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ABSTRACT

Background There is increasing focus on hospitals to provide health promotion (HP) to patients who smoke, misuse alcohol, are obese or

physically inactive, yet there is little published literature on assessment and HP in English hospitals.

Methods Thirty hospitals participated in national audits, both in 2009 and 2011, to assess HP in hospitalized patients. Random samples of 100

patients were selected per hospital per year.

Results Between the 2009 and 2011 audit, assessment rates increased for smoking (82 versus 86%; P , 0.001) and obesity (38 versus 53%;

P , 0.001), alcohol assessments remained similar (71 versus 73%; P ¼ 0.123) and physical activity assessments decreased (34 versus 28%;

P , 0.001). Provision of HP was similar in both audits for smoking (22 versus 26%; P ¼ 0.17), alcohol misuse (47 versus 44%; P ¼ 0.12) and

physical inactivity (43 versus 44%; P ¼ 0.865), but fell for obesity (26 versus 14%; P , 0.001). Few hospitals met the standards for assessment

and HP for each risk factor.

Conclusions Whilst patients are being assessed for most lifestyle risk factors, and despite an increased policy focus, there remains little evidence

of HP practice in English hospitals. There is potential for health gain across England that could be exploited through wider provision of HP for

hospitalized patients.
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Background

Health promotion (HP) is defined as ‘the process of enabling
people to increase control over their health and its determi-
nants, and thereby improve their health’.1 In 2004, the World
Health Organization published standards for health promo-
tion in hospitals, recommending that all health organizations
should have a policy for HP, ensure HP interventions are
established in all patient pathways and systematically assess
patients’ needs for HP interventions.2 More recently, the
Government’s strategy for public health in England empha-
sizes the responsibility of all healthcare organizations to
deliver effective public health measures, helping the popula-
tion lead healthier lifestyles,3 an approach further endorsed by
the NHS Future Forum’s report aiming to ‘make every
contact count’ (MECC).4

In England, an estimated 20% of adults smoke,5 26% of
men and 17% of women consume more alcohol than the
recommended weekly amount,6 around 25% of adults are
classified as obese,7 and 63% of men and 76% of women do
not meet current national guidelines for physical activity.8

These lifestyle-related risk factors are causally associated with
various medical problems worldwide, such as cardiovascular
disease and several cancers,9 the burden of which falls most
heavily upon those within the lowest socioeconomic status
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groups.10 With emergency hospital admission rates positively
correlated with measures of deprivation,11 hospitals may be
their first point of contact with a healthcare professional. By
virtue of being hospitalized, the patient has healthcare needs
(that may or may not be related to any current lifestyle issues)
and as such may be receptive to improving their own health.12

This opportunity means that frontline healthcare workers are
in a key position to promote healthy lifestyles and contribute
to public health goals directly.

Information is lacking in the literature on how well life-
style factors are assessed in the English hospital setting and
what happens subsequently to patients engaging in risky
behaviours. A nine hospital audit across Greater Manchester
in 2006 reported that 29% of hospital inpatients were smok-
ers, 18% were harmful/hazardous drinkers, 30% were obese
and 38% were physically inactive.13 Approximately 80% of
inpatients were assessed for risk factors such as smoking
and alcohol and ,12% were assessed for obesity and phys-
ical activity. Other available research is often limited to
single-site studies, offering little generalization.14,15 There
is also a need to understand how hospital HP work is chan-
ging at a time when it is increasingly being encouraged
in policy,3 but is also competing with heavy resource and
financial pressures.

The National Health Promotion in Hospitals Audit was
developed by the Clinical Effectiveness Unit at Stockport
NHS Foundation Trust to evaluate how these risk factors
were addressed in English hospitals against pre-set standards.
The national audits that took place in 200916 and 201117

aimed to investigate the current level of assessment of
smoking, alcohol misuse, obesity and physical inactivity in
English hospitals and what proportions of these patients were
offered or received HP. Whilst the overall findings of these
audits have been published elsewhere,16,17 this paper reports
on completion of the audit cycle amongst 30 hospitals. We
compare the differences in levels of assessment and HP over
that time period within those hospitals that participated in
both national audits (2009 and 2011).

Methods

Participation

All acute trusts in England (n ¼ 167), were invited to partici-
pate in the National Health Promotion in Hospitals Audits
via written and telephone invitation. Fifty-three acute hospi-
tals agreed to participate in 2009 and 55 in 2011, correspond-
ing to nearly a third of the 167 acute trusts in England.
Amongst these, 30 hospitals participated in both the 2009
and 2011 audits and are used in this comparative analysis.

Sampling

The audit required a random sample of 100 hospital inpatients.
For the 2009 audit, selected patients were discharged between
5 January and 30 January 2009, and for the 2011 audit,
patients were discharged between 1 March and 31 March 2011
(both inclusive). The inclusion criteria for selected patients
were admitted for at least 1 day; discharged alive from either a
medical or surgical ward and aged 17 years or older. The ex-
clusion criteria included day cases, outpatients, patients who
were neither surgical nor medical (e.g. maternity or rehabilita-
tion patients) and patients with terminal illnesses.

Standards

The standards (Table 1), based on findings from a previous
regional audit,13 were reaffirmed by the national steering
group and were the same for both audits. These realistic
(rather than ideal) standards were set for the proportion of all
patients assessed for each lifestyle factor (e.g. proportion of all
patients asked about smoking status) and the proportion of
patients with a risk factor given HP (e.g. the proportion of
obese patients who were given HP for achieving a healthy
weight). HP included verbal advice, written advice and refer-
ral to an HP specialist or service.

Data

The case note audit methodology was the same for both
audits; an audit proforma was developed based on the stan-
dards. A public website (www.nhphaudit.org) was created in
2008 and provided a secure login area for local trust staff to
enter data and to access their summary reports via a secure
database. All patients were given a unique identifier at each
trust site, therefore no identifiable information was entered
on the NHPHA website.

All participating hospitals were required to undertake
repeat audits on 10 case notes randomly selected by the
website for verification. This was done by a different auditor
to compare inter-rater reliability.

Table 1 List of standards for both the 2009 and 2011 audits

Risk factor Assessment

standard

HP standard

Smoking 100% of patients 35% of smokers

Alcohol misuse 95% of patients 50% of hazardous/harmful

drinkers

Obesity 45% of patients 45% of obese patients

Physical inactivity 35% of patients 45% of physically inactive

patients
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Data were downloaded from the online database, coded
and analysed in SPSS (version 20).

Results

Patient demographics

A total of 30 hospitals participated in both national audits: 17
hospitals from the north of England, 3 from the midlands
and 10 from the south (see Supplementary data, Figure S1).
The case notes of 3000 and 2952 patients were audited in
2009 and 2011, respectively (3 hospitals in 2011 did not iden-
tify all 100 cases). The age and gender demographics of the
two samples were statistically similar (see Table 2). Patients’
median length of stay in hospital fell from 4 days in 2009 to 3
days in 2011 and was found to have a significantly different
distribution (P , 0.001).

For the 2009 and 2011 case note data, the agreement
between the original auditor and the independent verifier was
high, averaging over 90% across key indicators and measured
by Cohen’s kappa co-efficient (k ¼ 0.33–1.00 and k ¼ 0.53–
1.00 for 2009 and 2011, respectively), suggesting that the
audited data are reliable. The main findings for each of the fol-
lowing risk factors are summarized in Fig. 1 and Table 3.

Smoking

In 2011, 86% (n ¼ 2535) of all patients were assessed for
smoking, a significant increase on the number of patients
assessed in 2009 (82%; n ¼ 2452; P , 0.001). Five hospitals
showed a significant increase in assessment rates, with one
hospital showing a 40% increase. However, no hospitals met
the 100% assessment standard in 2011 compared with one in
2009. Where assessed, the proportion of current smokers did
not change, being 24% of assessed patients in 2009 and 25%
in 2011 (P ¼ 0.698). Twenty-five per cent of smokers were
given some form of HP in 2011 (n ¼ 159), which is not

significantly different from the 22% of smoking patients in
the 2009 audit (n ¼ 131; P ¼ 0.179). A total of seven hospi-
tals met the 35% HP standard in 2011 compared with nine
hospitals in 2009.

Alcohol misuse

Overall, 73% of patients in the 2011 audit were assessed for
misuse of alcohol (n ¼ 2150), which is not significantly differ-
ent from the 71% assessed in 2009 (n ¼ 2131; P ¼ 0.123).
Six hospitals showed significant increases in their assess-
ment rate between 2009 and 2011, the largest being 48%.
However, no hospitals met the 95% assessment standard in
2011 compared with one hospital in 2009. Where assessed,
the rate of harmful/hazardous drinkers (measured using vali-
dated tools AUDIT-C, AUDIT, FAST, PAT) was less in 2011
than 2009 (10 and 13%, respectively; P , 0.05). Of which,
41% of hazardous/harmful drinkers were found to have evi-
dence of receiving HP in 2011 compared with 47% in 2009,
though the difference is not significant (P ¼ 0.120). Twelve
hospitals in 2011 met the 50% HP standard compared with
14 in 2009.

Obesity

Overall 53% of patients in the 2011 audit were assessed for
obesity (n ¼ 1550), notably above the 45% standard, repre-
senting a significant increase of 15% (n ¼ 1128; P , 0.001).
Fifteen hospitals showed a significant increase in the assess-
ment rate for obesity and 19 hospitals met the 45% assess-
ment standard in 2011, compared with 12 in 2009. A total of
19% of patients assessed for obesity were found to be obese
(with a body mass index of 30 or higher) in 2011 and 22% in
2009 (P ¼ 0.130). Fourteen per cent of obese patients were
given HP in 2011 (n ¼ 41), significantly less than the 26% in
the 2009 audit (n ¼ 64; P , 0.001). Only two hospitals met
the 45% standard for HP for obese patients in 2011 com-
pared with four in 2009.

Physical inactivity

Twenty-eight per cent of all patients in the audit had their
physical activity history recorded in 2011, a statistically signifi-
cant fall from 34% in 2009 (P , 0.001). Six hospitals showed
a significant increase in assessment for physical inactivity;
however, 13 hospitals showed a significant decrease between
2009 and 2011. Nine hospitals met the 35% assessment
standard for physical inactivity in 2011 compared with 13 in
2009. Evidence of inactivity was defined as where the patient
was identified as requiring HP, and 21% of assessed patients
were considered inactive in 2009 and 13% in 2011 (P ,

0.001). A total of 44% of physically inactive patients were

Table 2 Comparison of patient demographics between the 2009 and

2011 audit

Patient demographic 2009 audit

(n ¼ 3000)

2011 audit

(n ¼ 2952)

P value

Age in years, mean (SD) 62.3 (19.7) 61.8 (20.1) P ¼ 0.271

Male, n (%) 1439 (48.0) 1430 (48.4)

Female, n (%) 1561 (52.0) 1522 (51.6) P ¼ 0.714

Length of stay in days,

median (range)

4 (364) 3 (145) P , 0.0001

General medicine, n (%) 1904 (63.5) 1781 (60.3) P ¼ 0.13

General surgery, n (%) 1096 (36.5) 1171 (39.7)
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given HP in 2011 (n ¼ 47) and represented a small number
compared with the other lifestyle factors, but was similar to
the 2009 results in the same hospitals (43%; n ¼ 91; P ¼
0.905). Furthermore, 12 hospitals met the standard for HP in
both audits.

Discussion

Main findings of this study

Between 2009 and 2011, patient assessment for smoking
and obesity has significantly improved in the participating

hospitals (þ4% and þ15% respectively), whilst assessments
for alcohol misuse remain unchanged, and there is a signifi-
cant decrease in assessments for physical inactivity (26%).
Amongst those assessed, evidence of smoking and obesity
remained at similar levels between 2009 and 2011, whereas
evidence for alcohol misuse and physical inactivity showed a
significant reduction. Across the two audits, differences in
the proportion of patients given some form of HP fell sig-
nificantly for obesity only (213%).

Few hospitals met the set standards in both the 2009 and
2011 audits. Only the assessment of obesity showed an
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Fig. 1 Relative assessment, evidence and health promotion delivery for each lifestyle risk factor in 2009 and 2011. 1Significant at a level of 0.001; 2Significant

at a level of 0.05.
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increase in the number of hospitals achieving the standard
from 12 in 2009 to 19 in 2011. Albeit encouraging, the in-
crease in assessments for obesity has not led to an improve-
ment in levels of HP for obese patients. Furthermore, the
number of hospitals meeting all the remaining standards
decreased between the audits (Table 3).

It appears that the overall acknowledgement of lifestyle
risk factors through assessment in hospital is improving,
but the practice of actually acting upon the identification of
a risk factor through HP remains low. Therefore, the major-
ity of patients who are identified as having any of the four
risk factors are not receiving any form of HP even though
this might have been simply brief verbal advice or written
information. For example, 75% of smokers in hospital do
not appear to receive any offer of help to address their life-
style. Similar levels are reported for the three other risk
factors.

What is already known on this topic?

Hospitalized patients view hospital as an appropriate place for
the delivery of HP.12,18 However, qualitative and observation
studies of HP practice in healthcare settings have highlighted
that HP is not seen as a priority and potential opportunities to
deliver HP are often missed, with nurses reporting a lack of
support and being torn between disease-orientated tasks,
routine work and promoting health.19,20 In other literature,
heavy workloads, individual patient condition, lack of em-
powerment, training, skills, time, resources and a ward culture
lacking HP are all barriers to HP reported by nurses.21 This
may shed some light on the reasons why hospitals seem to
perform poorly in the delivery of HP to patients.

Comparable research is generally lacking in the area of assess-
ment and HP for lifestyle risk factors, and none, to our knowl-
edge, compare performance over time. However, our findings
show that proportions of assessments are higher and levels of
HP are similar to findings elsewhere.13–15 Furthermore, the
proportions of patients identified as smokers is higher than
the national population estimates,5 yet the proportions for the
remaining risk factors is lower, particularly for alcohol misuse
and physical inactivity.6,7,8 This would suggest that there are a
large number of patients who have risk factors are not being
assessed and therefore not receiving the support they need to
change their lifestyles.

The effectiveness of brief interventions in hospital settings
have also been questioned in practice and there is evidence
suggesting that delivering one-off brief interventions in the
acute setting has no effect on smoking cessation, but more in-
tensive interventions with multiple contact and follow-up are
effective.22 Whilst this suggests that simple advice giving has
little effect in practice, it does highlight the importance of
brief interventions with hospital patients to encourage them
to link in with support services offering more intensive be-
haviour change support. However, more research is needed
regarding the effectiveness of hospital intervention for the
other risk factors.

What this study adds

To our knowledge, this is the largest audit of HP practice in
secondary care within the UK17 and provides valuable and
unique information on how HP in hospitals is changing. It
also gives the most recent picture of the level of assessment
and HP offered to inpatients for smoking, alcohol misuse,

Table 3 Number of hospitals meeting the set standards for assessment and HP

2009 audit (n ¼ 30) 2011 audit (n ¼ 30)

Risk factor Standard No. of hospitals

meeting standard

Min (%) Max (%) Increase/decrease

between audits

No. of hospitals

meeting standard

Min (%) Max (%)

Smoking 100% of patients assessed 1 48 100 � 0 65 96

35% of smokers given HP 9 0 100 � 7 0 63

Alcohol 95% of patients assessed 1 38 100 � 0 45 94

50% of harmful/hazardous

drinkers given HP

14 0 91 � 12 0 100

Obesity 45% of patients assessed 12 2 100 � 19 10 99

45% of obese patients given HP 4 0 96 � 2 0 50

Physical inactivity 35% of patients assessed 13 3 100 � 9 1 97

45% of physically inactive patients

given HP

12 0 100 $ 12 0 100
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obesity and physical inactivity in a sizable minority of hospi-
tals across England, and provides insight into the proportion
of patients with lifestyle risk factors, which is likely to be
useful in behavioural intervention service planning.

Limitations of this study

There are a number of potential limitations. For example, al-
though 30 acute hospitals participated in both audits, the
majority were based within the North of England (n ¼ 17) and
the findings may not be truly representative of a national
picture. There is also a potential limitation in that those trusts
who participated twice in the national audits may be expected
to have more interest in HP and therefore carry out more
assessments and interventions. However, further analyses have
shown that whilst significant differences were found between
those hospitals who chose to repeat the audit and those that
did not, neither appeared to be more or less likely to have an
interest in HP overall. Furthermore, data for the 2009 audit
were collected from January, a time when people embark on
making changes to their lifestyles. Whereas data for the 2011
audit were collected from March and this may explain some of
the decrease in the number of patients receiving further
support through the decline of the ‘New Year’ effect.

As with all case note audits, the results presented here rely
on accurate and consistent recording of data between hospitals.
The sample was limited in size (100 cases) and is also limited to
a subset of all patients who attend hospital in whatever capacity.
We have used the term ‘health promotion’ (HP) throughout
this paper to represent documented evidence of the provision
of verbal or written advice given and the offer of or referral to
a lifestyle support service. It can be difficult to establish from
patient case notes whether ‘Health Promotion’ per se or brief
intervention had actually occurred and this needs to be born in
mind when interpreting the findings. It may also be that inter-
ventions were conducted but not recorded. Furthermore, the
proportions given are where the HP interventions were con-
ducted and recorded, and they are not a proportion of all
patients in the sample. Although data were collected on patient
diagnosis, it was impossible to present any meaningful analysis
by condition due to the sheer variability and small numbers in
patient conditions. For example, there may have been a ten-
dency to not assess patients who do not appear obviously over-
weight or those who have an alcohol liver disease-related
admission. This may also explain the differences between the
proportions of patients with lifestyle risk factors in our findings
compared with national estimates. In addition, a variety of dif-
ferent assessment tools were used; for example, to assess
alcohol misuse leading to potential differences in judgements
or measures regarding increasing or higher level drinking levels.

Also it was not always clear how trusts had assessed physical in-
activity and therefore the results for this lifestyle factor are less
certain than for the other three.

Conclusion

The increasing focus on MECC means that HP is seen as a
vital part of hospital healthcare provision.4 The White Paper3

was published in between the two audits and this recent drive
to encourage hospitals to undertake more HP may be having
a positive effect, at least in terms of assessments for smoking
and obesity. This is particularly encouraging since hospitals in
England are under significant pressure in terms of rising
patient numbers and falling finances. However the fall in the
proportion of obese patients receiving HP is discouraging.
This area needs to be improved upon, since there is little
point assessing these patients if they are not offered support
to improve their own health. Furthermore, the standards for
assessment and HP are not being met for the majority of risk
factors. There remains a great opportunity for hospitals to
contribute to health improvement by encouraging healthy life-
styles behaviour amongst patients who are either not assessed
presently, or not given any HP.

The next challenge is to ensure that this upward trend in
assessments continues, and hospitals are supported to either
provide additional HP input, or direct patients to a service
that meets their needs and preferences. To do this, hospitals
must adopt HP ideals as core values within the organization,
and front-line staff should be trained and empowered with
the skills and confidence to deliver HP effectively to patients.

Ultimately though, to improve population health and
reduce future healthcare burden, patients need to make actual
lifestyle changes, and further research and outcome data in
this area are to be welcomed.

Supplementary data

Supplementary data are available at the Journal of Public Health
online.
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