supportive extramural policies/regulations 

評鑑裡的某部分條文當然也希望我們做。(行政部門高專，健康促進醫院計畫

關鍵協調者，H_A5)  

Funding supports from the government 

(社區健康促進推動方面)96 年承接政府計畫案共 12 項，政府補助經費不含外

偶及特教案計 866 萬。(會議記錄 0197)  
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Transformational enabler (continued) 

HPH-related 

conferences 

available 

我們跟國際接軌也是很重要，因為你去演講回來以後，不光是發現人家對我

們很認同，同時它(參加國際研討會演講)也提升我們院內士氣。你去參加健

康學會，每次去參加，大家都收穫。我們可能是所有醫院裡面參加人數最多

的一家。為什麼？因為大家有那樣的參與。不然的話，光是開個會，以後就

沒了，這是很可惜的一件事情。(高階主管 H_A1) 

Participation in 

and support from 

TSHPH 

我現在是教育委員會的委員啊，我有空我都會去啊，就是盡量去參與，為了

就是讓醫院這方面能夠持續地還有在動，還有在接受外面的資訊，跟外界有

互動，才不會說自己在做自己的東西，這樣或許這方式醫院能朝這方向再繼

續走。(醫療與行政部門中階主管，健康促進醫院計畫關鍵協調者，A_3) 

The bandwagon 

effect  

最重要，這是一種趨勢。這跟整個生活習慣、社會環境，以前農業時代到現

在，大家比較會去注意這些東西，心有餘力，我們應該要往這個方向走，而

不再只是治療病人。(行政部門高階主管 A_2) 

Cooperation with 

academic 

institutes 

最近也在跟約翰大學的老師作討論，是不是可以成立一個研究院，我們就來

研究那些方向會比較好，自己能力不足就要找外力協助，所以現階段就是找

約翰大學的老師一起。(行政部門主管 A_7) 

Supportive 

leadership 

所以，引到我們醫院來以後，我們就希望系統性地 systematic 。(高階主管
H_A1) 

我們跟國際接軌也是很重要，因為你去演講回來以後，不光是發現人家對我

們很認同，同時它(參加國際研討會演講)也提升我們院內士氣。你去參加健

康學會，每次去參加，大家都收穫。我們可能是所有醫院裡面參加人數最多

的一家。為什麼？因為大家有那樣的參與。不然的話，光是開個會，以後就

沒了，這是很可惜的一件事情。(高階主管H_A1) 

Religious ideal 

因為我們一直一直朝著身心靈合併之方式，我們不光是注重(身體健康)，你

若看我們慈濟醫療種種，不是光看病，醫院我們不是看作只有看病的地方，

所以我們是對整個環境，對整個病人的家屬心靈關心，這樣子的出發點。所

以為什麼我們一直做那麼多環保，環保表面上看好像跟醫療沒有甚麼關係，

但事實上它是整個促進健康的過程。所以，我們是全人醫療，全人醫療就會

去包括到健康促進的議題，不是光看他的病，病只是呈現(來)提供一個機會

給我們去提供那個服務而已。(高階主管 H_A1) 

Transactional enablers 

Supportive 

intramural 

structures 

The inter-professional committee & multidisciplinary project groups 

環境組、同仁組、病人組、社區組也好，本來這些單位都跟該業務有關，它

只不過創造一個讓我們有溝通平台的機制，以前可能各自做各自的，可是因

為健康促進的關係，所以我們創造一個平台，重新把這些人的任務，又增加

了一個，例如環境組、總務就是要負責環管啦、公共空間的維護或清潔這些

都是，但我們更賦予說是不是把相關的成員，例如省水省電的公務事，或輻

防委員會這些納入，讓他們在整體環境上來講有更多的規劃，或是一些願

景。(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 
The active and supportive secretariat 
因為我們就要整個收善後，幫別人規畫的人。我們這種特質在推健康促進

時，其實也是在幫各組，包括他們去投稿，我為什麼要跑去跟人家要搞清楚

很多的 process，是因為我不想讓人家因為一個投稿不熟悉，然後被行政卡

到，就覺得很挫折、很不舒服，更希望我們在 support 方面能讓大家無後顧之

憂的，不管它的經費什麼的，或是假卡，要過不過我們就是善盡這些責任，

成人不必在我啦。但是，就是怎麼樣讓大家是更快樂、更放心、更喜歡的去

做這些事，是在於當院長的幕僚想要去做或扮演的角色就是了，希望別人比

我們更好。(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 
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Transactional enablers (continued) 

Supportive 

intramural 

structures 

(continued) 

Effective coordination by high-ranking leaders 

可是一度還是會遇到我的工作計畫是健康促進 A 方案，你的工作計畫是 B方

案，那到底是要先執行我的 A，一起完成它？還是要先做你的 B？這就是衝

突的一個問題，但是所謂衝突並不是說很生氣啊什麼的，就是這個協調的機

制本來就需要經過院長室主管來協助。(行政部門主管 H_A7) 

Pro-HP systems 

Healthy policies  

若在職同仁已有抽菸、嚼檳榔及酗酒習慣者，由醫院提供之相關輔導機制，

鼓勵同仁參加，於一年後，輔導成效不佳者，則予以「離職」處理，對新進

同仁較為公平。既然對有抽菸喝酒習慣的新進同仁採取不錄用，然而在職同

仁經輔導後又無法改進不良習慣，所以我們只好採取此一方式予以處分。(會

議記錄 082006) 

Available resources - funding 

相關的年度都會有編預算，可是這方面的業務是剛開始新增出來，也都是不

斷在做相關的促進推展工作，所以只要有機會參加，醫院應該都會很全力去

支持這方面的花費支出。(行政部門中階主管) 

Available resources - manpower 

我補充一下，我們原本營養師現在有 7 位，因為健康促進醫院專案增加 2 位

來支援任務分工，其中 1 位全力推動 BMI 的改善，來研究大家的營養攝取是

過度還是不足。(高階主管，會議紀錄 062006) 

HP embraced subsystems – the reward system  

像上次我們去報到那個創意獎，醫院有給我們工作獎勵的津貼。(行政部門中

階主管) 

HP embraced subsystems - on-the-job-training scheme 

第一個是新進同仁一定要瞭解核心價值，也是 follow那個 self assessment 的

部分，全部的同仁是不是知道，因為之前很多已經是基層的同仁，所以針對

已在的同仁也做教育訓練，叫作在職訓練。今年我們更把在職訓練明確的

說，不只是自由參加，而是要必修學分。(行政部門，健康促進醫院計畫關鍵

協調者，H_A5) 

HP embraced operation procedure 

我舉個例子，像醫院夠積極是說，像乳房攝影、快速門診，以前民眾來他要

做這樣的攝影檢查，五十幾、六十幾歲的民眾，應該很保守，怎麼可能，我

來一趟、兩趟、三趟，第一個做攝影、有異常，再回去，超音波、再來看醫

生，我們會把它變成一個流程整個改善，統統在同一天完成，我們直接跟衛

生所合作，衛生所的人讓他在社區裡面無後顧之憂，包括交通的接送，整個

process 過來之後，民眾也許是半推半就，不過整個流程的設計改善來講，對

整個 health promotion 預防保健這塊是有幫忙的，它至少比較便民，很多的流

程設計，或以民眾為導向的思考，我覺得是一件好事，但有沒有全面，坦白

講沒有。(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 

Integration into system 

其實我覺得是這就是正向思考的力量，因為花蓮明年要評鑑，花蓮就說除了

評鑑的事情，其他的事統統暫停，其他的 program 統統暫停，這個想法不對，

因為你這跟評鑑很多條文都相近，你做健康促進能夠得 A，你做的比評鑑裡

面更進一步啊，所以你就應該趁著要做評鑑，順便做健康促進，評鑑是阻力

嗎？看你怎麼看；你如果視野就到那邊，當然覺得是阻力，看法如果能夠更

往前，就會覺得它是助力。(醫療與行政部門中階主管，健康促進醫院計畫關

鍵協調者，H_A5) 
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Transactional enablers (continued) 

Effective 

management 

practices 

Improved project management -Need assessments  

其實我們醫院有針對這個做過一些 survey，我們這邊是勞安在做，主要有 need

跟 demand，demand 有些比如勞工體檢裡面去分析有沒有異常的項目，need

的話就是做過問卷寄來，如果我們推動職場健康促進比較想要哪一方面，有

一些可能是對健康影響不是那麼大，可是大家很關注的主題，比如像減重，

也許在我們醫院體重過重未必是一個很大的問題，但是會有很多人有這樣需

要，或是體適能、壓力調適等等。像以抽菸而言，大部分會要求有戒菸活動，

應該都是不抽菸的，那可能是同事或主管覺得這樣的行為不好，我們有做過

need 跟 demand 的觀察。(醫療與行政部門中階主管， H_A4) 

Improved project management - evidence-based strategies 

不過我們都希望說，從目前能找到實證醫學部分的方法，把這些方法融入在

我們的計畫裡頭，相信這樣成功的比例會比較高，因為畢竟有實證，我們再

來執行的話，應該方向是比較好的，所以像我所提的體能方面的健康促進，

我就會朝先看看目前的文獻是哪些是受支持的方法，譬如說運動量是由低運

動量、中運動量、還是高運動量，帶來的心血管疾病的減少或是癌症危險因

子的減少，會比較有效，希望從實證方面去瞭解，或規劃活動，可能在說明

上，我想會更有信心，畢竟我們要給別人健康促進的觀念，必須要有好的文

獻支持，再來做說明會比較好，這方面也正在努力而已，還不算做得很完整，

這是我們自己以後可以做得更好的地方，如果說對醫院的整個建議，我還是

覺得要採實證方面去做很多的規劃，如果有實證再來做規劃，信心會強很

多。(復健師，A11) 

Effective 

management 

practices 

Increase visibility of HP 

我們在初期的部分，有社區醫療部主動積極辦這樣的活動，最主要是能夠把

健康步道的議題炒熱，讓大家瞭解認同，由自身去做，所以剛開始是透過這

樣方式把整個議題炒熱。(行政部門中階主管 H_A10) 

Use of quality management tools 

第一次我們雖然依這樣的作業模式去執行，拿人家的 model 過來，比較符合

我們的文化特質方向去執行，甚至改良，做出來的東西，基本上成功率應該

不會低，因為別人做過了，我們下去執行只是稍微做些改良，去提升一下它

加碼的動作。(行政部門中階主管 H_A7) 

Use of local resources 

我舉個例子，像醫院夠積極是說，像乳房攝影、快速門診，以前民眾來他要

做這樣的攝影檢查，五十幾、六十幾歲的民眾，應該很保守，怎麼可能，我

來一趟、兩趟、三趟，第一個做攝影、有異常，再回去，超音波、再來看醫

生，我們會把它變成一個流程整個改善，統統在同一天完成，我們直接跟衛

生所合作，衛生所的人讓他在社區裡面無後顧之憂，包括交通的接送，整個

process 過來之後，民眾也許是半推半就，不過整個流程的設計改善來講，對

整個 health promotion 預防保健這塊是有幫忙的，它至少比較便民，很多的流

程設計，或以民眾為導向的思考，我覺得是一件好事，但有沒有全面，坦白

講沒有。(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 

Aspiration of the 
staff 

Linked to individual professional development 
所以像健康促進這一部分，體適能是我們過去就已經在治療層面會加入的一

個層面，所以我們在瞭解健康促進裡面，也包含體適能，就很樂意將這部分

來分享、也一起來參與，我覺得我們是主動的，而不只是協辦而已，我們主

動的想要來參與。(復健師，H_A11) 
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Transactional enablers (continued) 

Aspiration of the 

staff (continued) 

Subscription to the notion of HP 

初步看得就是大家知道健康促進這個概念，陸陸續續愈來愈多的單位願意配

合。其實，從各單位去組團可以看得出來，其實大家對於健康已經有概念了。

而且參與運動的人也與來愈多了，然後大家對於甚至對醫院裡面的危機、環

境危害認知愈來愈多。那，雖然，知道太多我們要改善也很多，但是我覺得

是正向的。就是，其實我個人認為，在職場健康促進，最大的差別就是知的

方面成長很多。(行政部門高專，A_8) 

Increased motivation - recognised efforts and participation in health promotion 

像我們這次去泰國，因為泰國比較便宜，我覺得院長是很對，因為他讓他們

去，能去經驗，有些動機，以後像這些人資、勞安，在做的話，就有動機，

也有一些 reward，起碼出國去看一看、玩一玩，這樣也是一個 reward。(醫療

與行政部門中階主管，H_A4) 

Increased motivation - Earned extramural recognition 

那透過我們去外面發表，受到邀請到泰國去，然後他們來參訪，這都是很大

的鼓勵。不然的話，沒有受到認同，自己在做，到底做得好不好，自己還會

產生懷疑。但是，你受到認同，這個成績非常好的時候，像環保獎三年連續，

這個大家非常好、鼓勵很大。(高階主管，H_A1) 

Increased motivation - Integration of HPH and Hospital Accreditation 

我把評鑑結合在一起，這個阻力就變得很少。大家的目標就是一定要通過評

鑑，在評鑑的時候，你再來推這些東西。評鑑，最好的就是說，健康促進醫

院標準都比評鑑還要再上一層樓，都是評鑑裡面需要去達成的，這個就減少

很多阻力。你如果說，大家都忙著評鑑，然後你再推這個東西。哇！這個會

造成很大的壓力。我忙得要死，你幹嘛還要做這個東西。大家都有藉口。 (高

階主管 H_A1)   

Increased motivation -required by on-the-job education scheme 

第一個是新進同仁一定要瞭解核心價值，也是 follow那個 self assessment 的

部分，全部的同仁是不是知道，因為之前很多已經是基層的同仁，所以針對

已在的同仁也做教育訓練，叫作在職訓練。今年我們更把在職訓練明確的

說，不只是自由參加，而是要必修學分。(行政部門，健康促進醫院計畫關鍵

協調者，H_A5) 

Transformational barrier 

Insufficient 

support from 

external 

environments 

Insufficient resource inputs from external environments 

尤其現在絕大部分，醫療費用還是跟健保，跟健保支付制度息息相關，如果

健保支付制度還是目前這個樣子，做這個東西，對營收影響不會很大。不管

是論人頭制，或是怎樣，或者是以疾病管理角度來切入，這樣才會有算。不

然以現在的支付制度，這樣做效果可能不是非常大。(行政高階主管，H_A2) 

Insufficient resource inputs from external environments 

地方有點偏僻，人才不易取得。 

(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 

Invalid of public conception of HPH 

尤其，台灣也不是只有我們拿到，很多家拿到，那大家對這個東西，還不是

很瞭解。所以，現階段沒有多大影響，你拿出去，一般大眾對這個部分不是

很瞭解，所以有沒有甚麼幫助。(行政高階主管，H_A2) 
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Transformational barrier (continued) 

Insufficient 

support from 

external 

environments 

(continued) 

Lack of references 

剛開始一定會有困難，剛開始我們是一層一層認知的傳承，剛開始我們覺得

這議題好大、大到遙不可及，但就是慢慢去轉化，以環境來說，可參考資料

真的蠻有限的，所以我們就自己慢慢從裡面去找到定位。(行政部門中階主

管，H_A2) 

Unsustainability in funding projects 

另外一個就是計畫性的形式會有一個執行期的限制，沒辦法長期規劃，而且

它的計畫通常整個執行的期間，雖然是年度計畫，可是申請之後要整理、報

告、要核銷經費等等，實際上工作是半年，半年你推很多計畫，半年計畫之

後沒有一個持續性，健保每個月看多少門診，然後每個月就給它申報，就這

樣一直持續下去，但是它這個經費用完，也許明年有、也許明年沒有，也許

你不想做了、就停掉了，所以它變成曇花一現，沒辦法做長期的耕耘，這是

屬於外部的。(醫療部門中階主管，A_4) 

Leadership with 

limited autonomy 

and authority   

院長的核決權限是十萬元，所以真的不是短時間，其實可以做得很好，但是

我們做不到，真的很難。體制不配合，我們做不到，太難了。(行政部門中階

主管，A_9) 

Con-HP culture 

Stable culture  

因為你會留在鄉下地方，基本上就是求安定、穩定，某種程度來講，在篩選

人才過程裡，會願意留在鄉下的人就已經不容易了。在這樣的情況下，當院

長要更積極、更努力達到某個目標，或是例如我們要爭取某個醫學中心，可

能要做更多的什麼事時後，同仁不一定這麼快就跟上來，或大家就願意來做

這樣的改變，不見得，應該這麼說，其實相對的比較保守，院長其實是個很

樂觀主義的人，會覺得我們應該要不斷的努力。可是對一般的人來說，可能

會選擇鄉下地方的人格特質也好，或是心態也好，就不一定要這麼 aggressive 

的去得到什麼，相對的會覺得穩定不是很好嗎？ 

(行政部門，健康促進醫院計畫關鍵協調者，H_A5) 

Attitude preferring quantity to quality  

院長常常說：「你只有頭！」沒有尾，沒有時間；有尾、但是你要花時間。

通常做完 intervention，我就會覺得我已經做到。知情同意沒有，○副說：「拍

阿！」節目拍啊，拍完這件事就跟我沒關係，誰還會去把它做完，拍了之後

對病人的影響到底有？或沒有？大家很願意，可是真的時間是不夠，整理不

夠用，因為大家一直在開、把產品開發起來，產品的售後服務、銷售量如何，

真的沒有時間回頭看，因為下一個開發案又在你面前了，你又要去開發了，

我這樣形容很貼切吧！我現在有 100 個商品在我面前要去掘，我只一直去

掘、掘、掘出來，到底賣得多好，我沒有時間去，我只知道我後面還有很多

東西。(護理部門高階主管，A18) 
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Transformational barrier (continued) 

Con-HP culture 

(continued) 

Giving culture  

我覺得有個最重要是，奉獻不等於均衡的生活，這個是院長都要改變的觀

念，院長認為我就是奉獻，所以我很健康，錯錯錯，我們要講院長幾歲了，

他在二十歲跟他在三十歲、四十歲，他的人生需求面不同，所以不要把奉獻

等於均衡的生活，現在所有在推動人文志工的角度都是往這方面去做，為什

麼他跟二十幾歲、這種六、七年級都脫節，因為我才拿兩萬多塊，我還要養

兒子、養女兒，我搞不好有個空還要去兼差，台灣平均一個人兼差工作 1.33

個工作耶，意思就是我們不知道有沒有同仁去兼差，為什麼要兼差，就補貼

他基本的經濟需求，台灣現在跟全世界一樣，經濟都呈現很不好的狀態時，

學費也沒降，任何生活消費沒有降、他必須增加來源，所以我們如果沒有改

善同仁、只能講現階段這邊工作是有個保障在，但是符不符合未來能養老，

沒有的，他跟現在醫生所收入面完全不相等，所以在推動尤其是健康促進，

不要用奉獻的角度去，只要講奉獻，你把所有的人都趕跑了，它跟那個驅蚊

液一樣，噴噴噴大家都跑光了，你只要講到奉獻，奉獻是一個人到了某個年

齡真正體悟到人生的價值跟意義，用什麼角度去轉化的時候，你才能夠去瞭

解，現在用那個角度去告訴人家、洗腦或什麼，沒有人聽得下去。(行政部門

中階主管，A9) 

Not fully medical 

representative  

Not fully medical representative 

社區醫療部代表性其實還不夠，因為它沒有涵蓋全院各單位主管，因為我們

要健康促進醫院，可能就要像院務會議這樣的規模，就各家、各單位行政單

位主管以上會議，覺得比較夠一點。(醫療部門中階主管，A4) 

Not fully medical representative 

我沒辦法去知道哪塊做得好不好，因為各科都在做，這就是我比較困難是我

不知道其他科別到底是在做什麼，但我可以告訴你，就我病人的病分，最大

還是以那標準二和標準三，基本要達到這兩個 standard，是一直都有把它抓

在核心工作，而其他各單位在病人的部分，有什麼樣的困難，這是我們比較

沒辦法去瞭解的部分。(護理部門高階主管，A18) 

Insufficient 
systemic support  

Lacks of manpower and time - continuous supportive staff 

可是那個合作沒有執行，因為那時礙於同仁有些異動，今年五個營養師離

職，所以幾乎都是新的，光線上有些業務跑來跑去，就沒辦法執行。(營養主

管，A13) 

Lacks of manpower and time - professional personnel 

我們面臨到，我自己感受到的是各階人才的缺乏。我們○○主管很年輕、○

○組長也很年輕，都是找不到其他更好的人選，也不知道說為什麼他們不要

找外面空降的。(行政部門中階主管，A6) 

Lacks of manpower and time – specific appointed personnel to carry out / or for 

integration  

這是我一直很傷腦筋的部分，我們很多都是 part time的，病人組是掛我，我

下面是有一些人，問題是像我在第一次的時候，我把所有東西、概念都放進

來、哪些人該做、該辦，後來發現我去 follow的時候其實有些困難性，比方

說大家也工作忙，不一定完全在你的時效內做出來，就是你為了要做健康促

進又額外把東西拉出來加做些什麼，我覺得這樣好像比較忙…整個而言我覺

得是要時間，最好是有人投入，可是有人講說我們本來就要做啊，有什麼好

投入，我是覺得要有人來 integrate 它。(護理部門高階主管，A18) 
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Transformational barrier (continued) 

Insufficient 

systemic support 

(continued) 

Performance system with limited stimulating effect  

我們醫院有沒有績效獎金，有，就像我們前任副院長，他一看說，你們這個

叫績效？！也就是他根本就不覺得那是績效。什麼是績效？或者是一種激

勵。應該要有效果。我也一直講目前那個數字沒有這個效果。這整個是跟薪

資制度是連在一塊的。(高階主管，A2) 

Ineffective 

management 

practices 

Ineffective project management - implicit priority 

我承認。我們醫院沒有根據現有資源，去做優先順序，看是要先做什麼。我

們醫院的 predict 能力不夠。(田野紀錄，1709) 

Ineffective project management - competing priority 

光是解決這個、那個，我有多少心力在做這個，講老實話。所以也許因為這

樣，我們就是 SUPPORT、SUPPORT、SUPPORT。就是這樣，我們沒有太多

的，不是沒有二話、沒有什麼意見，不是。但是我們沒有辦法投入太多的心

力在上面。(高階主管，A2)  

Ineffective project management - lack of (concrete) objective setting  

因為憑良心講健康促進現在看起來是個政策，可是你要做得很敷衍或是很認

真、或是要到什麼成效，我也看不到醫院有明確指標出來，比如完成健康步

道，今年內要再完成第二座、第三座，可是健康步道的成效是什麼，其實我

並沒有看到相關報告出來 (行政部門主管，A12) 

Ineffective project management - inability to integrate HP into daily practices 

在我們學習過程當中，還沒有辦法讓我們有信心地覺得他是一個醫院管理的

工具。以我社區組來講，我們到底怎樣把這樣的工具導進來這個社區，在戒

煙教育、居家護理、出院準備，這其實有很多努力的空間，但是我們怎樣導

入，護理部願意動。假設出院準備是這麼爛的話，病人只知道買東西回去，

但是傷口 care都不知道，這個怎樣去再去 renew整個流程。除非這個業務歸

到我這邊，假設我要當那個管理者，因為我都是扮演陪伴這的角色，我在想

怎樣去導入。(行政部門組長，A6) 

Ineffective project management - disorganised implementation 

執行層面的確有時候會覺得沒有這麼十分順暢。就像人才不是太 OK，本質

上就不是這麼充足，或素質不是這麼 OK，或穩定度不是這麼高，人才因為

你不太容易培養啊，包括我們的 methodology 要熟係。另外就是整個系統，

跨單位跟跨單位的 link，它在執行層面上有時候不是十分順暢，就概念大家

不是很有共識或很清楚，他其實並不太知道他要做什麼，可能 focus 在他的

例行業務，坦白講我曾經面臨到我該用歸納法還是演繹法，比較好當然是用

演澤法，我先設定好、要達到什麼樣的目標、用什麼樣的手段、方法、策略

去執行，然後再去 check 我有沒有達到當初預期的目標，可是其實醫院它很

好玩，它很多時候是讓我去做歸納的。現成是大家做做做，我怎樣把大家做

的東西，歸納起來說它其實是符合這個精神的，符合這樣子的 process，而它

依循的也是依據這個 process 來做的，只是它不是一開始就看到整個 picture，

它是先小 piece、小 piece這樣。(行政部門，健康促進醫院計畫關鍵協調者，
H_A5) 

Ineffective project management - lack of action for evaluation  

我曾經想過，先測○○接觸大愛悠活班對身心障礙朋友的觀感，之後再測試一

次，還有想要測試滿意度、對活動的意見等等，不過，就是沒念書。(行政

部門，健康促進醫院計畫關鍵協調者，A5，田野紀錄 1707) 
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Transformational barrier (continued) 

Ineffective 

management 
practices 

(continued) 

Insufficient communication 

所以我覺得這是我的想法，剛剛所講的是我的想法。那是不是院長想要的，

因為我們沒有很多機會真正地、認真地針對這個議題去討論。講老實話，沒

有。(高階主管，A2) 

Insufficient communication 

所有跨科別的合作營養組都沒有參與，而我們也不知道這個專案已經開始執

行，印象中只有去年十二月開過一次會議，我是覺得我們這個團隊的溝通需

要再加強，有很多訊息營養師都沒有參與，我們希望腎臟科醫師、護理師、

營養師這個團隊一同來協商，大家一同來排定 CKD 個案照會流程。(會議記

錄，252007) 

Lack of integration  

大家都有做，都散在各地。資源網絡，我們有做到是沒有做得很好，都在我

的腦袋，但是沒有整理出來，也是文件整理不夠。(行政部門，健康促進醫院

計畫關鍵協調者，H_A5，田野紀錄 0809) 

Inability to drive HP to home of the staff  

困難的部分，就是怎樣去影響別人，要用什麼方式影響別人。一個是系統性，

一個是個人，或者是說單位的力量怎樣去影響別人。(行政部門組長，A6) 

Insufficient communication 

所有跨科別的合作營養組都沒有參與，而我們也不知道這個專案已經開始執

行，印象中只有去年十二月開過一次會議，我是覺得我們這個團隊的溝通需

要再加強，有很多訊息營養師都沒有參與，我們希望腎臟科醫師、護理師、

營養師這個團隊一同來協商，大家一同來排定 CKD 個案照會流程。(會議記

錄，252007) 

Inadequate staff 

participation 

Poor job-person match - inadequate understanding and skills of HP 

你說全院主管有沒有都瞭解這觀念，沒有啦，醫療科更少，你看醫生參與那

麼少，家醫科幾個參加，其他呢？都很少。(醫療科與行政科中階主管，A_3) 

Poor job-person match–inadequate understanding and skills of quality 

management tools 

關於平衡計分卡，目前醫院部分也還沒有很清楚，所以我們扣連上也有困

難。(行政部門組長，A6)  

Poor job-person match –inproficiency in English and research methodology  

方法學跟英文吧，因為要跟人家分享，不會講很痛苦，還有研究方法。(行政

部門，健康促進醫院計畫關鍵協調者，A5)  

Low motivation - insufficient feedback 

如果沒被充分的溝通跟吿知，我覺得當然會影響我對健康促進的認知，那我

覺得這樣做有沒有意義、甚至說做完之後有沒有被激勵、願不願意再繼續投

身下去，因為憑良心講健康促進現在看起來是個政策，可是你要做得很敷衍

或是很認真、或是要到什麼成效，我也看不到醫院有明確指標出來，比如完

成健康步道，今年內要再完成第二座、第三座，可是健康步道的成效是什麼，

其實我並沒有看到相關報告出來，或是完成之後的 test 出來、不知道，這當

然會影響到我後續做第二期、第三期的意願。(行政部門中階主管，A12) 
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Transformational barrier (continued) 

Inadequate staff 

participation 

Low motivation - overburdened staff 

說真的我們真的沒有多時間停留在那一刻，太多事了，只能建議、但是沒有

下文，就只好這樣，去報的時候就發現裡面有很多東西可以追，大家在做這

東西的時候還是兼著做。(護理部高階主管，A18) 

Low motivation - less incentives 

(關於醫療科跨部門合作誘因)沒有。誘因就是你要大愛。(醫師，A19) 

Low motivation - effort-reward imbalance 

醫院給的獎勵都不是針對人，大部分是去做的科。在那個科，有的做得多，

有的做得少，產生不公平的現象。所以要怎樣把獎勵放在適當的人身上。目

前，我的感覺醫院並沒有做得很確實的地方。當然，把這個做好，對科來說

會是很好。但是，或許有些醫師會覺得，這不是他們的事情。我覺得這個是

觀念上的問題。那你要怎樣讓有在做事的人，心理上會比較平衡，我覺得這

個是醫院需要努力的地方。他把該獎勵的人拉出來獎勵。不需要懲罰，因為

做不做這是個人的事情。醫院想推動，找有心推動的人。把獎勵放在該獎勵

的人身上。(醫師，A19) 

Medical professional not regarding HP as part of their jobs  

現在就是醫師，你看現在就只有我和○醫師，現在幾乎沒有，這個我覺得困

難的地方，希望改善的地方就是這一點，我不曉得怎樣去改善，他們覺得健

康促進不是他們的事情，健康促進是你們家醫科的事情，社區是你們家醫科

的事情、健康講座是你們家醫科的事情，不曉得有沒有一個好的 Model 能夠

進來。(醫療科與行政科中階主管，A_3) 
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Appendix 7.2 Staff health promotion issues and strategies taken in Case Hospital I  

Issue Build healthy public policy 
Create supportive 

environments 

Strengthen community 

actions 
Develop personal skills Reorient health services 

Increase the 

rate of 

preventive 

services and 

health 

management 

- Ensure the policy that new 

staff starts working after 

X-Ray check  

- Health examination 

requirement extend to interns 

and members from 

outsourcing companies 

- Make new employee health 
check include Hepatitis B & C 

- Make annual health examine 

include pap smear  

- Make staff case management 

include Hepatitis B & C and 

X-ray, pap smear  

- Establish information 

system for staff case 

management  

- Personnel specifically 

assigned to be in charge 

 - Health education  - Hospital medical 

professionals provided 

services particularly for 

staff and involved 

follow-up  

- Offer staff members with 

clinics of occupational 

medicine and family 
medicine  

Reduce the 

smoking rate  

- Formulate a no smoking policy 

for staff  

- Providing smoking 

cessation classes  

 - Posters for no smoking - Hospital medical 

professionals provided 

services particularly for 

staff 

Healthy Diet - Formulating a policy for no 

trans fats used within the 

hospital canteen  

- Providing nutritional 

labels for food provided 

within the hospital  

- Providing healthy food in 

the canteen (less artificial 

source, ingredient, oil et 

al., )  

 - Healthy Diet Seminars  

- Healthy Diet Posters  

- Dieticians involved staff 

health diet  
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Issue Build healthy public policy 
Create supportive 

environments 

Strengthen community 

actions 
Develop personal skills Reorient health services 

Improve 

physical fitness 

- Formulate management 

measure of staff health 
promotion  

- Build healthy stairs  

- Provide physical activity 
space within the hospital 

- Provide classes for 

weight loss 

- Provide large scale 

physical activities  

- Encourage staff to 

participate in the unit HP 
programs45 

- Staff participated in 

health multimedia 

- Provide information 

about the relationship 
between fitness and 

categories of exercise  

- Media advocacy  

- Medical professionals 

involved improvement of 
staff physical fitness  

Job stress  - Formulate a management 

measure for leaves for too 

many deferred off-days  

- Provide on-line healthy 

gymnastics for muscle 

relaxing  

- Promote physical 

activities 

- Provide movie shows 

within the hospital  
- Provide tours  

- Promote club 

development 

- Training seeded staff 

members among units 

- Providing healthy 

gymnastics for muscle 

relaxing 

- Adjust operational 

procedures 

 

 

 

                                                        
45

  This referred to a successful unit program which happened before the introduction of the HPH initiative.  The director of department of nutrition was aware that kitchen 

workers had a problem of back pain.  She called for help from the physical therapists within the same hospital.  The physiotherapist referred to literature, filmed working 

situation and then offered health education for muscle training to reduce muscle pain and information for correct postures.  In addition, the department also provided parallel 

trolleys to reduce work loading.  It turned to be a successful unit need oriented program.   
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Appendix 8.1 Quote examples for Case Study II 

Transformational Achievements 

Integration into 

the overall 

development plan 

/ annual action 

plan  

This year, we linked health promotion into the hospital (strategic 

development) through the concept of BSC.  So, from the perspective on 

business process, there was an action plan for health promotion.  Basically, 

we further divided them into three sub-topics: staff health promotion, patient 

health promotion and community health promotion.  We intended to follow 

the guideline of HPH which considers whether to integrate such a work into 
the hospital development plan.  That is why we follow this idea.  (A 

high-ranking manager of the HPH committee, B2) 

以今年度來講的話，我們就把健康促進計畫連結到醫院，我們是用BSC的

概念做，所以在流程構面裡面，就會有一個工作計畫是健康促進計畫，基

本上我們再分成三個子題，也就是員工健康促進、病人健康促進跟社區健

康促進。因為一方面也是希望follow 健康促進醫院的推動指引，有沒有把

這樣的工作連結到醫院發展經營計畫裡面，所以我們也follow這樣的想

法。(健康促進醫院委員會高階管理者，B2)  

Extension of HP 
target groups 

When it comes to the concept of HPH, actually we did not do enough in the 
past to drive home this idea to our staff. (A high-ranking leader, B1)  

但是講到健康促進醫院這政策的概念，針對院內同仁來講，其實我們過去

做得的確是不夠的。 (高階主管，B1) 

Support of the 

leadership  

Last year, the Taiwan Society of HPH also conducted a few surveys.  Our 

staff felt less happy about practices of staff health promotion than that of other 

hospitals…we felt that we should make more efforts in the implementation of 

HPH.  (A high-ranking leader, B1) 

那去年健康促進醫院協會也做了一些調查，發現我們員工對醫院的期望，

在所有醫院裡面，比較屬於不好看的、後半段這樣子，所以有這樣子的一

個事實呈現…我們會覺得應該要更加推動這個健康促進醫院這樣子的概

念 (高階主管，B1) 

Cultivated habits 
of physical 

activities 

Our clubs have sports activities.  Like what happened recently, four or five 

colleagues got to the summit of Jade Mountains (the highest peak in Taiwan, 

measuring 3949 meters).  It never happened before but only occurred 

recently.  (A middle manager for labour safety, B5 )   

我們還有社團活動，像最近四五位同仁攻頂玉山，以前都沒有過，最近才

有。(中階主管，B5) 

Transactional achievements 

Supportive 

structures for HP      

At least, you need to add one assistant or executive secretary. (A high-ranking 

leader, B1) 

最起碼你要再加一個幹事，或是一個叫執行秘書的事情嘛。(高階主管，

B1) 

Extra resource 

inputs  

The hospital supported it (funding).  The whole expenditure (of the weight 
loss campaign) was supported by the hospital special project...The staff 

members (whose BMIs are 24 or above) are all free (to participate in the 

campaign).  (A middle manager, B3)  

醫院給啊，我們全程是醫院專案給的…來參加所有的員工，全部都是免費

的。(醫療中階主管，B3)   

 

We established an online report platform of health screening, through which 
every staff member can promptly use internet to search for their personal 

health screening report (Cited from a journal published by the case hospital) 

接著建立網路健檢報告平台，透過資訊化之平台讓每位員工皆能即時、快

訊地利用網路查詢個人健檢報告。(摘錄於個案醫院所發行的期刊) 
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Transactional achievements (continued) 

Extra resource 

input 

(continued) 

We are now working hard on the case management informational system and 

hope it can be in operation soon.  Accordingly, our case manager can 

promptly search for data without the help of IT personnel.  (A nursing 

supervisor, B7) 

所以我們現在很積極的希望在個案管理系統能夠上線之外，讓我的個管

師，他們系統裡就有就立即把data、自己就可以搜尋，不用靠我們的資訊。 

(護理督導，B7) 

We are opening the sports equipment facilities upstairs at the fixed time every 
day.  There are running machines and exercise bikes for weight control…or 

bicycles are available for them to use.  Normally, there is a charge.  But, 

during this period, we let our staff members use it for free. (A medical middle 

manager, B3) 

我們在固定每天的時間，會開放樓上的器械運動，有跑步機、有腳踏車，

那都是for weight control，或是bicycle讓他們去使用，平常是要收費的，但

是為了這一段時間，我們就是開放員工免費來使用。 (醫療中階主管，B3) 

Incorporation into 
system 

Before, everyone probably ate, drank, and had fun when we held activities.  It 

was mostly for fun.  That’s it.   But, when the concept of HPH was 

introduced, we established a HPH committee and it organised…hoped 

everyone add the element of health promotion into the activities.  (We) might 
hold a family day and we walk and hike on the healthy family day.  We still 

enjoy eating, drinking and having fun.  But, we added walking.  And then 

many activities are added with this thing (health promotion).  This is the 

biggest difference I perceived. (A coordinator of the employee welfare 

committee, B6)   

應該說以前活動性質在舉辦的時候，大家可能吃喝玩樂、玩玩就算了，可

是當健康促進概念引進之後，因為我們成立一個健康促進委員會，所以它

會去統籌，希望大家在辦理活動可不可以加一點點健康促進的東西下去，

那可能會辦個家庭日，那健康家庭日就健走，一樣吃到飽、喝到飽、玩到

飽，但是加上走路這樣，就很多活動漸漸把這種東西放進去，我覺得差異

性最大在這裡。(員工福利委員會協調者，B6) 

Integration  

I am an executive coordinator (coordinator, which one is better) of employees 

welfare program Also, we have a committee for culture, arts and sports.  

Their characteristics are similar.  Yeah…before (we) probably held ball 

games.  But, I thought if they held events themselves and only these 10 

people joined the ball games, and then why not make it bigger? Everyone 

knows how to walk.  I did not ask you to run.  In fact, after the introduction 

of HPH, we just started thinking how to hold leisure activities which everyone 

is capable of doing.  (A coordinator of the employees benefit committee, B6) 

因為我除了是福委會秘書，另外我們後來還有「文化藝術暨體育推廣」去

推廣，那其實它性質都是combine的，對啊，以前可能辦什麼球賽，我想

說與其這樣各自支援，球賽就只有這十幾個人打，為什麼不玩大一點的，

走路大家都會走吧，我又沒叫你跑步，其實那也是健康促進醫院進來以

後，才想到說怎麼樣做一個大家都能去做的休閒運動。(員工福利委員會

協調者，B6) 
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Transactional achievements (continued) 

Integration 

(continued) 

This year, we linked health promotion into the hospital (strategic 

development) through the concept of BSC.  So, from the perspective on 

business process, there was an action plan for health promotion.  Basically, 

we further divided them into three sub-topics: staff health promotion, patient 

health promotion and community health promotion.  We intended to follow 

the guideline of HPH which considers whether to integrate such a work into 

the hospital development plan.  That is why we follow this idea.  (A 

high-ranking manager of the HPH committee, B2) 

以今年度來講的話，我們就把健康促進計畫連結到醫院，我們是用BSC的

概念做，所以在流程構面裡面，就會有一個工作計畫是健康促進計畫，基

本上我們再分成三個子題，也就是員工健康促進、病人健康促進跟社區健

康促進。因為一方面也是希望follow 健康促進醫院的推動指引，有沒有把

這樣的工作連結到醫院發展經營計畫裡面，所以我們也follow這樣的想

法。(健康促進醫院委員會高階管理者，B2) 

Enhanced staff 
participation 

Before, everyone probably ate, drank, and had fun when we held activities.  It 

was mostly for fun.  That’s it.   But, when the concept of HPH was 

introduced, we established a HPH committee and it organised…hoped 

everyone add the element of health promotion into the activities.  (We) might 

hold a family day and we walk and hike on the healthy family day.  We still 
enjoy eating, drinking and having fun.  But, we added walking.  And then 

many activities are added with this thing (health promotion).  This is the 

biggest difference I perceived. (A coordinator of the employee welfare 

committee, B6)   

應該說以前活動性質在舉辦的時候，大家可能吃喝玩樂、玩玩就算了，可

是當健康促進概念引進之後，因為我們成立一個健康促進委員會，所以它

會去統籌，希望大家在辦理活動可不可以加一點點健康促進的東西下去，

那可能會辦個家庭日，那健康家庭日就健走，一樣吃到飽、喝到飽、玩到

飽，但是加上走路這樣，就很多活動漸漸把這種東西放進去，我覺得差異

性最大在這裡。(員工福利委員會協調者，B6) 

Today the thing was supposed to be carried out by this unit.  If the unit does 

not do well, the hospital will give them some…probably in the rewarding 

system or performance evaluation at the end of the year. (A coordinator of the 

HPH committee, B4)  

今天這件事情本來就是這個單位要做的，這單位沒有做好，本來院方就會

對它有一些，可能在獎勵上、年底單位評比…，這本來就是這樣子(健康

促進醫院委員會協調者B4) 

Transformational enablers 

Supportive 

extramural 
policies or 

regulation 

Actually, you can see standards in the WHO HPH are quite related to codes in 

the Hospital Accreditation.  They share a lot common ground.  To be 

honest, based on the spirit of WHO HPH, it would not be difficult if any 
hospital want to carry it out.  That is what the Hospital Accreditation asks for.  

(A high-ranking leader, B1)   

其實你可以看到WHO健康促進醫院裡面的條文，跟我們很多評鑑的條文

是習習相關的，而且精神是一樣的。老實說以世界衛生組織醫院的精神，

如果任何一家醫院要有醫療推動，不會覺得很難，因為評鑑本來就是這樣

要求。(高階主管，B1) 
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Transformational enablers (continued) 

Supportive 
extramural 

policies or 

regulation 

The funding of the community health screening came from government 

funding projects.  The funding of chronic disease management was from 

government pilot projects for example from the Bureau of National Health 

Insurance.  So did community health seminars.  Every year the government 
focuses on particular health issues and (finance projects).  Accordingly, we 

would write  applications to get the funding.  We could receive some 

funding if the applications were approved. (A nursing supervisor, B7) 

在社區篩檢那部分，我們目前是醫院的經費，他們有些計畫案、用計畫的

方式，像慢性病的管理的話，是政府的部分，它會有些試辦計畫，或是健

保局可以給付的，到社區去做講座的話，也是政府的計畫，因為像政府每

年會有一些健康議題，我們就會去寫這個計畫申請，如果通過的話就會有

一些費用 (護理督導，B7) 

Last year, the Taiwan Society of HPH also conducted a couple of  surveys.  

Our staff felt less happy about practices of staff health promotion than that of 

other hospitals.  (A high-ranking leader, B1)  

那去年健康促進醫院協會也做了一些調查，發現我們員工對醫院的期望，

在所有醫院裡面，比較屬於不好看的、後半段這樣子，所以有這樣子的一

個事實呈現。(高階主管，B1) 

Overall 

development plan 

incorporating HP  

This year, we linked health promotion into the hospital (strategic 

development) through the concept of BSC.  So, from the perspective on 

business process, there was an action plan for health promotion.  Basically, 

we further divided them into three sub-topics: staff health promotion, patient 

health promotion and community health promotion.  We intended to follow 

the guideline of HPH which considers whether to integrate such a work into 

the hospital development plan.  That is why we follow this idea.  (A 

high-ranking manager of the HPH committee, B2) 

以今年度來講的話，我們就把健康促進計畫連結到醫院，我們是用BSC的

概念做，所以在流程構面裡面，就會有一個工作計畫是健康促進計畫，基

本上我們再分成三個子題，也就是員工健康促進、病人健康促進跟社區健

康促進。因為一方面也是希望follow 健康促進醫院的推動指引，有沒有把

這樣的工作連結到醫院發展經營計畫裡面，所以我們也follow這樣的想

法。(健康促進醫院委員會高階管理者，B2) 

It happened at onset, 13 or 14 years ago.  At that time, I had not come here 

yet.  I came here 11 years ago.  After I came, I discussed the hospital 

development with the superintendent and we were very clear that the hospital 

was for the community…how could a hospital have nothing to do with the 
community?  Any question concerning community is related to the hospital 

(management).  So, we reoriented ourselves as (a community hospital) long 

time ago. (A high-ranking leader, B1)  

一剛開始就有了，所謂剛開始是指大概13、14年前吧，我那時候還沒來，

我大概是11年前來的，我來了以後跟張院長在想這個的時候，我們看、就

覺得很清楚，那時候我們很早就看出來，你醫院套句話講就是為社區而

生，醫院怎麼離得開社區呢，不可能，社區民眾的任何問題，跟你的醫院

還是習習相關的，所以我們很早就是定位在這邊。(高階主管，B1) 
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Transformational enablers (continued) 

Overall 

development plan 
incorporating HP  

(continued) 

In terms of HPH, basically I thought that for work done by our hospital for the 

past 10 year, if based on three health promotion target groups; community, 

patients and their relatives and our staff members, we did pretty well in the 

first two areas. (A high-ranking leader, B1) 

健康促進醫院我想基本上，以瑪莉醫院來講，在瑪莉十年多前做的一些事

來講，如果以健康促進三個對象來講，社區啊、病人家屬，跟我們醫院同

仁來講，當然前兩個是做得還不錯 (高階主管，B1) 

Supportive and 
visionary 

leadership   

 

I work in the hospital and stay in the Division of Community Care and 

Department of Community Medicine.  I know that I am able to do it because 

I have a boss who is inspiring and has a valid concept (of community health). I 
have enough resources for these tasks.  (A high-ranking manager of the HPH 

committee, B2 )  

我在醫院工作，自己在社區照護、社區醫學部門工作，我知道我有能力做，

因為我有有興趣的主管，有概念的主管，我有足以support這些要做事情的

資源。(健康促進醫院委員會資深管理者，B2) 

Basically, about the concept and implementation of HPH, the person who has 
a strong idea is the superintendent. (A high-ranking manager of the HPH 

committee, B2 )  

基本上，其實我們醫院在做健康促進在概念上的部份、推動的部份，想法

很強的是院長(健康促進醫院委員會資深管理者，B2) 

To the hospital, as I know about my boss, he had this concept(of health 
promotion) at the beginning when not many people in Taiwan did.  (A 

coordinator of the employee welfare committee, B6) 

就醫院、我對老闆的認知，他一開始就有這種觀念了，只是那時候國內沒

有人這樣想。 (員工福利委員會協調者，B6) 

As a private hospital, we highlight it (hospital management) very much 

because our superintendent majored in healthcare management…I feel it is 

pretty good. Otherwise the boss cannot reach consensus with  the rank & file.  

He thinks by himself, and we figures that he thinks too much and he will not 

be able to make it.  If so, I feel that it will be pretty hard to achieve such an 
objective. (A nursing supervisor, B7) 

因為以私立醫院來講，我們還蠻重視、我們院長是醫管出身的嘛，所以在

醫管這一塊還蠻重視管理的這一塊，我覺得是還蠻好的，不然你在一家企

業，永遠老闆跟下面的人都沒有辦法達到共識，他想他的、我們想說你想

太多、根本做不到，我覺得這樣很難達到一個目標 (護理督導，B7) 

Cultural 

embeddedness 

In terms of HPH, basically I thought that for work done by our hospital for the 

past 10 years, if based on three health promotion target groups; community, 

patients and their relatives and our staff members, we did pretty well in the 
first two areas.  (A high-ranking leader, B1) 

健康促進醫院我想基本上，以壢新來講，在壢新十年多前做的一些事來

講，如果以健康促進三個對象來講，社區啊、病人家屬，跟我們醫院同仁

來講，當然前兩個是做得還不錯，因為我們醫院本來就是以社區醫院自居

嘛，這部份做得還不錯。(高階主管，B1) 

In terms of team work, basically our team worked quite well…our hospital 

quite highlights team work so that I feel that it is not hard.  Basically, doctors 

and other professional teams cooperate with one other pretty well.  (A 

nursing supervisor, B7) 

在團隊的部分，原則上我覺得我們團隊運作還不錯耶…且我們醫院也還蠻

強調團隊合作這一塊，所以我覺得其實還不是說太困難，基本上在醫師、

或其他專業團隊我覺得他們配合度都還不錯，對，這一塊是覺得還好  (護

理督導，B7) 
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Transactional enablers 

Supportive 

intramural      
structures 

The division of labour plus (the HPH) committee’s following up the progress.  

It would not be so difficult.  (A coordinator of the HPH committee, B4) 

就是組織分工，組織分工後再加上有一個委員會在做追踨進度，就不會有

那麼大的困難。(健康促進醫院委員會協調者，B4) 

Before, everyone probably ate, drank, and had fun when we held activities.  It 

was mostly for fun.  That’s it.   But, when the concept of HPH was 

introduced, we established a HPH committee and it organised…hoped 

everyone add the element of health promotion into the activities.  (We) might 

hold a family day and we walk and hike on the healthy family day.  We still 

enjoy eating, drinking and having fun.  But, we added walking.  And then 

many activities are added with this thing (health promotion).  This is the 

biggest difference I perceived. (A coordinator of the employee welfare 

committee, B6)   

應該說以前活動性質在舉辦的時候，大家可能吃喝玩樂、玩玩就算了，可

是當健康促進概念引進之後，因為我們成立一個健康促進委員會，所以它

會去統籌，希望大家在辦理活動可不可以加一點點健康促進的東西下去，

那可能會辦個家庭日，那健康家庭日就健走，一樣吃到飽、喝到飽、玩到

飽，但是加上走路這樣，就很多活動漸漸把這種東西放進去，我覺得差異

性最大在這裡。(員工福利委員會協調者，B6) 

(Regarding the strategy of implementing HPH…) This is what we are worried 

about.  But I think we are less worried than others.  That is because many 

public hospitals do not have a Department of Community Medicine. (A 
high-ranking leader, B1) 

這也是目前我們會比較困擾的一點，但我相信我們的困擾會比其他醫院

小，因為我看很多公家醫院沒有「社區醫學部」這種東西。(高階主管，
B1) 

Actually, we did not do well in community assessment but it is still OK.  

That is because we have a community cohort study going on.  So our 

Research Centre would collect secondary data every year … (A high-ranking 
manager of the HPH committee, B2 )  

其實我們在社區評估這一段不是做得很好，可是目前還OK的是說，因為

我們有一個社區世代研究在進行，所以我們研究中心本身自己每年都會去

蒐集這些二手資料。(健康促進醫院委員會資深管理者，B2) 

Available 
resources 

It was sponsored by the hospital.  The whole program was supported by the 

hospital special program.  (A middle manager for weight control, B3)  

醫院給啊，我們全程是醫院專案給的，你知道一個單位。(醫療中階主管，

B3) 

It is one of the systems in our hospital.  Now many data was digitalized and 

electronically processed.  Blood tests, heath education and tests were 

registered in the patient’s record and we could  retrieve data from the 

computer and make a comparison between patients with diabetes case 

management and those without it.  (A nursing supervisor, B5) 

是我們醫院的一個系統，我們現在有很多都資訊化了嘛，所以他來回診的

時候，會做抽血檢查等等的，或是做一些衛教、檢查都會登錄在病歷裡面，

我們可以從電腦裡面去撈到，糖尿病個案管理的病人、跟非個案管理的病

人，我們就會去做一個比對。(護理督導，B7) 
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Transactional enablers (continued) 

Existing 

procedure for 

indicator monitor 

The Department of Nursing could be the biggest department in promoting this 
because there were many divisions… For different topics, groups of people 

worked on those, (We) not only (focused on) implementation but also monitor.  

(A nursing supervisor, B7) 

整個推動來講，其實護理部門算是最大的，因為單位非常的多，所以護理

長也都是會在委員裡面，我們就會針對不同的議題或一組一組的人在做，

推動之外還要再做監測。(護理督導，B7) 

Incorporation into 

the systems 

Since this year, (staff) health screening has included physical fitness. (A 

middle manager for labour safety, B5 ) 

今年才開始推，健康檢查做體適能。(勞工安全中階主管，B5)   

Before, everyone probably ate, drank, and had fun when we held activities.  It 

was mostly for fun.  That’s it.   But, when the concept of HPH was 

introduced, we established a HPH committee and it organised…hoped 

everyone add the element of health promotion into the activities.  (We) might 

hold a family day and we walk and hike on the healthy family day.  We still 
enjoy eating, drinking and having fun.  But, we added walking.  And then 

many activities are added with this thing (health promotion).  This is the 

biggest difference I perceived. (A coordinator of the employee benefit 

committee, B6)   

應該說以前活動性質在舉辦的時候，大家可能吃喝玩樂、玩玩就算了，可

是當健康促進概念引進之後，因為我們成立一個健康促進委員會，所以它

會去統籌，希望大家在辦理活動可不可以加一點點健康促進的東西下去，

那可能會辦個家庭日，那健康家庭日就健走，一樣吃到飽、喝到飽、玩到

飽，但是加上走路這樣，就很多活動漸漸把這種東西放進去，我覺得差異

性最大在這裡。(員工福利委員會協調者，B6) 

We incorporated health promotion into the hospital education and training.  

Medical professionals and non-medical professionals were included.  All 

staff needed to participate.  So do cleaners. (A coordinator of the HPH 

committee, B4) 

所以就是用這種方式把它納入全院教育訓練，沒有分醫事人員或非醫事人

員，就是全院的參與這樣，連清潔人員也要，也可以來參加。(健康促進

醫院委員會協調者，B4) 

Today the thing was supposed to be carried out by this unit.  If the unit does 
not do well, the hospital will give them some…probably in the rewarding 

system or performance evaluation at the end of the year. (A coordinator of the 

HPH committee, B4)  

今天這件事情本來就是這個單位要做的，這單位沒有做好，本來院方就會

對它有一些，可能在獎勵上、年底單位評比…，這本來就是這樣子(健康

促進醫院委員會協調者，B4) 
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Transactional enablers (continued) 

Integration into 

systems and 

management 

practices 

Due to the limited funding from the government, we must  focus on topics 
related to health promotion advocacy this year when we did annual planning.   

The planning must be holistic.  Otherwise it might happen that people come 

to my seminar only to find that  advocate a small issue.  If those issues can 

be integrated together, we will do it all together. (A nursing supervisor, B7)  

因為政府給的經費是有限的，所以我們在年度規劃的時候，一定要規劃好

我們今年的主軸是要做哪些健康議題的宣導，那就要做整體的規劃這樣

子，才不會說一次出去、民眾來了，可能我只講了一個很小很小的議題，

能夠在那一次整合在一起的，我們就一起處理，所以會用這樣的模式。(護

理督導，B7) 

If it is related to the Hospital Accreditation and indicators are in place, it 
suffices that I use indicators to monitor.  OK, if you cannot make it, I can 

only ask the department to address the increasing indicator for example and 

ask them to do PDCA although I cannot deal with individual doctors. (A 

high-ranking leader)  

所以我就講說你就變成另外一套機制來做，比如說，這個(健康促進)跟評

鑑有關、有指標的，我只能用指標來模擬，OK、你達不到，當然我不能

針對某一個醫生，我只能針對、比如在我們醫院叫業務部，業務部你最近

指標提高了，你要怎麼做(透過)PDCA(的方法來達到)。(高階主管，B1) 

Like this improvement program of the highlighted items was assigned to 

Department of Nursing.  They might use PDCA cycle … as I know; they 

used quality control cycle to conduct the whole assessment and improvement. 

(A nursing supervisor, B7)  

因為像這個重點改善項目是由護理部那邊去做改善的，他們可能會用

PDCA的方式，一來是從現況資料，看目前跌倒的資料，就是目前跌倒的

個案，他們存在的危險因子，再去做分析，據我所知他們是用品管圈的方

式，去做整體的評估跟改善。(護理督導，B7) 

Effective 

management 

practices 

Due to the limited funding from the government, we must  focus on topics 
related to health promotion advocacy this year when we did annual planning.   

The planning must be holistic.  Otherwise it might happen that people come 

to my seminar only to find that  advocate a small issue.  If those issues can 

be integrated together, we will do it all together. (A nursing supervisor, B7)  

因為政府給的經費是有限的，所以我們在年度規劃的時候，一定要規劃好

我們今年的主軸是要做哪些健康議題的宣導，那就要做整體的規劃這樣

子，才不會說一次出去、民眾來了，可能我只講了一個很小很小的議題，

能夠在那一次整合在一起的，我們就一起處理，所以會用這樣的模式。(護

理督導，B7) 

Due to the limited resources, resource needs to be spent on things that you feel 

most worthwhile doing.  So, we still focused on staff health although there 

are many committee members (from different sectors).  That is because we 
feel more opportunity to succeed in it. You cannot do this and do that but 

cannot see the outcome in the end. (A high-ranking manager of the HPH 

committee, B2) 

因為資源有限的時候，還是要把資源花在刀口上，花在你覺得最值得做的

事情上面。所以，為什麼後來雖然委員會很多委員，最後我們還是都聚焦

在員工健康上面，因為覺得這樣子是比較真得有機會成功。不能搞半天，

這個也要做，那個也要做，最後什麼都看不到。這樣也不好。(健康促進

醫院委員會資深管理者，B2) 
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Transactional enablers (continued) 

Effective 

management 

practices 

(continued) 

Basically, the committee (members) are from different sectors.  After a 

consensus was reached, they came down to the committee in the Department 

of Nursing.  We would discuss how to do first and then passed the idea down 

to the division.  There must be a consensus.  Let’s take our department as an 

example.  In this committee, there were registered nurses.  In fact, it might 

not be possible for only one or two people to carry it out, but a team.  
Everyone think about how to do together.  In the case of our Department of 

Nursing, our committee must include online registered nurses because they 

know better about how the online nurses to do and whether patients can 

understand it or not or whether the nurses encounter some barriers.  So that, 

we can reach a consensus after which we can implement it together. (A 

nursing supervisor, B7)  

基本上委員會是各個部門，大家有共識之後，下來到護理部之後，我們要

做的是哪些，我們護理部這個委員會，我們會先討論要怎麼做，之後才會

到單位，對，因為一定是要有共識嘛，我剛講過我們就以部門來講，這委

員會也是會有護理長，其實像這樣的推動可能沒辦法一個人或兩個人，一

定是要一個team，大家一起想，我們要怎麼做，就我們護理部來講，我們

的委員一定有線上的護理長，因為他們最清楚線上的護理人員要怎麼去推

動、在推動的過程病人可不可以瞭解、或護理人員在推動上面有什麼樣的

困難，所以我們會在這邊先做共識，共識好之後再同步做，我們是用這樣

的一個模式。(護理督導，B7) 

Meanwhile, people who did not participate (in the campaign) also know what 

we are doing now.  Moreover, waiting until the result coming out, they might 

realise what the hospital is doing now is good for us.  We will grant awards  

at the year-end party(望年會) so that all staff members, about more than 1,000 

members will see this thing.  (A middle manager, B3) 

同樣地，沒有參加的這些人，其實他也知道我們現在正在做這件事情，而

且等到時候成果出來的時候，就會知道原來醫院現在做的事情是對我們有

幫助的，我們這活動的頒獎是要在望年會上頒獎，對啊，所以所有的員工、

1千多名員工都會看得到這些東西，大概就是這樣。 (醫療中階主管，B3) 

In addition to government’s funding, we still need to look for other resources.  
Of course, the best is the local resources in the region (where your hospital is).  

So, it is very important to build a good relationship with local leaders. (A 

nursing supervisor, B7)  

所以就是政府的經費之外，還要自己找資源啦，然後最好用那個里當地的

資源，所以說跟社區領袖建立好關係是很重要。(護理督導，B7) 

Aspiration of the 

staff 

In fact, as I mentioned about the implementation of the HPH committee, it is 

through several classes.  (We) ask hospital staff to attend these classes and let 

them know the important issue of health promotion.  (A nursing supervisor, 
B7)  

其實我剛講的是委員會的推動，其實在健康促進委員會這部分我們是透過

一些課程，請同仁來上這樣的課程，讓他們知道健康促進這重要的議題，

透過課程，再來是你要把病人做好之前，其實我們有先針對員工這一塊，

我們有積極在做 (護理督導，B7) 

Not only exercise but also diet is related to my specialty.  So I actually quite 

emphasised this activities. (A middle manager, B3) 

對呀，這其實不管是運動、不管是飲食，這都跟我的專業是有關係，所以

我其實很看重這次的活動，對呀。(醫療中階主管，B3) 

 



366 
 

 

Transactional enablers (continued) 

Aspiration of the 
staff (continued) 

Not only exercise but also diet is related to my specialty.  So I actually quite 

emphasised this activities…(In weight loss campaign), to us, we also did 

internal training.  Our members will feel more confident and experienced 

after this two month campaign.  It is a good thing.  To us, it is a very good 

training. (A middle manager, B3) 

對呀，這其實不管是運動、不管是飲食，這都跟我的專業是有關係，所以

我其實很看重這次的活動…我們自己也在做內部的訓練，對我們來講，我

們人員經過這樣兩個月的活動，其實他們會更有自信心，會更駕輕就熟

啊，這是一個好事情，對我們來講就是一個很好的訓練啊。(醫療中階主

管，B3) 

In terms of the organisation framework in place, you have been in charge of 
this thing…today the thing was supposed to be carried out by this unit.  If the 

unit does not do well, the hospital will give them some…probably in the award 

system or performance evaluation at the end of the year. (A coordinator of the 

HPH committee, B4) 

相對的這些人的組織架構就是這樣，你已經負責這件事情，就是做這件事

情這樣而已，今天這件事情本來就是這個單位要做的，這單位沒有做好，

本來院方就會對它有一些，可能在獎勵上、年底單位評比…(健康促進醫

院委員會協調者，B4) 

Transformational barriers  

Insufficient 

support from 

external 

environments 

There were some conflicts.  I feel that projects of the Government each year 
quite lacked continuity.  (A nursing supervisor, B7) 

會有一些有衝突，我會覺得像政府來講，它每年的計畫比較缺乏連續性。

(護理督導，B7) 

The Bureau of Health Promotion and the local authorities held a lot of 

activities.  About 300 people participated.  But, so what?  You can find 

that there were 300 people who participated in each activity.  You spent 

money on those 300 people.  Why now just simply giving (money) to them?  
So, in recent years we look back to think about doing really right things for 

people.  But, it is a little bit difficult because the government still takes the 

same way and pushes or encourages the hospital to do that.  So far, the 

government still takes the same way.  I might not respond to them.  But, if 

so, they think that we do not cooperate with them who are the Bureau of 

Health Promotion and the local authority. (A high-ranking leader, B1) 

以前是為了應付嘛，我想國健局、衛生局很多在辦活動啊，三百人參加、

怎樣怎樣，可是300人參加怎樣，你會發現每次辦活動都300人參加，你花

錢都花在這300人身上，你乾脆就發給他們算了，對不對…所以我們這幾

年會回頭去想這樣的事情，要做真正對民眾有益的事情，可是有一點很

難，因為公家還是用這樣的方式，不管是脅迫你醫院做、或是鼓勵你醫院

做，目前公家還是這樣啊，我可以不理它，不理它就認為我不合作，國健

局啊、衛生局啊。(高階主管，B1) 
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Transformational barriers 

Insufficient 

support from 

external 

environments 

The issues identified by the central government or the local authorities were 

like these.  They asked you to implement health promotion every year; they 

asked you to do betel nut control, smoking quitting…smoking quitting was 

appointed as a compulsory issue from the perspective of HPH and it is a global 

issue rather than a local community issue.  To be honest, you do smoking 

quitting because the hospital was required to have this role.  In fact, in this 

place, compared with China, as I know people in China, their smoking rate…it 

is huge difference.  (A high-ranking manager of the HPH committee, B2 )  

是，中央或是局裡面發下來的議題都是這種。它每年都要你做health 

promotion，它每年都要你做防制檳榔、戒菸，戒菸你從HPH，它要求是指

定曲的時候，那個是全球性議題，不是local社區議題。其實，老實講是因

為醫院被要求有這個角色，所以你才去做戒菸。可是，實際上，這個地方

的人，跟大陸，我所知道的大陸的人，他們抽菸的比例，其實差異很大。 

(健康促進醫院委員會資深管理者，B2) 

We found that the government policies lack associations. So, it was hard to 

follow up when we cooperated with the government policies. (FN2_0611)  

我們發現政府政策沒有聯結性，所以當我們再配合政府政策的時候，很難

去做追蹤的工作。(參與觀察會場紀錄) 

What I mentioned about the social barrier is of course from the national health 

insurance. That is because national health insurance did not pay you to do this 

kind of thing.  For example, no better how well our hospital or some 

community…everyone implemented community health promotion; we saved a 

lot of money for the national health insurance and did not waste medical 

resources of people.  We contributed a lot but the national health insurance 

did not offer any reward. (A high-ranking leader, B1)  

我剛講的社會的阻力，當然就是來自於健保，因為健保目前沒有給付你做

這樣的事情，比如說不管我們這家醫院或某一個社區，大家在健康促進在

社區做得很好，我們替健保省了很多錢，民眾的醫療資源也沒有浪費，我

們付出很多，健保沒有任何的reward。(高階主管，B1) 

The thing is that extramural cooperative environments were not so OK.  Let’s 

take the community health building as an example.  I also think that the 

initiative of community health building in Taiwan did not do well because in 

the end all relied on the hospital. (A high-ranking leader, B1) 

事就是說外面的環境在配合、在合作上，不是很理想，比如我們講的社區

健康營造，我也認為台灣社區健康營造做得也不是很好，因為到後來都要

靠醫院來推動。 (高階主管，B1) 

So far, it looks not much useful because I do not think people understand it.  

It might be as the result of propaganda problems. (A high-ranking leader, B1) 

目前看起來沒什麼用，因為第一個我想民眾不瞭解，我想這也是宣傳的問

題吧。 (高階主管，B1) 

(Regarding the difficulty) That is a slow progress.  You do not have any 

administrative authority.  The executive secretary doesn’t. (A coordinator of 

the HPH committee, B4) 

就是說有人進度慢，你沒有任何的行政權力，執行秘書沒有。(健康促進

醫院委員會協調者，B4) 
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Transactional barriers (continued) 

Poor systemic 

support 

To be honest, this is a blemish in an otherwise perfect thing.  In fact, our 

hospital has been implementing health building for a long time but we 

basically offer the community the soft services, the soft services.  We do not 

offer many hard services because we are a private hospital rather than a 

hospital affiliated to medical care corporate and a hospital affiliated to 

religious medical care corporate, it is impossible for us often to take one or 
two million dollars to some something like healthy stairs without funding. (A 

high-ranking leader, B1) 

老實講這個也是目前我們唯一比較美中不足的地方，其實我們醫院做健康

營造也很久了，我們基本上會提供社區的是在「軟質」的服務、「軟件」

的服務，硬體的我們不多，因為我們是私人醫院，我們不是什麼財團法人、

不是教會，不可能一天到晚拿一百萬、兩百萬，去做什麼健康步道啦這些

的，因為在沒有經費的情況之下，這些的確是過去在硬體上，我們並沒有

對社區做很多這樣子的部分。(高階主管，B1) 

Regarding the focal tasks this year, we pushed those things.  Like I just 

mentioned that I am the third (executive secretary of the HPH 
committee)…the programs were identified but they have not been initiated yet.  

Perhaps, to them, there are too many things to do.  (A high-ranking manager 

of the HPH committee, B2 ) 

今年度工作重點。所以我們就是在 push 這些事情。像我剛講第三個，就

到現在還沒有，恩，方案出來了。可是他們一直都還沒有啟動。可能對他

們來講，可能事情有點多吧！(健康促進醫院委員會資深管理者，B2) 

Ineffective project 
management 

(Regarding the international case of smoking quitting integrated into surgery 

process) So when it comes to it, I think why no one thought about it before.  

That is because we are very dull.  To this kind of responsibility, people did 

not use brain to think about how to do. (A high-ranking leader) 

所以講到這一點我是想到說，為什麼以前都沒有想到過，因為以前我們都

很死死的嘛，對於這樣的責任沒有用腦袋瓜去想想說對啊，我要怎麼做。

(高階主管) 

It is not hard to persuade those divisions to work on those things (HPH).  The 

difficulty is that we have a lot of things to work on.  It is pretty natural to 

spend time on things which are more urgent.  In turn, the planned things 

would get behind.  (A high-ranking manager of the HPH committee, B2 ) 

恩，說服那些單位來做那些事，其實不困難。困難的是我們手上都有很多

事，很容易就比較急的事情就把時間搶去了。所以，原本預訂好的事情就

會把在後頭去了。(健康促進醫院委員會資深管理者，B2) 

We found that the government policies lack links. So, it was hard to follow up 
when we cooperated with the government policies. (FN2_0611)  

我們發現政府政策沒有聯結性，所以當我們再配合政府政策的時候，很難

去做追蹤的工作。(參與觀察會場紀錄) 

Our outcome was not well represented although we put it (health promotion) 

into practice. (A coordinator of the HPH committee, B4) 

其實很多家醫院都有在做，也有在落實，而我發現雖然有落實，但我們的

成果展現其實是相當有限的。(健康促進醫院委員會協調者，B4) 
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Transactional barriers (continued) 

Loose project 

management 

The way we often did was like that the local health authorities asked us to do 

some things and then we cooperated with them to do that.  So you feel that 

things could easily happen is that I wanted to do one thing but there was no 

numeric goal.  Accordingly, you would not have a more concrete evaluation 
method and it was not easy to evaluate the outcome.  Mostly, like patient 

education you have done, what you often got is the number of activities, 

satisfaction.  It was not based on patients’ need assessment and  you do that 

education.  So you cannot evaluate changes in knowledge and behaviors after 

medication safety intervention.  (A high-ranking manager of the HPH 

committee, B2) 

因為我們常常做的事情，比如說衛生單位要求要做什麼事，所以我們就去

配合他要求去做事，所以你會覺得比較容易產生的狀況是，我要去做一件

事情，可是沒有一個很數字化的 goal。那相對的，你就不會有一個比較具

體的評值成效的方法，不容易去 measure 那個 outcome。大部分都比較

是，就像你做那個 patient education，可是你得到的常常都是多少場次、滿

意度，可是它不是，因為我們不是assess民眾的需求，所以去做那個

education，所以你沒有辦法去評估這些民眾在你做完用藥安全之後，用藥

安全講座之後，他們對於用藥安全的知識提升跟行為的改變，那其實知識

提升跟行為的改變，當然行為改變比較重要，可使每次可以得到可能就是

考試前測後測之改變，就是沒有辦法去 measure behavior change 的部份。

那我就會常覺得其實那是比較 weak 的地方。(健康促進醫院委員會資深

管理者，B2) 

I feel that perhaps next year or the year after  might become better because, 

this past year, we had to submit the report on short notice when we secured the 

standard and submitted the application.  It is impossibe to have time to design 

how to do.  So, you found that you presented whatever you had.  What you 

represented followed the policies of health authorities.  They did not ask you 
to do that much and only asked you to show the number of activities and 

participants.  (A high-ranking manager of the HPH committee, B2 ) 

我是覺得也許明後年會更好，因為我就是說，我拿到那個標準以後，很短

的時間就要交報告了，交那個申請。你怎麼可能有時間去構圖說那個怎麼

做，所以你就發現你就是把現有的東西拿來給他看。拿來給他看，現有的

東西都是FOLLOW衛生單位的政策，所以他沒有要求你要做這麼多，他給

你的目標也是請完成幾場什麼事情、請告訴我有做這些事情的有多少人這

樣子而已。(健康促進醫院委員會資深管理者，B2) 

Lack of 

integration 

You will find a lot of things lacking integration, lacking a key person who 
does integration. (A coordinator of the HPH committee, B4) 

只是你會發現說很多缺少整合，缺乏整合的 keyperson 的人這樣而已。(健

康促進醫院委員會協調者，B4)  
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Transactional barriers (continued) 

Inadequate staff 

participation  

Poor job-person match due to inadequate understanding and skills of HP)  

The first barrier is related to people.  In fact, not many people in hospital do 

have such a concept.  It used to be handled by Department of Community 

Medicine.  The whole hospital does not really have this concept.  (A 

high-ranking leader, B1) 

第一個「人」，其實醫院也不見得這麼多人真的有這樣的概念，過去這個

都是在我們社區醫學部做，全院不見得有什麼概念。(高階主管，B1) 

Low staff motivation due to overburdened staff  

We have been around for a long time.  The hospital has no objection for us if 

we want to do some things.  But, we just do not have time.  (There are) too 

many things. Yeah, (There are) too many things…The annual policy focused 

on business plan which was more about financial measurement rather than 

quality of plans.  It is more about whether the job has been done and whether 

service revenue reaches the objective.  (A high-ranking manager of the HPH 

committee, B2) 

其實我們在這裡待得滿久了，我們想做一些事情，院方也不會不支持。只

是說沒有時間，事情太多。對阿，事情太多。(健康促進醫院委員會資深

管理者，B2) 

Low staff motivation due to lack of quality-inclusive performance system  

The annual policy focused on business plan which was more about financial 

measurement rather than quality of plans.  It is more about whether the job 

has been done and whether service revenue achieves the objective. (A 

high-ranking manager of the HPH committee, B2 ) 

可是那個年度方針比較在經營計劃，所以比較是財務面的measure，它不

會到計畫的quality，目前的程度還是在事情有沒有被做完？服務的營收有

沒有達標？(健康促進醫院委員會資深管理者，B2) 
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Appendix 8.2 Structure of the HPH committee in Case Hospital II 
 

 

 

 

 

 

Source: Documents from the case hospital II 
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Appendix 8.3 Staff health promotion issues and corresponding strategies undertaken by case hospital II  

 

Hospital  II 

Issue  
Build healthy public policy 

Create supportive 

environments 

Strengthen community 

actions 
Develop personal skills Reorient health services 

Increase the 

rate of 

preventive 

services and 

health 

management  

- Integrating preventive 

services sponsored by the 

government into an annual 

health examination scheme 

- Incorporate physical fitness 

into annual scheme of the 

health examination  

 

- Establish staff internet 

platform for health 

screening  

Holding a competition for 

each unit  

- Strengthen the impression 

of health screening results  

through staff internet 

platform for health 

screening  

- Hospital medical 

professionals involved 

providing health 

screening particularly for 

staff 

Reduce weight 

of staff with 

BMI above 24  

- Providing budget for 

qualified staff to join the 

weight loss class free   

- Seminars for nutrition 

incorporated into hospital 

score credits  

Providing free utilization of  

facilities in the Centre for 

Exercise Management  

- Sending invitation to staff 

with BMI above 24  

- Group competition  

- Blog diffusion  

- Lectures for nutrition  

- Diet records 

- Individual consultation for 

diet 

- Individual suggestions for 

exercise  

- Hospital medical 

professionals involved 

providing health services 

particularly for hospital 

staff  

Reduce 
computer pain  

 (2009 in 

progress)  

 Providing material for 
computer healthy gymnastics    

Training seeded staff 
members from the units 

Suggestions provided for 
posture adjustment  

- Hospital medical 
professionals involved in 

providing materials and 

guidelines for correct 

posture of staff  
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Appendix 8.4 Structure of Department of Community Medicine in Case Hospital II 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Division of 

Community Care 
Division of Social 

Work 

Centre for Health 
Screening 

 

Centre for Health 

 

Division of Health 
Management 

 

Division of Family 

Medicine 

 

Division of 

Occupation Medicine 

Division of 

Geriatrics 

 

Centre for Weight 

Management 

Department of Community Medicine 

Department Office 

Centre for Community Health Building  

Community Medical Groups  

Public Health Groups  

 

Nursing 

Home 

Home 

Care 

Health 

Promotion 



374 
 

Appendix 9.1 Quote examples for Case Study III 

Conceptions of HPH 

Extension of health 

promotion target 

groups 

應該不是只有在治療疾病而已，它要塑造一個健康的環境，就是它醫院不

是只有做治療而已，它應該要有往前做預防，做健康促進這樣子的一個組

織，在這樣的一個想法下，讓醫院自己的員工或者附近社區的人瞭解什麼

叫健康促進的概念，把這種結合已經既有的一些醫療專業人員，有一些跨

科室，從事一些健康促進的活動，讓員工能夠從身體、生理到心理的一個

健康作預防促進，變成你有提到剛剛那個 awareness 的觀念，這個觀念也

可以把它擴散到社區，所以有時候這個健康促進醫院，這個醫院的組織，

不是只有 local 在醫院而已，它應該涵蓋在社區，所以現在比較廣義談健

康促進醫院應該有員工以外，還有涵蓋到它周邊社區部份的推廣。(醫療

科中階主管，C6) 

Prevention of 

diseases 

所以如果說你就單純醫療人員的健康促進來說，把它延伸到疾病初級預

防，我們認為它是健康促進。疾病發生之後的處理，它就等於醫療而已，

不再叫作健康促進。所以目前醫院的角色在健康促進這一塊，其實它有一

定的難度。(醫療科高階主管，C4) 

Health orientation  

如果是從 health promotion 要回到病人本身和病人家屬還有我們的同仁、

還有整個醫院的環境…所以你做得每一件事情，發生的 daily routine，或者

你的 task，可以把它 incorporate 進去 health promotion 的概念。(高階主管，

C1) 

Transformational Achievement 

Fine-tuned HP 

mission and 

strategy 

一般在訂策略目標是院長有個總策略目標，今年度他就會把這東西放進，

就是健康促進，各科室你能達到、做到跟健康促進有相關的部分，我們跟

院長連結，把院長整個策略能推下來做，這是我們當中層主管用這樣的方

式來看這件事。那健康促進應該是長期存在的概念、應該是長期存在的概

念，而不是只做幾年。(行政中階主管，C8) 

Transactional Achievement 

Multisector 
所以這本來就是我們要做的一塊，只是以前在做可能是人事室來做，現在

透過科室整合來做，反而成效會更好。(行政中階主管，C9) 

Integration into 

systems 

我們最早由伯斯大學協助資料整理與評估，那時候伯斯大學做比較多。當

初我們有成立健康促進醫院委員會，開了一、二次會，後來我們把他廢了，

不代表我們就不做，只是不把他當作一個議題來做。我們融入各科來做，

每一個科都要提一個健康促進的計畫。院長每年會提出重點方針，各科部

提出專案來做。(健康促進醫院協調人，C3) 

Improved project 
managements 

九十四年跟伯斯大學合作告一個段落後，九十五年我們還有持續、後續的

合作。就我們四個組來講，伯斯大學幫我們的合作到九十五年初大概告一

段落。伯斯大學老師幫助我們在社區的部份，幫我們做一些方案的評估、

做我們社區民眾需求評估，所以跟伯斯大學老師合作，跟該大學計畫中止

之後，社區組還持續合作。(健康促進醫院協調人，C3) 

Transformational enablers  

Supportive 

external contexts 

for HPH 

Supportive extramural policies/regulations 

我們看到也把健康促進的議題當中擺在評鑑指標裡面，可以看到醫院經營

取向裡面，以健康促近為取向的模式是受到重視的。(健康促進醫院協調

人，C3) 

Funding supports from the government 

就去年申請一個衛生署的失智整合計畫費用，衛生署有補助，包括培訓一

個很好的整合失智個管師，甚至我們還有去別的地方標竿學習。(醫療人

員，C10) 
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Transformational enablers (continued) 

Supportive 

external contexts 

for HPH 

(continued) 

第二個我們現在做的就是台灣流行病學的調查，我們現在在寫的，我們跟

約翰大學機構在寫，希望透過學術單位的合作，透過健保資料，健保資料

不會騙人吧，你說健保騙人我就沒辦法，透過健保資料的研究來證實這些

病人是存在的，而且它醫療花費的情形、合併的情形，他的發展其實是越

來越多人，透過這樣健保資料的呈現，再做一個資料的統計，告訴政府、

或是國健局說這個病人我們如果能夠提供適當的治療給他，這些病人可以

免於生活上的障礙。(醫療科高階主管，C2) 

大概九四、九五、九六，至少這幾年我們幾乎是引領風潮在走，尤其我們

是通過新制醫院評鑑，我們大概是在院長講的浪頭上，所以我們很能夠知

道溫度、水溫在哪裡。所以我們很快就拿到WHO認證，我們早知道水在

哪裡。我們知道那個溫度是後面會跟一票人，早晚都要申請，不如早一點

申請。對阿，所以我跑在前面。(健康促進醫院協調人，C3) 

Supportive 

leadership 

那個大概念帶進來，等於是那個東西要聚焦、聚焦、再聚焦。當你要讓人

家很清楚你要做什麼的時候，你用最上面的東西來帶最下面的東西，尤其

會讓醫師失焦。醫生，我講的是醫師，護理人員比較容易講。醫師在處理

這個東西的時候，你用這麼那麼遠的東西跟他談的時候，我們之間會有距

離，那會有 distance，不容易。醫師都比較現實一點，今天就這個東西，

你要用這個東西跟他講，你用其他這個東西跟他講，到最後他會 dispute 

you，他會覺得你講的是什麼，老是拿大帽子來壓我。所以要 realistic 一點，

就是回到地面上，在地面上工作那幾件事情。這個大帽子可以用，但是在

說明的時候，我們心中知道這個東西是這個樣子，但是回到這個東西的時

候，你要告訴他病人照顧最後會回到這個地方。(高階主管，C1) 

算是很支持，就怕你沒有想法，我們院長是這樣，就怕你沒有想法、不知

道要做什麼，你有什麼要找他幫忙推的、跟他講清楚，他都還蠻支持的，

所以這些題目都是去年在做。那去年還做了節能減碳，甚至更改一些大的

設備，我認為即使你錢買來換也沒有比較好，不如換另外一個系統、把這

設備直接就不要，錢多加一點點，同仁先去跟他講，那他也同意。(行政

中階主管，C8) 

Existing conducive 
missions   

我們強調人性化、溫馨、強調人道關懷來照顧我們的民眾。公立醫院，一

方面符合公立醫院的形象，一方面又符合我們目前市場競爭的態式。九十

三年醫院開始轉型，開始以溫馨化、社區化作為我們兩個發展的主軸。(健

康促進醫院協調人，C3) 

HP-inclusive 
development 

policies 

一般在訂策略目標是院長有個總策略目標，今年度他就會把這東西放進，

就是健康促進，各科室你能達到、做到跟健康促進有相關的部分，我們跟

院長連結，把院長整個策略能推下來做，這是我們當中層主管用這樣的方

式來看這件事。那健康促進應該是長期存在的概念、應該是長期存在的概

念，而不是只做幾年。(行政中階主管，C8) 

Transactional enablers 

Supportive 

intramural 

structures 

當初我們有成立健康促進醫院委員會，開了一、二次會，後來我們把他廢

了，不代表我們就不做，只是不把他當作一個議題來做。我們融入各科來

做，每一個科都要提一個健康促進的計畫。院長每年會提出重點方針，各

科部提出專案來做。(健康促進醫院協調人，C3) 

我們院長動的很快，一個禮拜之內，就叫我們去他的計畫室，就開始要動，

結果他發現一個事情，就像你講的，醫院要給什麼支持，他發現光一個內

科沒有辦法去指揮外科啊，所以他想了一個「黑官」，醫務秘書，就是那

時候弄出來的，他把層級拉到一般的主任之上，其實那是個假的制度啊，

只是一個代號而已，你還是你啊、只是他多編了一個行政名稱而已，就是

為了做這件事而已，所以他那時候有四個醫務秘書，各別管不同的東西，

其中有兩位就是管整合照護。(醫療科高階主管，C4) 
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Transactional enablers (continued) 

Supportive 

intramural 

structures 

(continued) 

我從民國九十四年進到這一家醫院到現在，發現其實對醫院本身來講公立

醫院本來就有名確在照顧病人或者照顧社區這樣子的立場，畢竟以公立醫

院角色來服務這些民眾。民國九十四年，我來以前，醫院面臨到整個公立

醫院的形象，以及公立醫院經營的轉型，所以從民國九十二年開始，慢慢

地開始引進以社區發展為基礎，所以大概從九十年成立社區服務部，後來

到民國九十二年轉型叫作社區健康部，一直到現在。(健康促進醫院協調

人，C2) 

Pro-HP 

systems-Healthy 

policies in place 

我們會有列管，像健檢完成率一定要百分之一百，如果有人沒有來檢查，

甚至連我們院長會去，如果是主管級，院長會下令他什麼時候之內完成。 

(行政專員，C11)  

Pro-HP systems- 
available resources 

Education and Training available and skill support 

我做這邊工作是不是沒有什麼特別的成長，他說其實不用擔心，醫院這邊

也跟整合中心那邊連結說，他提昇我們個管師的智能、發展我們的獨特

性，所以它有一系列的課程，包括在電腦excel技能部分，是護理人員最弱

的，在我自己當臨床護理人員的時候，我只會word，我不會excel，可是當

我接到這個業務時，我反而要用excel，那時候想說糟糕、我不會怎麼辦，

因為那時候李副院長說他那邊有個資源、叫我去找誰，他說有任何問題都

可以請教他，其實包括我們護理科那邊，都ok、可以做一個teaching，包

括我們護理主任也蠻注意個管師在電腦技能上的操作，一定要很熟順，因

為你有一個好的工具才有辦法節省很多時間，相對的在個管師智能、技能

上的提昇，包括上課部分都有請一些老師來上課。(護理人員，C12)  

Information system 

我們是有個整合醫療的建置，因為之前我剛接的時候老實說都還沒有建置

上來，所以我們在通報部分，護理人員會覺得很痛苦，我都要用寫的，很

多東西都要用KEY的，後來在副院長這邊大力推廣下，在某個時段一定要

把電腦通報系統建置好，我們現在建置的部分，那時在副院長那邊已經有

雛型出來，後來我們慢慢做修訂。(護理人員，C12)  

Staff who felt interested in HP 

我是覺得當初可能因為自己身邊的人也是很多失智的，我在負責失智護理

之家已經七、八年了，其實從照顧老人家覺得說真的發現他們很多問題、

可以給他們很多幫助的話，或許怎麼做對他們比較好，我在護理之家看到

一些比較中段、後段，其實前段他們沒有處理，所以像我那時去美國也是

看一看覺得說美國可以做到，事實上台灣也可以試試看，其實也是有一些

熱誠在，因為我對○○醫院也很有熱誠，我在○○醫院出生、在○○醫院

生小孩，我媽媽以前是○○醫院的護理長，我想○○醫院對我來講也是感

情深厚。(醫療人員，C10)  

Volunteer 

所以我們在我們志工當中有護理背景的志工，有醫檢背景的志工，所以我

們如果出去做抽血的檢驗，就用我們的志工來做人力的支援，如果需要相

關護理、扎血糖、衛教，目前有兩位護理的志工來協助，所以我們是有替

代人力來做這些健康促進的工作。(醫療人員，C10)  

Funding 

我們這團隊要運作、既然它是病人團體，它每個月都要有活動啊，活動就

要有經費，比如說有些餐點啊，或是有時候會請講師來，外來講師或醫院

講師，會給講師鐘點費，就透過社會服務室的運作，就給經費的support，

經費。(高階主管，C2) 
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Transactional enablers (continued) 

HP-inclusive 

operation 

procedures 

另外一個就是流程的設定嘛，以前就亂，現在就是有個流程嘛，進來以後

routine 就是這樣做、這樣做，都有個流程設定，這就是流程的改造，我們做

都有一致性，書面的記載都有，它已經都設定好流程，這就是進步啊，不管

是流程的設定、硬體的規劃、後續的追蹤，都已經一套的系統出來。(醫療

科高階主管，C2) 

Pro-HP subsystems 

這個部份院長有一些支持，所以像心理師去做這樣的一個課程時，院長馬上

將這工作列入績效的點數，所以可能會有一些獎金或工作的考績等等，因為

院長重視這件事情，所以他會把這部份跟人事的獎勵結合起來。(醫療科中

階主管，C6) 

Integration into 

quality 

management 

systems 

我們最早由伯斯大學協助資料整理與評估，那時候伯斯大學做比較多。當初

我們有成立健康促進醫院委員會，開了一、二次會，後來我們把他廢了，不

代表我們就不做，只是不把他當作一個議題來做。我們融入各科來做，每一

個科都要提一個健康促進的計畫。院長每年會提出重點方針，各科部提出專

案來做。(健康促進醫院協調人，C3) 

而且像我這業務是每週在院務會議都列管，院務會議是院長召開的主管會

議，我這邊是屬於列管的，可見得是院長蠻重視這個區塊，我總是不能掛零

吧，一定會有數字，所以像我在一個月下來的話，每個禮拜下來、起碼也有

五到八件也有，所以不能掛零，真的覺得不是那麼OK的。(護理人員，C12) 

Effective 

management 

practices-effective 

project 

management 

Highlight the focus 

那個大概念帶進來，等於是那個東西要聚焦、聚焦、再聚焦。當你要讓人家

很清楚你要做什麼的時候，你用最上面的東西來帶最下面的東西，尤其會讓

醫師失焦。醫生，我講的是醫師，護理人員比較容易講。醫師在處理這個東

西的時候，你用這麼那麼遠的東西跟他談的時候，我們之間會有距離，那會

有 distance，不容易。醫師都比較現實一點，今天就這個東西，你要用這個

東西跟他講，你用其他這個東西跟他講，到最後他會 dispute you，他會覺得

你講的是什麼，老是拿大帽子來壓我。所以要 realistic 一點，就是回到地面

上，在地面上工作那幾件事情。這個大帽子可以用，但是在說明的時候，我

們心中知道這個東西是這個樣子，但是回到這個東西的時候，你要告訴他病

人照顧最後會回到這個地方。(高階主管，C1)  

Prioritisation 

人力有限，你還是要舉幾件事情去讓這件事情，等於是把這件事情拉出來，

耶~這個事，有這個概念去做。所以這個要去拉出來，讓他在方向性上要去

改的，也讓同仁知道像這樣的東西，請要記得，我們要往這個方向去走。(高

階主管，C1)  

Needs assessment 

現在目前在做的，以前在用那個 GHQ12，大概就先評估一些身體焦慮憂慮

的一些狀況，再看看一些壓力量表上作對照，目前還要看明年初的時候，現

在還在做一些整理。(醫療科中階主管，C6)  

Effective 

management 

practices- 
Benchmarking and 

PDCA 

去年申請一個衛生署的失智整合計畫費用，衛生署有補助，包括培訓一個很

好的整合失智個管師，甚至我們還有去別的地方標竿學習。(醫療人員，C10) 

現在做來，都有達到當初想達到的預值，所以當初 97 年在做的時候、好像

已經做了三年，可是我總覺得一個案子只做一年，只是為了做一個案子、把

它了結。可是你做兩年、三年，你是真的在盯這件事情，讓醫院知道這個永

遠是目標，不是做一下子而已，我即使訂幾百公斤、微量降幅來講，我都是

讓他去推這個案子，他會習慣這件事，習慣通報，習慣開始有人盯，你一上

來我們就會請你寫 PDCA，所以我們有列管，甚至於這已經成為指標，當它

成為指標，就變成每個月列管、每季成果報告，所以就不是只是做一下子，

讓它變成經常性質，就是列管讓它不要再上去，所以我們的指標管理系統是

有這一項，感染廢棄物量。(行政中階主管，C8) 
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Transactional enablers (continued) 

Effective 

management 

practices- use of 

local resources 

有時候是你自己弄，然後別人就會來幫忙，其實是相輔相成的，就會很多

東西一直進來，當然要找社會的，我現在是台中市失智協會理事，那社區

協會也會進來幫忙我。(醫療人員，C10) 

Increased staff 

motivation 

在醫院中，醫師出去做健康促進的社區服務，醫師、護理人員出去做，他

們都可以加獎勵金，以及公共服務點數，因為那個點數不多，但是鼓勵性

質，在同仁的部分，有時候呈報我都會一起把他們放在裡頭、名單一起出

去，如果那部分有加點、就大家一起加點，就是有獎勵金的，另外醫院當

中，基本薪是不變的，醫院還有獎勵金可以加，我的部分會考慮到同仁的

出勤狀況來做各別的加點。(健康促進醫院協調人，C3) 

雖然醫院有算勞務業績給你，可是那種刺激不是很大，勞務業績就是給一

部分的 PPF 給他，那種動力不大，不過我比較不擔心是，很多醫生做了他

得到很多額外的收入啦，額外的收穫，因為病人對他很尊敬，他的壓力也

減輕很多，比方我一個病人就很嘍嗦，我其他醫生進來之後他就真的好很

多，所以他就願意互相幫忙，那種文化的形成我覺得很好，慢慢全體就會

習慣。(醫療科高階主管，C4) 

很少耶，不曉得跟中國文化有沒有關係，就是樂於助人，你只要開口、他

不會拒絕你，只要開口，有求於他，他幾乎不會拒絕你。尤其台灣的人合

群，我再打電話，所以再冷漠的醫生我只要打電話、我們真的很需要你幫

忙，他都會處理，所以你只要有求於他、他幾乎不會拒絕你，對他來說也

是小事一椿，事後再給他回饋，把病人的狀況告訴他、他那次的出席貢獻

很多，他就 feedback 越來越強，下次只要幹事打電話給他就出席。(醫療

科高階主管，C4) 

Transformational barriers 

Insufficient 

support from 

external 

environments 

Incoherent government policies - vicissitudes in policy environments 

我覺得在政府政策的不確定性，在政府的政策問題來講，其實從社區健康

營造、到社區認證，這過程究竟「醫院」在社區健康促進的角色，是從營

造的角色、還是健康促進的角色、還是陪伴的角色，這當中國健局的政策

也一直很模糊，還好醫院本身是有部分的經費來提供這樣的活動，但是如

果對於社區民眾更長遠的層面，應該給醫院參與社區健康的活動，一個明

確的方向，那部分或許我們會更清楚知道，一步一步、按步就班我怎麼去

達到那個目標，而不是今年的計畫叫「健康營造」就申請健康營造，明年

改成「健康認證」、「社區認證」，那個就完全不一樣，因為在計畫本身

的要求跟目標上是不同的。(健康促進醫院協調人，C3) 

Insufficient resource inputs from external environments - Scanty NHI 

coverage of HP 

它沒有經費的支持，健保局付的是疾病的治療。(醫療科高階主管，C4) 

Insufficient resource inputs from external environments - lack of grassroots 

momentum 

我們一直缺乏有利的社區資源單位。例如說，有些醫院有扶輪社、獅子會、

什麼團體support做、他就是推，那我們是找里長一起合作，里長也有他選

舉的考慮，有些社區資源單位他們在推的時候，他們會給錢，我醫院只要

出人力，場地他會幫我處理好，我們相對缺乏這些社區資源單位，我會推

得比較辛苦，因為包括點啦、包括各方面，衛生局、所跟我們配合也都還

不錯，不過衛生局、所它也有經費、人力上的限制，所以我想如果再繼續

推下去，除了醫院內部整合之外，外面我們也在積極尋找有沒有有利的資

源單位，跟我們配搭來做。(健康促進醫院協調人，C3) 
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Transformational barriers (continued) 

Insufficient 

support from 

external 

environments 

Insufficient resource inputs from external environments - lack of external 

operational support 

台灣健康促進醫院發展幾年的經驗當中缺乏有人可以帶著走…我覺得我

們一直不斷在做，但是我們缺少一個外面的人來幫我看，我做得OK不

OK，當然在當初輔導健康促進醫院的過程，我們跟伯斯大學機構嚐試建

立這樣的互動跟合作，他有點是參與進來、提供我們諮詢意見單位，但合

作關係到一個段落的時候，我們就沒有這樣長期可以諮詢的對象。(健康

促進醫院協調人，C3) 

Lack of references - lack of HPH evidence  

健康促進，我做一百人，只有一個疾病預防，效益很差。目前的證據都很

少有，證據告訴我們這種健康促進的活動到底它的效益好不好。(醫療科

高階主管，C4) 

Competing mission 

健康促進醫院的議題在當年其實對九十四年醫院要接受第一次新制醫院

評鑑，所以這個議題並不會受到醫院的重視。同時，九十四年五月起是要

九十五年申請國家品質獎，國家品質獎的申請和取得、和通過新制醫院評

鑑對醫院之重要性遠超過健康促進醫院之認證。(健康促進醫院協調人，

C3) 

Transactional barriers (continued) 

Ineffective 

structures 

Engulfed HP function when integrated in to quality 

我們考量到實際運作面做大規模整併，就把健康促進委員會應該併入全面

品質委員會，併入全面品質委員會當中，就缺乏健康促進的概念，以品質

管理做管理的基礎，留下來的就是國家品質獎幾個組，包括顧客市場組、

流程組幾個組作為我們運作的方向。但是這樣的結果會造成健康促進醫院

似乎在委員會整併之後，理論上，功能要被整併，實際上，委員會幾乎是

不存在的，也就是連功能都不存在。(健康促進醫院協調人，C3) 

Poorly defined division of labour 

之前，合作分工沒有那麼細，所以中間會有小小漏洞。然後另外還有溝通

上，有時候會有漏掉，沒有講得這麼清楚。我們今年有在做改善，把工作

項目權責再分細一點。(勞工人員，C11) 

Insufficient 

systemic support  

Lacks of resources – funding and manpower 

我們主管是滿支持這個計畫，他很積極推展這樣的管理，但是經費上面比

較會有限制。比如說要做這樣的管理還是要花很多心力，可能需要多一個

人來協助，像聘一個助理，但是他覺得希望借有現在的能力去做。(勞工

人員，C11) 

Lacks of resources – limitation of funding in public hospitals 

大概就是經費部分的挪用，它有年度問題，它有科目、要編列預算，就算

長官說要支持你，可是科目只侷限在百分之 5做這個用途，不可能多，像

私人醫院董事會通過就可以追加，私人醫院可以跨年度，五年國內旅遊都

沒有參加、你要一次的國外、OK，選擇性就比較大。(中階行政主管，C9) 

Lack of HPH-related education 

其實，在我們醫院當中，就是沒有經過一個健康促進醫院的洗禮，所謂的

洗禮，或許以前，伯斯大學在跟我們合作之時候並沒有辦了很多的訓練課

程在教大家什麼叫作健康促進醫院，所以我們醫院的健康促進醫院模式，

或者是大家對健康促進之概念，絕對來自於臨床我們所看到的、所做的過

程。其實，不只問院長，其實每一個人對健康促進的概念絕對不同。因為，

真的，沒有經過文化的摧毀(洗腦、洗腦)。那個叫作健康促進醫院，你要

做到這個，沒有。你完全就是照你自己想做，配合醫院主旨下發展。(健

康促進醫院協調人，C3) 
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Transactional barriers (continued) 

Loose project 
management 

Loose project management- need identification 

推動困難是說，我們提供的這項需求是不是真的員工需要的，有時候這種

東西常要做雙向的互動跟回饋，基本上這部份是我覺得比較困難的。(醫

療科中階主管，C6)  

Loose project management- approach targets 

這種東西應該說我覺得困難的部份並不是做執行推廣的工作，而是你怎麼

讓每個人知道說他自己的需求在那個地方，他都有聽到那個東西，而且他

能夠適當地來尋求一些諮詢。(醫療科中階主管，C6) 

Loose project management - lack of evaluation due to limited know-how 

我們很需要學術單位用學術眼光進來看這東西怎麼去量化它，怎麼去找結

構上比較根本的問題，那是我們比較弱的，因為我們懂的是醫療，不是策

略性的研究，可是事實上在做的時候，這些都會有變化，我們沒辦法針測，

可是我們做三年之後感覺醫院有變化，你又沒辦法講清楚這醫院有什麼變

化，如果可以展現給人家看，唯一能展現給人家看是醫療糾紛數下降，那

個不是很重要的東西，醫療本來就不是要產生醫療糾紛嘛，怎麼會把它當

做主要目標來展現，我也會覺得很奇怪，可是你能看到的就是這樣。(醫

療科高階主管，C4) 

Loose project management - lack of evaluation due to limited time and 

manpower 

(有關數字資料整理) 沒有，一定要靠人工，對。所以沒有專人的話，可能

不會有人特別去動，因為你要先從個案登記資料、先去撈名單，然後再去

把病歷一本本調出來翻閱，找裡面的資料、去做抄錄的動作。(醫療人員，

C7) 

Lack of integration  

醫院當中我們很清楚以顧客為中心、以病人為中心，我們做整合照護。那

是在醫院當中，在組織的價值和精神當中我們去做。所以，在這樣的脈絡

之下，被要求的政策我要做，醫院主體發展的東西我要做。如果健康促進

醫院是一個認證，單位說我要達到什麼樣的標準那我也要做。好像看起來

我們缺乏整合的過程，而什麼都要做。(健康促進醫院協調人，C3) 

Insufficient communication 

之前，合作分工沒有那麼細，所以中間會有小小漏洞。然後另外還有溝通

上，有時候會有漏掉，沒有講得這麼清楚。我們今年有在做改善，把工作

項目權責再分細一點。(勞安人員，C11) 

Invisibility of HP activities  

不知道霍華德老師是否有跟你說，今年八月評鑑的時候，他問了一些員工

是否知道醫院在做健康促進醫院，員工都說不知道，他就 challenge 我這

一塊。(健康促進醫院協調人，C3) 

Inability to drive HP to home of staff  

這個困難是人的問題，大部分是人的問題。你怎樣讓完全沒概念的人有概

念，怎樣過去沒有氣氛的人要有這種氣氛，怎樣去讓人去欣然接受這個想

法，怎樣讓同仁知道這個叫作 health promotion。(醫療科高階主管，C1) 

Decreased staff 
participation 

Inproficiency in English 

因為我們現在要做的是要跟國外連線，國外都是要用英文啊，你知道我們

個管師哪有英文的能力，中文弄得不錯就好了，你還要有英文能力，有時

候要跟國外連線，都要英文啊，所以這就是我們的weak point。 (醫療科高

階主管，C2) 
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Transactional barriers (continued) 

Decreased staff 

participation 
(continued) 

Inadequate understanding and skills of HP 

才能夠讓我們同仁慢慢透過這樣知道什麼是健康促進，因為健康促進概念

我覺得同仁還不是很瞭解，還沒有那麼容易瞭解，我們講一句話，健康促

進有哪幾個面向，有些同仁還講不出來，那也不能怪他們，他們接受的是

醫療啊，主要在急性醫療啊，健康促進是已經一個很大的 picture，要一個

醫院、一個醫生來做健康促進，我覺得是不太容易啦，一個科也不容易，

甚至一個醫院要真正去落實推到健康促進，也相當吃力。(醫療科高階主

管，C2) 

Deferred by overburden 

院長很重視啊，因為病人安全是常常在發生的，這東西以我們要去做品質

改善的觀念想法一定會重視，會要求一定要做，所以做病安的人大部分都

很累、想要休息一下，因為工作 loading 很大，上面重視我們就要做很多

事。(醫療科中階主管，C5) 

Value of HPH not full delivered 

政策應該是這樣，你需求是上面給的嘛，沒有問，沒有先從底下做一些比

如說問卷，就那個需求的迫切性，當然那個需要是需要的啦！但是這樣一

個推動的時候，開始還是要，我的意思是說，縱然這種東西的 initiation 不

太一樣，做一些工作原則的宣導，讓使用者還有員工知道說為什麼醫院要

做這個健康促進，而不是說因為政策下來，所以我們在做這樣一個計畫。

(醫療科中階主管，C6) 
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Appendix 9.2 Staff health promotion issues and corresponding strategies undertaken by case hospital III  

 

Hospital  II 

Issue  
Build healthy public policy 

Create supportive 

environments 

Strengthen community 

actions 
Develop personal skills Reorient health services 

Increase the 
rate of 

preventive 

services and 
health 

management  

- Clarifying responsibilities 
with relevant departments  

- Linking to individual 

performance for 

compulsory items  

- Integrating preventive 

services sponsored by the 

government into an annual 

health examination scheme 

- Becoming regular 

follow-up indicators  

- The committee will follow 
up the implementation of 

health management  

- Standardizing the 
follow-up procedure  

 - Health seminars  - Family doctors explain 
the result of health 

examination to staff in 

person  

Mental 

health 

promotion  

 - Providing varied clubs  
- Providing free counseling  

- Nurses participated in 

seeded training for mental 

health promotion  

- Mental health seminars 
- Relaxing skills and stress 

management  

- Psychiatric doctors within 

the hospital were involved 

in the counselling service 

delivery  


