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The health care services are continuously
implementing new activities, terminat-
ing obsolete treatments, undergoing staff
changes and organizational reconstruc-
tions. In spite of the relative high flex-
ibility required in clinical life, the general
“knowing-doing gap” also exists in the
health services, including when it comes
to patient-centered health promotion,
i.e. clinical health promotion. Overall, it
takes about a decade from establishment
of solid evidence until it is implemented
in daily life for the benefit of the individ-
ual patient and the society at large. This
slow implementation has severe conse-
quences and the unused potential for im-
provement is tremendous.

Barriers for implementation
Numerous barriers have been identified
for implementation, involving all levels
from policy-makers and managements to
the staff and patients. Some barriers are
related to the policy-makers not basing
policies and strategies on the evidence (1)
and others originate from the tops of or-
ganizations — especially low management
skills and support (2) Important barriers
are described as related to the staff, in-
cluding missing competences in clinical
health promotion as well as own healthy
or unhealthy lifestyle (3). Another chal-
lenge is the often non-existing basic
teaching and training in implementation,
pre- or postgraduate for the clinical, pub-
lic health service and administrative staff
who is going to do the implementation in
real life.

It may be a surprise for both staff, man-
agement and policy-makers that the
patients often are positive to new inter-
ventions — especially when it comes to
activities of health promotion, such as
being offered smoking cessation inter-

vention in relation to surgery (4-6). Actu-
ally, the patients could feel disappointed
if not receiving this intervention (7).

Closing the knowing-doing gap

Easy-to-use Kit

In order to move from knowing to doing
itis necessary to add an easy-to-use strat-
egy. One of the newest is the step-by-step
implementation kit described to support
implementation of the WHO Surgical
Check List all over the world (8). This list
is to be used on the operation theatre as
part of an improved patient safety effort,
and it has already been implemented in
many hospitals (Table 1).

The kit describes a basic management
process translated for individual use by
the individual surgeon and others, who
want to make evidence-based and inter-
disciplinary tools and guidelines work in
real life. It includes a detailed description
of each step (9). The process has three
phases that start with the preparation,
then enter the implementation, and fi-
nally nail the implementation with the
maintenance phase. Altogether the three
phases include a serial of steps. Some of
the steps are easy to recognize, because
they are well-known elements in the usu-
al daily life.

The line, box and the circle

Another kit to follow-up on the imple-
mentation process is actually used to fol-
low the process of change. It is available
for download free of charge. The three
tools can be applied on oneself for reflec-
tion on personal barriers, ambivalence
and decision-making, as well as for fol-
lowing the successes and challenges (10).
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WHO-HPH Standard recognition process

A new promising way to faster implementation of
health promotion standards in hospital departments
(11) seems to be described in the new model on the in-
ternational multi-centre recognition project (12). This
model includes a common workshop with teaching

Table on the steps related to implementation (8)

Preparation
Get familiar with the tools
Visit others, learn and network
Inform and train colleagues to create experts

Start using it yourself, talk broadly about evidence and
experiences

Implementation

Get interested and supportive colleagues on board to
engine the implementation

Do not spend time on the resistance
Get endorsement from senior management
Adjust the tool for your local conditions
Start small and then grow
Maintenance
Follow the compliance to give feed-back and compare

Identify good stories where an error has been avoided
because of the tool

Celebrate and reward successes

Update the management and colleagues at the hospital
on progress

Keep up the good work; your lesson learned are es-
sential to others

Collect best practice and make guidelines

and training followed by baseline measurements and
description of a quality plan with priorities based on
the baseline results. After about 1 year of implementa-
tion a new status is collected to be followed up by a site
visit, as included in the present issue of this journal.

In general, more teaching and training in implementa-
tion on all levels is necessary to use the large potential
for implementation for the benefit of the patients, the
staff, organization and policy-makers.
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