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Preface

In our society today, we see that more and more patients seek support in dealing 
with their (chronic) health problems. This is a result of an increase in the number of 
people with at least one chronic health problem, and local and (inter)national health 
policy. Trends that underline the importance of prevention are the increase in co-
morbidity, the further increase in the number of empowered patients, and the type 
of care, with its technological developments. Most patients with a chronic health 
problem are treated in the community. This gives the patient a greater role in under-
standing and dealing with his health problem.

Promoting health and healthy behavior are central and not the disease. Many 
patients can improve their health by managing their chronic health problem and by 
expanding their healthy behavior. Patients with chronic health problems are 
expected, with the support of professionals, to work on their self-management and 
monitor and manage their own health. But the patient often feels overwhelmed by 
the complexity of his health problem, finds it difficult to manage his own self-
management behavior. This can result in patients being taken (back) into hospitals, 
the desired results of care and treatment not being achieved and pressure on pri-
mary health care persisting. The patient's self-management does not reach the 
desired level.

Successful self-management of the patient improves both the health status of 
the  patient and his well-being and experienced quality of life. Successful self- 
management also improves adherence, patient participation, shared decision- 
making, and cohesion and functioning of the social network of the patient. And of 
course, there are successful self-management benefits for the nursing professionals 
themselves, the health care system, and society as a whole. If the treatment concept 
of nursing professionals is focused on shared decision-making and the promotion of 
self-management, this will change the treatment paradigm. Changing the patient’s 
health and self-management behavior requires the nursing professionals to have a 
positive attitude and a personal understanding of the advantages and disadvantages 
associated with motivating patients. Changing the health and self-management 
behavior of the patient requires social support and resistance from the potentially 
more negative influences of health care colleagues and team members, in addition 
to dealing with barriers. The effectiveness of the promotion of health and self- 
management depends on the one hand on a motivated patient who wants to work on 
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his self-management, and on the other hand, a motivated nursing professional who 
sees it as his professional responsibility to support the patient in healthy behaviors 
and self-management.

Informing and advising the patient does not lead to the desired self-management. 
Within the allied health profession, there is a consensus on the importance of health 
promotion and the promotion of self-management. However, health professionals 
struggle to understand the underlying theoretical backgrounds of health promotion 
and the promotion of self-management, the right approaches, and how to evaluate 
the results. Intervention techniques have evolved and the didactic content of inter-
ventions has advanced to empowerment, patient participation, and promotion of 
patient self-management. Interventions aimed at disclosure lead to more knowledge 
of the patient, but not to better self-management behavior of the patient. Our knowl-
edge about health problems, technical treatments, and pharmacology is huge, but 
stands in stark contrast to our knowledge about how we can best motivate patients 
with regard to self-management. Theory- and evidence-based practice for health 
promotion and self-management can have beneficial results. Nursing professionals 
can make an important contribution as they better understand how to change health 
and the self-management behavior if they facilitate and support the patient. The use 
of theory-based or best-practice interventions in health education and patients’ self-
management can improve allied health care.

The book in short. In Chap. 1 we will address the different approaches to health, 
because; what is health? Health indicators can provide an insight into the health 
status of the population, are the starting point for (epidemiological) research, con-
stitute important patient outcomes for health promotion and self-management inter-
ventions, and are important for the understanding of national and international 
health policy. In Chap. 2, the determinants of health are central to health and health 
problems are analyzed in different health models. In the following chapters, the 
focus is on prevention, health promotion, and self-management. Chapter 3 deals 
prevention, and runs the description of universal care related to prevention, with the 
interfaces for nursing professionals. Foundations of prevention health protection, 
health promotion (linked to health education), and disease prevention (linked to 
patient education and promoting the patient’s self-management) are described. 
Chapter 4 is about health promotion and health education. The intervention map-
ping protocol is the starting point for establishing nursing professionals-led inter-
ventions. Different methods and interventions describe how nursing professionals 
can support patients in a healthy lifestyle and change unhealthy behavior. In Chap. 
5, the focus is on disease prevention, patient education, and self-management. 
Methods and interventions for optimizing the patient’s self-management are 
described. Self-management and chronic health problems, the patient’s social net-
work, eHealth, and informed consent are parts of this chapter. Chap. 5 also includes 
skills training on how nursing professionals can improve the self-management of 
patient stepwise. Chap. 6 addresses the relationship among nursing, health promo-
tion, and disease prevention. This specifically concerns nursing diagnoses, 
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interventions, and care results. This chapter also includes skills training directed at 
the role of the nursing professional in supporting the patient’s self-management. 
The CanMeds are taken as a starting point.

Love to Ewout David and Beatrice,

Utrecht, The Netherlands Barbara Sassen, Ph.D., R.N. 

Preface
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CanMeds

Health promotion and disease prevention will become increasingly important in the 
nursing care. The occupational structure of the nursing profession, with a vertical 
division into nursing professional and the nursing professional specialist, this 
dichotomy in the care provided, is aimed at continuity, efficiency, and increasing the 
quality of nursing care. The nursing professional as a care professional should 
develop more knowledge and more (communication) skills with regard to preven-
tion, changing lifestyle and self-management. The Canadian Medical Education 
Directions for Specialists (CanMeds) model offers a view on the competencies in 
seven areas. The skilled professional works from the core of these areas of compe-
tence and promotes the patient’s self-management. Professionalism, communica-
tion, collaboration, knowledge development and sharing, social responsibility, and 
organization form the input for effectively promoting the patient’s self- management. 
For result-oriented prevention, health promotion, and self-management, the nursing 
professional and the nursing professional specialist follow the continuum of clinical 
reasoning and problem recognition from risk assessment to intervention through 
early detection and monitoring. For each area of competence or skill, we describe 
below the interfaces with prevention, health promotion, and self-management.

As a health promoter, what is done by the nursing professional in terms of 
(health) behavior and health? The nursing professional promotes the health of 
patients by supporting self-management. The people in the social network play a 
role in this. The nursing professional focuses on people at a high risk of health prob-
lems and influences the lifestyle and the (health or self-management) behavior of 
people. The nursing professional has knowledge of epidemiology, prevention, 
health education, health determinants, and social–cognitive determinants. The nurs-
ing professional knows the principles of self-management, has an insight into the 
complexity of life style and (health or self-management) behavior and knows ways 
of motivating patients to other, healthier behavior. The nursing professional is famil-
iar with how healthier behavior and self-management can be stimulated. The nurs-
ing professional is aware of views on health and the influence of culture on health. 
The nursing professional aims for early detection and risk assessment and can 
 perform interventions focused on individual and collective prevention, or can par-
ticipate in such interventions.

Working as a health care provider, the nursing professional focuses on strength-
ening the patient’s self-management in the social context. This includes 
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patient-centered health education and patient education by the nursing professional. 
The process of clinical reasoning is followed by patient-focused risk assessment, 
through early detection and intervention, to troubleshooting and monitoring, pre-
vention, health promotion, and self-management. This includes the nursing profes-
sional performing reserved acts and requires informed consent. The health care 
provider has knowledge of the principles of self-management and coping styles and 
the theoretical models behind nursing interventions for prevention, health promo-
tion, and self-management. The health care provider should establish nursing care 
in such a way that the both the patient and the patient’s family can perform self-
management. The health care provider should be able to assess risks, detect prob-
lems at an early stage, choose interventions, implement, monitor, and evaluate 
results in the four areas of human functioning with regard to prevention, health 
promotion, and self-management. The nursing professional should work according 
to guidelines. Nursing care is provided based on the desires, needs, capacity, and 
privacy of the patient with regard to health promotion and self-management.

In the area of communication, the nursing professional is focused on making a 
good estimate of the patient’s needs. The nursing professional communicates in a 
way that leads to effective, results-oriented health education and self-management. 
The patient is always invited to participate and care is chosen based on the concept 
of shared decision-making. Chosen based on evidence, the nursing professional 
uses technical applications and ICT to support patients’ health education and self-
management. The communicator has the knowledge and the right skills for behav-
ioral influence and empowerment. The communicator is well-equipped to perform 
the complex processes of motivating patients and this transcends the basic commu-
nication skills. The communicator can motivate the patient to implement different, 
healthier behavior and encourage him to adequately perform self-management 
behavior.

As co-operation partner, the nursing professional co-operates not only with the 
patient and his relatives, but also with other health care providers. The nursing pro-
fessional shares knowledge and evidence-based insights and is an important partner 
for effective, results-oriented health education and self-management.

As a reflective, evidence-based working professional, the nursing professional is 
focused on effective and efficient health education and self-management. The nurs-
ing professional uses health education interventions and self-management interven-
tions based on the results of scientific research and applies it within patient care.

As organizer, the nursing professional is focused on the meso and macro (eco-
nomic) aspects related to patient care and feels partly responsible for performing 
optimal care within the framework of the government’s health policy. The nursing 
professional coordinates the care that is needed around health education and self-
management, sets priorities, facilitates, and prevents fragmentation. The nursing 
professional uses education and communication technologies, such as eHealth 
(remote care and monitoring and support of self-management). The nursing profes-
sional is able to apply protocols with regard to prevention, health promotion, health 
education, and self-management.

CanMeds
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In the area of promoting quality of care, the nursing professional is focused on 
monitoring, measuring, and screening with the aim of optimizing quality. Quality of 
care has a clear relationship with evidence-based practice. The nursing professional 
knows her professional abilities and is able to promote them to others as far as they 
relate to health promotion and self-management. The nursing professional is respon-
sible and has an assertive attitude toward prevention, health education, and self-
management. The nursing professional knows guidelines, standards, and protocols 
with regard to health education and self-management, and works in a multidisci-
plinary team, in a results-oriented, effective, and efficient way.

The nursing professional specialist is an expert in a stand-alone treatment rela-
tionship with patients, within the legally recognized specialties. The nursing profes-
sional specialist offers the patient care and cure within the continuity and quality of 
integrated nursing care and medical treatment. For the patient, self- management 
and quality of life are central. The nursing professional specialist invites the patient 
to actively participate in care and cure, with specific attention to shared decision-
making. The nursing professional specialist plays a pioneering role and innovates in 
the field of prevention, health promotion, and self- management. The nursing profes-
sional specialist works in an evidence-based manner within the complexity of 
patient care. The nursing professional specialist has knowledge of the principles of 
self-management and can perform interventions with a link to prevention, health 
promotion, and self-management. The nursing professional specialist ensures effec-
tive communication with the patient and is able to implement and make use of 
health education and communication technology. The nursing professional special-
ist implements evidence-based practice and outcomes with regard to health promo-
tion, health education, and self-management, and translates this to patient care. The 
nursing professional specialist can interpret results of epidemiological studies and 
has an understanding of the implications for the policy of health care organizations. 
All of this means that the nursing professional specialist can develop, implement, 
and evaluate based on the results of applied science, new health-based or self- 
management interventions. The nursing professional specialist devotes specific 
attention to hard-to-reach groups and hard-to-change lifestyles and (health) behav-
ior. In the light of informed consent, the nursing professional specialist can act 
effectively and efficiently.

CanMeds
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1Health, Health Indicators,  
and Public Health

This chapter focuses on health. It is about how you can define health and what views 
on health are important. Because what is health anyway? There are a number of 
visions of health. The World Health Organization (WHO) defined health and took 
this as a starting point for its health policy. Various viewpoints give you the oppor-
tunity to formulate your own vision of health. Your own vision of health determines 
your vision of your professional nursing practice. Your vision of health is the foun-
dation of your nursing care. This chapter also deals with how to measure health. We 
are going to look at the principles of epidemiology. Health indicators show you how 
“healthy” the population is. Health indicators give you a clear view of important 
health problems and of public health. For nursing professionals, an insight into the 
state of health of people is the starting point for prevention and targeted care.

In this chapter we answer the question: what is health? We describe in Sect. 1 the dif-
ferent views on health: the medical, monocausal vision, the biological vision, the psycho-
logical and social visions, the humane, multicausal vision, and the dynamic vision. We 
also address the International Classification of Functioning, Disability, and Health (ICF). 
After this, we all look at important health indicators (among others, mortality, life expec-
tancy, quality-adjusted life-years (QALYs) and disability- adjusted life-years (DALYs), 
morbidity, multimorbidity, and health differences), to see inside public health.

 C Goals. The WHO has as its main objective to promote health at an 
international level and to reduce health problems. Also, the WHO has the 
aim of reducing health inequalities within and between countries. The 
WHO’s international health policy continually responds to changes in 
health problems worldwide, but also to the situations affecting health 
(www.who.int)

 C Is health important? Health is the most important thing in life. The first 
major source of concern are financial problems, and health problems 
come second. In half of the countries surveyed, more than a third of the 
population mentioned that disease, sickness, poor quality of care or 
other matters relating to health are an important problem (WHO 2012)

http://www.who.int
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1.1  What Is Health? Using the ICF

What is health anyway? The attention we give to health now was not common in 
earlier days. In the concept of health and in the way in which we looked at health, 
disease and curing people prevailed for a long time. Medicine was seen to be the 
most appropriate way of improving people’s state of health. But medicine was 
shown not to be the solution to all kinds of health problems. There was another way 
of looking at health and disease: promoting health received more attention. Attention 
was given to promoting health, by optimizing the chances of health and minimizing 
or totally eliminating the effects of unfavorable factors on health. The limitations of 
medicine were becoming more and more visible. The starting point for health sci-
ences is health and it recognizes the importance of promoting health.

Health includes all kinds of aspects that can vary in time and place. Health has 
appreciative, standardization, and cultural aspects. In everyday parlance, for exam-
ple, the concept of health in an appreciative or even standardized sense is applied. 
Healthy is seen as a synonym for “good,” as in “use your common sense.” It some-
times seems to replace health standards and precepts: you must do something or 
not (for your health). Also, culture affects the way in which health is experienced. 
Within the various cultures there are different accents on the sense of health. It is 
true that—apart from these cultural accents—health is generally considered 
important.

 C Past. In the past, the WHO focused on health problems caused by 
exogenous factors, such as bacteria and parasites. Solutions to improving 
hygiene, the quality of drinking water, and adequate medication were 
sought. The population was not yet involved in the promotion of health. 
Vaccination and immunization programs were widely implemented and 
these were successful (www.who.int)

Medical, monocausal vision of health. Dealing with health and disease has 
long been exclusively a matter for doctors. Medics dealt with sick people and they 
sought to heal the sick. From the classic, medical approach to health, health is 
regarded as the absence of disease and body defects. According to this medical 
approach, everyone is healthy who is not sick. This is a monocausal explanation 
of health and disease. In this view of the genesis of disease, disease has only one 
cause. This view has existed since the discovery of micro-organisms as the cause 
of illness. When the cause is identified, then a person is sick. If such a cause is not 
identifiable, there is health. This is also known as the professional, medical 
approach to health.

For a long time, for nursing professionals too, this was the main view of health, 
but not any longer. For many health problems that we face in our time (such as can-
cer and damage to the blood vessels), this monocausal approach shows deficits. 
There are a number of reasons why the professional, medical approach is an incom-
plete representation of the present reality of health and disease. One reason is that 
more than one factor may affect the development of a health problem; thus, the 
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health problem is not monocausal but multifactorial. A second reason is that current 
health problems develop insidiously, unseen, so that a clear transition from health to 
disease is not possible.

According to the biological vision of health, there is constant adjustment of 
physiological processes and biochemical reactions in the body to external circum-
stances. These internal processes and biochemical reactions are kept constant by the 
body. Survival of the individual is determined by the extent to which the organism 
is capable of keeping his internal environment (for example, body temperature, 
acidity of the blood) within narrow limits and to keep it constant at ever-changing 
external conditions. We call this homeostasis. According to this biological, organic 
approach to health, a person is healthy if he is able to keep his internal environment 
constant under varying external conditions. Biological health can be accurately 
defined and is universally valid for every human being. Nursing professionals can 
determine the biological health of patients by certain acts, such as the measurement 
of the body temperature and blood glucose levels.

According to the psychological vision of health, health is defined as the capability 
of a person to achieve self-imposed goals in life. For the psychological view of health, 
it is important to feel mentally healthy and capable of meeting your own spiritual 
needs. A person is healthy when he feels mentally and spiritually optimal. A person is 
sick when he is not able to satisfy his mental and spiritual needs, because he cannot 
handle these needs. People who have a blemish or are sick, may feel and define them-
selves as healthy, according to this approach. The psychological approach emphasizes 
the mental and spiritual dimensions. The approach is very personal and is therefore 
called the individual approach to health. Nursing professionals can gain insight in the 
psychological health of the patient by observing and talking with patients.

Professional, medical health is the absence of disease or body defects
Classic, monocausal view of health

Biological health is the adaptation of the human body to external circum-
stances, maintaining homeostasis of physiological processes and biochemical 
reactions in the human body

Biological dimension of health

According to the psychological vision, a person is healthy if he can achieve 
his self-imposed goals in life and fulfill his spiritual needs

Psychological dimension of health

1.1 What Is Health? Using the ICF
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According to the social vision of health, a person is healthy if he can perform his 
social roles in the society. A person is healthy if he upholds, within the social roles 
assigned to him, the values and standards in force in society. In this approach to 
health, social adjustment is central and the individual with his own needs and desires 
is subordinate. A person is sick if he is unable to adapt to and behave in accordance 
with the prevailing values and standards of its culture. Nursing professionals can 
highlight the social aspects of patients’ health by paying attention to social func-
tioning. For example, nursing professionals can ask whether the patient manages to 
take care of her children, or if she manages to go with a parent or child to the spe-
cialist, or if she is capable of combining a (busy) work situation with bringing up 
teenage children.

 C WHO, Declaration of Alma-Ata. With the Declaration of Alma-Ata, 
attention was focused on the concerted effort regarding the improvement 
of health in 34 countries. What were the issues? Improving health 
education and paying attention to the prevention of health problems, 
the promotion of healthy food, good mother and child care and good 
health care such as immunizations against infectious diseases, the 
treatment of diseases, and the prevention of injuries (http://www.who.
int/publications/almaata_declaration_en.pdf)

 C Are health-related considerations important for the patient? Health-
related considerations of the patient may be culture-bound. From a 
medical perspective, the health problem is seen as a medical health 
problem that can be solved with a medical approach. For example, 
patients with high blood pressure use medicines and lower the salt 
content in their diet. From a balanced perspective, the health problem of 
high blood pressure is related to stress and they should resolve to take 
more rest. The patients’ perspective on his own health, plays a role in the 
way he tackles the health problem.

 C WHO, primary health care. Primary health care should protect and 
promote the health of the world’s population. Basic primary health care 
is the key to achieving an acceptable level of health in all countries (www.
who.int).

In addition to the medical view, with its monocausal approach to health, there is 
increasingly room for a multicausal, multifactorial view of health. This links the 
biological, psychological, and social visions of health. In 1948, the World Health 

According to the social vision, a person is healthy if he can fulfill his social 
roles in society, in accordance with values and standards

Social view of health

1 Health, Health Indicators, and Public Health
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Organization defined health as: http://www.who.int/about/definition/en/print.html 
“A state of complete physical, mental and social well-being and not merely the 
absence of disease or physical defect.” We call this the humane approach to health.

In this view of health, people are more than just a body, there is a much wider and 
more positive approach to health compared with the classic, medical approach. 
There is—apart from attention to purely physical factors—attention to psychologi-
cal and social aspects of health. These dimensions on health reflect a holistic view 
of human beings. The humane approach to health is committed against the limita-
tions of the classical, medical approach. But, the term “well-being” is difficult to 
interpret in this definition. Well-being as a concept is hard to define, and involves a 
value judgment. The interpretation of well-being is individually determined and 
depends on an individual’s own values and standards. The WHO reformulated the 
definition of health (but the above definition is still the one that is mostly used), 
namely: “A dynamic state of complete physical, mental, spiritual and social well- 
being and not merely the absence of disease or infirmity.” (WHO 1998) (http://
www.who.int/bulletin/bulletin_board/83/ustun11051/en/)

The question is whether the WHO’s view of health is useful for nursing profes-
sionals. The humane vision offers nursing professionals no clear criterion under 
which they can classify people as sick or healthy. The main reason for this is that 
complete physical, mental, and social well-being is impossible. This approach to 
health offers an insufficient basis for “distinguishing” between healthy and unhealthy 
people. However, the definition does give an insight into the quest and the targeting 
of health, and is therefore of great importance for the nursing profession. The WHO 
definition offers nursing professionals clear points of reference and the holistic view 
of human beings is now commonly the starting point within the nursing profession 
for good quality and responsible care (Fig. 1.1).

 C In the Ottawa Charter for Health Promotion (WHO 1986), the goal was 
to create “Health for All by the year 2000.” The emphasis is on health 
promotion and health education as: “the process of enabling people to 
increase control over and to improve their health.” There are five important 
areas in the “Health for All- strategy”: (1) developing health policy; (2) 
developing a physical and social environment that promotes health; (3) 
strengthening community action; (4) developing health skills in people to 
optimize the chances of health; (5) reorientation of health care facilities. 
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/

According to the WHO, health is: “a state of complete physical, social and 
mental well-being and not merely the absence of disease or infirmity”

Multicausal, multifactorial view of health

1.1 What Is Health? Using the ICF

http://www.who.int/about/definition/en/print.html
http://www.who.int/bulletin/bulletin_board/83/ustun11051/en/
http://www.who.int/bulletin/bulletin_board/83/ustun11051/en/
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/
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 C We continue to search for a (better) vision of health.
 C In the Ottawa Charter (WHO 1999) health is defined as: “a resource for 

everyday life, not the object of living.” It is a positive concept emphasizing 
social and personal resources in addition to physical capabilities. And: 
“The fundamental conditions and resources for health are peace, shelter, 
education, food, income, a stable eco-system, sustainable resources, 
social justice and equity.”

 C In the World Health Report 2003 Shaping the Future (WHO 2003) is in 
the original http://www.who.int/whr/2003/overview/en/ definition of 
health (“a state of complete …”) mentioned that: “health is both a goal in 
itself and a key development input towards other goals.”

A final vision of health is the dynamic view, taking into account the aspect of 
changing health. This approach to health focuses on the adaptability of people and 
achieving a balance between man and his (external) environment. For health, ben-
eficial influences of interest and threats play a role. People’s health is threatened or 
promoted to a greater or lesser extent. This negative or positive influence may 
change or disappear. Positive influences are a condition for health, whereas negative 
influences have no use or a harmful effect on health.

Health is the ability of humans to adapt to psychological, social, and physical 
factors that influence a person. This adaptability to be the director in his own life 
and that he manages his own health. The health problem is not central, but instead 
human adaptability to changing factors and influences. The person would always 
have to adapt to changes, whether temporary or not, for psychological, social, and 
physical conditions. Further, the balance between load capacity and carrying capac-
ity is important for health. The concept of “disease” will then be given the general 
sense of being “out of balance.” The concept of “health” will then be given the 
general sense of being “in balance.” According to the dynamic vision, a person is a 

Physical
well-being

Social
well-being

Mental
well-being

Absence of
disease or infirmity

Fig. 1.1 Health according 
to the World Health 
Organization
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holistic unit and healthy as he is in balance with both himself and his external 
environment.

For nursing professionals, from the dynamic viewpoint of health, adaptability and 
self-management are important. Patients experience (both objectively and subjec-
tively) a certain balance in load capacity and wear force between themselves as a 
holistic unit and positive and negative influences from the environment. A definition 
of health that is appropriate to the dynamic vision of health: health is not simply the 
absence of disease, it is something positive, a joyful attitude toward life, and a cheerful 
acceptance of the responsibilities that life puts upon the individual (Breslow 1999).

World health report 2013: research for universal coverage:

 C Everyone should have access to health care, despite poverty. Health 
care – with full access to high-quality services for prevention and 
treatment – cannot be achieved without the scientific substantiation of 
effectiveness. Universal health coverage means that everyone has access 
to quality health care services, without having to take financial risks. This 
requires a strong, efficient, and well-run health care system, and prompts 
access to essential medicines and technologies and sufficient motivated 
health care workers. The challenge for most countries is how to improve 
to meet the growing health care needs with limited resources. http://
www.who.int/whr/2013/report/en/

 C A good health care system that gives priority to health would be people-
oriented integrated care. This consists of informing and encouraging 
people to stay healthy and prevent disease and the early detection of 
health problems, so that people can be treated and/or can learn with 
limitations to go for treatment. Motivated health care workers would 
have to provide services that meet the needs of patients and that are 
offered based on the best available evidence, evidence-based practice. 
http://www.who.int/whr/2013/report/en/

1.2  International Classification of Functioning, Disability, 
and Health

The International Classification of Functioning, Disability, and Health (ICF) is the 
WHO framework for measuring health and health problems, both at an individual 
and at a population level. What is innovative about this framework is that disorders, 
limitations, and participation problems are part of the measurements of a health 

According to the dynamic vision, a person is a holistic unit and is healthy 
when he is in balance with both himself and with his external environment, 
and by being adaptable and managing his own health

1.2  International Classification of Functioning, Disability, and Health

http://www.who.int/whr/2013/report/en/
http://www.who.int/whr/2013/report/en/
http://www.who.int/whr/2013/report/en/
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problem. The “count” of disorders, limitations, and participation problems in iden-
tifying health problems is the goal of the ICF. The ICF is used as a planning tool for 
decision-making in health care. For example, if the number of patients with chronic 
health problems increases, then adjustments are necessary in the care and in the 
planning of medical care facilities. The goal is also to measure health outcomes and 
reporting and to analyze health interventions for statistical purposes. The WHO has 
developed a checklist to measure the functioning of the patient at an individual 
level. This checklist includes not only medical data, but also the social data of the 
patient, health status, activities, and participation (Fig. 1.2).

Using the ICF, we start from the health problem, and look at the disorders, 
constraints, and participation problems resulting from the health problem. The 
disorders may be related to bodily functions and anatomical features. The limi-
tations may be related to the activities that the patient can perform. The partici-
pation problems include the extent to which the patient may participate. By 
interacting with the patient with a health problem, a nursing professional can 
focus on maintaining health or promoting health. Based on the ICF, the starting 
point of nursing care is the adaptability of the patient; thus, his ability to be the 
director of his own health and to optimize his self-management (within the 
given frameworks of possible disturbances, limitations or participation 
problems).

1.3  Epidemiology and Epidemiological Research

Health is a broad concept and may be seen from different viewpoints. But these 
views are not useful for the description of the health of an individual or a popula-
tion. To describe the health of an individual or group, we use the term health sta-
tus. The health status can be described using health indicators. Health indicators 
are the objective and measurable quantities of health and disease.

Body functions
& structure Activity

Health condition
(disorder or disease)

Contextual factors

Environmental
factors

Personal
factors

Participation

Fig. 1.2 International 
Classification of 
Functioning, Disability, 
and Health. Source: WHO 
(2002), p. 9. Reproduces 
by permission
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What are health indicators? How do you gain an insight into the state of health? 
Health indicators indicate which health problems have a frequent occurrence. 
Health indicators can give an insight into which health problems lead to high mor-
tality levels. Health indicators can show clearly the kind of (chronic) health prob-
lems that are common in a population. Health indicators can also indicate if there 
are shifts in the occurrence of health problems. Health indicators show if a popula-
tion is “healthy”, and they offer, in sum, a view of public health. For nursing profes-
sionals, an insight into the state of health of a population is indispensable as a basis 
for both prevention and targeted care.

What is epidemiology? The field of study that deals with providing insight into 
the state of health of a population is epidemiology. Epidemiology provides an 
insight into the way in which morbidity and mortality patterns are distributed in a 
population. The distribution of diseases and death rates in a population is not equal. 
Some groups of the population have a greater chance of getting sick, having an 
accident, or dying than others.

First, in epidemiology, differences in the occurrence of health problems between 
and within populations are indicated. Epidemiology focuses on studying the occur-
rence of health problems among the population and on the links between the occur-
rence of health problems and the occurrence of other phenomena. In epidemiology, 
on the one hand, the diseases and conditions among the population are studied, and 
on the other hand, the phenomena that are related to there these diseases and condi-
tions. An example: in epidemiology, the extent to which the health problem HIV is 
spread among the population may be studied, in addition to the phenomena that are 
related to the occurrence of this health problem, such as age, gender, and sexual 
behavior. Another example: in epidemiology, cardiovascular health problems and 
the extent to which cardiovascular risk factors (high blood pressure, abdominal obe-
sity and elevated cholesterol and glucose values in the blood) are seen in a specific 
age group may be studied, and if there are links with the specific movement behav-
ior of humans (physical activity and physical fitness).

What can give an indication of health problems? By looking at the relationship 
between the occurrence of a health problem and the phenomena, epidemiology searches 
for etiologic, prognostic or diagnostic factors (Bouter and Van Dongen 2000).

Etiological factors are important in the development of a health problem and may 
be seen in advance of the development of a disease. An example of an etiological 
factor is an inherited predisposition to high blood pressure or elevated cholesterol, 
or high blood glucose levels in the blood.

Epidemiology focuses on the occurrence of health problems and on the links 
between health problems and the occurrence of factors related to the health 
problem

Etiological, diagnostic, and prognostic factors

1.3 Epidemiology and Epidemiological Research
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Prognostic factors induce an already present health problem to worsen or stop, 
and have an influence on the course of the condition. An example of a prognostic 
factor is the impact of abdominal obesity on type 2 diabetes; if abdominal obesity 
decreases, this probably has a convenient impact on type 2 diabetes. Another exam-
ple is risky behavior such as smoking by COPD patients; if the risky behavior is 
limited or stopped, the COPD-related complaints are probably reduced. In addition, 
environmental influences may affect the course of a disease, for example, the emis-
sions from industries and the emergence or worsening of lung problems.

Diagnostic factors elucidate whether there is a particular health problem. Based 
on these factors, it is possible to detect a disease. Examples of diagnostic factors are 
a change in birthmarks that may indicate skin cancer and the growth of foreign body 
cells in the cervix.

In epidemiology, the distribution of diseases and disorders in a population is 
studied: who are sick and what is the health problem? Are there any detectable (etio-
logical, prognostic, and diagnostic) factors that have any relation to this disease and 
condition? These (etiological, prognostic, and diagnostic) factors offer possible tar-
gets for improving health, for the prevention or reduction of the (effects of the) 
condition or disease.

What is epidemiological research? An example of epidemiological research is 
examining the relationship between the movement behavior of people and cardio-
vascular risk factors and (eventually) of cardiovascular diseases and/or diabetes 
type 2. Another example is to examine the relationship between certain nutritional 
habits (such as vegetable and fruit consumption, fat intake) and the occurrence of 
colorectal cancer.

In epidemiological research, the starting point is a specific cohort. A cohort is a 
group of people who can accurately be described. This cohort is followed during 
undertaking of the epidemiological research, from the beginning until the end of the 
research period. In this cohort of people, researchers try to detect for each individual 
person the presence or absence of the disease. For example, the researchers try to 
detect which members of the cohort have cardiovascular diseases, and which have 
no cardiovascular disease. Also, epidemiological research searches for phenomena 
(assumed to be) related to the illness. For example, in the research of motion behav-
ior, food and lifestyle habits are accurately mapped. The aim of epidemiological 
research is thus to detect people in whom the disorder is present and to link this with 
the presence of certain phenomena (Fig. 1.3).

By using epidemiological research, researchers try to detect significant associa-
tions between the health problem and the detected (risk) factors. What does that 
mean: a significant association between the health problem and (risk) factors? In 
epidemiology, the occurrence of a particular health problem among the population 
is studied. The health problem (e.g., cardiovascular diseases or diabetes) is the start-
ing point for epidemiological research. The researchers determine the frequency 
(rate of occurrence of the disease) in the cohort. They count how many people (in a 
certain age group) have the health problem. Then, they determine the factors related 
to the health problem (such as gender, age, kinesiology, and nutritional behavior) 
and try to determine if there is a relationship between the health problem and (risk) 
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factors. A significant association indicates that there is relationship between the 
(risk) factors and the health problem.

For example, researchers aim to show a significant association between having 
cardiovascular risk factors (i.e., high blood pressure) and physical (in-)activity. If 
they find a significant association between having high blood pressure and physical 
inactivity, and the research showed that people who have an inactive lifestyle are 
also shown to have high blood pressure levels, then this is an indication for a signifi-
cant association. The data found in this way indicate that the relationship between 
the (risk) factors and the health problem is not based on chance. It is a statistical, 
mathematical measurement. By carrying out epidemiological research we can try to 
understand the health status of a defined part of the population. Epidemiological 
studies may demonstrate previously unknown connections, for example, epidemio-
logical research on the relationship between moving and feeding behavior in child-
hood and the development of cardiovascular diseases or cancer later in life.

In epidemiological research, at what level are measurements taken? In epide-
miological research, measurements of individual people are taken. These measure-
ments are carried out on what is called the individual level. At an individual level, it 
is determined whether the diseases, disorders, symptoms, and conditions, and the 
related (risk) factors are present. Because the purpose of epidemiological research 
is to make statements at the level of the cohort, conclusions are drawn at the group 
and/or the population level. Thus, all measurements are made at an individual level, 
to be able to draw conclusions at a group or population level. Measurements at an 
individual level (is the health problem present or not; are disease-related factors 
present or not) are merely the means of making decisions at a group and/or a popu-
lation level. That is, the epidemiology focuses on studying health problems of 
groups or populations.

What is the difference between a group and a population? The main reason for 
measuring health and disease in a population is to obtain an evaluation of the health 
status of the population. Research on the health status of the population can be run 
at a population level or at a group level. If we want to know how the entire (for 
example, the Dutch) population assesses its own health, then we do research at the 
population level. The aim of this research is to assess the health of the entire Dutch 
population. Research at a population level provides insight into public health. If the 

Start epidemiological research

Cohort Time Health
problem

No health problem

Related factors

No related factors

Related factors

No related factors

Fig. 1.3 Schematic representation of epidemiological research. According to: Bouter and Van 
Dongen (2000)
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purpose of epidemiological research is to find out whether certain groups are more 
susceptible to certain health problems (such as depression or anxiety disorders) than 
other groups, then research is done at a group level. Research at a group level also 
provides specific insights into certain age groups. For example, do children aged 4 
to 11 years have unintentional injuries and are seen in the consultation office more 
often than another group (for example, children aged 12 to 18 years)? With this 
form of epidemiological research, the aim is to focus on a defined group in the 
population. But by measuring groups (for example, age groups 0–25, 26–50, and up 
50) to compare physical activity levels, we can also comment on the population 
(taking all the age groups together), on society, and on public health.

Is epidemiological research performed again and again, or can it be done differ-
ently? What are health statistics and demographic statistics? Epidemiological 
research is not the only way to gain insight into the state of health of the population 
(in groups). Also, demographic and health statistics are being collected and used to 
show insights in the composition versus health status of a population group. In fact, 
epidemiological research is only performed if no systematically collected statistical 
data are available. Statistics are an important source of data for epidemiology, and 
health statistics and demographic statistics can be distinguished.

Health statistics say something about the state of health of (the) population 
(groups), and describe the rate of mortality, number of diseases, life expectancy, 
years of life lost, hospital (re-)admissions, etc. Health statistics show how many 
people die of which diseases, but also how many years someone would still have 
lived if he had not had a disease. The health statistics are compiled from information 
provided by all kinds of (health care) settings (such as local health authorities, doc-
tors, and hospitals). These health statistics are registered and construct the basis of 
health indicators.

In addition to health statistics, demographic statistics are important. Demographic 
statistics offer an insight into the composition of the population and into the number 
of men and women in a population, different age groups (for example, the number 
of children aged 0–4 years and the number of those aged over 80 in a country), but 
also education level and income level. Demographic statistics are compiled from 
systematically collected data.

 C The International Classification of Diseases (ICD), provides information 
about health, illness, and mortality. It is the international standard for 
defining and reporting on diseases and conditions. The ICD is used in 
clinical care, in research studying diseases and disease patterns, and in 
the management of health care by means of monitoring results and the 

Health statistics, offer an insight into the health status of (the) population 
(groups)

Demographic or population statistics offer an insight into the composition 
of (the) population (groups)
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allocation of resources. More than a hundred countries use the system, 
with death rates as the primary indicator for reporting health status. The 
ICD system helps to reduce mortality and morbidity rates worldwide and 
to measure progress toward the millennium development goals. ICD-11 
is released in 2017. http://www.who.int/classifications/icd/en/

1.4  Health Indicators, Mortality, Morbidity, 
and Multimorbidity

Health indicators provide nursing professionals with the ability to gain an insight 
into the relative importance of a particular cause of death or illness. It shows what 
kind of health problems are important and what problems nursing professionals 
frequently encounter in their professional practice. This insight also gives a clear 
picture of the causes of death and diseases that should be addressed with priority, to 
improve the state of health of the population. Further insight into the state of health 
based on health indicators is not only an important basis for the policy to be pursued 
by health care institutions, but also for the policy of the Government. This insight 
enables priorities to be set and it is an informed way of promoting public health as 
a whole in the long term. It is not so much promoting health at the individual level, 
but rather for improvements at the group level.

What health indicators are important? Health indicators are used to describe the 
health status of a population. They may offer an insight into the health status and 
state of health of specific groups or of the population as a whole. Using health indi-
cators, we obtain a clear view of the current level of health and disease among the 
population. Next, we discuss some of the most common health indicators.

1.4.1  Mortality

Death or mortality is a health indicator that shows the percentage of people who 
die (of a certain condition) during a specific time period. Mortality may describe not 
only that of an entire population, but also the mortality of a particular group or the 
mortality related to a certain health problem. By displaying the health indicator 
mortality, it is suggested that a low mortality rate among the population in a country 
might be an indication of a healthy population. It is clear that this is not 

Health indicators provide an insight into the level of health and disease 
among the population

Mortality, the percentage of people who die of a particular condition during a 
specific time period
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automatically the case. Conditions that do not kill (low lethality), but result in a 
significant and long-term disability or limitations for members of this population 
cannot be found with this indicator (Bouter and Van Dongen 2000).

What are standardized health indicators? Mortality is a common health indica-
tor. This is related to the fact that the registration of mortality among the population 
is relatively easy. Mortality is also a usable health indicator for comparing the dif-
ferences in mortality between countries. To compare mortality between both differ-
ent groups and different populations, it is necessary for mortality rates (but also 
other health indicators) to be standardized. Standardized mortality is the absolute, 
actual number of deaths adjusted for size and age structure of the population. 
Standardization is thus correcting mortality (but also all other health indicators) to 
population size and composition.

Standardized figures may be compared with each other. For example, if mortality 
due to HIV in the population is elucidated, then the chances are that more HIV cases 
will be found in a population of 20,000 people than in that in a population of 500 
people. Also, the population composition should be similar and equal: the popula-
tions being compared with regard to the occurrence of HIV should be similar and 
should count the same number of men and women, sexual preferences, and have an 
equal age distribution among the populations. Mortality rates may exceed the over-
all mortality in a population in a given period of time, regardless of the condition 
from which these individuals have died. However, mortality rates may also describe 
mortality according to different causes separately (for example, mortality due to 
cardiovascular diseases and mortality due to accidents), or mortality by gender, age 
or professional group.

 C If we look at the mortality from the ICD http://www.who.int/classifications/
icd/en/ then neoplasms (cancer), diseases of the cardiovascular system, 
and diseases of the respiratory system are the three most important.

1.4.2 Life Expectancy

A more positive view is possible by expressing the health indicator life expec-
tancy. Life expectancy is the number of expected years of life at birth. Each birth 
cohort has its own life expectancy. The population born in 1950 has a different life 
expectancy than the group that was born in the year 2000. Calculating life expec-
tancy is based on age-specific death rates for age categories that are in force at the 
time of birth (Bouter and Van Dongen 2000). It is expected that people of each 
cohort of a particular year of birth have a certain life expectancy. Favorable 

Life expectancy, the number of expected years of life measured from birth:
• Life expectancy in good health
• Life expectancy without physical limitations
• Life expectancy in good mental health
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circumstances (such as hygiene, nutrition, health care system) create the expecta-
tion that these persons will live a certain (higher) number of years.

  With regard to life expectancy, women live longer than men. This is mainly because 
the risk of mortality for women is lower from the age of 65 years. For both men and 
women, life expectancy has risen and this is due to a decreased risk of cardiovas-
cular diseases. Although women live longer, the average number of years that men 
and women live in good health is almost equal. The number of years that women 
live longer on average, compared with men, they live in ill health.

The life expectancy will probably increase in the coming decades, especially if the 
possibilities of gaining an insight into genetic factors as determinants of disease 
increases. If we obtain a better understanding of genetic factors, practical lifestyle 
advice can probably be given. In addition to lifestyle advice, the better matching of the 
health determinant “medical care and prevention” could possibly lead to an improve-
ment in the life expectancy of both men and women. As the main causes of death can 
be eliminated, we could theoretically increase life expectancy. We call this health 
benefits, which should be thought of in terms of approximately 0.1–1.5 years.

What does the health indicator life expectancy at birth mean? The life expec-
tancy at birth indicates the number of years that a newborn is expected to live if the 
mortality conditions stay the same. The life expectancy is calculated based on the 
current age-specific mortality rates. But these rates change throughout the life of a 
cohort and this also changes the life expectancy of this group. This is called the 
remaining life expectancy (Bouter and Van Dongen 2000). When calculating the 
total estimated life expectancy, the remaining life expectancy rises with age, at the 
time the remaining life expectancy is estimated, because people in the cohort have 
already survived a certain number of members of their cohort. In men and women 
in Europe, life expectancy at birth is increasing.

What is healthy life expectancy? Another indicator for health is the healthy life 
expectancy. The healthy life expectancy gives an insight into the number of years 
spent in good health. Healthy life expectancy gives both the longevity and quality of 
life of a population or cohort. The healthy life expectancy is a measure that gives an 
indication of the length of life, but also of the quality of life. There are three types 
of healthy life expectancy:

 1. Life expectancy in good health
 2. Life expectancy without physical limitations (no restrictions in hearing, seeing, 

mobility, and activities of daily living (ADL)
 3. Life expectancy in good mental health (absence of feelings of loneliness, bore-

dom, restlessness, depression, or feeling upset).

Life expectancy in good perceived health is virtually identical for men and 
women, but women in ill health live longer than men. Thus, although women live 
longer, they also live longer in ill health, by having a disease or condition. Life 
expectancy in good health, the life expectancy without physical limitations and in 
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good mental health is increased by about the same degree as the increase in the total 
life expectancy. Thus, the “won” years are spent in good health, especially by men.

Is life expectancy in good health the same as quality of life? The health indicator 
life expectancy in good health is based on the percentage of people who answer 
“good” or “very good” to the question “How do you experience your own health?” 
We call this the quality of life and this is a measure of a person’s perceived health. 
If people answer the question “How do you experience your own health?” with 
“good” or “very good,” they give a proper assessment of their health. If people 
answer this question with “sometimes good and sometimes bad” or “bad”, they are 
classified as “unhealthy.”

 C Rating quality of life. Patients after a cerebral infarction or stroke have 
more symptoms such as pain, fatigue, and depression. 10% of patients 
will experience all these symptoms, 26% of the patients experience two 
of these symptoms. If patients report more symptoms, they experience a 
lower quality of life. A lower quality of life is associated with increased 
mortality (Naess et al. 2012).

What are QALYs? The average life span has increased, in good health to a greater 
or lesser extent. The question is what this extension of life span means for the per-
ceived quality of life. To better understand this, we use quality adjusted life years 
(QALYs). It is important to determine the quality of life for the period that is spent 
with illness, disability or limitations. A calculation is made of the years of life won, 
taking into account the quality of life. The number of years of life extension is mul-
tiplied by the quality of life during the period of the life extension. This results in an 
outcome (QALY) between 0 (least optimal quality of life extension) and 1 (optimal 
quality of life extension). QALYs are a weighting factor assigned to the expected 
remaining life span and quality of life. Although a QALY score of 1 indicates an 
optimal quality of life, it may also be accompanied by illness or disability. For 
example, for people with a chronic illness, the QALY is 0.7. Chronically ill patients 
rate their quality of life a lot less favorably.

What are DALY’s? In addition to the QALY, we distinguish disability-adjusted 
life years (DALYs), in which information about mortality, morbidity, and quality of 
life are combined. DALYs are a measure of the burden of disease. We call DALYs 
the burden of disease in a population, because the measure indicates the number of 
healthy years lost (premature death) to disease and disorders in a population, 
weighted by the severity of that disease. The burden of disease is calculated by look-
ing at the number of years lost and the number of years that someone has spent with 
the disease, in which the severity of the health problem is taken into account.. A 
DALY score of 1 represents 1 lost year of life; a DALY of 7 represents 7 lost years 
of life. The health indicator DALY offers the possibility of comparing health prob-
lems. DALYs display the number of people suffering from a health problem, the 
severity of the health problem, the mortality rate from the health problem, and the 
age at which death occurs. DALYs indicate that people with mental disorders, car-
diovascular diseases, and cancer show a high burden of disease.

1 Health, Health Indicators, and Public Health
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How do you measure ADL? In addition to the measure of life expectancy, we 
distinguish instruments for measuring functional disorders. These are activities of 
daily living (ADLs) sizes. ADL sizes give an indication as to what extent functional 
disorders hinder daily life, and give an insight into the quality of life. ADL size also 
offer an indication, for example, for inclusion in a hospital or for receiving home 
health care. ADL is indicated by using a questionnaire. The ADL questionnaire 
consists of the following questions: Can you eat and drink? Can you sit down and 
get up from a chair? Can you get in and out of bed? Can you dress and undress 
yourself? Can you move to another room on the same floor? Can you take the stairs 
and go down again? Can you enter and leave the house? Can you move outdoors? 
Can you wash your face and hands? Can you completely wash yourself? The ques-
tions can be answered using: without difficulty; with some difficulty; with great 
difficulty; only with the help of others; do not know/no answer.

What is the SIP? Also the sickness impact profile (SIP) can be used to indicate 
functional disorders. The SIP is also aimed at stating the health of a person. In the 
SIP, the data are obtained using a questionnaire. A few examples of the items 
addressed in the SIP questionnaire are: I sleep or take a nap during the day; I stick 
to something if I am moving around; I don’t do any shopping than I otherwise 
would; I am less interested in other people’s problems; only a few people (who 
know me well) can understand what I am saying; I have little appetite.

What is the McGill Pain Questionnaire? Although the ADL and the SIP ques-
tionnaires indicate functional disorders in general, there are also specific, more tar-
geted measuring instruments. As a functional disorder is in a limited domain (such 
as pain, depression, cognition), specific questionnaires may provide more of an 
insight into the health of the person. The McGill Pain Questionnaire is one such 
specific questionnaire for dysfunctions related to pain. The McGill Pain 
Questionnaire is aimed at giving an indication of the perception of pain and the 
consequences of pain (for example, for health behavior, relationships with others).

1.4.3  Perceived Health

Perceived health is the health indicator that shows an insight into the quality of life 
in a broad sense. Quality of life is defined as the functioning of people on the physi-
cal, psychological and social dimensions and the subjective evaluation thereof. 
Thus, perceived health, the subjective evaluation of one’s own health status, is 
a health indicator. For this subjective health state, the focus is on the perception 
of health. The General Health Questionnaire (GHQ) gives an insight in how mental 
health is experienced. The GHQ gives an indication of the inability of people to 
function properly in a mental capacity. The GHQ also offers a view of existing psy-
chological phenomena and by using the GHQ, an indication can be given if a patient 
runs on the development of a mental disorder. Sample questions from the GHQ 
include: Do you experience that you are lately under pressure? Can you focus prop-
erly (on your activities, your work)? Have you ever become scared or panicked 
suddenly?

1.4 Health Indicators, Mortality, Morbidity, and Multimorbidity
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1.4.4  Years of Life Lost

If we know the life expectancy of a population or specific group, we can also 
calculate how many years someone loses because of an illness or accident. These 
are the years of life lost. In calculating the years of life lost both the mortality and 
the age at which the person dies are taken into account. This means that the lost 
years of life represent the number of years that a person who dies of a condition 
would still have lived based on the remaining life expectancy. In years of life lost, 
the death of a man or woman at a younger age is more important than that of some-
one who dies at a more advanced age. Years of life lost per death case or the popula-
tion as a whole can be calculated. When we look at the number of years of life lost, 
important causes are lung cancer, coronary heart disease, stroke, colon cancer, and 
COPD.  Finally, it turns out that premature births, perinatal infections and birth 
defects result in many years of life lost. Years of life lost at the population level is 
important for health policy, because they show the health status of the population as 
a whole.

1.4.5  Morbidity

In addition to mortality, disease or morbidity is a common used health indica-
tor. Morbidity is the percentage of people with a health problem in a popula-
tion. The absence of illness and disease in people is a positive health indicator 
for the health status of the population. An increase or decrease in illness and 
disease shows an insight into changes in morbidity. For example, in Europe, the 
morbidity pattern shows that psychosomatic diseases and chronic diseases 
are common. In many of these diseases, the lifestyle or behavior of people 
plays a role.

Regarding morbidity rates, both the new disease cases that occur in a given 
period are important, in addition to the total number of existing disease cases. We 
distinguish between incidence and prevalence.

What is the incidence? The incidence is the number of new cases of diseases or 
of a specific disease, occurring in a specific period. To calculate the incidence, we 
look at the number of existing disease cases and we check to see if this number is 
increased, that is, how many new patients are added, in one year during a specific 
period. Health problems with high incidence percentages are: neck and back pain; 
infections of the upper respiratory tract; acute urinary tract infections; and private 
accidents. The number of new cases of the disease is also known as the annual or 
yearly incidence.

Years of life lost, the number of years that a person loses because of a health 
problem
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What is the prevalence? The prevalence is the total number of existing cases of a 
disease, at a given point in time or during a certain period. The prevalence of a particu-
lar disease is the number of people with this specific disease at a specific point in time. 
Health problems with high prevalence percentages are: diabetes mellitus; osteoarthri-
tis; coronary heart disease; neck and back pain; and hearing loss. The number of exist-
ing disease cases at some specific point is also called point prevalence.

The morbidity rate in a population is not constant. People are cured of their 
health problem, and there are new cases, but morbidity rates are also influenced by 
mortality rates. For example, a flu epidemic may show high incidences in a certain 
period of a calendar year. The size incidence and prevalence can be applied to the 
total population or to a specific part of the population.

What is the compression of morbidity? The number of years people live with dis-
abilities is reduced and this is called compression of morbidity. Compression of mor-
bidity can be divided into different severity levels. We can distinguish slightly limited 
when people have one disability, moderately limited when people have two disabili-
ties, and severely limited when people have three disabilities. These disabilities 
include prolonged or short-term restrictions. Disabilities that have diminished in num-
ber are mobility restrictions and limitations in hearing. In most Western countries, a 
pattern seems to have emerged that limitations decrease, or at least their severity.

What are disease year equivalents? Loss in quality of life can be expressed as 
disease year equivalents. Disease year equivalents are calculated by the prevalence 
of the disease multiplied by a weighting factor for the severity of the disease. Or: the 
incidence of the health problem multiplied by the duration. The weighting factor is 
determined by experts. By attaching this weighting factor, we can compare the years 
that people live with disease and the years spent with the disease is comparable with 
years of life lost because of mortality. For example, if a disease has a weighting fac-
tor of 0.5, it means that a year living with this disease is considered equivalent to a 
half-year lost by premature death. Health problems that result in great loss of qual-
ity of life are anxiety disorders, depression, and stroke.

1.4.6  Medical Consumption

Morbidity is often related to the use of facilities in the healthcare sector. We call this 
health indicator medical consumption. Also, the numerical understanding of medi-
cal consumption may be used as a health indicator. Greater use of medical facilities 

Morbidity, rates, and percentages of people with a health problem

• Incidence, new disease cases that occur in a given time period (yearly 
incidence)

• Prevalence, total number of existing cases of a disease (point prevalence)
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is thus related to a less healthy population. With this health indicator, comparisons 
can be made between the use of health care facilities (for example, in Western coun-
tries), although a similar standard of facilities in the health care sector is a prerequi-
site for comparisons. Disorders with a high level of medical consumption are from 
the diagnosis group of mental disorders. Within this group, dementia and mental 
retardation are the most expensive.

1.4.7  Multimorbidity

Chronic diseases can be divided into four main categories. The first category con-
sists of chronic diseases that are life-threatening, such as cancer and strokes. The 
second category includes disorders that can be characterized by recurrent com-
plaints, such as COPD and epilepsy. The third category consists of chronic health 
problems that progressively deteriorate and disable the person, such as rheumatoid 
arthritis and chronic heart failure. Finally, there is a category of chronic psychiatric 
disorders. Chronically ill patients are more frequently women than men and in addi-
tion, the most often, the elderly.

What is multimorbidity? Many people with a chronic health problem have not 
one, but multiple health problems at the same time and this is called multi- 
morbidity. Common combinations of chronic diseases are asthma and eczema; 
depression and anxiety disorders; and diabetes and coronary heart disease. Of the 
entire European population, approximately 10% has multimorbidities and this con-
cerns more women than men. The risk of multimorbidity increases for people 
above the age of 55 years. For those people over 75 years of age, the risk of multi-
morbidities is 1 in 3.

People with chronic diseases experience a lower quality of life than those with-
out a chronic disease. Multimorbidity probably has an additional negative effect on 
the quality of life. People with multiple diseases are more commonly admitted to a 
health care institution and stay there for longer. Also, people with chronic diseases 
are at a greater risk of complications and of premature death. For the nursing care 
process, an insight into the risks and consequences of multimorbidity for prevention 
and care is of great importance. The care or treatment advice that is appropriate 
when one has a specific health problem may be inadequate or may not even fit at all 
with the other health problem. The chances of inadequate or incoherent care, with 
the possible risks for the patient, should make multimorbidity the starting point for 
care provision (Hoeymans and Schellevis 2008).

 C The WHO Jakarta Declaration states the world health policy for the 
twenty-first century: the policy is aimed at determining the impact of 
health-promoting activities on health, the development of innovative 
strategies for health promotion, and determining the required partnerships 
for health promotion. http://www.who.int/healthpromotion/conferences/
previous/jakarta/declaration/en/index1.html
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 C In the Resolution on health promotion (WHO 1998) the policy is http://
www.who.int/healthpromotion/wha51-12/en/ focused on the breakup 
of traditional boundaries among the public sector, government and 
nongovernment organizations to achieve partnerships for health.

1.4.8  Health Inequalities

Diseases and health are not evenly distributed in the world, not even in Western 
countries. This uneven distribution of diseases is called health inequality. These 
health inequalities relate to the socio-economic status (SES) and the associated life-
style habits and (im)possibilities of people. The SES divides people, broadly based 
on their educational status and income level, can be classified into high, middle, and 
low groups.

Does the socio-economic status of people affect their health? Yes, it does, people 
with higher SES are healthier than those with a lower SES. This health difference is 
denoted by the term “socio-economic health differences”. People with a lower SES 
perceive their health less often as (very) good than do people with a higher 
SES. People with a higher occupational status and income report a better perceived 
health than people with lower occupational status and income. The health differ-
ences between people with high SES and those with a low SES seem to increase. 
For a more positive assessment of health, income is more decisive than the educa-
tional level.

Immigrants perceive their health as less positive than natives of the same gender 
and age. In particular, immigrant men experience their health as less favorable; for 
women the difference is smaller, because in general women perceive their health as 
less positive. People with a lower SES are sick more often, and they also report 
physical limitations and disabilities more often. In addition, chronic diseases are 
more common in these groups. Many health problems are relatively more common 
in people with a lower SES than in people with a higher SES.

Are morbidity and mortality differences detectable for people with a lower 
socio- economic status? There are a number of morbidity and mortality differ-
ences. Less well-educated men and women live, on average, shorter lives, and, on 
average, their health status is less favorable during their lifetime. Men and women 
in the lower socio-economic class have been shown to have shorter lifetimes than 
people in the highest socio-economic class. The higher the education level of a 
person, the longer the healthy life expectancy. It is striking with regard to physical 
limitations and disabilities is that less well-educated people more frequently have 
physical limitations and disabilities than more highly educated people. Important 
limitations and disabilities concern hearing, seeing, mobility, and ADLs. Women 
with a low SES have more physical limitations than men with a low SES. Less 
well-educated people have more physical limitations because they more fre-
quently have (chronic) health problems. Lung cancer has a fairly strong socio-
economic component. People with a lower SES also have more mental health 
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disorders; people with a higher professional status or a higher income less fre-
quently have mental disorders. Women with a lower level of education are more 
likely to have mood and anxiety disorders than more highly educated women. It is 
striking that less well-educated women use less alcohol and drugs. In men, there 
is no relationship between the educational level and mental disorders. People with 
paid work less commonly have mental disorders. The mental health of people 
with a lower SES is mainly determined by their vulnerability to events that cause 
stress, such as poor housing conditions, poor prospects on the labor market, low 
education, low professional status, and/or low income. In addition to this vulner-
ability to events, people with a low SES also feel less in control over their 
environment.

Do people with a lower SES more frequently have an unhealthy lifestyle? An 
unhealthy lifestyle is more common in people with a lower than in those with a 
higher SES. People with a lower SES smoke more often, drink excessively more 
frequently, are more likely to have unhealthy dietary behavior, and are less physi-
cally active. This unhealthy lifestyle includes almost all lifestyle factors. For immi-
grant groups, the lifestyle factor is less favorable to health with regard to drug use, 
safe sex, and sports participation. If we look at the lifestyle factor physical activity, 
around 40% of people with a lower SES are very inactive, whereas 15% of the 
people with a higher SES are inactive. Overweight and obesity are adverse lifestyle 
factors that are more likely to occur in certain groups of society. At the group of 
lower-skilled people, obesity is four times more common than in highly educated 
people.

What are the causes of these health differences? The health differences are 
caused by a combination of factors. Education and income level play important 
roles, but also the working conditions may adversely affect the health status. If we 
look at the income level, we see that the higher the income, the healthier a person. 
If the income is low, there are more long-lasting health restrictions and health is less 
well experienced. People with a lower level of education are more often work in 
non-optimal conditions such as dusty work, working with harmful substances, etc. 
Also, the parenting style, the “climate” in the family in the broad sense of the word, 
has an impact on health. For example, accidents are more common in larger 
families.

There are no major differences between people with lower SES and those with 
higher SES regarding the use of health care. In accordance with their health status, 
people with a lower SES make greater use of the health care facilities. However, it 
is striking that they make greater use of the GP and less often appeal to a specialist. 
With regard to preventive health care facilities, people with lower SES often use 
these less. People with a low SES, for example, participate in population cervical 
cancer screening less often (the attendance is lower) and are less easy to reach for 
smoking cessation activities.
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2Health, Health Risks, and Mapping 
Public Health

Health and health problems are affected by health determinants. Health determi-
nants are groups of factors that may provide a way for analyzing health and health 
problems. Health determinants are: endogenous determinants, lifestyle and behav-
ior, the physical and social environment, and medical care and prevention. Each 
health determinant has a specific impact on a health problem. Health determinants 
may be a guide for optimizing health problems, for the understanding of health 
risks, and for improving (people’s) health. We start with Health Concept of Lalonde, 
and also describe the Conceptual Model of Public Health and the VTV-model (Sect. 
2.1). In Sect. 2.2., endogenous, personal health determinants are described. In Sect. 
2.3, the health determinants lifestyle and behavior are dealt with; in Sect. 2.4 the 
health determinant physical environment and in Sect. 2.5 social environment are 
described. In Sect. 2.6, medical care and prevention are the focus.

2.1  Lalonde Report

The Lalonde Report consists of a model for exploring health, and the central 
concept is to promote health (Lalonde was the Minister of Public Health in 
Canada, 1974) (Lalonde 1974). In the Report, health is the central theme rather 
than disease or sickness.

What is the core of the Report? An inventory was made of all kinds of factors that 
affect health and disease, and a classification devised of the internal environment, 
external environment, behavior, and health care. Each of these areas, all equally as 
important, are called health determinants. Using the Lalonde Report (Fig. 2.1), but 
also in other conceptual models of public health (Figs. 2.2 and 2.3), we are able to 
look at the health determinants that affect health at the group level. The models are 
not developed to analyze individual health of a patient or client, but are suitable for 
looking at health at the population or group level.
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Before the health concept was common, we used to think about health from the 
perspective of endogenous determinants of health, and medical care was the way to 
handle health problems. The innovation in the health concept was above all the 
exogenous health determinants lifestyle and behavior, in addition to more attention 
being paid to the health determinants physical and social environment. Now, it is a 
common understanding that lifestyle and behavior affect health and play a role in 
health problems, and that lifestyle and behavior should be taken as entry points for 
health promotion. However, taking health as the starting point for nursing care and 
not disease, remains an issue in health care.

The determinants of health, how can they be described in brief? The endoge-
nous, personal health determinant is about the factors that play a role in the human 
body and affect health. The endogenous health determinant is subdivided into 

Health concept, health determinants:

 1. Endogenous, personal health determinants, internal environment or human 
biology

 2. Health determinants behavior and lifestyle
 3. External environment: health determinant physical environment
 4. External environment: health determinant social environment
 5. Health determinant healthcare organization and prevention

Endogenous
health clear mineral

External environment
Physical environment

Social environment
External environment

Health/
health problem

Lifestyle &
behavior

Healthcare
organization
pleverdion

Fig. 2.1 Health Concept Lalonde
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genetic factors and acquired properties. The endogenous health determinant is 
also referred to by the terms individual factors, internal environment, or human 
biology.

The health determinants lifestyle and behavior are the influence that lifestyle and 
people’s behavior have on their health and on the onset or worsening of health prob-
lems. These health determinants concern both one’s rationale to behave in a certain 
way, as the actual behavior of a people.

The health determinant external environment can be divided into the physical 
and the social environment. These health determinants are also called exogenous 
determinants of health. The physical environment factors affect health outside the 
human body and can have an influence on the onset or worsening of health prob-
lems. For the people themselves, the physical environment and the impact on their 
health is often difficult to control.

The social environment is the health determinant that reflects the place of people 
within society. Their place in society has an important influence on health and on 
people’s sense of well-being.

The health determinants healthcare organizations and prevention include all 
kinds of health care facilities. These facilities are delivered with the aim of curing 
people, of preventing the worsening of the health situation or of ensuring that peo-
ple stay healthy.

 C Health for all by the year 2000. The WHO’s aim is optimal health for all 
people in the world, and those people should be enabled to live a 
socially and economically productive life. The innovative strategy of 
global health for all by the year 2000 is that this strategy was the 
departure point for health policy in 34 countries, regardless of the public 
health situation and the level of health care facilities. Primary health care 
is the means of achieving optimal health. The main goals of the health-
for-all strategy http://wholibdoc.who.int/publications/9241800038.pdf 
was to reduce health inequalities between countries and groups in 
countries and to improve the health of individuals and reduce health 
problems. This was to be achieved by promoting equality in health, 
improving the quality of life,  adding health to life by reducing health 
problems, and prolonging the life span (reducing premature and 
maternal mortality).

Health (problems) are central to the health concept, but do health determinants 
mutually affect each other? The health concept takes health as the starting point, and 
the model may be used to analyze a health problem. In what way do health determi-
nants affect health or the health problem? Health determinants have a mutual, some-
times complex relationship. For example, overweight and obesity can be determined 
by genetic factors, but also by the balance between energy intake via food and energy 
consumption by motion behavior. Movement behavior may also be affected by envi-
ronmental factors, such as sitting work, support from the social environment, and the 
financial situation (being able to afford to use sports facilities). The determinants of 

2.1 Lalonde Report
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personal characteristics, lifestyle, and environmental factors, are closely linked. The 
interrelationship between health determinants needs attention, and this may have 
important implications for health promotion and disease prevention.

In health problems, we often see a combination of endogenous health factors, life-
style factors and environmental factors; and social environmental factors are better 
known. For example, depression has a relationship with the endogenous health deter-
minant personality traits. The exogenous health determinant social environment, such 
as family problems, social relations, social vulnerability, (early) life events, workload 
and stress, SES, and household composition, also plays a role. Furthermore, the exog-
enous health determinant physical environment is involved, including environmental 
factors such as micro-organisms. Finally, the health determinant health care organiza-
tion shows that GPs are able to notice the early warning signs of depression.

Another example is that breast cancer has a relationship with the health determi-
nants lifestyle and behavior. Nutritional behavior plays a role, in addition to protec-
tion given by breast feeding. Not only alcohol consumption has an influence on 
breast cancer, but also the degree of alcohol dependence. Physical activity and 
higher fitness levels have a positive influence. The use of the contraceptive pill is 
also involved. In addition, breast cancer has a relationship with the endogenous 
health determinant body weight.

The Health Concept of Lalonde is an important model. In both Conceptual mod-
els of Public Health (Figs. 2.2 and 2.3), the Health Concept of Lalonde is easy to 
recognize, and the models show that the concept of health is important in health care 
and health policy.

Policy

Health
determinants

Environment

Endogenous,
individual factors

Prevention
and

healthcare

Lifestyle and
behavioral factors

External
influences

Health status

Fig. 2.2 Conceptual model of public health. Source: National Institute for Public Health and the 
Environment (RIVM) 2011. http://www.nationaalkompas.nl, 1 April 2011. Reproduced by permission
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2.2  Endogenous, Personal Health Determinant

The endogenous determinant concerns both physiological and psychological 
factors that affect human health or health problems. We call this the personal health 
determinant (Fig. 2.2). When a health problem is under consideration, all factors 
that have a relationship with the health problem should be identified. The endoge-
nous health determinant is subdivided into first genetic and hereditary factors, and 
second, acquired properties. Both the genetic and hereditary factors and the acquired 
properties (each individual) have specific health effects.

2.2.1  Endogenous Health Determinant: Genetic, Hereditary 
Factors

There is no doubt that genetic, hereditary factors have a major influence on our 
health. This endogenous health determinant determines the differences between 
people and plays a role in physiological characteristics, intelligence, and personal 
characteristics. Hereditary factors influence health if there are any abnormalities in 
the genes, abnormalities in chromosomes or multifactorial health problems, and if 
there is a predisposition to a disease. This endogenous health determinant usually 
leads to permanent health damage.

Which abnormalities in the genes do we know? We speak of monogenic diseases 
if the onset of the disease is based on one gene. Although this is a rare disease pic-
ture, the numbers increase. An example is xeroderma pigmentosum (XP), caused by 
the influence of sunlight, that confers a greatly increased risk of certain types of skin 
cancer. Abnormalities in the genes can be passed from parents to children, a child 
may inherit a recessive disorder because the healthy parents pass the abnormal gene 
to the child. For example, cystic fibrosis and phenylketonuria. In dominant inheri-
tance (such as Huntington’s disease and familial hypercholesterolemia), if one of 
the parents is sick, there is a 50% chance of the child getting the disease too. 
Abnormalities in the genes occur in 1–2% of the population.

What do we know about abnormalities in chromosomes? In addition to abnor-
malities in the genes, we can distinguish chromosomal abnormalities. For example, 
Down syndrome. Birth prevalence of children with Down syndrome increases with 
the age at which women have children. Furthermore, improved treatment, surgery 

Endogenous, personal health determinant, both physiological and psychologi-
cal factors that affect health or health problems

Endogenous, personal health determinant
Hereditary factors: abnormalities in the genes, abnormalities in chromo-

somes, multifactorial health problems, and facilities for health problems
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and intensive care capabilities has led to a decrease in mortality among children 
with Down syndrome, and on the other hand, possibilities for screening and prenatal 
diagnosis have increased.

What are multifactorial health problems? When hereditary factors play a role, 
but others are involved too, this is known as multifactorial health problems. For 
example, congenital heart defects, and spina bifida. It is expected that the number of 
children with birth defects will decrease, as more women take folic acid tablets, 
which reduces the risk of a birth defect. In addition, the use of prenatal diagnosis has 
increased, and treatment and care for children with birth defects have improved 
(Cornel 2004). Birth defects of the cardiovascular system may be the result of health 
problems of the mother during pregnancy, such as type 2 diabetes, untreated phenyl-
ketonuria, use of alcohol and lithium, and infectious diseases (such as rubella and 
mumps).

Is there a predisposition to health problems? For the endogenous determinant, 
the predisposition to diseases is also of interest, for example, in the case of schizo-
phrenia, manic depression, asthma, and allergies, adult-onset diabetes, epilepsy, 
and rheumatism. These health problems are caused by an interaction between a 
genetic predisposition and exogenous factors. For schizophrenia, a chronic psy-
chiatric health problem, genetic predisposition plays a role, in combination with 
(far more important) exogenous factors. Prevention of schizophrenia is aimed at 
preventing the first or recurrent psychosis. However, it may also take the form of 
stress management for vulnerable people, or promoting the social development of 
children at an increased risk of psychosis (Hoek and Kahn 1995; Maas and Jansen 
2000). For depression, too, a predisposition is possible. Depression is a geneti-
cally determined response pattern that occurs at an increased vulnerability in 
combination with triggering factors (Bijl 2001). Depression can be explained 
from an integrated bio- psycho- social explanation model. Heredity, age, low self-
esteem, social vulnerability, gender, and marital status are factors that play a role 
in the explanation model. The depressive disorder may be shortly lived or of a 
chronic nature; it is seen in all age groups, but more often in women than in men. 
A dysthymic depression is a mild form of depression with a minimum duration of 
2 years, and is more common in older people. The number of people with a depres-
sive and/or dysthymic disorder is increasing, because the condition is detected 
earlier today by family doctors and because people seek professional help sooner. 
The occurrence of depressive and dysthymic disorders in young people needs 
attention.

 C The health-for-all strategy http://legacy.library.ucsf.edu/documentStore/
g/w/o/gwo93a99/Sgwo93a99.pdf of the WHO had 38 goals. Themes are 
primary health care, health promotion, participation, justice, and multi-
sectoral cooperation. The goals of the strategy include maintenance of 
health; increase healthy behavior (healthy nutrition, moving behavior), 
decrease unhealthy behavior (alcohol use, drug use, unsafe behavior in 
traffic, and violent social behavior); and controlling adverse environmental 
factors (water and air pollution, food unsafety, work-related health risk).

2.2 Endogenous, Personal Health Determinant
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2.2.2  Endogenous, Personal Health Determinant: Acquired 
Properties

In addition to hereditary factors, acquired properties are also endogenous health 
determinants.

Is high blood pressure an acquired trait? An important acquired trait is hyperten-
sion or high blood pressure. This is the case if the systolic blood pressure and/or 
diastolic blood pressure is too high or when people use blood pressure-lowering 
medications. An isolated elevated blood pressure exists, when either only the systolic 
blood pressure or only the diastolic blood pressure is increased. Both in men and in 
women, blood pressure increases with increasing age, especially after the age of 35. 
Isolated elevated blood pressure is most common in people aged over 85 years. High 
blood pressure is less common in people with higher education levels. Health effects 
associated with high blood pressure are chronic conditions, such as coronary heart 
disease and stroke, heart failure, and dementia. Factors that affect high blood pres-
sure in a negative sense are overweight, physical inactivity, low consumption of fruits 
and vegetables, but also (excessive) alcohol use, smoking, and the consumption of 
salt and fat. Lifestyle factors greatly affect blood  pressure. In the prevention of high 
blood pressure, optimizing lifestyle factors is most important. If optimizing lifestyle 
is insufficient, drug treatment creates a considerable reduction in the number of peo-
ple with high blood pressure and cardiovascular diseases.

Is an abnormality in the immune system an acquired trait? The immune system 
plays an important role in maintaining the health, and abnormalities caused by bac-
teria, viruses, fungi, and parasites may lead to various forms of cancer. Health prob-
lems are allergies, chronic auto-immune diseases (such as rheumatoid arthritis), 
liver cancer, and infectious diseases (such as HIV, pneumonia, and flu). In a normal 
state, the human immune system protects against external influences, the so-called 
exogenous factors. There is an increase in the number of adults and children with 
allergies and autoimmune diseases, possibly due to a disturbed balance caused by 
fewer infection sources in the area. A disturbed balance may lead to increased pro-
duction of the antibody IgE, which may ultimately evoke an allergic reaction. 
Chronic diseases, such as HIV, Hodgkin’s disease, and hepatitis B and C have a 
clear relationship with impaired immunological defense against certain viruses.

Is a high cholesterol level an acquired trait? If the LDL cholesterol level in the 
blood is too high, there is an increased risk of premature death from coronary heart 
diseases. In addition to a high cholesterol level, a lower level of protective HDL cho-
lesterol is a risk factor for the development of coronary heart disease. Also, genetic 
and lifestyle factors play a role. Lifestyle factors such as saturated fats in the diet, 

Endogenous, personal health determinant:
Acquired properties: high blood pressure, high cholesterol, abnormality in 

the immune system, abnormality in glucose levels, overweight and obesity, 
mental health, and aging
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overweight, and smoking play a negative role. Physical activity has a positive impact 
on cholesterol levels. Physical activity increases the beneficial HDL cholesterol lev-
els in the blood. The prevalence of high total cholesterol in the blood decreases in 
both men and women, in all age groups, but the largest reduction is seen among older 
people. The decrease in cholesterol levels is due to the decline in the use of saturated 
fat in the diet. The decrease continues as the preferred nutritional habit persists.

Is a varying blood glucose level an acquired trait? The glucose tolerance indi-
cates the degree to which the body properly deals with the varying concentrations of 
glucose in the blood. There may be a normal glucose tolerance, impaired glucose 
tolerance (untreated diabetes mellitus) or glucose intolerance (treated diabetes mel-
litus). People with impaired glucose tolerance have a greater chance of getting diabe-
tes mellitus. Diabetes mellitus is a chronic metabolic disease and the risk increases 
with age. Factors that have a negative impact on the glucose tolerance, are over-
weight, specifically an unfavorable abdominal fat distribution. Physical (in)activity 
and a diet that is high in saturated fats and has too little dietary fiber also have a nega-
tive influence. Among young people, we see an increase in type 2 diabetes, (serious) 
overweight, combined with an unhealthy diet and a lack of physical activity. The 
impact on people’s lives is great. Diabetes patients experience their health as rela-
tively poor. Younger diabetes patients often state that they are depressed and anxious. 
Diabetes patients rate their quality of life as less favorable, as the health problem is 
more serious. Diabetes mellitus confers a higher risk of coronary heart disease and 
stroke. Next to asthma, it is the most common chronic disease among children.

Is overweight and obesity an acquired trait? The acquired property overweight/
obesity can cause or contribute to the development of health problems. Overweight 
people experience a lower quality of life. It leads more frequently to diseases and 
physical limitations rather than to early mortality. Being overweight has a link with 
chronic health problems such as cardiovascular diseases and diabetes mellitus type 2. 
But it is also linked to cancer (especially colon cancer), disorders of the musculoskel-
etal system (osteoarthritis), and disorders of the respiratory organs. In women with 
severe obesity, menstrual disorders and infertility are more often seen. Obesity also 
has a great influence on the development of chronic health problems, even more than 
smoking or excessive alcohol consumption. Obese people have a shorter life expec-
tancy and a longer unhealthy life expectancy. Seriously overweight and obesity is 
more common in people with a lower level of education. Overweight and obesity 
increases in children from the age of 4 years and in this group, the prevalence increases 
most severely. Children with overweight and obesity have problems such as stigma 
and social issues. The main cause of being overweight is the imbalance of the energy 
intake from food and energy expenditure through physical activity. The increase in 
the number of overweight people and obesity is explained by a shift in eating patterns, 
but also by the reduction in physical activity. Fruit consumption has decreased and the 
intake of snacks, soft drinks, and fruit juices has increased. The treatment of obesity 
is usually complex, often with disappointing results in the long term.

 C The perception of body weight affects the quality of life. Men who 
thought that they were too heavy (rightly or wrongly), rated the health 
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they experienced less favorably than men who thought they had a 
normal body weight. For women, it was shown that both the actual body 
weight and the perception of body weight influenced the assessment of 
the quality of life.
 C Fatal complacency (WHO 1999) The WHO stated that six infectious 

diseases (malaria, aids, tuberculosis, measles, diarrhea, and respiratory 
infections) constitute 90% of the total mortality from infectious diseases. 
Infectious diseases are an important problem and the leading cause of 
death in children and adolescents. The reasons are that not all children in 
the world have been vaccinated, but also the resistance against the 
vaccine, an increasing number of newly infected persons (due to 
passenger traffic), the emergence of new infectious diseases (such as 
Ebola), and the flare up of cholera, diphtheria and tuberculosis.

Is psychological ill health an acquired trait? Also, personal characteristics and 
psychological ill health affect health and are part of the acquired properties. Personal 
characteristics may enable exogenous factors (such as stress) and endogenous fac-
tors (such as health problems) to handle, to reduce or to tolerate (coping). Physical 
conditions may also have an influence on mental health, such as in the case of 
Parkinson’s disease. For people with Parkinson’s, in the brain there is a shortage of 
neurotransmitters, which are important for locomotion and mood. There is evidence 
that many mental illnesses are related to abnormalities in the nervous system and 
with the number of neurotransmitters, and mental health is adversely affected. 
Based on this knowledge, medication is developed that gives good results for treat-
ing mental disorders (such as for Parkinson’s disease and manic depression). There 
are also interventions to increase skills to better deal with these disorders. An exam-
ple of this is resilience training in primary and secondary education. Burdensome 
family circumstances, such as incest and abuse, are also common causes of mental 
disorders that affect mental health.

Is aging an acquired trait? Aging is also an acquired property, and the physical, 
mental, and social aspects of the aging process affect the health and quality of life. 
In aging, the functioning of individual organs and the organ system tails off, as does 
resistance to disease and stress. A distinction can be made between normal and 
abnormal aging. In normal aging, the physiological function gradually decreases. In 
abnormal aging, the aging process is accelerated by (a) health problem(s). Also, 
adverse environmental factors or an unfavorable lifestyle may accelerate the aging 
process. In addition to aging-related diseases, there are diseases that already exist, 
but only become manifest later in life. Examples include cancer and arteriosclero-
sis. There are aging-dependent diseases, whose prevalence increases with age. 
Examples include Alzheimer’s disease, osteoporosis, and type 2 diabetes. 
Intercurrent diseases are those that do not arise on aging, but that have more serious 
consequences later in life. Examples include pneumonia after flu and injuries after 
falling incidents. Chronic diseases in the elderly are the diseases that have emerged 
at a young age and continue at a later age. Examples include COPD and mental 
disorders. Finally, we see diseases from which the recovery is not complete and 
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worsen with the advance of time, for example, a repeated heart attack or hearing 
impairment. These are the wear-and-tear diseases (Van Bezooijen 1993).

What is the role of the nursing professional in endogenous health determinants? 
In almost all areas in which nursing professionals work, they take care of patients 
with reduced health status by hereditary factors and acquired properties. With the 
proper interweaving of prevention and professional care, health risks and health 
problems can be signaled earlier. Health promotion and the promotion of the self- 
management of the patient are an important starting point for optimizing health.

2.3  Health Determinants Lifestyle and Behavior

The health determinants lifestyle and behavior described in the Health Concept 
of Lalonde Report include all kinds of behaviors that have a positive or negative 
impact on health and/or on a health problem. Behavior and health behaviors, but 
especially behavioral changes, are for nursing professionals an important means of 
achieving improved patients’ health and of decreasing health problems. These 
changes in lifestyle at an individual level (by changes in knowledge, attitude, and 
behavior) should be supported by changes in the physical and social environment. 
Apart from determining which behaviors have a relationship with health and the 
health problem, it is important to see if the behavior is “excessive”, in which adverse 
health effects may occur. For all lifestyle factors the trend seems unfavorable, with 
the exception of the use of saturated fat. Although the lifestyle of young people has 
become less favorable, that of older people is more positive. In the elderly, the life-
style is “only” unfavorable regarding physical activity and eating saturated fats.

What are health skills and how do they affect health? Health skills are the skills 
of people to acquire education on health. Not only acquiring information on health 
is important, but people also need to understand, evaluate, and use education. This 
enables them to make health-related decisions. Health skills are rather complex 
skills. These skills determine whether people can find their way in health care. 
Health skills determine how people assess their own health. People with lower 
health skills often experience their health as less good. Also, they often have one or 
more chronic diseases and therefore they have to use health care facilities more 
frequently and over a longer period of time. People with lower health skills make 
less use of preventive health care.

Is nutritional intake part of people’s lifestyle and behavior? Nutritional intake 
has a close relationship with the health determinants lifestyle and behavior, and a 

Health determinants lifestyle and behavior include all kinds of behavior that 
have positive and/or negative effect on health and/or on a health problem

Health determinants lifestyle and behavior: health skills, feeding behavior, 
alcohol and drug use, smoking behavior, movement behavior, and sexual 
behavior
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clear influence on health and health problems. Health problems can be both pri-
marily and secondarily related to nutrition. Nutrition has a primary connection 
with dental caries, obesity, constipation, iodine deficiency, underweight, and alco-
holic liver cirrhosis, and in hypertension, iron deficiency and stomach and esopha-
geal cancer, and certain heart diseases. For example, there is a decline in the 
number of children born with a deviation of the cardiovascular system, which 
seems to be the direct result of increasing folic acid use by expectant mothers. In a 
secondary connection, health problems play an important role, but other health 
determinants are also important. For example, in colon cancer, low consumption of 
fruits and vegetables is a risk factor, but this is also related to obesity and physical 
inactivity. What do we know about nutrition and important health problems? 
Nutrition is one of the factors that determine the emergence and persistence of 
heart disease. People with coronary heart disease have a high intake of energy and 
especially of fats. For high blood pressure, there is a relationship among the use of 
alcohol, salt, and a high energy intake. The contribution of nutrition in cancer is 
estimated to be approximately 35%. Colon cancer has a relationship with a high fat 
intake. Mouth, throat, and esophageal cancer have a relationship with alcohol con-
sumption. Stomach cancer has a relationship with the nitrate and nitrite intake. 
Diabetes mellitus type 2 has a connection with too high an intake of energy and too 
low an intake of saturated fat and unsaturated fat and fiber. Obesity has a clear link 
with energy and high-fat food, combined with an increase in waist size and physi-
cal inactivity. Finally, in osteoporosis one of the causes is the low absorption of 
calcium and vitamin D, especially in the elderly.

To what extent does alcohol and drug abuse affect your health? It is striking that 
moderate alcohol consumption (only one drink per day) has a positive effect on the 
heart’s blood vessels and this is probably even more positive than no alcohol use. 
However, excessive alcohol consumption has a clear negative influence. Alcohol and 
drug abuse can lead to pharmacological addiction, which leads to psychological 
addiction (with feelings of shame and guilt) and/or to a social addiction (with conflict, 
isolation, and stigma). Alcohol use has a clear relationship with (traffic) accidents and 
chronic diseases such as liver cirrhosis, heart disease, and cancer. The immune system 
can become disrupted, increasing the risk of tuberculosis, viral infections, and cancer. 
Alcohol use can lead to increased blood pressure, with a greater risk of stroke and 
heart disease. Also, mental and social problems may result and are becoming increas-
ingly common. Alcohol dependence increases the risk of all types of mood disorders 
(depressive and anxiety disorders). Alcohol use has a negative impact on the fertility 
of both men and women. Excessive alcohol consumption during pregnancy can lead 
to hyperactivity (ADHD), a disrupted sleep/wake rhythm, and attention-deficit disor-
ders in the child. With the mother's high level of alcohol use (six or more glasses a 
day) the child may develop growth delay and mental retardation. Health problems 
related to drug use are addiction diseases, intoxications, psychosocial, psychological, 
and psychiatric problems (for example, drug psychosis), an increased possibility of 
infection, HIV, and accidents. The link with psychiatric disorders and damage to the 
brain is becoming increasingly well- known. Factors influencing the addiction to alco-
hol or drugs are heredity and predisposition, personality, conditioning, the 
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expectation – and overvaluation – of the effects of alcohol or drugs and early life 
events, family problems, and socio- economic disadvantage.

 C True or false? Surely you’re not addicted to smoking so quickly? Research 
shows that girls who occasionally smoke, are addicted after 3 weeks. Boys 
who occasionally smoke, are hooked after an average of 6 weeks.

 Does having a higher level of education indicate that a person is less 
likely to become addicted to smoking? Research shows that young 
people with a lower level of education smoke twice as often as young 
people with a higher level of education. Also for adults, the percentage of 
smokers among those less well- educated is higher than among people 
with a higher level of education.

Is smoking as a way of life always an adverse health determinant? Smoking 
contributes to the onset of major health problems. Eighty-five percent of all cases of 
lung cancer can be attributed to smoking behavior. There is a slightly increased risk 
for passive smokers and for people who are intensively exposed to chemicals. The 
chances of getting lung cancer increases with the number of cigarettes smoked. In 
addition to the number of cigarettes per day, the period during which a person 
smokes determines the risk of lung cancer, and the age at which smoking begins. 
For COPD, smoking is the main exogenous health determinant, in addition to hered-
itary characteristics and air pollution. Smoking during pregnancy results in lower 
birth weight in the child, and infant mortality is related to the smoking habits of the 
mother during and after pregnancy. Children of parents who smoke have more 
respiratory infections and complaints. Asthma attacks can be caused by passive 
smoking. Children with asthma can get respiratory tract infections and are more 
frequently admitted to hospital. Smoking behavior and alcohol abuse are interlinked 
(Willemsen 2004).

 C True or not true. If your patient has a chronic health problem, does 
moving behavior make sense?

 Getting enough exercise and being physically active has a positive 
influence on the course of major health problems, such as coronary heart 
disease, type 2 diabetes, COPD, osteoporosis, stroke, depression, 
rheumatoid arthritis, epilepsy, and cystic fibrosis

To what extent does affect physical activity your health? Physical activity is a 
lifestyle factor that can yield significant health benefits. Physical activity at a mod-
erate intensity level, carried out regularly, has a beneficial effect on health. Examples 
of this are cycling to and from work or school, walking and gardening or household 
work. Physical activity at a high intensity level, carried out regularly, improves 
physical fitness and improves the condition of the heart and lungs. Examples include 
running, rowing, and skating. Physical activity regularly carried out at a high inten-
sity level has a beneficial effect on cardiovascular risk factors such as high blood 
pressure, high cholesterol levels, and waist circumference (Sassen et al. 2009). An 
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adult is physically active if he is regularly (for example, three to five times a week) 
moving continuously for about an hour (45–60 min). To improve physical fitness, an 
adult should be physically active for three times a week for the duration of 
20–30 min, performing exercise at a high intensity level. Even low physical activity 
(30 min hiking or cycling at a self-selected pace) improves health, reduces cardio-
vascular pressure, increases the fat breakdown, and results in a slightly beneficial 
change in the serum cholesterol content of the blood. For people who are very inac-
tive, in particular, physical activity at this level can lead to improved health. The 
health-promoting effect of moving behavior lies in the influence on the endogenous 
determinants such as blood pressure, body weight, body fat, bone density, triglycer-
ide levels, the ratio HDL/LDL cholesterol, glucose tolerance, and insulin sensitivity. 
Health problems associated with physical inactivity are coronary heart disease and 
type 2 diabetes mellitus, osteoporosis, colon cancer, COPD, stroke, depression, 
breast cancer, and chronic joint rheumatism. Physical inactivity usually accompa-
nies a sedentary lifestyle. There are many health benefits to be gained when very 
inactive people (about 15–20% of the population) become more active. Physical 
activity contributes to a general sense of well-being for both healthy people and 
people with a chronic illness or other health problems.

 C What is the double burden (WHO)? The double burden consists of the 
combination of infectious diseases and noncommunicable health 
problems and remains very persistent among the world's population. 
Noncommunicable health problems include cardiovascular health 
problems, cancer, and accidents, in addition to psychiatric health 
problems such as depression, psychoses, alcohol addiction, and 
obsessive–compulsive disorders (WHO 1999).

To what extent is sexual behavior a lifestyle factor? Sexual behavior is related to 
health problems such as sexually transmitted diseases (STD) and HIV, unwanted 
pregnancy and sexual abuse, in addition to urinary tract infections. Young and old 
are aware of the risks and prevention capabilities of STIs and HIV, but this does not 
lead to widespread condom use. The risk of transmission through unprotected anal 
or vaginal sexual contact is greater for men to women than from women to men. 
Transmission may also occur through shared injection materials, by needle stick 
injury (probability 0.3%), and by mother-to-child transmission at birth or through 
breastfeeding. Unprotected sexual contact can also lead to a human papillomavirus 
(HPV) infection, which plays a role in the development of cervical cancer. The 
assumption is that the number of HIV infections does not decrease. Chlamydia, 
gonorrhea, and syphilis in particular are increasing. The combination of viral 
resources used in the treatment of HIV has led to a better prognosis. HIV is now a 
treatable health problem and has become a chronic disease. The combination ther-
apy is stressful for the patient and produces many side effects; patient compliance 
with regard to the follow-up of the evaluation of instructions is sometimes compro-
mised. HIV infections are spread worldwide and it is expected that the number of 
infections among heterosexuals will rise further. This spread has occurred to a large 
extent because of travel from countries where HIV is widespread.
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What is the role of the nursing professional in the health determinants lifestyle 
and behavior? Nursing professionals have an important task concerning the health 
determinants lifestyle and behavior. Many preventive and curative responsibilities 
of nursing professionals are (partly) concerned with turning on patients (groups) to 
healthier behavior. Many lifestyle factors affect health and can (eventually) lead to 
health problems. By changing the lifestyle factors, improvement and promotion of 
the health of patients (groups) is to be expected. Learning healthier behavior is an 
important means of influencing lifestyle. Health education and patient education are 
predominantly concerned with changing behavior that is undesirable because it is 
harmful to health. Often, this involves promoting self-management of patients so 
that they are better able to live with their health problem. Health promotion can 
focus on promoting healthy eating habits and safe food. Healthy eating behavior 
involves, therefore, the prevention of (welfare) diseases, providing essential nutri-
ents, promoting quality and duration of life in patients with nutrition-related dis-
ease, the promotion of breastfeeding, and the prevention of adverse effects of food 
hypersensitivity. Safe food involves promoting and monitoring safety during the 
composition, storage, and preparation of food products, for example, the prevention 
of infection with microorganisms such as Salmonella. Health promotion may also 
be aimed at reducing the consumption of saturated fat or promoting the consump-
tion of fruit and vegetables. Prevention and health promotion may target responsible 
alcohol use (for example, for young people to learn the skills to resist social pres-
sure) and early identification of problem use (for example, in youth health care). 
Health promotion may also focus on optimizing movement behavior. Targets for 
health promotion include the low level of knowledge (specific for chronic patients) 
about the risks of insufficient physical activity. However, the negative attitude to 
moving and the low self-efficacy can be targets for health promotion, specifically 
for the elderly, and people with lower socio-economic status (SES). Finally, health 
promotion may focus on risky sexual behavior. Targets include the low level of 
knowledge about the risks of unsafe sexual behavior (especially about STIs and 
hepatitis B), but much more important targets are the negative attitude in relation to 
safe sex and the low level of skills required to perform safe sexual behavior. 
Changing lifestyle factors and promoting self-management is a complex process. 
The way in which nursing professionals have to deal with this cannot be described 
in a few sentences. In the following chapters, this will be examined in more detail.

2.4  External Environment: Health Determinant Physical 
Environment

Within the framework of the Health Concept of Lalonde Report, the external 
environment consists of the physical environment and the social environment. By 

Exogenous health determinant physical environment
The influence of the environment on health and the onset of health prob-

lems: physical factors, chemical factors, and biotic factors

2.4 External Environment: Health Determinant Physical Environment
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physical environment we mean the soil, water, air, climate, and the surrounding 
organisms. The physical environment plays a role in health and in the onset of 
health problems, although the effect of specific substances from the environment on 
our health, in both the short and the long term, is difficult to determine. This is 
related to the different routes along which exposure can take place and to personal 
differences. The physical environment is mainly formed of chemical, physical, and 
biotic factors.

 C True or not true. Pregnant women protect their children against noise 
damage because of the protective layer of the uterus.

 The hearing of children who are exposed to high noise levels during 
pregnancy may be damaged even before birth.

What are physical factors and what influence do they have on health? Important 
physical factors that act on the state of health are sound and radiation. Sound com-
plaints are related to road traffic noise, neighbors, and the immediate living environ-
ment such as sounds of aviation, industries, recreation, and railway traffic. Health 
problems related to noise pollution include stress symptoms such as high blood 
pressure and coronary heart disease due to prolonged exposure. Also, gestational 
hypertension, sleeping problems, and impaired concentration and performance may 
all be related to noise.

Of all the ionizing radiation in the environment, about 75% is natural and the rest 
is artificial and emitted by for example medical devices. Short-term exposure results 
in redness of the skin and hair loss. Long-term exposure results in cancer. The UV 
exposure of people in the sun is high and is increasing. UV radiation can cause skin 
cancer and cataracts. Other radiation sources are radon and thorium from soil and 
building materials. The physical factors have mainly long-term effects, such as in 
the case of asbestos.

What are chemical factors and what influence do they have on health? Dioxins 
and polychlorinated biphenyls (PCBs) cause persistent contaminants and threaten 
health. Both are poorly degradable, tend to “stack” in human fatty tissue and are 
toxic. Ninety-five percent of them are obtained from food, especially by eating ani-
mal products. Dioxins are carcinogenic and probably have a negative impact on the 
immune system and fertility. There is evidence that the cognitive and psychomotor 
development of children might be affected negatively, by exposure during preg-
nancy and breast feeding.

A major source of pollution of the outside air is smog, in which the concentra-
tions of nitrogen and hydrocarbons are increased. Health problems are associated 
with lung function symptoms (such as coughing, difficulty breathing, and tightness 
in the chest), irritated mouth, nose and throat, and eye irritation. People with disor-
ders of cardiac blood vessels and/or the respiratory tract have the (same) often more 
serious health problems. Stench is also an important environmental factor, which is 
caused by the traffic and the industry. Associated health problems include head-
aches, dizziness, and nausea. However, stench can also have effects on heart rate 
and respiratory frequency. People with respiratory diseases (COPD), heart diseases, 
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and older people with a less favorable health status are at-risk groups for outside air 
contaminants. Also, children constitute a risk group, because polluted outdoor air 
can disrupt the development of the respiratory tract.

Air pollution is a striking problem; the concentration of pollutants is often higher 
indoors than outdoors, both at home and at work. Substances that give pollution 
indoors are carbon monoxide, fine dust, cigarette smoke, radon, and pesticides, and 
may also be released from building materials and household products. Health prob-
lems that can arise due to contaminants indoors are respiratory diseases. A new 
understanding of the effects of chemicals on humans concerns the hormone- 
disrupting environmental contaminants (xeno-estrogens), whose source lies in, 
among others, plasticizers and pesticides. Chemical factors have primarily long- term 
effects. Think of the deterioration of the kidney and liver function by prolonged 
exposure to solvents. However, when an individual is exposed to a peak load of 
chemicals, there may also be short-term effects, including headache and dizziness.

What are biotic factors and what influence do they have on health? Biotic factors 
are living organisms or residues thereof, such as micro-organisms in drinking or 
bathing water, which may be pathogenic. Allergens are biotic factors that come into 
play in the indoor environment and (like the chemicals), play a negative role in the 
indoor environment. Allergens come in indoor air quality through dust mites, mold, 
and pets. Exposure leads to sensitive respiratory systems and can lead to COPD and 
respiratory tract infections in children who are sensitive to them. Of the microorgan-
isms that can occur in drinking water, the (fecally excreted) bacteria are important, 
such as Salmonella. Infectious diseases pose a threat to the health and cause health 
problems. The infection with diseases spreads through infection cycles, from human 
to human (polio), or through people, animals, or food. Biotic factors often have a 
short-term impact after exposure to viruses and/or bacteria. In addition, long-term 
effects can occur, owing to a cumulative or prolonged exposure.

What is the role of the nursing professional in the health determinant physical 
environment? Physical environmental factors threatening health will be stronger as 
they are different from the conditions to which humans are adjusted. This may be 
natural, environmental conditions or manmade circumstances. Whether physiological 
changes occur depends on the extent to which the body is able to respond. Unwanted 
health effects may be experienced, when the limit is exceeded between insignificant 
(physiological) changes and disease-causing changes in the human body. Health prob-
lems can arise when crossing that border and the quality of life can be affected. The 
physical environment affects the health and the onset of health problems, but the life-
style and behavior, social environment, and medical care and prevention health deter-
minants are much more important. However, the fact is that unwanted health effects 
are more likely to occur if the combination of health determinants is less favorable. 
For nursing professionals, it is important that they understand that exposures may 
(eventually) lead to health damage. When you analyze health (status) it is also good to 
look at the physical environment. Apart from the identification of (potential) threats to 
health, its guidance, advice, and reference are important focus areas. It is important to 
note that the physical environment may be one of the health determinants that affect 
health and the development of health problems.

2.4 External Environment: Health Determinant Physical Environment
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2.5  External Environment: Health Determinant Social 
Environment

The social environment is the health determinant that, together with the physical 
environment, determines the external environment. This social, exogenous health 
determinant is concerned with the influence of work, school and family, SES, and 
social environment on health (status).

How does work influence people’s health? Work is psychologically stressful and 
this stress is not only concerned with relationships between executives and col-
leagues, but also with the task complexity and (their own influence) on the schedule. 
For the health sector, this is often unfavorable owing to work pressure, lack of 
autonomy, and inadequate reward. The workload gives an indication of the psycho-
social stress in the work situation. The pathogenicity of many of these health risks 
is particularly related to the insufficient amount of rest during and after work. This 
power handling is to some extent trainable. By dosing overload, step-by-step 
increasing workload, and adequate recovery, a person can increase power handling. 
Major problems associated with work and working conditions are absenteeism and 
incapacity for work. Health problems related to work are disorders of the musculo-
skeletal system, i.e., disorders of the spine, diseases of the soft tissue and joint dis-
orders. Mental illnesses are also a problem for the working population, especially 
“responses to severe stress,” mood disorders, adjustment disorders or anxiety disor-
ders. Disorders of the musculoskeletal system are more common in men, mental 
illness in women. Increased psychological stress results in health problems such as 
headaches, sleep disorders, and depression.

What is the role of the nursing professional? The main objectives are to protect 
the health of the working population and where possible to promote health. This 
includes creating a conducive work situation in which factors that may have a nega-
tive impact on health are banned. Nursing professionals can offer (preventive) health 
care and guidance at work, and can contribute to preserving, protecting and promot-
ing health in relation to work. Nursing professionals may have an observing and 
signaling task (for example, when the working conditions seem harmful to health or 
when there may be damage to health in the longer term). Health promotion and 
health education is becoming increasingly important within the setting of work, for 
example, motivating people to eat healthier food behavior or to exercise more.

What is the influence of school on health? As work is for adults, school is the 
social health determinant for children and young people. The school has an impor-
tant responsibility in the promotion and protection of the physical and mental health 
of children and young people. It is important for the school to offer a safe environ-
ment, to have a view of the home environment of the child, to signal developmental 
disorders and problems in a timely manner, and, if necessary, to refer to experts. 
Schools can play a role in the promotion of a healthy lifestyle and behavior, for 

The exogenous health determinant social environment encompasses the influence 
of work, school, and family, SES, and social environment on health (status)
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example, promoting healthier food and movement behavior to prevent health prob-
lems such as overweight and obesity. Promoting healthy (nutrition and movement) 
behavior should be an integral part of the school program. For example, by offering 
physical education (by subject teachers), the integration of sport in school activities, 
making arrangements about nutrition and treats at school, and ensuring a better sup-
ply of food. Education can also contribute to promoting social independence. Health 
education is focused on learning take care of one’s own well-being and that of oth-
ers. Health promotion is also about monitoring health and safety. Safety is a major 
health problem for young people. The health problems of children and young peo-
ple are often associated with growth and development, but also with problems with 
(social) skills and mental health. Major causes of mental health problems include 
genetic factors, brain damage or neurological abnormalities, problems with family 
relations, and with an unfavorable physical environment.

What is the role of the nursing professional? School-aged young people need 
extra attention because of the health problems that they may experience, with the 
emphasis on the prevention of mental health problems. Nursing professionals can 
have a signaling and accompanying task in periodic screening and referral if neces-
sary. Nursing professionals can perform health promotion activities during consul-
tation and they may be involved in developing and performing optimal school health 
policy. Nursing professionals may have an important function in identifying health 
problems and in providing targeted support. This allows nursing professionals to 
prevent or restrict unhealthy behavior. For example, they can identify and intervene 
early in weight problems, physical inactivity, and stress.

Do SES, social environment, and ethnic background affect health? Also, the SES 
of people is related to health (status). People with lower education, occupation or 
income level, have a less favorable health status. Those people have more physical 
and mental health problems, and we see demonstrable health differences in their 
experienced health and for their (healthy) life expectancy.

Are social relations affecting health? The higher the education level, the more 
positive experiences people have with social relations. Also, feelings of loneliness 
decrease as the education level becomes higher. Receiving social support is protec-
tive of the chance of getting cancer, cardiovascular diseases, and physical dysfunc-
tion. Social support has a strong effect on the course of an illness, but not on its 
occurrence. Receiving more social support is connected to lower blood pressure and 
lower serum cholesterol levels in the blood. Also, those who receive more social 
support have a better immune response and fewer stress reactions. Social support 
has a positive effect on the cardiovascular, immune, and neuroendocrine system of 
a human being. Mental health improves for people who receive social support. 
People who receive more social aid feel more appreciated. Also, they more fre-
quently feel that actual help is available if the need should arise.

Mental health is reduced in people who receive little social support. People who 
feel lonely, have more depressive symptoms and more frequently have a burn-out. 
Also, absenteeism occurs earlier in people who feel lonely. In particular, the elderly 
experience less social support. This was measured by asking elderly people in a 
questionnaire, whether and to what extent they experience loneliness. Both in men 
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and in women, the number of positive experiences with social relations decreases 
with increasing age. The most solitude is seen among the elderly (75+) and among 
young people (18–24 years). Women say that they are lonely more often than men. 
Also, immigrants are more likely to be lonely, compared with the native population. 
In urban municipalities, loneliness is more common. People who say they have little 
social support and say that they are lonely, are more likely to be single people.

What factors lead to health differences? Especially when factors are combined, 
they lead to health inequalities. The factors of lifestyle and behavior that lead to health 
inequalities are not only the combination of smoking behavior and alcohol use, but 
also, the combination of low fruit and vegetable consumption and eating foods rich in 
saturated fats. Physical inactivity is a behavioral factor that is more often combined 
with being overweight, having reduced levels of protective HDL cholesterol, and hav-
ing high blood pressure. Physical environmental factors that lead to health inequali-
ties are working and living conditions. Psychosocial factors that lead to health 
inequalities are stress and decreased social support. In people with a lower SES, 
unhealthy behaviors are often seen, such as excessive alcohol consumption. Also, 
other lifestyle factors are less favorable within this group, such as drug use, safe sex, 
and sports participation. It is striking that in people with a lower SES there is more 
frequently a combination of adverse lifestyle factors, that is, the combination of fac-
tors determines the result of the health difference. People with a lower SES visit a GP 
more often and a specialist less often. We also see this in immigrant groups. 
Chronically ill people with a low SES also make less appropriate use of medical care 
and less adequately match their lifestyle to the changes needed because of their ill-
ness. People with a lower SES are less informed about all kinds of matters relating to 
health; they tend to have less health knowledge and fewer health skills. They also have 
less easy access to preventive measures, health promotion, and health education.

What is the role of the nursing professional? Nursing professionals aim to ensure 
health inequalities if possible. If health care were to respond to the differences in 
health, then a different distribution of health care should be an option. This means 
that where the health is the worst, most attention is required. This would mean that 
visiting nursing professionals should be more available in places where many peo-
ple from disadvantaged groups are living. Nursing professionals should signal early 
and handle accordingly. It is also important to initiate preventive interventions 
which target health problems. Nursing professionals working in public health ser-
vice play an important role in reducing health inequalities.

 C Who, active participation. “Development of healthy individuals can 
only happen when people actively participate in the improvement of 
their own health” (WHO 1999). If people participate in improving their 
own health, this reduces health problems and improves the state of 
health of the (world) population http://www.who.int/whr/1999/en/. 
Initiatives are concerned with health promotion: healthy schools, healthy 
workplaces, healthy hospitals, and healthy cities. Also, the World Health 
Report (1999) described initiatives that are needed to empower patients. 
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Empowering patients is concerned with how patients can learn to 
prevent health problems, and how to deal with being chronically ill.

 Self-management is about how patients can handle their own health and 
improve their self-management behavior.

2.6  Exogenous Health Determinant: Medical Care 
and Prevention

Medical care and prevention is the last exogenous health determinant from the 
Health Concept Lalonde Report.

What are the positive effects of medical care and prevention? Medical care and 
collective prevention contribute to the decrease in overall mortality. Medical care 
and collective prevention make an important contribution to the quality of life. For 
example, we see a favorable trend in the mortality and morbidity of stroke and coro-
nary artery disease (especially for heart attacks), owing to both improved treatment 
and changes in lifestyle. Improvements in diabetes care have also been seen, mean-
ing fewer complications and better treatment in primary care and outpatient clinics. 
Anxiety disorders and depression are nowadays signaled early by the family doctor, 
the therapeutic treatment options have improved, and people seek help themselves 
earlier. The same thing occurs in diabetes patients, the health problem is signaled 
earlier by family doctors, the care, treatment, and prevention options have been 
improved, and patients with symptoms seek suitable care and treatment.

Prevention should be an explicit and integrated part of medical care. Integrated 
care offers the patient the optimal “loop” through the circuit of prevention and medi-
cal care. It is also about the continuity of cure and care. In projects with integrated 
care, this is revealed to improve the state of health of the patient. One of the condi-
tions is the presence in the chain of a transmural nursing professional, who, owing 
to her contacts with all health care establishments concerned, can work on a custom-
ized solution for the patient, preparing and guiding it. Nowadays, citizens are more 
empowered and increasingly focused on having no health risks. People have high 
expectations of medical care and prevention and do understand the fact that health 
care facilities are not a solution to everything. This citizen is often knowledgeable 
about health and about the medical possibilities. Consequently, also as a result of 
medicalized life problems, the demand for the care of citizens is increasing.

Exogenous health determinant – medical care and prevention
Positive effects: decreased mortality rates, better quality of life, premature 

care and treatment
Adverse effects, iatrogenesis: antibiotic resistance, hospital-acquired 

infections and side effects of medicines

2.6 Exogenous Health Determinant: Medical Care and Prevention
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Many health problems are caused by smoking, high blood pressure, and obesity. 
The number of people with a chronic condition as a result of unhealthy behavior is 
increasing. Also, medical science is extending the life expectancy of people with 
chronic conditions. An unhealthy lifestyle and unhealthy behavior cause expendi-
ture on medical care and prevention to increase. The cost, however, cannot be 
reduced merely by a healthy lifestyle, because prevention also costs money and 
people develop substitute diseases. There is insufficient innovation in care and pre-
vention and the quality of cure and care is stagnating because of a shortage of inno-
vation and investment. For example, pilot projects in integrated care that have been 
shown to be successful have not been implemented.

Especially in recent years, medical care and prevention has had an ever-greater 
impact on the extent of (healthy) life expectancy as a result of (expensive) develop-
ments in medical technology. Seventy percent of patients who survive after treatment 
for coronary heart disease do so because of technological change and improvements 
in prevention and treatment options. In the remaining 30% of patients, survival is 
related to lifestyle changes and improved diagnostic procedures. The intertwining of 
care and cure should be realized, for example, in hospitals and the workplace. 
Multiprofessional guidelines and multiprofessional education can add to this.

What are the adverse effects of medical care? What is iatrogenesis? Major 
adverse effects of medical care are caused by the emergence of antibiotic resistance, 
hospital-acquired infections, and the side effects of medicines. Antibiotic resistance 
hinders the treatment of diseases and disorders in the long term. Health problems 
that are related to hospital-acquired infections are urinary tract infections, surgical 
site infections, and infections of the lower respiratory tract. Hygiene plays an impor-
tant role in hospitals; however, the percentage of hospital infections is expected to 
increase as a result of resistant microorganisms combined with ageing of the popu-
lation. Side effects of medications may arise in the course of its normal use or 
because of genetic or physiological factors. These side effects are more common in 
women than in men and they are mainly used at a more advanced age. This is the 
result of polypharmacy and dosage. Medicines with many side effects are antirheu-
matics, antihypertensives, and antidepressants. An important “side effect” of medi-
cines is that they have a clear role to play as (co-)causes of accidents. Medication 
use is still increasing, including “over the counter” medicines. Adverse effects of 
medical care may also arise because therapies or (prolonged and repeated) intensive 
treatments have an uncertain or only a temporary effect. Also, treatment can result 
in severe disability, or harmful side effects may be experienced. Adverse effects of 
medical care are also referred to by the term “iatrogenesis.”

What is the role of the nursing professional? Nursing professionals have a signal-
ing task, focused on the need of the patient for medical care and prevention. In 
consultation with the patient, in a process of shared-decision making, the nursing 
professional and the patient should make a tradeoff of which care is necessary and 
desirable in a given situation and what lifestyle and behavioral changes are neces-
sary and desirable. Nursing professionals should focus both on health care and on 
the promotion and protection of health. The positive and negative health effects that 
might occur because of medical care and prevention play a role in this decision- 
making process. Furthermore, the task of nursing professionals should also be to 
inhibit the improper use of medical care and prevention.

2 Health, Health Risks, and Mapping Public Health
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 C Health 2020. Health 2020 is the new European framework of health 
policy. The purpose of this policy framework is the improvement of the 
health and well- being of the population. The existing health inequalities 
should be reduced. Public health should be strengthened and health care 
systems should be more durable and have a high quality. Good health is 
vital for economic and social development and supports economic 
recovery. Health 2020 provides a vision, a strategic path, a set of priorities 
and a range of suggestions on what works for health and what works for 
the elimination of health inequalities. The attention should also focus on 
the health of future generations. Health 2020 was determined in 2012 by 
the 53 member states of the European Region. This policy framework was 
necessary, because Europe is changing and this affects health and 
requires new ways of thinking and acting. Although in the European 
Region as a whole, significant improvements in health have occurred 
over the last few decades, these improvements are not for everyone. 
There remain significant differences in health and these differences are 
increasing. http://www.euro.who.int/en/health- topics/health policy/
health-2020-the-european-policy-for-health-and-well- being/about-
health-2020/what-are-the-key-components-of-health-2020
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3Prevention Within the Nursing 
Profession

The basic understanding in health is prevention. Prevention is concerned with 
preventing health problems by optimizing the conditions for health and prevent-
ing adverse factors from affecting it. In prevention, the promotion and protection 
of health is an important means of arriving at an optimal state of health for 
patients. This chapter discusses concepts that are used within prevention. We 
describe in Sects. 3.1–3.3 the various forms of prevention. Within professional 
nursing practice, we distinguish universal, primary prevention; selective and 
indicated secondary prevention; and, care-related, tertiary prevention. We 
describe the importance of the involvement of the patient in prevention. Section 
3.6 describes the levels of prevention (individual- and collective-oriented pre-
vention). Prevention is focused on health behavior and Sect. 3.7 is about the 
complexity of behavior. Section 3.8 is dedicated to health protection. Section 3.9 
describes health promotion together with health education and in Sect. 3.10 the 
focus is on disease prevention, together with patient education and self-manage-
ment. The effectiveness of prevention, among other things by combining inter-
vention strategies, is discussed in Sect. 3.11. Finally, Sect. 3.12 reports the 
intertwining of cure and care, and the way to the future with care leading to 
prevention.

What is the purpose of prevention? In prevention, one tries to optimize the condi-
tions for health and to minimize the factors that affect health. With prevention one 
tries to prevent health problems, and to outsmart “disease.” The point about preven-
tion is to make the conditions of health for the patient as favorable as possible. 
Prevention is also aimed at ensuring that people stay healthy. Prevention can be 
described as the total measures, both within and outside health care, that aims to 
monitor and promote health by preventing health problems and diseases. Of great 
importance to prevention is achieving changes in lifestyle behavior whereby people 
become and remain healthier. Prevention is carried out both in general health care 
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and in mental health care. Prevention covers the whole area of the nursing profes-
sion. Prevention in mental health is defined as preventing – in the broadest sense – 
serious mental health problems.

For nursing professionals, prevention is both a part of the daily care given to 
patients and a specific activity. Together with other professional groups in the health 
care system, they try to prevent health problems. When health problems still arise, 
nursing activities are targeted at minimizing the consequences. Both nursing profes-
sionals and patients recognize the need for and the importance of prevention. For 
example, in the elderly – with an increase in life expectancy – the number of years 
that are spent in ill health has increased. Therefore, preventive activities aimed at 
this target group are important. Caregivers often see that extending their preventive 
activities aimed at promoting health leads to more health benefits than the limited 
focus on health care after damage that has already been incurred. Prevention 
includes all activities that are aimed at the prevention of health problems that affect 
the quality of life. Prevention can be classified into different forms of prevention 
(Fig. 3.1). The nursing practice consists of an intertwining of these different forms 
of prevention, ranging from universal, primary prevention to tertiary, care-related 
prevention. Apart from this format, there are other forms of prevention in the nurs-
ing profession. Prevention may be classified according to the health problem (for 
example, cardiovascular diseases), or the disease category (chronic diseases), and 
the risk factors or symptoms may also be the starting point for the format.

Individual
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prevention
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prevention
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Fig. 3.1 Forms of prevention. Source: Dutch Healthcare Insurance Board (2007)
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3.1  Universal, Primary Prevention

What is universal, primary prevention? Universal, primary prevention is pre-
vention focused on the health of the general population or a part thereof. The goal 
of universal, primary prevention is to prevent diseases and illnesses and so 
decrease the incidence and prevalence of diseases and illnesses. Universal, pri-
mary prevention is concerned with promoting health and healthy behavior. To 
target the creation of a health problem that may occur, we need to know the causes 
of that health problem. Causes of a health problem may be personal characteris-
tics and/or risk factors. In practice, this means that one must have insight into the 
personal characteristics and/or risk factors showing that there is a relationship 
with the health problem. If there is a demonstrated link between a personal char-
acteristic and/or risk factor and a health problem, this can be the input for preven-
tion. Except for exposure to the risk factor itself, prevention is focused on the 
effects of exposure.

For universal, primary prevention, the nursing professional chooses the individ-
ual, behavioral perspective as an angle, but reasoning from an environmental per-
spective is increasingly gaining attention. The environment-oriented approach to 
prevention is becoming more prominent. An environment-oriented approach to pre-
vention also involves the social and physical environment of the patient in nursing 
activities aimed at the promotion of health and the prevention of health damage. 
Environmental interventions directed at promoting health should be nudging, this 
means that interventions should give people a friendly nudge toward a healthy life-
style (van den Berg and Schoemaker 2012). Examples of environmental interven-
tions that are nudging is a domestic environment that invites you to take the bike, or 
a social environment at work or school that encourages you to eat more healthily, or 
persuades you to be physically active.

What are relevant examples of universal, primary prevention for nursing profes-
sionals? Examples of universal, primary prevention are youth vaccinations, atten-
tion to oral hygiene, safe sexual behavior and (passive) smoking. Infants and young 
children should be vaccinated against diphtheria, whooping cough, typhoid, polio, 
and measles. Caries prevention focused on good oral hygiene is necessary for chil-
dren aged 0–4 years, because at least 50% of 5- to 7-year-old children have caries in 
their deciduous teeth. When in a learning package, attention is driven toward brush-
ing teeth in primary education (for children in the age that the permanent dentition 
develops), we call this universal, primary prevention. Another example is the pre-
vention of sexual violence in children, by increasing the resilience of children. In an 
education program, resistance of children can be enhanced to better monitor their 
own borders, possibly by learning through role play and theater. A second goal is 

Universal, primary prevention: to promote health and healthy behavior.
Individual behavioral approach and environment-oriented approach by 

nudging.
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the prevention of secondary victimization, i.e., preventing feelings of guilt in chil-
dren because they were unable to prevent the abuse. Also, countering unwanted 
intimate behavior and unprotected sex by promoting condom use, is a form of uni-
versal, primary prevention. Universal, primary prevention is also preventing chil-
dren from passive smoking. In about 45% of the households, children are exposed 
to one or more smokers. Preventive activities of nursing professionals should be 
aimed at informing parents about the health risks associated with passive smoking. 
If parents themselves do not want to quit smoking, the intervention should be aimed 
at not smoking in the proximity of the child.

An example of universal, primary prevention for the elderly is to optimize move-
ment and feeding behavior. Physical activity has a positive effect on, for example, 
osteoporosis, cardiovascular diseases, and diabetes. If people move moderately, but 
especially when they are moving at a high intensity level, risk factors for cardiovas-
cular diseases and type 2 diabetes, such as high blood pressure, high cholesterol and 
glucose levels in the blood and abdominal obesity, are improved (Sassen et  al. 
2009). A physically active lifestyle further limits the risk of falls in older people, by 
improving muscle strength. A physically active lifestyle not only reduces physical 
limitations, but also promotes sleep and improves mood and the overall sense of 
well-being. Exercise has a beneficial effect on the maximum lung capacity and mus-
cle strength. Universal, primary prevention can also focus on preventing chronic 
health problems. Healthier dietary behavior is aimed at decreasing the calorie 
intake, reducing the consumption of saturated fats, and boosting fruit and vegetable 
consumption.

3.2  Selective, Indicated, Secondary Prevention

What is secondary prevention? Secondary prevention is the early search for and 
detection and treatment of diseases and disorders.

What is selective prevention? Selective prevention is on the cutting edge of pri-
mary and secondary prevention. Selective prevention is focused on that part of the 
population who are at a high risk, a so-called high-risk group.

What is indicated prevention? Indicated prevention is secondary prevention 
aimed at people who do not meet the diagnostic criteria for a disease or condition, 
but have limited symptoms that give an indication of a health problem. Selective 

Secondary prevention is the early search for and detection and treatment of 
diseases and disorders.

Selective prevention is aimed at people who are at a high risk, the so-called 
high-risk group.

Indicated prevention is aimed at people who do not meet the diagnostic 
criteria for a disease or condition, but have limited symptoms.
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and indicated prevention are aimed at the discovery and early treatment of diseases 
and disorders and the search for diseases and disorders at an early stage. In selec-
tive prevention, the starting point is a high-risk group; for indicated prevention, 
there is already a limited indication for a health problem. Selective and indicated 
prevention may be aimed at diseases and disorders, but also includes the detection 
of risky behavior. Examples of selective prevention with a “high-risk”-approach 
are the detection of familial high blood pressure or diabetes type 2. Examples of 
indicated prevention, i.e., the detection of diseases and disorders at an early stage, 
are tracking down people in the first stages of a venereal disease such as gonorrhea, 
the early detection of dementia and other age-related diseases. An example of the 
detection of risky behavior is the use of food rich in saturated fat in people with 
high cholesterol levels. By detecting the health problem earlier, one tries to ensure 
a better prognosis. This is because an early start with medical and nursing activities 
will probably improve the health situation. Selective, indicated prevention involves 
favoring the prognosis of the health problem; it may reduce the treatment load, or 
it may reduce the sequelae.

3.2.1  Screening

An important tool for indicated prevention is screening. By using screening, one 
tries to investigate at an earlier stage the presence of a disease or condition, or 
behavior that harms health. The diagnosis is established at an earlier point in time, 
which means that treatment can be started earlier. The effects of the disease or 
condition or behavior with an adverse impact on health may be limited or delayed.

What are relevant examples of screening for nursing professionals? Examples 
include breast cancer screening, screening for language development, screening 
for eye diseases, and screening on oral health. Breast cancer screening is the only 
way to reduce mortality from breast cancer and to achieve health gains. Because 
the risk factors for breast cancer are unknown, universal, primary prevention is 
not possible. In the screening for language development, a delay in language 
development can be detected. This is shown frequently in children, and causes 
serious problems in social and emotional development later in life. Dyslexia is an 
example of a problem in language development, i.e., the inability to learn to read 
at a certain level and often also to write, despite normal intelligence. For screen-
ing, a language signaling instrument for 0- to 3-year-old children with delayed 
and/or different language development can be used, to detect any problems early, 
and early intervention has been shown to prevent a language deficiency. In the 
screening for eye diseases, early detection by screening of strabismus is impor-
tant, and can be solved in most children with this condition (Dickey 1999). For 
strabismus, the early detection and deployment of treatment by alternate taping 
of the eyes at a very young age delivers a significant improvement and gives a 
good chance of obtaining a monocular image. In oral health screening for chil-
dren in primary schools, the detection and treatment of dental plaque and dental 
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erosion can optimize the status of children’s teeth. Children are taught to brush 
and floss their teeth daily to remove dental plaque, and to drink less soft and fruit 
drinks.

3.2.2  Patients’ Delay and Doctors’ Delay

For screening, the diagnosis can be highlighted in time in two ways. In the first way, 
people are screened that do not show any symptoms of disease. We call this the 
screening of asymptomatic people. In those individuals where symptoms of disease 
are detected, one starts treatment to achieve health gains. In the second way, screen-
ing is directed at preventing the setting of the diagnosis from being delayed.

What patients’ delay? Delay can arise because a patient with obvious symptoms 
is not diagnosed, because he has not visited a doctor in time. An example is that a 
patient with changes in a nevus or mole on his skin does not visit the general prac-
titioner or family doctor. This delay in diagnosis is called patient’s delay.

What is doctors’ delay? Delayed diagnosis may also arise because a doctor does 
not establish the diagnosis in time, or incorrectly. An example is that a doctor may 
have insufficient knowledge about abnormalities in the skin and skin diseases. This 
delay in obtaining a diagnosis is called doctor’s delay. Delayed diagnose counter-
acts appropriate medical treatment and nursing care. Both patients’ and doctors’ 
delay can be alleviated by targeted education.

 C Patients’ delay. After a community screening for hypertension, it was 
found that for half of the patients with high blood pressure, the reference 
was not followed and no doctor was visited. Of the people who have 
visited a doctor, it was found that a third of the patients discontinued the 
treatment of hypertension within a few months (Hynes in: Lerman 2005).

3.2.3  Case-Finding

Case-finding is a type of screening in which a specific group of people (and not a 
whole population) is conducted for a risk factor, risky behavior, and/or health 
problem. Case-finding is a high-risk approach and is called selective prevention. 
Case-finding is aimed at people who have more impacting aspects (risk factors, 
risk behaviors, and/or health problems) at the same time. An example of case-
finding by general practitioners and practice nursing professionals is the screen-
ing of people with high cholesterol levels in the blood and present familial 
hypercholesterolemia. Case-finding is concerned with healthy people with a par-
ticular risk profile. In the screening for high cholesterol levels, cholesterol-lower-
ing drugs are often prescribed. Because the risk profile in cases of hypercholesterol 
can also result from lifestyle factors, lifestyle advice can be offered in addition to 
medication prescription. Another example of case-finding by general practitioners 
and practice nursing professionals is the screening for diabetes mellitus. By 
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considering fasting blood glucose levels and present familial diabetes, diabetes 
can be detected in an early stage, or the case-finding of diabetes in people with 
abdominal obesity and high blood pressure. After case-finding, diabetes treatment 
is started and directed at the early detection of symptoms. The screening for dia-
betes mellitus will possibly be extended in the future. Currently, there is insuffi-
cient evidence that large-scale screening of persons without any complaints is 
effective and efficient.

Case-finding is in fact the counterpart of the population approach. In population 
surveys, a population-oriented approach is used in which (a clearly defined part of) 
the healthy population is systematically examined. The population research can 
focus on a risk factor, risky behavior and/or health problem. By using case-finding, 
screening of nonhealthy people with a particular risk profile is undertaken. The 
case-finding is focused on a risk factor, risky behavior and/or health problem. 
Treatment is known to be efficient and effective.

A question that is becoming increasingly important is whether the screening of 
high-risk groups should be imposed because of general interest or should always be 
the choice of an individual  himself. The screening of high-risk groups from impos-
ing a general interest to people is called the public health imperative. The screening 
of high-risk individuals is described as an individual informed choice, as the screen-
ing of high-risk groups is an individual choice, with the prerequisite that a person is 
well informed about the screening.

The main stumbling block for the effectiveness of case-finding or the high-risk 
approach is the involvement of the medical profession. For the medical profession, 
case-finding leads to a higher work load in the short term, with only possible health 
benefits in the long term. For some reason (working pressure, financing structure), 
the medical profession does not include prevention in care and treatment, whereas 
prevention would produce significant health gains.

In screening, the positive and negative effects that an intervention may have should 
always be weighed up. On the one hand, the early detection of a health problem (for 
example, in breast cancer screening) gives the possibility of an earlier and thus more 
successful treatment. On the other hand, screening may and often does cause anxiety. 
Another factor is that screening may give rise to uncertainties and false-positive results 
may emerge. As a result, further testing is sometimes necessary.

Can people cope well with the symptoms they experience? For secondary preven-
tion, it is important that people cope well with the symptoms they experience. For 
10–25% of the times that people experience symptoms of a disease, this results in 
contacting a doctor. Many people use over-the-counter medication before they visit 
a doctor. Older people often have one or more symptoms of a disease, but are less 
likely to report this because they see them as related to older age. Is this a case of 
patient’s delay? Elderly people typically underestimate general symptoms, such as 
headache, nausea, coughing and fatigue, which everyone experiences from time to 
time and that can be attributed to physical, mental or social conditions. However, 
elderly people do recognize specific symptoms of a particular disease as being 
important because of the knowledge they have obtained through health care provid-
ers, the media, social observation, and analysis based on life events.

3.2 Selective, Indicated, Secondary Prevention
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People seem to become increasingly better able to recognize early symptoms. 
Also, those people with mental health problems (such as anxiety disorders and 
depression) are becoming better at recognizing early symptoms and search for help; 
in addition, people with diabetes mellitus contact health care professionals earlier 
than in the past.

Can people cope well with symptoms of cancer? Do people with symptoms of 
cancer exhibit the desired help-seeking behavior? In an investigation of the relation-
ship between knowledge about cancer-related symptoms and whether to consult the 
doctor, we see some differences. The question in one study was, for what kind of 
symptoms would patients decide to consult a doctor. Most people have little knowl-
edge of symptoms related to cancer and do not have the desired help-seeking behav-
ior. Even if people do know what symptoms are indicative of cancer, it turns out this 
is not enough to proceed with seeking help. The reason for this seems to be that 
cancer causes anxiety and other negative feelings. Recognizing symptoms makes 
people afraid that they may indeed have cancer. This results in them avoiding 
screening programs (Sheikh and Ogden 1998).

3.3  Care-Related, Tertiary Prevention

What is care-related, tertiary prevention? Care-related, tertiary prevention is 
aimed at people who meet the criteria to be diagnosed with a health problem, and 
optimizing the health situation, even though a person has an existing disease or 
condition. This includes optimizing the health situation within the possibilities and 
with the restrictions imposed by the disease or condition. With health care-related 
tertiary prevention, one seeks to prevent the manifestation of the health problem, 
leading to complications and the emergence of persistent disorders, limitations or 
handicaps. Care-related, tertiary prevention consists of care and treatment for 
patients.

What are nursing-relevant examples of care-related, tertiary prevention? An 
example is to physically and mentally activate (bedridden) people with a (severe) 
mental disability. Rehabilitation after stroke is another example, or learning to pick 
up the threads of life after a severe depression. It is always directed at optimizing the 
health situation with given physical and/or mental limitations. Health care-related, 
tertiary prevention is often an important element of the care for patients with chronic 
health problems and is aimed at promoting self-management of the patient.

Care-related, tertiary prevention, optimizing health, even though people have 
a disease or health problem.

Patients meet the criteria to be diagnosed with a health problem.
The goal is to optimize the health situation with given physical and/or 

mental disorders, limitations or handicaps.
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Strictly speaking, care-related, tertiary prevention has little to do with the pre-
vention of diseases. Care-related, tertiary prevention is specifically intended to 
assist patients to be as care-independent as possible. For nursing professionals, 
the starting point of their care delivery concerns this care independence of the 
patient.

What is casuistic prevention? Care-related, tertiary prevention is closely linked 
with casuistic prevention. Casuistic prevention is closely linked to the care of the 
patient and his environment. This form of prevention is called casuistic, because it 
is directly associated with the individual care situation of the patient, and in that 
sense, with the provision of specific care. An example of casuistic prevention is an 
intervention to optimize self-management for patients with COPD.  Adults with 
COPD are offered an intervention to better cope with the condition, to optimize 
their health situation and to prevent the improper use of health care facilities. The 
intervention in this example consists of a self-help book combined with various 
interventions to optimize cognitive skills and patient compliance, with the goal of 
reaching appropriate medication use, in addition to learning to seek social 
support.

What is the role of the patient in prevention? For prevention to be successful, the 
involvement of the patient is of utmost importance. In the case of universal, primary 
prevention, the role of the patient as the receiver of prevention can be limited. But 
in selective and indicated, secondary prevention, and certainly in care-related, ter-
tiary prevention, this is not possible. Without the involvement of the receiver, pre-
vention is often doomed to failure.

3.4  Classifications of Prevention

The forms of prevention (primary prevention, secondary prevention, and care-
related, tertiary prevention) that have been described in the previous paragraphs, 
can be differentiated, but not usually separated, as the professional practice of 
nursing professionals shows. In sexually transmitted diseases, for example, suc-
cessful secondary prevention using screening and (early) treatment is of great 
importance. However, there should also be a focus on universal, primary preven-
tion, which is aimed at changing the risky behavior so that transmission does not 
take place. Another example is depression in the elderly. For the long-term preven-
tion of depression, secondary prevention, with the screening of early symptoms of 
depression, and care-related, tertiary prevention in the form of treatment are impor-
tant, but should also include changing lifestyle factors and behavior, such as 
increasing self-management, improving medication use, teaching appropriate cop-
ing strategies to deal with loneliness, and to learn to seek social support.

Combining the different forms of prevention (primary prevention, indicated pre-
vention, and care-related, tertiary prevention) gives the best chance of health bene-
fits. Within the professional practice of nursing professionals, the various forms of 
prevention can be seen at the same time, even at the level of the individual patient. 

3.4 Classifications of Prevention
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An example of this is dental caries prevention in a seriously ill child with leukemia. 
For primary prevention, the focus is on the prevention of tooth decay, and for care-
related, tertiary prevention the focus is on dealing with the physical and mental limi-
tations that result from living with a major disease such as leukemia, improving 
self-management, incorporating desired lifestyle changes, such as maintaining a 
healthy rest and school rhythm, drug use, etc. The various forms of prevention are 
clearly aligned and, certainly within the nursing profession, inextricably linked.

Figure 3.1 shows the different forms of prevention schematically placed in rela-
tion to each other, with primary prevention, secondary prevention and tertiary pre-
vention (care) in the first column. When one starts looking at the individual level of 
a disease in the second column, they range from healthy people, people with risk 
factors and/or symptoms, to people with (chronic) disease. The International 
Classification of Functions (ICF) is shown in the third column, running from being 
healthy to having restrictions in functions, activities or participation. Universal pre-
vention is the starting point and is usually aimed at the whole population or at larger 
parts of the population (see columns 4 and 5). Then, selective and indicated preven-
tion describes in the figure the transition to care and care-related prevention. 
Selective prevention, at the interface between primary and secondary prevention, 
focuses on high-risk groups. Indicated prevention is aimed at people who have lim-
ited symptoms of a health problem. Finally, it is clear from the figure that care-
related prevention is focused on the individual, often the individual patient, who 
meets the criteria for being diagnosed with a health problem. Universal prevention 
runs right on with primary prevention. Selective and indicated prevention is (almost) 
the same as secondary prevention. Finally, care-related prevention as a whole is also 
equal to tertiary prevention.

The forms of prevention as they are described above may also be seen as stages 
in the disease process. In Fig. 3.2, the disease process in time is displayed (Gunning-
Schepers et al. 1995). From a nursing point of view, it starts with universal, primary 
prevention. Universal, primary prevention is followed by secondary prevention and 
finally by care-related, tertiary prevention. In the first stage, universal, primary pre-
vention is aimed at preventing health problems in a person (with a possibly increased 
risk). In the second stage, the phase of the early detection of a health problem, the 
goal is aimed at setting therapy to improve the prognosis of the health problem. The 
third stage, with care-related, tertiary prevention, starts if the health problem has 
become manifest. The goal at this stage is to prevent the existing disorder from 
becoming chronic and complications and/or restrictions resulting from the health 
problem from arising.
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Fig. 3.2 Stages in a disease process. According to: Gunning-Schepers et al. (1995)
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Finally, the objective tree of prevention (Fig.  3.3) (van den Berg and 
Schoemaker 2012) shows a way of keeping the various forms of prevention clear. 
The objective tree of prevention offers a schematic representation of prevention 
and health. On the one hand, healthy people and on the other hand, sick people 
with the consequences of sickness. The tree firmly anchors health in the soil. 
Focused on health and health determinants, universal and selective prevention 
are offered, more often at a collective, population level. If health problems have 
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Fig. 3.3 Objective tree of prevention. According to: van den Berg and Schoemaker (2012)
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arisen, health problems and the consequences of sickness are the starting point 
for indicated prevention and for care-related prevention, more often at an 
individual level.

3.5  Levels of Prevention, Individual, and Collective 
Prevention

Prevention should improve the state of health of the individual, of groups, and 
eventually of the whole population. We make a distinction between individual pre-
vention and collective prevention, where the starting point is the scale.

What is individual prevention? We speak of individual prevention in an indi-
vidual person with an individual (high) risk who is using health care facilities to 
prevent a risk, to reduce the risk, or to treat the risk. In this case, the nursing 
professional provides care to an individual patient with a health risk related to 
his physical, mental, and/or social situation. The goal of individual prevention 
is to prevent threatening factors from acting on human health, to limit further 
damage to the health or to supply specific care. An example is the targeted pre-
vention of allergies in infants, or oral care in the elderly.

What is a high-risk approach? Individual prevention employed by nursing pro-
fessionals, is also called the high-risk approach. To implement individual-based pre-
vention, it is often difficult to track down the person who is at a high risk. However, 
individual-oriented prevention is an efficient use of resources.

What is collective prevention? In the case of collective prevention, there is a 
known health risk, and health care facilities are offered to groups in the population 
or to the population as a whole. The risk factor is detected to reduce the possibility 
of the risk factor leading to diseases or conditions in the whole population. For nurs-
ing professionals, collective prevention means offering targeted care, with emphasis 
on reducing the chance of a disease or condition. An example is the vaccination of 
young children, the flu shot in older adults, hearing research in occupational health 
care, or the early detection of depression in young adults and the elderly. For nurs-
ing professionals, the effectiveness of the collective-oriented preventive activity is 

Levels of prevention:
Individual prevention is offered to a person with an individual (high) risk, 

to prevent, to reduce or treat the risk – high-risk approach.
Collective prevention is offered to a specific group in the population or to 

the population as a whole, directed at a health risk with a common character. 
Detecting the risk factor decreases the chance that the risk factor in the entire 
population leads to diseases or conditions – population approach.

Prevention paradox.
Anonymity of prevention.
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usually clear. This means that the targeted care provision will lead to an actual 
improvement in the health status of the groups of people approached.

What is meant by a population approach? Collective prevention implemented by 
nursing professionals is also called the population approach.

Are health benefits related to both individual and collective prevention? As we 
have seen, prevention is about achieving health gains. In the case of collective pre-
vention, more health benefits are to be expected than with individual prevention. 
The individual approach is much more labor-intensive for nursing professionals.

What are the pros and cons? An advantage of the collective approach is that large 
groups of people can achieve the same underlying goal. The collective approach 
works efficiently and effectively. A disadvantage of the collective approach could be 
that a person is not motivated to participate in the prevention, because he assesses 
his individual risk as rather low. This is called the prevention paradox.

What is a prevention paradox? By making use of the collective approach in pre-
vention, the so-called prevention paradox can arise. Intervening in the way of life of 
the population can have a marked effect on the population as a whole, but the indi-
vidual advantage might be limited. Important effects are seen on the state of health 
of the population as a whole, but the individual person achieves few health benefits. 
In the list of advantages and disadvantages, finally, there is the problem of the ano-
nymity of prevention.

What is the anonymity of prevention? Widely implemented programs focused on 
collective prevention, are also complicated by the setting of the target group, with 
the question: who will benefit from a collective prevention program? This problem 
is called the anonymity of prevention, because the people who benefit from the 
prevention program remain invisible. This may be a threshold for an organization to 
invest in prevention, even though the effectiveness of a prevention program is 
demonstrated.

3.6  Prevention and the Complexity of Health Behavior

What is meant by the health behavior of a patient? In prevention, the goal is to 
decrease health problems and limitations in function, activities, and/or participation 
(following the ICF) that have an impact on health and the experienced quality of life, 
and, by implementing prevention-oriented interventions, we aim to increase the qual-
ity of life. Targeted prevention of health problems and limitations can be achieved by 

Health behavior, can be described as the lifestyle or the behavior of patients 
with a positive or negative impact on health.

Is health behavior always voluntary behavior?
Is a risk assessment necessary?
Do health motives always play a role?
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promoting health. Changing the lifestyle and (health) behavior of people is often the 
means by which to achieve health gains. For prevention, achieving a change in the 
lifestyle or (health) behavior of the patient is important. For prevention, nursing 
health professionals often see clearly that lifestyle and (health) behavior has a major 
influence on health and health problems. Lifestyle affects a patient’s health, is related 
to the maintenance of his health, and may be related to causing damage to his health. 
We We speak of health behavior as lifestyle, and this health behavior or lifestyle can 
have a positieve or negative impact on health. Health behavior can be explained “on 
account of the choices that people make and the considerations that play a role […], 
and precisely those considerations are seen as determinants of behavior”. Also: “The 
idea is that people integrate and balance the ideas they have, we call that cognitions. 
The result is a preference, which expresses itself in behavior” (de Vries 2000).

Health behavior may therefore be the result of the balancing processes that a 
person makes, and this is referred to as a conscious process. Health behavior can 
also be less aware behavior. People can act on their feelings, a hunch, a certain 
automatism or a particular habit. Health behavior is complex behavior. Also, 
because it is influenced by the people around an individual, and to be able to behave 
in a healthy manner, they may need specific skills.

Next, we describe a number of important considerations for health behavior: the 
importance of voluntary behavior; experiencing health risks; and finally, health motives.

Is health behavior always voluntary behavior? Health behavior should always be 
the voluntary choice of a person because behavioral changes should always be 
understood by the person himself. If a person does not understand that another life-
style or (health) behavior is possible and desirable, for example, for an improvement 
of his mental health, he will not feel compelled to change this behavior. This means 
that nursing professionals, together with the patient, should explore the importance 
of this change in (health) behavior. An example is to increase a patient’s understand-
ing of the importance of a good lithium blood level. The regular intake of medica-
tion is needed, so that a patient could change his health behavior in favor of his 
psychiatric health problem. Only if a patient has an insight into the reason will he 
better understand that the behavioral change is of importance and this can make a 
patient want to change. A change in health behavior may only be enforced when the 
health of others is seriously and clearly threatened. Enforcing such a behavioral 
change for large groups of people must therefore serve the general interest.

For health promotion, we assume that people are primarily responsible for them-
selves and for their own health. It is often impossible to determine whether the 
acquired health problem in the individual case is the result of your own behavior. 
Responsible means that people become aware of the choices they make for their 
health and become aware of the consequences for their health. This responsibility 
before acting is called prospective responsibility. A necessary condition for a conve-
nient private (individual) responsibility for healthy behavior is an environment that 
“encourages” the healthy choice. Health promotion exists, therefore, because of 
both measures that will appeal to the responsibility of people to be wise with their 
own health so that they will avoid health risks, and an environment that has a posi-
tive influence on health.
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Is it necessary to make a risk assessment before changing health behavior? A 
second focus in prevention and health behavior is how people estimate the proba-
bility of a health risk. Does someone who performs risky behavior assess this 
behavior to be high-risk behavior or as behavior that can have a negative health 
effect? People who perform risky behavior do not always or do not even experience 
this as a problem. They think that the way they behave (eat, use alcohol, handle 
stress, use medication) is acceptable and experience (aspects of) the behavior as 
being positive. In estimating health risk, it is important to note that not all behavior 
is under the control of the person himself. Behavior can be performed automati-
cally, for example, if someone has forgotten the time or is in a stressful situation, 
and so does not take his medication. Behavior is also influenced by people in the 
social environment. For example, a person can be supported by the social environ-
ment (encouraged to take his medication) or thwarted. For behavioral change, it is 
necessary for the patient to perceive his behavior as an individual risk for health 
damage. Prevention may create problems that are not always easy to solve for 
people and that may cause on resistance for people.

Do health motives always play a role in the patient’s health behavior? The 
third and last point deserving attention for health behavior, is the motivation of 
people to stay healthy. We often assume that health plays an important role in 
patients behaving in a certain way. But, it is possible for people to have little or no 
interest in health or health motives that should encourage them to behave health-
ier. Not everyone recognizes that changing lifestyle or (health) behavior may be 
desirable from the point of view of health. In addition, people can experience 
resistance to making a change in behavior. Resistance is a major obstacle from a 
health viewpoint when it is shown to be desirable for a person to carry out differ-
ent, healthier behavior. Resistors are often deeply embedded in a person and are a 
difficult to change. Before a person wants to change their health, such resistors 
have to be cleared out.

3.7  Prevention: Health Protection, Health Promotion, 
and Disease Prevention

Prevention

 1. Health protection, all legislation and regulations that prevent or reduce 
damage to people’s health, together with inspection and control.

 2. Health promotion, focuses on (1) the lifestyle and (health) behavior of 
people, (2) an environmental approach to health and disease, where pos-
sible, supported by (3) regulation.

 3. Disease prevention is focused on optimizing patient self-management, is 
beneficial for dealing with health problems, and brings opportunities for 
health (within given limits).

3.7 Prevention: Health Protection, Health Promotion, and Disease Prevention
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Prevention is a broad term that covers both health protection, health promotion, and 
disease prevention. Figure  3.4 reflects the relationship between prevention and 
health protection, health promotion (and health education) and disease prevention 
(and patient education). In this figure, the forms of prevention are also shown (uni-
versal, primary prevention; selective, indicated and secondary prevention; and care-
related, tertiary prevention).

 C What is public health? Public health is in line with health promotion. Public 
health is shaped by public health policy. Public health is about the pursuit 
of policy goals with collective actions aimed at health protection (traditional 
public health) and health promotion focusing on the health behavior of 
(parts of) the population. Public health implies a better recognition of 
health determinants and the systematic evaluation of targeted 
interventions on health. Public health is intertwined with public health 
policy. Public health was initially focused on infectious, communicable 
diseases. Hereinafter, the focus was strongly on chronic health problems, 
the noncommunicable diseases. Now we have arrived at the third stage, in 
which the focus is on promoting health in the sense of maximizing health 
as a resource for life. In the past, the emphasis was on reducing unwanted 
behaviors and morbidity and mortality; attention should now be focused 
on expanding health and achieving health gains (WHO).

3.8  Health Protection

Health protection consists of all laws and regulations that prevent or reduce damage 
to people’s health. These laws and regulations are implemented together with 
inspection and control. Damage to the health of people and to (public) health, can 
be caused by harmful influences from the physical environment. For this, the most 
important health determinant is the physical environment, with the influence of 
physical, chemical, and biotic factors. Health protection is for the most part run 
outside health care and always consists of structural interventions.
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Fig. 3.4 Prevention, related to health protection, health promotion, and disease prevention
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What are examples of health protection? A service that deals with health protec-
tion may be a product safety authority directed at the safety of food and consumer 
products. The goal of such an authority is to prevent food poisoning by salmonella 
contamination and of disinfection in health care. Apart from the safety of food and 
drinking water, safety in traffic and the quality of the living and working environ-
ment are focuses of health protection. Much progress has been made in the promo-
tion of a healthy living environment for people, including measures in the field of 
working conditions and environmental factors. Health protection is important for 
the nursing profession, because laws and regulations provide positive conditions. 
Examples of duties of nursing professionals in the field of health protection are 
monitoring hygiene in schools related to infectious disease control, or ensuring that 
people do not neglect themselves in their own home, or offering malaria prophy-
laxis for travelers to countries such as China and Vietnam.

3.9  Health Promotion and Health Education: In Short

Health promotion is aimed at promoting the health of people and at preventing or 
limiting damage to health. Health promotion makes use of all kinds of preventive 
interventions with which positive influences on health are encouraged and negative 
influences, as much as possible, are limited. Health promotion focuses on the life-
style and (health) behavior of people. However, in addition to these lifestyle-oriented 
approaches, health promotion is supported by an environment-oriented approach and 
by regulation. For health promotion, the central question is what changes are needed 
to enable different, healthier behavior in groups or individuals? Is this a change in 
lifestyle and (health) behavior of a person? For example: is it important that people 
with risk factors for cardiovascular diseases and diabetes type 2 improve their physi-
cal activity levels and move more to enhance physical fitness? And should such a 
behavioral change be supported by (health care) facilities and/or regulation?

For health promotion, health education is important and this implies an orienta-
tion on lifestyle and (health) behavior. Health education can be supported by struc-
tural measures. Structural measures are (health care) facilities and regulation 
through legislation and regulations. Health promotion can be defined as: “the com-
bination of educational and environmental supports for actions and conditions of 
living conducive to health” (Green and Kreuter 2005).

 C In the health care sector, we should no longer think from the perspective 
of disease and care. Attention should be transferred to behavior and 
health. Behavior and health should be the starting point. Certainly, from 
the point of view of cost control and changing public health problems, 
attention should be directed at the prevention of health problems and 
the improvement of self-management.

Health promotion can be clearly displayed in an array of goals and resources. 
The goals of health promotion are reducing risks by universal, primary prevention; 
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selective and indicated prevention; and care-related, tertiary prevention. The pri-
mary resource for nursing professionals to achieve the goals of health promotion is 
health education. Other resources are the availability of (health care) facilities and 
regulation (Table 3.1).

Every government should promote the health of citizens from its public respon-
sibility for public health and its constitutional task in this area. Other parties have a 
social responsibility to limit unhealthy behavior and to promote healthy behavior. 
Because people are responsible for their own health, healthy behaviors may not be 
imposed or enforced. This is the starting point of health education and of all inter-
ventions and measures that affect health behavior. Health promotion measures in the 
form of price increases, such as a health tax on unhealthy foods or food compo-
nents, run up against practical and social concerns and do not seem desirable, but 
they remain a recurring point of discussion.

What are the characteristics of health promotion? An important feature of health 
promotion is the cooperation between the health care sector and other sectors in soci-
ety. A second characteristic is that the setting is an important input for health promo-
tion. A setting may be a school, the workplace or a hospital. A third characteristic is 
that there is a coherent set of interventions and that these are mutually reinforcing 
interventions. Finally, an important feature of health promotion is that the needs of the 
target group are the starting point for intervention development and the needs of the 
target group play an important role in the solution of the health problem.

How can health promotion be more effective? Health promotion can be more 
effective when people are personally involved. To increase the effectivity of health 
promotion, participation of the members of the target group is essential. Health 
promotion has a greater effect if the members of the risk group itself contribute 
ideas in the search for solutions to the health problem. Participation and empower-
ment is an important success factor. The current trend of people wanting to be 
involved and wanting to be empowered requires health promotion and health educa-
tion to be focused on people individually. This focus on the individual and the 
encouragement of making their own (healthy) choices, increases the effectiveness 
of health promotion.

Of mass media campaigns, we known that they are often ineffective or even 
counter-productive. For effective health promotion, it is important that there is con-
tinuity of the interventions and not just a one-time offer is made or a temporary 
provision. In addition, health promotion has a greater effect if it is combined with 
other structural measures with the same message. The physical and social 

Table 3.1 Matrix health promotion, goals and resources

Universal, 
primary 
prevention

Selective, 
secondary 
prevention

Indicated, 
secondary 
prevention

Care-related, 
tertiary 
prevention

Health education × × × ×
(Health care) 
Facilities

× × × ×

Regulation × × × ×
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environment should also support the lifestyle change. Approaching the target group 
within specific settings (such as a school or a hospital) also promotes the effective-
ness. Health promotion and health education are specifically focused on changing 
unwanted, impairing health behavior. With health education, you are trying to moti-
vate people to other, applicable (health) behavior. For nursing professionals,  health 
education is the most important tool that can be used for health promotion.

 C WHO, twenty-first century. According to the WHO http://www.euro.who.
int/en/health-topics/health policy/health-2020-the-european-policy-for-
health-and-well-being/about-health-2020/why-health-2020 in the twenty-
first century the focus should be on effective health promotion with a 
powerful health care system based on primary health care. Health 
promotion is a key investment, an essential element for the promotion of 
the health of people. Participation and empowerment of patients is the 
core in health-promoting interventions, offered from the setting (hospitals, 
schools, cities), in addition to creating a social environment that has a 
positive effect on health and well-being.

What is a community approach? Health promotion works best if a community 
approach is implemented, that is, creating a physical and social environment that 
offers people (in a neighborhood, municipality, social network, company), the 
opportunity to handle their health. The starting point for this is encouraging partici-
pation and empowering people from the target group. Ideas on how their health can 
best be promoted should fit the people in the target group themselves. Experts are 
guiding this process and provide support in the behavioral change processes of the 
people in the target group. The community approach represents a potentially good 
approach to health promotion, that allows changes to be worked out not only on an 
individual behavioral level, but also on a social and physical environmental level. 
The assumption is that participation of the target group in the different phases of the 
development of health-promoting interventions leads to healthy behavior (Fig. 3.5). 
Participation revolves around demand-driven health promotion, which is tailored to 
the wishes, ideas, and health problems of the target group. Empowerment revolves 
around people’s freedom of choice; people gain more control and are responsible 
for themselves.

Health promotion should be focused on expanding health with the aim of expand-
ing health benefits. In the past, the focus was strongly on reducing risk factors associ-
ated with common health problems. However, an important starting point should be: 
‘regarding health as a resource for everyday life’ (Breslow 1999). Expanding the 
health of people is possible by putting the focus on health, both inside and outside the 
health care system. If we consider people’s lives as a spectrum, with health on the 

Participation (Increases) Empowerment (Increases) Health behavior

Fig. 3.5 Participation increases empowerment and health behavior. Source: Luijpers and Keijsers 
(2002)
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one hand and health problems on the other hand, then the attention should be focused 
more strongly on optimizing health. Health promotion would then in the most unfa-
vorable case be that the position that someone occupies on this spectrum is main-
tained or has moved in a more positive, healthier direction (Fig. 3.6) (Breslow 1999). 
Expanding and optimizing health can be achieved in different ways. This shift in 
attention to optimizing health is becoming increasingly mainstream and has pene-
trated health care. Health professionals try to optimize blood sugar and cholesterol 
levels, optimize the dental status, strengthen social networks, optimize educational 
and care relationships for children, try to avoid burn-out and depression, and opti-
mize self-management for patients with all kinds of health problems.

What is the role of nursing professionals in health promotion? The interface of 
health promotion with professional nursing practice is mainly in the area of health 
education. Nursing professionals implement interventions to motivate people to 
other, healthier behavior, according to the needs of the patient. Influencing the 
(health) behavior of (sub-groups in) the population, can lead to health profit. In 
addition to behavior change at the individual level (such as changes in knowledge, 
attitudes, skills, and behavior), it is often favorable to create a supportive physical 
and social environment. A supportive physical and social environment is often a 
prerequisite for? behavior change.

Nursing professionals can use the matrix of health promotion to think about the 
way a nursing-relevant health problem could be addressed (Table 3.1). What inter-
ventions in the field of health education are desired? What environmental interven-
tions can make it easier to perform the desired behavior? What facilities are 
supportive for the behavioral change(s)? And regulation, is this desired and possi-
ble? These targets can then be articulated with regard to universal, primary preven-
tion, selective and indicated prevention and/or care-related, tertiary prevention. The 
preference should be strongest for evidence-based health promotion interventions.

For health promotion, universal and primary prevention is important in the nurs-
ing profession. But health promotion in nursing practice is more than that. Health 
promotion is also aimed at promoting behavior that interfere with the development of 
a disease or the harming of health. Health promotion then focuses on selective, indi-
cated prevention and secondary prevention. Finally, health promotion can be aimed 
at promoting behavior directed at people with health problems. Health promotion is 
then focused on care-related, tertiary prevention. Health promotion is focused then 
on improving health and self-management although people are diagnosed with an 
acute or chronic condition. The same applies for health education by nursing profes-
sionals. Health promotion and health education should therefore be offered from the 
care by nursing professionals (Berg et al. 2012).

What are some examples of health promotion, specifically for nursing profession-
als? Health promotion can be directed at reducing the increase in overweight and obe-
sity in children. It can consist of a comprehensive package of interrelated measures 

Health Health problem

Fig. 3.6 Health promotion, spectrum health versus health problems. According to: Breslow (1999)
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aimed at changing lifestyle and (health) behavior, and environmental interventions. It 
can consist of a directive to alert to, advise, and assist children who are overweighed. 
An interdisciplinary directive stimulates the thought that health promotion is not only 
a task of preventive health care, but also of curative care. The directive can be associ-
ated with the drawing up of rules for advertising and media to encourage the limita-
tion – especially in children – of unhealthy dietary behavior. Also, public spaces should 
be designed in such a way that (children) are invited to be physically active. Finally, the 
reduction of overweight consists of promoting healthy eating in school canteens.

Health promotion in education can be directed at reducing the psychosocial 
health problems of children. In recurring nursing research on schools, attention is 
directed at this health problem. School nursing professionals can keep office hours 
in primary and in secondary education, to signal and ensure that psychosocial prob-
lems of children, such as bullying, social isolation, family problems, and (mental) 
health problems of parents are dealt with. In addition, teaching packages around for 
example bullying and social efficacy are implemented. For parents, there may be 
courses or office hours aimed at dealing with children and handling the psychoso-
cial problems of the child. Also, the development of professionals who work with 
these target groups can be part of the “package” of health promotion for psychoso-
cial health problems in children aged 4 to 19 years.

Health promotion is increasingly being carried out within companies, and is 
directed at spreading awareness of the importance of a healthy lifestyle. Attention is 
given to the dietary habits and the physical activity behavior of workers in the com-
pany. The theme of healthier eating can be put into practice in the company canteen. 
There may also be walking lunches offered. The environment can invite people to 
be more physically active. Within the setting of the workplace, further health bene-
fits are to be gained by offering stress prevention programs.

Health promotion may also focus on the problem of loneliness among the elderly. 
Nursing professionals can implement various interventions aimed at limiting (the 
consequences of) loneliness among the elderly. For example, they organize home 
visits to identify this health problem, or keep office hours with the goal of promot-
ing preventive care to the elderly. Such consultation agencies may retain or increase 
the independence of elderly care. Nursing professionals can give the elderly educa-
tion on specific activities in the district and city, and motivate elderly people to take 
part. Other possibilities in this setting are stimulating buddy projects to put elderly 
people in a role for caring for others.

 C Expectations for the future. The forecast for the future is that health 
promotion will be offered increasingly frequently by the health care 
system (Berg et al. 2012 in: Bakker et al. 2012).

 C Health 2020, WHO. In the European health policy framework Health 
2020 http://www.euro.who.int/en/health-topics/health policy/health-
2020-the - european-polic y-for-health-and-well-being/about-
health-2020/what-are-the-key-components-of-health-2020 from the 
WHO, it is stated that the intertwining of prevention and cure is the key to 
success. This because health inequalities in the world are increasing.
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 C The life expectancy at birth has increased globally: (1) by decreased 
mother and child mortality; (2) by the reduction of infectious diseases in 
children and young adults; (3) through improved housing, sanitation, and 
education; (4) by the trend of smaller families; (5) by growing income; 
and, finally, (6) by public health measures such as immunizations.

3.10  Health Education

How do the concepts of prevention, health promotion, and health education 
relate to each other? Prevention and health education are not synonymous. 
Prevention extends over a wide area, and includes health promotion and health edu-
cation. Health promotion consists, as shown in the matrix of health promotion 
(Table 3.1), of the use of the application of: (1) health education; (2) the taking of 
certain (health care) facilities; and (3) measures and laws and regulations. It may be 
that health education, (health care) facilities and regulation are applied at the same 
time and in combination to offer health promotion, but health education can also be 
an independent function.

What is health education? Health education focuses on motivating people toward 
other, healthier behavior. Nursing professionals should motivate patients to change 
their behavior to optimize health, to behave in a healthier way and to incorporate the 
change into their lifestyle, for the long term. Health education can be defined as: 
“any combination of learning experiences designed to facilitate voluntary behavior 
conducive to health” (Green and Kreuter 2005).

What is behavior-focused health promotion? Health education is a prerequisite 
for the effective and efficient use of (health care) facilities and measures and laws 
and regulations. Kok et al. (1997) call this “behavior-focused health promotion.”

Is health education about providing patients with better information? In the 
past, the emphasis in health education was on increasing the knowledge of 
somatic health. If people had more knowledge about the effect of certain behav-
ior on their health, if they were better informed, the expectation was that they 
would start to behave in a healthier way, in line with given health advice. We 

Prevention → health promotion → health education.
Health education, motivating people to behave healthier.
Nursing professionals should motivate people to other, healthier behavior; 

to fit this behavior change into their lifestyle; and to maintain the behavior 
change for the long term.

Health education does not mean merely giving information.
Health education is also called behavior-focused health promotion.
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now know that knowledge is rarely sufficient for a patient to turn to healthier 
behavior and to start living a healthier lifestyle. Thus, more knowledge about a 
healthy lifestyle, taking the correct medicines, or avoiding stressful situations, 
does not lead to a healthy lifestyle, better medication intake, or better sleep. 
Alternatively, improving knowledge about the importance of physical activity in 
people with risk factors for cardiovascular diseases or diabetes type 2 does not 
lead to optimal movement behavior. Improving knowledge rarely leads to 
behavior change, especially not to a behavior change that is sustainable in the 
long term.

Health education is more than informing patients, but how? Health education 
should focus on the advantages and disadvantages that are connected to the behavior 
change, and that are personally relevant to the patient. Health education should also 
focus on the social and practical skills that are needed to carry out the desired 
healthier behavior. Health education is also about setting goals for behavior change, 
meaning the setting of goals by the patient himself. Based on these goals, the patient 
makes a plan and can then start trying the behavior change via trial and error. If the 
behavior is changed, it is important to continue guidance and coaching, until behav-
ior maintenance. This preservation of the behavior change in the lifestyle of the 
patient is important, because temporarily changing behavior will not have a lasting 
effect on health.

What do we expect patients in regard to health education? If we start from the 
needs and demands of the patient, it is desirable for the patient to be invited to play 
an active and participatory role in the consultation with nursing professionals. In 
addition to being active and participating, the social circumstances and the skills of 
the patient play a role. Also, the voluntary principle is important, which implies 
that the patient has a high degree of choice in respect of the particular behavior. 
Health education allows patients to choose the desired health behavior voluntarily, 
but also to choose not to change the behavior. The behavior of people is complex. 
Many behaviors are not conscious, not goal-oriented, and consists in part of learned 
patterns. We call this “habit behavior.” The opposite of habit behavior is conscious, 
intentional behavior, in which a patient undertakes careful consideration. Health 
education is aimed at careful consideration by the patient of the behavioral alterna-
tives available. Changing habit behavior requires a different approach from nursing 
professionals than the adjustment of conscious behavior. Health behavior is also 
determined by the extent to which the patient understands that health partly depends 
on lifestyle and behavior. If people do not see their own health as problematic, they 
attach little value to the relationship between health and behavior.

What is proto-professionalizing? It is also important for a patient to think medi-
cally and to think about health. This is called proto-professionalizing. It involves 
knowledge about and familiarity with health care. If people are better informed 
about medical issues and health, and are also in a way familiar with the health care 
system and in communicating with health professionals, they show stronger, health-
ier behavior.

3.10 Health Education



72

One size fits all or personalized prevention? Health promotion and health educa-
tion should be tailored to the specific needs of a patient and one size fits all is not the 
credo for the promotion of healthy behavior. The education should not only be tai-
lored to groups of patients, but also increasingly tailored to the individual patient 
and his personal characteristics and needs. One size fits all is not desirable. Health 
promotion and health education should develop in the direction of personalized 
prevention, in which both the supply and the time of the education is tailored to the 
patient’s own needs and wishes.

 C WHO, millennium goals. With the Millennium Health Goals, the paths to 
the future the WHO wants http://www.who.int/topics/millennium_
development_goals/en/ to improve global health by reducing extreme 
poverty and hunger, by reducing infant and maternal mortality, by 
combating HIV and other infectious diseases, by protecting the 
environment, and to form “global partnerships for health.”

3.11  Disease Prevention, Patient Education, and Self-
Management: In Short

Prevention includes disease prevention, in addition to health promotion and health 
protection. What is disease prevention? Disease prevention is about preventing 
health problems and, if health problems are already present, dealing with the restric-
tions that go with them and with further deterioration. Disease prevention is aimed at 
groups of people who are at risk of a particular health problem. The purpose of dis-
ease prevention is to attain health benefits and this is best achieved by the implemen-
tation of evidence-based disease prevention interventions. There is much to achieve 
in health gains, but also in profit for society as a whole, as disease prevention is 
supplemented by custom care supply and by health care facilities and regulation.

Prevention  →  disease prevention  →  patient education and improving 
self-management.

Disease prevention: the aim is to prevent health problems and, if health 
problems are present, to deal with the restrictions that go with them and with 
further deterioration.

Patient education: the aim is to optimize behavior that is beneficial for 
dealing with health problems and improve the health status (within given 
limits).

Self-management is about how patients handle their own health and 
improve their self-management behavior within their personal opportunities.

Nursing professionals should support and optimize patient self-management.
Patient education and optimizing self-management  do not mean  merely 

giving the patient information.
Self-management does not mean that people should handle their health 

themselves; self-management is done with the support of health professionals.
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3.12  Patient Education

What is patient education? Patient education is closely related to disease preven-
tion. Patient education is aimed at optimizing behavior that is beneficial for dealing 
with health problems and improving health status (within given limits). For nursing 
professionals, patient education is heavily focused on promoting patient self- 
management. Patient education is not about informing the patient about all the ins 
and outs of his health problem. Patient education should be about the relationship 
between the health problem and patient behavior. In patient education and improv-
ing self-management, the needs of the patient are always the starting point. First, 
nursing professionals should always determine the problem and patients’ needs. 
Patients are increasingly well informed and want patient education that is matched 
to their personal (health) situation.

Patient education should fit the patients’ desired lifestyle or behavioral 
change. What would the patient wish to avoid with regard to (further) health 
problems, or what would he like to be able to master to handle restrictions? 
Patient education should focus on attitude change, with the advantages and dis-
advantages of a behavior change, and on learning the necessary skills (social 
and practical) to handle the desired behavior. It is important for patients to set 
goals for behavioral change. Behavior change and maintaining the new behavior 
form the end purpose of patient education. The occurrence of health problems 
or learning to deal with a health problem often requires an adjustment in the 
lifestyle of a patient on multiple fronts. For patients with cardiovascular dis-
eases, this can involve recommendations to move more, to use their medication, 
and to be aware of fats in the diet. In patients with rheumatic health problems, 
it may involve recommendations regarding pain medication, exercising more 
and having a good pattern of activities and rest. Patient education should start 
with improving the behavior that is most important for the patient, or behavior 
that is the easiest to change, or behavior the patient is already experienced in or 
familiar with.

3.13 Self-management

 C Self-management is about how patients can handle their own health 
and improve their self-management behavior within their personal 
opportunities. Self-management does not mean the patient handling 
his health himself; self-management is done with the support of health 
professionals.

What is self-management? Self-management is about how patients handle their 
own health and improve their self-management behavior within their personal 
opportunities. Self-management is a set of skills the patient has to handle his health 
problem and increase his independence of care. Self-management does not mean 
that a patient should handle his health himself; it is done with the support of health 
professionals. Self-management means that an individual patient may need much 
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support, and other patients need less or almost no support from nursing profession-
als. The patient manages his own health problem and all matters concerning his 
health problem. Self-management is about learning how to solve problems, to col-
laborate with health care providers, and to expand health behavior.

Self-management is about learning how to deal with health. The patient identifies 
his own problems when handling his disease or related factors, and decides himself 
if and how he wants to work on them. The patient learns problem-solving skills that 
are relevant to be able to handle the consequences of the health problem. The patient 
learns to have faith in his own ability to handle treatment and care, and to improve 
his well-being and quality of life (McGowan 2012).

What is the Chronic Care Model? The Chronic Care Model gives nursing profes-
sionals an insight into the complex concept of self-management. The Chronic Care 
Model provides a multidimensional view of health. The self-management of the 
patient is an important element in the model, together with the elements health care 
system, environment, and health policy. Self-management is an essential part of the 
Chronic Care Model and patients should learn the desired self-management skills 
and learn to have confidence in their own self-management.

What do the concepts of prevention, health education, and patient education 
state to each other? Prevention is the overarching understanding, and prevention 
includes health education and patient education accompanied by self-management. 
Patient education can be seen as a restructuring of health education. The procedures 
and methodologies that are used for health education are also effective for patient 
education. Patient education moves mainly in the field of selective and indicated 
prevention and care-related, tertiary prevention, but primary prevention may also be 
part of patient education. These combinations of preventions are common in profes-
sional nursing practice.

 C WHO. According to WHO 2020, chronic and degenerative health 
problems will increase in rich countries, which implies that there is a great 
deal of work to be done on health care. On the one hand, there are 
technological improvements combined with income growth that have 
led to a specialist health supply. On the other hand, there is an increasing 
demand for basic care owing to a decreasing willingness and capacity in 
informal care. The number of health professionals needed to bridge this 
gap will be huge. The gap will widen between what can be done to 
address health problems and what really happens. Success dependents 
on the effectiveness of the health care system. http://www.euro.who.int/
en/health-topics/health policy/health-2020-the-european-policy-for-
health-and-well-being/about-health-2020/strategic-objectives.

3.14  Prevention: Targets

When is prevention effective and efficient? Prevention is only useful if it is effective. 
A prerequisite for efficient and effective prevention is knowledge of the endogenous 
and exogenous determinants that have a major influence on a health problem, but 
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what makes it difficult is that the same health determinants may play a role in mul-
tiple health problems. If the goal with prevention is to affect the incidence and 
prevalence of a health problem, then we need to know which are the key determi-
nants and whether these are changeable. The correct target group should also be 
fixed. Furthermore, for efficient and effective prevention the most appropriate inter-
vention should be chosen based on evidence. Finally, health care providers must 
give the intervention a structural place within their profession.

When is prevention effective and efficient in mental health? Prevention in mental 
health care can be efficient and effective, when the target groups with the highest risks 
are selected. In these target groups, there is often an accumulation of risk factors. The 
efficiency and effectiveness of prevention increases if a combination of intervention 
strategies is applied. This combination of intervention strategies is called the multicom-
ponent approach. A multicomponent approach always consists of interventions aimed at 
lifestyle and environmental interventions. The environment-involved interventions 
should as a rule also include the (social) environment of the patient. You can also increase 
efficiency and effectiveness if you intervene before (nonspecific and social) risk factors 
are perpetuated. Finally, for efficient and effective prevention, it is of great importance 
for nursing professionals to incorporate effective interventions into their care.

Within mental health care, prevention is concerned with eradicating mental and 
psychiatric health problems, but about reducing risks and promoting and optimizing 
mental health. Prevention in mental health care is aimed at the prevention of serious 
mental health problems, at the early detection of mental health problems to increase 
the success rate of the treatment, or at the prevention of worsening mental health 
problem. Focus areas for prevention in mental health are depression, social psychia-
try, and the children of parents with mental disorders.

Targets for prevention in mental health may include nonspecific risk factors, 
social risk factors, and depression symptoms and disorders (Hosman et al. 1997). 
Important risk factors that can be seen by different psychiatric health problems are 
a low level of social support, an emotionally poor childhood, and having no or a 
negative model behavior. These risk factors are called the specific risk factors. There 
are also nonspecific protective factors: receiving social support, a loving upbring-
ing, social control, and the presence of preventive model behavior.

Prevention with the aim of reduction of mental health problems is especially use-
ful in people with an accumulation of the negative, nonspecific risk factors. With the 
aim of reducing mental health problems, important health gains can be achieved 
when interventions using relapse prevention are implemented. An example of 
relapse prevention is to add a short intervention to the therapy, in which people learn 
to handle relapse in the depression in the future. The social psychiatry specifically 
concerned with this relapse prevention and is also usually focused on the support of 
family members. A final example is prevention focused on schizophrenic patients. 
In schizophrenic patients, beneficial effects can be achieved using a family-oriented 
intervention, by teaching problem-solving skills and accurate medication use.

 C WHO, Health 2020. In the European framework of health policy WHO 
Health 2020, (http://www.euro.who.int/en/health-topics/health policy/
health-2020-the-european-policy-for-health-and-well-being/about-
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health-2020) the following shortcomings in the availability of health care 
are mentioned.
•  Reverse care. People with the most resources – and often the least 

need for health care – consume the most care, whereas those with 
the fewest resources and the biggest health problems consume 
the least care.

•  Fragmented care. The specialization of health care providers and 
the limited focus of many disease control programs discourage a 
holistic approach and the necessary continuity of care.

•  Misdirected care. The allocation of resources focuses on curative 
care with high costs, which exceed the potential of prevention and 
health promotion to decrease the disease burden by up to 70%.

Is it also possible that prevention is ineffective? There are two main problems 
with prevention. The first problem is indicated by the term “replacement causes of 
death” and the second problem concerns the accessibility of prevention.

What do we mean by replacement causes of death? Sometimes it is important to 
be cautious with regard to prevention, because people die anyway and it remains to 
be seen whether the behavioral changes that people implement do lead to health 
gains or “only” to another cause of death. This problem is the phenomenon of the 
replacement causes of death. This includes whether the cause of death that you 
exclude by targeted preventive activities does indeed lead to health benefits for the 
target group. The prevention of cardiovascular diseases through lifestyle changes 
has led to health benefits. We see an increased life expectancy among these people, 
but on the other hand, the number of people with chronic conditions has increased. 
The phenomenon of the replacement causes of death lead to shifts in disease pat-
terns, and this creates shifts in the provision of (nursing) care.

Is prevention accessible for all people? A second problem associated with pre-
vention is accessibility. Prevention should be aimed at all, but typically only reaches 
certain groups. More highly educated people have better access to prevention and to 
health education. Prevention and health promotion are available for the groups who 
least need it. Preventive interventions should be aimed at the specific target groups 
and extended to groups with a less favorable health status. The problem of accessi-
bility asks nursing professionals for extra effort. Nursing professionals should give 
specific attention in preventive interventions to hard-to-reach groups, because this is 
an important step toward achieving health benefits.

3.15  The Intertwining of Prevention and Care

In cure and care, greater focus should be placed on prevention.
In prevention, greater focus should be placed on care and cure.
Prevention, health promotion, and disease prevention should be integrated 

into care.
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For a long time, there has been a separate development of prevention and cure. 
Health care professionals were only concerned with prevention (prevention of 
health damage), whereas others were primarily focused on cure (repair of health 
damage).

What is the starting point now? The current starting point is that care should give 
more attention to prevention than does the care that is offered.

Nursing professionals should work neither exclusively preventively or curatively 
when giving care. In their professional practice, prevention should be part of cure 
and care, and the focus should be on health and improving health. Within cure and 
care, the focus should be both on the treatment of people with health problems, and 
on health promotion, disease prevention, and patient education, and improving self-
management behavior is important. Prevention and cure should be combined and 
more reciprocal links should be used.

More frequent and more active prevention offered by health care is now the 
departure point for good-quality (nursing) health care. Currently, it is still the case 
that prevention is not properly matched to the person and is based too much on one 
size fits all. This approach to prevention should develop in the direction of personal-
ized prevention.

What is personalized prevention? For personalized prevention, interventions are 
tailored to the patient with regard to both offering and timing . Personalized preven-
tion is consistent with P4 medicine.

What is P4 medicine? Prevention should be personalized, predictive, preventive, 
and participatory (Hood and Friend 2011). The preventive intervention or activities 
given are specifically tailored to the individual and are personalized, aimed at pre-
dicting the chance that people run to get sick and it can be used to diagnose and treat 
disease more efficiently. Finally, this type of care assumes that the person who 
receives the care has an active and participatory role in care and treatment.

What supports the focus on the intertwining of prevention and curation? In soci-
ety, we see a trend towards more conscious dealing with health, health care, and 
health facilities. This trend reinforces the attention to prevention. People have 
become aware of the influence of the medical profession on their lives, their health, 
and on dealing with illness and disability. They have come to understand that pre-
vention of damage to health has a clear added value above intervening in diseases. 
Prevention is better than cure. People can make a tradeoff between disease with all 

Future music? No, now:
Nursing professionals offer more frequent and more active prevention 

from their care.
Personalized prevention.
Personalized self-management.
P4 medicine.

3.15 The Intertwining of Prevention and Care
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the negative consequences and the preventive behavior with its accompanying dif-
ficulties. Nursing professionals are the ideal group of health care professionals to 
combine prevention and cure. They are able to take up the intertwining of preven-
tion and care as a starting point for optimizing health, quality of life, and specifi-
cally the self-management of patients and good-quality care.

Also, in the policies of health care institutions and educational institutions, atten-
tion to prevention should be intensified, so that prevention is more frequently and 
more actively offered by health care. The intertwining of prevention and is neces-
sary, because it is becoming increasingly clear that investing in prevention, health 
promotion, and health education is more effective and leads to more health benefits 
than curative care alone. An example of the interconnectedness of prevention and 
cure is the prevention consultation (by nursing professionals) in GP practices, in 
which screening, prevention, and treatment are offered to patients with risk factors 
for cardiovascular diseases, cancer, and mental health problems. This is assumed to 
be personalized prevention, and people are selected and invited based on their indi-
vidual risk profile.

In the future, prevention, health promotion, and health education will be imple-
mented less frequently based on short-term, individual-oriented lifestyle interven-
tions for different types of unhealthy behavior. Care will play a more important role 
in prevention and health promotion, to optimize care supply. Health care profession-
als will increasingly see it to be their responsibility to promote the health of these 
people before they get health problems, and if there are restrictions, to optimize the 
health situation. Professionals will come to understand the importance of personal-
ized self-management for patients.
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4Health Promotion and Health Education: 
Improving Patients’ Health Status

Many common health problems are influenced by the lifestyle and (health) behavior 
of people. If we are able to change an unfavorable lifestyle and behavior in a favor-
able direction, then health problems can be prevented or restricted. When lifestyle 
or health behavior has changed in a positive direction, people can become healthier. 
We call this changing of lifestyle and behavior of people health promotion. Health 
promotion can be achieved through health education. Motivating people to change 
their behavior is a major task according to nursing professionals themselves, and 
they state that they spend a lot of time on this (Sassen et al. 2011).

This chapter provides an insight into how nursing professionals can develop 
health interventions and implement these health interventions, using health promo-
tion and health education. In Sect. 4.1 we describe the difference between inten-
tional health education and facilitating health education. Health education has a 
clear system, targeting, and efficiency plan, which we will describe in Sect. 4.2. The 
protocol of intervention mapping (IM) is explained extensively in Sect. 4.3, because 
this is currently the most frequently used planning model for developing health 
promotion and health education interventions. Using intervention mapping creates 
interventions that have been shown to be efficient at achieving the goals of changing 
lifestyle and (health) behavior.
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4.1  Health Promotion and Health Education: What Is 
the Difference?

By using health promotion, health is stimulated in a positive way and negative 
influences on health are limited as far as possible. Health promotion and health 
education are both aimed at changing health-impairing behavior. Health promotion 
is the overarching concept and includes health education. In support of health edu-
cation, we offer (health care) facilities, laws and regulations, used with the goal 
achieving a better effect (Kok 1993).

Health promotion is aimed at motivating people toward different, healthier behavior 
and changing their unfavorable lifestyles. Offering (health care) facilities and/or laws or 
regulations may support people, so that they are better able to achieve healthier behavior 
and change their lifestyle. The core of health promotion is offering health education. 
Health promotion is the broad, overarching concept including health education; both 
assume a lifestyle-oriented approach to health. In addition to this lifestyle-oriented 
approach, health promotion can take an environmentally oriented approach (Fig. 4.1).

Health promotion and health education both aim to change unfavorable 
(health) behavior, in favor of the health of a person, to change a lifestyle that 
has a negative effect and harms health.

Health promotion comprises health education, in addition to (healthcare) 
facilities, laws, and regulations.

Health promotion

Health education, lifestyle and
environmental approach

Health education

Health promotion

Motivating people to
behave healthier

(with the objective)
to improve their

health status

Fig. 4.1 Relationship 
between health promotion 
and health education

Health education, the systematic and methodical attempts to change lifestyle 
and (health) behavior of people, by motivating them toward, healthier behavior. 
These targeted changes in knowledge, attitudes, skills, and behaviors are in 
the interests of the person and eventually lead to an improvement in health.

Therefore, the aim of health education is that a person becomes motivated 
to change to healthier behavior, thus improving his health status.

4 Health Promotion and Health Education: Improving Patients’ Health Status
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What is health education? Health education can be defined as the systematic and 
methodical attempts to change the lifestyle and (health) behavior of people, by 
motivating them toward healthier behavior. These targeted changes in knowledge, 
attitudes, skills, and behaviors are in the interests of the person and eventually lead 
to an improvement in health.

Health education is used as an instrument of health promotion. Health education 
is specifically aimed at people’s behavior and at the health determinants lifestyle 
and behavior. Health education is always concerned with providing education on 
health to individuals or groups. Health education is useful for addressing or even 
“tackling” health problems. Health education includes all efforts to change people’s 
behavior that affects their health, by motivating them to different, healthier behavior 
(Kok et al. 1997). The characteristic of health education is in the statement that it is 
concerned with motivating people toward healthier behavior (Kok et  al. 1997). 
According to Damoiseaux (1991), health education covers a broad range of health 
education interventions, it has many goals, focuses on different target populations, 
and is carried out on different levels; health education is a tool in health care. A char-
acteristic of health education is that there is a systematic approach, a clear coopera-
tion with the target group, and that there should always be careful consideration of 
the desired behavior that takes place (de Saan and de Haes 1993).

Motivating people to behave in a healthier way seems easier than it is. This is 
because people do not associate health problems with themselves, think that it will 
not happen to them, or that it is a problem for the long term. They think that they do 
not behave in a risky manner, they are not convinced of the benefits of healthier 
behavior, or they do not experience support from others. If people want to change, 
then they often do not know how to deal with problems that they may encounter. All 
this ensures that in such cases, people are not motivated to change (De Vries 1999).

Thus, health education is purposeful in motivating a person to undertake health-
ier behavior so that they develop a more favorable, healthier lifestyle. Nursing pro-
fessionals want to promote people’s health and prevent or limit damage to health.

4.2  Intentional Health Education and Facilitating  
Health Education

When do we call health education real health education? There are two basic 
forms, intentional health education and facilitating health education. The starting 
point for both is the importance of the recipient of the education.

What is intentional health education? By using intentional health education, an 
attempt is made to change the lifestyle of a person in a favorable direction. The 

Basic forms of health education:
In intentional health education, the goal is to change unfavorable, health- 

impairing behavior into a lifestyle that supports health.
In facilitating health education, the goal is knowledge transfer.
Nursing professionals should focus on intentional health education.

4.2 Intentional Health Education and Facilitating Health Education 
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assumption is that it is better for a person to behave in a healthier manner. The 
purpose of intentional education is to change unfavorably, health-impairing 
behavior into a lifestyle that supports health. Therefore, it is important, from the 
view of nursing professionals, to change behavior that has or can have an adverse 
effect on health.

A nursing professional uses intentional health education to ensure a conscious 
change in the knowledge, attitude, and behavior of a person. This from an evidence- 
based perspective that such changes can improve the health status. Although the 
person himself may not have a clear need, it is always his own choice whether he 
wants to change his lifestyle or (health) behavior. Patients cannot be obliged to 
change the way they handle their health. For example, a person cannot be obliged to 
take note of the advantages and disadvantages of physical activity, to develop a posi-
tive attitude toward physical activity, and to actually start moving. The obligation is 
not even there when the patient has a serious health problem, such as cardiovascular 
diseases or diabetes.

What is facilitating health education? The second fundamental form of health 
education is facilitating health education. The purpose is knowledge transfer, and to 
inform the person. The scope of this goal is limited, because it is only about provid-
ing information. Facilitating health education is about all sorts of facts around a 
health problem. Facilitation education meets a number of conditions. First, the 
information is provided without obligation; this means that a patient can choose if 
he wants to receive the information. Second, the information is correct and objec-
tively formulated; the patient can build on it. Last, the information is based on the 
expected need of the patient to be informed. For example, the need for information 
on fever in children, or on regulating blood glucose levels for diabetics. With facili-
tating health promotion, an explanation can be given (for example, on the different 
activities of youth health care), a statement can be given (for example, about the 
importance of using folic acid before and during pregnancy), and/or a clarification 
can be given (for example, on the action of insulin in the body).

Facilitating health education can be offered in the form of a folder, brochure, 
website or app. Although facilitating education is also used to inform the patient 
about the importance of changing lifestyle factors and behavior, it is rarely an effec-
tive way to achieve this goal. Informing a patient leads only to a better informed 
patient; it does not lead to a change in lifestyle or (health) behavior. For example, 
when a patient with multiple risk factors for cardiovascular diseases and type 2 
diabetes receives a booklet from a nursing professional containing background 
information on high blood pressure, high cholesterol levels, and obesity, this can 
lead to an increase in knowledge. If the booklet also informs the patient about the 
beneficial effect that an improvement in physical activity may have, nursing profes-
sionals should not expect the patient to change his lifestyle and start moving. 
Patients do not change their (motion) lifestyle or behavior because they are better 
informed. More knowledge rarely leads to healthier behavior.

What does this mean for you as a nursing professional? Within the nursing pro-
fession and practice, the focus is on intentional health education. Nursing profes-
sionals motivate their patients to change their health-impairing behavior, focusing 
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on optimizing patients’ behavior, so that the health status may improve. Nursing 
professionals also use facilitating education. Facilitating health education is, for 
example, useful for informing patients on all issues associated with a hospital stay. 
Providing information, with the aim of increasing knowledge, takes place fre-
quently, but is insufficient for behavior change without intentional education. 
Facilitating education within the nursing profession should only be used in support 
of intentional health education. Intentional health education should be used when 
the aim is to change lifestyle and (health) behavior.

4.3  Intervention Mapping: Planning Model Intentional 
Health Education

Intervention mapping offers a framework for developing an intervention 
(Bartholomew et al. 2011, 2016; Kok et al. 2004; Schaalma et al. 2009). Intervention 
mapping is a protocol for incremental intervention development based on evidence 
(for nursing professionals) from a literature search: a health education intervention 
will be developed.

Intervention mapping starts by assessing a specific health problem (see step 1 in 
Fig. 4.2). You look at the causes of the health problem, and you look at distinguishing 
risk groups and risk behaviors. In step 2, you define goals, and you specify in this 
step what changes are necessary to achieve these goals. In step 3, you select proven 
effective intervention methods that can put changes in motion (in knowledge, atti-
tudes, skills, and behavior). In step 4, you design the health intervention by combin-
ing the selected intervention methods and test your intervention as well. In step 5, 
you will develop an adoption and implementation plan for the intervention. Finally, 
you develop an evaluation plan in step 6. The evaluation is aimed at assessing both 
the effectiveness of the intervention and the entire process that has preceded it.

Intervention mapping has been shown to be an effective protocol for developing 
health-based interventions and then running it on the basis of the implementation plan 
(Bartholomew et al. 2011; Sassen et al. 2012; Alewijnse et al. 2002; Heinen et al. 2006; 
Wolfers et al. 2007). Intervention mapping is not a new theory or a new model, but a tool 
for the planning and development of a health intervention. Intervention mapping is a 
tool that allows you to develop a health intervention in a systematic way. By using 
Intervention Mapping, you apply theories and the results of earlier research (Kok et al. 
2004). By applying the protocol of Intervention Mapping you work based on evidence.

The steps of Intervention Mapping:

“… provide a guide in intervention planning … to travel a common path from start to 
finish” … “It maps the path from recognition of a need or problem to the identification of 
a solution.” (Bartholomew et al. 2000)

Intervention mapping is a protocol for incrementally developing and imple-
menting a health education intervention.

4.3 Intervention Mapping: Planning Model Intentional Health Education
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The PRECEED–PROCEED model (Green and Kreuter 2005) is a precursor of 
intervention mapping.  The PRECEED–PROCEED model and intervention map-
ping have a number of important overlaps and complement each other. Both the 
PRECEED–PROCEED model and the intervention mapping protocol are based on 
an efficiency plan being key to the success of effective health promotion and health 

Step 1

Step Action

Intervention mapping
step 1 - Needs
assessment, analysis
of the health problem

1.1 What is the health problem? What is the influence of the
health problem on the quality of life?

1.2 What is the relationship between the health problem and
(health) behavior?

1.3 What is the relationship between the health problem and
the environment?

1.4 What are the social-cognitive determinants which determine
the intention and (health) behavior?

Which evidence-based methods can change the social-cognitive
determinants and lead to the achievement of the performance
objectives and change objectives?

In designing the health intervention, you start with applying the
methods and theories of behavior change. With the selected
methods you build the health intervention. The methods are the
building-blocks of the health intervention. The health intervention
is succesfull if the patient changes his actual behavior and
stabilization of the behavior change has occured. The end goal of
your health intervention is that the patient(group) has turned to other,
healthier behavior.

5.1 What do we want exactly that the people who implement the
health intervention are going to do? Are they motivated to use and
start to implement the health intervention?
5.2 Where in the nursing care process, the provision of the health
intervention should start and how should it be implemented so that
it is an integrated part of the care process?
5.3 How do we ensure that the health intervention is institutionalized?

The effectiveness of the health intervention is examined and also the
effect on patients’  health behavior. Is the patient really behaving
healthier? Is the patient able to describe health benefits?
Has quality of life increased? 
The evaluation should determine whether the implemented
(behavior change) methods have led to the expected changes
in the patient(group) 

Evaluatie Implementatie

Intervention mapping
step 6 - Evaluation plan,
write an evaluation plan

Intervention mapping
step 5 - Implementation
plan, write an
implementation plan

Intervention mapping
step 4 - Design the
health intervention

Intervention mapping
step 3 - Methods and
theories with which
social-cognitive
determinants of
intention and (health)
behavior can be changed.

Intervention mapping
step 2 - Defining
performance objectives
of the intervention, and
specifying the needed
changes in social-
cognitive determinants

↑ ↓

↑ ↓

↑ ↓

↑ ↓

↑ ↓

↑ ↓

→

Step 6

Step 5

Step 4

Step 3

Step 2 2.1 What is the overall purpose of the health intervention?
2.2 What are the performance objectives of the health intervention?
2.3 What are the change objectives of the intervention?
Objectives directed at changing the social-cognitive determinants
of intension and (health) behavior.

Fig. 4.2 Intervention mapping protocol: design, implementation, and evaluation of a health edu-
cation intervention
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education interventions. Both start from an analysis of a health problem and try to 
solve the health problem, as far as this is possible. Intervention mapping is, accord-
ing to Kok et al. (2001), a process, and the concretizing of a health intervention is 
done by regularly going back to a previous step, because new insights have emerged 
from that previous step, and from that step one can go further with the protocol.

4.4  Conditions and Principles of Intervention Mapping

When do you use intervention mapping as a nursing professional? Before using 
intervention mapping, it is good to look at the terms of use. intervention mapping is 
used to tackle health problems by means of a health education intervention. A first 
condition is that the health problem is behavioral. Someone’s behavior should have 
a clear impact on the occurrence and/or perpetuation of the health problem. If a 
change in behavior of the patient does not lead to (as far as possible) solving the 
health problem, solutions other than the intervention mapping protocol are more 
obvious. Another condition is that the determinants of behavior must be changeable. 
If the social–cognitive determinants are difficult to change, it is better to look at 
other solutions. As nursing professionals choose social–cognitive determinants that 
are difficult to change as the focus of their health intervention, their efforts are great 
and the return is small. Finally, a condition for the use of intervention mapping is 
that there is a realistic chance of achieving the stated objectives of the health inter-
vention. This means that nursing professionals should be able to set realistic, achiev-
able goals and that a clear beneficial effect on health is attainable. Thus, nursing 
professionals get started with intervention mapping, as (1) the health problem is 
behavioral; (2) social–cognitive determinants shape the health problem, and (3) the 
end goals are realistic and a beneficial effect on health is to be expected.

What is the starting point of intervention mapping? The starting point is that those 
who develop the intervention work together with the people who will receive and are 
going to use the health intervention. Bartholomew et al. (2000, 2011) call this the 
perspective on participation in planning. By letting people participate in the develop-
ment of the health-based intervention, this increases the chance of connecting with 
the target audience. The intervention will be developed together with the target 
group, because the people in the target group know best what would fit them. The 
target group consists of the people with a specific health problem, in addition to the 
nursing or health professionals who are going to use the health intervention in a spe-
cific health care setting.

What is done in advance to intervention development? Before starting to build a 
health intervention, there should be a comprehensive analysis. We call this the needs 
assessment or the analysis of the health problem. In the needs assessment, we want 
to gain more of an insight into the health problem. Insight into the health problem 
can be obtained by the collection of data, data on the quality of life, and on epide-
miological health indicators. We start from a major health problem and analyze 
behavioral and environmental factors related to that health problem. We explore in 
the needs assessment the influence that (health) behavior and social–cognitive 
determinants have on the health problem. We want to know the impact of lifestyle 
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on health, and especially if behavior can be targeted to promote healthier behavior. 
Also, we explore in the needs assessment the influence of the environment on the 
health problem. We want to know the impact of the environment on health, and if 
the environment can be targeted at promoting healthier behavior.

In short, in the needs assessment, we collect data around the health problem, in a 
deductive mode. If there are not enough data available or if data are insufficiently 
worked out, one should not start with intervention mapping:

“the most common mistake in health education, implying poorly planned work; and, we do 
not need to have illusions about the results of the health education” (Kok et al. 2000).

The further description of intervention mapping assumes that nursing profes-
sionals themselves develop (parts of) the health education intervention, and that 
they implement and evaluate the intervention. In the steps of developing the health 
education intervention, it is recommended that the available research results that 
have been described in the literature are used. Intervention mapping should always 
be based on evidence from other research. To work based on evidence, do a litera-
ture search in for example PubMed, using the search terms “intervention mapping” 
AND “specific health problem.”

4.5  Intervention Mapping Step 1: Needs Assessment

How are you going to get started in step 1 of intervention mapping? Step 1 of inter-
vention mapping is going to answer the questions: what is the health problem? What 
is the influence of the health problem on the quality of life? What is the relationship 
between the health problem and (health) behavior? What is the relationship between 
the health problem and the environment? What are the social–cognitive determi-
nants that determine the intention and that (health) behavior can be detected? 
Intervention mapping step 1 is called the needs assessment.

In intervention mapping step 1, we explore whether health promotion or health 
education can contribute to the solution of the health problem. In this step, we first 
want to understand the health problem. We start from a health problem that is impor-
tant in some way, for example, because the health problem is common, because it has 
an adverse effect on the quality of life, or because many nursing professionals see 
patients with this health problem. By analyzing the health problem, we obtain a 
numerical insight into the health problem. Because of this, we know if the health 
problem should be a priority and which patient (and group) needs special attention.

In intervention mapping step 1, the analysis of the health problem, there are two 
possible pitfalls (Kok et al. 2001). The main pitfall is that of a non-existent problem. 
No development of an intervention should take place for a problem that on closer 
inspection does not exist or hardly exists. An example is: should drinking alcohol be 
discouraged during pregnancy? Is it a real problem, or do most women not consume 
much alcohol during pregnancy? Look at the severity and scope of the health prob-
lem and work on it as if the health problem really exists. A second pitfall is that 
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there is no relationship between the health problem and the behavior of those 
involved. Attention should be paid to the relationship between the health problem 
and the recommended behavior. If behavior is not an issue, then another approach is 
more obvious and one stops using intervention mapping.

Step 1 can be divided into four sub-steps, which we discuss successively.
Step 1 intervention mapping. What is the health problem? What is the influence of 

the health problem on the quality of life? Perform an analysis of the health problem 
based on health indicators. Step 1.1 of intervention mapping (Fig. 4.3) answers the 
following questions: what is the health problem? What is the influence of the health 
problem on the quality of life? an analysis of the health problem can only be carried 
out by using health indicators.

The starting point of the needs assessment is a health problem, but it may also 
be a specific group of people, for example, if we see that the quality of life is nega-
tively evaluated by a specific group of people. If we start from a specific group we 
come through a small detour to the health problem that is a major cause of reduced 
quality of life.

What is the health problem? Start with analyzing the health problem based on 
health indicators. How do you get started? What is the health problem? You start by 
analyzing the health problem based on health indicators and defines the importance 
of this health issue. To indicate the impact of a health problem on the health of 
humans, you make use of the health indicators from the epidemiology (see Sect. 2.1 
for a detailed description of health indicators). By using health indicators, you gain 
an insight into the size and distribution of a health problem. The size of a health 
problem indicates the frequency in which the health problem occurs; this requires 
knowledge about the incidence and prevalence of the health problem. The distribu-
tion gives the breakdown of the health problem about times, places, and people.

By using health indicators, you also look at the severity of a health problem. The 
severity indicates the impact of a health problem on the quality of life. Is it as a seri-
ous health problem experienced by people who have that health problem? Judge 
people who have that health problem, their health is worse compared with people 
without that health problem?

By using health indicators, you attain numerical insight into the health problem: 
life expectancy, number of years of life lost, possible multi-morbidity, health differ-
ences, and perceived health. Disease or morbidity is an important health indicator, 
in addition to the number of people who die, or mortality. When the health problem 
is analyzed and the health indicators are described, what do you do next? If you 
have an overview of the health problem based on health indicators, you go more 
in-depth to look at the ways in which people experience this health problem; thus, 
the (subjective) assessment of the health problem. How do people experience their 

Step 1 Intervention mapping
step 1 - Needs
assessment, analysis
of the health problem

1.1 What is the health problem? What is the influence of the
health problem on the quality of life?

↑ ↓

Fig. 4.3 Intervention mapping step 1.1: needs assessment, analysis of the health problem
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health problem? With what eyes do they look at their health problem? For example, 
it might be important for nursing professionals to gain a more profound insight into 
how people who use daily painkillers experience their health. What would help 
these people to solve the problems they encounter? Another example: what is the 
quality of life like perceived by elderly people with depression and what solutions 
to their loneliness do they see themselves?

Step 1.2 of intervention mapping (Fig. 4.4) provides an insight into the relation-
ship between the health problem and (health) behavior. What is the relationship 
between the health problem and (health) behavior? For most health problems, 
(health) behavior has an important influence. Usually, not only one behavior plays 
a role, but the health problem is determined by a number of behaviors. Health 
behaviors can be divided into health-impairing behavior and health-enhancing 
behavior. Health-impairing behavior has a negative effect on health (status) or has 
the result that a person is exposed to a health problem. Examples of health-impair-
ing behavior are too high a level of fat consumption, or using medication not 
according to the prescription, but to suit your way of living. Health-enhancing 
behavior leads to health benefits or protects the patient against the emergence or 
worsening of health problems. Examples of health-enhancing behavior are being 
physically active or maintaining the balance between activity and rest/sleep. In 
health education and in promoting patient self-management, the emphasis should 
be on limiting health-impairing behavior and promoting health-enhancing behav-
ior. Thus, attention should be focused on promoting a lifestyle and (health)behav-
ior that is desired for dealing with the health problem.

The purpose of the behavior analysis in step 1.2 of intervention mapping is to 
identify the relevant behaviors that are related to the health problem. If you want to 
motivate a patient toward different, healthier behavior and to improve patient self-
management, it is important for you to understand the behaviors associated with a 
specific health problem. In the behavior analysis, you look at the (health) behaviors 
that cause and aggravate the health problem. Which health behaviors are associated 

Behavioral analysis, in the inventory of the (health) behaviors that cause and 
aggravate a health problem. The goal is to identify (health-impairing or 
health-enhancing) behaviors that are related to the health problem

Environmental analysis, in the inventory of the environmental factors that 
cause and aggravate a health problem. The goal is to identify the relevant 
environmental factors that are related to the health problem

Step 1 Intervention mapping
step 1 - Needs
assessment, analysis
of the health problem

1.2 What is the relationship between the health problem and
(health) behavior?

↑ ↓

Fig. 4.4 Intervention mapping step 1.2: what is the relationship between the health problem and 
(health) behavior?
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with the corresponding health problem? Which health behaviors are important? 
Which health behaviors are specifically relevant to nursing? From the behavior 
analysis, it must be shown that there is a relationship between the health problem 
and the behavior. In addition to the influence of lifestyle and behavior on the health 
problem, it is important to identify the relationship with the environment.

Step 1.3 of intervention mapping (Fig. 4.5) gives an inventory of the environmental 
factors that cause and aggravate a health problem. The purpose of the environmental 
analysis is to analyze the relevant environmental factors that are related to the health 
problem. The environment in which we live also affects the health problem. An exam-
ple of an environmental analysis is the analysis of an environment that can promote or 
hinder movement behavior. The questions to be answered are: what environmental fac-
tors are associated with the corresponding health problem? What environmental factors 
are important? What environmental factors are specifically relevant to nursing profes-
sionals? What environmental factors are under the influence of nursing professionals?

The environmental analysis can take place at various levels, such as at the level 
of a city or neighborhood. You can also visit the surroundings with a multi-structural 
viewpoint, such as looking at the physical environment or the socio-economic status 
of people. The Health Concept Lalonde (Sect. 2.1), offers nursing professionals 
clear handles for analyzing the influence of the determinants of lifestyle and behav-
ior and environment on the health problem. From this health concept, it is also 
shown that behavior and environment have a mutual effect on each other. For exam-
ple, a patient with diabetes may make less healthy food choices because of the food 
available in the company restaurant or nearest supermarket. As a healthy food 
choice is easier and within reach, and if the environment provides opportunities to 
be physically active, this may make behavior change easier. Making changes in the 
physical and social environment is easier than to teach people to cope with the 
obstacles in their environment. The environment can invite people to eat more 
healthily by limiting advertisements for unhealthy foods in the media, from fast 
food chains around schools and hospitals, and by increasing the availability of foods 
with low energy values. An environment can be shaped to encourage moving behav-
ior. The environmental analysis is about detecting conditions so that people can live 
healthily, conditions under which people can live healthily in line with the health 
policy of their Government. Health policy is integrated policy, involving different 
areas. For example, sports and movement, or traffic and spatial planning.

 C Example: assessment of a health problem
 C The most influential environmental factors are sports, playing facilities, and 

physical education. According to de Bourdeaudehuij and Rzewnicki (2001), 
the most influential environment variable for increasing the moving 

Step 1 Intervention mapping
step 1 - Needs
assessment, analysis
of the health problem

1.3 What is the relationship between the health problem and
the environment?

↑ ↓

Fig. 4.5 Intervention mapping step 1.3: what is the relationship between the health problem and 
the environment?
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behavior of children and young people, is the availability of sports and 
playing facilities. Mandatory physical education classes form a second 
important environmental factor. Adults walk more if the environment is 
perceived as pleasant and women walk more if they have a pet. Children 
who live in neighborhoods with a lower socio-economic status, despite an 
increased risk of accidents and injury, are more likely to be physically active 
outside playing. Boys turn out to be physically more active outside if there 
is someone monitoring them, whereas girls are more active indoors 
without someone monitoring them (Baranowski et al. 2003).
 C Urinary incontinence is a health problem of which there are three types. 

People can suffer from stress incontinence of the bladder wall, of 
overstimulation, or a combination of both forms. Which health indicators 
play a role? This involuntary urine leakage is a common complaint, about 
25% in men and 75% in women. The prevalence is about 25–30% of the 
group in relatively younger women.

 C What behaviors play a role? PFME therapy has been shown to be effective 
in women with stress incontinence or for women with the combined 
form of incontinence. Right after the therapy, approximately 70% is 
restored or improved dramatically, but this conversion rate is declining 
over time because of the relapse into the old, unwanted behavior. After a 
year the patient compliance is about 50% and after 5  years’ follow-up 
around 40%, whereas in the meantime, the symptoms of incontinence 
had returned or increased in severity.

4.6  Intervention Mapping Step 1: Analysis of Lifestyle 
and Behavior

Social–cognitive determinants are the determining factors of behavior. Social– 
cognitive determinants are factors that make people behave in a certain way; thus, 
these are the underlying reasons why people undertake certain behavior. If you 
behave in a certain way, you do not always think about the underlying reasons, of 
course. For example, a patient with cardiovascular risk factors who does sports does 
not think constantly about why it is so important to get more exercise. However, 

Determinants of behavior, or social–cognitive determinants, the determining 
factors of (health) behavior.

The underlying reasons why people behave in a certain way.
Health behavior is complex behavior:

 – multiple (health) behaviors can play a role in one health problem;
 – awareness of the risk;
 – (health) behavior may be divided into part behaviors.
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most people are able to describe the reasons for their movement behavior if specifi-
cally asked. We call this reasoned behavior.

The behavior that has emerged from the behavior analysis as being important is 
crucial. Social–cognitive determinants have a clear relationship with the health prob-
lem in the sense that they contribute to the creation and maintenance of the problem.

By analyzing the (health) behavior that underlies the health problem, it is important 
to wonder whether people know that they are behaving healthy or that they are perform-
ing unhealthy behavior. It turns out that sometimes people have a false picture of their 
health behavior, especially when the behavior is complicated or not clearly visible. For 
example: whether someone does sport is clear, but whether anyone eats too much satu-
rated fat is much more difficult to fix. A person may not know this for himself and the 
health advice “eat less saturated fat” can be more difficult to make concrete. It is possi-
ble that people are not aware of the risky behavior. Often, multiple behaviors play a role 
in a particular health problem. For example, in the case of cardiovascular diseases and 
risk factors for cardiovascular health problems, movement behavior plays a role, but so 
do the intake of medications and dietary behavior. These multiple behaviors may com-
plicate the underlying reasons why people behave in a certain way. In addition to not 
knowing if you are behaving in a risky way and the complexity of several lifestyle fac-
tors that play a role in one health problem, there is a third factor that makes health 
behavior more complex. Certain behavior may be divided into part behaviors. For exam-
ple, movement behavior can involve sport activities or consist of moving at work (taking 
the stairs) or at home (gardening). To understand the reasons why patients behave in a 
certain way, you should have a clear view of the specific elements of the behavior. 

Behaviors are often intertwined and not easy to separate from other behaviors. 
Behavior is determined by a complicated interplay of factors and changing lifestyle fac-
tors and behavior is not easy. People often want to behave differently, in a healthier way, 
but experience all kinds of obstacles to change. Barriers can include, for example, a lack 
of willpower. However, experiencing pleasure because of the unhealthy behavior is a 
barrier to behavior change. A significant factor is the influence of other people around 
you. Fortunately, it is possible to untangle the interlocking aspects of (health) behavior.

Damoiseaux et al. (1993) expresses clearly that to be able to influence (health) 
behavior, it is necessary to know what is hidden behind certain behaviors that pro-
mote or threaten health. With health promotion and health education, we want to 
motivate people toward other, healthier behavior. The social–cognitive determinants 
are the targets for behavioral change. If we know the social–cognitive determinants 
and thus know what the underlying reasons for the patient’s (health) behavior, we 
can start to develop an intervention (Fig. 4.6).

 C What is hidden behind certain behavior? Patients who do not visit the 
diabetes clinic differ from patients who do visit it. Patients who do not visit 
the diabetes clinic, experience more negative feelings. The diabetes patients 
who do not go for a consultation, have more difficulties with diabetes care 
and treatment. They experience less control over the health problem and 
have less confidence in the effectiveness of the treatment. They also 
experience more side effects and have a more pessimistic view of the future.

4.6 Intervention Mapping Step 1: Analysis of Lifestyle and Behavior
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In step 1.4 Intervention Mapping, you explore the role that (health) behaviors 
play in the health problem; you want to know what influence lifestyle and behavior 
has on health.

4.6.1  Explaining (Health) Behavior

The Theory of Planned Behavior is a model to explain (health) behavior and to 
obtain a clear view of the social–cognitive determinants that affect and explain peo-
ple’s intention and behavior. With this model, we can explain the background of 
wanted and unwanted (health) behavior. What factors reward unwanted behavior? 
What factors hinder the desired behavior? The Theory of Planned Behavior arose 
from the Reasoned Action Approach Model (Fishbein and Ajzen 1975, 2010; Ajzen 
1988; Bandura 1986). The Theory of Planned Behavior shows the underlying rea-
sons why people behave in a certain way and is useful for identifying the social–
cognitive determinants.

The starting point for the Theory of Planned Behavior is that people can indicate 
reasons why they behave in a certain way. It is not that those reasons “spin through 
the head” of a patient constantly when, for example, moving, taking medication or 
eating snacks. But if asked, the person can describe the reasons for his (healthy) 
behavior. The reasoning might be: “if I use less medication/eat snacks/have unsafe 
sex – I feel less sick/I am better able to concentrate/I am more relaxed. This is more 
important to me than damage to my health.” The reasons for a specific behavior may 
differ per person, but are often the same for people with a specific health problem. 
For example, patients with cardiovascular risk factors have overall the same reasons 
to increase movement. The same is seen in patients who personalize their medica-
tion regime although there is a health problem, or people who often eat snack food, 
or people who do not always have safe sex. Sometimes people are not convinced of 
the advantages of the behavior. An intervention should stress the benefits of the 
desired behavior.

The Theory of Planned Behavior (or TPB model):

“Teaches you to see where the bottlenecks to change exactly are at a certain target group. 
Sometimes a target is not convinced of the advantages of the behavior. ... An intervention 
should need to stress the benefits of the desired behavior. Sometimes people do not know 

Step 1 Intervention mapping
step 1 - Needs
assessment, analysis
of the health problem

1.4 What are the social-cognitive determinants which determine
the intention and (health) behavior?

↑ ↓

Fig. 4.6 Intervention mapping step 1.4: which social–cognitive determinants determine intention 
and (health) behavior?
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how they should deal with issues that they may encounter if they want to exhibit the new 
behavior. The intervention will have to address how you can solve these problems. Social–
cognitive determinants need to get attention in an intervention” (De Vries 1999).

In Intervention Mapping step 1, the analysis of lifestyle and behavior, there is a 
possible pitfall (Kok et al. 2001). The pitfall that needs to be figured out is that an 
incorrect assessment is made of the reasons for behavior. It comes to the question of 
whether the real reasons why people exhibit certain behaviors are detected. For 
example, if women do not use folic acid before and during early pregnancy, is this 
due to a lack of knowledge or is it laziness?

The TPB model is shown in Fig. 4.7. The left side of the TPB model shows the 
external variables. External or background variables have indirect influences on 
people’s behavior. This influence comes through the attitudes of the social–cogni-
tive determinants, subjective norms or social influence, and perceived behavior 
control or self-efficacy. External variables are individual, social or education-
focused. Examples of individual external variables are personality, mood and emo-
tion, risk perception, and earlier behavior. However, individual external variables 
are also endogenous determinants associated with the health problem. Examples of 
external variables are education, age and gender, religion, and culture. Examples of 
education-targeted external variables are knowledge and the availability of social 
media.

The best way to understand the Theory of Planned Behavior, is if we look at the 
TPB model from the right to the left. We start to look at the social–cognitive deter-
minant behavior in the TPB model. We depart from the desired behavior and want 
to figure out what reasons people have for exhibiting certain behavior. This can 
include all sorts of behaviors or lifestyle, that have a relationship with health or 
nothing at all to do with health. People have expectations of certain behavior, they 
have all kinds of thoughts, ideas, and considerations on how to perform certain 
behaviors that may be different for each behavior. People may even have very dif-
ferent expectations of similar behavior. They can have conscious and deliberate 
reasons for behaving in a certain way. It is also possible that there is unconscious 
and little elaborate “reason” for the behavior. The extremes are on the one hand to 
make informed, reasoned decisions and to behave accordingly, and on the other 
hand, routine behavior. All kinds of transitional forms are possible. The degree to 
which a patient behaves consciously, making reasoned choices for desired behavior, 
can differ from person to person.

External
variables

Attitude

Social norms or
social influence Intention

Skills

Behavior

Barriers

Perceived behavioral
control or self-efficacy

Fig. 4.7 Theory of 
Planned Behavior model: 
social–cognitive 
determinants of intention 
and (health) behavior
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4.6.2  Theory of Planned Behavior: Behavior and Intention

According to the TPB model, the best way to predict behavior is to look at their 
intention. The intention is the planning of a certain behavior. For example, a patient 
with cardiovascular risk factors is planning to move every day. Or, a diabetes patient is 
going to stick to his diet, check his blood sugars regularly and take his medication. 
According to the TPB model, the intention is the person planning to perform the behav-
ior. The intention of a person can be identified by asking: do you intend to .... (the 
desired behavior)? It is likely that you ... (the desired behavior)? For example, do you 
plan to exercise for 30 min every day? Is it likely that you will move 30 min every day? 
You ask people what the chance is that they will exhibit the desired behavior within a 
certain period of time, and whether they think the implementation of the desired behav-
ior will succeed (Godin 1993). People’s intentions can be different, even for related 
behaviors. For example, there is a difference in intention to brush teeth and to floss 
teeth. The intention to brush teeth is usually more positive than that to floss teeth 
(Tedesco et al. 1991). People’s intentions can change through the influence of behavior. 
For example, the intention to participate in mammography decreases as the number of 
breast examinations to which the patient has already been subjected increases.

4.6.3  Theory of Planned Behavior: Barriers

People often have good intentions, good plans to behave differently, and in a health-
ier way. However, converting a positive intention and putting desired behavior into 
practice is no easy matter. The relationship between intention and eventually per-
forming the behavior or not may be disrupted by barriers (Fig. 4.8).

Barriers dissuade people and a person is not capable of concerting his intention 
into actual behavior. Barriers disrupt the relationship between the intention and the 
behavior of a person. A person is planning to perform the desired behavior and has 
a positive intention. But this person does not perform the desired behavior, because 

Behavior
Desired behavior: figuring out what reasons people have for performing or 

not performing certain (health) behavior.
Intention: planning or not planning to perform certain (health) behavior.
People often have good plans for starting to behave in a healthier way.
Converting a positive intention into the desired behavior is usually not easy.

Barriers

Intention Behavior

Fig. 4.8 Theory of 
Planned Behavior model: 
social–cognitive 
determinants intention, 
barriers, behavior
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he experiences barriers. For example, patients with cardiovascular risk factors have 
positive intentions when it comes to moving, but when putting the plan into action 
they experience barriers. For example, a barrier is that moving takes up a lot of time. 
This means that they are not going to move on a daily basis. Or patients who are 
using anti-diuretics have a positive intention to take their daily medication, but the 
frequent need to go to the toilet is seen as a barrier, and they match their medication 
intake to their stay outdoors.

Converting the positive intention into the desired behavior can therefore be ham-
pered by barriers. A person with a positive intention can plan the desired behavior to 
go out, but barriers can throw a spanner in the works and the person will not perform 
the behavior. Common barriers that people encounter are time constraints, condi-
tions, and external circumstances that obstruct them from performing the behavior. 
First, a barrier may ensure that a positive intention changes over time into a negative 
intention. For example, a nursing professional makes an arrangement with the patient 
that if he is properly established on his insulin scheme, he will check his own blood 
sugar levels regularly when he is at home again. The patient has a positive intention, 
but over time back at home it turns out to be more complicated than the patient 
expected it to be and the intention is less positive or even negative. Second, certain 
conditions have been shown to be a barrier and obstruct the planned behavior. For 
example, the patient wants to stick to his diet, but an important condition is that his 
partner experiences the food they eat as tasty as well. If this is not the case, a person 
may adapt his intention in a negative way. Third, external circumstances may arise 
over which a person has no control and that stand in the way of behavioral change. 
For example, the patient with varying blood sugar levels should move more, and 
intends to do this when accompanied by a friend; if the friend is not able to attend or 
stops the movement behavior, the patient also stops. Barriers can obstruct the rela-
tionship between the intention and the desired behavior considerably.

4.6.4  Theory of Planned Behavior: Attitudes

In the TPB model, the intention as the predictor of behavior is affected by three 
social–cognitive determinants. The intention is formed by the combination of 
(1)  attitudes, (2) the subjective norms or social influence, and (3) the perceived 
behavior control or self-efficacy (Fig. 4.9).

Attitudes, the result of balancing the advantages and disadvantages that a per-
son connects to the behavior.

Considerations for the desired behavior with the appreciation of whether 
this will be positive or negative affects the intention.

Knowledge plays a role in attitudes, but is not a social–cognitive 
determinant.

Attitudes are affectively “colored.”
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Attitudes are the social–cognitive determinant that directly affects the intention 
of a person. Attitudes give insight into the pros and cons attached to the (health) 
behavior. People link certain advantages to the behavior and certain disadvantages 
to the behavior. They balance these advantages and disadvantages against each 
other as if on a scale, and the benefits can offset the disadvantages. The pros and 
cons are viewed mostly in the short term. Attitudes are formed based on consider-
ations and appreciations.

People have certain considerations, reasons, for behaving in a certain way. 
Considerations are important for making a reasoned decision to perform certain 
behavior. These considerations reflect a person’s individual advantages and disad-
vantages. A consideration is: “the experienced probability that the behavior in ques-
tion will have a particular result” (de Vries 2000).

An example of a consideration is that daily exercise is healthy. The person labels 
the consideration with a positive or negative rating. The consequences of the behav-
ior are also given a rating. For example, I think it is important that I have a healthy, 
fit appearance. The attitude is the final result of the consideration of the pros and 
cons that are connected to the behavior for a person. The considerations for the 
desired behavior with the specific appreciation that this will be positive or negative 
affects the intention (Fig. 4.10).

The attitudes of a person can be identified by asking: “regular exercise/three 
times a day brushing teeth/always having safe sex” results in my having less back- 
pain/not having bleeding gums/not getting HIV or a STD, and for me this is ... very 
important/important/less important/unimportant”. But also: “if I don’t move/do not 
brush my teeth/do not have safe sex, I can just do what I feel like/can quickly get 
into bed or go to work/never have to talk about condom use, and this is for me ... 
very important or very unimportant.”

What is the importance of knowledge in attitudes? Knowledge plays a role in the 
formation of the social–cognitive determinant attitudes, but is not a standalone 
social–cognitive determinant. The knowledge that a person has plays a role in the 
balancing of pros and cons, in the considerations, and the appreciations. Knowledge 
is just one of many factors that affect behavior. Knowledge about the considerations 
and consequences of certain behavior, has an important impact on the ultimate 

Considerations & appreciation Attitudes Intention

Fig. 4.10 Theory of Planned Behavior: social–cognitive determinants considerations and specific 
appreciations, attitudes, intentions

Intention

Attitudes

Subjective norms on social
influence

Perceived behavioral control or
self-efficacy

Fig. 4.9 Theory of Planned Behavior model: social–cognitive determinants attitudes, subjective 
norms, and perceived behavioral control

4 Health Promotion and Health Education: Improving Patients’ Health Status



99

attitude. This is worded as follows: Knowledge can be a requirement for “doing,” 
but knowledge is rarely sufficient for people “to do” (Meertens et al. 2001).

As a rule, knowledge about the (health) risks related to behavior does not lead 
“spontaneously” to a change in (health) behavior. For example, although a patient 
with cardiovascular risk factors knows that more intensive exercise will probably 
have a positive effect on his blood pressure and blood cholesterol after talking with 
a nursing professional, he will most likely not pick up his sports bag and go to the 
gym the same evening.

What is the importance of affective reactions in attitudes? Apart from knowl-
edge, the affective, emotional sensations play a role in attitudes. The attitudes might 
be associated with certain positive or negative emotions that arise in the implemen-
tation of behavior (Ajzen and Driver 1992). Attitudes have an affective coloring, 
coupled with the advantages and disadvantages, and specifically the consequences. 
For example, taking a brisk walk three times a day for half an hour has benefits for 
physical health, but can also be relaxing and can result in feelings of satisfaction. 
Another example, going to the gym can recall memories of the gym classes at 
school, with fewer positive emotions.

The attitudes described above are not to be translated into the definition of atti-
tude within the nursing profession. According to the TPB model, attitudes are about 
balancing the pros and cons with regard to (health) behavior. Within professional 
nursing practice, attitude describes the nursing professional’s attitude toward 
patients and the care of patients in nursing.

 C Attitudes to moving behavior. Important attitudes are that moving 
improves fitness, improves energy levels, and increases muscle strength 
and muscle tone, yields social contacts, and improves mental health. It 
is not that people will become more physically active because they 
know that a lack of physical activity increases the risk of health problems 
(de Bourdeaudehuij and Rzewnicki 2001). For attitudes to movement, 
both active and inactive people think it is important to get more 
exercise, but above all, the active people experience movement as 
being more pleasurable (Jansen et  al. 2002). Older people are more 
afraid of injuries and unpleasant sensations associated with movement 
(Resnick 2000).
 C Attitudes to brushing teeth are more positive than for flossing. For 

flossing, important attitudes are that flossing is healthy, useful, 
enjoyable, that it is rated as good preventive health behavior, that it 
removes dental plaque, and that it has a preventive effect on tooth loss 
(Tedesco et al. 1991).

 C Attitudes of women with regard to confidence in screening 
mammography is not only the experienced chance of having cancer and 
increasing concern about cancer, but also experiences with the use of 
other preventive screening activities, such as screening for cervical cancer 
and dental visits.

4.6 Intervention Mapping Step 1: Analysis of Lifestyle and Behavior
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4.6.5  Theory of Planned Behavior: Subjective Norms  
or Social Influence

In addition to the social–cognitive determinant attitudes, the intention of a person 
is directly affected by the social–cognitive determinant subjective norms or social 
influence (Fig. 4.11).

The social–cognitive determinant subjective norms or social influence is the 
extent to which a person agrees with the views of people from his social environ-
ment. This social–cognitive determinant is determined by the views of other people 
around you about a specific (health) behavior, and we call them referent beliefs. 
Intention may be influenced positively by these referent beliefs, or it may be attracted 
by these referent beliefs. This means that people comply with a referent to behave in 
a certain way, does not comply to a referent belief, or only partially comply to the 
referent belief. Referent beliefs are what anyone thinks that other people think. For 
example, “I think my partner and children belief that I must move more”. The moti-
vation to conform is the readiness of a person to endorse or not to endorse the beliefs 
of others and act accordingly. An example of the corresponding motivation to com-
ply is: “what my partner and children think about my movement behavior is impor-
tant to me, because then they think I am energetic and fit”.

The groups to which a person belongs, or would like to belong, have an impor-
tant influence on people’s behavior. In a group, people must comply with certain 
rules and people tend to adapt if they want to belong to that group. This is the 
social influence on people’s behavior, and this is what a patient experiences as 
consent or rejection of his (health) behavior. Social influence can be positive and 
we call this social support. Social influence can be negative and we call this social 
pressure. Social support includes providing information or providing emotional or 
material support. Social support is helpful for performing or learning certain 
behaviors. For example, a friend supports blood glucose checks and shows his 
interest with regard to injecting insulin. Another example is that the spouse 
reminds the patient to use his antidepressants to prevent a depressive episode in 
life. An example of social pressure is the negative social influence of drinking 
alcohol or smoking among young people.

Subjective norms or social influence, the extent to which a person may or may 
not agree to the views of others.

Views of others around you, referent views.
Motivation to conform.
Social support and social pressure.

Referent views, motivation to
comply

Social pressure and social
support

Subjective norms and social influence Intention

Fig. 4.11 Theory of Planned Behavior model: social–cognitive determinants subjective norms or 
social influence, intention
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In addition to influencing behavior in a particular direction, one can also put 
pressure on a person to prevent him from changing his (long-term) behavior. An 
example of this is the constant comments of the partner that popping too many pills 
is not good and that the patient’s manic behavior can be much better prevented by 
being “strong.”

The subjective norms or social influence can be mapped by asking: “Do most 
people who are important to you think that you should move more/ follow your diet/
do your relaxation exercises?” This is followed by asking about the extent to which 
the person believes that others think that someone needs to move/follow a diet/do 
his relaxation exercises. Thus, asking about how often and with what intensity.

 C The subjective norms or social influence specific to movement 
behavior, inactive people experience the people in their environment as 
having an active lifestyle more often than active people. Active people find 
the people that surround them more often as less active (Jansen et  al. 
2002). For adults, the social support of their partner and family is important 
in doing physical activity under supervision. This support they think is 
more important than the support of friends or the support of the supervisor 
of the activity. Adults who have a fixed “buddy” and are physically active 
together with another person, are significantly more physically active than 
those who don’t (de Bourdeaudehuij and Rzewnicki 2001)

4.6.6  Theory of Planned Behavior: Perceived Behavioral Control 
and Self-Efficacy

The third social–cognitive determinant that affects the intention of a person directly, 
in addition to attitudes and subjective norms or social influence, is the perceived 
behavioral control or self-efficacy (Fig. 4.12). The perceived behavioral control or 
self-efficacy is the estimate that a person makes of the feasibility of the behavior. 
This social–cognitive determinant revolves around the question: “do you think you 
can?” According to Bandura (1986), the self-efficacy determines the possibility of 
someone exhibiting behavior or not. Expectations about self-efficacy are influenced 
by previous experiences that are gained with that behavior. Also, expectations about 
self- efficacy can be created by the observation of the behavior of others. In addition 
to the observation of the behavior of others, expectations about self-efficacy can be 

Perceived behavior control and self-efficacy, the expectation that a person has 
of the feasibility of the behavior by:

Previous experience with the behavior;
Observation of the behavior of others;
Persuasion by others;
Physiological limitations.
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created by persuasion by other people. Also, physiological limitations affect the 
expectations about one’s self-efficacy.

The practical skills needed to carry out the desired behavior, determines the 
assessment that a person makes of the feasibility of the behavior and are therefore 
important for the observed behavior control or self-efficacy. A person makes an 
estimation of the skills he needs for the behavior. If the person is going to perform 
or attempt to perform the behavior, he experiences whether he is actually in control. 
If the control is less than what is necessary to perform the behavior, then the person 
adjusts the perceived behavior control or self-efficacy. Skills play a role if the person 
attempts to perform the behavior. Just as barriers play a role in performing the 
desired behavior, so do the skills.

The perceived behavioral control or self-efficacy of a person can be identified by 
asking: “is the display of the desired behavior (more exercise, regulate blood glu-
cose levels) extremely easy ... easy ... extremely difficult” and: “to be able to ... (get 
more exercise, regulate blood glucose levels), I should learn to be able to …”

Is the TPB model often used? By using the TPB model a good insight can be 
obtained into the underlying reasons for people to behave in a certain way. This 
model is widely used to assess social–cognitive determinants and is currently the 
model most frequently used to determine social–cognitive determinants. This 
means that the model is commonly applied by others and that there are many 
examples accessible in the literature. Search in the literature with the search 
terms theory of planned behavior, self-efficacy, barriers, subjective norms, 
social–cognitive determinants, and combine this with the health problem you are 
interested in (Fig. 4.7).

 C Active people score higher on self-efficacy than inactive people 
(Jansen et  al. 2002). According to de Bourdeaudehuij and Rzewnicki 
(2001), in many studies in adults it is shown that self-efficacy is the main 
social–cognitive determinant of physical activity. But: is a person more 
physically active because he has more confidence that he will be able to 
do so, or does a person have more confidence because he was physically 
active in the past?
 C In the case of physical activity, a person’s intention is more positive when 

experiencing control over the desired movement behavior. The greater 
the confidence of the person that he is able to be physically active and the 
greater the satisfaction about the extent to which he is physically active, 
the greater the participation in the exercise. Self-efficacy is an essential 
social–cognitive determinant for movement behavior.

Control IntentionPerceived behavior control or self-efficacy

Fig. 4.12 Theory of Planned Behavior model: perceived behavioral control or self-efficacy, 
intention
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4.7  Intervention Mapping Step 2: Defining Performance 
and Change Objectives

In step 2 of Intervention Mapping you start to give direction to solving the health 
problem of the patient (group). Step 2 of intervention mapping answers the ques-
tions: what is the overall purpose of the health education intervention? What are the 
performance objectives of the intervention, the behavioral goals of the intervention? 
What are the change objectives of the health education intervention? How can we 
change the social–cognitive determinants of intention and behavior? (Fig. 4.13).

According to Green and Kreuter (2005), behaviors should be viewed to the extent 
to which they are important and whether they can be changed. Important behavior is 
behavior that shows higher numbers and for which the link with the health problem is 
clearly detectable. Less important is behavior that has lower numbers or that only has 
an indirect link to health problems. How changeable is the selected behavior? If 
behavior is still in development or newly formed (e.g., among young people), it is 
highly changeable. If the behavior is not deeply woven into habits, patterns, or life-
styles, there is also a high degree of changeability. The mutability is also high if the 
behavior is only superficially connected to certain patterns or lifestyles.

Behavior has a low degree of changeability, as it has long been established and 
deeply entrenched in certain patterns or lifestyles. Certain behaviors can be very 
important in relation to a health problem, but impossible to change. Behavior may 
also be important, but the desired change is very time consuming. How much time 
is there for a change? Is behavior anchored more deeply or is more widespread, is 
the factor of time more important?

4.7.1  Objectives

Kok et al. (1997) name four types of objectives of health education interventions. 
An objective or goal may be preventing unhealthy behavior from being continued 
over a longer period. This objective is focused on encouraging people to stop the 
unwanted behavior. A health intervention may also be aimed at ensuring that certain 
unhealthy behavior is never performed. The objective is then aimed at preventing 
the target group from performing undesirable behavior. For example, preventing 
young people from becoming inactive, ever having unprotected sex, or never con-
suming excessive amounts of alcohol. A third objective may be an increase in 
healthy behavior for the people in the target group; the intervention has the objective 

Intervention mapping
step 2 - Defining
performance objectives
of the intervention, and
specifying the needed
changes in social-
cognitive determinants

↑ ↓Step 2 2.1 What is the overall purpose of the health intervention?
2.2 What are the performance objectives of the health intervention?
2.3 What are the change objectives of the intervention?
Objectives directed at changing the social-cognitive determinants
of intension and (health) behavior.

Fig. 4.13 Intervention mapping step 2: defining performance and changing objectives of the 
health education intervention
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of increasing healthier behavior. The goal is then focused on expanding healthy 
behavior. For example, expanding the movement behavior of diabetic patients so 
that move at a higher intensity. The last type of objective is to avoid a decrease in 
healthy behaviors. The goal is aimed at maintaining a behavioral change. The 
behavior change should be converted into behavior maintenance. If the behavior 
change has taken place over a period of time, attention can be directed at maintain-
ing the lifestyle change. For example, gastric patients taking their medication at the 
agreed daily dosage and during the day eating small portions of food.

Objectives should meet certain criteria. Objectives should always be specific and 
measurable, and be realized during a specific period. In defining the objective, we 
must take into account the costs and/or available sources. The starting point is 
always that the goal must be relevant for the person it concerns. Finally, the goal 
must have a detectable result. In practice, this means that in each target the follow-
ing is described: who it concerns; what behavioral change is to be expected; to what 
extent and when the behavior change should be displayed (Ross and Mico 1980).

There are other important considerations in formulating objectives. The effect of 
a goal is greater when goals are specific and challenging for the patient. Specific and 
challenging goals lead to better results than easy “do-your-best-goals.” Goals must 
also be clear and realistic. If the patient experiences the goal as unattainable, the 
effort he makes to achieve that goal is minor and when the patient experiences a 
setback, he will quickly stop.

Another concern is that a patient must accept the purpose and must feel involved. An 
easy way is to ask the patient what he wants (to start with) and formulate goals together. 
A patient must also possess the skills to carry out the objective. Finally, feedback on the 
implementation of the objectives is necessary. Goals should be formulated in such a 
way as to be transparent and systematic for you as a nursing professional. To do this, it 
is best to go along with the patient’s goals for the short, medium, and long term. For you 
as a nursing professional, this is the visibility and efficiency of the action plan. It 
improves the acting plan when you together with the patient state the goals for the 
short, medium and long term. For the patient, objectives are focused on the benefits of 
behavioral change, because this will be the most challenging in the short term. 

4.7.2  Performance Objectives

The performance objectives provide direction to the health intervention; these are 
the intended effects of the health-based intervention. The core of the performance 
objectives is what patients should do to adopt the desired behavior. If you involve 
the environment in your intervention, the core is what in the environment (factors) 
would have to change and who should do this. With the end goal in mind, you define 
the performance objectives for your intervention. In five to seven performance 
objectives, you describe how you enable the patient to adopt the desired behavior. 
Examples of performance goals for the patient with cardiovascular risk factors: has 
an insight into the relationship between the cardiovascular risk and (the intensity) of 
physical activity; makes an explicit plan for physical activity; identifies barriers and 
searches for solutions to handle barriers related to physical activity; makes explicit 
plans for dealing with difficult situations that occur during physical activity; 
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maintains the active lifestyle by preventing relapse in inactivity” (Sassen et  al. 
2012). The performance goals are arranged in such a way that the end goal of the 
desired behavior can be achieved. In the preceding example, this “maintains the 
active lifestyle.” Another example of behavioral goals, focused on incontinence: 
performs correct toilet and drinking behavior; sits upright during the toilet visit and 
relaxes the pelvic floor muscles during micturition; drinks 1,500–2,000 ml per day, 
women should have frequent urination; and should work on a normal frequency of 
approximately seven urine discharges per day (Alewijnse et al. 2002).

Behavioral goals are relatively easy to formulate, as follows. First, describe the 
patient with the health problem. Then formulate a behavioral goal with regard to 
understanding the relationship between the health problem and the desired behav-
ior. Formulate a behavioral goal with regard to making an explicit plan for the 
desired behavior. Next, formulate a behavioral goal aimed at the search for solutions 
to obstacles that may prevent the patient from performing the desired behavior. This 
is in addition to the behavioral goal focused on making explicit plans for dealing 
with difficult situations that the patient may encounter in implementing the desired 
behavior. Finally, formulate a performance objective targeted at maintaining the 
desired behavior by preventing relapse (in undesired behavior).

4.7.3  Change Objectives

The change objectives of the intervention give an insight into the changes needed to 
meet the performance objectives. For the formulation of the change objectives, always 
look back at the social–cognitive determinants. The social–cognitive determinants are 
described in intervention mapping step 1. In intervention mapping step 2, look at the 
importance and the changeability of the social–cognitive determinants that play a role 
in the intention and behavior with the health problem. These social–cognitive determi-
nants are specified in the change objectives. All social–cognitive determinants speci-
fied from the Theory of Planned Behavior should be given attention and specified in 
the change objectives. In your change objectives, you describe what changes in 
social–cognitive determinants are necessary to achieve the performance objectives.

In intervention mapping step 2, a matrix is used (Fig. 4.14), in which perfor-
mance and change objectives are described. In the matrix, you start with the 

Performance objectives Social-cognitive determinants, TPB-determinants

Performance objective 1 Change
objective

Change
objective

Change
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Change
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Change
objective

etc. Change
objective

Change
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Change
objective

Change
objective

Change
objective

Risk-
perception and
knowledge

Attitudes Subjective
norms and social
influence

Perceived-
behavioral control
and self-efficacy

Barriers

Fig. 4.14 Intervention mapping step 2: matrix performance and change objectives
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performance objectives and put these in the left column. Then you formulate the 
change objectives and these are the specifications of the changes needed in the 
social–cognitive determinants. In the matrix, the performance objectives are in the 
left column with the social–cognitive determinants positioned in the upper row. The 
“crossing” of the column with the performance objectives with the row with social–
cognitive determinants, provides an insight into the change objectives. For example, 
if we start from the performance objective “makes an explicit plan for physical 
activity.” This includes the following formulated change goals. Based on the social–
cognitive determinant risk perception and knowledge: “the patient knows that plan-
ning is important for physical activity”. Based on the social–cognitive determinant 
attitudes, “the patient describes the personal benefits of planning.” Based on subjec-
tive norms or social influence: “the patient has confidence that he can plan within its 
social conditions.” Based on perceived behavioral control or self-efficacy: “the 
patient describes when, where, and how he will be physically active.” In this exam-
ple, no change objective has been formulated for barriers. 

To give another example, if we start from the previously described behavior goal 
with regard to incontinence, the following change objectives were formulated. 
Based on risk perception and knowledge: “the patient describes a normal micturi-
tion pattern in terms of relaxation.” Based on attitude: “the patient expects that void-
ing more often or less often than seven times a day can cause incontinence problems” 
and “that drinking 1,500–2,000 ml per day is necessary to prevent kidney and blad-
der problems.” Based on the subjective norms and social influence: “the patient 
discusses problems with drinking and toilet visits with significant others.” Based on 
the perceived behavioral control and self-efficacy: “the patient reminds himself to 
drink enough and to visit the toilet seven times a day” and “the patient pays atten-
tion to the correct posture while using the bathroom.” Finally, assuming barriers: 
“the patient discusses uncertainties and concerns that are a barrier to performing the 
appropriate exercises well.”

Thus, you fill the array of performance objectives set against social–cognitive 
determinants (Fig. 4.14) with change objectives. You start thinking about perfor-
mance objectives and state which changes in social–cognitive determinants are 
needed; you determine whether a change in the social–cognitive determinant is 
necessary to achieve this goal of conduct. If so, you put the necessary change in a 
change objective. Each performance objective thus has some change objectives. 
These change objectives are the sub-goals of the performance objectives. But to 
achieve a performance objective, certain social–cognitive determinants are unim-
portant; this box in the matrix remains blank. Thus, you make an array filled with 
specific change objectives for the (sub) patient group. You describe this as follows: 
what do we want that the members of the patient group to go and learn exactly? 
And with regard to the environmental factors: what changes in the environment do 
we want exactly?

The matrix delivers, shown from left to right, for each performance objective or 
main purpose of the health intervention, the change goals or sub-goals. The matrix 
provides you with top–down views: all the knowledge-related goals, all the attitude- 
related goals, all targets related to subjective norms and social influence, all 
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perceived behavior control-related goals and all goals related to barriers. For exam-
ple, from the social–cognitive determinant attitudes: “the patient sees the health 
benefits of exercise more”; “the patient describes the personal benefits of good plan-
ning”; “the patient describes negative feelings and thoughts connected with moving 
more”; “the patient admits that he is convinced that moving is important” and “the 
patient proposes that after relapse restart is the best response.” Another example 
from the social–cognitive determinant subjective norms or social influence for chil-
dren with COPD and the use of an inhaler: “a child with COPD describes significant 
others who support the use of the inhaler”; “the child has confidence in the use of 
the inhaler in social conditions,” and “the child has confidence in handling negative 
social reactions.”

To check if your end goal or overall goal of the health intervention can be 
achieved with the formulated performance and change objectives, you can ask your-
self the following question: if the performance objectives and change objectives are 
viewed together, is it any good to imagine that this, the end goal in terms of the 
desired behavior, can be achieved?

4.8  Intervention Mapping Step 3: Methods and Theories 
for Change Intention and Behavior

In intervention mapping step 3, you view the literature looking for methods and theo-
ries for changing social–cognitive determinants, changing intention, and changing the 
(health) behavior in your patient group. These theory-based methods are used in step 
4 of intervention mapping, if you design health intervention. The methods determine 
the effectiveness of your health intervention. In step 2 of intervention mapping, you 
have stated the performance and change objectives of the health intervention, and you 
know on which social–cognitive determinants you should focus. In step 3 of interven-
tion mapping (Fig. 4.15), you select theory-based methods, look at the requirements 
for the use of these methods, and describe the conditions and strategies.

The question is: when choosing a method, by which method can the change in 
the social–cognitive determinants lead to the achievement of the specific perfor-
mance objective and change objectives? If the objective concerns attitudes, for 
example, the method of new arguments or self (re) evaluation is an appropriate way 
to change attitude. If the intervention is all about applying social influence, for 
example, increasing assertiveness is a suitable method (Brug et al. 2001).

Which evidence-based methods can change the social-cognitive
determinants and lead to the achievement of the performance
objectives and change objectives?

Intervention mapping
step 3 - Methods and
theories with which
social-cognitive
determinants of
intention and (health)
behavior can be changed.

↑ ↓Step 3

Fig. 4.15 Intervention mapping step 3: identify methods and theories with which the social–cog-
nitive determinants of intention and behavior can be changed
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A health intervention, as mentioned earlier, is not only concerned with improv-
ing a patient’s knowledge, patients are not waiting to be informed, and patients’ 
minds are not blank. We call this the empty vessel fallacy (Green et  al. 2006). 
Patients often have reasons for their lifestyle, and need good reasons and to be well- 
equipped to change (health) behavior. There are wide-ranging reasons why people 
do something or do not, and may or may not change their behavior, and this requires 
more of an alignment and connection to the individual situation. Connecting per-
sonal motivation and the knowledge and insights of the patient is therefore essential. 
Because patients differ in motivation, knowledge, and understanding, personal tai-
loring of the health intervention to the specific patient is important. If a patient is 
facing a health problem or if it is likely to be a chronic health problem, he may 
consider a lifestyle change earlier, but this may not be the case. The use of health 
education is only useful when it is foreseeable that a learning experience leads to a 
change in social–cognitive determinants, intention, and behavior. Easily informing 
the patient without any form of (self-management) support, is not effective and does 
not show an effect on health (Gibson 2002 in Coster and Norman 2009).

In step 3 of intervention mapping (Fig. 4.15) you identify methods and theories 
with which the social–cognitive determinants of intention and the behavior can be 
changed. Select theoretical methods or theories, whose effectiveness (for nursing 
professionals) has been demonstrated. Before you start with this selection you will 
develop an overall idea for your health-intervention. The specific shaping of the 
health-intervention based on the selected methods and theories, you do in step 4.

There are many methods for behavioral change that are only effective under spe-
cific conditions (Schaalma and Kok 2009). There is a strong need for research into 
which methods work under what conditions and to what the practical implications 
and the parameters for effectiveness are (Peters et al. 2013). Based on such research 
you can select methods for behavioral change. According to Achterberg et al. (2010) 
health care providers should not think that disclosure, offering materials or social 
support is the only way for a patient to promote behavioral change. Health care 
providers should look for methods that are effective at motivating the patient to 
other health- or self-management behavior.

What methods and theories from the literature can be used to change social–
cognitive determinants of intention and behavior? In the literature, effective inter-
ventions and effective methods and theories that were used in these interventions 
(by nursing professionals) can be found. If you select and use these methods and 
theories as the building blocks for your health intervention, it has a greater chance 
of success.

4.8.1  Usefull Methods for Changing (Health) Behavior, 
Risk-Perception

When do you use the method of risk perception? A useful method that makes patients 
take a closer look at the risk of them suffering from a particular health problem is 
risk perception. With this method, a patient is encouraged to reflect on his individual 
risk and individual vulnerability to the health problem. The method of risk 
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perception is focused on the determinants risk perception and knowledge and is 
aimed at the patient’s understanding of the relationship between the health problem 
and the desired (health) behavior. An example is the understanding of the relation-
ship between cardiovascular risk factors and movement behavior; the method of risk 
perception is aimed at the patient understanding that changing his lifestyle and mov-
ing more have a beneficial effect on these risk factors and his health risk. Another 
example is the understanding of the relationship between diabetes and the regula-
tion of blood sugar levels; the method of risk perception is aimed at the patient 
understanding that regulating his glucose levels (medication intake, defining blood 
values, applying an insulin pump set) has a beneficial effect on blood glucose val-
ues, feelings of well-being, and greater independence, and lowers his risk of 
diabetes- related complications. A review showed that risk communication is effec-
tive in 52% of the studies (Achterberg et al. 2010).

If a patient realizes that certain behavior has a (potential) health risk, this is 
sometimes sufficient to motivate him to change his own behavior or to adhere to the 
given health advice more thoroughly. But if the (potential) health risk is highlighted 
too much, it usually has the opposite effect. Warnings do not motivate the patient to 
follow a lifestyle or health advice. A low level of concern can stimulate a patient to 
follow an opinion, but a higher degree of concern or anxiety can be demotivating 
and crippling. Warnings, concern or anxiety interfere unfavorably with learning and 
with the behavior change process and can even block it. As a nursing professional, 
you run the risk of removing the patient/client relationship of cooperation and 
confidence.

4.8.2  Usefull Methods for Changing (Health) Behavior, 
Decisional Balance

Which method is useful for patients to obtain a representation of the desired behav-
ior? A useful method for patients to obtain a representation of the desired behavior 
is decisional balance.

What is the decisional balance method? With this method, you encourage a 
patient to make an inventory and create a list of the advantages and disadvantages 
of the desired behavior change. It comes down to the advantages and the disadvan-
tages as to whether the patient may or might not change his lifestyle, in both the 
long term and the short term. The decisional balance method is focused on the 
social–cognitive determinants attitudes and outcome expectations. The method is 
aimed at the patient making a critical presentation of the behavior, and evaluating 
the behavior in terms of costs and benefits. For example, this method is suitable for 
patients with cardiovascular risk factors: to understand the personal benefits of 
moving more and becoming more physically active in the short term, and benefits 
such as feeling more energetic and having more energy for everyday life, and that 
they are doing something to decrease their cardiovascular risk. For example, the 
method is also suitable for patients with diabetes, to understand the personal bene-
fits of self-management, such as increasing care independence and achieving a bet-
ter well-being, with a realistic view of the disadvantages.
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The patient usually connects more not-so-good aspects to the desired behavior 
change than good aspects. These not-so-good aspects are usually important for the 
patient. Making a decisional balance by using the format balance sheet is preparing 
the patient for the behavioral change. The decisional balance method is aimed at the 
patient balancing the pros and cons of the desired or undesired behavior, and the 
time factor playing a role. If the personal benefits outweigh the disadvantages, this 
is a good start in the direction of being prepared to change intention and behavior. 
If the disadvantages prevail and the patient also obtains no benefits in the short term, 
the intermediate step is to focus on the search for a balance between the advantages 
and disadvantages. The method of decisional balance of pros and cons has proven 
to be effective for the health problems cancer and diabetes (Strong and Liang 2009 
in: McGowan 2012, Kellar et al. 2008 in: McGowan 2012).

4.8.3  Usefull Methods for Changing (Health) Behavior, Handling 
Social Influence

Which methods are useful for patients to handle social pressure? There are also useful 
methods for patients to learn how to cope with the pressure that other people put on 
them. A useful method is to increase the resistance to social pressure and mobilize 
others for social support. We call these methods, resistance to social pressure and 
mobilizing others for social support. People are encouraged and taught to resist social 
pressure and search for social support. Social influence on the patients can come from 
many places, for example, family, neighbors, colleagues, and the media, but also from 
nursing professionals and other health care providers. The method of resistance to 
social pressure and mobilizing others for social support is aimed at the determinants 
subjective norms and social influence. The method resistance to social pressure is 
aimed at the patient developing social skills to learn to deal with people in his environ-
ment who have an unfavorable influence on the desired behavior. The method mobi-
lizing social support is aimed at the patient developing a network of people who can 
offer support for the desired behavior. For many patients, about two to four others give 
social support. Examples of looking for support are finding a “buddy” with whom to 
exercise, or reaching out to a group of people (with the same health problem) and 
working out together. The method may also be aimed at getting the hang of social 
skills equipping a person so that he can be resilient if he gets negative comments about 
his movement behavior from people in the social environment.

There are a number of categories of social support: emotional support, educa-
tional support, practical support, and appraisal support. Emotional support mainly 
offers warmth and support, and confirms the patient that he is a valuable person. 
This category of social support also includes approval and appreciation for the 
patient’s behavior. Educational support consists of providing the patient with advice, 
information, and education. This category of social support includes health infor-
mation. Practical support consists of providing material or practical support to the 
patient. Appraisal support is support whereby a person in a stressful event has a 
better understanding of the situation and can handle the situation in a better way. 
Emotional and educational support affects the implementation of the behavior and 
is a protective factor for positive health effects (Bartholomew et al. 2011).
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The concept of social facilitation includes social influence and social support. In 
a review, it is shown that social support is effective in 50% of the studies (Achterberg 
et al. 2010).

 C Biotechnical solutions. For patients with diabetes, there are all sorts of 
biotechnical solutions available for checking blood pressure and blood 
sugar levels. These biotechnical solutions reduce the chance of 
complications. But behavior change and behavior preservation are essential 
for the self-management of the patient with diabetes (Doherty et al. 2000).

What influence does the behavior of others have on the health behavior of the 
patient? People learn (health) behavior by observing the behavior of others. 
Learning by observation is one of the learning theories or social–cognitive theories 
of Bandura (1986). Based on the observation of the (health) behavior of those 
around them, people develop ideas and learn the (health) behavior that is appropri-
ate to their own situation. Developing new behavior based on observed behavior is 
a creative process. New behavior that yields rewards is carried out more frequently. 
The behavioral repertoire of the person who mimics the behavior is extended. Thus, 
this person learns new behaviors. The new (health) behavior can have both a conve-
nient or an adverse effect on health. The behavior can, for example, teach someone 
to handle stress, or it could teach someone to learn to eat snacks or start smoking. If 
a person is rewarded for a specific behavior, he will perform that behavior more 
often, but if a person is punished for specific behavior, then he will not do the same 
thing again. Learning theories offer nursing professionals insight into the creation 
and the persistence of (health) behavior.

4.8.4  Usefull Methods for Changing (Health) Behavior, Guided 
Practice

What is guided practice? Another method of behavioral change is guided practice. 
With this method, people are encouraged to learn practical skills. Targeted feedback 
is helpful in getting the hang of the skills and often the practicing of sub- skills is 
needed to gain control of the skill as a whole. The method-guided practice is focused 
on the determinant perceived behavioral control and self-efficacy. A strategy that 
nursing professionals can commit to is to increase the perceived behavioral control 
and self-efficacy, dividing the skill into a number of sub-skills, when a patient has 
to learn a complex skill. This requires the nursing professional to have a good 
understanding of the intended behavior and of how a person can develop skills. The 
(sub-)skills are taught in a logical order. Bandura (1986) calls this modeling with 
guided enactment. This method is the optimal way to increase self-efficacy and 
handle behavioral control. According to Bandura, it can involve learning skills and 
sub-skills, but also observation of others who show control over the desired skill. By 
giving feedback to the patient, the (sub) skills are learnt in simple and in tricky situ-
ations. According to Schaalma et al. (2001a, b), it is not the case that people learn 
the skills during this process, but they experience that they can do it, increasing 
confidence in their own abilities.
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4.8.5  Usefull Methods for Changing (Health) Behavior, Action 
Planning

What is action planning? The method action planning is focused on planning the behav-
ioral change, a specific and important step toward improving self- management. The 
method action planning is focused on the intention determinant. The method is aimed at 
planning the behavior change, where the patient is going to make a plan for changing 
(health) behavior. For example: the patient with cardiovascular risk factors makes a plan 
(along with the nursing professional) to move more and, above all, to increase the inten-
sity of physical activity. Action planning initiates changes in intention. Action planning 
is about planning the (health) behavior, so that the patient starts to behave in a healthier 
way and that he starts action. Action planning can focus on initiating new behavior, as in 
the case of self-management for patients with chronic health problems. Action planning 
can also involve changing existing behavior, as in the case of unhealthy eating habits. Or 
action planning may be directed at stopping unwanted behavior, such as unprotected 
sex. The method of action planning is aimed at the patient specifying when, where, and 
how he will carry out the desired behavior. We call this the formulation of implementa-
tion intentions (Gollwitzer and Schaal 1998).

An example of action planning, the patient specifies daily (when), in the gym 
(where) to go to move through 30 min walking briskly on a treadmill (how). Another 
example, the patient specifies every day for every meal (when), at home or at work 
(where) to determine his blood sugars and insulin pump (how). If the patient formu-
lates his own plan and establishes his own implementation intentions, it is more 
likely that he will actually achieve these goals and it is more likely that he is going 
to perform the desired behavior (Achtziger et al. 2008). For action planning and 
specifically to increase the behavior control and self-efficacy, improving self- 
efficacy step by step is desirable. Although action planning and formulating goals 
are often used in interventions, the method is only effective if these are used in addi-
tion to other methods (Bodenheimer and Handley 2009 in: McGowan 2012).

For self-management support, the patient should choose for themselves what 
specific health or self-management behavior should be changed. On this basis, a 
patient can make a patient-specific action plan, in which the goals are achievable for 
the patient and in particular, the self-efficacy and behavior control of the patient are 
increased. The patient should have confidence or should gain confidence in his own 
ability to get started with the action plan and his own stated goals. The patient who 
formulates his own goals and receives feedback on the implementation of these 
goals by a nursing professional will achieve these goals more often and this results 
in better self-management. If the patient has no specific goals or formulates general 
goals without an underlying patient-specific action plan, no results will be achieved.

4.8.6  Useful Methods for Changing (Health) Behavior, Coping 
Planning

What is coping planning? The method of coping planning requires the identification 
of high-risk situations. High-risk situations can obstruct the patient from the desired 
behavioral change. High-risk situations can keep the patient from changing his 
behavior, even though the patient was planning to do so (Sniehotta 2009). We call 
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this relapse (Marlat and Gordon 1985). Relapse is not uncommon and many patients 
experience this when (planning to) change (health) behavior. Relapse is something 
often experienced by patients, not just once, but often many times. Nursing profes-
sionals should prepare patients that high-risk situations will occur during behavior 
change and that a coping plan is useful for handling these situations.

In addition to identifying high-risk situations is learning the right coping response 
to deal with them. The method of coping planning is focused on the social–cognitive 
determinant barriers and the skills to handle barriers, and to continue with the behav-
ior change. Actually, almost every patient who changes his (health) behavior will run 
up against barriers of behavioral change. For example, the patient with cardiovascu-
lar risk factors has included in his action plan the goal to be physically active daily, 
but feels like he has flu or has a sick child. These barriers ask for a focused coping 
response. Coping planning allows the patient to get more of a grip on the process of 
behavior change (Sniehotta et al. 2006). If the patient has his own explicit plan for 
dealing with potentially difficult situations, it is more likely that he will perform the 
desired behavior and that relapse is prevented (Marlat and Gordon 1985).

 C Action planning and goal setting have been effective when following a 
diet, exercising more, and losing weight, and results in better clinical 
outcomes (McGowan 2012).

A literature review (Norris et al. 2001 in McGowan 2012), it turned out that pro-
viding (even specific) patient information for patients with diabetes did not lead to 
better blood sugar.

4.9  Intervention Mapping Step 4: Designing the Health 
Intervention

Step 4 of intervention mapping (Fig. 4.16) consists of designing the health interven-
tion to change social–cognitive determinants, intention, and (health) behavior in 
your target group of patients with a specific health problem. Based on the result of 
step 3, the methods and theories are selected that seem suitable to achieve step 2 
performance and change objectives, and you start designing the health intervention. 
The purpose of step 4 is to develop an intervention for the specific patient group 
under focus. If specific tools are needed in the intervention, you select available and 
usable tools, because designing new tools is a task for specialists.

What do we know about intervention effectiveness? Interventions that create a 
change in the social–cognitive determinants attitudes, subjective norms and social 
influence, and perceived behavior control and self-efficacy, have a substantial 

In designing the health intervention, you start with applying the
methods and theories of behavior change. With the selected
methods you build the health intervention. The methods are the
building-blocks of the health intervention. The health intervention
is succesfull if the patient changes his actual behavior and
stabilization of the behavior change has occured. The end goal of
your health intervention is that the patient(group) has turned to other,
healthier behavior.

Intervention mapping
step 4 - Design the
health intervention

↑ ↓Step 4

Fig. 4.16 Intervention mapping step 4: designing the health intervention
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impact on the intention (Fife-Shaw et al. 2007). Thus, if you want to bring about a 
change in the intention, in the planning of the patient to behave differently and more 
healthily, you start focusing on changing attitudes, changing subjective norms, and 
increasing self-efficacy. Also, the interventions that provide specific changes in 
intention have a larger influence on achieving behavioral changes (Webb and 
Sheeran 2006; Godin and Conner 2008; Godin et al. 2010). Furthermore, a system-
atic review and meta-analysis demonstrated that the effectiveness of a health inter-
vention increases as the number of methods or theories used increases (De Bruin 
et al. 2010; Webb et al. 2010). Finally, a key issue for nursing professionals is that 
the effectiveness of methods to change social–cognitive determinants, intention, 
and (health) behavior decreases as standard care increases (De Bruin et al. 2010). 
A pitfall in the development of a health intervention is not to identify the best inter-
vention to achieve the goals of the intervention (Kok et al. 2001).

Useful tools to support the intervention? Tools that can be deployed to support 
your health intervention include a leaflet, a brochure, a video, or a workbook. When 
using the tools, it is important to determine at what level an effect should be 
expected. Using a folder makes sense in support of informing the patient about his 
health problem and for risk perception. Using a workbook makes sense to support 
the planning of the action and coping, the plans the patient makes to change his 
intention and change his behavior with regard to high-risk situations. The use of 
video images teaches social or practical skills. The use of tools can promote the 
learning of the patient and his interest and involvement in education.

What is tailoring? Tailoring is computer-controlled health education, based on 
the needs and characteristics of individual recipients. A patient receives individual 
expert advice through a letter, or an audio or video message. The person first creates 
a profile by completing a questionnaire. Based on the profile, behavioral advice or 
the support of specific behavioral advice is generated by a computer, an app or a 
website. In this way, a person receives targeted and appropriate personal advice or 
the personally desired support of the opinion, a reminder on the run, or an alterna-
tive way of thinking. This makes the method suitable for large target groups in a 
relatively short period. The benefits of tailoring are that a patient does not receive 
excessive or irrelevant education, and it has the ability to obtain individual feedback 
on progress or relapse.

 C Tailoring has been shown to be effective in the self-management of 
asthma in children. This computer-controlled, tailored intervention 
turned out to be effective. Children were admitted to the hospital less 
frequently. The children reported fewer disease-related complaints, had 
more knowledge about the symptoms related to asthma, and knew how 
to deal with that; also, they had more knowledge about asthma in 
general. The effect of the intervention was also that parents coped better 
with both the child and the child’s disease (Bartholomew et al. 2000).

In step 4 of intervention mapping, you design the health intervention. The 
goals you want to achieve as a nursing professional with the provision of 
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health intervention are changes in social–cognitive determinants, intention, 
and behavior. You can reach these goals by a focused intervention process with 
the patient (group). Health education is effective if a nursing professional 
motivates a patient to behave differently, in a healthier way, more in concor-
dance with health outcomes. Patients should themselves opt for this different, 
healthier behavior. Increasing the motivation is the attribute that health educa-
tion stands out from other methods of influencing (health) behavior (Kok et al. 
1997). The focus of health education is a voluntary behavior change of the 
patient.

The provision of the health intervention is successful if the patient changes his 
actual behavior and stabilization of the behavior change has occurred. This means 
that the patient has changed his lifestyle, has created a new lifestyle, and has 
shown that he is able to continue this over a longer period. In step 4 of interven-
tion mapping, the end goal of your health intervention is that the patient (group) 
has turned to different, healthier behavior.

In designing the health intervention, you start with applying the methods and 
theories of behavior change that you have selected in step 3 of intervention map-
ping. With these methods, you build the health intervention. The methods are the 
building blocks of the health intervention.

4.10  Intervention Mapping Step 4: Model of Behavior Change

To bring about a change in behavior using a health intervention, you should first 
make contact with the patient as a nursing professional, make changes in social–
cognitive determinants, change the behavior, and the behavioral change should be 
preserved (Kok 1986, 1993; Kok et al. 1997; Assema et al. 1996) (See also Sect. 
5.16, with in Sect. 5.28 a training to improve patient self-management; see also 
Sect. 6.7, with in Sect. 6.9 the training of nursing professionals to become health 
coaches).

Model of behavior change:

 1. Contacting the patient, risk perception.
 2. Changing the social–cognitive determinant – attitude.
 3. Changing the social–cognitive determinant – subjective norms and social 

influence.
 4. Changing social–cognitive determinant – perceived behavioral control and 

self-efficacy.
 5. Achieving changes in (health) behavior.
 6. Sustaining changes in (health) behavior.

→ Improving the patient’s self-management.
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4.10.1  Model of Behavior Change: Contact the Patient,  
Risk Perception

The first step in the Model of Behavior Change is making contact with your 
patient (group). In this phase, it is important to invite the patient to participate 
actively in the conversations and in the care process. Tell the patient you are 
interested in his thoughts and wishes and that you intend to cooperate with him, 
and to exchange thoughts and feelings. Tell the patient that you have positive 
experiences working together on improving patients’ health situation. Start the 
communication by asking for what reason or problem the patient is visiting you, 
what his expectations are, and what the patient thinks the “solution” is for his 
problem or worries.

People make an estimation of the chance they have of getting a particular health 
problem. In general, they underestimate their individual risk and they are inclined 
to think that people other than themselves are at risk. We choose the method of risk 
perception, conceptualized in intervention mapping step 3. At the start of the provi-
sion of the health intervention, it is important to emphasize people’s individual 
risk. The patient should be encouraged to reflect on their individual risk and its 
vulnerability to the health problem. With this first part of your intervention, the aim 
is that the patient understands the relationship between the health problem and the 
desired (health) behavior. It is important to fit in with the patient’s existing knowl-
edge of the health problem, and their age, values and norms, and experiences. It has 
an effective result, if the patient is invited to reflect on the relationship between 
lifestyle and health problem. The invitation to participate in the intervention 
improves the effectiveness. The more intelligent the patient is, the harder it is to 
convince them. The patient should understand (the essence of) the relationship 
between lifestyle and health problem, and needs to remember this. Health educa-
tion should be presented in such a way that it is relevant and understandable to the 
patient. Not every patient is given the same prescription (diet, medicine). Similarly, 
not every patient with the same health and/or lifestyle advice should receive it for 
a similar health problem (Falvo 2004). Repetition is good, you can also let the 
patient repeat something or write it down, or give him a brochure based on the 
verbal conversation. If a patient shortly after a nursing consultation receives con-
flicting information, this may have an influence on your information. Informing the 
patient does not mean automatically that there is a learning process.

What makes risk-perception difficult? People get health education from many 
quarters. It is difficult for them to determine what applies and what does not apply 
to their individual (health) situation. The patient should be starting to feel involved 
in the health intervention. Selective perception and selective exposure can obstruct 
risk perception.

Model of behavior change: contact the patient (group), risk perception.
Relationship between the health problem and the desired (health) 

behavior.
Selective perception, selective exposure.
→ Improving the patient’s self-management.
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What is selective perception? Selective perception is when a patient is not moti-
vated to listen to specific information; they may perceive the information as being 
irrelevant to them.

What is selective exposure? Selective exposure is when a patient does not receive 
certain information that is intended for him, because of the situation he is in.

4.10.2  Model of Behavior Change: Changing the Social–Cognitive 
Determinant Attitudes

The next step in the model of behavior change, is changing the social–cognitive 
determinant attitude. For the step involving changing attitudes, it is necessary for the 
patient to make a critical presentation of the desired behavior and evaluate the behav-
ior in terms of advantages and disadvantages, in both the long term and the short 
term. Factors that play a role are a realistic view of the reality and choosing a reward. 
For attitudinal change, we use the decisional balance method, conceptualized in 
intervention mapping step 3. A change in attitudes may be the result if the advantages 
outweigh the disadvantages that a patient connects to a certain behavior (Fig. 4.17). 
Each patient should state what for him personally the advantages and disadvantages 
are, both described in the long term and in the short term. The patient makes an over-
view of the advantages, in the short term and in the long term, and puts these in the 
matrix; the patient makes an overview of the disadvantages, also in the short and 
long-term. The matrix then shows how advantages and disadvantages relate to each 
other and a decisional balance is created. The matrix should be used to talk with the 
patient about his outcome expectations. The personal benefits in the short term 
should outweigh the individual disadvantages in the short term. Is the patient willing 
to change his (unhealthy) behavior?

Model of behavior change: changing the social–cognitive determinant attitudes.
Changing attitudes, evaluating advantages and disadvantages, in both the 

long term and the short term.
Critical presentation of the desired behavior, outcome expectations.
Obstacles: too much information, health considerations, relationship 

between attitude and behavior and central and peripheral information 
processing.

→ Improving the patient’s self-management.

Short term Long term

Advantages
of the desired behavior

!

Disadvantages
of the desired behavior

Fig. 4.17 Matrix advantages and disadvantages of the desired behavior
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Is there knowledge in attitudes? Part of the attitude is the knowledge that the 
patient has about the health problem. A patient always has (correct or incorrect) 
ideas about the consequences of certain behavior. For example, being physically 
active results in wear and tear on my joints. In addition, the patient often has an 
affective regard. For example, I find movement unpleasant or I find sweating 
unpleasant. As a nursing professional, you should join in this knowledge and 
affective sensations of the patient when you are balancing the pros and cons and 
trying to influence the decisional balance. To change the attitude of a patient, the 
patient should make a critical presentation of the desired behavior. The patient 
should have a realistic picture of the negative sides of the behavioral change. 
Nursing professionals often do not want to disturb the patient too much and down-
play the disadvantages of the behavior change. However, to make a realistic deci-
sional balance, the patient must also consider the disadvantages. Because when 
the patient starts to implement the behavior change, he encounters not only the 
advantages of the behavior change. Thus, it is better for a patient to be well 
informed. Your intervention can only be effective if the desired behavior is a 
reward for the patient.

How can nursing professionals change attitudes? Attitudes can be changed by 
giving attention to the specific advantages and disadvantages. You try to influence 
the balance between advantages and disadvantages in a favorable direction, by 
strengthening existing correct assumptions about pros and cons. For example, the 
patient recalls the advantage that physical activity outdoors will do him good; the 
nursing professional reinforces this by saying that many of her patients do indeed 
perceive moving outdoors as pleasant. You strengthen the balance sheet in a favor-
able direction, by correcting erroneous assumptions about the pros and cons. For 
example, the patient recalls the disadvantage that eating healthily is more expen-
sive; the nursing professional gives examples showing that this does not have to 
be so and invites the patient to give an example. You can also strengthen the bal-
ance sheet by providing information about “new” benefits. For example, you say 
you often hear from other patients that more exercise promotes a good night’s 
sleep, and you ask the patient if he has any suggestions, or you ask if the patient 
has had this experience. The balance can also be enhanced by influencing the 
extent to which disadvantages are disadvantages, and that advantages are advan-
tages. For example, the patient recalls the disadvantage that being more physically 
active and moving several times a week takes up a lot of time; you invite the 
patient to think about whether this time can be viewed more positively, for exam-
ple, as a time to relax or as a time to contact others. Finally, it is important for 
attitude change that the content of your message does not deviate too much from 
the views of the patient (group). If the content is significantly different from the 
prevailing view, then there is a chance that your health intervention will not be 
successful. There should therefore be no discrepancy between the attitude of the 
patient and your information, because otherwise there is a good chance that the 
message will not be accepted (Schaalma et al. 2001a, b). According to Brug et al. 
(2001), the persuasive impact of the information takes you further if your message 
is in line with the age, values, and standards of the patient. The persuasive impact 
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as a nursing professional further improves if your arguments are new to the patient 
and are an revelation. For example, moving more intensively promotes sleep, or 
decreases feelings of worry, stress, and even depressive symptoms. Your powers 
of persuasion also increase if you have a clear, causal connecting argument with 
the health problem. Nursing professionals are more convincing if they indicate 
based on evidence the relationship between the health problem and lifestyle and 
behavior. For example, research shows that more intensive exercise has a benefi-
cial effect on the main cardiovascular risk factors (Sassen et al. 2009). Your pow-
ers of persuasion as a nursing professional also increase if the arguments are about 
the positive results of the desired behavior and refer to important, relevant out-
comes. For this, it is important for the nursing professional to search, together 
with the patient, for what would be a positive and important yield of the desired 
behavior change.

What are the obstacles to changing attitudes? Nursing professionals often make 
the mistake of providing too much information on a reported problem. They focus 
on expanding the patient’s knowledge, but knowledge leads only in exceptional 
cases to behavior change. Knowledge can best be considered the basis for a pos-
sible change in behavior and is insufficient on its own (Damoiseaux 1991). 
Knowledge transfer is often a first step, but more is needed to change behavior. 
Knowledge transfer can make the patient aware of the need for behavior change 
(Schaalma et al. 2001b).

Another obstacle is that nursing professionals think that health consider-
ations are most important for patients, but this is often not the case. Factors that 
play a more frequent role are social or economic considerations. An example of 
a social consideration is: “it is impossible for me at Friday’s lunch time with my 
colleaques not to take a snack”. An example of an economic consideration is, 
“the price of dietary products/healthy food is really too high for me.” It is impor-
tant for the considerations that are important to the patient to be known and used 
as input for further communication.

Another obstacle may be the relationship between attitude and behavior. When a 
patient changes his attitude in a certain direction, he may feel less forced to change 
his behavior too. Sometimes a patient who changes his behavior does not change his 
attitude. This is a complex problem; thus, it is important to work with the patient on 
individual considerations to figure them out.

Finally, an obstacle is that patients vary widely in their propensity to think about 
the messages of health professionals. Some patients treat messages more seriously 
than other patients, and think about what they mean to them. Other patients pay 
more attention to the person who gives the information: is the nursing professional 
a specialist in the field, is she nice, or does she seem to be in a hurry? As patients 
think more about the message, we see more stable changes in attitude, social influ-
ence, self-efficacy, and/or behavior change. We call this central information pro-
cessing (Petty and Cacioppo 1986). Central information processing is preferred for 
nursing professionals. People who pay more attention on other issues than the mes-
sage, need another approach to reach your goal; it is often helpfull if you invest in 
the relationship with the patient first (Petty and Cacioppo 1986).
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 C In children with amblyopia, the usual treatment is to have one eye taped 
up, alternating between the two eyes. Physical, emotional, and visual 
discomfort define how children experience their vision problems, with 
implications for their attitude to having to wear patches. The use of the 
patch is not painful, but uncomfortable. Especially when the masking has 
only just started and the sight in the eye has not yet improved, the world 
looks “cloudy” to the child. Other children may bully the child for wearing 
the patch.

 C Moderately obese people who should lose weight by changing their 
dietary habits combined with more physical activity, may fear heart 
problems and an increased heart rate at physical activity, and this has a 
detrimental influence on the attitude.

4.10.3  Model of Behavior Change: Changing the Social–Cognitive 
Determinants Subjective Norms and Social Influence

The next step in the model of behavior change is changing the social–cognitive 
determinants subjective norms and social influence. For the next step, it is neces-
sary to deal with the subjective norms and the social influence so that the patient 
learns to cope with the pressure that others around him put on him. The patient is 
resilient to the social influences, and extends his behavior repertoire, which is a 
good starting point for nursing professionals. The patient should feel supported in 
performing the desired behavior and not be held back by negative influences. 
When talking about dealing with subjective norms and handling the social influ-
ence, this is based on the method of resistance to social pressure and mobilizing 
others for social support.

Model of behavior change: changing the social–cognitive determinants sub-
jective norms and social influence.

Making the social influence visible.
Handling the pressure from others.
Improving self-management:

• Exercise increasing resilience;
• Extend social support behavior;
• Extend repertoire.

→ Improving the patient’s self-management.
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How does the patient handle social support? The social influence can be 
affected in a number of ways (Schaalma et al. 2001a, b). Learning to cope with the 
negative social influence starts with making the expectations of the social environ-
ment visible. The nursing professional may invite the patient to explore the opin-
ion of the people around him about the desired behavior. The patient only considers 
the opinion of those people around the patient who are important to him with 
regard to the desired behavior. These important persons around the patient who 
may influence the intention and behavior of the patient are called significant oth-
ers. This view of significant others can put a negative pressure on the patient to 
display the desired health behavior, or have a positive influence on the desired 
health behavior. By affecting the motivation to comply, a patient can learn to cope 
with the unwanted social influence and conform less or even no longer conform at 
all to the social influence. The patient may also learn the behavior (in part) to hide 
or run in such a way that the environment does not pay attention. In addition to 
learning to deal with social pressure, searching for social support is effective 
(Prochaska et al. 1997).

In the case of health behavior, is the social influence important for a person? The 
social influence is important for many behaviors, and in the case of health behavior: 
“especially when we are uncertain about our own beliefs, we tend to compare them 
with the views of others. A condition for this is that we identify to some extent with 
those other people.” (Schaalma et al. 2001a, b)

Is social support complicated for a patient? Social support is complicated. Men 
need more social support than women, and men also receive more social support 
and they receive this social support in particular from their wives. Women receive 
less social support than men. Women receive social support more frequently from 
friends and family. However, even if patients do receive social support, this may not 
have a positive effect on self-management. If patients are satisfied with the social 
support they get, we see that this has a positive effect on the self-management of 
diabetes in women, but this is not true for men. Women seek support outside the 
immediate family circle to arrive at positive changes in the self-management of 
diabetes. Men seek support from their spouse, but less commonly make behavioral 
changes, even though these changes are needed for health. Thus, for obese men with 
diabetes type 2, the influence of his wife may be negative when it comes to main-
taining weight loss.

 C For adults with diabetes type 1, social support is important to maintain 
the desired behavior. In particular, social support regarding supporting 
self- management has a significant impact.

 C For children who stutter, it is necessary to teach them social skills, such 
as making eye contact, and this is effective. This provides a good basis to 
effectively communicate with others and it improves their speech.
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4.10.4  Model of Behavior Change: Changing the Social–Cognitive 
Determinants Perceived Behavioral Control 
and Self-Efficacy

The next step in the model of behavior change, is changing the social–cognitive 
determinants perceived behavioral control and self-efficacy. To be able to perform 
the desired behavior change, it is important for the patient to learn the necessary 
practical skills and that the self-efficacy or the control over the behavior is adequate. 
The self-efficacy is the appraisal of the patient himself that he is able to perform 
certain behavior under specific conditions. The perceived behavioral control and 
self-efficacy is an important predictor of (health) behavior, both in the short and in 
the long term. A high degree of perceived behavioral control and self-efficacy is also 
necessary to sustain the (health) behavior change.

How to improve perceived behavioral control and self-efficacy? There are four 
sources to distinguish that have an influence on the perceived behavioral control and 
self-efficacy (Bandura 1997). The main influences on the perceived behavior con-
trol or self-efficacy are individual and similar experiences in the (recent) past with 
the behavior. For a patient, this is the most important indicator of whether he has 
mastered the skills. We call these experiences with skills and specific behavior enac-
tive mastery experiences.

The second source of influence on the perceived behavioral control and self- 
efficacy, is observing others. The patient observes the skills and the behavior of 
others, and decides if he himself may or may not be able to do the same. We call 
these vicarious experiences.

The third source of influence is verbal persuasion. The patient is prompted by 
others to exhibit the skills or the (health) behavior. The patient exhibits this behav-
ior only when he has tried out the behavior and if the behavior is endorsed. We call 
this source of influence on the perceived behavioral control and self-efficacy 
 verbal persuasion.

Model of behavior change: changing social–cognitive determinants – improving 
perceived behavioral control and self-efficacy.

Appraisal of the possibilities of improving the desired (health) behavior 
under specific circumstances, to improve self-management.

Perform the skills needed to (1) conduct the (health) behavior, and (2) to 
sustain it.

• Enactive mastery experiences;
• Vicarious experiences;
• Verbal persuasion;

Physiological and affective states.
→ Improving the patient’s self-management.
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A final source of influence on the perceived behavioral control and self-efficacy 
is the “status” of the patient. The patient is in a physical or emotional condition in 
which he feels he has the ability to perform the desired behavior. We call this source 
of influence on the perceived behavioral control and self-efficacy physiological and 
affective states.

The perceived behavioral control and self-efficacy is thus mostly based on 
past experiences with that or similar behavior. An increase in perceived behav-
ioral control and self-efficacy is mainly achieved by practicing the (mostly prac-
tical) skills that are lacking. The patient may need to learn the necessary skills 
and learn to deal with problems that may arise while performing the skills or 
behavior. One strategy is that nursing professionals can commit to increasing the 
perceived behavioral control and self-efficacy, by dividing the complex task that 
must be taught into a number of parts that are easier to handle. This requires a 
good understanding of the intended behavior and developing skills. The skills are 
then taught in a logical order. Initially, the patient must be convinced that certain 
skills will be helpful when dealing with the health problem. For example, the 
patient should be (1) convinced that specific skills can help him deal with his 
depression; then, the nursing professional teaches the patient (2) how he can 
master these skills. Another example is that the patient should be convinced that 
the use of the insulin pump or other medications following day schedules helps 
him to handle his chronic health problem, and the patient should learn to master 
the needed skills. To increase perceived behavioral control and self-efficacy, 
after these two steps, the patient should (3) believe that he himself is able to per-
form the skills: “I think I can…” The confidence of a person that he is able to 
perform behavior is closely linked to the actual ability to perform the behavior. 
For example, the patient has confidence in his own skills to handle the insulin 
pump in different situations, to handle his medication schedule during weekends 
and holidays. As a final step (4). the patient ascribes the effect to the skill. 
Following all four steps, perceived behavioral control and self-efficacy will be 
sufficient to implement the behavior.

The theory regarding experiencing perceived behavioral control and self-effi-
cacy is closely linked to confidence in the ability to be able to undertake a specific 
(health) behavior. If the patient thinks that he is not able to implement the desired 
behavior or even that it has no impact on his health, this will decrease his motiva-
tion to comply with the recommendations. The perceived behavioral control and 
self-efficacy experienced in the past, has a direct impact on the implementation of 
behavior in the present. Making patients aware in what situations certain skills are 
necessary, increases perceived behavioral control and self-efficacy. The perceived 
behavioral control and self-efficacy have a relationship with feeling in control in 
the long term as well.

What obstacles can hinder optimizing perceived behavioral control and self- 
efficacy? Patients who have already performed the behavior have often developed a 
sense of control over that behavior. These patients will have experienced a high 
degree of control, meaning that they have experienced high levels of perceived 
behavioral control and self-efficacy. An obstacle to increasing the perceived 
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behavioral control and self-efficacy may be that the skills needed are very complex. 
For example, a patient with physical disability or Parkinsonism should learn scope 
and grab movements if they have reduced hand function, reduced power, and stron-
ger reflexes. An obstacle may also be that skills are painful or time-consuming. For 
example, for patients with low back pain or rheumatic complaints, moving can be 
painful. Another obstacle might be that the patient overrates his abilities. For exam-
ple, the patient thinks that because of his movement behavior in the past, he will be 
able to pick it up again at the same pace.

 C The perceived-behavioral control and self-efficacy of the movement 
behavior of adults is to a large extent predicted by the movement 
behavior that people have shown in the past (Godin 1993). The perceived 
behavioral control or self-efficacy of the movement behavior of older 
people is affected by the (perception of ) physical capacity.

 C For adults with type 1 diabetes, the perceived behavioral control and 
self- efficacy implies being self-responsible for determining and 
controlling blood sugar levels, and for the desired nutrition and movement 
behavior. The self-efficacy and confidence in their own capacity in relation 
to the desired diabetes self-care is most important in improving 
self-management.

4.10.5  Model of Behavior Change: Achieving Changes in (Health) 
Behavior

The next step in the model of behavior change is guiding the patient to achieve a 
change in (health) behavior. To achieve a change in (health) behavior, the patient 
should have a plan as to how he is going to change his behavior. This planning of the 
behavior change is an important step in the model of behavior change to improve 
self-management. The method of action planning is directed at improving control 
over the (health) behavior, and nursing professionals should use this method of 
action planning when social–cognitive determinants are changed in a positive 

Model of behavior change: achieving changes in (health) behavior
Planning the behavior change.
Important step to improving self-management.
Implementation intentions, action plan:

 – Positive feedback;
 – Ensure that goals remain challenging and achievable.

Behavior change versus habits and forgetting.
→ Improving the patient’s self-management.
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direction. This means that nursing professionals only start using action planning 
when attitudes are positive, with a clear view of the negative aspects of changing the 
behavior; when the person is able to handle subjective norms and more negative 
social influences, and is able to seek support; and, at last, the person has shown the 
skills needed and that he can implement these in various circumstances. The patient 
feels supported by the nursing professional in changing his behavior if he receives 
positive feedback and if the goals are challenging but achievable.

How to change behavior, specifying when/where/and how, and use action plan-
ning? Making a plan and using action planning initiates changes in the intention of 
the patient. With a change in intention, the planning of the patient to behave differ-
ently, more healthily, and to start acting is an important step in the direction of the 
desired (health) behavior.

The patient makes an action plan and specifies when, where, and how he will 
carry out the desired behavior. These are called the implementation intentions 
(Gollwitzer and Schaal 1998). Implementation intentions can be seen as the goals 
specified by the patient in his plan. By making a specific plan as to how to put a 
positive intention into specific behavior, it is more likely that the patient will achieve 
these implementation intentions effectively and will start to perform the desired 
behavior (Achtziger et al. 2008).

Do people want to change? Patients often want to behave differently, but do not 
always know how to do it. Making the patient think in advance about how he can handle 
a situation increases the chance for the implementation of the desired behavior. We call 
this mentally simulating the implementation intention (de Vries 2000). As a nursing 
professional, you ask during the consultation how the patient is going to perform the 
desired behavior at home. The patient presents himself mentally to the home situation 
and considers how to perform the behavior in that situation. The patient remembers how 
to perform it when he is at home, and performs the desired behavior earlier.

What is needed to change? Feedback? The (gradual) transition of the positive 
intention into behavior change can be promoted by the nursing professional giving 
positive feedback. Feedback should be stimulating and constructive for the patient, 
so that he continues the desired behavior change. Feedback and rewards are effec-
tive in bringing about changes in social–cognitive determinants and behavior 
(Bandura 1986). Feedback gives the patient an insight into the extent to which he 
has managed to learn and/or change, or into the extent to which changes are effec-
tive. Feedback also makes the patient aware of the health effects of the behavior. In 
addition to giving feedback, it is important that the goals or implementation inten-
tions described by the patient in his action plan are challenging, but definitely attain-
able. The performance required should be a challenge for the patient, but always 
should be within his abilities.

What can be breaking points in changing behavior? Habits and forgetting are 
important breaking points when a person is trying to implement the behavior change. 
Breaking habits and preventing the patient from forgetting the desired behavior is not 
easy. Because: “they forget to perform the behavior that is a fixed part in a behavior 
pattern, or that is part of a habit” (Schaalma et al. 2001a, b). A way of changing hab-
its and forgetting is (temporarily) to reward the desired (health) behavior.
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Rewards can support a change in behavior. Nursing professionals should explore 
the possibilities of what can be rewarding for the patient or how the patient can 
reward himself when he is implementing the behavior change for a certain, specific 
period. Rewards might be that nudge in the back that is necessary to break the habit. 
Another way of change habits and forgetting is to invite the patient to think about 
specific actions that could cause his good intention to perform the behavior in prac-
tice. For example, the patient always remembers that, before his first cup of coffee 
of the day, he should take his antipsychotic medication. This is a concretization of 
the implementation intention in the action plan. A third way of change habits and 
forgetting is immediate feedback on the behavior. This allows the patient’s behavior 
to be less quickly forgotten. A fourth way of changing habits and remembering to 
change your behavior is for the patient to apply reminders to create awareness of the 
habitual behavior. Reminders might be sticky notes on the refrigerator, on the TV 
remote control, or on the computer for patients who should move more. The last 
way of changing habits and forgetting is to join a major change initiative. For exam-
ple, a recently diagnosed health problem whereby habits are already broken 
(Schaalma et al. 2001a, b).

4.10.6  Model of Behavior Change: Sustaining Changes in (Health) 
Behavior

To sustain changes in (health) behavior, to create stabilization of the behavioral 
change, and to maintain the change in the long term, the patient should recognize 
and learn to cope with high-risk situations. The last step in the model of behavior 
change is sustaining changes in (health) behavior. This can include the continuation 
of the behavior change or holding on to the behavior change for as long as neces-
sary. The patient should learn the appropriate coping response to handle difficult 
situations; thus. a nursing professional can connect with him at the method of cop-
ing planning. Almost every patient who is performing the behavioral change comes 
up against high-risk situations or barriers. The high-risk situations require a focused 
coping response. If a patient thinks of the coping response for the high-risk situa-
tions himself, he will remember the response more easily and get more of a grip on 
the process of behavioral change. If the patient explicitly formulates a plan for the 
main high-risk situations, it is more likely that he is going to perform the desired 
behavior. Coping with this plan seeks to prevent a relapse back to the old, unwanted 

Model of behavior change: sustaining changes in (health) behavior.
Recognize high-risk situations.
Handle high-risk situations.
Coping planning.
Relapse prevention, ring-back moments.
→ Improving the patient’s self-management.
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behavior (Marlat and Gordon 1985). In using coping planning, the nursing profes-
sional teaches patients to handle relapse, and in particular, nursing professionals 
prepare patients that they probably will relapse, but that coping planning is about 
how to handle these relapses. When people are prepared for a relapse to be part of 
the behavior change process, and that most people encounter them, it is easier to 
understand and cope with high-risk situations and barriers.

Relapse happens to almost every patient as a result of negative experiences with 
the new, desired (health) behavior. Relapse is even inherent to behavioral change 
(Alewijnse et al. 2002). Relapse can be an obstacle when working on behavioral 
change. Decline in skills and behavior must above all be seen as a learning moment 
by the patient. Relapse is not a failure, and certainly not the final failure.

The patient’s coping plan gives a view of the high-risk situations and the associ-
ated personal coping response. The desired behavior can also be stimulated by cer-
tain cues to action that make the patient remember (at the right time and in the right 
place) to perform the desired skills (again) or to perform the desired behavior 
(again). With these cues to action the aim is to prevent a relapse, or restart.

For a patient, changing behavior is a difficult process, and behavior change is 
rarely immediate behavior change. As a nursing professional, you accompany the 
patient until behavior preservation. You can coach the patient toward behavior pres-
ervation by paying particular attention to dealing with high-risk situations and pre-
paring for (bypassing) relapse. Offering repeat moments is part of the coaching 
process. It may be desirable for the patient to continue certain behavior lifelong. 
Offering ring-back moments until the patient shows stabilization of the behavioral 
change, preserving the behavior, improves the self-management of the patient. If a 
patient shows the desired behavior over a longer period, and shows that it has been 
built-in into his lifestyle, then the nursing professional can gradually stop the coach-
ing. To support the self-management of patients with chronic health problems, con-
tinuation of the coaching is often necessary.

 C In a systematic review of the RCTS on the effectiveness of self-
management intervention for patients with type 2 diabetes, it was 
found that the intervention had a positive effect on knowledge, on the 
frequency and accuracy of self-monitoring, on the patient’s own reported 
dietary habits and blood levels, after 6 months. Interventions aimed at 
cooperation are more effective than information interventions (Norris 
et al. 2001).
 C More than 70% of patients who stutter have a relapse after 

intervention. Relapse is related to the severity of stuttering. The most 
severe stutterers have the greatest chance of relapse. They also often 
lapse back into social avoidance behavior and avoiding words that were 
previously used. Relapse means stutter symptoms recurring after a 
period of improvement of the stuttering behavior. There are alternating 
periods of stuttering and nonstuttering behavior. The patient always 
regains fluent speech after a relapse, which occurs on average three 
times a year (Hancock and Craig 1998).
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4.11  Intervention Mapping Step 4: Designing the Health- 
Intervention – Stages of Change

The transtheoretical model of the stages of change concept, describes patients 
going through a number of motivational stages if they want to change their intention 
and (health) behavior (Prochaska et  al. 1997; De Vries and Backbier 1995). It 
reveals that patients are at various stages of behavioral change at the start of a health 
intervention. The transtheoretical model originates from the corner of psychother-
apy. The stages are: not intending to change behavior, changing the behavior, and 
ends with consolidation of the behavior change. The group of patients who at the 
start of the contact or intervention with the nursing professional is willing to change 
is small. In the model, it is essential to determine the willingness of the patient to 
change. This is called the readiness for change (Blanchard et al. 2003). Patients are 
at different stages with regard to adopting self-management strategies (Prochaska 
et al. 1997). The stages-of-change concept reveals how a health intervention can be 
tailored to the patient’s stage of behavior change. Also, the relevance of the provi-
sion of health education intervention for the specific target group is in the stages-of 
change concept. Although the model is developed as a model to change health 
behavior, it is rather a way of looking at people in different subgroups when enter-
ing a health intervention.

What if a patient is in a pre-contemplation stage? In the first stage of the trans-
theoretical model, precontemplation, the patient does not consider any behavioral 
change and this is also not to be expected in the near future. The patient is not aware 
of the health problem, or underestimates the health problem. Many patients are not 
aware of their own risky behavior and experience no need to change that behavior. 
Alone, the patient will not come to the understanding that behavior change is desir-
able. The patient is not aware of the need, does not have the will, or became rather 
discouraged when attempting to change the behavior, nor is the patient convinced 
that there are positive aspects of behavior change and that these may outweigh the 
negative aspects (Basler 1995). Precontemplators should first be aware that there is 
a link between their own behavior and their health risk. Second, they should 
acknowledge that the risky behavior takes place in the group of people to which they 
themselves belong. Third, these patients need to be aware that they themselves are 
undertaking the risky behavior. Risk perception plays an important role in the pre-
contemplation stage. Many health behaviors consist of several complex activities, 

Stages of change or transtheoretical model.
Motivational stages, if a patient wants to change his intention and behavior.
Precontemplation, consider no behavioral change.
Contemplation, consider behavioral change, in the long term.
Preparation, consider behavioral change, in the short term.
Action, start the behavioral change.
Consolidation, behavioral change continued for quite some time.
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spread over a day. This makes judging one’s own risky behavior difficult. As a nurs-
ing professional, you would set in motion the process of awareness in the patient. 
You discuss with the patient the influence of the behavior on the health problem, 
you discuss the perceived risk, and talk with the patient about whether he is aware 
that he is in a risky health situation.

What if a patient is at the contemplation stage? If the patient is aware of his own 
risky behavior, he moves from the stage of precontemplation to the phase of con-
templation. At the second motivational stage, contemplation, the patient is aware 
that he has a health problem. He reflects on behavioral change, but does so without 
making a decision. This stage is strongly related to attitude change. The patient 
knows that behavior change is desired, but is still not ready to decide. He ponders 
the pros and cons of behavioral change. The patient wonders if the advantages of the 
behavioral change outweigh the effort he should make and the energy that it costs. 
The patient is considering a long-term behavior change. The way in which the 
patient in the contemplation stage treats his health problem may be because, as in 
the precontemplation phase, he experiences little inconvenience. Contemplators 
ponder the pros and cons of behavioral change, but for the near future the willing-
ness to change behavior is lacking.

As a nursing professional, you should start the process of reaching a decision, 
support the patient, of helping to look at the pros and cons of a behavior change. At 
the beginning of this stage, the advantages of the problematic behavior are mostly 
in the foreground and the disadvantages are fairly insignificant. During this stage, 
the disadvantages become more important, and when the patient is ready for prepa-
ration, the benefits exceed the drawbacks. To increase motivation, you can as a nurs-
ing professional use the technique of self-monitoring and self-re-evaluation. In the 
method of self-monitoring, the patient keeps a notebook in which he describes 
important symptoms, making the patient more aware of his symptoms and the fre-
quency with which they appear. In the method of self-re-evaluation, the patient is 
asked to write down the pros and cons of not learning the behavior that is desired 
with regard to self-management. The patient may finally take a clear decision to 
proceed to action (Basler 1995).

 C At the contemplation stage, patients with diabetes experienced a lot of 
social support. This contrasts with patients in the action stage who 
have experienced less social support. A possible explanation for this 
might be that giving social support is relatively easy, as patients at the 
contemplation stage are “only” thinking about starting the behavior 
(Vallis et al. 2003).

What if a patient is at the preparation stage? At the third stage of the transtheo-
retical model, preparation, the patient considers a behavioral change in the short 
term. The patient has the intention, and is really going to take action to change his 
behavior. The patient realizes that a behavioral change is necessary and considers 
the behavior change in the short term. The patient should develop strategies at this 
stage, if making a behavioral change is within his possibilities (Falvo 2004). The 
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patient tries the behavioral change, but does not yet have all the necessary (social 
and practical) skills. The intention to change requires learning to deal with the sub-
jective norms and social influence from the important people around the patient, and 
also requires improving perceived behavioral control and self-efficacy by learning 
the required skills to implement the behavior. Only then will the patient be able to 
take the decision to really change his behavior. Preparators should learn the steps of 
the social and practical skills needed. Setting a date to start with the behavioral 
change can help the patient (Keefe et al. 2000).

As a nursing professional, you can support the process to decision-making by 
the patient, to reflect on the behavior change, and support the patient if he actually 
starts certain (part) changes of the behavior. To be able to make the transition from 
preparation to action, it is important to discuss the positive and negative conse-
quences and expectations concerning the result with the patient. In the transtheo-
retical model these are called the outcome expectations. You can figure out these 
outcome expectations, using the decisional balance method by applying the 
advantages–disadvantages matrix (Fig.  4.17). During the preparation stage, the 
patient should obtain the confidence from the fact that he is capable of changing, 
that he can master the necessary practical skills, and that he is able to handle the 
influences that he suffers from the social environment. It is striking that the patient 
at this stage more often experiences symptoms that are related to the health prob-
lem. The precontemplation, contemplation, and preparation stages are called the 
pre-action stages (Ronda et al. 2001).

 C In the transition from preparation to the action stage, it is shown that 
patients with diabetes achieve healthier eating habits. The number of 
calories decreases and the number of servings of vegetables and fruit 
distributed throughout the day increases (Vallis et al. 2003).

What if a patient is at the action stage? At the fourth motivational stage of the 
transtheoretical model, action, the patient changes his behavior. The actual behav-
ioral change takes place and the patient starts working on his health problem. The 
action stage requires the clear commitment, time, and energy of the patient. The 
core of the action stage is that the patient clearly attempts to behave differently, in 
a healthier way. The patient should break habits and patterns around the unwanted 
behavior and need to find ways to increase control over the behavior change. At 
the action stage, the patient usually has greater perceived behavior control and 
self-efficacy, and focuses especially on behavior control. To maintain the action 
stage, it is important for the patient to develop and learn strategies to promote 
self- management (Basler 1995; Keefe et  al. 2000). These strategies consist of 
drawing up an action plan for self-management, specifically to describe viable, 
challenging (sub) goals.

The nursing professional motivates the patient to his action plan. the patient 
needs to seek out alternatives for the things he has specified. For example, searching 
for alternatives to fatty food. This is called conditioning or opposite countercondi-
tioning. The patient needs to be supported in the control of the stimulus that turns 
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him on to the unwanted behavior, stimulus control. The patient would need to be 
motivated to reward themselves if the desired behavior is performed. Also, the 
patient would need to be coached in searching for supportive social relations, to 
support behavioral change. It helps the patient if you let him experience that by 
achieving the short-term aims in the action plan, long-term goals come closer and 
are more feasible (Falvo 2004). The nursing professional continues the coaching 
until the patient performs the desired behavior for at least 6 months.

What if a patient is at the consolidation stage? At the fifth motivational stage of 
the transtheoretical model, consolidation, the patient has changed his behavior and 
it is a matter of the patient continuing his desired behavior for as long as is neces-
sary. Characteristic of the consolidation stage is continuing and stabilizing the 
behavior change and avoiding or dealing with relapse. It is at this stage that conser-
vation is conducted and learning to deal with falling back into the unwanted behav-
ior, or relapse. Relapse prevention is a key strategy for preventing fall-back or 
learning to cope with relapse. Relapse happens to almost every patient who changes 
their (health) behavior. The tricky thing about relapse is that it often gives the patient 
a sense of failure, of shame, and of guilt. These feelings are annoying for the patient 
and make him fall back into undertaking the unwanted behavior. If the patient 
relapses, he falls back into a previous motivational stage that seemed to be closed, 
for example, the precontemplation stage, but more often a relapse occurs at the 
stage of contemplation or preparation. Most patients learn – eventually – from their 
relapse experiences. At this stage of behavioral consolidation and relapse is to con-
solidate the desired behavior and incorporate the new behavior into the patient’s 
lifestyle, the consolidation stage.

As a nursing professional, it is important to offer support to the patient, to encour-
age him to ratify the behavioral change and to sustain it. If you offer the patient 
continuously targeted feedback on the progress he has made, this can endorse the 
changed behavior (Falvo 2004). Also, you should coach the patient in searching for 
strategies to avoid relapsing into the old, unwanted behavior. These strategies to 
search for barriers and to avoid relapse, should be described in the coping plan of the 
patient. The patient should make a coping plan in consultation with the nursing pro-
fessional stating his own solutions to handle high-risk situations. In the consolidation 
stage, the patient has almost reached a stage of behavior control and self- management 
with regard to the problematic, unwanted behavior. The consolidation stage can give 
the patient the desire to fall back into the undesirable behavior, especially if the envi-
ronment provides incentives to the unwanted conduct. The consolidation stage ends 
when this temptation is extinguished and preservation of the behavior is seen. The 
consolidation stage ends when a maximum amount of confidence exists that the 
patient is able to handle relapse. The nursing professional continues the coaching 
until the patient has performed the desired behavior for at least 12 months.

 C For patients with type 1 diabetes at the action and consolidation 
stages, it was shown that they had the lowest percentage of calories 
from fats in the diet and had the highest number of servings of vegetables. 
Patients at the consolidation stage rate their quality of life higher, 
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compared with patients in the action stage. That patients’ quality of life in 
the action phase was less well judged may be because this stage is a 
transition stage that interferes with the quality of life (Vallis et al. 2003).
 C “5-a-day for better health.” The intervention “5-a-day for better health” 

had the purpose of motivating people to eat fruit or vegetables five times 
a day. At the end of the implementation of the intervention, about 20% of 
the people were at the stage of precontemplation. At this stage, there 
were more often men than women, and the group turned out to be more 
often uncertain whether they could perform the desired behavior. About 
5% of the people were at the stage of contemplation, more frequently 
younger people. at the stage of preparation this was around 55%, likewise 
more frequently younger people. At the action stage it was approximately 
5%, more often women, people with a higher level of education, and 
people who already had healthy eating habits. People at the action stage 
had more knowledge and were more often convinced that they would be 
able to carry out the desired behavior. Finally, 15% were at the 
consolidation stage; these were usually women and highly educated 
people, who had healthy eating habits and more knowledge about 
healthy eating.

4.12  Intervention Mapping Step 5: Implementation Plan

After designing the health intervention in step 4 of intervention mapping, you start 
developing a plan that states how you are going to implement the health interven-
tion. At the start of intervention mapping, you have talked to those who are going to 
carry out the provision of the health intervention. Based on that information and the 
important findings in the previous steps, in step 5 of intervention mapping, you 
write an implementatie plan in which you indicate how the provision of health inter-
vention should be carried out by nursing professionals and/or other health profes-
sionals. In the implementation plan you also describe how the spread of health 
intervention planning can be performed. From the beginning of the implementation 
of the intervention mapping protocol you need to anticipate the implementation of 
the provision of health intervention (Fig. 4.18).

What is needed to write an implementation plan? In step 5 of intervention map-
ping, your deployment goals to be included in the implementation plan are to be 
described: what exactly do we want those who implement the health intervention to 
do? Are they motivated to use and to start to implement the health intervention? 
Where in the care process should the provision of the health intervention start and 

5.1 What do we want exactly that the people who implement the
health intervention are going to do? Are they motivated to use and
start to implement the health intervention?
5.2 Where in the nursing care process, the provision of the health
intervention should start and how should it be implemented so that
it is an integrated part of the care process?
5.3 How do we ensure that the health intervention is institutionalized?

Intervention mapping
step 5 - Implementation
plan, write an
implementation plan

↑ ↓Step 5

Fig. 4.18 Intervention mapping step 5: write an implementation plan
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how should it be implemented to be integrated into the care process? How do we 
ensure that the provision of health intervention in the care process is institutional-
ized? The product of the intervention goals and its development constitute the 
implementation plan. In the implementation plan, it is described how, when, and 
what should happen to increase the chances of success of the intervention design.

What makes implementation of an intervention complex? For this, we are going 
to have a look at the complexity of communication and processes in communica-
tion. When implementing the provision of a health intervention, there is a process of 
communication between the patient and the nursing professional. In intervention 
mapping step 4, you have developed the intervention for the patient. The implemen-
tation is focused on those who carry out the intervention. In this chapter, we assume 
that those who carry out the intervention are nursing professionals. When the imple-
mentation of the provision of health intervention is in the hands of nursing profes-
sionals, the effectiveness of the intervention depends on two factors. First, the 
effectiveness of the intervention depends on how well the patient is able to change 
his health behavior and sustain the behavioral change. Second, the effectiveness of 
the intervention depends on how well the nursing professional is able to carry out 
the provision of health intervention. Nursing professionals are the link in promoting 
the self- management of the patient. A condition is that nursing professionals: do not 
skip parts of the intervention; make no self-made adjustments to the intervention; 
and do not start the intervention without making follow-up steps. The effectiveness 
of the intervention and whether the patient really is able to improve his self-manage-
ment, depends to a large extent on the skills of nursing professionals.

What do we know about the communication process? The communication pro-
cess consists of the following sub-processes: who (this is the source, the nursing 
professional), says what (the health education message), through which educational 
strategy, how (channel, the method), against whom (this is the receiver, the patient), 
regarding what (purpose). Each part affects the effect and possible success of the 
communication process. The effectiveness of your health intervention increases 
when you take this communication process into account (Fig. 4.19).

What about the source, the nursing professional? The source is the nursing pro-
fessional who conveys the health education message to the patient (group). The 
source must have the right knowledge and skills, but should show expertise, credi-
bility, should be appealing, and show that they have power (Daimoiseaux 1991). 
The credibility and expertise are greater if the source is seen to be an expert in the 

Source Message

Contact

Changing behavior

Sustaining behavior

Source, nursing
professional

Message 1

Message 2

Message 3

Strategy 1

Strategy 2

Strategy 3

Strategy Recipient(s)

Recipient(s), patient

Fig. 4.19 Communication process, source message strategy recipient
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relevant field and is considered to be objective toward the subject. The attractiveness 
of the source is greater if the nursing professional is, as far as possible, equal to the 
members of the patient (group). The source should also have a certain amount of 
control and power; the nursing professional should be able to give rewards or chal-
lenge the patient.

Which factors are important for the message? The education message is what the 
source, i.e., the nursing professional, sends as the health education message to the 
recipient, i.e., the patient. A health education message is aimed at increasing the 
patient’s motivation. The health education message should always be individualized, 
specifically tailored to the needs and personality of the patient. The effectiveness of 
the education message is also influenced by the content and the structure of the mes-
sage. The persuasiveness of nursing professionals is greatest if the content contains 
all arguments and explicit conclusions can be drawn. With an implicit message, it is 
much more difficult to achieve your goal and your health education message is less 
persuasive and effective. When a health education message contains one or more 
warnings addressed to the patient, this decreases the chances of a change in attitude 
or behavior change developing. The construction of the education message must be 
logical and structured, with explicit conclusions at the end of the message. The effec-
tiveness of your education message increases when it is concise, succinct, and busi-
nesslike, and the patient is given no unnecessary ballast with too much detail.

What about the strategy? The educational strategy is the way in which the mes-
sage “enters” the patient (group). The educational strategies in the provision of 
health intervention that can be used by nursing professionals are individual educa-
tion, group education, or a combination of both strategies. Combining individual 
education with group education can be important, because people learn in different 
ways. Combining different ways promotes learning and makes the chance of suc-
cess greater (Green and Kreuter 2005). The choice of a whether individual or group 
education is used is determined by the goals that are pursued. Individual education 
is the most common strategy for nursing professionals.

In individual education, there is a one-to-one relationship with the patient. 
Benefits include specially targeted harmonization and individualization, and the rel-
evance of individual education to the patient may be very high, and feedback and 
reward can be directly tailored to the unique patient situation. Furthermore, facilita-
tion is within easy reach when it comes to teaching (social or practical) skills. By 
using individual education, the quality of education may improve.

Group education is an obvious choice as practicing social skills are needed to 
achieve your goals. Group education can make you achieve your goals focusing on 
teaching social skills, such as dealing with social pressure or social support. Group 
education includes giving feedback and rewards, and facilitation is usually straight-
forward. However, if you want group education to be effective, individuation 
requires extra attention. Group education often places too much emphasis on infor-
mation transfer; but, by increasing knowledge using information transfer, a change 
in intention or a behavioral change may not be achieved.

Which factors are important for the recipients? The recipient of the health edu-
cation may be one patient or a group of patients with the same health problem or 
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intermediaries who have close contact with the patient (group). Intermediaries may 
be, for example, nursing professionals, parents or teachers. Factors that play a role 
for recipients as part of the communication process are: the recipient as a partici-
pating partner; pace differences; and the time a patient need to think over the mes-
sage. Nursing professionals should approach the patient as a participating partner. 
The patient will be more willing to cooperate in an effective relationship, if you 
approach the patient as a participatory, critical, and rational partner, who can give 
information from various angles and whose interests, expectations, and behavior 
are intertwined with social networks. Among patients, the recipients, there are dif-
ferences in the pace of behavioral changes. But another aspect is time; time passes 
before there is awareness about the content of the information and it fully enters 
the patient’s mind. One patient may be more receptive to a health education mes-
sage than another patient.

The merging of the communication process with the health education model as 
described in the model of behavior change delivers the communication matrix 
(Fig. 4.20). This matrix reveals how communication and health education are com-
bined in the provision of health intervention.

4.13  Intervention Mapping Step 6: Evaluation Plan

From the start of the intervention mapping protocol the evaluation of the provision 
of health intervention should be anticipated. In step 6 of intervention mapping, you 
should write an evaluation plan. The performance objectives and change objectives 
formulated in intervention mapping step 2, are included in addition to the possible 
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goals aimed at changing exogenous environmental factors. In your evaluation plan, 
you describe how the health intervention is going to be evaluated. The process of 
evaluation is about whether the processes around the provision of health interven-
tion have been effective or not. The impact of effect evaluation is concerned with the 
level at which effects are achieved. For example, at the level of a change in social–
cognitive determinants; at the level of an actual change in behavior; or at the level 
of a long-term behavior change (Fig. 4.21). The last pitfall that requires attention is 
being satisfied with how a health intervention is carried out, whereas the health 
problem is not really reduced or the unwanted behavior is not really changed (Kok 
et al. 2001).

What is needed to write an evaluation plan? The purpose of evaluation is con-
cretize the results. In the evaluation, objectives are set against the results, and the 
effects of the provision of the health intervention is looked at. With the assessment 
of the effect or impact, the effectiveness of the intervention and the effect of the 
health intervention on the patients’ health behavior are examined. Is the patient 
really behaving in a healthier way? Is the patient able to describe the health bene-
fits? Has the quality of life improved? The evaluation should be primarily aimed at 
determining whether the implemented (behavior change) methods have led to the 
expected changes in the patient (group).

The procedures that cause a particular effect or not may be uncovered in the 
evaluation process. In the evaluation process, the way in which processes expire 
when running the health intervention. What went well and is responsible for the 
success of the intervention? What turned out differently than planned and is possi-
bly responsible for setbacks?

What questions should be included in an evaluation plan? Questions that provide 
a handle when evaluating an intervention can be viewed in clusters (Windsor 1980). 
The first cluster is about planning the provision of the health intervention. What 
changes in social–cognitive determinants and behavioral change should be mea-
sured? When should these be measured? What changes in social–cognitive determi-
nants, intention, and behavior are specifically due to the implemented health 
intervention? The second cluster of questions provides insight into the effectiveness 
of the methods used and assistive technology. Were the methods used shown to be 
effective? Was the method suitable for creating a risk perception in the patients? 
Was the method of decisional balance used in the balance sheet format suitable for 
patients? Was the method of coping planning suitable for making a coping plan and 
did this plan turn out to be suitable for handling most high-risk situations? Were the 
chosen methods suitable to be carried out by nursing professionals? Were nursing 
professionals able to enter into a collaborative relationship with the patient? Were 

The effectiveness of the health intervention is examined and also the
effect on patients’  health behavior. Is the patient really behaving
healthier? Is the patient able to describe health benefits?
Has quality of life increased? 
The evaluation should determine whether the implemented
(behavior change) methods have led to the expected changes
in the patient(group) 

Intervention mapping
step 6 - Evaluation plan,
write an evaluation plan

↑ ↓Step 6

Fig. 4.21 Intervention mapping step 6: write an evaluation plan
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nursing professionals able to apply the desired communication competencies, so 
that there could be an effective communication process with the patient? Were the 
extra tools that were used an addition to the methods used in the provision of the 
health intervention? The third cluster of questions shows the administrative aspects 
of the intervention. What costs are created when running the intervention?

Reasons for evaluation also include learning for the future and ethical consider-
ations (Dijker et al. 2001). The evaluation can teach us what is and is not effective, 
and this gives a possible insight into how interventions can be made more effective. 
Ethical considerations for performing an evaluation, for example, are aimed at 
ensuring that patients are not unnecessarily harassed or that the provision of health 
intervention has no undesirable side effects.
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5Patient Education and Improving 
Patients’ Self-Management

Patient education is more effective by tailoring, individualization, feedback and 
reward, facilitation, and participation (Sect. 5.1).

Self-management is about how patients can handle their own health and improve 
their self-management behavior within the framework of their personal opportuni-
ties (Sect. 5.2).

In the Chronic Care Model, the contact between patient and professional is cen-
tral (Sect. 5.3).

Stepped Care focuses on self-management in chronic health problems (Sect. 
5.4). The prerequisites of self-management play a role: the exchange of informa-
tion, participation, decision-making, and dealing with the negative sides of health 
advice (Sect. 5.5).

Barriers in the communication between the professional and the patient include: 
instrumental/task-oriented behavior, verbal/nonverbal behavior, privacy, use of 
medical language, and control (Sect. 5.6).

Positive affective nonverbal behavior and positive verbal behavior result in 
patient satisfaction and well-being, concordance, understanding and remembering, 
and shared decision-making (Sect. 5.7).

Important in concordance are: patient compliance/infidelity; compliance and 
adherence; shared decision-making (Sect. 5.8). Important in non-concordance are 
patient and social characteristics, characteristics of the health problem and of the 
treatment, and the context of health care (Sect. 5.9).

For understanding and remembering the following are of interest: the amount of 
information, the primacy and recency effect, focusing on the patients, selective per-
ception, and fear (Sect. 5.10).

The well-being of the patient is reflected in, among other things, the optimization 
of the health status, more control over the conversation, and a positive outlook on 
the issues (Sect. 5.11).
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Patient participation promotes self-management (Sect. 5.12).
Patient empowerment enhances self-management, increasing the participation 

and individual responsibility for lifestyle and health behavior (Sect. 5.13).
Shared decision-making is an interpersonal process in which health care pro-

vider and patient work together to achieve health-related decisions (Sect. 5.14).
Effective self-management is reflected in: relevant decisions, health behaviors, 

dealing with symptoms, self-regulated behavior and well-being, and a strong sup-
port group (Sect. 5.15).

With intervention mapping you develop, step by step, based on evidence, a health 
intervention to optimize self-management targeting a specific patient group (Sect. 
5.16). In intervention mapping step 1, you analyze the health problem (Sect. 5.15.1).

In intervention mapping step 2, you state the objectives of the self-management 
intervention (Sect. 5.15.2).

In intervention mapping step 3, you select your methods and theories for chang-
ing behavioral determinants, intention, and self-management behavior. The phase of 
life of the patient is important (Sect. 5.15.3).

The purpose of intervention mapping step 4 is to the design a specific self-man-
agement intervention.

Section 5.16 describes the Model Supporting patient self-management; the train-
ing in this section is to support patients in improving their self-management and 
lifestyle behavior.

Motivational interviewing seeks to increase the intrinsic motivation by the patient 
aware of choosing the desired (self-management) behavior (Sect. 5.17).

Stages of change is another model (Sect. 5.18).
The Patient Participation Model gives an insight into how to improve self- management 

in the patient’s treatment process and consists of five stages (Sect. 5.19).
With the 5a’s construct you can promote self-management when the patient has 

(chronic) health problems (Sect. 5.20). By using the Ask-Tell-Ask method better 
information can be given (Sect. 5.21).

Social relationships can promote self-management and behavioral change in the 
patient, or undermine it. Social relationships should be supported in the health care 
plan (Sect. 5.22).

Informed consent regulates the duty of information and requirement for permis-
sion (Sect. 5.23).

eHealth can positively influence self-management support; it improves patient 
empowerment and patient participation (Sect. 5.24).

In intervention mapping step 5, you create an implementation plan. The informa-
tion message is more effective when it focuses on the needs of the patient and lets 
him participate (Sect. 5.25).

Coordination and continuity of information are important for patients (Sect. 5.26).
In intervention mapping step 6, you write the evaluation plan, with its own effec-

tiveness, health behavior, attitudes, and health status as indicators for the effective-
ness of an intervention (Sect. 5.27).

Finally, there is separate training to use in promoting self-management (Sect. 
5.28).

5 Patient Education and Improving Patients’ Self-Management
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After a consultation, nursing professionals may expect a patient to automatically 
follow up the recommended lifestyle changes and health instructions. This is based 
on the assumption of the nursing professionals that the patient wants to have the 
lifestyle and health advice, but also has the capacity to follow them up. If health care 
professionals provide recommendations and instructions and the patient does not 
follow them up, it is inefficient and ineffective. The conflict arises because nursing 
professionals assume that their opinions will be followed up, whereas improving 
self-management requires the use of a communication process, developing a rela-
tionship; that information can be exchanged, shared decision-making is key, and 
optimizing self-management is the ultimate goal.

Patient education and promoting self-management of the patient, is not simply 
informing the patient. It is also more than repeating the explanation you have given 
to the patient or the awarding of a glossy brochure. Patient education and promoting 
self-management involve entering into a cooperation process with the patient in 
which there is mutual participation. This requires the education and communication 
process-oriented clinical skills of nursing professionals. Patient education and pro-
moting self-management starts by exploring the specific educational needs of the 
patient. Patient education and promoting self-management is about individualizing 
the lifestyle and/or health advice, and about providing coaching and support tailored 
to the unique patient situation. Patient education and promoting self-management is 
also about follow-up and assessing if the nursing professional’s intervention was 
effective.

Nursing professionals can provide patient education and promote self- 
management as part of their already full schedule using efficient and effective 
implementation. Patient education and promoting self-management of the patient 
would need to have a place in every interaction with the patient, as an organized and 
structured part of patient contact. The effectiveness of nursing care is greater if the 
self-management of the patient increases (Falvo 2004). In the past, patients were 
supposed to take on a passive role if they came into contact with health care. Hospital 
admissions were long, long-term nursing care was offered during the recovery pro-
cess, and the patient’s expectations of the self-care were relatively simple and lim-
ited. However, according to the increase in the number of people who survive acute 
health problems and the increase in the number of people with chronic health prob-
lems, treatment and recording time are drastically shortened. At home again, the 
patient should be able to deal with a complex health situation and recover further.

In this chapter, we report that patient education and promoting self-management 
by nursing professionals has many important aspects, including the relationship 
with disease prevention (Sect. 5.1) and barriers to promoting self-management 
(Sect. 5.2). Important effects of promoting self-management are patient satisfaction 
(Sect. 5.3), concordance (Sect. 5.4), understanding and remembering (Sect. 5.5), the 
well-being of the patient (Sect. 5.6), patient participation (Sect. 5.7), shared 
decision- making (Sect. 5.8), and effective self-management (Sect. 5.9). The impor-
tance of intervention mapping for promoting self-management is underlined in 
Sect. 5.10. In Sect. 5.11 we describe the ins and outs of promoting self-management 
behavior. In this chapter, we also go into different models such as motivational 
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interviewing and internships or changes (Sects. 5.12 and 5.13) and the 5as and Ask- 
Tell- Ask (Sect. 5.15). In Sect. 5.14, we give specific attention to self-management 
behavior in chronic and significant health problems and in Sect. 5.16 to the support 
of the social environment. The importance of informed consent is discussed in Sect. 
5.17, eHealth in Sect. 5.18. In Sects. 5.19–5.22 we return to intervention mapping 
because of the important role of this model (planning and performing) in self- 
management interventions by nursing professionals. This chapter concludes with a 
separate training exercise to be used in promoting self-management of the patient.

5.1  Disease Prevention, Patient Education, 
and Self-Management

To prevent disease, it is important to promote lifestyle and behavioral changes 
that are beneficial to the patient. By implementing these lifestyle and behavior 
changes, the patient is able to better cope with his health problem, and optimize his 
health within the opportunities available. The goal of disease prevention is to pre-
vent health problems, but, if the health problem is already present, the patient should 
learn to deal with restrictions related to a further decline in health. For nursing pro-
fessionals, disease prevention is about optimizing the health of the patient within 
given constraints. Disease prevention is closely related to patient education. Patient 
education can contribute to disease prevention, because education can motivate the 
patient to start behaving themselves in a healthier way. It can contribute to disease 
prevention, because the patient can be motivated toward self-management. Patient 
education is a restructuring of health promotion and health education, in that the 
theoretical backgrounds of health promotion and health education can be used for 
patient education. The relationship among disease prevention, health education, 
patient education, and psycho-education is schematically shown in Fig. 5.1. A suc-
cinct description of patient education is: “the process or influencing patient behav-
ior and producing the changes in knowledge, attitudes and skills necessary to 
maintain or improve health” (Falvo 2004).

What is patient education? Patient education can be defined as a systematic pro-
cess with targeted goals that are formulated in consultation with the patient, to 
change lifestyle and behavior in such a way that a positive effect on the health 

Disease prevention:
Prevent health problems, but if the health problem is already present, learn 

to deal with restrictions related to a further deterioration in health.
Patient education:

Planned process with targeted goals that are formulated in consultation 
with the patient, to change lifestyle and behavior with a favorable effect on the 
health problem and the patient’s self-management.

Patient education does not just mean patient information.

5 Patient Education and Improving Patients’ Self-Management
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problem and self-management of the patient may be expected (from Damoiseaux 
1988). Self-management contributes to patient education, because by implementing 
patient education, self-management of the patient can be optimized (Bodenheimer 
2002 in: Coster and Norman 2009).

Patient education is an integral part of systematic nursing professional care. In 
nursing care, the target-oriented change in social–cognitive determinants, intention, 
and behavior enables the patient to change his lifestyle and (health) behavior and 
improve his self-management. When nursing professionals determine in consulta-
tion together with the patient what the desirable changes are, the patient can change, 
which can have a beneficial effect on self-management and on the health status of 
the patient. Using patient education, as a nursing professional, you always start 
from the individual patient situation and the fact that the patient has the right to be 
well informed. The patient should be able to make informed decisions on matters 
associated with his health problem and health. Also, you should enable the patient 
to optimize his self-management, so that his health improves and his quality of life 
increases.

In an era where lots of information is available and where many different sources 
of information are available, people receive a lot of information about health, mostly 
general information. In health care, many health professionals including nursing 
professionals expend a lot of effort in informing the patient about all kinds of aspects 
of disease and about self-management. However, patient education is not only about 
informing the patient. Informing the patient rarely leads to lifestyle and behavioral 
changes, information will not “create” patients implementing optimal self- 
management. Thus, patient education and improving self-management is not only 
about giving information, but also about communicating with the patient, assessing 
his needs and wishes, developing an open relationship in which it is common to 
exchange information and feelings, and speak freely, decisions can be shared and 
compliments and complaints can be talked about.

Prevention

Disease prevention

Patient education &
self-management

System, plan-based,
targeted health education

Fig. 5.1 Patient education in relation to prevention and health education

5.1 Disease Prevention, Patient Education, and Self-Management
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What is patient coaching? Patient coaching is about initiating lifestyle and 
behavior changes and promoting self-management of the patient, not by giving 
information to the patient, but by starting a coaching process. To initiate lifestyle 
and behavioral changes and to promote self-management, patient coaching is more 
useful than patient information. With the aim of putting patients in control, you can 
promote well-being by improving the patient’s self-management.

What do patients want with regard to patient education? “Patients want to be 
taken seriously, want good explanations and information. They don’t want to tell the 
same story to each new healthcare provider. And they want to be able to make deci-
sions together about their care and treatment” (Delnoij 2012).

5.2  Self-Management

Self-management is the individual capacity of the patient to handle his health 
problem, the symptoms and the physical and psychosocial consequences of his 
health problem, and to make lifestyle changes inherent to having the health 
problem (Barlow 2002). Self-management behavior is complex behavior. The 
patient should monitor his own state of health, should signal signs and symp-
toms and respond to improvements in well-being and quality of life. Nursing 
professionals should facilitate and support the self-management of the patient. 
Often, nursing professionals should also have to involve the people in the social 
network that can support the patient in his own management. Promoting and 
supporting self-management is now a standard part of nursing care. Promoting 
the self-management of the patient is the foundation of each nursing interven-
tion to put patients in control of their health situation and to promote well-being 
(Parchman et al. 2003).

 C Self-management is about how patients can handle their own health 
and improve their self-management behavior within their personal 
opportunities.

Self-management: the foundation of each (nursing) intervention to put patients 
in control of their health situation and to promote well-being.

Self-management is about:

• Handling symptoms of the disease
• Handling medication and side-effects
• Monitoring and handling the health situation
• Handling negative emotions related to the health problem
• Being the director of their own treatment and care process

For self-management, self-correcting behavior is needed.

5 Patient Education and Improving Patients’ Self-Management
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What kind of behaviors are linked to self-management for (chronic) patients? 
To have more control over his health situation, a number of the patient’s behaviors 
are connected to self-management (Ryan 2009). First, a patient with a chronic 
health problem changes his behavior to handle the symptoms related to the chronic 
condition, for example, symptoms such as coping with pain, fatigue, and short-
ness of breath. Second, a patient with a chronic health problem should manage his 
medication, both for prescription medications, and (if necessary) manage over-
the-counter medicines. For example, the patient must recognize and deal with side 
effects of medication use, report any unintended effects of medication, and report 
if the medication has not the desired effect. Third, the patient with a chronic health 
problem should monitor his health and take decisions based on this monitoring. 
For example, the patient should monitor blood glucose levels and target certain 
values in the blood using medication. Or, he should monitor his body weight and 
targeted action if his weight is increasing or decreasing. Fourth, the patient with a 
chronic health problem should cope with negative emotions and despite his health 
situation continue to carry out his social and societal roles. Finally, the patient 
should direct his own treatment and care process with regard to his chronic health 
problem (VWS 2011).

Does self-management focus on symptom management or on learning to live 
with the health problem? A review revealed a difference in focus in different self- 
management interventions (Coster and Norman 2009). In patients with asthma, dia-
betes, epilepsy, and bipolar disorders, the focus was on symptom management, such 
as monitoring air flow or blood glucose. In these interventions, the focus was learn-
ing strategies based on action plans to identify symptoms and to prevent or limit 
negative effects. These self-management interventions have direct visible effects on 
the health of the patients. Also, knowledge was improved. In patients with arthritis, 
back pain, cerebrovascular accident, and eczema, the focus was on the psychosocial 
problems of the patient and how to live well with the health problem. These self- 
management interventions were shown to be less effective, and the long-term effects 
were unclear (Coster and Norman 2009).

Is self-correcting behavior important in the case of self-management? Self- 
management asks the patient for self-correcting behavior, which is not easy. This 
self-correcting behavior is described as: “watch, discover, think and act!” (Kok and 
Schaalma 2004). For self-management, the patient should monitor one or more 
aspects of his health problem, for example, his blood glucose levels. These aspects 
of the health problem are a constant concern for the patient. Second, for self- 
management the patient evaluates these aspects of his health. The patient compares 
his own observation data with normal values, or the patient analyzes the cause of the 
problem. The patient tries to discover if, for example, his blood glucose level differs 
compared with the values he wants his blood glucose to have, and thinks about how 
he can handle the situation. Third, the patient should act. The patient should respond 
to his findings by deploying a behavioral correction of the aspects associated with 
the health problem. The patient considers and plans the solution, and performs the 
intent to the desired behavior. Self-management is about more than putting these 
steps into motion, and this underlines the complexity of self-management (Kok and 

5.2 Self-Management
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Schaalma 2004). Most patients with chronic health problems should manage their 
health problem daily. Often, these patients and the people in their social network are 
not prepared for this responsibility. This can cause patients to have to go to a hospi-
tal, the desired outcomes of care are not achieved, and a pressure persists on primary 
health care. These are all indicators that the self-management of the patient does not 
reach the desired level (Ryan 2009). Successful self-management has important 
benefits not only for the patient himself, but also for the health care system and 
society as a whole.

5.3  Chronic Care Model

The chronic care model (Fig. 5.2) is aimed at offering chronic care in a good way 
(Wagner et al. 1996). In the chronic care model, self-management is important. The 
model gives attention to stimulating and supporting patients with chronic health 
problems and their families to manage the health problem in daily life. Huiben 
(2011) describes self-management as the individual ability to handle symptoms, 
treatment, physical and social consequences, and lifestyle changes inherent to living 
with a chronic condition.

In the chronic care model, the contact between the patient and the healthcare 
provider is central. With self-management, the patient is the director of his own 
treatment and care process. The patient learns to deal properly with his health prob-
lem and to get support from health care providers or people from his social network. 
The health care provider is a fixed point of contact for the patient and coordinates 
the care around the patient’s self-management. The health care provider devotes 

Community resources
and policies

Self-management
support

Delivery
system
design

Productive

Interactions

Prepared proactive practice team

Improved outcomes

Informed, activated patient

Decision
support

Clinical
information
systems

Health systems

Fig. 5.2 Chronic care model (Wagner et al. 1996)
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more attention to both the health problem of the patient and to health promotion and 
the consequences of the health problem for the quality of life.

For healthcare providers, the chronic care model means that patients are not only 
informed and guided, but that behavioral change and promotion of self- management 
should be a part of this. All healthcare professionals play a role in supporting the 
self-management of the patient. Health care professionals should work together in 
integrated care; this means continuous care in which the parts are well-tuned. The 
health care provider is supported in his decisions by guidelines and protocols that 
are evidence-based. In addition, there is a clinical decision support information sys-
tem, in which patient data are collected and made accessible to health care providers 
and to the patient. The way in which a (multidisciplinary) team works together is 
changing. The society can make a profit out of this different method of self- 
management support, because it improves the quality of life of people with chronic 
health problems.

The chronic care model provides the interaction between the informed and acti-
vated patient and a prepared and proactive team of health care providers, combined 
with a health care system embedded in society. In the health care system, attention 
should be directed at self-management, the care process, decision-making, and clin-
ical information systems. In the Chronic Care Model, productive interactions should 
result in improved outcomes.

5.4  Stepped Care

Stepped-care is a self-management approach. In stepped-care patients with chronic 
health problems are conceptualized at different levels, depending on the severity of 
the health problem and the complexity of care and treatment (Fig. 5.3). This ranges 
from people not identified or not seeking treatment, approximately 60% of the prev-
alent population, to people with more complex needs, approximately 5% of the 
prevalent population.

On the upper step of the pyramid, patients have complex health problems and 
they need complex care and treatment. For self-management, these patients need 
targeted self-management support, a patient-specific self-management plan, case 
management, and a multitude of methods to promote self-management. The self- 
management support is aimed at dealing with treatment, symptoms, medication, 
and behavioral changes that are desired so that the patient can cope well with the 
health problem, but also expands on a healthy lifestyle. On the third step of the pyra-
mid, people need self-management support, using high-intensity interventions. The 
third level is about 6% of the prevalent population. On the second step in the pyra-
mid, patients with a chronic health problem need mainstream care and treatment. 
These patients need to be supported in learning to run the desired self-management, 
in learning to deal with medication and expanding health and well-being. The sec-
ond step consists of about 9% of the population. On the first step in the pyramid, 
people need early identification of signs and symptoms and active monitoring or 
referral and this is about 20% of the prevalent population. At step 0 of the pyramid, 
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people are not (yet) identified as having a health problem or are (already) seeking 
treatment. The step 0 group is about 60% of the prevalent population. At any level 
in the pyramid, there may be patients with limited health skills.

5.5  Self-Management: Prerequisites

How can we make self-management effective? For effective self-management, the 
involvement of the patient is a prerequisite. In daily practice, patients vary in their 
involvement in self-management interventions. Some patients have little or no 
confidence in their own ability to self-manage their health problem, and are pas-
sive or see the medical treatment as the only effective way to treat their health 
problem. Other patients have a lot of confidence in their own ability to self-man-
age and energetically attempt to get started, ask for little support, and are autono-
mous in their self-management. It is important in patient education and when 
promoting self- management to take into account the differences that exist between 
patients.

An ever-increasing group of people are well informed and knowledgeable not 
only about all kinds of medical issues, but also around treatment and care. There is 
a growing medical interest of the patient. It is to be expected that patients in the 
future will make their needs known ever more clearly, will be more demanding, and 
will expect high-quality patient education and self-management support. Also, the 
development is already under way in which patients expect patient education and 
care to be evidence-based and effectiveness to be shown.

Step
4+

Less than 5% of
prevalent population

6% of prevalent population

9% of prevalent population

Up to 20% prevalent population

Over 60% prevalent population

More complex needs:

High intensity
interventions:

Low intensity
interventions:

Identification, active
monitoring or referral:

Not identified or not
seeking treatment:

Step 3

Step 2

Step 1

Step 0

Fig. 5.3 Stepped care and self-management
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The increased medical technology and new diagnostic possibilities underline the 
importance of good education. The stay in the clinic is getting shorter and the edu-
cation process is continued in the home situation. In the home, it can be easier to 
support social relations involved in the education and to learn behavioral changes 
that are needed for a longer period of time or that need to be sustained throughout 
life, such as in the case of chronic (psychiatric) health problems. These behavioral 
changes for improving self-management, can also be best taught as directly con-
necting to the patient’s living situation. Patient education will become more com-
mon, starting even before recording and treatment, because this increases the 
effectiveness. Before the patient will trust the lifestyle and the health advice of 
nursing professionals, he must have confidence in the nursing professionals them-
selves. This trust in the nursing professional is based on confidence in the experi-
ence of the nursing professional and the built-up trust in the relationship with the 
nursing professional.

For effective self-management, the patient: (1) should be able to monitor his own 
health status, and (2) should be able to make decisions based on signs and symp-
toms. The patient should learn these skills and incorporate the needed self- 
management behaviors so that he is able to cope well with his health problem. Also, 
the patient (3) should be able to deal with the consequences of the health problem, 
deal with negative emotions, so that he can continue to fulfill social roles. He should 
be able (4) to be the director of his own health and lifestyle, and finally the patient 
(5) should be able to deal with nursing professionals, other health care providers, 
and the health care system.

Patient-centered education leads to more satisfaction in patients. Patient-centered 
education has important accordance with effective patient education. Effective 
patient education should meet a number of conditions. A first condition is tailoring. 
By tailoring, we mean that the education must be “tailor-made,” that it must be 
tuned into the individual needs (social–cognitive determinants, intention, and 
behavior) of the individual patient. A second condition for patient-centered, effec-
tive patient education is individualization. Individualization means that there should 
be individual patient coaching in a direct contact between nursing professional and 
patient. A third condition for patient-centered, effective patient education is feed-
back and reward. The patient is given feedback by the nursing professional in accor-
dance with the extent to which the goals of self-management have been earned and 
he is rewarded if the desired (part) effect is reached. A fourth condition of patient- 
centered, effective patient education is facilitation. Facilitation means that the 

For self-management, involvement of the patient is a prerequisite.
Implementing patient education and improving self-management improve 

patient satisfaction.
Patient-centered, effective patient education needs: tailoring, individual-

ization, feedback and reward, facilitation, and participation.
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patient is able to stick to the lifestyle and behavioral change. And finally, a fifth 
condition for patient-centered, effective patient education should be that there is 
participation. If the patient is offered a clear share in the communication and is 
invited to participate, this increases the probability that the goals that the nursing 
professional has established together with the patient will be achieved (Green and 
Kreuter 2005).

5.6  Barriers in Promoting Patients’ Self-Management: 
Provision of Information

Barriers to promoting self-management that the patient encounters are concerned 
with the provision of information and the communication between the nursing pro-
fessional and the patient (Sect. 5.7). In the provision of information, important bar-
riers are: (1) the mutual exchange of information, (2) participation, (3) taking 
decisions, and (4) handling negative sides of lifestyle and health advice.

What is the importance of exchanging information between the patient and the 
health professional (1)? Bad information and bad patient education, such as the tim-
ing and manner of informing the patient, are major obstacles for the patient. For 
example, it turned out that cancer patients were not well-informed after receiving 
information, and this occurs even at an advanced stage of the (chronic) disease. 
Another example: patients with rheumatic diseases, even if they say that they are 
well informed, often turn out to have a strong need to discuss alternative forms of 
treatment and unanswered questions.

Patients who are hesitant to ask questions, often do not know what questions they 
should ask. Or patients know what they should be doing, but have been unable to 
implement this. Patients who need to undergo (cataract) surgery experience a lot of 
fear, when they hear the diagnosis and back home, during preparation for the sur-
gery in hospital, the day of the surgery, during the post-operative visits, and during 
follow-up visits after they come home again (Nijkamp et al. 2002).

In one study (Boot et al. 2005), patients were asked what the diagnosis of their 
health problem was. This study showed that 35% of asthmatics and 30% of the 
COPD patients could not tell the correct diagnosis. This study also showed that 
patients who had more knowledge about their health problem were less limited and 
had better self-management.

If the patient feels that he is not able to handle the situation, this is clearly related 
to both the quality of the information and to the preparation for treatment or when 

Barriers in promoting self-management – provision of information:

• Mutual exchange of information.
• Participation.
• Taking decisions.
• Handling negative sides of lifestyle and health advice.
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undergoing medical research. Informing and preparing the patient then often has a 
lack of systematic intent. The information is not sufficient based on the questions 
and needs of the patient, or there is not enough recognition that anxiety makes it 
impossible to record and process information (Breemhaar 1996).

Is this also true for patients who have cancer? Research showed that cancer 
patients want to hear all the available information about their health status, both the 
positive and the negative, but this was often not provided. This seems to arise from 
the wrong view of health care providers about their needs. The information needs 
of cancer patients are fulfilled in the period just before the medical treatment (diag-
nostic phase), during the treatment (in hospital and after discharge), and after treat-
ment (recovery, terminal stage) (Mesters et al. 2001). Greater information needs of 
the patient often appear to go together with anxious and depressed feelings; the 
reverse is also possible: that the patient who is informed, worries, but needs more 
information. Also, there may be a relationship between feelings of depression and 
anxiety and cognitive functioning of the patient. When there are feelings of anxiety 
and depression, the information may be less well processed by the patient (Mesters 
et al. 2001).

In a survey by McWilliam et al. (2000) about providing information to patients 
with breast cancer, it was shown that both the relationship and the provision of 
information were experienced in a positive way, if the patient felt that the contact 
was aimed at developing a collaborative relationship. The relationship and the pro-
vision of information were experienced in a negative way, if no cooperative rela-
tionship developed, if doctors offered false reassurance about the prognosis of 
cancer, if they gave badly timed information, and if they offered no hope for the 
future. The patients in this study felt more vulnerable in such a relationship and 
were unsure about the fact that they had no control over their health situation.

Patients became upset by the negative attitude of the health professional, if the 
attitude was not patient-oriented, if no specific information was given, when it was 
not possible to express feelings, when questions could not be asked, and when there 
was no space given to decide. Informing the patient at an incorrect, inconvenient 
time had a daunting effect. The same applied to an excess of information, or getting 
information without hope, or without a positive view of an improvement. Patients 
felt lonely and not supported; not capable of positioning their health problem in 
their lives. When patients experienced no control over their health situation, they 
searched for other health care providers to restore the balance. The feelings of vul-
nerability became stronger, when the professional frequently stressed that nothing 
was wrong or that it would all work out. Building a positive relationship and sharing 
information were undermined. This led to feelings of guilt and anger as the unfavor-
able diagnosis in retrospect was shown to be inevitable (McWilliam et al. 2000).

What is the importance of participation (2)? Having a positive interpersonal 
patient–health professional relationship is a condition for optimal care. The input of 
the communication should be formed by the combination of a patient-centered and 
professional-centered approach. The patient leads the communication on matters in 
which he is the expert, such as symptoms, concerns, and fears. The professional has 
her own expertise such as care, treatment, and details of the condition. In a positive 
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interpersonal relationship, the patient and the professional cooperate with each 
other because they each have their own expertise, and combined, the expertise gives 
a complete picture of the patient’s health problem. In such a positive interpersonal 
relationship, mutual participation can take place.

This exchange of information is necessary. For the patient, it is important to 
know, to understand, to be known, and to be understood. For example, the patient 
wants to know what is going on, wants to understand where the pain is coming 
from, wants his pain complaints to be taken seriously, and that there is understand-
ing of the influence of pain on his functioning. For the health care provider, it is 
important to make a diagnosis and treatment and care plan; the health care provider 
wants this to be evidence-based with the objective of delivering good-quality care.

Is it easy for health professionals to assess the information needs of the patient? 
In general, health care providers do not judge the information needs of a patient 
very well. Although most patients want as much relevant information as possible, 
this information need is often underestimated. More than 90% of patients with can-
cer perceive the need to receive all available information about the health problem, 
both good and bad news. Patients define their information needs in terms of per-
sonal relevant information. For example, will I completely recover? How much pain 
will I have? Health care providers access the information needs of patients as a need 
for objective information. Thus, they inform the patient about the type of health 
problem, the stage of the disease, and the type of treatment. Giving the patient 
objective, professional information gives the health care provider the feeling that he 
has informed the patient well. Receiving this objective information gives the patient 
the feeling that it is not about him personally, or that it is mainly about other patients, 
or that he has heard nothing new.

 C Are there limits to the active, participatory role for the patient’s self- 
management? Yes, there are limits, not every patient is able to actively 
manage his health problem and not every patient is able to handle his 
self-management as an “electing” consumer (Delnoij 2012).

Is it easy for patients to assess their own information needs? Many patients who 
visit a health professional have an existing opinion, or go with clearly formed ideas. 
Many patients acquire medical knowledge by talking to others, via the media, and 
the internet. It is no longer the case that health professionals gain the patient’s con-
fidence because they possess the authority in health information. From the patients’ 
viewpoint, health professionals are less frequently seen as the guardians of health 
and the solution to their health problems.

Patients need to be increasingly involved in care and treatment, and to have their 
own decisive role to play. The patient visits the health professional with an idea of 
what is wrong with his health, why this has happened, and what he expects of the 
health professional. Because the patient starts the consultation having clear expecta-
tions, tensions can soon arise during the consultation. These expectations of the patient 
may differ from what the health professional is picking up in the conversation. The 
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health professional may see other causes of the presented health problem, what the 
causes may be and what the “solution” is. Making this disclosure may not reflect what 
the patient has introduced. It is therefore important, to assess the patient’s “agenda” 
and to clarify this at the start of the consultation. By matching this, it is clear for both 
the patient and the health professional what the conversation will be about.

The symptoms reported by the patient should play a central role for the health 
professional in understanding the disease and associated behavior of the patient. 
Even if they have the same health problem and the same symptom pattern, patients 
all have different expectations of what is a desirable option for handling the prob-
lem. The skill of a health professional in giving information in a clear and concise 
way is important, but information alone is rarely sufficient. It is important to match 
the information to the self-reported symptoms and to the extent to which the patient 
understands his (health) problem. Although patients need to be well informed before 
they are able to follow the recommendations, the chance of them following up the 
recommendations is greater if this is based on personally relevant information. 
Contrary to what is often expected, it turns out that patients who are better informed 
experience fewer problems. Information, therefore, has positive effects, but the one- 
off provision of information has little effect as a rule. Health professionals should 
continue during successive consultations to check if the patient understands and 
interprets his individual health status correctly. Also, patients should be encouraged 
to ask questions: what do you think of my proposal? Is this a good idea? If it is 
unclear or are there other affairs that you would like to talk about (with regard to the 
health problem)? Can you tell in your own words what I just said? The consultation 
is based on mutual participation, if the personal information is relevant to the patient 
and the patient is invited to a play a participatory role.

 C True or not true? Compared with 30 years ago, are patients now much 
more assertive? “Contrary to expectations, patients are less active in 
communicating within the health care system, they present fewer 
questions, they talk less often and they talk less often about the issues 
that concern them.” (Bensing 2006 in Delnoij 2012)

Does the mutual participation model improve communication with patients? The 
starting point implementing the mutual participation model is the individual need of 
the patient. In this model attention is given to negotiating with regard to the health 
advice. How does this work? The patient has his own area of expertise; these are his 
psychosocial needs. The health professional has her own area of expertise: about 
nursing, medical knowledge, and psychosocial skills. By properly combining the 
areas of expertise, the route can be negotiated to get started with the health problem. 
In joint consultation, the patient determines together with the nursing professional 
how he should approach the health problem. If the route to approaching the health 
problem to go is provided, the patient should learn to follow the lifestyle and health 
advice. If a patient does not understand why he is supposed to follow lifestyle or 
health advice, he is not able to learn to follow those recommendations. This may be 
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the case if the health professional has no insight into the problems and if the patient 
experiences barriers following lifestyle and health advice.

The mutual participation model does not diminish the responsibility of the health 
professional, but the model simply changes the focus of that responsibility. If the 
patient’s responsibility is highlighted too heavily by the nursing professional, then 
this has the opposite effect. This will give the patient the feeling that he stands 
alone. If a patient has the feeling he stands alone, he finds the experience of the 
health professional of little value and there is a chance that he will stop the 
treatment.

What is the importance of making decisions together, the patient and the health 
professional (3)? One of the goals of communication between the patient and the 
nursing professional is to make decisions about care and treatment (see Sect. 5.23 
Informed consent). Not every patient likes to be involved in making decisions that 
are strongly linked to care and treatment. The reason for this is that the patient feels 
responsible for the treatment results. Above all, if the disease returns, the patient 
might feel that he had made the wrong choice.

What is the importance of negative consequences in making decisions (4)? The 
same is true but to a lesser extent with regard to making decisions about whether 
to follow up lifestyle and health advice. Making a decision may mean for the 
patient that he accepts the negative consequences in the short term to reach the 
long-term goals. However, in some cases, the consequences in the short-term 
weigh so heavy, that it seems to be impossible to reach the long-term goals. The 
immediate results may also be not enough for the patient to continue motivating 
his decision. This is the case, for example, if the patient experiences side effects 
of treatment.

Patients can respond in a number of ways, depending on the consequences that 
following lifestyle and health opinions have (Falvo 2004). First, the patient may 
ignore the health advice and maintain the current (undesirable) behavior pat-
tern, regardless of the consequences for his health and well-being. Second, the 
patient may give the nursing professional the impression that he has decided to 
follow (part of) the health advice, but does not do this. Often along with excuse 
behavior. For example: my partner no longer reminds me to use my medicines, 
or; I am to busy. Third, the patient may also adopt a passive role and take over 
the health advice without asking questions. By doing this, the patient puts the 
decision entirely in the hands of the nursing professional and he is confident that 
it is good advice. Fourth, the patient may balance the pros and cons and based 
on this decides whether to follow the precepts. In this case, the patient searches 
for additional information or examination, sometimes a second opinion, and 
bases his decision on the information collected. This pattern of decision-making 
by weighing up the pros and cons and information collection probably leads to 
the best decisions. Finally, the patient may perceive the health advice as threat-
ening or as an impossible experience, that the opposite opinion is going to work. 
You will find that the patient often starts to actively seek other solutions to its 
problems.
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5.7  Barriers in Promoting Patients’ Self-Management: 
Communication Between the Patient and the Nursing 
Professional

In addition to the provision of information, specific communicative behavior plays 
an important role in communicating between the nursing professional and the 
patient. Important barriers in promoting self-management are instrumental versus 
affective behavior (1), verbal and nonverbal behavior (2), privacy, sensitivity of 
information (3), and medical jargon (4).

What is the importance of instrumental and affective behavior (1)? Instrumental 
or task-oriented behavior is mainly cognitive in nature. Using instrumental or task- 
oriented behavior is directed at providing information, asking questions, discussing 
side effects or the side effects of treatment, and technical aspects of the health prob-
lem. This behavior is fairly business-like and consists of technical skills that are 
used to reach the solution of a problem. The behavior gives the nursing professional 
an “expert level.” Affective behavior is mainly emotional by nature and this belongs 
to the emotional domain. Affective behavior is about openness and honesty, show-
ing empathy and giving confirmation. It is empathic behavior and skills are used to 
develop a positive relationship with the patient and maintain the relationship.

In many cases, nursing professionals and doctors contribute 60% of the communica-
tion with the patient, the patient contributes 40% of the dialogue. Nursing professionals 
and doctors take up 25% of the dialogue by asking questions and 35% is filled with 
giving information and advice. Closed questions may be asked, especially in the assess-
ment phase. The extent to which the professional gives information is very much linked 
to the extent to which the patient asks questions. Women ask more questions and receive 
more information. Patients also seem bashful about asking questions. Possibly, a longer 
lasting interaction between the professional and the patient is necessary to allow infor-
mation needs to evolve. Patients who ask many questions, express their concerns, and 
are fearful receive more information than patients in whom this is not the case. Topics 
that have a relationship with the emotional state of the patient are least discussed.

 C Different types of patients, or not? Some patients focus on outcomes, 
on the effects of the care, and for that reason go to another healthcare 
provider. Some patients focus on trust and a good healthcare provider–
patient relationship. If people get sick and dependent, they fall back on 
trust rather than on outcomes (Groenewoud 2008 in: Delnoij 2012).

Barriers to promoting self-management – communication:

• Instrumental and affective behavior.
• Verbal behavior versus nonverbal behavior.
• Privacy, sensitivity of information.
• Medical jargon.
• Control.
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 C This is also true for young, relatively highly educated and empowered 
patients (Van Empel 2011 in Delnoij 2012).

If the nursing professional shows nervous excitement, is tense, or shows little 
self-confidence while informing, this may cause the patient not to take the informa-
tion seriously or place question marks as regards the accuracy of the information. 
Informing the patient in a non-interested, routine way, can also have negative effects. 
The patient may perceive this as disinterest or conclude that his specific problems 
and concerns are not covered by the story. Patients may see the relationship as being 
less valuable, or get demotivated about implementing the recommendations. In 
addition, the patient may see it as his own responsibility to change the recommenda-
tions so that they are more appropriate to his own needs.

What is the importance of verbal versus nonverbal behavior (2)? In addition to 
instrumental versus affective behavior, verbal versus nonverbal behavior is an 
important element of communicative behavior. The verbal behavior of the patient 
may facilitate self-management, and inviting the patient to participate actively in the 
communication has a positive effect on the patient’s self-management. Asking open 
questions can promote cooperation between the nursing professional and patient. 
For example: “Can you tell me what you understand about your condition/disease/
problem? Can you tell me how you feel now that I have told you this?” In addition, 
reflective statements made by the nursing professional encourage the patient to con-
tinue to participate in the communication. For example: “Now we have discussed 
that it would be a good idea if you could start moving more, how would you describe 
this motion advice?” Finally, confrontational statements can also make a positive 
contribution to the communication. It is possible that the patient may not be aware 
of certain verbal or nonverbal expressions. The nursing professional may then say 
for example: “Now I hear you say that you are willing to go and move more, but is 
it true that I see that you are still uncomfortable with it?” Naming of verbal and 
nonverbal expressions by the nursing professional can facilitate the communication 
process and improve self-management.

The patient is very sensitive to the nonverbal communication of the health care 
professional. The nonverbal behavior of the professional delivers unintended mes-
sages “to pass through” to the patient. The patient pays attention to inconsistencies 
between the verbal behavior of the professional (what is said) and the nonverbal 
communication. Fifty-five percent of the nonverbal behavior of the professional 
consists of visual elements, such as eye contact and body posture. Twenty-five 
percent of the nonverbal behavior of the professional is transmitted by the intona-
tion of the voice. Approximately 7% of the emotional communication is expressed 
verbally by the professional. The professional’s hastiness or inability to make eye 
contact may be interpreted by the patient as disinterest. The nonverbal behavior 
brings about in a subtle way the beliefs and emotions of the nursing professional to 
the patient.

The patient’s nonverbal behavior gives an indication of his emotional state, any 
discomfort, or simply the need to receive more information. The nursing profes-
sional may be paying attention to the patient’s nonverbal expressions, and may 
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determine more accurately whether her interpretation of the patient’s verbal behav-
ior is correct. If there seems to be a discrepancy between the patient’s verbal and 
nonverbal behavior, the nursing professional would need to collect further informa-
tion to correctly interpret the patient’s message. When the patient’s verbal and non-
verbal communication are in sync, then this is an indication that there is progress in 
the communication. If the discrepancy between the verbal and nonverbal behavior 
is not resolved, or if the interpretation of the nonverbal behavior is not checked, this 
can have a significant impact on the working relationship and the ultimate effective-
ness of self-management.

What is the importance of privacy (3)? The privacy sensitivity of information is 
also an element that affects communication. It is often inevitable for nursing profes-
sionals to ask their patients personal and intimate questions, but this may be highly 
problematic for the patient. The threat to privacy is not only in providing an insight 
into personal, intimate feelings and fears, but also physical exposure, as is necessary 
in many medical and nursing situations.

What is the importance of medical jargon (4)? An element that also affects the 
communication is the use of language by the nursing professional and the patient. 
Nursing professionals use both technical jargon as everyday parlance and exchange 
the two forms. Patients tend to be less or not familiar with medical terms and techni-
cal jargon, and this can pose a problem for the patient. Communication may become 
complicated if medical terms are not or only partly understood, or when the patient 
uses medical language to join the professional and does not (exactly) know what it 
means. As a nursing professional, you can avoid using technical jargon and techni-
cal medical language, but another solution is more obvious. In promoting self- 
management, it may be important for the patient to learn important medical terms. 
It would be better if health professionals were to give lifestyle or health advice in 
layman’s terms and supplement this by using technical jargon. If you speak only in 
layman’s terms, the patient may perceive this as paternalistic communication. By 
only using layman’s terms, you as a nursing professional also inadvertently com-
municate that patients with a lower level of education would not be able to under-
stand the different statements about their state of health. This assumption is 
incorrect. Also, it is incorrect to assume that more highly educated people can 
understand medical terminology. Misunderstandings can be prevented by clarifying 
and explaining medical terms, which can be simplified by using analogies, for 
example, the heart as a pump.

How important is it to be in control (5)? The extent to which the health care 
provider or the patient has control over the conversation affects the communicative 
behavior. When the nursing professional has a lot of control over the conversation 
as they ask a lot of questions and interrupt the patient, the patient experiences the 
professional as being dominant; the nursing professional decides what is best for the 
patient. The opposite takes place in the patient-centered relationship, in which there 
is more equality. The patient has more control over the conversation if he has more 
knowledge about his own health problem, by his understanding of his medical prob-
lems, about side effects, by his sense of control over uncertainties; the nursing pro-
fessional will be in control of the medical information.
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 C Patient satisfaction and patient-centered relationship. A review showed 
that in patients who had suffered a stroke, by consultations that asked 
about the active involvement of the patient, the cerebrovascular 
accident-related knowledge was increased, depressive symptoms were 
improved, and the patient satisfaction had increased (Smith et al. 2008 in: 
Coster and Norman 2009).

5.8  Effects of Promoting Self-Management: Patient 
Satisfaction

Promoting the patient’s self-management is of central importance in nursing care, 
and barriers in communication are shown in information and communication. But 
what is effective communicative behavior of nursing professionals and what results 
or patient outcomes can be achieved? Important patient outcomes or effects of the 
promotion and support of patients’ self-management are that nursing professionals 
can improve patient satisfaction, improve concordance and handle noncompliance, 
improve patients’ understanding and remembering, improve patients’ well-being, 
and very importantly, improve shared decision-making and the self-management 
behavior of the patient.

Patient satisfaction is an important result of promoting and supporting patients’ 
self-management. Communication is shown to be the least satisfying aspect of the 
encounter between the nursing professional and the patient, and about a third of 
patients are unhappy about the communication.

Patient satisfaction is strongly influenced by the positive affective, nonverbal 
behavior of the nursing professional. Positive affective, nonverbal behavior is 
making eye contact with and showing an interest in the patient, in his health 
problem, and in his social conditions and circumstances. The outcome is also 
influenced by the positive verbal behavior of the nursing professional. Positive 

Effects of promoting self-management:

• Self-management improves: patient satisfaction; concordance; the under-
standing and remembering; patient well-being; shared decision-making; 
and improved self-management.

Effects of promoting self-management – patient satisfaction:
Necessary for promoting and supporting self-management of the patient 

are: positive affective, nonverbal behavior and positive verbal behavior.
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verbal behavior is using the (first) name of the patient, to create an atmosphere 
of privacy, to sit down with each other as you speak, and by not interrupting the 
patient, discussing the prospects with regard to the treatment and the potential 
for dismissal. All these factors are positively related to the patient’s 
satisfaction.

Forty percent of patients have low patient satisfaction and important causes of 
this are in underestimating their information and education needs and showing 
dominant behavior by the health care provider in communication. For example, the 
satisfaction of cancer patients and the degree to which they assess their quality of 
life can be predicted from the affective relationship with their health care profes-
sional (Ong et al. 2000). This means that an unfavorable affective relationship has 
an adverse effect on patient satisfaction and quality of life.

 C Self-regulation 1. Patients with chronic health problems regulate their 
own drug use. It is not that they are not following health advice, but they 
adapt the medication use so that it fits well with their self-image and 
lifestyle (Marks et al. 2005).

 C Brighter image? Even if patients indicate that they do not use all their 
medication, does this correspond to their actual intake? No, patients 
overestimate their medication intake. But also, even part adherence may 
improve their health situation.

 C Six patterns of medication use can be distinguished for patients with 
chronic health problems: 1 out of 6 patients is a close approximation to 
“perfect adherence” and they use all their medication. 1out of 6 patients 
takes all the medication as agreed, but with irregular timing. 1 out of 6 
misses a single dose during the day and the timing is sometimes incorrect. 
1 out of 6 patients take “drug holidays” 3–14 times a year. 1 out of 6 
patients take a “drug holiday” monthly or even more frequently. Finally, 1 
out of 6 patients takes little or no medication, but gives the impression 
that their intake is correct as agreed (Budenz 2009).

 C Is it easy to determine medication use? Most patients with glaucoma 
overestimate the degree to which they take medicines as agreed and 
care providers are not able to determine which patients do and which do 
not to stick to the appointments (Budenz 2009).

5.9  Effects of Promoting Self-Management: Concordance

Effects of promoting self-management – concordance:
Compliance and noncompliance.
Adherence and nonadherence.
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To promote and support the patient’s self-management, nursing professionals 
give lifestyle and health advice. The assumption here is that if the patient follows 
the lifestyle or health advice, self-management is enhanced and the patient is better 
able to deal with his health problem. However, many patients do not follow lifestyle 
and health advice. In the past, common terms for not following lifestyle and health 
advice and specifically for not taking prescription medicines was therapy infidelity 
or noncompliance. These terms have been replaced by nonadherence, but this does 
not cover the concept fully either.

What problems are meant by the concepts of therapy infidelity, noncompliance, 
and nonadherence? The issues may be different, for example, taking painkillers for 
a reason other than for which it is intended, taking it a higher or lower dose, not 
complying with the maximum duration of use, or not taking the medicine at all. In 
principle, the terms therapy infidelity, noncompliance, and nonadherence apply to 
all medical and nursing instructions, advice, recommendations, etc. A patient is 
called compliant, when that patient “follows up” recommendations, opinions, and 
instructions.

The extent to which patients are noncompliant or nonadherent is unclear, but 
a review (Falvo 2004) shows that this is somewhere between 50 and 75%. 
Regarding drug use, it is known that 60% of patients cannot identify their own 
medication, 30–50% ignore or do not follow-up instructions, 14–21% do not 
adhere to the advice, and 12–20% take medication that has been prescribed to 
others. About 50% of the medication that is prescribed to patients with chronic 
health problems is not taken in accordance with directions and this has negative 
health effects, leading to hospitalization and an increase in morbidity and mortal-
ity (Viswanathan et al. 2012). This systematic review showed that the self-man-
agement around asthma medication and the case management around depression 
need attention.

Patient compliance is higher in short-term care and treatment than in long-
term care and treatment, and is more difficult if it is a chronic health problem, if 
lifestyle changes are desired, and if the treatment is complex, far-reaching, and 
inconvenient. The reasons for therapy infidelity are simply forgetting, changes 
in the daily routine, depression, uncertainty about the effectiveness of the treat-
ment, lack of knowledge about the consequences of therapy infidelity, complex-
ity, little social support, economic problems, and side effects (Lerman 2005). 
Health and lifestyle advice is often complex, and even though these recommen-
dations come from guidelines, many patients are unable to form long-term 
opinions.

Socio-demographic characteristics of patients, such as education and age, are not 
the cause of therapy infidelity. According to Marks et al. (2005), most patients do 
not completely follow specific medical or health-oriented advice. Patient compli-
ance is a dynamic process and the patient does not exhibit the same degree of adher-
ence every day (Lerman 2005). Simplifying health and lifestyle advice can favorably 
affect patient compliance. Also, as side effects or negative effects are limited, this 
has a beneficial effect on the patient’s compliance.

5 Patient Education and Improving Patients’ Self-Management



163

What is concordance? Concordance is a relatively new concept that indicates 
that there is agreement between the nursing professional and the patient about how 
the lifestyle or health advice is going to be carried out by the patient. Concordance 
is based on the concept of shared decision-making and includes a joint discussion 
about the advantages and disadvantages of the lifestyle or health advice, looking at 
what it means for the patients’ social opinion and social conditions, and see what 
kind of skills are needed. To promote the patient’s self-management, the patient is 
invited to participate and to take an active role. Concordance calls for the drafting 
of a plan in which the nursing professional and the patient agree what, how, and 
when the lifestyle or health advice is going to be carried out. For example, drug x is 
taken at breakfast time with water, except if the patient does sports in the morning, 
medicine x is taken for lunch with water. The plan, drawn up in consultation, should 
be the result of a shared decision-making process (Elwyn et al. 2003). There is con-
cordance if the patient together with the nursing professional made the arrangement 
and in a plan, they have stated what he is going to do; if the patient fails to fulfill his 
appointments with the nursing professional, this is called nonconcordance.

 C Self-regulation 2. Patients with chronic health problems are aware of 
the benefits that good medicine use offers, but it also reminds them that 
they have a health problem. By reducing their drug use, they get the 
feeling that they are getting better (Marks et al. 2005).

 C For the self-management of patients with asthma: patients who have 
their asthma symptoms monitored and have learned how to administer their 
medication accordingly, achieve the same results as doctors. The patients 
remain under regular control (Powel and Gibson 2002 in: Coster and Norman 
2009). This combination of monitoring and medication matching is also 
effective in children (Wolf 2002 in: Coster and Norman 2009).

 C Compliance. Of patients with insulin-dependent diabetes, 65% are adherent 
and follow the recommendation on insulin use; 35% are non-adherent, skip 
insulin doses, and use lower doses than recommended (Lerman 2005).

Concordance is if the patient together with the nursing professional makes 
arrangements regarding self-management and draws up a plan of what he is 
(or is not) going to do. It is a shared decision-making process.

Nonconcordance is when the patient fails to fulfill his appointments with 
the nursing professional.

Nonconcordance, characteristics:

• Patient characteristics.
• Characteristics of the health problem.
• Social characteristics.
• Characteristics of the treatment.
• Characteristics of the context of the health care and control.
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First, nonconcordance may be about not respecting agreements. Medical prob-
lems that could be easily solved can be made worse by the lack of early medical 
intervention or follow-up appointments. Absence of respect for agreements can 
obstruct the continuation of care and treatment. Medical problems can worsen and 
lead to complications or other or more serious health problems, for example, in the 
case of anti-hypertensives, it can lead to unnecessary complications and premature 
mortality.

Second, nonconcordance may also be about the non-adherence to lifestyle and 
health advice, whereas it is in fact an important part of treatment. Lifestyle and 
health advice are among the most difficult to follow up of the recommendations for 
self-management, but not following lifestyle and health advice can have serious 
consequences. For example, monitoring the advice to move more intensively has a 
beneficial effect on the blood sugar levels and improves insulin health in the body.

Third, nonconcordance may be about not following aspects of the treatment. For 
example, the non-use of related resources such as support stockings to support the 
blood circulation and fluid build-up in the legs, or irregularly changing bandages.

Finally, nonconcordance may be about not following advice on preventive health 
activities, for example, dental care.

Non-adherence to the desired lifestyle and health advice is a persistent problem. 
This not only has implications for the health of the patient, but also for the effective 
use of available resources. If a patient is being treated, but the lifestyle and health 
advice are not followed, this is an inefficient use of health care. Not following the 
lifestyle and health advice can result in a worsening of the patient’s health situation. 
It can also lead to complications and related illness or mortality. Self-management 
plays an important role in disease prevention. If patients with chronic health prob-
lems, such as heart problems and high blood pressure, do perform their self- 
management according to the lifestyle and health advice, this allows them to lead an 
active and productive life and this results in a decrease in morbidity. Health care 
professionals underestimate the extent of noncompliance; it can cause that patients 
to undergo unnecessary additional treatments and research, needless or unnecessar-
ily prescribed medication, or receiving more health and lifestyle advice.

5.9.1  Nonconcordance: Characteristics

Nursing professionals overestimate the extent to which patients adhere to the 
“agreed” recommendations, opinions, instructions, and rules of conduct. They may 
have an incorrect image of patients who are noncompliant. Nursing professionals 
often assume that these are the less well-educated patients and patients with a lower 
socio-economic status, but this assumption is not supported by research. There is no 
known connection between adherence and age, gender, social form, education level, 
the number of persons in the household or social class. But there is a connection 
with a number of social and personal characteristics.

Nonconcordance: is social support a characteristic? In general, patients who are 
noncompliant often have less or no social support and they live more socially 
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isolated compared with patients who are compliant. For example, in patients with 
diabetes it was found that following recommendations was associated with higher 
levels of social support. Patients coming from less stable families follow opinions 
less often. Also, emotional instability or mental health problems have an impact on 
therapy infidelity. If the proposed medication regime is keeping in with the views of 
the patient, he is more likely to use the medicines in accordance with recommenda-
tions. It has also been shown that lifestyle and health opinions are not as well 
adhered to if the advice has a greater impact on the habits of the patient, or on cer-
tain aspects of his life.

Nonconcordance: is the complexity of the recommendation a characteristic? It is 
clear from studies that the less complicated the lifestyle or health advice is, the 
greater the degree of compliance. If the patient needs to carry out different lifestyle- 
and health advice at the same time, this could pose problems for him. The more 
recommendations, acts or medications that are prescribed, the more unfavorable the 
effect is on the patient’s self-management. Self-management is also under pressure 
if it should be sustained over a long period of time. In addition to the number of 
recommendations and the length of the period, unpleasant side-effects of the recom-
mendation or the side-effects of a medicine can have an adverse impact on self- 
management. This results in the patient not performing the lifestyle and health 
recommendations and the desired (health) behavior does not continue. In addition, 
it may turn out that the change of behavior is so complex, so time consuming or 
unpleasant, that the patient quits.

 C Self-regulation 3. Patients with chronic health problems regulate their 
own drug use. Side-effects are a reason why the medication is not used in 
accordance with directions. But although patients say that the physical 
side-effects are the reason for this decision, it is the social side-effects that 
affect behavior. If the medication bothers the patient during his social 
activities, the patient is more likely to reduce drug use (Marks et al. 2005).

Nonconcordance: are psycho-social factors a characteristic? Each patient is an 
individual with private comments, experiences, and motives that influence behavior. 
In addition to the patient’s knowledge, a multitude of psychosocial factors have an 
impact on the ability and willingness to follow lifestyle and health advice. 
Psychosocial factors that come into play are the views of the patient, his personal 
pros and cons associated with the follow-up of opinions, (lack of) social support 
from the environment, and his social and financial circumstances. In addition to 
psychosocial factors, symptoms the patient experiences play a role. Symptoms that 
are associated with a particular health problem may have different reactions in the 
patient.

Non-concordance: is the kind of health problem a characteristic, or symptoms 
related to the health problem? The self-management of the patient is also affected 
by previous experience of the patient and his expectations. Each patient has their 
own view on illness and health and health beliefs influence self-management. Health 
views can obstruct the performance of lifestyle and health advice, for example, if 
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the recommendation is seen to be inappropriate, or if the advice conflicts with the 
health beliefs of the patient. Also, recommendations can be at odds with socio- 
cultural and ethnic folk wisdom about illness and treatment. Another factor that may 
affect self-management, is the acceptance of (the severity of) the health problem. 
The influence of the social environment also plays a role.

There is a link between compliance in the sense of carrying out lifestyle and 
health advice and the severity of the health problem/visibility of the symptoms. 
Patients with asymptomatic chronic health problems are more frequently noncom-
pliant. Patients are more likely to be compliant in a treatment with a favorable prog-
nosis if the presence of symptoms is clearer and undesirable. If the prognosis is less 
favorable, this reduces patient compliance. For example, in patients with cancer 
who have a poor prognosis, patient compliance is low.

Nonconcordance: are social factors a characteristic? The patient may not follow 
health or lifestyle recommendations that conflict with his individual insights, and 
that are at odds with the views of people from his social environment. The family or 
peer group of the patient has a great influence on his desire and willingness to take 
on and implement recommendations. The attitude of the partner regarding the medi-
cation use is the most important explanatory factor for compliance. For example, 
the patient’s compliance increases if family members help the patient remember to 
take medication and are generally helpful in this regard. This practical social sup-
port plays an important role in the patient’s compliance. Also, compliance is higher 
in families with close ties and lower in families where there are conflicts. Successful 
self-management of the patient also improves the cohesion and functioning of his 
social network (Ryan 2009).

Non-concordance: is treatment a characteristic? Also, characteristics of the 
treatment affect the running of lifestyle and health advice. If the prescribed treat-
ment is complex, this decreases the chance of the recommendations being fully 
followed. The patient may, in his attempts to handle the complex prescribed treat-
ment, forget, ignore or become confused, and make other choices. If recommenda-
tions are comprehensive and complex, the chances of the patient remembering them 
are also smaller. For example, adherence decreases with an increase in the number 
of medicines that the patient has been prescribed. Compliance also decreases, up to 
about 50%, if the recommendation has to be sustained over a longer period of time, 
regardless of the health problem or the health care setting. It is assumed that therapy 
infidelity is linked to the absence of symptoms. This is not so much about the length 
of time that the adapted lifestyle should be sustained. The absence of symptoms 
demotivates the patient and if the patient does not experience symptoms, he lacks 
feedback on the usefulness of the medication, and his motivation to behave in a 
compliant manner is undermined.

There is evidence that if a patient has to follow a particular therapy long-term, 
and there is a regular follow-up by the nursing professional, the compliance 
increases. Inadequate monitoring of the patient by nursing professionals and the 
absence of continuity in care and treatment have an adverse effect on adherence to 
lifestyle and health advice. However, a long wait between the appointment and 
finally the consultation, the timing of the reference, the lack of individual 
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possibilities to make arrangements, or a lack of cooperation and consultation 
among health care services also have an unfavorable effect on lifestyle and health 
advice. Furthermore, the type of treatment affects the extent to which the patient is 
compliant. For example, some patients find inhalation medications unpleasant, and 
may thereby not be able to use the correct inhalation procedure. How the patient 
feels when following a specific procedure or treatment affects the degree of 
compliance.

Nonconcordance, is the context of healthcare a characteristic? The patient has 
the right to determine his own health. If this right is threatened, the patient responds 
to this by trying to restore the control and prevent him losing his freedom. If the 
treatment is intensive and complex, this threatens the patient’s freedom and sense of 
control. Noncompliance can then be interpreted as offering resistance to medical 
dominance. The patient wants to restore self-control. Not all patients feel this as a 
strong need; some patients accept medical authority more easily than others. To gain 
control, the patient should assess whether he is able to perform the desired behavior. 
The patient must be convinced that the desired behavior is workable and feasible. If 
the patient feels in control, there is a chance that he will commit and change his 
behavior. If the patient does not feel in control, he has the tendency to stay in that 
situation. Kok et al. (1997) formulate it as follows: “a certain lack of grip on the own 
situation leads to control-increasing, active behavior, while a large lack of grip on 
that situation leads to passivity and helplessness. People who are helpless, can 
hardly be motivated to other behavior.”

An increased sense of control emerges as it is explained to the patient and 
taught how he can deal specifically with problematic side-effects of research and 
treatment.

 C Managing identity by being compliant? Compliance has a strong link 
with the need of a patient to have control over the health problem. A 
study of compliance in patients with COPD/asthma revealed that the 
daily use of the (curative and prophylactic) inhaler was related to how the 
patient saw himself and to the attitude of the patient in relation to the 
health problem. The extent to which the patient is compliant is not only 
entwined with the nature of the health problem, but also with the 
definition of the identity of the patient. Compliance is not just a way of 
managing the symptoms themselves, but is also a way of managing one’s 
own identity (Marks et al. 2005).

 C Self-regulation 4. Patients with chronic health problems appear not to 
follow standardized medical instructions, but to adapt them so that they 
meet their private, personal needs (Marks et al. 2005).

Nonconcordance: what about the nursing professional? Health professionals 
may experience resistance when responding to certain characteristics of nonconcor-
dance such as psychosocial factors. They may have the opinion that to elaborate on 
certain aspects is not very practical, that it is time-consuming, but also, nursing 
professionals may be unaware of such factors.
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The better you know as a nursing professional how to promote and support self- 
management, the more likely it is that the patient will be able to carry out the recom-
mendations for self-management. An important starting point for nursing care is 
based on the patient and his needs, to promote the patient’s self-management. 
Knowing what is best for the patient has affected negatively the relationship between 
the nursing professional and the patient for years. Long ago, we had authoritarian 
doctors who were supposed to lead the care and start treatment, and make all the 
decisions in the interests of the patient. This relationship has given way to a collab-
orative professional relationship in which a process of shared-decision making and 
working on concordance should be the focus for optimal self-management of the 
patient. The reason for this paradigm shift to patient-focused nursing care is located 
in the belief in patients and in nursing professionals, that for quality of care the 
patient should be the starting point. This means patient-centered care with ample 
attention being given to promoting self-management and patient education; this is 
now seen as the way to quality care (Bensing et al. 2000). By offering high-quality 
care, and promoting and supporting the patient’s self-management, the nursing pro-
fessional is able to optimize the patient’s health and well-being.

 C Is targeted patient education needed? There is a dramatic increase in 
the number of people with type 2 diabetes, maybe even an epidemic. The 
cornerstone of diabetes care is reconciling the patient’s self-management 
with the professional treatment advice from the guidelines. But this may 
be complicated for patients. When it comes to self-management, a third 
to a half of these patients turned out to have inadequate blood sugar 
checks. As a result, macro- and microvascular complications such as 
coronary heart disease, stroke, blindness, and need for amputations, in 
addition to a reduced quality of life and emotional concerns. The 
complicated but highly desired self-management requires targeted 
patient education in people with type 2 diabetes.

5.10  Effects of Promoting Self-Management: Understanding 
and Remembering

An examined effect of promoting self-management is the extent to which the patient 
can remember and understand the lifestyle and health advice. The extent to which 
patients understand the information that has been processed in lifestyle- and health 

Effects of promoting self-management – understanding and remembering:

• Amount of time, distance.
• Primacy and recency effect.
• Relevance for the patient, patient-focused.
• Selective perception.
• Anxiety.
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advice varies between 10 and 50%. For example, understanding is how a patient 
understands the prognosis of his illness. How much the patient understands, is very 
much linked to the amount of time that is spent on providing the information. 
Physical distance between the patient and the nursing professional is also of impor-
tance. If this distance between the professional and the patient is small, then the 
patient understands and remembers better, for example, when the nursing profes-
sional is leaning forward and is making focused eye contact.

In addition to understanding information, information should be remembered by 
the patient. The extent to which the patient remembers varies between 40 and 80%, 
and this depends mainly on the amount of information. To recall lifestyle and health 
advice, the primacy or recency effect is important. What the professional says first 
or last is best remembered by the patient. On this basis, the professional should give 
the most important information first. For example, you should give the patient the 
bad news about an unfavorable prognosis at the beginning of the session. Or, at the 
end of the session, the core of your lifestyle or health advice should be repeated. If 
information is shocking for the patient, then no further information should be given. 
For example, when diagnosed with cancer, the patient will all be confuscated by the 
enormity of this news. If you continue to give further information after an unfavor-
able message, then the patient is not likely to process this information. This feeling 
of not being informed induces negative feelings in the patient, such as uncertainty 
and fear.

The patient remembers after the conversation, about half of the opinions, recom-
mendations, statements or information. This is because too much information is 
given at one time. Anxiety, available (medical) knowledge, and the intelligence 
level of the patient all play a role in the ability to remember. For effective patient 
education, it is important that the nursing professional is comprehensible, chooses 
the right words, and provides sufficient relevant information. Nursing professionals 
should also take into account the patient’s emotional and intellectual capacity. 
Setting a framework for every conversation may also give the patient something to 
get a handle on. For example: “First I’m going to explain to you that ... We’ll discuss 
what treatment you can expect ... Then, we start with...” Information on paper can 
complement the oral communication forms of and remembering and understanding, 
but should never replace verbal communication. The excessive use of paper infor-
mation can have the reverse effect (Falvo 2004).

The extent to which the patient remembers and understands lifestyle and health 
advice is influenced by selective perception. Selective perception means that the 
patient picks up only those parts from the message that are important to him. The 
patient selects parts of the message in line with his expectations, knowledge, and 
social standards. After this, the patient interprets the message and colors it with his 
own experiences and views. Information that is perceived as meaningless is quickly 
forgotten. A part of the information is forgotten after a short time, another part is 
remembered, but only if the long-term memory is activated by repetition. Information 
that is consistent with existing knowledge, is better remembered by the patient. It is 
important that the nursing professional knows how the information is experienced 
by the patient. The patient always needs time to gain an overview of the content of 
the message, by speaking with others, to reflect, and to consult other experts. As a 
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rule, there will not be a direct effect of the patient education. By coming back later 
in the session and inviting the patient to repeat the information, the nursing profes-
sional can play a supporting role and improve understanding and recall.

The extent to which the patient remembers and understands lifestyle and health 
advices is influenced by the extent to which it evokes fear. The effectiveness of pro-
moting self-management is influenced by the patient’s fear. Fearful patients have 
more trouble remembering education. On the other hand, if anxious patients are 
informed about the nature, cause, treatment options, and prognosis of the health 
problem, this may lead to a decrease in anxiety and in stress reduction. If patients 
can openly talk about their fears, they are less often included in a hospital? or is it: 
transferred to a hospital? Patients often express their fears indirectly, between the 
lines. In general, patients are ambivalent in expressing their fears: on the one hand, 
the patient wants to talk about his concerns, but on the other hand, he fears that his 
worst fears will be confirmed.

A common way of dealing with fear is denial. Denial can have a protective effect 
for the patient. Denial is undesirable if the patient does not search for medical care 
for an existing health problem, or if he does not follow certain recommendations 
that are important for his recovery. A second coping style is to block unpleasant 
thoughts and ideas. The patient tries not to think about it. For example, patients who 
are afraid of symptoms no longer register the degree to which they suffer from those 
symptoms. A third way of coping that can be used when dealing with fear is for the 
patient to retreat emotionally or physically. For example, the patient may refuse to 
learn how to deal with his stoma. A fourth coping mechanism is excessive emo-
tional behavior, such as getting extremely angry or dependent. The patient may also 
blame himself or others to deal with his fear. In addition, the rationalization of anxi-
ety, such as coming up with reasons for socially accepted behavior, or hiding the 
actual thoughts and feelings and behaving in the opposite way is yet another coping 
style a patient can use to handle fear.

Nursing professionals often respond to a patient’s fear by giving information and 
explanations, instantly reassuring the patient or denying the patient’s anxiety. 
Probably, nursing professionals often use reassurance too quickly, because they 
think they know what the patient is worried about, or they think that providing infor-
mation is the best way to reassure someone. If you ignore the patient’s fear by inter-
rupting with a question, or by continuing with your assessment or questionnaire to 
downplay the fear, the patient is no less afraid. The patient gives greater expression 
to his anxiety. The nursing professional should explore the patient’s anxiety, not 
proceed directly to reassurance, but pay attention to the specific needs of the patient 
and provide information if this is what the patient says he needs. It often turns out 
that patients talk openly about their concerns, when invited. For example, talking 
about the fear of more pain by starting to do exercises if the patient has osteoarthri-
tis, or the fear of dependency on medication for sleep disorders or psychiatric health 
problems.

If the patient has received a very negative message, he will not take any more 
education. Therefore, it is wise to use the first session to convey this message to the 
patient, allow the patient to react to this and briefly to state what the treatment options 
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are. In a second interview, you can come back to the negative message. You then ask 
how the patient he has been coping with the problem, you explore his fears and 
needs, your offer the patient the opportunity to ask questions and connect with rele-
vant information (causes, prognosis, treatment). In a third interview, the patient can 
indicate his choice of treatment and a start may be made with self-management. With 
less-threatening messages in the first conversation, you can focus on the provision of 
information (the patient knows what is going to happen in the investigation, treat-
ment or care). The starting point is the education needs of the patient. Of course, you 
begin with how the patient is and also asking whether he is aware of the investiga-
tions and, for example, anesthesia that may be implemented. In other words: you 
prepare the patient to give permission. In a second interview, the focus is on whether 
the patient gives consent. You ask the patient if he has understood, invite him to tell 
this to your “back,” and you look what questions the patient has. In this second inter-
view, you discuss things such as results of investigations, examining whether the 
patient is in agreement, for example, with the form of anesthesia and with treatment. 
You give information about discomfort, pain, etc. The third conversation focuses on 
the experiences of the patient after he has undergone surgery and the attention is 
focused on self-management. You invite the patient to think about how to change his 
self-management behavior or how to deal with the health problem.

 C Self-regulation 5. The attitude of the patient with chronic health 
problems facing the prescribed treatment is intertwined with his attitude 
to the health problem and with the attitude of the nursing professional. If 
the patient experiences too little evidence for his health problem or for 
the effectiveness of his medication, this encourages him to be 
noncompliant (Marks et al. 2005).

 C Self-management interventions focused on patients with COPD were 
found to have improved their knowledge about the health problem, and 
these patients experienced an increase in their quality of life and the 
number of hospital (re) records had decreased (Coster and Norman 2009).

 C Self-management interventions aimed at children with eczema and their 
parents showed a (weak) effect on reducing the severity of the eczema, 
but it improved the quality of life experienced by the parents of the 
children (Coster and Norman 2009).

5.11  Effects of Promoting Self-Management: Patients’ 
Well-Being

Effects of promoting self-management – optimization of health and patients’ 
well-being:

• Patient has more control over the conversation.
• Positive view of the patient’s problems.
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Successful self-management of the patient improves both the health of the patient 
and his well-being (Ryan 2009). It has a positive effect on the patient’s health, if the 
patient has more and the nursing professional has less control over the conversation. 
If the nursing professional is shown to be involved affectively, this has a beneficial 
effect on the health of the patient. If the nursing professional provides more infor-
mation when the patient shows (nonverbal) information searching behavior, this 
also has a positive effect. Promoting confidence, motivation, and a positive view of 
patients’ (health) problems, all have a positive effect on the patient’s health status 
and level of well-being.

Patients with mental health problems who have received little information, expe-
rience more symptoms than patients who say they are sufficiently informed. For 
example, less knowledgeable patients with depressive symptoms experienced more 
restrictions.

Health professionals tend to feel more sympathy for healthier patients. This 
means that nursing professionals communicate differently with less healthy 
patients. Also, healthier patients are more satisfied with the care and treatment. The 
discontent with less healthy patients is probably caused by the communicative 
behavior of the nursing professional. Another factor to consider is the fact that if 
someone is feeling ill, he feels rather irritated or behaves differently compared with 
healthy people.

 C Has noncompliance to do with fear? From the point of view of the 
nursing professional, noncompliance may be seen as a stubborn process, 
but from the patient it may be experienced as a way of dealing with fear. 
In one study, it was found that in patients with arthritis, half the medical 
instructions were not followed. Patients with arthritis were found to 
experiment with dosage and timing, because they were afraid: afraid of 
side effects; afraid of dependence on drugs; afraid that the functioning 
of the medicines would decrease or that the use did not fit with their 
individual lifestyle; afraid that the use by others around them was seen 
as weakness; and afraid that the medicines did not fit with their own 
health views.

 C General overuse and general harm? Patients tend to see a series of 
dangers in and are afraid of using drugs. A distinction may be made 
between general overuse and general harm. General overuse is the use 
of medication in general and parallels patients’ idea that medications 
are prescribed too often by doctors. General harm is about harming 
medication and is patients’ idea that medicines in general are a 
malicious poison. These factors are strongly linked to each other and 
have a great influence on how the patient handles his medication use 
(Marks et al. 2005).

5 Patient Education and Improving Patients’ Self-Management



173

5.12  Effects of Promoting Self-Management: Patient 
Participation

Despite the importance of good communication in the education and treatment pro-
cess, the communication between the professional and the patient is not always 
effective. The switch from a professional-centered communication style (the profes-
sional knows best) to a patient-centered communication style can increase the effec-
tiveness of self-management. A patient-centered communication style (the patient 
knows) is about improving the patient’s level of participation. The patient’s self- 
management may be promoted by increasing the participation level of the patient 
and increase (in the course of the education and treatment process) the patient’s 
responsibility for his lifestyle and (health) behavior.

What is patient empowerment? Improving patient’s participation in the educa-
tion and treatment process gives patients the feeling that they are involved in their 
own health. The fact that the patient’s participation improves over time is demon-
strated by the increase in the patient’s active role during the consultations. 
Motivating the patient to take an active role and participate in self-management is 
called patient empowerment. Focusing on patient empowerment, the nursing pro-
fessional aims to increase the patient’s autonomy and self–control, to improve 
understanding of his own health problem and improve self-management. The nurs-
ing professional starts by exploring the needs of the patient and then begins together 
with the patient the education and treatment process. The starting point is not the 
professionalism and experience of the nursing professional, but the health beliefs 
and needs of the patient. If a relationship based on cooperation with the patient is 
not built up by the nursing professional, the patient will not perform the lifestyle 
and health advice, the consultation will have no result, the medication will not be 
taken, etc (Marks et al. 2005).

The patient participates by asking questions and giving additional information 
and his own opinion. The patient who participates in the education and treatment 

Effects of promoting self-management – patient participation:

• Promote self-management by increasing the patient’s participation and 
increase (over time) the patients’ responsibility for his lifestyle and (health) 
behavior.

• Patient empowerment, motivating the patient to take an active role and 
participate in self-management.

• Patient-centered communication style.
• The patient knows!
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process more frequently understands the reasoning behind the nursing profession-
al’s lifestyle and health recommendations. The patient who participates in a verbally 
active way often experiences better results from the education and treatment pro-
cess. Although studies have shown that active patient participation benefits the 
patient, it turns out, in practice, that the contribution of the patient to the consulta-
tion is little more than answering direct questions. This may be caused by the 
patients and healthcare professionals perceiving the self-questioning as inappropri-
ately assertive behavior. Patients’ questions take up only a small part of the entire 
communication and gives only a limited insight into how the patient feels during the 
consultation. The nursing professional should invite the patient to ask questions, but 
it is more effective to check if the patient has actually understood the education. If 
the patient writes down questions before the consultation, the questions have been 
asked effectively.

Patients with higher education, those with a higher income, and those who are 
older are more likely to participate more actively in the education and treatment 
process. These patients have often received more information than other patient 
groups. This probably means that nursing professionals use a different communica-
tion style in this group, and communicate more effectively. Younger, more highly 
educated patients also have a greater information needs, in addition to patients with 
serious, chronic health problems. Older, less well-educated patients have fewer 
information needs. For all patients, it is important that they feel that they are involved 
in the education and treatment process. This is certainly true for patients with (mul-
tiple) chronic health problems. These are more often elderly patients, the focus 
should be on involving them in the process, so that they feel supported in their 
self-management.

For the focused promotion of self-management, it is also important to involve 
family members or other people who are social support in the education and treat-
ment process. In patient empowerment, the social relations desired by the patient 
should also play an active, participatory role. The members of the patient’s social 
network of the patient can provide valuable support for the self-management of the 
patient. A lack of social support is associated with achieving the goals arising from 
care and treatment less well, and this applies even more to older patients. For 
patients with heart failure, it was shown that involving the family in intervention 
prevented readmissions after discharge (Paul 2008).

What is self-management support? Self-management support is an intervention 
in which a patient with chronic health problems is supported in choosing and adopt-
ing self-management behavior. A fundamental element of self-management support 
is that the patient–nursing professional relationship is a collaborative relationship. 
The patient’s self-management behavior is the outcome of the intervention. The 
goals of self-management support are (changes in) the patient’s attitude, skills, and 
behavior. Further core elements of self-management support are that the patient has 
knowledge about his health situation and know why self-management is important 
in dealing with his health problem. It is also very important for the patient to estab-
lish and embrace a self-management plan describing how he started with his self- 
management. This self-management plan is negotiated with the nursing professional 
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and an agreement exists. An essential element is that the patient must take an active 
role in decisions on the care treatment process. The patient should recognize the 
signs and symptoms of his health problem to manage them, and the impact it has on 
his physical health problem and on his emotional and social functioning. Finally, a 
core element of self-management support is that the patient has a lifestyle aimed at 
coping well with risk factors and at preventing and intervening early in the event of 
health risks. The patient should have easy access to health care facilities that are 
able to support and promote self-management (McGowan 2012).

The pitfall of strictly implementing patient participation in the education and 
treatment process, is that the patient is “restyled” (from playing a passive role) to 
being an active self-manager. The patient would then evaluate his self-management, 
level of satisfaction, but also his limitations and pain, which would threaten the 
responsibility for transferring. Thus, conducting patient participation strictly is 
undesirable and backfires on both the patient and on the cooperative relationship 
with the nursing professional.

You will see as a nursing professional that patient satisfaction increases with the 
patient’s increased participation. Patient satisfaction is an important outcome of 
promoting self-management. By increasing patient participation, the patient experi-
ences more control over his health problem and remembers and implements his 
personal lifestyle and health advice in a better way. By increasing participation, the 
patient also plays a more active role in the education and treatment process 
(Harrington et al. 2003). By shifting the paternalistic relationships to a situation in 
which the patient is autonomous and actively participates, the culture and atmo-
sphere have changed in health care. Another paradigm shift is that the patient is no 
longer seen as the one receiving the education, but as the one who is responsible for 
his own health and recovery process and making independent decisions. The patient 
has become a partner in the education and treatment process.

 C True or not true? Does active participation of the patient in the education 
and treatment process require extra time of you as a nursing professional 
and as a result, do all nursing consultations last longer?

The assumption that the active participation of the patient in the 
consultation will prolong the duration appears incorrect.

5.13  Effects of Promoting Self-Management: Shared 
Decision-Making

Shared decision-making is an interpersonal process in which the health care pro-
vider and the patient work together to come to decisions related to the health of the 
patient. Shared decision-making is always patient-specific and builds on the experi-
ence of the nursing professional (Legare and Witteman 2013). Shared decision- 
making is not restricted to making decisions that are related to care and treatment, 
but would have to cover the entire care–treatment process, in addition to the patient–
nursing professional relationship. According to Matthias and Salyers (2013), it 
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requires effective communicative behavior, clarifying the patient’s perspective, and 
showing empathy. This also includes shared decision-making on what is necessary 
to build a good relationship with the patient based on cooperation for the duration 
of the entire care–treatment process. The patient satisfaction and acceptance of care 
and treatment, are associated with shared decision-making, empathy, satisfaction 
with the decision taken, and team interaction. This means that the patient is experi-
encing a higher degree of satisfaction and accepts care and treatment:

• If the health care provider has come up with a positive shared decision-making 
process

• If the patient experiences the health care provider being empathetic
• If the patient agrees with the decision that has been taken
• If the caregivers in the team all give the same message (Quaschning et al. 2013).

The fact that team interaction plays an important role in shared decision-making is 
striking. Team interaction has a positive effect on patient satisfaction, on acceptance 
of the care and treatment, and on compliance. This means that an interprofessional 
approach to shared decision-making can support the patient in decision-making.

How should nursing professionals facilitate and give support in making deci-
sions? The nursing professional should outline a realistic picture of the conse-
quences for the patient if the lifestyle or health advice is followed. The arguments 
for not following the lifestyle or health advice should have to be based on facts, and 
not on promises. Nursing professionals can tend to stir up the fear to motivate the 
patient to the lifestyle or health advice. But as the patient’s fear increases, the chance 
of following up the lifestyle or health advice decreases. As the nursing professional, 
the consequences of not following the lifestyle or health advice is blown out of 
proportion, or if they are based on more emotional than on factual grounds, the 
patient will take these arguments less seriously. In addition to taking the arguments 
less seriously, raising the anxiety level leads to denial in the patient. The patient 
denies that there is a health threat. The patient denies the health threat because of 
self-protection. Under these circumstances, the patient ignores health advice rather 
than recognizing that there is a serious health problem.

In addition to sketching a realistic view, the nursing professional should make the 
patient aware that excuses and rationalizations interfere with following instructions. 
The patient should come to understand that excuses and ignoring the health threat is 
not a good way to deal with reality. Nursing professionals should try to refute the 
excuses and rationalizations with facts. Not by giving information, but the nursing 
professional should enter in discussion with the patient about the facts.

Finally, the nursing professional should prepare the patient in a realistic manner 
regarding the effects that he can expect if he embraces the lifestyle or health advice. 
She should look at the (positive and negative) effects of the advice, and discuss 
these with the patient. This involves both the positive and negative effects of the 
lifestyle or health advice if the patient follows this or not (Falvo 2004).

Should the nursing professional discuss the adverse effects of the lifestyle or 
health advice with the patient? Nursing professionals are often reluctant to discuss 
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the side effects of the lifestyle or health advice, because they fear that this will affect 
negatively the patient’s motivation. Nursing professionals fear that the patient will 
be less motivated to follow the lifestyle or health advice, or they think knowledge 
about side effects increase the chances that patients will experience these side 
effects. Not talking about them, however, often has the opposite effect. It is an incor-
rect assumption that the patient who is informed about these side effects will experi-
ence them more often. Patients who are faced with unexpected side effects tend not 
to follow the lifestyle and health advice. If the patient knows that these side effects 
are common and knows how he can deal with them, it is more likely that he will 
continue to implement the recommendations.

Patients take better decisions if they tell the professional what they have decided. 
This is because many people feel uncomfortable if they go back on their word. 
Invite the patient to speak out by asking, for example, “now we agree that ..., can 
you tell me what exactly you’re going to do when you are at home?” Finally, the 
drawing up of a contract is an effective way of capturing the patient’s decision. 
Drawing up a contract is a positive way of focusing on the future. A contract leads 
the attention away from past mistakes or from difficulties that a patient has experi-
enced when carrying out the lifestyle or health advice. A contract also leads to the 
desired behavior being described by the patient in his own words. Create a specific 
contract and state clearly together what the patient should do. Entering into a con-
tract requires a series of successive contacts with the same nursing professional.

 C Does patient participation lead to therapy loyalty? If the patient is 
participating and the patient plays an active role in the contact with the 
nursing professional, this leads to better compliance, and this in turn 
leads to a higher quality of life (and lower costs) (Delnoij 2012).

5.14  Effects of Promoting Self-Management: Improved 
Self-Management

Effects of promoting self-management – improved self-management:

• Decision-making related to the health problem.
• Performing health behaviors.
• Dealing with side effects and symptoms.
• Improving well-being.
• Improving self-regulating behavior.
• Coping better with the health problem.
• Increasing satisfaction with the relationship with the professional.
• Better access to health care facilities.
• Reduced use of health care facilities.
• Strengthening the support group.
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The self-management of patients with chronic health problems comprises various, 
often complex, behaviors with a series of shared behaviors that must be sustained over 
a long period. Between chronic patients we see differences in what the (shared) behav-
iors question with regard to commitment, effort and stress. The patient’s self- 
management is typified by retaining a multitude of complex (part) behaviors when 
dealing with his health problem. Self-management is not a list of activities that a 
patient should carry out, but a varying response to constantly changing situations. In a 
self-management intervention for patients with rheumatic diseases, they were taught 
how to manage their own health problems. The aim was for the patients to gain maxi-
mum control over the rheumatic symptoms and experience an improved quality of 
life. The patients learned the skills necessary for self-management, such as setting 
goals, creating a plan, and learning problem-solving skills. In the self- management 
training, the patients were taught to have confidence in their own skills and knowl-
edge, and above all control over their health problem. The effect of intervention was 
that improved self-management in patients with rheumatic diseases led to less pain. In 
addition to this favorable health outcome, self-management training improved the 
quality of life for patients with chronic health problems (Bennett et al. 2004). In a self-
management intervention for patients with diabetes, diabetes control and eating habits 
were shown to improve. This intervention led to an increase in the self-management 
skills of patients with diabetes, and in satisfaction with regard to care and treatment.

What are the direct and indirect effects of promoting self-management? A direct 
effect of self-management is that the patient’s decision-making process is improved and 
he is better able to handle health problem-related decisions. We also see as a direct effect 
that health behaviors are better implemented and that the patient can deal better with 
side effects and symptoms. Important indirect effects of self-management are improved 
mental well-being, an improvement in self- regulatory behavior of the patient and an 
improvement in dealing with the health problem. Indirect effects of self-management 
are an increased satisfaction with the relationship with the professional. Another effect 
is that the patient has better access to health care facilities and the use of facilities has 
reduced. An indirect effect is the further strengthening of the support group, by family 
members having better skills and better family care (Wallerstein 2006).

 C Self-management and patients with bipolar diseases. Reviews of self- 
management interventions aimed at patients with bipolar health 
problems showed that these are effective in monitoring the early signals. 
The worsening of symptoms, relapses, and re-recordings were postponed. 
However, symptoms did not decrease, and medication intake did not 
improve (Coster and Norman 2009).

5.15  Intervention Mapping for the Development of Self- 
Management Interventions

Intervention mapping is a protocol for the development of interventions to promote 
patient self-management (Bartholomew et al. 2011, 2016; Kok and Schaalma 2004, 
Schaalma and Kok 2009). With intervention mapping you develop, step by step, on 
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the basis of evidence, a health intervention to optimize self-management targeting 
to a specific patient group (see Chap. 4, starting from Sect. 4.3).

Intervention mapping step 1, starts by exploring the health problem. Analyzing 
the health problem gives you as a nursing professional an insight into the impor-
tance and into the experienced quality of life. Dealing with a health problem, the 
patient needs specific self-management behavior and specific self-management 
skills. Your aim as a nursing professional is to improve self-management, and for 
this you want to have an insight into the self-management behavior of this patient 
group and analyze what supports or impedes the self-management behavior. You 
analyze what reasons there are for the patients to focus on a certain way of behaving 
and what the reasons are for whether or not he is able to manage this health problem. 
In intervention mapping step 2, the performance objectives are determined, these 
are the goals aimed at improving self-management. Also in this step, it is specified 
what changes are necessary to achieve the performance objectives. In intervention 
mapping step 3, effective intervention methods are selected, with the objective that 
changes (in knowledge, attitudes, skills, and behavior) can be put in motion and 
improve the patient’s self-management. In the fourth step, you design and test the 
self-management intervention by combining the selected intervention methods and 
building the self-management intervention. In the fifth step, you develop an adop-
tion and deployment plan for the implementation of the self-management interven-
tion. In the sixth step, finally, you develop an evaluation plan.

5.15.1  Intervention Mapping, Step 1: Assessing the Health 
Problem

In intervention mapping step 1, you explore whether patient education can contrib-
ute to improving the patient’s self-management. The assumption here is that if the 
patient improves his self-management, when he is better able to deal with his health 
problem, and is better able to take his health in his own hands, this has a beneficial 
effect on his well-being and quality of life. Step 1 of intervention mapping answers 
the questions: what is the health problem and what is the role of self-management 
for the patient? What is the relationship between the health problem and the patient’s 
self-management behavior? You make an inventory of the behaviors that cause, 
aggravate or maintain the health problem, because multiple behaviors often play a 
role. What is the relationship between the health problem and the environment? 
Which social cognitive determinants determine the intention and self-management 
behavior of the patient? Social-cognitive determinants are the underlying (to argue) 
reasons for people to behave in a certain way. Social-cognitive determinants of the 
patient’s self-management behavior are complicated because this behavior can con-
sist of multiple (part) behaviors and the patient does not always know he is behaving 
in a risky manner.

Improving self-management is about promoting lifestyle and (health) behavior 
that is desirable for dealing with the health problem. For this reason, the accent 
should be on reducing health-impairing behaviors and optimizing health-improved 
behavior. If we want to improve self-management and if we want to motivate the 
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patient to get started with self-management, it is important that we understand the 
behaviors that play a role. The theory of planned behavior makes it clear through 
which social–cognitive determinants the intention and the self-management behav-
ior of patients are affected. Using the theory of planned behavior, we better under-
stand the factors that explain the wanted and unwanted self-management behavior. 
What factors reward unwanted self-management behavior? What factors hinder the 
desired self-management behavior? (for a closer insight into intervention mapping 
step 1, see Chap.4, Sects. 4.4 and 4.5).

5.15.2  Intervention Mapping, Step 2: Performance and Change 
Objectives to Improve Self-Management

In intervention mapping step 2 we should answer the questions: what is the end 
goal of the self-management intervention? With the end goal, you describe from 
the specific health problem, the desired self-management behavior of the patient. 
What are the performance objectives of the self-management intervention? The 
performance objectives are the intended effects of the self-management interven-
tion. With the performance objectives, you state what the patients have to do to 
perform the desired self-management behavior. In five to seven performance 
objectives, you describe how the patient is going to achieve the desired self-
management behavior. Finally, you determine the change objectives in interven-
tion mapping step 2. Change objectives state the changes that are required to 
attain the performance objectives in the self-management intervention. In the 
change objectives, you describe the changes that are needed in the social–cogni-
tive determinants, so that the patient can perform the desired self-management 
behavior(s). Thus, you have performance objectives, described in the matrix, and 
each performance objective consists of several change objectives directed at the 
social–cognitive determinants (for a closer insight into intervention mapping 
step 2, see Chap. 4, Sect. 4.6).

5.15.3  Intervention Mapping, Step 3: Methods and Theories 
to Improve Self-Management

In intervention mapping step 3, based on a literature search, you select methods and 
theories that have been shown to change social–cognitive determinants, intention, 
and self-management behavior. When you select those methods and theories that 
have been shown to be effective and use these in the nursing professional self- 
management intervention, it is more likely that the intervention will result in 
changes in self-management behavior and improved well-being and quality of life 
for the patient. Useful methods for promoting patient self-management that have 
proved to be suitable in intervention design are: risk perception; decisional balance 
or weighing up pros and cons; increasing resilience to social influences and search 
for social support, action planning, and coping planning (for a closer insight into 
intervention mapping step 3, see Chap. 4, Sect. 4.7).
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5.15.4  Intervention Mapping, Step 3: Methods and the Patient’s 
Phase of Life

In developing a self-management intervention, you should pay attention to the 
patient’s (group’s) phase of life. As the nursing professional understands the charac-
teristics of the patient’s (group’s) phase of life, you may take this into account when 
designing the self-management intervention. Each life phase has specific problems, 
in addition to the issues that the patient is experiencing as a result of his health prob-
lem. In every life phase, patients respond differently to disease, to treatment and to 
the expected improvements in self-management. If people get sick, they experience 
a certain amount of stress. The response of a patient’s disease and the type of stress 
that he will experience may vary according to the phase of life. Also, the education 
needs of the patient may vary, depending on the life stage. If you think about the 
phase of life as a nursing professional, you better anticipate the reactions of the 
patient with a health problem. You can also better tailor the intervention to suit to the 
individual needs of the patient and identify aspects of self-management that are 
related to the specific life phase (Falvo 2004).

Throughout his life, the patient gains experiences. Experiences affect the patient, 
his attitude, health beliefs, his skills, and (health) behavior. If you as a nursing pro-
fessional have knowledge of the changes occurring in the different stages of life, 
improving self-management can become more effective. Specific topics can be 
more easily identified, together with specific recommendations on the health prob-
lem, the psycho-social status, and self-management of the patient. The focus for 
improving self-management should be on the current needs of the patient. As the 
biggest problem for the older patient is to preserve independence, this should be the 
first need to be addressed. As the biggest problem of a child with COPD is to play 
together with friends outside, this should be an important need to address.

Focusing on elderly patients with a chronic health problem, the relationship 
between the health problem and the phase of life is important. For elderly patients, the 
changes due to aging can be important and may play a role in self-management. Aging 
can have an impact on the individual capabilities of the patient with a chronic health 
problem to continue to function and to preserve independence. As a result, the educa-
tion needs of the patient increase. Self-management is then about learning to deal with 
the changes that are associated with having a chronic health problem, in the context of 
changes that are part of a normal aging process. Self-management is also about pre-
venting any (further) restrictions that affect functions and independence and the pre-
vention of complications. Both prevention of chronic or acute conditions, if 
self-management aimed at maximizing the functional independence, can provide. 
Older people often rate their own health, independently of any chronic health prob-
lem, as well. For elderly patients, this positive assessment of their own health is espe-
cially related to their possibilities for activities and their degree of independence. The 
positive assessment of health is less related to the (chronic) health problem or its 
treatment. In promoting and supporting the self-management of older (chronic) 
patients, it is important to emphasize the strengths of the patient and to strengthen the 
existing positive coping response. To promote the self- management of older (chronic) 
patients, the method of coping planning is important.
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5.15.5  Intervention Mapping, Step 4: Design of Self-Management 
Intervention

In step 4 of intervention mapping, you design the self-management intervention, 
using the methods and theories selected from the literature as building blocks. The 
goal is to develop a specific self-management intervention. The goals you want to 
achieve with the self-management intervention are changes in social–cognitive 
determinants, the intention, and the self-management behavior of the patient. Patient 
education is effective as the nursing professional manages to motivate patients 
toward better self-management behavior. This motivation of patients to better, 
improved self-management, always means that the patient himself makes his own 
choices and is aware of the choice he is making. Improving the motivation of the 
patient, self-management behavior can be a voluntary behavioral change. The self- 
management intervention is effective if the patient has changed and improved his 
self-management behavior and a stabilization of the self-management behavior has 
occurred. So as the self-management of the patient has improved, in addition to his 
well-being and quality of life (for a closer insight into intervention mapping step 4, 
see Chap. 4, Sect. 4.8).

5.16  Intervention Mapping, Step 4: Model Supporting 
Patients’ Self-Management

In intervention mapping step 4, the intervention is developed and tested. In addition 
to methods and theories to help build an intervention, there are also models based 
on methods and theories. The model for supporting patient self-management offers 
nursing professionals concrete handles for how they can motivate a patient to 
improve his self-management, matched to the health problem of the patient. The 
description below corresponds with the training Model Supporting patient self-
management (Sect. 5.28) (Sassen 2012).

How can the patient’s self-management be improved? In the model for support-
ing patient self-management, you start with intake and assessment, just as you usu-
ally do with each new patient. When running the self-management intervention, you 
adhere closely to the directives in the specific guideline, for example, the guideline 
for cardiovascular risk management. The motivation process starts immediately 
after the intake with risk perception, involving why self-management is important 
for the patient himself. For example, for a patient with cardiovascular risk factors, 
why is increasing your movement behavior important? Then you proceed with atti-
tudinal change and with the question, does the patient wants to start improving his 
self-management (or not)? For example, in case of a patient with cardiovascular risk 
factors – whether or not the patient “wants to (go) move”. In follow-up consulta-
tions with the patient, you also do what you usually do in your consultations with a 
patient. In a subsequent consultation, you proceed next to attitudinal change, by 
looking at the social influence of other people close to the patient and discussing the 
practical skills needed to improve the patient’s self-management. After this, you 
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proceed to behavioral change (for example, the self-management “move”) by mak-
ing an action plan, followed by a focus on maintaining the self-management behav-
ior by making a coping plan directed at behavioral retention (for example, 
maintaining the self-management “keep moving”). You go through a process in 
which you, together with the patient, motivate and support the patient in improving 
his self-management. The best way to handle the model of supporting patient self- 
management is by using open-ended questions; in every step throughout the model, 
open-ended questions are the way to improve and support the patient in changing 
health behavior and in increasing well-being and quality of life.

5.16.1  Model Supporting Patient Self-Management: Intake 
and Risk Perception

In the model supporting patient self-management, the content start in step 1 with 
carrying out your nursing assessment or intake and implementation of the risk per-
ception. If a patient has sufficient knowledge about the relationship between the 
health problem and health behavior (for example, physical activity and fitness) and 
makes a good estimate of the personal risk (risk perception), the chance of success 
is greater. Risk perception is the estimate a person makes of the risk for a health 
problem. In general, the patient underestimates his own individual risk and he thinks 
that only others run the risk of the health problem.

In the steps supporting patient self-management step 1, intake and risk percep-
tion, the goal is that you do the intake, obtain an image of the health problem and 
the patient’s health situation, and explore the desired self-management. A goal is 
also that the patient understands the relationship between the health problem and 
the desired self-management, for example, that he understands the link between the 
risk factors and the desired behavior change to “move more.” The patient should 
make a personal risk assessment that is acceptable to him. If a patient has sufficient 
knowledge about the relationship between the health problem and self-management 
behavior and makes a good estimate of the personal risk, the chance of the interven-
tion being successful is greater. In general, the patient underestimates his own indi-
vidual risk. As a rule, increasing knowledge never leads to behavioral change and is 
in itself insufficient to promote self-management. Self-management opinions are 
not generally given, but follow your own routine. To increase the patient’s involve-
ment, use open questions, giving the patient the feeling that he is a valuable inter-
locutor and you are inviting him to participate.

 C Training 1: model supporting patient self-management – risk perception
 C “In this conversation, it is important that I get to know you and that you 

know what you can expect from me. We will start with the intake, then I 
would like to comment on your health problem in more detail.”

 C Ask your questions.
 C “You have come here (with reference, etc.). Can you tell me what you 

already know about (health problem)?” (patient tells).
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 C Result: “it is true what you are saying (about the health problem), namely 
that ... (repeat what the patient said about the health problem). Do you 
think you have a great chance to run on  … (the health problem)?”

 C “I understand that it is not pleasant to hear, but there is cause for concern 
if (you do not adjust your lifestyle/do not start increasing your movement 
behavior). This does not have to be an insurmountable problem, I can 
help you to change your (lifestyle).”

5.16.2  Model Supporting Patient Self-Management: Attitudinal 
Change

In the model supporting patient self-management step 2, the emphasis is on attitudes 
and changing attitudes, so that a patient can think about wanting to improve his self-
management. If a patient has positive expectations about the outcomes of the 
improvement in self-management (positive outcome expectations), there is a greater 
chance of the intervention succeeding. To change attitudes, it is essential that the 
patient obtains a picture of the advantages and the disadvantages in both the short and 
the long term. Try to connect to the existing views of the patient. What does an 
improvement in self-management yield for the patient in the short (and long) term? 
For example, self-management of the process of moving more – what are the disad-
vantages for the patient in the short (and long) term? Each patient has their own 
considerations on whether or not to behave according to the desired self- management 
behavior. Health considerations are rarely the most important for the patient.

In the steps supporting patient self-management step 2, the goal is that the patient 
can appoint the advantages and disadvantages in both the short and the long term, 
and that the benefits are more important than the disadvantages. By using open- 
ended questions, you try to disclose together with the patient the pros and cons of 
self-management behavior, in both the short and the long term. To change his atti-
tude, the patient has to want to change. To this end, you discuss with the patient the 
advantages and disadvantages; you mirror reality by discussing the disadvantages, 
and together with the patient, you look for rewards. You work out together with the 
patient that the benefits related to the behavior (for example, exercising, taking med-
ication, getting more rest) are experienced as more important than the disadvantages 
related to behavior, both in the short and the long term. Also, discuss with the patient 
the “I want-to-scale”: a scale with ten steps running from “I do not want to change/
improve my self-management or health behavior (step 1) to “I do want to change/
improve my self-management or health behavior” (step 10). For example, I do not 
want to move more (step 1) to I do want to move more (step 10).

Invite the patient to write down what for him the benefits are of changing/improv-
ing self-management or health behavior, in the short term and in the long term. Ask 
the patient to write down what distracts him from changing/improving self- 
management or health behavior, in the short and long term. For example, the patient 
gives an overview of the short- and long-term advantages and disadvantages of 
starting exercising.
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 C Training 2: model supporting patient self-management – attitudinal 
change

 C Start with your introduction: “how are you?”
 C What are we going to do in this consult: “In this conversation we look 

briefly back at our previous conversation. After this, we are going to 
discuss what benefits you expect if you have changed your behavior, and 
about which disadvantages you expect, if you have changed your 
behavior. Is it okay with you if we discuss this today?”

 C “In our previous conversation we talked about the link between your 
(health problem) and a (healthier lifestyle) ... Can you tell me in your own 
words what this means to you? Now I would like to talk about how you 
can change (your self- management or health behavior). Changing 
behavior is usually not easy.”

 C “If you think you want to change (your behavior, lifestyle), I can help you 
with this. So, it is not something that you have to do all by yourself. We 
also know from other patients that a helping hand can be pleasant. At the 
end of the conversation I will come back to this. Now I would like to 
discuss what benefits you can achieve, when you change your behavior. 
What are for you the advantages to changing your behavior? And what 
are the disadvantages for you? Is this okay for you?”

 C Use the matrix advantages and disadvantages and the want scale (see 
Sect. 5.28)

 C Start with filling out the advantages and disadvantages-matrix. Show this 
matrix to the patient, and ask: “If you changed your behavior, what would 
be an advantage in the long run? Can you also think of some short-term 
benefits?”. And for the disadvantages: “If you changed your behavior, 
what would be a disadvantage in the long run? Can you also think of 
some short-term disadvantages?”

 C It is necessary to discuss the advantages and disadvantages with the 
patient by asking open-ended questions. Fill out the schedule together, 
or invite the patient to write.

 C “Now that we have completed this schedule, and we view it again, are the 
benefits or the disadvantages especially important?”

 C If the patient especially sees the disadvantages: “We will let this schedule 
now rest. It might be an idea if you looked at the schedule at home again 
and think about the pros and cons. The next time we meet, we will talk 
about where we are now. It is important that you do not think that 
changing your behavior of lifestyle (for example more movement) does 
not fit into your life or is not for you. Many patients wonder if another 
lifestyle really suits them.”

 C If the patient especially sees the benefits: “That’s good to hear, and indeed 
you mention ... Because you see the benefits in particular, I tend to infer 
that you want to change (your behavior). Is this correct? Or is it too early to 
draw this conclusion?” Invite the patient to say it in his own words, the pros 
of changing self- management or health behavior, in addition to the cons.

5.16 Intervention Mapping, Step 4: Model Supporting Patients’ Self-Management



186

 C Next, ask the patient to indicate on the scale to what extent he is prepared 
to change his behavior or change his lifestyle. For example, ask him to 
indicate that he will start moving: “can you specify on a scale of 1–10 if 
you want to change your (behavior, lifestyle, for example, movement 
behavior)?”

 C The score on this scale displays whether the patient really wants to 
change his behavior or lifestyle. If the score is low (0–5), then the following 
consultation will be devoted to attitude change. If the score is higher, you 
will progress and continue with the next step: dealing with the social 
environment.

 C End the conversation. Give a brief summary.

5.16.3  Model Supporting Patient Self-Management: Resisting 
Social Pressure and Seeking Social Support

In the steps supporting patient self-management step 3, the emphasis is on handling 
social influence by resisting social pressure and seeking social support. If a patient 
is capable to seek social support or strengthen social support, and is able to resist 
social pressure, the greater the chances of succeeding in changing his intentions and 
self-management behavior. Which people around the patient, provide the patient 
with a helping hand? Which people, work against the patient? If people are uncer-
tain about their own views, they tend to compare them with the views of people with 
whom they can identify. A positive or negative influence from the social environ-
ment is the consequence.

Together with the patient, you work out that the patient is able to recognize resis-
tors from the social environment and is more resilient with regard to handling these 
difficult social influences. Together with the patient, you also help him to seek social 
support, or obtain better, more specific social support, for example, seeking support 
for movement behavior by moving with a friend. The goal is for the patient to rec-
ognize resistors in his social environment, and be able to handle and oppose social 
pressure. The patient would also have to understand the importance of social sup-
port, and be able to seek specific social support (for the self-management change). 
Deal with the social environment includes being able to deal with social influences 
by increasing resistance to handle social pressure, and to seek support. The matrix 
of social influences can be used (see Sect. 5.28).

Making a schedule of social influences can help the patient learn to deal with 
social influences from the environment.

 C Training 3: Model supporting patient self-management – resisting social 
pressure and seeking social support

 C You start with your introduction: “How are you? Let's start with looking 
back on the previous conversation: “In the previous conversation we had 
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together, we looked at the advantages and disadvantages of changing 
self-management or health behavior. We will look back at these pros and 
cons of a behavioral change. In this talk, I would also like to discuss what 
the people around you are saying if you are going to (change your 
behavior, lifestyle, for example, move more). And if there are people in 
the close area around you, who can support you. From experience, I know 
that the people at home might not like to see you change your behavior 
or lifestyle. We will begin by taking a look at the schedule with pros and 
cons, okay?”
 C The following two options can appear:
 C Disadvantages of changing the self-management behavior shown to be 

more important: talk again about pros and cons. With this, you go back to 
step 2 – attitudinal change.

 C Benefits of changing the self-management behavior shown to be more 
important: go back to the “I want scale” and check if the score has changed 
compared with the last consultation. The score on this scale displays 
whether the patient really wants to change his behavior. “Can you specify 
on a scale of 1–10 if you want to change your (behavior)?”

 C Then, explore the social influence from the near surroundings of the 
patient by asking open questions. “Have you already spoken with others 
about (the new behavior, other lifestyle, for example, to move more)?”. 
(Patient gives reaction.) “Let’s check if there are other people, with whom 
you have a good relationship, who find that you (should move more). 
What are their reactions?”

 C Discuss together with the patient the schedule for assessing the social 
influence: who provides support, when, and how? Who applies social 
pressure, when, and how? Continue until the review is complete.

 C “When I go to read this review, I note that: for social support, you can 
build on ... and that the social support would be improved if ... (opinion of 
the patient). And I note that you expect social pressure from ... With social 
pressure can be handled by ... (opinion of the patient).

 C If the patient does not know any solutions to improving social support or 
dealing with social pressure, a brief talk about learning new social skills 
may be applicable. You can start with: “Can you give an example of a 
situation in which you expect to experience social pressure? What can 
you possibly do to handle the negative influence, but that would enable 
you to (new behavior/other lifestyle/move more?”. Do you think this 
(strategy to handle social pressure) helps?”. And: can you think of a person 
who is able to support you, when you start to … (new behavior/other 
lifestyle/move more)?”

 C Join the conversation with a brief summary, and specify that you will 
come back to the above discussion. Emphasize that it is important for the 
patient to attend the next visit.
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5.16.4  Model Supporting Patient Self-Management: Perceived 
Behavioral Control and Self-Efficacy

In the model supporting patient self-management step 4, the next emphasis is on 
perceived behavioral control and self-efficacy. If a patient learns (further) skills step 
by step, the chance of success in improving his self-management and changing his 
(health) behavior is greater. This step-by-step learning of (mostly practical) skills is 
called guided practice. The patient should experience that he is able to take his 
medication, increase his movement behavior, for example, and optimize his confi-
dence in his own skills. The patient must feel that he is able to improve or change 
his behavior, experiencing an increased confidence in his own abilities. This per-
ceived behavioral control or self-efficacy is necessary for the patient’s justification 
process for to sustaining behavior. This requires the patient to gradually acquire the 
skills necessary to perform the (intake/movement) behavior. Practice makes perfect; 
observing others can be helpful. You work out what necessary practical or techno-
logical skills the patient needs to acquire. The goal is for the patient to have the 
necessary skills for self-management. Increasing perceived behavioral control and 
self-efficacy is important to be able to learn and implement (practical or technical) 
skills.

 C Training 4: model supporting patient self-management – perceived 
behavioral control and self-efficacy

 C Introduction: “how are you doing?” What are we going to do today? In this 
conversation, we discuss the skills needed to perform (the desired 
behavior, or  lifestyle). It is not that you should be able to implement it 
immediately. But you will be (skilled) in steps. “Tell me, what seems easy?” 
And later in the interview: “What seems harder?”

 C Use the matrix of self-efficacy and skills (see Sect. 5.28)
 C Make an inventory of how the patient looks at the skills to be taught. Put 

the skills in a schema and fill in the different steps for each skill the patient 
has to learn.

 C Example of a possible second consultation: introduction with the 
question “What are we going to do in this consultation?” In this 
conversation, we look briefly back at our previous conversation. We will 
then start to learn (skill, sub-skill). Here we go now. Do you agree?”

5.16.5  Model Supporting Patient Self-Management: Planning 
Behavior Change

In the model supporting patient self-management step 5, the next emphasis is on 
planning the behavior or lifestyle change. If patients formulate their goals them-
selves, the patient is the “owner” of the goals. We call this action-planning. If a 
patient is preparing (preparatory behavior) to carry out these goals, the chance of 
success is greater. To change the patient’s intention, his planning to start the behav-
ior involves the formulation of targets with which the patient indicates planning 
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improved self-management behavior (for example, start exercising). Planning a 
behavior change is always about: what are you going to do, when, and how often? 
In addition, planning a behavior change is about preparing to carry it out. The 
patient should be prepared to carry out his purpose by imagining that he is imple-
menting the self-management or (health) behavior (for example, starting to be phys-
ically active). Preparing the behavior change is stating: if ..., then I .... The goal is 
that the patient really intends to change his behavior, that is, he has a positive inten-
tion to move more, has planned the behavior and he is prepared.

 C Training 5: model supporting patient self-management – planning 
behavior change

 C Introduction and what are we going to do in this consultation? “In this 
talk we will discuss your goals, the goals you want achieve to improve 
your self- management: we are going to discuss what your goals are, and 
this means we can discuss what can you do? When? How often?”

 C Use the action plan – goals – what, when, how often (see Sect. 5.28).
 C And what is needed to prepare? “It is important that these goals properly 

fit what you want. These goals are really your personal goals to help you 
get started.”

 C Describe the goals together with the help of the format.

5.16.6  Model Supporting Patient Self-Management: Behavior 
Change and Handling Barriers

In the model supporting patient self-management step 6, the next emphasis is on 
changing the behavior and on handling the barriers that may distract a patient from 
changing his behavior. If a patient recognizes barriers and diminishes barriers, and is 
provided with feedback, the patient may proceed and start to change his behavior. 
Planning a behavior change, or planning to improve self-management, can be stopped 
by barriers. Barriers are all kinds of unforeseen circumstances that occur (even though 
there is a plan); the patient is not going to implement the new or improved behavior.

For behavior change, it is about recognizing and handling barriers, and giving 
positive feedback. Together with the patient, you make an inventory of barriers by 
carrying out a review, and you describe for each barrier ways of coping with it. You 
work out that the patient bypasses barriers and that the patient learns to deal with 
barriers that obstruct a (further) behavioral change.

 C Training 6: model supporting patient self-management – behavior 
change and handling barriers

 C Introduction: “If you look back on the past period, did you manage to 
sustain the behavior, or lifestyle change (for example, to move)? I 
understand that the (new behavior) pleases you because ... (call positive 
factors). In addition to these positive factors, most people also encounter 
some negative factors. Do you encounter any negative factors? Let's 
explore these by discussion (search together for the barriers to the new 
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behavior). In this talk, I want to discuss these difficult circumstances that 
cause you to fail sometimes, even though you are planning to move (or 
carry out some other new lifestyle behavior), this sometimes fails. What is 
currently an important barrier? If we have a look at this (barrier 1), what 
would help you (to handle the situation)?”
 C Use the coping plan –how to handle barriers (see Sect. 5.28).
 C List the barriers with open questions. List possible solutions for each 

barrier: “which solution seems easy?”
 C Write down each barrier in a schedule together with ways to cope with it.
 C End the conversation with a summary. Make an appointment on how to 

deal with barriers.
 C It is important to prepare the patient for relapse: “In the next period, it is 

possible that you might have what experts call a relapse. You will notice 
that you stopped the lifestyle change behavior of, for example, no longer 
moving. Actually, this happens to a lot of people when they are trying to 
change their behavior or lifestyle. It is important not to lose heart, and it 
is important to arrange support. What can support you (support looking 
for/... call or mail to/from the practice, etc.)?”

5.16.7  Model Supporting Patient Self-Management: Sustaining 
Behavior Change

In the model Supporting patient self-management step 7, the next content is sustain-
ing behavior change. If a patient devises his own solutions to relapse (coping plan-
ning), these can be worked on further, strengthening the behavioral change. This 
includes sustaining the new behavior. Prepare the patient for a fall back into old 
routines. Relapse happens to everyone. Search together with the patient to find ways 
to tackle it, for example, picking up the thread again the next day. It requires a lot of 
time for the patient to build the desired behavior into his daily activities.

To sustain behavior change, it is important for the patient to continue to imple-
ment the behavior, and to handle relapse. You work out that the patient will learn 
new behaviors and ways of coping with relapse, until behavioral maintenance has 
been reached. The patient scores on a scale of 1–10 the extent to which the new 
behavior has become a habit. You ask the patient in the penultimate consultation that 
you have a schedule for him to fill in with relapse moments and possible plans for 
solutions, and with elements of the behavior that have become routine and plans to 
stick to those routines. The goal is that the patient sustains behavior change and can 
handle relapse back into undesirable behavior.

 C Training 7: Model supporting patient self-management – sustaining 
behavior change

 C Introduction: “If I (professional) look back to the times when I have been 
sitting here with you, then I think I may conclude that you have achieved 
a lot. You have been moving (or other new behavior) and ... (give positive 
feedback). Are you happy about this?”
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 C Let the patient indicate on the scale the extent to which the new behavior 
has become a habit for him.

 C “Now, it is often the case that, over time, you may find that it is (again) hard to 
... (the new behavior). We have discussed this. Did this occur? Is it hard to keep 
on track with the new behavior, or lifestyle change, for example, moving 
three times a week (make a clear connection with the person’s goals).”
 C “As I said, you have already come a long way (with the new behavior, or 

new lifestyle). In this talk, we’ll look at fallback moments and see what 
solutions might handle these relapses. You spoke earlier about ... (relapse 
time 1), what have you done? Was this a good solution?”

 C Inventory the fallback moments with open questions and the possible 
solutions. Which solution is the most likely? Fill in the schedule of the 
fallback moments together, using open-ended questions.

 C Use the matrix for high-risk situations and how to handle them and the 
got-used-to scale (see Sect. 5.28)

 C Make an appointment on how the patient can handle possible relapse: 
“it’s good to handle a relapse by ... (solution), if you have a relapse into ... 
(old behavior)?”

 C Use the got-used-to scale together with the patient. Discuss if and how 
much the new behavior has been incorporated into the patient’s lifestyle 
and health  behavior. On a scale from 1 to 10, are you satisfied with how 
you use your new behavior to improve your self-management? 1 indicates 
self-management not incorporated into daily life, and 10 is self-
management that is incorporated into daily life and is okay for me to 
handle.
 C End the conversation with a summary and make a new appointment or 

look back at the behavioral change process from the start and close the 
coaching process.

5.17  Intervention Mapping, Step 4: Motivational 
Interviewing

Motivational interviewing:
By increasing the intrinsic motivation and making the patient aware so he 

can choose the desired (behavior) change and self-management.
Three possible situations that make use of motivational interviewing: 

application only in the first consultation; in multiple, successive consulta-
tions; and when the patient’s motivation is an obstacle.

Four principles:

• Client-centered, empathic communication style.
• Starting from an ambivalent position.
• Dealing with resistors.
• Supporting self-efficacy.
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Another model for changing the patient’s health behavior or self-management 
behavior is motivational interviewing (Miller and Rollnick 2002, 2012). Using 
motivational interviewing, the nursing professional wants to increase the patient’s 
intrinsic motivation. By increasing the intrinsic motivation your aim for the patient 
to choose the desired (self-management) behavior. The patient should be intrinsi-
cally motivated with regard to the desired (self-management) behavior. Motivational 
interviewing is a client-centered, directive method aimed at increasing intrinsic 
motivation to change behavior by exploring and handling ambivalence regarding 
change (Miller and Rollnick 2002). Motivational interviewing has been shown to be 
effective at increasing the motivation and behavioral change in a patient. This model 
has been shown to be effective for reducing body weight and lowering blood cho-
lesterol levels and systolic blood pressure (Rubak et al. 2005). Motivational inter-
viewing requires a strong involvement of the nursing professional and very complex 
operational and technical skills. Using motivational interviewing, patients remain 
more actively involved in the education process for longer. Patients appear to par-
ticipate more actively, and lifestyle and health advice was better followed, com-
pared with patients who were not offered motivational interviewing (Miller and 
Rollnick 2002). An important starting point for motivational interviewing is: “If you 
treat an individual as he is, he will stay as he is, but if you treat him as if he were 
what he ought to be and could be, he will become what he ought to be and could be.” 
(Goethe in: Miller and Rollnick 2002).

Motivation interviewing is a complex technique. According to Miller and 
Rollnick (2002), professionals using the method in practice use motivational inter-
viewing in their own way. Professionals appear to omit elements or use elements in 
their own way. This is, because professionals learn the method of motivational inter-
viewing by self-study or in 2- to 6-h workshops. This is insufficient, because the 
method requires nursing professionals to have a lot of practice with the method and 
to receive feedback from other (experienced) professionals.

What are the core elements of motivational interviewing? First, there should 
always be reflective listening to the ambivalent attitude of the patient opposing the 
proposed behavioral change. Second, the motivation of the patient is increased by 
what is called change talk. Third, the patient’s autonomy is the starting point. Fourth, 
the method requires the professionals to have complex communication skills to 
elicit from the patient solutions to the problem.

A specific (interview) technique associated with motivational interviewing is to 
constantly show empathy, by being sensitive to the difficulties that the patient 
encounters in his self-management. An interview technique is also allowing a dis-
crepancy, the patient himself experiences the discrepancy between the unwanted 
behavior and the goals of self-management. By searching with the patient for the 
goals of self-management, the patient recognizes that the unwanted conduct does 
not lead to the achievement of these goals. According to this method, it is very 
important not to argue with the patient. If you confront a patient with his unwanted 
behavior, he will react defensively. Defensive patient behavior sends the patient 
further in the direction of the unwanted behavior. One interview technique is also to 
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accept resistance, but you assume that the patient does want to change. By suggest-
ing several options, the patient may start to solve his own problems. A final tech-
nique is to support self-efficacy. This includes support of the good experiences with 
the desired (self-management) behavior, also if this is only a small step.

As a nursing professional, you can use motivational interviewing in three differ-
ent situations. You can use it in the first consultation, as a start. If time is limited 
within the consultation and the patient comes from a patient population with well- 
known high failure rates in the treatment process, motivational interviewing can be 
chosen. It has been found that this one-time, unique intervention increases the 
chance of the patient attending a follow-up appointment. Second, you can apply 
motivational interviewing in multiple, successive consultations. For nursing profes-
sionals, motivational interviewing is then the communication style that is used 
throughout the nursing and treatment process. This includes patients in whom a 
behavioral change is required from a health point of view. It has been found that 
motivational interviewing can improve the patient’s motivation and compliance. 
Third, a nursing professional can use motivational interviewing if a patient’s moti-
vation is an obstacle to the nursing and treatment process. This also when patients 
require a behavioral change from a health point of view.

How do you handle motivational interviewing as a nursing professional? For 
nursing professionals, motivational interviewing is about clarifying and listening to 
the patient’s concerns, and listening to the patient’s arguments about not changing 
his lifestyle and behavior. In a second session, the nursing professional gives feed-
back on the assessment, and makes an analysis of the function of the unwanted 
behavior in the life of the patient. On this basis, you draw up a treatment plan with 
the patient and set joint goals for behavior modification and self-management. In 
the follow-up consultations, you will work together with the patient on the goals of 
the treatment plan.

As a nursing professional, you use motivational interviewing when specific moti-
vational problems arise for the patient. An important starting point is that you as a 
nursing professional resist the “impulse” to respond directly by giving opinions. It 
is important to listen to the patient in a reflective way, and from what the patient says 
delve deeper by asking questions. A starting point may also be that you try to seek 
the specific motivating factor for the patient and try to understand what can turn him 
on to achieving his goals. Finally, you as a nursing professional should listen closely 
to what the patient tells you, so that you allow the patient to become “empowered.” 
This is done by asking only open questions and giving the patient open space to talk 
as much as he wants. For example, a patient with type 2 diabetes is asked “how 
would your life change if you moved more?” or a parent, “What would your life be 
like if your child did not have COPD?” You also empower the individual when you 
confirm what he does or has done. For example, in a patient with type 2 diabetes: “I 
see you’ve been getting started with exercising more.” Reflective listening helps you 
as a nursing professional to listen to the patient’s view, and to respond to possible 
inconsistencies in the patient’s verbal and nonverbal communication. During the 
conversation, you give short summaries that the patient can understand.
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The nursing professional should work on building a collaborative relationship 
with the patient. The nursing professional should try to create a positive interper-
sonal atmosphere, but does not inflict it on the patient. The personal choices of the 
patient and his autonomy play central roles in the education and treatment process. 
A key concept in motivational interviewing is cooperation. It is all about the nursing 
professional exploring, researching, and supporting the patient: exploring and 
investigating the nature of the (health) problem and the basis for the concerns; sup-
porting the patient in the choices he makes regarding the desired change in behavior 
or self-management. The nursing professional should bring things together and 
communicate in an enlightening way. The nursing professional helps the patient to 
look at the (health) problem in a different way. This is helpful to the patient in find-
ing the intrinsic motivation to change (behavioral) and tries to bring this motivation 
to the surface. The responsibility for the (behavioral) change lies with the patient 
and respect of the autonomy of the patient plays an important role for the nursing 
professional. The ultimate goal of motivational interviewing is to increase intrinsic 
motivation, so that the patient wants to change and not because this is imposed. If 
the principles of motivational interviewing are properly deployed by the nursing 
professional, it is the patient in particular who can present the correct arguments in 
favor of a change in behavior and self-management. Motivational interviewing 
implies the assumption that the motivation and the possibilities are within the range 
of each patient and that this “only” has to be fueled. Each patient is potentially able 
to change his behavior and self-management.

What are the four principles of motivation interviewing? Motivational interview-
ing is based on four principles and revolve around: “if you wish, I can help you 
change” (Miller and Rollnick 2002, 2012). A first principle is that the nursing profes-
sional shows a client-centered, empathic communication style, which means that the 
nursing professional communicates by reflecting. The nursing professional commu-
nicates without judging or condemning, blame or criticism of the patient. You reflect, 
but this does not necessarily mean that you agree with what the patient says.

A second principle of motivational interviewing is that the patient from an 
ambivalent or even negative position related to the (behavioral) change or self- 
management moves toward a positive position. If the patient visits a nursing profes-
sional, the patient often experiences a discrepancy between the current behavior and 
the desired behavior. This discrepancy can be lifted by creating awareness. The 
patient should be aware of the current, unwanted behavior and become aware of 
expected benefits if the behavior is changed. If the unwanted behavior conflicts with 
important, personal goals of the patient, there is a chance for change. As motiva-
tional interviewing is properly applied, it changes the perception of the patient, 
without this feeling having to be forced. The patient himself outlines why he wants 
to change his behavior or his self-management.

A third principle of motivational interviewing is dealing with the patient’s resis-
tance. If the nursing professional tries to break the patient’s resistance by giving 
herself arguments and information, this is counterproductive. As motivational inter-
viewing is properly applied, the nursing professional “goes with” the patient’s resis-
tance. Resistance is a natural and understandable reaction to change. How can you 
as a nursing professional deal with the patient’s resistance? Invite the patient to 
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incorporate new information into his considerations. The patient should also be 
offered new perspectives on the health problem, on behavioral change, and on self- 
management. The patient is given an active role in solving his problem.

Finally, a fourth principle of motivational interviewing is that the patients’ self- 
efficacy is supported. The self-efficacy is a key element in motivating the patient to 
change behavior and improve self-management. The self-efficacy is a good predic-
tor of the treatment effect. If motivational interviewing is properly applied, this 
leads to confidence in one’s own capacity to deal with obstacles and succeed in a 
behavioral change.

Motivational interviewing is based primarily on the conversational skills of the 
nursing professional and stands or falls by them. Important conversation skills are 
asking open questions and questions to elicit a response from the patient, but also 
empowering and strengthening the patient as he makes the desired statements. A 
conversational skill is also reflecting – sometimes selectively – on what the patient 
is saying about his willingness to change. Furthermore, the nursing professional has 
to give summaries during the conversation. Using summaries increases openness to 
change and using this provides the patient with an insight and an overview (Miller 
and Rollnick 2002).

5.18  Intervention Mapping, Step 4: Transtheoretical Model, 
Stages of Change

The transtheoretical model or stages of change is another model to look at health behav-
ior and self-management behavior of the patient to change. The model shows that 
patients can be at different stages of changing their behavior. For nursing professionals, 
it is probably not a method for improving self-management behavior, but a way of look-
ing at how people enter consultation at the start of the intervention.

What is specific about a patient in precontemplation, and what should a nursing 
professional do? A patient in the stage of precontemplation is not aware that a 
change in behavior is desired, the patient is unwilling or rather discouraged to make 
a desired behavioral change. He experiences resistance to change. The challenge for 
the nursing professional is to find out why the patient is experiencing this resistance. 
The nursing professional does this by applying the strategies in a positive way to 
diffuse resistance, by examining together with the patient the reasons why the 

Transtheoretical model or stages of change:

• Precontemplation, resistance.
• Contemplation, ambivalence, pondering risks, potential benefits, taking 

stock.
• Preparation, individually oriented action plan.
• Action, changing the behavior, commitment, motivation.
• Consolidation, maintaining the behavioral change, dealing with relapse.
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patient is in precontemplation. It may be effective to view the patient’s resistance 
possibly as reluctance. Resistance can also result from resignation, rationalization 
or rebellion. If you discuss the patient’s resistance of the patient, the reason why the 
patient is not ready for change is often revealed. Nursing professionals often think 
that if the patient really perceives a (health) risk, a behavioral change will emerge, 
or that the more information the patient receives, if the patient is confronted with his 
health risk, a behavioral change will emerge. But this is a misconception, especially 
for the patient in the motivational stage of precontemplation.

What is specific about a patient in contemplation, and what should a nursing pro-
fessional do? A patient in contemplation is in a paradoxical stage: he is ambivalent 
toward the behavioral change. At this stage, the patient is more open to education and 
explores the balance between the advantages and disadvantages of the behavior 
change. As a nursing professional, you explore for how long the patient is considering 
change and also whether the patient has already made concrete attempts to change his 
behavior. You focus mainly on supporting the patient in reflecting on the (health) risks 
of the behavior. Also, focus on the potential benefits of behavioral change and the 
notion that behavioral change is possible for the patient. In the contemplation phase, 
the advantages and disadvantages of the desired behavior change are in balance.

Contemplators need accurate information about their behavior and the effect that 
this behavior has on their health. This includes providing personally relevant infor-
mation and feedback. If the information and feedback are supported by medical data 
such as test results, these visual and personal data contribute to the balance tipping 
to the positive side (DiClemente et al. 2002). The nursing professional is focused on 
accentuating the positive aspects of the patient’s change in behavior. After the ben-
efits have been discussed, the nursing professional also focuses on the less pleasant 
sides of the behavioral change. Listening carefully, summarizing, providing feed-
back, reflection, affirmation, and encouragement of the self-efficacy are important 
in facilitating behavioral change. Overcoming the patient’s ambivalent attitude and 
tipping the balance sheet to the positive side of behavioral change require the time, 
patience, and perseverance of the nursing professional.

What is specific about a patient in preparation, and what should a nursing profes-
sional do? A patient in preparation is on the threshold for action, changing behavior, 
and self-management. In preparation, the patient should be prepared to make a plan 
on how to take action. The challenge for the nursing professional is that the patient 
develops an individually oriented action plan. The nursing professional starts to 
determine the strength of the patient’s commitment. The nursing professional accom-
panies the patient in the development of the action plan to achieve behavioral change 
and self-management. In the action plan, particular attention is paid to the individual 
living conditions and previous experience with changing behavior is stressed.

What is specific about a patient in action, and what should a nursing profes-
sional do? A patient in action starts to work on changing behavior and self- 
management by implementing the action plan. This stage requires the patient’s 
commitment, time, and energy. It can be tricky for the nursing professional if the 
patient has already begun to implement the change since the last consultation. The 
patient may have several reasons to consult the professional. It may be that the 
patient wants to get the plan confirmed. It could be that the patient seeks support in 
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the process of changing behavior and improving self-management. The patient 
may come to discuss self-efficacy in consultation and to learn to have more control. 
However, he may also attend the consultation to monitor his action plan. The nurs-
ing professional must not assume that the change process will develop naturally 
and smoothly. In the action phase, the patient may experience conflicting feelings 
about the behavioral change. The patient may miss the old lifestyle and it may be 
a great effort to find his niche with the new behavior. The nursing professional 
would have to listen carefully and give positive feedback about positive facts. 
Often, changes should be made to the action plan to promote the adjustment, and 
improving self-efficacy needs specific attention. By putting the focus on the 
patient’s successes, to confirm the decision to change, and help with the intrinsic 
attribution of success, the nursing professional supports the behavior change and 
improved self-management.

What is specific about a patient in consolidation, and what should a nursing pro-
fessional do? A patient is in the stage of consolidation and preservation when the 
behavior change is sustained for a certain period of time and the self-management is 
improved. Relapse and “recycling” are often seen at this stage. Maintaining a behav-
ior change is generally difficult for the patient. He is working to consolidate what he 
has achieved in the action phase and fights to prevent relapse, or he may respond to 
relapse by returning to the desired behavior. The nursing professional supports the 
patient to maintaining what he has achieved. Without strong commitment, the patient 
will surely experience a relapse. Nursing professionals work together with the patient 
to understand that relapse is seen as a teaching moment, and not as a failure.

 C Is there a relationship between contemplation and depression? In 
one study, it was shown that there is a relationship between contemplation 
and depression. Within the entire group of people in the phase of 
contemplation, there is a subgroup that has chronic “contemplation” 
(DiClemente and Prochaska (2002). This subgroup reflects on behavioral 
change, but in fact no further than pondering and rethinking.

5.19  Intervention Mapping, Step 4: Patient Participation 
Model Improving the Self-Management in Patients 
with Chronic, Major Health Problems

Patient participation model, improving the self-management in patients with 
major, chronic health problems:

• Increases well-being and quality of life.
• Increases the sense of preparedness.
• Increases the sense of control.
• Lets the patient take informed decisions.
• Allows the patient to maximize the quality of life.
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If a patient has a chronic (psychiatric) health problem, or a major health problem, it 
is more complex to change (health) behavior and improve self-management. In 
addition to changing the (health) behavior and the promotion of self-management, 
the process of living with the impact of a chronic health problem plays an important 
role for the patient. Dealing with chronic, major health problems requires the patient 
to develop the appropriate self-management skills.

Health education increases the well-being and quality of life for patients with 
major chronic health problems. Also, these patients may, by means of appropriate 
health education, obtain a sense of preparedness and of control. Nursing profession-
als should in their provision of education and guidance tailor it to the individual 
patient, so that he can take informed decisions. The technical life-prolonging treat-
ment options and interventions for chronic health problems increase, allowing the 
quality of life to be maximized.

In chronic, major diseases, it is important for the patient to have a realistic pic-
ture of the health problem and to learn adapt to changing circumstances over time. 
Education and guidance enable the patient to develop this realistic picture, with the 
process to come and psychological mechanisms such as denial, understanding, and 
acceptance in the process of acceptance to understand. The extent to which the 
patient himself can influence the phase of his disease process is important. This 
affects the patient’s information search behavior and the choice to bring self- 
management in line with his state of health.

The patient participation model, not only provides an insight into how patients 
with chronic health problems can learn to handle their health, but it also tunes in to 
the need to adapt to facing the end of life.

What are the implications for denial and despair when improving self- 
management in the patient participation model? When a patient realizes that he is 
suffering from a chronic health problem, he often experiences despair and denial. 
The first stage of existential despair and denial includes sadness, disbelief, and 

Patient participation model:
Promoting self-management; the mental process of the patient is the start-

ing point.
Realistic picture of the health problem.
Learning to adapt to changing health and circumstances over time.
First stage: despair and denial and preparation for self-management.
Second stage: releasing the denial and taking stock of self-management; 

increasing care independence.
Third stage: relief and recovery and teaching shared decision-making for 

self-management.
Fourth stage: adjustment and self-management support; prevention of 

relapse.
Fifth stage: worsening and the need for (support of) the self-management.
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shock after hearing the diagnosis. It is important for the nursing professional to talk 
to the patient about the health problem in relation to the threat it poses, and about 
the personal, familial, and social aspects of the health problem. Because of the 
shock and disbelief, the patient may deny that there is a health problem. Denial of 
the unfavorable diagnosis can be persistent, especially if it is linked to approaching 
the end of life. Denial is a protection mechanism of the patient if the diagnosis gives 
more stress than the patient can handle at that time. A patient may proceed to total 
denial if there is an unfavorable diagnosis, or he may deny the severity but not the 
implications of the health problem. But also, the diagnosis can be seen to be a lot 
brighter than it really is. Denial has the side effect that care and medical treatment 
can be avoided. Fear plays an important role and is a natural first reaction to an 
unfavorable diagnosis. The fear may continue about how the patient would have to 
deal with the health problem, and on the impact of the health problem on life. But 
fear can also be about approaching the end of life, or fear of the dying process, or 
pain and discomfort associated with dying. Talking about his fear and how symp-
toms can be controlled, and discussing what measures can usually be taken to keep 
him as comfortable as possible can reduce fear.

In this first stage, most chronic patients’ needs are to have personally relevant 
information. The nursing professional should inform them about the diagnosis, the 
proposed treatment, and about the impact that the health problem and the treatment 
might have on the life of the patient. In this, the exchange of information is central. 
You work on building a collaborative relationship. The health problem usually also 
requires changes in the behavioral and improved self-management behavior of the 
patient. The patient should become aware that improved self-management can help 
him to deal with his health problem and that this may improve his (care) indepen-
dence, well-being, and quality of life, as much as possible. The most effective strat-
egy is a nonthreatening, one-to-one communication, in which the nursing 
professional encourages the patient to ask questions. Frequent, short conversation 
calls are advisable if the fear and fatigue of the patient has an impact on his concen-
tration. Follow the patient and give him what he asks for.

Patient participation model, letting go of the denial, what are the implications 
when improving self-management? In the second stage, letting go of the denial, it’s 
going to be a further awareness that self-management is desired and watching the 
pros and cons of this self-management. If the patient the existence of his chronic, 
major health problem no longer denies, feelings of despair shall prevail. It is impor-
tant to listen to the patient and to offer him recognition by his feelings. An important 
goal is that the patient gains control over his situation. Nursing care should need to 
be designed that the patient regains his powers and his life.

Self-management offers the patient opportunities to experience control over the 
health problem. In addition to the greater awareness of the health problem and the 
role of self-management in this regard, it is important with the patient to take stock 
of the advantages and disadvantages of self-management. This balancing of pros 
and cons, is a question of whether the benefits of self-management behavior out-
weigh the disadvantages. The nursing professional builds the cooperative relation-
ship to a relationship in which participation of the patient is central. The 
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communication should be aimed at expressing feelings. The education also covers 
again explaining aspects of health problem in which in the previous stage a block-
age occurred.

What are the implications for relief and recovery when improving self- 
management in the patient participation model? The third stage is about relief and 
recovery and can be very long lasting. The central theme is that the patient learns to 
deal with his health problem, master the necessary self-management and that the 
health problem can be given a place in his life. Acceptance of the chronic, major 
health problem has not yet occurred, but the patient is already a little closer.

The patient education process is focused on decision-making. The patient should 
decide whether or not he is going to change his behavior and improve his self- 
management. The patient will only decide to improve his self-management if the 
benefits outweigh the disadvantages. Before a patient can change his behavior, it is 
important to detect barriers in self-management and to clean up. Obstructing emo-
tions are often barriers. Barriers can hinder the patient in getting started with his 
self-management. The nursing professional discuss these barriers and problems that 
stand in the way of the implementation of the desired behavior, and how he can 
tackle these obstacles so that he can work on his self-management. Furthermore, it 
is important the patient learns (social and practical) self-management skills. The 
nursing professional will ask the patient to think about the way the self-management 
behavior can best be taught and what kind of support he would like. Finally, the 
nursing professional asks the patient how he intends to deal with the reactions of his 
social environment to the changes resulting from his self-management. The nursing 
professional invites the patient to think about how his resilience can be increased, 
and who would be a suitable partner to offer social support. Expressing feelings is 
also central at this stage, as at every stage. At this stage, in addition to individual 
consultations with the nursing professional, group sessions can start. Group ses-
sions can make the health problem more bearable and (social and practical) skills 
for effective self-management can be learnt.

What are the implications for adaptation when improving self-management in 
the patient participation model? The fourth stage is targeted at adaptation, making 
decisions and identity changes. This phase includes the entire period of being 
chronically ill. One patient is better able to adapt to having a chronic health prob-
lem, with radically and heavily modified conditions, than another patient. The cen-
tral theme is: how to deal with the disease? The patient should see himself as 
valuable. His life is severely modified, but not lost. The patient should find a new 
identity and start to identify with people with similar health problems. He must also 
take decisions on issues associated with the treatment, second opinions, work, sexu-
ality, and interpersonal affairs. The treatment process, the fear of yes/no recovery, 
and dealing with stress, requires the patient to expend a lot of energy. The nursing 
professional approach consists of listening, understanding, and responding to what 
the patient says, to encourage him to learn to accept the situation.

The patient education process is aimed at bringing about behavioral change 
and sustaining behavior changes and improvements in self-management. Concrete 
goals are a prerequisite for the patient to enable implementation of the opinions 

5 Patient Education and Improving Patients’ Self-Management



201

on self-management. The nursing professional consults with the patient and they 
jointly formulate concrete goals that state – what, how, when, and how often – the 
desired self-management (part) behavior is to be performed. In addition to these 
goals described together in an action plan, you search together with the patient for 
behavioral support measures that can be of help. Behavioral support measures 
recall the patient to the self-management. To enable the self-management to be 
sustained long term, the nursing professional gives attention to behavior preserva-
tion and perpetuation of the desired self-management. The nursing professional 
offers the patient positive feedback on self-management. Along with the patient, 
high-risk situations are identified and adequate coping responses are looked at. 
Finally, the patient must learn to deal with errors and negative experiences with 
the behavioral change and self- management. The nursing professional and the 
patient talk about the prevention of relapse into the old, unwanted behavior and 
especially how to deal with this relapse. In the prevention of relapse, the nursing 
professional connects to the treatment process of the patient. At this stage, in addi-
tion to individual consultations with the nursing professional, group sessions 
motivate the patient to perform self- management well and to undergo the treat-
ment process.

What are the implications for deteriorating health when improving self- 
management in the patient participation model? The fifth stage is entered as the 
chronic, major health problem worsens and health deteriorates. Now, again, the 
education process focuses on answering questions, explaining what the disease does 
in the body, explaining and discussing the options, emphasizing the ownership and 
freedom of choice. Is also emphasized that comfort is more important than recovery. 
The nursing professional accompanies the patient toward acceptance.

Patient education continues in the dying process, the mourning process, spiritual 
and existential questions of life, interpersonal or communication problems, and the 
need for open, honest communication. Relapse to denial occurs regularly. Denial, 
awareness and acceptance, knowing and not-knowing alternate, and this affects to a 
large extent whether self-management is sustained or intermittently or completely 
released. The nursing professional adapts her education to the needs of the patient. 
The patient is the one who indicates what is important and what self-management 
(part) behaviors for him are important and should be supported. Consultations with 
the nursing professional are short and adapted to the mental and physical condition 
of the patient. There are no longer any group sessions. An important goal is to bring 
together the patient and his family and support them at the beginning of the last 
phase of life. In the pre-terminal stage and the dying phase there is often talk of 
decline in self-management.

5.20  Intervention Mapping, Step 4: 5As

To improve the self-management of the patient with chronic health problems, the 
5As construct can be used. The 5As construct stands for assess, advise, agree, assist, 
and arrange. The purpose of the 5As is to develop a patient-specific action plan 
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together with the patient. This action plan consists of specific behavioral goals and 
includes ways to achieve these goals and to deal with barriers. The methods and 
strategies used in the 5As construct increase the patient’s knowledge and skills, and 
his confidence in being able to deal with his self-management. The 5As method uses 
action planning and coping planning.

5.21  Intervention Mapping, Step 4: Ask-Tell-Ask

After consultation with a nursing professional or other health care provider, patients 
often leave without receiving the information or health education that they had 
expected to get, or they feel overwhelmed by all the information and consider them-
selves unable to understand or comprehend the information. Patients understand 
information better if the nursing professional starts the consultation by asking what 
exactly the patient wants to know, hereinafter referred to as the nursing professional 
giving answers to the patient-specific questions. The nursing professional then 
checks whether the patient has understood the information. This could be by asking 
if the patient can tell it “back” to the nursing professional. For example: “I have told 
you a lot now, and because I like to know if I have answered your questions: can you 
repeat back to me what I just said? This gives the nursing professional the opportu-
nity to assess whether the patient has understood the information and whether there 
are misunderstandings. The ask-tell-ask method is designed to work with the patient 
to make patient-specific (health) goals (McGowan 2012).

 C Preoperative patient education. In a review of preoperative education 
aimed at reducing postoperative pain, consisting of one-to-one or group 
education with additional written material, it turned out that the 
preoperative education, which was based on a biomedical model with 
(patho)anatomical and procedural information, had barely any effect on 
the reduction of postoperative pain (Louw et al. 2013).

5.22  Intervention Mapping, Step 4: Supportive Social 
Relations

Social relations support and confirmation of the patient’s self-management have a 
positive effect on his well-being. Social support also has a beneficial effect on the 
patient’s knowledge and necessary skills. Social relationships can promote and 
improve patients’ self-management or work against these improvements.

What is specifically in favor of social relations having a positive impact on 
patients’ self-management? Social relations who are aware of the patient’s neces-
sary treatment and self-management can confirm that he does not stand alone. 
Social relations can, if they feel involved, talk together about treatment and self- 
management. Also, social relations can provide role models for the desired self- 
management behavior and be an example to the patient. Social relations can 
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diminish barriers that hinder the desired patient self-management, and they can 
confirm the desired behavior, by rewarding or providing positive feedback. Social 
relationships can provide an early signal and notice any relapse. Social relation-
ships have a significant impact on patients’ implementation of the self-manage-
ment behavior, and also on the ultimate effectiveness of the given patient education. 
Finally, we see that social relations of the patient often help to make decisions 
about the use of health care.

What is specifically in favor of social relations having a negative impact on 
patient self-management? Patients’ social relations are often not prepared “to 
change” and follow the changes that are important for patients’ health. The people 
in the social environment, may consider that the health problem and the patient’s 
related desired behavior change have nothing to do with them. Often, patients’ 
social relations are willing to temporarily adapt to the patient. For example, to give 
a push in the back by buying fewer snacks. But it becomes more difficult for them 
when a patient needs support in the longer term too, and an adjustment in their own 
behavior is requested. Social relationships can provide negative role models for 
self-management behavior, create barriers, and be positive about patients’ unwanted 
behavior. Social relations can even block the desired self-management behavior. 
Disease and treatment often not only raise the patient’s anxiety levels, but also that 
of his social relationships and family. The fear of the social relations and family can 
be a barrier, and cause the patient to be unencouraged or unsupported.

How does a nursing professional handle this? With early involvement or search-
ing for social relations that are prepared to offer social support, patients’ self- 
management can be improved. This may also prevent a removal occurring between 
the patient and his social relations. The involvement of the social relationships in the 
care process can aim to support the patient in his self-management, or aim to sup-
port the social relationships themselves. As social relations have more knowledge 
about a health problem, they develop realistic expectations for the recovery and the 
period after recovery. As social relations have more knowledge, they know ways of 
dealing with problems associated with the health problem and solve those problems. 
As social relations better understand the situation, they can better deal with the 
patient and with changes in interaction. Finally, patient education can help the fam-
ily to deal effectively with the negative aspects of a disease, such as with guilt and 
anger –common emotions of the patient with (psychiatric) health problems. The 
patient may experience (normal) emotions, but the social relations often experience 
such emotions too and this would be a topic of discussion for nursing professionals. 
The education process that is focused on the patient usually runs unparallel to the 
education process, which is focused on the social relations. The education focused 
on the partner and other social relationships requires a different effort. The educa-
tion needs and the knowledge level of the patient may even be very different from 
those of his social relations.

The health problem and the related treatment affect both the patient and his fam-
ily. They change everyday life and require extra time and effort. Illness and treat-
ment can both improve and threaten relationships, and affect how everyone plays 
their role in the social system. The possibilities you have as a nursing professional 
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to a patient to learn to maintain or restore health also depend on the capabilities of 
the patient’s social network. The social relationships that support the patient should 
need to feel part of the treatment care plan. Nursing professionals can motivate 
these social relations to support the patient, to encourage and help him with the 
parts of the behavioral changes that are difficult for him. If the nursing professional 
involves a third party in the education process, this changes the working relation-
ship with the patient, but the patient remains the center point of the education 
(Falvo 2004).

Is it easy for social relations to support the patient in his self-management? Not 
every patient is getting the support and encouragement they need. Not all social 
networks have the emotional stability for long-lasting support. Nursing profession-
als would need to develop the skill to identify patterns in relationships and be alert 
to whether or not to support the bidding attitude of (direct) social relationships and 
family. This attitude of social relationships always affects the extent to which the 
patient is willing to carry out the (health) advice from the health care and treatment 
plan. The perception of the health problem through the social environment and fam-
ily is often more important than the type of health problem. As nursing profession-
als can mobilize support from the social environment, this can be an effective 
contribution to the self-management of the patient and for the care and treatment 
process. A pitfall is that family members are just family members, and not profes-
sionals. Their involvement in the treatment process is only meant to encourage and 
support. Social relations and family would not have to play an imposed role in 
which they need to monitor in the absence of a professional.

5.23  Intervention Mapping, Step 4: Informed Consent

Informed consent is a fundamental right of the patient. This right is based on 
respect for the patient, to determine his own goals based on their own values and 
standards, and to make decisions about how he wishes to attain these goals. Informed 
consent is rooted in the active participation of the patient in his health care. Health 
care providers can only refrain from informing the patient if it would lead to an 

Informed consent:
Information duty and permission required.
The patient must be informed of the nature and purpose of treatment, risks 

and consequences, alternative treatments, health prospects, and he must be 
kept informed about developments in his state of health.

The patient must give his approval to any treatment, as he has the right to 
self-determination.

Permission requirement: no treatment without permission and no consent 
without information.
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unacceptable psychological burden for the patient, which is the therapeutic excep-
tion to the obligation to provide information. The burden includes the risk of suicide 
or other life-threatening situations. A second opinion is required before information 
can be waived, and the obligation of information must still be met if the unaccept-
able mental burden of the patient is lifted. If a patient says he does not want to 
receive information, information can be waived, but only if the interest of the patient 
outweighs any possible negative consequences to himself or to others. This is an 
undesirable situation.

In addition to the information requirement, there is the consent requirement. This 
means that a patient must give his approval to any and every treatment. Undergoing 
an investigation or treatment is a violation of the physical integrity of the patient and 
only the permission of the patient may justify this. Thus, injecting against the will 
of the patient is a violation of his physical integrity. The permission is necessary 
because the need for a given investigation or treatment is best assessed by the patient 
himself. This is called the right to self-determination. The obligation of information 
and the consent requirement are clearly related. Only if the professional informs the 
patient well, he can take a responsible decision as to whether or not to undergo pro-
found research or treatment. Damoiseaux (1993) says clearly: “no treatment with-
out permission and no consent without information.” The consent of a patient cannot 
extend beyond the information on which it is based.

Is there a relationship between informed consent and patient education/improv-
ing self-management? Informing the patient that he is able to make decisions about 
his own health and well-being is also the basis of patient education. Informed con-
sent is the vital element in the cooperative relationship between health care pro-
vider and patient. Facts, concerns, and alternatives must be discussed openly and 
the patient plays an active role in the decision-making process on his own health 
and well-being. This active, participatory role is a good starting point to invite the 
patient to discuss self-management and especially his wishes in relation to 
self-management.

In health care, the assumption is that if the patient is fully informed of all the 
risks of the procedure or treatment, this might make him unnecessarily anxious and 
be stressful for him. Another persistent assumption is that the information about the 
risks and the consequences of the treatment or procedure will induce therapy infi-
delity and noncompliance. Both assumptions are incorrect. The key to informed 
consent and patient education is effective communication between the patient and 
the professional, where the individual needs and concerns of the patient are central. 
This cooperation requires continuous mutual information exchange and communi-
cation between the patient and health care provider.

The quality of decision-making and patient education increases if the patient has 
time to think about the information, and if the patient can weigh up the benefits and 
risks before he proceeds to taking a decision, in combination with having enough 
time to get his questions answered and to discuss his concerns.

Just telling the patient what options he has and seeing if the patient understands 
the information, does not make a patient a well-informed patient. The patient may 
only make an informed decision if he can make a weighted decision based on his 
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own priorities. For informed decisions, the patient should receive accurate informa-
tion and the ability to understand what it is all about (the treatment, the procedure) 
and to analyze the consequences and alternatives from different perspectives. This 
analysis would then have to be set against the patient’s priorities and personal pref-
erences, and then finally a choice would have to be made, often a “middle way” 
(Elwyn et al. 2003).

What is patient-centered consent? Patient centered consent would have to be 
based on the patient’s goals. Health care providers should explore what the patient’s 
needs are, where his priorities lie, and accordingly give him consistent tailored, 
specific information to help him reach a decision (Bridson et al. 2003). Informed 
consent must contain at least the diagnosis, explain the proposed treatment and the 
aim, the risks or consequences of the proposed treatment, the chances of the pro-
posed treatment being successful, alternative treatment options, and the conse-
quences of the non-application of the proposed treatment (Falvo 2004).

 C In a meta-analysis focused on informed consent for patients who 
underwent a surgical procedure or an invasive procedure, there appeared 
to be an improvement in the patient’s knowledge immediately after the 
intervention, afterward (up to 14 days), and later (after 15 days or more). 
Also, the patient experienced informed consent as a clear decision, but 
this did not reduce patients’ anxiety regarding the surgery or invasive 
procedure (Kinnersley et al. 2013).

 C A review of informed decision-making around screening showed that 
patient- specific risk communication leads to better decision-making for 
the patient. For (mainly) breast and colon cancer screening, the provision 
of education around the screening has been looked at, whereby people 
could take a decision whether or not to take part in the screening based 
on their individual risk profile, compared with people who had a general 
risk education. The people obtained more knowledge without increasing 
the fear. Providing specific risk education led to a small increase in the 
number of people who underwent screening (Edwards et al. 2013).

5.24  Intervention Mapping, Step 4: eHealth

Patients’ self-management can be supported by using eHealth. eHealth is in line 
with the active role that patients want in dealing with their own health and in the 
collaborative relationship with the health care provider. The technology offers 
opportunities for self-management support (SMS), patient-specific education that 

eHealth: has a positive influence on the self-management of the patient:

• Supports self-management.
• Has a positive influence on patient participation and patient empowerment.
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can be tailored to patients’ specific needs. eHealth offers opportunities to join not 
only people in the patient’s social network, but also other health care providers. 
According to Kaufman (2010), caregivers can promote self-management if patients’ 
self-management is supported by the internet, if the internet is interactive and cus-
tomized, and shows patient-specific information. Also, the patient should be given 
the opportunity to have access to his health data, and support should be given to 
understanding the monitored data. The patient would also be supported by the inter-
net in its self-management by learning to deal with barriers. A virtual coach can 
provide this support and the patient can participate in virtual support groups, in 
which patients can make contact and find solutions to the problems they encounter 
when improving self-management.

 C eHealth. A good way to support care is a website that maps out the 
patient’s symptoms using a questionnaire and the patient obtains the 
advice whether or not to visit the family doctor.

eHealth can be offered in integrated care networks, hospital information systems, 
and clinical information systems. In integrated care networks, telehealth and eHealth 
can consist of ambient-assisted living, also called domotics. In hospital information 
systems, it can consist of telecare and tele- monitoring. Telecare offers nursing pro-
fessionals the ability to have social contact via videotelephony. Care portals are also 
subject to telecare. Tele-monitoring offers nursing professionals the ability to moni-
tor (vital) patient data, such as blood pressure and blood glucose. eHealth in clinical 
information systems consist of tele- disciplines, which improve communication 
between nursing professionals and in multidisciplinary teams, for example, tele-
radiology, or tele-screening.

Can self-management be improved using eHealth? eHealth or online interven-
tions can be a supplement or a result of the face-to-face contact with the nursing 
professional, but can also be separate from any professional or health care provi-
sion. eHealth or online interventions are intended to interact with the patient and 
provide patients with specific and tailored follow-up and general feedback (Kohl 
et al. 2013).

A review showed that eHealth interventions are effective for patients with diabe-
tes (Ramadas et al. 2011). Goal setting, personalized coaching, feedback, and online 
peer support were methods used in the intervention. For self-management and self- 
monitoring, frequent contact with the health care provider was shown to be an 
important factor. The presence of a nursing professional or other healthcare profes-
sional strengthened the eHealth intervention and promoted the compliance of 
patients with diabetes. Using other techniques, such as mobile phones, reinforced 
the effect of the eHealth intervention.

The benefits of eHealth are the 24-h anonymous availability, by which the patient 
can work at his own pace. The disadvantages of eHealth are (also) the anonymity 
and the job that is done by the patient himself, down to his own efforts and persis-
tence. If the patient searches for health information on the internet, this may increase 
patients’ participation and empowerment in the patient care–treatment process. This 
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may also have a positive influence on patients’ self-management and taking 
informed decisions about care and treatment support. Nursing professionals increas-
ingly notice that the patient, before first contact and during the treatment process, 
searched for health-related information on the internet. The patient may expand his 
knowledge and insights related to his health problem and feel supported as a result, 
but it can also lead to important questions or uncertainties. The internet sources may 
be incomplete or inaccurate, or contain deficiencies in the representation of facts 
that a patient needs. Also, there is a danger that reliable information is interpreted 
incorrectly by the patient. Finally, as a result of the abundance of education, a great 
need may arise to access reliable information.

The internet offers patients the possibility of informing themselves and to find 
backgrounds, but also to exchange information with fellow sufferers and support 
experience in dealing with a health problem. The internet offers the patient the pos-
sibility of communicating, such as anonymously consulting a nursing professional, 
without having direct personal contact. Think of treatment via the internet for men-
tal health problems regarding depression, obesity or HIV. The internet offers the 
patient the chance to be with the nursing professional to continue to communicate 
on the education and treatment process, outside of the consultation time. The inter-
net also offers the patient the ability to ask for a second opinion. Directly related to 
supporting the self-management of the patient, the internet provides the possibility 
of supporting the patient in the process of behavioral change. Also directly aimed at 
self-management, the internet offers the ability to prevent health damage by alerting 
others to health risks. For example, in the case of skin deficiencies, by the patient 
providing attractive visual and audible education messages. For the patient, it may 
be tricky to select reliable sources on the internet, but there are more and more 
patients who can handle this well.

 C Is possible to prepare a patient for using eHealth? In elective care 
there is formal, nursing care combined with informal care, eHealth. The 
preparation for the operation can be done through eHealth. The 
information needs of the patient are explored and the given information 
is tailored to the specific situation. Questionnaires can be filled in. The 
patient may later ask supplementary questions. The quality of care would 
be promoted by eHealth and lower the total cost.

What are examples of eHealth? Examples of eHealth are web-portals for health 
information focused on a specific health problem: think of a web-portal for patients 
with rheumatic health problems. Electronic consultation can improve communica-
tion in the nursing professional–patient relationship, but also the mutual communi-
cation between health care providers. Websites focused on patients may aim to 
inform the patient, but also to offer emotional support to the patient or to motivate 
behavior change. eHealth interventions are more effective if the intervention is sup-
ported by a health care provider. eHealth interventions may complement the care 
contacts with the nursing professional, but can also replace them; all kinds of tran-
sitional forms are possible.
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The eHealth interventions may be directed at chronic health problems or directed 
at promoting health behavior. eHealth focused on chronic health problems can help 
the patient to deal with the health problem emotionally, so that he learns to accept 
that he has a health problem, but also when dealing with limitations and setting self- 
management goals. eHealth aimed at promoting health behavior can prevent health 
problems, and extend health. Although the choice of eHealth interventions increases, 
many interventions are not intensive or have prolonged use, even though they are 
developed in consultation with the target group.

 C The modern care continuum. Although the demand for care will 
increase still further, the number of health care providers will not 
increase. A way to handle this care demand is with the more effective 
use of professional care. eHealth can support the professional care as a 
technical tool and make care contact less intensive. For example, 
eHealth in health care uses smartphones to monitor patients or offer 
self-management support in the form of an app.

For online prevention and lifestyle behavior, many interventions are aimed at 
body weight behavior, movement behavior, and eating habits. As face-to-face-con-
tact and interaction elements are added to the intervention, the use of the online 
intervention increases. It also appears that if online interventions are embedded in 
an existing structure, such as in a school or in the healthcare sector, the effectiveness 
increases. Finally, frequent updates of the online intervention are important. 
However, the efficacy of on-line interventions is minor and the changes in behavior 
are usually not lasting in the long run. In particular, highly educated people, more 
often women, take part in this online prevention intervention; it is proving difficult 
to reach high-risk groups with online eHealth intervention. The main problem is 
that online interventions are badly used (Kohl et  al. 2013). A systematic review 
showed that the effectiveness of eHealth diabetes self-management interventions 
was limited (Kingshuk et al. 2013). These interventions have a small positive effect 
on the HbA1c and lipid profile, with a slightly greater effect in the group that also 
includes telephone support.

How should nursing professionals incorporate eHealth into their care? Nursing 
professionals should simply ask patients whether they use the internet as a source 
of health information. Patients should be also be encouraged to ask their questions 
and concerns about information they have read on internet, and to discuss it with 
the professional. Nursing professionals would also definitely need to refer to reli-
able websites where health information appears complete, for example, health 
portals of hospitals with reliable health information and referrals to good web-
sites. Targeted information can improve patient participation and patient empow-
erment, and this supports freedom of choice. The internet also offers many 
opportunities to equip the patient with “custom” information to inquire about 
health.

The information needs of the patient depend on a number of factors and some of 
them make personal contact with the nursing professional necessary. The 
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information needs of the patient depend on the condition of the patient, but espe-
cially on the severity of the health problem. The education needs are also dependent 
on the type of treatment and how serious, profound, and heavy treatment is. The 
information need is also concerned with the nature of the relationship with the 
health care provider: is this periodic, incidental or has there been a long-term rela-
tionship. Finally, the information needs depending on the degree to which the 
patient will and can be his own director. For example, the difference between 
patients with chronic health problems or patients with acute health problems.

 C Is eHealth also for chronic patients? eHealth is can be used by chronic 
patients. Patient data can be stored and made accessible to the patient 
and health care providers, with improved reconciliation of care and 
treatment. A patient can send health data to a eCoach and the eCoach 
warns the patient is health data are not within limits. The health care 
provider may offer the direct support of self-management remotely.

The health care sector is increasingly using new information and communication 
technologies. Technology in healthcare is used to further optimize the quality of 
care for patients with (chronic) health problems; and is also increasingly used to 
promote the patient’s self-management. An important condition for the effective use 
of e-health is that the privacy of the patient is legally protected, and that the health 
care provider who uses the data is actually the patient’s health care provider. eHealth 
is a promising tool for offering accessible high-quality cost-effective care, and will 
be increasingly used in the future. The health care sector will further integrate 
e-health into care and treatment. This includes the exchange of patient data between 
health care providers, so that the patient’s data are accurate and up to date at any 
time the health care provider needs the data, but this requires the system to be safe 
and reliable and properly issued by care providers. The patient should also have 
access to his own data.

Second, using new information and communication technologies, guidelines and 
technical (professional-specific) standards can be applied, so that the quality of care 
improves and the evidence level of care and treatment increases. Also, the conver-
gence of different occupational groups can be optimized.

Third, use of new information and communication technologies can improve 
self-management support by the nursing professional. The patient can be 
informed and support his self-management. eHealth focuses on the patient with-
out the intervention of a professional, as eHealth in support and optimization of 
self- management coaching by the nursing professional. It is expected that 
eHealth in healthcare will be further improved in the future. The patient’s smart-
phone plays an increasingly important role and serious gaming is also undergo-
ing major changes. eHealth is now primarily visual in nature, but it is expected 
that experience will play an increasingly important role. The patient may person-
ally experience new behaviors and better self-management in virtual surround-
ings, and this would be the bridge to the implementation of the desired behavior 
in everyday life.
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 C eHealth: self-monitoring. There are self-management eHealth 
interventions aimed at self-monitoring for patients with diabetes. The 
patient enters his blood glucose measurement, daily or weekly, and on 
this basis receives a specific recommendation of the medical care 
provider. The HbA1c levels declined (Ramadas et al. 2011).

 C eHealth: patient-specific objectives. Using the computer, patients were 
shown to be supported in their formulation of patient-specific targets. The 
patient chooses a main category, for example, osteoporosis or taking 
more exercise, and then chooses from a list of his own goals, based on his 
own preferences and current behavior. For example, patients with (at a 
high risk of ) osteoporosis can choose to change the power supply, for 
dietary supplements or for weight-bearing exercise. These goals are 
further individualized by the patient and the patient composes his own 
action plan. For example, “I’m going to use a lot of foods with calcium and 
eat more fruits and vegetables.” Promoting healthy behavior or self- 
management is hereinafter supported by feedback, encouragement can 
be given, high-risk situations detected and cleaned up, etc. The patient 
can electronically communicate with an expert or (regularly or 
occasionally) contact a nursing professional.

5.25  Intervention Mapping, Step 5: Implementation Plan 
Self-Management Intervention

In step 5 of intervention mapping, it is described in the implementation plan how the 
self-management intervention should be carried out. The implementation plan is 
written for the nursing professionals, who will use the self-management interven-
tion. The effectiveness of self-management interventions depends on how well the 
patient is capable of bringing his self-management behavior in line to deal with his 
health problem. The effectiveness of self-management intervention also depends on 
how well nursing professionals are able to carry out the intervention as described in 
intervention mapping step 4. In promoting patients’ self-management, you as a 
nursing professional are an important link. The effectiveness of the self- management 
intervention and whether the patient really is able to improve his self-management 
depend to a large extent on the competencies of nursing professionals. Implementing 
the self-management intervention requires nursing professionals to start the com-
munication process with the patient (for a closer insight into intervention mapping 
step 5, see Chap. 4, Sect. 4.11).

5.25.1  Communication Process: Source

The nursing professionals are the source in the communication process. The 
source sends a message, via a strategy, to the receiver of the message. The source 
invites the patient to participate in the communication process. The strategy of the 
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nursing professional can be to approach the patient as an individual contact, or in 
a group of patients.

What are issues for nursing professionals, as the source in the communication 
process? In the implementation of the self-management intervention and the commu-
nication process with the patient, the credibility of the source plays an important role 
for the patient. The credibility of the nursing professional is determined by its exper-
tise. Especially if the patient feels a little concerned, such expertise is important. The 
patient experiences the communication more positively as the nursing professional 
shows appropriate affective behavior, such as commitment and respect. The nonverbal 
behavior of the nursing professional would be in line with her verbal expressions. 
Also, the positive professional attitude shown by the nursing professional facilitates 
effective self-management. Building a cooperative relationship with a participating 
role for the patient has a great chance of succeeding if the nursing professional 
approaches the patient with an open view, with appreciation for his own values, pref-
erences, and points of view. If the nursing professional approaches the patient with a 
negative view of self-management or the mutability of self- management behavior of 
the patient, this will have a negative impact on the cooperative relationship. If the 
nursing professional expects the patient education to have only a limited positive 
result on the patient’s self-management, this can be a self- fulfilling prophecy.

5.25.2  Communication Process: Message

What are the issues for the nursing professional as the message in the communica-
tion process? It is important that the message is patient-specific, and starts from the 
patient’s needs and specific health problem. The nursing professional checks con-
stantly to see if there is any isomorphism, if the information is in accordance with 
the meaning that the patient gives out. The communication process is rarely flawless 
and often creates non-isomorphism. The education message is distorted, is “lost,” or 
the patient has a different view than the nursing professional. It is therefore impor-
tant that the professional avoids agreeing with statements made by the patient that 
are not an accurate representation of the facts.

5.25.3  Communication Process: Message—Patients’ Recalling 
and Participation

At the end of a nursing consultation, recording or conversation, outside the room, 
the patient recalls 20% of your information and education. A patient remembers 
10% of what he has read in, for example in a patient booklet or leaflet. A patient 
remembers 35% of what he has seen, for example if the patient sees an instruction 
film for self-management skills.

How can you improve patients’ recall? The patient remembers more when 
hearing and seeing are combined, i.e., 55% of the offered information and educa-
tion. A patient remembers 80% if you invite him to repeat the information and 
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education. The best result is obtained by asking the patient to repeat in his own 
words and demonstrate the self-management skill at the same time; the patient 
then remembers 90%.

How can you improve patients’ participation? The effectiveness of the education 
message increases if the nursing professional focuses on the needs of the patient and 
set the agenda in conjunction with the patient’s agenda. Bring equality to the rela-
tionship, invite the patient to participate, invite him to ask questions, and to discuss 
expectations and doubts. You should provide the patient with comprehensible and 
complete information and to do this, it is important to take the time and not give the 
impression that you are busy. If you are able to make a balance between instrumen-
tal and affective behavior, this favors effective communication. If the message con-
tains bad news for the patient, it is better not to give any new information.

If the message is about promoting self-management, the logical sequence of the 
conversation is first to discuss the good reasons for improving self-management, 
followed by the less important reasons. This always excludes the strong arguments 
in favor of self-management, let the patient repeat what the essence is, and finish 
clearly with a logical conclusion. When the message has a positive charge, the 
patient is more likely to follow the message. The education message is also 
enhanced, when is suggested that the recommendation for self-management leads to 
a better situation for the patient.

It is important that you as a nursing professional take into account the privacy 
sensitivity of (aspects of) the message. Try to keep the education message limited 
and simple, formulate it concisely and follow the main line of the conversation. 
Support the main line of the message with examples that are appropriate for the 
patient. Walk only along the side tracks if this is essential for understanding the 
education message. If the amount of education is greater than the message of the 
education, divide it into parts. The carve-up of the educational message is certainly 
of interest if the message has a strong emotional charge for the patient or if self- 
management is complex. Offer the patient space to ask questions and to monitor his 
own “agenda.”

The patient picks up education that complements existing views and is close to 
his own values and norms. An important aim of the patient is to achieve a mental 
state in which the newly received message is in balance with existing views. When 
a diagnosis or prognosis has seriously upset the patient’s balance, it should be the 
aim to provide education that enables the patient to regain his balance. An educa-
tional conversation can also provoke unintended reactions, for example, a strong 
emotional response or fear, or a rational response as a defense against a message 
that is difficult to contain, or the patient may deny it.

How can you invite a patient to participate? The nursing professional may give 
the patient homework task of thinking about the way in which the new behavior can 
best be taught and as an example to think of anything with a similar level of diffi-
culty that he himself has previously taught. If a patient has a strong need to guard 
his independence, you can ask him to propose how to change behavior and improve 
self-management. You can also invite the patient to outline several options for 
changing behavior and improving self-management, from which the patient can 
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choose. In addition, you can sketch out the possibility for changing behavior and 
improving self-management and in consultation discuss further interpretation. If the 
patient has little trust that improving self-management could be a solution, it can 
work out well if you invite the patient to first collect information. The patient then 
has time to get used to the idea and to understand his problems.

 C Interventions focused on promoting behavioral change and supporting 
self-efficacy are more effective. These interventions often lead to 
behavioral change and maintenance of the desired self-management-
behavior, better health outcomes (blood pressure, glucose values, etc.), 
better quality of life, and reduced use of health facilities and arrangements 
(McGowan 2012).

5.25.4  Communication Process: Strategy—Individual or Group 
Education

It is important that the (individual or group) education fits the performance and 
change objectives, described in intervention mapping step 2. Within the nursing 
profession, the most frequently used strategy is individual education, in a one-to- 
one relationship with the nursing professional.

What are matters for the nursing professional in choosing the strategy in the 
communication process? The nursing professional may be finely tuned in promot-
ing self-management tailored to the patient’s unique situation. Individually targeted 
interventions with a duration of 3 months or more lead more often to better compli-
ance from the patient compared with interventions that are shorter (Coster and 
Norman 2009). If interventions last longer, the effectiveness of the intervention 
increases, but by offering frequent contact with longer time intervals, the effective-
ness remains high (Sigurdardottir et al. 2007).

With group education, it is obvious as you go through the social processes that a 
group can achieve the self-management goals of (the family) the patient. Group 
education is focused on achieving goals that cannot or that it is much more difficult 
reach in a one-to-one relationship. The group is formed of patients who are at some 
point equal. For example, they have to learn the same management skills, or learn 
the same social skills to handle social pressure. This is also the entry point from 
which the education and self-management support the group. Putting together a 
group of patients to inform them about the health problem and the care–treatment 
process is usually less effective; the patient hears what he already knows, because 
patient-specific education is missing. If the group education is aimed at empower-
ment and patients are invited to participate, this has a beneficial effect, whereas the 
number of sessions is not of great importance (Coster and Norman 2009).

Interventions carried out in group sessions turn out to have good results for 
patients with type 2 diabetes. A systematic review of RCTs (Norris et  al. 2001) 
showed that patients lost weight and improved their blood glucose results. According 
to McGowan (2012), the effectiveness of group education is improved by starting 
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with an individual interview with the patient, to make an inventory of patient- 
specific problems. These patient-specific problems are brought in to determine 
themes in the group meetings, and peer learning can arise. At the end of the group 
session, the patient should make an action plan. As group education takes shape in 
this way, then the compliance and the patient satisfaction result in better health 
effects and fewer hospitalizations. This effectiveness has been demonstrated in 
patients with coronary heart disease, diabetes, and chronically ill elderly patients.

 C For patients with HIV it was shown that individual education was 
effective at improving adherence to treatment (Coster and Norman 2009).

 C Follow-up after hospitalization can strengthen the educational effect. 
Through one individual home visit with the topics of heart failure and 
medication use, it was found that the number of readmissions decreased 
and self-management was improved. The same effect was seen in 
consultations with nursing specialists Paul 2008.

 C For patients with diabetes was shown that group education was 
effective at improving clinical outcomes (blood-glucose levels, body-
weight and psycho- social factors (Deakin 2005 in: Coster and Norman 
2009).

 C For children with epilepsy and their parents, it was shown that group 
education was effective at reducing the frequency of epileptic seizures 
and increased knowledge about this complex health problem. Individual 
(child + parent)-self- management support proved to be effective in 
symptom-monitoring and reduced the number of contacts with the 
health care provider (Coster and Norman 2009).

5.25.5  Communication Process: Strategy—Leaflets 
and Brochures

In supporting patient self-management, patient-brochures and leaflets are used, 
journals or logs, patient cards for recording appointments, and booklets to note 
medication use or measurements such as blood pressure and cholesterol. Websites 
also offer new possibilities. Research shows that using websites results in more 
effective communication between patient and nursing professional; but did not 
improve self-management or promote the self-management behaviors of the patient 
(McGowan 2012).

Patient brochures and leaflets can give support, as they contain the patient’s core 
information, and if the material is personalized, for example, with the name of the 
patient or it is indicated with arrows what is important for the patient. However, a 
leaflet or a brochure will extremely rarely cause behavioral change or optimal 
self-management.

In general, a patient brochure is read just once and then thrown away. A suitable 
patient brochure or folder sets high standards for its creator. The amount of informa-
tion, the level of difficulty, the word usage, sentence structure, and the type of 
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illustrations must be accurately tailored to the patient group and to the providers of 
the folder. The effect of a patient booklet or-folder increases if personally handed 
over to the patient. It is recommended that patient brochures or folders focus on one 
topic, for example, self-management advice or writing in appointments. Patient bro-
chures and leaflets can complement and invigorate work on the oral patient educa-
tion, but they should not replace the interpersonal interaction. Nursing professionals 
can be so “busy” with the use of materials, that they forget what the purpose is of 
the material, merely a possibility to read again what the professional already 
discussed.

For patients, patients brochures or flyers are not attractive. Not every patient is 
equally skillful at reading a patient brochure or folder. Graphic presentations can 
have shocking effects on the patient. The assumption is that the shock would encour-
age the patient to comply, but we have no proof of that. If the patients brochure or 
directory are more detailed than the personal education for the nursing professional, 
then this indicates more damage than benefit. The patient may become confused, or 
afraid.

Providing patient brochures and folders before the oral education also has its 
disadvantages (Falvo 2004). First, this increases the anxiety level of the patient. 
Second, the nursing professional thinks the patient has already “absorbed” the mate-
rial and is informed. Patient brochures and folders can obstruct the patient from 
asking questions, because he thinks the nursing professional expects that he has 
read it all already. Finally, patient brochures disrupt the personal interaction at the 
initial consultation, when a collaborative relationship with a mutual exchange of 
education should be central.

 C Tele-monitoring is a useful tool. In a study by Paul 2008, it reduced the 
number of hospital readmissions in heart failure patients. In this study 
nursing specialists gave information on medication use, side effects, wrist 
recordings, and monitoring the body weight. The patients had contact 
with the nursing professional specialist three times a week via tele 
monitoring and then they gave their weight and vital signs and 
symptoms. The nursing professional specialist supported the patient in 
his self-management and the desired medication use became more 
common.

 C A review showed that when tele-coaching is used for (mostly vulnerable) 
patients with chronic health problems, this leads to improvements in 
health behavior, the self-efficacy of the patient increases, in addition to 
the health status and patient satisfaction (Dennis et al. 2013).

5.25.6  Communication Process: Receiver

What are matters for the patient, as the receiver in the communication process? 
Patients get at recording a sense of dependence and experience an imposed passiv-
ity. An active, participatory role with a sense of individual responsibility and 
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self- determination is important. In general, not every patient is eager to give their 
views or changing behavior. Certainly not if the change is radically for the patient, 
or requires great effort from the patient, or if it is questionable whether the results 
will be positive. Also, the patient may doubt the utility or the need for improving 
self- management. Inviting the patient to participate as a partner in the communica-
tion process is the starting point. Although the patient may experience a threshold to 
participate, inviting the patient and (increasingly) involving him in the communica-
tion process is desired. As for the patient, it is clear what is expected of him, as a 
rule, each patient takes on the role of partner and has the experience that self- 
determination, autonomy, and independence are great things for him.

Using a patient card can give the patient’s participation a helping hand, for exam-
ple, a patient card with personal data such as blood pressure, cholesterol levels, and 
follow-up consultations. But also, movement schedules, a food diary or remunera-
tion plan may be effective in improving the patient’s cooperation. As a result, the 
patient’s commitment and compliance, and his satisfaction, increase.

5.26  Intervention Mapping, Step 5: Implementation Plan—
Facilitation of the Self-Management Intervention

In the implementation plan, you describe not only how the self-management inter-
vention is to be carried out, but also embed the self-management intervention in the 
care provided, what should result in better education procedures and better com-
munication between the relevant professional groups. For example, all nursing pro-
fessionals explore systematically in the assessment the patient’s specific education 
needs.

Coordination and continuity of care with regard to patient education and promoting 
self-management are important. This interest is expected to increase even further 
with technological developments in care and treatment. Also, the further profession-
alization in specialist areas further increases the importance of coordination and 
continuity. Epidemiological developments such as aging and hazing, in addition to 
the developments in government policy and in the organization of care facilities, ask 
for targeted attention to coordination and continuity. These factors regarding conti-
nuity and coordination of patient education affect the position and role of the patient.

Continuity and coordination of patient education:

• Technological developments.
• Professionals’ professionalization in specific specialist part areas.
• Epidemiological developments, such as aging and hazing.
• Developments in government policy.
• Developments in the organization of care facilities.
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Good coordination and continuity of education are indispensable, because the 
implementation of patient education and promoting self-management should be 
more systematic, more efficient, and more closely following an efficient execution 
plan. Patient education is often inconsistent and does not always meet the educa-
tional needs of the patient. Patient education is often not a fixed part of the treatment 
and care, has deficiencies and is referred to by health care providers as “in between” 
other tasks. There is often too little coordination between health care providers and 
the quality is highly personal. One health care provider may be more adept at giving 
good education than another.

Patients with chronic health problems often need multiple health care providers 
to support them in their self-management. The harmonization and coordination 
between care providers is rarely well matched. About half of the patients with 
chronic health problems reported contacts with at least three different health care 
providers. These patients indicated that they had been given conflicting lifestyle or 
health advice relating to self-management. The health care providers themselves 
also indicated that supporting self-management for them is more difficult in patients 
with chronic conditions compared with other patient groups. These health care pro-
viders reported that supporting the self-management of patients with chronic health 
problems is not only more difficult, but also less satisfying (McGowan 2012).

Do good patient education and disease prevention require cooperation between 
health care professionals? Patient education and disease prevention place a burden 
on the organization of the health care establishments and on the cooperation between 
the health care providers. Effective coordination is aimed at promoting continuity in 
patient education – both intra- and interdisciplinary. The task and function of nurs-
ing professionals are ideally suited to the important role they play in organizing and 
coordinating education. There is good continuity, as the patient education the patient 
receives is consistent and without flaws or overlap.

The continuity of patient education can also be improved by applying guidelines. 
Guidelines give direction to the actions of health care providers and are generally 
valid for certain professional group. Using guidelines in care increases quality, but 
may inhibit timely renewal. The continuity of the education may also be improved 
by protocols. When protocols also integrate patient education, integrated care and 
treatment protocols arise. In these protocols improving self-management is inte-
grated in the care sector. For the nursing professional and her professional group, 
this means that patient education has a clear place in care. To carry out guidelines 
and protocols, it is essential that health care providers have sufficient expertise in 
the fields of patient education and self-management. It requires health care provid-
ers to not only have good communication skills, motivation, and knowledge, but 
also a positive attitude and a predicted high self-efficacy. In addition, the health care 
providers themselves should agree that patient education and self-management are 
important for providing quality care to the patient. Also, the coordination between 
health care providers – who discusses what and when? – is important for the effec-
tiveness of the patient’s self-management. Nursing specialists and transmural nurs-
ing professionals are becoming increasingly important for supporting the 
coordination and continuity of patient education and self-management. A last way 
to improve the continuity of the patient education covers the role of the patient. 
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Patient education should not only have to start from the needs of the patient and 
should be tailored to the unique patient situation, but the patient should be invited to 
continually participate in the treatment and care process, so that the patient also 
expects to obtain the desired education.

 C Depression and self-management. If the patient with diabetes is 
limited because of depression, he will be much less able to play an active 
role in his  self- management. Higher levels of depression lead to a lower 
level of motivation to perform self-management (Du and Yuan 2010).

5.27  Intervention Mapping, Step 6: Evaluation Plan

In step 6 of intervention mapping, you write the evaluation plan for the self- 
management intervention. In the evaluation plan, you look back at the formulated 
goals for the intervention, described in performance and change objectives, and at 
the possible goals aimed at changing exogenous environmental factors. In your 
evaluation plan, it is described how the self-management intervention is going to be 
evaluated.

With the process evaluation, you want to figure out why the self-management has 
been effective or not. In the impact evaluation, it is figured out at what level effects 
can be shown. Did social–cognitive determinants change? Were patients able to start 
and improve their desired self-management-behavior? Were patients able to sustain 
self-management-behavior (for 3 months, after 6 months)? Did patients experience 
more control over their (chronic) health problem? Were patients able to give the 
(chronic) health problem a place in their lives? Are patients satisfied with the self- 
management support? Are patients experiencing greater well-being, a better quality 
of life? Very importantly, at what level is an actual change in self-management 
behavior seen, and is this at the level of the preservation of long-term behavior?

The key questions should be whether the self-management intervention has led 
to a change in the unwanted behavior, and led to a reduction in (the consequences 
of) the health problem (Kok et al. 2001) (for a closer insight into intervention map-
ping step 6, see Chap. 4, Sect. 4.12).

What indicators are useful in detecting effect in the evaluation plan? To show an 
insight into (health) behavior, we looked at the theory of planned behavior with the 
described social–cognitive determinants of intention and behavior (for a closer 
insight, see Chap. 4, Sect. 4.5.1). In the evaluation plan, improvements or at least 
changes in social–cognitive determinants can give important indications of changes 
emerging from the self-management intervention.

The social–cognitive determinants intention and health behavior are indicators 
that determine the effectiveness of an intervention, for example, planning and 
implementing the monitoring of symptoms or movement exercises. Perceived 
behavioral control and self-efficacy is another important indicator for measuring 
the effectiveness of an intervention, as is the use of health care services. In a review 
(Du and Yuan 2010), it was revealed that self-efficacy is the main indicator of self- 
management outcomes. Improved and increased self-efficacy of the patient is a 
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prerequisite for being able to achieve the goals of self-management and is also a 
condition for maintaining the goals for lifestyle changes and behavioral change. 
The type of health problem also plays a role in establishing the effectiveness of an 
intervention. In asthma-related interventions, the focus is often on the prevention 
of the acute manifestations of the health problem, the monitoring of symptoms, 
and the appropriate use of medication. In diabetes, the aim is to change lifestyle 
and self- monitoring. In arthritis, on reducing pain and improving physical and psy-
chological functioning are important (Newman et al. 2004 in: Du and Yuan 2010). 
The health status may also be an indicator, for example, of one's own assessment 
of health, pain, discomfort, fatigue, depression, and social restrictions due to the 
health problem.

5.28  Training: Model Supporting Patient Self-Management

Below training is described to improve the self-management behavior of a patient 
with a specific health problem. When using the steps supporting patient self- 
management you will be able to change the behavior of the patient in seven succes-
sive steps, starting with risk perception, changing attitudes, handling social 
influence, and increasing your patient’s self-efficacy; this can lead to a change and 
improvement in self-management when you make use of coping planning followed 
by action planning in your cooperation process with the patient. The method is rela-
tively easy to use because it is based on one strategy, asking open-ended questions. 
Because one strategy is used, the steps supporting patient self-management fit the 
regular skills and communication styles of the nursing professionals.

What will be learned: you learn to explore the patient’s needs, you learn to 
develop a relationship with the patient with an accent on exchanging mutual infor-
mation and education, you learn to explore every step in the model of supporting 
patient self-management together with the patient and to support the patient going 
through the steps in the direction of improvement in self-management; you learn to 
see important difficulties in each step and learn how to cope with that; you learn to 
see the reasons why some patients are not able to walk along with you and what the 
reasons might be why self-management is not improved; you learn to see the rea-
sons why people are able to change and improve self-management behavior; using 
the steps supporting patient self-management teaches you to see that not every 
patient is able to improve and change his self-management, that a break or waiting 
for better circumstances is needed; you learn to see that the patient may circle 
through the model of supporting patient self-management, not always making pro-
cess, but that you have to go back to a previous stage.

How much training is needed to learn the steps supporting patient self- management? 
Depending on your experience working together with patients, it will take three sepa-
rate 2-h sessions accompanied by guided feedback in sessions 1 and 3.
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5.28.1  Training 1: Step Supporting Patient Self-Management—
Intake and Risk Perception

Introduction
You do your intake and assessment together with the patient as you always do, and 
combine this with questions from a guideline, for example, the guideline for cardio-
vascular risk management. You work out that the patient realizes that he has a per-
sonal health risk, for example, cardiovascular risk factors—he is not physically 
active and has an inactive lifestyle.

You work out that the patient understands the relationship between the health 
problem or risk factors for a health problem, for example, cardiovascular risk fac-
tors such as high blood pressure, high waist circumference, and the desired behavior 
change, for example, movement behavior, exercising more. The patient should 
make a personal risk assessment, accept, and remember this.

Background
If a patient has sufficient knowledge about the relationship between the health 

problem and his unhealthy behavior (for example, physical inactivity and low phys-
ical fitness), and makes a good estimate of the personal risk (risk perception), the 
chances of success of the self-management intervention is larger. It is best if the 
patient makes an assessment of the risk he runs with the health problem.

Goals
The patient knows he is at risk for a specific disease or health problem (for exam-

ple, cardiovascular diseases), and understands the relationship with the specific 
behavior (for example, moving behavior).

Discussion together with the patient
“In this conversation, it is important that I get to know you and that you know 

what you can expect from me. We start with the intake, then I would like to com-
ment in more depth on your health problem.”

Ask your questions.
“You have come here (with reference, etc.). Can you tell me what you already 

know about (health problem)?” (Patient tells).
Result: “it is true what you are saying (about the health problem), namely that ... 

(repeat what the patient told about the health problem). Do you think you run a great 
risk of ... (this health problem)?”

“I understand that it is not pleasant to hear, but there is cause for concern if (you 
do not adjust your lifestyle/ start with increasing your movement behavior). This 
does not have to be an insurmountable problem, I can help you to change your 
(lifestyle).”

Lifestyle advice is generally not given at this moment, but follow your own 
routine. Always set open questions to increase the patient’s involvement, this 
gives the patient the feeling that he is a valuable interlocutor, and can 
participate.
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5.28.2  Training 2: Step Supporting Patient Self-Management—
Attitudinal Change

Introduction
For attitude change, it is important that the patient wants to change his self- 
management behavior. Attitudinal change is about advantages and disadvantages; 
mirror of reality; and rewards. You are trying to get an insight into whether the 
patient wants to change, and later on to fill in together with the patient a score on the 
wanting scale. You work out that the patient can rank advantages and disadvantages 
in both the short and long term, by filling in with the patient the advantages/disad-
vantages matrix. You work out that the patient ranks the benefits as being more 
important than the disadvantages.

Background
If a patient has positive expectations about the outcomes of new or improved 

self-management behavior (positive outcome expectations), the greater the chances 
of success of the intervention. A change in attitudes is that the patient will get a 
realistic view of the advantages and the disadvantages in both the short and long 
term, related to the self-management behavior.

Try to make a connection with existing view of the patient. What are the benefits 
for the patient to stop his behavior? For example, what are the benefits of moving 
more? What are the benefits for the patient in the short term and what are those in 
the long run? What are the disadvantages for the patient in the short (and long) term 
of changing his behavior? For example, what are disadvantages of moving more? 
Each patient has his own considerations whether or not to perform the desired self- 
management behavior. Health considerations are rarely the most important ones for 
the patient.

Goals
The patient recalls the pros and cons of the “new” self-management behavior, for 

example, of getting more exercise, in both the short and the long term. The benefits 
of the “new” behavior are seen to be more important than the disadvantages. For 
example, the benefits of getting more physical exercise weigh heavier than the dis-
advantages. For this, you use the matrix for advantages and disadvantages together 
with the patient.

The patient states the degree to which he wants to change his behavior by filling 
in the so-called want scale. By using this scale, the patient indicates whether or not 
he really wants to change his behavior. The want scale has ten steps running from “do 
not want to change my behavior, for example, movement behavior” (step 1) to “do 
want to change my behavior, for example movement behavior” (step 10; Fig. 5.4).

Discussion together with the patient
You start with your introduction: “how are you?” what are we going to do in this 

consultation: “In this conversation we look briefly back at our previous conversa-
tion. After this, we are going to discuss about benefits you expect if you have 
changed your self-management behavior, and about which disadvantages you 
expect, if you have changed your behavior. Is it okay with you if we discuss this 
today?”
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“In our previous conversation, we talked about the link between your (health 
problem) and that a (healthier lifestyle) can have the result that ... Now I would like 
to talk with you about how you can change or improve your self-management (spec-
ify the behavior of the patient). Changing behavior is not usually easy.”

“If you think you want (your behavior, lifestyle) to change, I can help you with 
this. So it is not something that you should do all by yourself. We also know from 
other patients that a helping hand can be pleasant. I will come back to this at the end 
of the conversation. Now I would like to discuss what benefits you can obtain when 
you change your behavior. What are for you the advantages of changing your behav-
ior? What are the disadvantages? Do you agree?”

Start with filling out the advantages and disadvantages matrix. Show this matrix 
to the patient, and ask: “If you changed your self-management behavior, what would 
really be an advantage in the long run? Can you also think of short-term benefits?”. 
And for the disadvantages: “If you changed your behavior, what would really be a 
disadvantage in the long run? Can you also think of short term disadvantages?”

It is necessary to discuss the advantages and disadvantages with the patient by 
asking open-ended questions. Fill out the schedule together, or invite the patient to 
write.

“Now that we have completed this schedule, and we view it again, are the benefits 
or the disadvantages especially important?”

If the patient sees the disadvantages in particular: “We let this schedule now rest. 
Maybe it is an idea if you look at the schedule at home again and think about the 
pros and cons. The next time we meet, we talk about where we are now. It is impor-
tant that you do not think that changing your behavior of lifestyle (for example, 
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Fig. 5.4 (a) Want scale. (b) Matrix advantages and disadvantages
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moving more) does not fit into your life or is nothing for you. Many patients wonder 
if another lifestyle really suits them.”

If the patient sees the benefits in particular: “That’s good to hear, and indeed you 
mention ... Because you rank the benefits highly, I infer that you (your behavior) 
want to change, is this correct? Or is it too early to draw this conclusion?” Invite the 
patient to say it in his own words, the pros of changing the self-management or health 
behavior, in addition to the cons.

Next, ask the patient to indicate on the scale to what extent he is prepared to 
change his behavior or change his lifestyle. For example, ask him to indicate that he 
will start moving: “can you specify on a scale of 1–10 if you want to change your 
(behavior, lifestyle, for example, moving behavior)?”

The score on this scale displays whether the patient really wants to change his 
behavior or lifestyle. If the score is low (0–5), then the following consultation should 
also focus on attitude change. If the score is higher, you will progress and continue 
with the next step: dealing with the social environment.

End the conversation. Give a brief summary.

5.28.3  Training 3: Step Supporting Patient Self-Management—
Resisting Social Pressure and Seeking Social Support

Introduction
Now it is time to have a closer look at the patient’s social environment. This includes 
the patient dealing with social pressure, seeking social support, and being able to be 
resilient. Together with the patient, enter a schedule of the social environment in 
which an inventory is made of people living near the patient and their influence on 
the patient’s health behavior. You work out that the patient learns to deal with social 
influences from the environment.

Background
If a patient starts searching for (more) social support or strengthens social 

support (seeking social support), and improves resistance to social pressure 
(resisting social pressure), the chance that the patient will implement the “new” 
self- management behavior increases, for example, the patient is going to move 
more.

Which people (from the social environment) provide the patient with a help-
ing hand? Which people ask an able-bodied reaction, so that the patient is not 
thwarted in the execution of the new behavior? If people are uncertain as to their 
own views, they tend to compare them with those of people with whom they can 
identify. A positive or negative influence from the social environment is the 
consequence.

Goals
The patient recognizes resistors from the environment and is resilient; the patient 

recognizes those people who can give him support and is able to invite people to 
support him.
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Discussion together with the patient
You start with your introduction: “How are you?” Then look back at the previ-

ous conversation: “In the previous conversation we had together, we looked at the 
advantages and disadvantages of changing self-management or health behavior. 
We will look back at these pros and cons of a behavioral change. In this talk, I 
would also like to discuss what the people around you are saying if you are going 
to (change your behavior, lifestyle, for example move more), and if there are 
people in the close area around you who can support you. From experience, I 
know that the people at home may not like to see you change your behavior or 
lifestyle. We will begin by taking a look at the schedule with pros and cons, 
okay?”

The following two options may occur:
The disadvantages of changing the self-management behavior were shown to be 

more important: talk again about pros and cons. With this, you go back to step 2—
attitudinal change.

The benefits of changing the self-management behavior were shown to be more 
important: go back to the “I want-scale” and check if the score has changed com-
pared with the last consultation. The score on this scale displays whether the patient 
really wants to change his behavior. “Can you specify on a scale of 1–10 if you want 
to change your (behavior)?”

Then, go on to explore the social influence from the near surroundings of the 
patient by asking open questions. “Have you already spoken with others about 
(the new behavior, other lifestyle, for example, to move more)?” (Patient gives a 
reaction.) “Let’s check if there are other people, with whom you have a good 
relationship, who think that you should (move more). What are their 
reactions?”

Discuss together with the patient the schedule for assessing the social influence: 
who provides support, when and how? Who applies social pressure, when and how? 
Continue until the review is complete (Fig. 5.5).

“When I go to read this review, I note that: for social support you can build on ... 
and that the social support would be improved if ... (opinion of the patient). And I 
note that you expect social pressure from ... Social pressure can be handled by ... 
(opinion of the patient).

If the patient does not know any solutions for improving social support or deal-
ing with social pressure, a brief talk may be suitable to learn new social skills. You 
can start with: “can you give an example of a situation in which you expect to expe-
rience social pressure? What can you possibly do to handle the negative influence, 
but that enables you to (new behavior/other lifestyle/move more?” Do you think that 
this (strategy to handle social pressure) helps?”. Also: “can you think of a person 
who is able to support you, when you start to … (new behavior/other lifestyle/move 
more)?”

Join the conversation with a brief summary, and specify that you will come back 
to the above discussion. Emphasize that it is important for the patient to show up at 
the next visit.
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5.28.4  Training 4: Step Supporting Patient Self-Management—
Perceived Behavioral Control and Self-Efficacy

Introduction
Self-efficacy is about being able to learn about and implement the (practical) skills. 
Self-efficacy is necessary to sustain the motivation process. This requires the patient 
to gradually incorporate the skills necessary for the “new” behavior, for example, 
learning the skills needed to improve his movement behavior. Practice makes per-
fect, and the observation of others can be helpful. You work out that the patient 
learns the desired skills.

Background
If a patient learns skills step by step (guided practice), the chance of success is 

greater. This is about the assessment the patient makes if he thinks he is able to 
perform the “new” behavior, for example, the movement behavior. The patient must 
experience that he can, causing confidence in own abilities to increase.

Goals
The patient learns the skills to perform the desired behavior, self-management 

behavior or part of a self-management behavior.
Discussion together with the patient
Introduction: “How are you doing? What are we going to do today? In this con-

versation, we discuss the skills needed to perform (the desired behavior, or life-
style). It is not that you should be able to implement it immediately, but you will be 
(skilled) in the steps. Tell me, what seems easy?” And later in the interview: “What 
seems harder?” (Fig. 5.6).

Make an inventory of how the patient looks at the skills to be taught. Show the 
skills in a schema and fill in the different steps for every skill the patient has to learn.

For example, possibly during the second consultation: start with the question 
“What are we going to do in this consultation?” In this conversation, we look briefly 
back on our previous conversation. We are then going to start learning (the skill). 
Here we go now. Do you agree?”

Who has a positive
social influence?

Who/relationship When and how

Who has a negative
social influence?

Fig. 5.5 Matrix of social influence
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5.28.5  Training 5: Step Supporting Patient Self-Management—
Planning Behavior Change Using Action Planning

Introduction
Changing the intention of the patient involves: actually planning the “new” behav-
ior. Together with the patient you work out that the patient describes his own goals. 
You work out that the patient really intends to change his behavior, improve his 
self-management behavior. This means that the patient has a positive intention for 
the desired behavior and that the patient formulates his own goals. You ask the 
patient to describe the goals, so that he can answer the questions: what is the pur-
pose? What will you do? When? How often? What is your preparation?

Steps:

1

Skill 1

Skill 2

Skill 3

Skill 4

2

3

4

1

2

3

4

1
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3

4

1
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3

4

Fig. 5.6 Matrix of self-efficacy skills and sub-skills—how to learn
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Background
If a patient formulates his goals himself, the patient is “owner” of the goals 

(action-planning). If a patient is preparing (preparatory behavior) to carry out these 
goals, the chance of success is greater. Changing the intention involves the formula-
tion of (a) target (or targets) with which the patient indicates that he is planning the 
“new” behavior. For example, targets to plan to be more physically active: what are 
you going to do, when, how often? Changing the intention also involves preparing 
to carry out (preparatory planning). Also discuss how the patient can get prepared to 
carry out his purpose. Obtaining an image of the “new” behavior by using: if ..., then 
I go …. For example, if (I come home after …, then I (go walk the dog for an hour).

Goals
The patient is really going to change his behavior, that is, he has a positive inten-

tion to implement the “new” behavior or improve his self-management. For exam-
ple, the patient has a positive intention to become physically active three times a 
week and starts today to move more (Fig. 5.7).

Goal 1

Action plan, goals

What is the goal?

What are you going to do?

When?

How often?

Preparation needed?

What is the goal?

What are you going to do?

When?

How often?

Preparation needed?

Goal 2

Fig. 5.7 Action planning—goals: what, when, how often, and be prepared
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Discussion together with the patient
Start with “what are we going to do in this consultation? In this talk, we will 

discuss the goals you want to achieve to improve your self-management. What is 
your goal, meaning: what can you do? When? How often? And what is needed to 
prepare? It is important that these goals are properly adapted to what you want. 
These goals are really your personal goals to help you get started.”

Describe the goals together with the help of the format.
Describe together what is needed to prepare.

5.28.6  Training 6: Step Supporting Patient Self-Management—
Behavior Change and Handling Barriers Using Coping 
Planning

Introduction
For behavioral change, it is a question of: doing; dealing with barriers; and positive 
feedback. Together with the patient, you as a nursing professional, make an inven-
tory of barriers. In addition to this inventory, you discuss ways of handling each 
barrier. Together with the patient you make an overview of the barriers. The patient 
fills his barriers in a schedule, with a way of coping with each barrier. Together with 
the patient, you work out that the patient bypasses barriers and that the patient learns 
to deal with barriers that obstruct a (further) behavior change or improvement in the 
self-management.

Background
If a patient himself recognizes and cleans up barriers (diminishing barriers) and 

is equipped with feedback (provision of feedback), the patient may make a change 
in self-management behavior. Planning to change your behavior (for example, start 
moving) can be stopped by barriers. Barriers are all kinds of unforeseen circum-
stances that prevent (even though the patient has his plan) the patient from carrying 
out the new behavior.

Goals
The patient is able to handle barriers that obstruct in the planning of the behavior 

change. The patient can recognize barriers, find ways of handling barriers and is 
capable of bypassing barriers and implementing the desired behavior or 
self-management.

Discussion together with the patient
Introduction: “If you look back on the past period, did you manage to sustain the 

behavior, or lifestyle, for example, with regard to moving? I understand that the (new 
behavior) pleases you because ... (list positive factors). In addition to these positive 
factors, most people encounter also some negative factors. Do you encounter any 
negative factors? Explore these by discussion (search together for barriers to the new 
behavior). In this talk, I want discuss with you these difficult circumstances in which, 
even though you are planning to move (or carry out some other new behavior of 
lifestyle), this sometimes fails. What is an important barrier? If we have a look at this 
now (barrier 1), what would help you (to handle the situation)?” (Fig. 5.8).
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Enumerate the barriers with open questions. List possible solutions for each bar-
rier: “Which solution seems easy?”

Fill the barriers in a schedule and ways in which to cope with it.
End the conversation with a summary. Make an appointment on how to deal with 

barriers.
It is important is to prepare the patient for relapse: “in the next period, it is pos-

sible that you will have what the experts call a relapse. You notice then, that you 
stopped the behavior of lifestyle change, for example no longer moves. This hap-
pens to a lot of people when they are trying to change their behavior or lifestyle. It 
is important that you do not think you are lost, but it is important to arrange support. 
What can support you (support looking for/... call or mail/from the practice, etc.)?”

5.28.7  Training 7: Step Supporting Patient Self- Management—
Sustaining Behavior Change

Introduction
Sustaining the behavior change includes: continuing the behavior; prevention of 
relapse; and having contact by telephone. Together with the patient, you work out 
that the patient will sustain the “new” behaviors and start coping with relapse, until 
behavior retention has been reached. The patient ranks on a scale of 1–10 the extent 
to which the new behavior has become part of his lifestyle and is incorporated into 
daily living. You ask the patient in the consultation to fill in a schedule with decline 
moments and possible plans for solutions, and with elements of the behavior that 
have become routine and plans to maintain those routines.

Background
If a patient has his own solutions for relapse (coping planning), further strengthen-

ing the behavioral change can be worked on. This includes the continuous insistence 
of the new behavior. Prepare the patient that he may fall back into old routines. Relapse 
happens to everyone. Search together with the patient for a way to tackle decline. For 
example, the next day picking up the behavior change again. It requires a lot of time 
to build the desired “new” behavior of the patient into his daily activities.

Goals
The goals are for the patient to handle a relapse into the undesirable behavior 

(moving less or stopping movement), and is able to continue the behavior change 
when a relapse has occurred, because he knows how to handle the relapse.

Barriers

Coping planning, barriers

1

2

3

4

How to handle barriers

Fig. 5.8 Coping planning—barriers and how to handle them
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Discussion with the patient
Introduction: “If I (professional) look back to the times when I have been sitting here 

with you, then I think I may conclude that you have achieved a lot. You have been mov-
ing (or other new behavior) and … (give positive feedback). Are you happy about this?

Let the patient indicate on the scale the extent to which the new behavior has 
become a habit for him.

Now it is often the case that, over time, you might find that it is (again) hard to ... 
(the new behavior). We have discussed this. Did this occur? Is it hard to keep on 
track with the new behavior, or lifestyle change, for example, moving three times a 
week (make a clear connection with the person's goals).

“As I said, you already came a long way (with the new behavior, or new life-
style). In this talk, we’ll look at fallback moments and see what solutions may be 
available to handle these relapses. You told me earlier about ... (relapse time 1). 
What did you do? Was this shown to be a good solution?”

Make an inventory of the fallback moments together with open questions and the 
possible solutions. Which solution is the most likely?

Make an appointment to discuss how the patient can handle possible relapse: 
“it’s good to handle a relapse by ... (solution), if you have a relapse into ... (old 
behavior)?” (Fig. 5.9).

Use with the patient the got-used-to scale. Discuss if and how much the new 
behavior has been incorporated into the patient’s lifestyle and health behavior. On a 
scale from 1 to 10, are you satisfied with how you use your new behavior to improve 
your self-management? 1 indicates self-management not incorporated in daily life, 
and 10 indicates that self-management is incorporated into daily life and this is okay 
for me to handle.

End the conversation with a summary and create a new appointment or close the 
patient’s coaching.

Used do
self-manage

Not used to
self-manage

Relapse

Routine Keep on doing

Planning relapse prevention

1
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Fig. 5.9 High-risk situations and how to handle them, and the got-used-to scale
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6The Nursing Professional as a Health 
Coach

Nursing professionals provide comprehensive care, based on evidence, using health 
and patient education as an intrinsic part of it. The following are described with 
regard to the nursing process: the (needs) assessment; the diagnosis; the planning of 
nursing and medical; stating objectives; implementation; evaluation (Sect. 6.1). 
Nursing diagnoses aimed at promoting patient self-management, the PES structure, 
are the health perception–health management pattern, cognitive–perceptual pattern, 
self-perception–self-concept pattern, coping–stress tolerance pattern, and value–
belief pattern (Sect. 6.2). Health patterns aimed at promoting health can be speci-
fied for patient self-management (Sect. 6.3). Nursing interventions aimed at 
promoting patient self-management are in the health behavior domain, etiological 
factors and symptoms, potential problems, and wellness-related interventions (Sect. 
6.4). Nursing classification systems and health and patient education are the Nursing 
Intervention Classification (NIC) and the Home Health Care Classification devel-
oped by Saba et al. (1991) (Sect. 6.5). Nursing interventions aimed at promoting 
patient self-management should use intervention mapping. With the intervention 
mapping protocol, you develop professional self-management interventions for 
health promotion and disease prevention (Sect. 6.6). Implementing nursing inter-
ventions aimed at promoting patient self-management, is about the role that the 
nursing professional plays in promoting patients’ self-management. How well do 
nursing professionals support the patients’ self-management? Is the effectiveness 
of patient self- management dependent on how well the nursing professional is 
able to promote self- management? The nursing professional is described as a 
health coach. The professional plays an important role as a health coach to sup-
port the patient in his self-management. To improve your skills as a health coach, 
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you take a closer look at: you motivation to inform and motivate a patient; your 
personal advantages and disadvantages; the support you receive or do not receive 
from colleagues; your personal perceived self-efficacy and skills; your action plan-
ning for your personal intention; coping planning to handle barriers to behavioral 
change; sustaining your professional behavior, all to change or improve patient 
self-management or lifestyle behavior (Sect. 6.7). Finally, there is a separate pro-
fessional training program for the nursing professional to become a health coach, 
in which you become a better health coach in seven steps, able to improve and 
support the self-management and lifestyle behavior of the patient (Sect. 6.8).

Changing the health and self-management behavior of patients is a much more 
complex process, than previously thought. Nursing professionals often overestimate 
the extent to which patients have changed their health and improved their self- 
management behavior. Although nursing professionals are one of the main occupa-
tional groups for facilitating health education, they are not always well equipped 
with proper, evidence-based knowledge and skills to facilitate the patient’s self- 
management properly (Coster and Norman 2009). Nursing professionals wrongly 
assume that patients change their health and self-management-behavior, because 
improved self-management would have many benefits, including health benefits, 
and would increase well-being. A more scientific understanding has taken place 
within the nursing profession, that has led to a clearer positioning of nursing, both 
inside and outside the direct workforce and has resulted in diagnosis- and 
intervention- based nursing. The success of self-management interventions depends 
largely on the involvement and consent of health care providers (Jordan and 
Osbourne in: Coster and Norman 2009).

Promoting the self-management of patients is important, so that the patient 
can carry on his life with his (chronic) health problem. For more control over his 
life and optimal self-management (within given limits), the patient can give the 
disease a place in his life, increase the quality of life (as much as possible), and 
prevent restrictions or other health problems. Changing the health and self-man-
agement behavior of patients for health professionals themselves requires a posi-
tive attitude of the nursing professional and a personal understanding of the 
advantages and disadvantages of motivating patients. Changing the health and 
self-management behavior of the patient requires social support and the possible 
resistance of nursing professionals against the more negative influences of col-
leagues and team members. Changing the health and self-management behavior 
of the patient always requires specific psychosocial and communication skills of 
the nursing professionals, because although motivating seems easy, this is often 
not the case in the complex situation of patient needs, informed consent, guide-
lines, evidence-based practice, health care facilities, and government policy. 
Nursing professionals would have to fulfill a facilitating and coaching role 
focused on patient outcomes and patient satisfaction, concordance, and optimal 
self-management. This requires appropriate skills, together with? Nursing pro-
fessionals often have working in a multidisciplinairy team of health care provid-
ers to motivate the patient.

6 The Nursing Professional as a Health Coach
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6.1  Nursing Process, and Health Promotion and Disease 
Prevention

To improve patient self-management, comprehensive, integrated care is important 
for nursing professionals. In integrated care, care should be patient-oriented, the 
patient with his wishes and needs is central, and the patient is self-directing. In inte-
grated care, nursing professionals work proactively from different sectors and orga-
nizations together, so that there is a coherent care supply for the patient.

Nursing professionals say that disease prevention and health promotion are 
important tasks on which they spend a lot of time during each consultation (Sassen 
2011). It is important that nursing professionals give each patient health and patient 
education that fits the needs and the interests of the patient and his specific health 
problem, and that they do so in a careful and structured way. Education should be 
an intrinsic part of every meeting and of any consultation with a patient. Education 
should not be given only incidentally or informing the patient only in specific cases. 
A relationship of cooperation can emerge, as the nursing professional in any consul-
tation uses the opportunities for patient-specific education, makes an inventory of 
the patient’s self-management needs, invites patients to participate, and discusses 
questions in a patient-specific way. The effectiveness of nursing care increases, as 
the nursing professional in each consultation works together with the patient, 
describes the desired goals, teaches the required self-management skills, tackles 
barriers together, and gives feedback on progress.

What is the link between the nursing process and health promotion and disease- 
prevention? The nursing process is a way of thinking and acting that allows nursing 
professionals to smooth the care process. In health promotion and health education 
this is identical; the nursing professional works professionaly and methodically. The 
nursing process is aimed at expanding and promoting health, at preventing health 
problems and health limitations, and recovering from health problems or dealing 
with restrictions. The nursing process intends to ensure quality of care. The same 
applies for health promotion and disease prevention. The purpose of health promo-
tion and disease prevention extends from maintaining health, over the continuum of 
health, to optimize health within given constraints related to present (chronic) health 
problems. For health promotion, health interventions are aimed at motivating the 
people to other, healthier behavior. For disease prevention, self-management inter-
ventions are aimed at motivating the patient to implement the desired self-manage-
ment. Of course, nursing professionals have more strings to their bow than merely 
education-targeted interventions, but health and patient education has an impor-
tance place within all nursing roles and tasks. For good quality care, each profes-
sional should work based on evidence- based care and cure, that is, on scientific 
evidence-based care and treatment.

The nursing professional aims to deal with the whole person, sick or healthy. The 
nursing professional supports the patient who is ill or is likely to be, and helps him 
to solve problems or to handle the (consequences of) health problems. The nursing 
professional helps the patient to adapt to changed circumstances and problems, and 
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to accept problems that require a permanent adjustment by the patient. Promoting 
health and preventing disease always play important roles.

In healthy people, your aim as a nursing professional is to prevent health prob-
lems and to promote health and well-being. For example, by teaching a healthy 
lifestyle and self-care strategies, or by supporting decisions that promote healthy 
behavior. In people who have a health problem, your aim as a nursing professional 
is to maintain health and to expand health. This includes a large group of people 
who favor a particular condition, but for whom it comes down to promoting and 
expanding (aspects of) health that may or may not be directly related to the patient's 
health problem. For example, a patient after stroke with restrictions may very well 
benefit from changing unhealthy eating habits. There is then not just a question of 
education aimed at promoting self-management, but it is also about promoting a 
healthy lifestyle, expanding health, and avoiding health risks. For good-quality 
nursing professional care education, this is an important, if not the most important, 
intervention. This way of improving quality of care improves the quality of life and 
well-being of the patients.

 C World health report 2013, research for universal health coverage, 
reports that a good health care system gives priority to health, and 
human-centered integrated care should be offered. People-oriented 
integrated care consists of informing and encouraging people to stay 
healthy and prevent disease. It is also about the early detection of health 
problems. Motivated health workers would have to provide health care 
services that meet the needs of patients and that are offered based on 
the best available evidence, evidence-based practice.

 C The results of the nursing care are central. As the results of nursing 
professional care are the departure point, the nursing process should be 
effectively monitored, possibly adjusted, and judged on outcomes. Care-
related results should be focused on improving the quality of life, but also 
recording time and care intensity, so that care not only meets high-quality 
standards in results-directed care, but also fits the national health policy.

6.1.1  Nursing Assessment, and Health Promotion and Disease 
Prevention

The first phase of the nursing process is the assessment. The nursing professional 
makes an inventory of the needs and expectations of the patient and gathers infor-
mation to identify the patient’s problems (and his family, relatives), ultimately to 
make a care plan. The nursing professional makes an inventory of the current health 
situation and potential health problems and limitations from the point of view of the 
patient as a holistic unit. In the assessment, the following questions are to be cov-
ered: how does the patient perceive his well-being? What need is there to identify 
current or potential health problems? What information and education needs are 
latent? Is there a need to improve lifestyle? Is there a need to improve self- 
management? What are the health- and self-management behaviors, and do risk 
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factors play a role? What experience does the patient have in (changing) his health 
and self-management behaviors? The assessment is performed by asking open- 
ended questions. For example: “it would help me if you can tell me what you already 
know about your health problem. Or “it would help me if you can tell me whether 
you have previously tried to get more exercise, or take your medication twice daily.”

The assessment phase in the nursing process is about exploring the health educa-
tion and self-management needs and the wishes of the patient (and possibly the social 
environment). You work out that you as a nursing professional understands: the 
patient’s current level of knowledge of the patient; his individual needs; his individ-
ual skills; the advantages and disadvantages that the patient connects with self-man-
agement; social factors and the impact that they may have on the willingness of the 
patient to implement health and self-management advice; environmental factors that 
facilitate or hinder the patient in implementing health and self- management advice; 
and the complexity of the care–treatment process. The purpose of this is to enable the 
patient to make decisions about his health, treatment, and care. But you also want to 
allow the patient to learn to handle his specific health problem and his lifestyle and 
behavior so that this has a positive effect on his health. If nursing professionals after 
the assessment state accurate education and self- management- focused nursing diag-
noses, and implement nursing interventions based on health education and patient 
education, this will improve the care process.

6.1.2  Nursing Diagnosis, and Health Promotion and Disease 
Prevention

The second phase of the nursing process describes the nursing diagnoses. As a nurs-
ing professional, you analyze the collected data about the patient after the assess-
ment and identify the current and potential health problems. Then you define the 
problem, you describe the situation and etiology of the problem, and set priorities. 
The nursing diagnosis is your professional conclusion based on the first step of data 
collection. Nursing diagnoses or nursing problems are the concrete descriptions of 
the care needs of the patient. The nursing professional usually changes the nursing 
diagnoses during the care process, based on changes in the patient situation and 
additional data collection. For example, if certain risk factors are going to play a 
role, such as an increased risk of social isolation. Nursing diagnoses give direction 
to the further course of the nursing process.

Nursing diagnoses will be related to health and patient education, and be based on 
the patient’s education and self-management needs. A part of nursing diagnosis goes 
hand in hand with education and self-management. For example, the diagnosis that 
the patient has pain because of a gallbladder surgery can be reconciled with the diag-
nosis that the patient has insufficient knowledge and skills to adequately cope with 
pain. Another example, the diagnosis of the patient with psychiatric limitations is 
afraid of recording medication use and being in a hospital, can be reconciled with the 
education-oriented diagnosis that the patient is afraid to lose control over his medica-
tion. Nursing diagnoses specifically describe what education and self-management 
needs the patient has, which self-management skills need to be learned, what behav-
ior obstructs an extension of self-management and stands in the way of health.

6.1 Nursing Process, and Health Promotion and Disease Prevention
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6.1.3  Nursing Planning Phase, and Health Promotion 
and Disease Prevention

Nursing professional planning stands for the what and how of nursing interventions 
in the nursing process. In the planning phase, in consultation with the patient, goals 
are formulated and aimed at preventing, reducing or dealing with the health prob-
lem. For every actual or potential nursing diagnosis, a goal is formulated in terms of 
self-management and health behavior and expected results. The whole thing takes 
shape in a plan. Each goal calls for nursing professional intervention(s), which lead 
to solving, reducing or dealing with the health problem. For example, for the diag-
nosis of pain, the goals may be that the patient says that pain is a characteristic of a 
rheumatic condition, identifies changes in the intensity of the pain, and uses a pain 
management method in an appropriate manner. The formulated nursing diagnosis 
gives clear direction to the planning process and to the choice of nursing interven-
tions. This means that the nursing professional formulates one or more outcomes or 
effects for each diagnosis. A outcome gives direction to the solution and is focused 
on the condition with a high risk of a nursing diagnosis, or an improvement in the 
level of well-being for a healthy person.

Also, education- and self-management-oriented targets are formulated with the 
necessary education-targeted interventions to eliminate the diagnosis. For health 
and patient education, it is important that there is agreement between the nursing 
professional and the patient on the goals and that the patients specifies the priority 
goals. Goals should be related to patients’ desired changes in self-management and 
lifestyle. The planning phase ends when a nursing care treatment plan is developed 
that can be used in the implementation phase.

6.1.4  Nursing Implementation Phase, and Health Promotion 
and Disease Prevention

In the phase of the implementation of the care, the nursing interventions are carried 
out in accordance with the previously established nursing care–treatment plan. This 
care–treatment plan, with self-management of lifestyle-oriented goals prioritized by 
the patient, the nursing professional starts to battle the planned actions with the 
patient. Meanwhile, the nursing professional collects information about the condi-
tion of the patient, his needs and feelings, increased knowledge, learned skills, etc., 
to the nursing process as required to update and complete features. This is certainly 
true for (patient) education because education will always assume a more concrete 
form in the course of the care process.

The goal is to reach an optimal level of health and well-being for the patient. The 
care–treatment plan shows when which nursing interventions get a place in the 
patient’s care–treatment. The nursing interventions are combined with the care and 
treatment. The goal is to motivate the patient to perform other, healthier (self- 
management of lifestyle behavior) in collaboration with the patient’s conduct, 
through a systematic and planned change process that the self-management and 
well-being of the patient to be promoted.

6 The Nursing Professional as a Health Coach
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6.1.5  Nursing Evaluation Phase and Health Promotion and 
Disease Prevention

The nursing process is concluded with the evaluation of nursing care results. Central 
questions are: Were the goals achieved? Was the nursing care–treatment plan for a 
specific diagnosis effective? What changes have taken place in the patient in relation 
to the purpose and behavior outcomes? How do the individual nursing diagnoses 
relate to the entire care–treatment plan? The evaluation phase completes the nursing 
process and gives an indication of the extent to which the nursing diagnosis and 
interventions have been correctly carried out. Data are being collected to determine 
whether improvement has occurred in the stipulated patient outcomes, and whether 
the self-management and the well-being of the patient have improved.

For health and patient education this means concretely that you check to what 
extent the education targeted in data collection, diagnosis, and implementation of 
the education-targeted interventions has been successful. For example, has the 
patient’s knowledge about issues associated with his health problem and self- 
management increased? Have the self-management skills of the patient increased 
and are these effective to perform the self-management at the desired level? Is the 
patient able to continue self-management independently at home? Is self- 
management now an integral part of the daily life of the patient and integrated into 
his daily activities? Have the patient’s health and well-being been assessed as well? 
During the evaluation phase you can clarify by using open questions: “can you tell 
me how you took your medication yesterday? Can you tell me what you ate for 
breakfast and lunch yesterday ...?” Such questions give a much more concrete pic-
ture of the lifestyle and health advice carried out in whole or in part than questions 
such as: “do you take your medication as prescribed? Do you follow your diet?”

6.2  Nursing Diagnoses Aimed at Promoting Patients’ 
Self-Management

Nursing diagnoses that are linked to health education and self-management, 
PES structure:

 1. Health perception–health management pattern, pattern of health experi-
ence and-conservation
• Altered health maintenance
• Noncompliance
• Altered protection, and
• Health seeking behavior

 2. Cognitive–perceptual pattern
 3. Self-perception–self-concept pattern
 4. Coping–stress tolerance pattern
 5. Value–belief pattern

6.2 Nursing Diagnoses Aimed at Promoting Patients’ Self-Management
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The nursing professional plays an important role in identifying behaviors of patients 
who have a relationship with self-management and health (Ryan 2009). The nursing 
diagnosis is to approach it from different angles. The conceptual angle indicates 
who is responsible for what, and offers a view of the responsibilities of nursing 
professionals. The contextual perspective describes the concept of diagnosis in a 
nursing context, within which the actions of the nursing professional take place: the 
diagnosis from the anamnesis data; do the goals distract from the diagnosis and the 
interventions? The structural perspective of a nursing diagnosis harks back to the 
PES structure (Gordon 2013; McFarland and McFarlane 1993).

Which diagnoses are related to health education and improving self- management? 
The PES structure is about a health problem, with the attached etiological factors. 
The recognition of the health problem is reflected in the signs and symptoms. In the 
PES structure the P indicates the patient’s health problem. Health problems can be 
divided into a number of categories of nursing diagnoses. For example, a high risk 
for damage, fear, and knowledge deficits. In the PES structure, the E stands for the 
etiological factors, or determinants that are connected to the health problem. These 
related factors may have a causal link to the health problem. Etiological, related 
factors are internal or external factors that have an effect on the patient, his family 
or the community. They contribute to the creation or maintenance of a health prob-
lem. These etiological factors can be all kinds of causes of the problem. The nursing 
professional’s intervention can be derived directly from these etiological factors. 
For example, if the patient’s problem includes not taking his medication conven-
tionally, and the cause of this is not understanding the medicine’s instructions, then 
the nursing professional intervention is a different one than when the cause is that 
the patient is experiencing strong nausea as a side effect. In the PES structure the S 
stands for signs and symptoms. The sign and symptoms give both the subjective and 
objective characteristics of the health problem. These characteristics provide an 
input for the nursing diagnosis. For each nursing diagnosis, there are symptoms that 
together define the characteristics. Based on these characteristics, nursing profes-
sionals assess whether the patient is having certain problems. All of these character-
istics determine the specific nursing diagnosis. The structural definition thus gives a 
view of the problem, the characteristics, and the causes.

The PES structure offers nursing professionals a way to assess whether patients 
have certain health problems. The PES structure fits in well with health promotion 
and disease prevention, because it is also based on health problems, etiological fac-
tors, and signs and symptoms are distinguished.

6.3  Health Patterns Aimed at Promoting Patients’ 
Self-Management

There may be a format to 11 functional health patterns, according to Gordon, which 
collectively form the nursing domain. These health patterns make it clear what is 
relevant in health education and patients’ self-management, and offer starting points 
for education-oriented diagnoses. 

6 The Nursing Professional as a Health Coach
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Which health patterns are relevant for health education and patients’ self- 
management? This is about giving full information and the use of information, 
understanding the health situation, dealing with social influences, the acquisition of 
skills, and supporting and maintaining the behavioral change (McFarland and 
McFarlane 1993).

The health perception–health management pattern involves the perception 
and experience of the patient of his own health. It is down to the patient’s perception 
and experience of his own health status, health goals, and health beliefs that make 
him behave in a certain way. The purpose of this pattern is to gain an insight into 
“health search behavior”: to lifestyle and health advice, to resources that are avail-
able to stay healthy and to recommendations for medical treatments.

The cognitive–perceptual pattern is the patient’s ability to receive information, 
to understand, to remember, and, on this basis, to take decisions. The goal of the 
cognition and observation pattern is to assess if patients are cognitively and emo-
tionally able to handle this.

The self-perception–self-concept pattern is about the attitude of the patient and 
skills. The goal of this pattern is to assess the attitude of the patient with regard to 
his capabilities. Emotions and feelings for example as fear and mourning may be 
important.

In the coping–stress tolerance pattern, the attention is focused on whether or 
not the patient is able to perform certain skills. The goal of the coping and stress 
tolerance pattern, is to assess the capabilities of the patient regarding his coping 
skills for dealing with stress.

The value–belief pattern, is about factors that influence the choices of the 
patient, in addition to his lifestyle and (health) behavior. Attitudes (considerations 
and ratings of these considerations) play a role. The goal of the values pattern is to 
gain insight into the choices of the patient focused on his self-management and 
health behavior.

Other patterns that play a role for the patient and health education, and for pro-
moting and maintaining health are: the nutritional and metabolic pattern, the elimi-
nation pattern or excretory pattern, the pattern of activity–exercise role, the 
role-relationship pattern or relationship pattern, and the sexuality–reproductive 
pattern.

Why is the health perception–health management pattern important for health 
education and self-management? The health pattern health perception–health man-
agement pattern makes an important subdivision in altered health maintenance, 
noncompliance, altered protection, and health-seeking behavior. The health pattern 
altered health maintenance is clearly related to the nursing profession. Nursing 
professionals are involved in supporting individuals and their social environment in 
achieving optimal health. The task of nursing professionals is that the patient adopts 
skills and such to achieve maximum independence of the patient. After determining 
this altered health maintenance diagnosis, the nursing professional should intervene 
through nursing interventions. In the phase of data collection, the perception and 
experience of the patient with regard to his health status is assessed. Defining fea-
tures for the altered health maintenance pattern is: poor eating habits; incomplete 
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immunization; need for alcohol, drugs or tobacco; incomplete education; inade-
quate accident prevention; inability to deal with stress. The related factors to the 
health pattern may be: the inability to take decisions; inadequate information search 
behavior; the inability to carry out age-related prevention activities or poor learning 
skills. The related nursing diagnoses may be: “altered health maintenance related to 
a lack of knowledge with regard to (for example) drug use.”

The health pattern noncompliance is about the patient making informed deci-
sions to keep to a therapeutic recommendation, according to the North American 
Nursing Diagnosis Association (NANDA). The noncompliance may refer to the 
prescription of medication, due to a lack of knowledge and a complex medication 
regimen. Noncompliance can also cover a prescribed diet, related to confusion in 
communication about the expected results. The nursing diagnosis noncompliance 
should give a clear description of the current and potential health problems. A nurs-
ing professional’s diagnosis could be: “the inability to adapt to the treatment regime” 
or “a potential deficit in the participation in the treatment and/or care process.”

For the health pattern altered protection, the nursing diagnosis could be: 
“altered protection related to excessive alcohol consumption” or “altered protection 
related to or a decrease in the use of food nutrients”.

The health pattern health seeking behavior, the goal is to optimize health. A 
person with a stable, positive state of health, is exploring ways to improve certain 
health behaviors. For health-seeking behavior, the goal is to further optimize the 
health status. A nursing diagnosis can be: “health seeking behavior related to the 
reduction of body fat and the risk of heart disease”.

Why is the health pattern cognitive–perceptual pattern important for health edu-
cation and self-management? Another health pattern is the cognitive–perceptual 
pattern. Knowledge deficit falls under this health pattern. Knowledge deficit can 
refer to an individual lack of education, that the patient is unable to show that he is 
informed or to demonstrate the required skills. A nursing diagnosis is “knowledge 
deficit by a lack of exposure to appropriate education sources or by fear.” This diag-
nosis can lead to the lifting of the knowledge deficit by acquiring education, appli-
cation, and troubleshooting.

Why is the health pattern self-perception–self-concept pattern important for 
health education and self-management? The third health pattern is the self- 
perception–self-concept pattern. This health pattern covers fear and disorders in 
feeling and mood. For anxiety and disorders in feeling and mood, there may be 
feelings of depression, emotional lability, anxiety, and attention disorders. An 
example of a nursing diagnosis here is “fear of uncertain operation results“ or “emo-
tional instability due to a premature child.”

Why is the health pattern role–relationship pattern important for health educa-
tion and self-management? The fourth health pattern is the role–relationship 
 pattern, which describes existing behavior patterns that limit the functioning and 
the possibilities for behavior change. A nursing professional diagnosis may be 
“altered role performance by a lack of social support or the absence of a role model.”

Why is the health pattern coping–stress tolerance pattern important for health 
education and self-management? The last health pattern is the coping–stress 
 tolerance pattern. This health pattern describes the skills that are necessary to 
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perform tasks related to handling coping and stress. For example, coping with stress 
and learning skills to cope with stress.

 C Patients with RA and their moving behavior. For patients with 
rheumatoid arthritis (RA) more movement has multiple disease-specific 
benefits, such as less pain and fewer restrictions. Health care providers 
give these patients general education to get more exercise, but feel 
insufficiently competent to promote the movement behavior of patients 
with RA (Hurkmans et al. 2011).

6.4  Nursing Interventions Aimed at Promoting Patients’ 
Self-Management

Nursing professionals provide care to patients with all kinds of health problems. 
Nursing interventions supporting patients in dealing with their health problem pro-
mote self-management and this can have a positive effect on the outcomes of the 
nursing care. The nursing intervention is chosen depending on the diagnoses made 
by the nursing professional. The choice of a nursing intervention is determined by 
the nursing diagnosis, but the nursing intervention is also tailored to the needs, pref-
erences, and characteristics of the patient.

According to Bulechek et al. (2013), a nursing professional intervention should 
be performed under the direct care of nursing professionals in the interest of a 
patient or client. The intervention comes from a nursing diagnosis and the specific 
nursing diagnosis determines the specific nursing intervention. Nursing interven-
tions may target the individual patient, and if so desired by the patient, also involves 
relationships that give social support and the specific life, living, and work situa-
tions. For education, different groups of nursing interventions can be distinguished. 
Nursing interventions can be related to health information, learning to be healthy 
and staying healthy, changing lifestyle and (self-management or health) behavior, 
and promoting and expanding health.

Bulechek et al. (2013) differentiated groups of nursing interventions that have 
(indirectly) a link to patient and health education. In the Nursing Interventions 
Classification (NIC), nursing interventions are described aimed at the domain 
behavior. The domain behavior is “aimed at supporting psychosocial functioning 
and of changes in lifestyle.” For interventions that focus on the strengthening and 
promotion of desirable behavior, or on changing unfavorable behavior, the focus is 
on promoting one’s own responsibility and promoting behavioral change. For inter-
ventions that are aimed at supporting expressing and receiving verbal and nonverbal 
messages, the focus is on active listening. For interventions that are aimed at patient 
education and to support understanding and learning, the focus is on the improve-
ment of health skills and education. For interventions that are aimed at the society 
and the support of the health of the society, the focus is on interventions that pro-
mote the health of the whole community, such as health education, protection 
against risk factors, population research, and risk assessment.
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Nursing interventions may be aimed at changing an etiological factor. An etio-
logical, causal factor is identified by the nursing professional in the phase of data 
collection and included in the nursing diagnosis. The nursing intervention focuses 
on this etiological factor to eliminate or minimize its impact.

A nursing professional intervention can also aim to identify and treat symptoms. 
This allows patient to learn using patient and health education, to respond to early 
symptoms or to perform the desired self-management behavior. For example, a 
patient after an operation will, if he has learned what early symptoms indicate 
inflammation of the surgical wound, is able to react adequately to the inflammation. 
Or, a patient with depressive restrictions, if he has learned what signals indicate an 
incorrect response to an antidepressant, is able to react adequately to this. The treat-
ment of symptoms also end sooner, if the patient is not only informed, but also 
knows how to perform the desired self-management and self-care accordingly. For 
example, a patient after operation, if he has learned to, will be able to handle his 
wound regularly and use aseptic care in the home situation.

A third group of nursing interventions is aimed at dealing with potential prob-
lems of patients. The nursing professional signals known risk factors, predictive for 
the development of a particular health problem. The nursing professional seeks to 
change or eliminate the risk factors. For example, in children with COPD, a risk 
factor is having parents who smoke, or, in patients with high blood pressure, a risk 
factor is high salt consumption. A potential health problem could also be that the 
patient runs a higher risk of getting the health problem. For example, there is a 
greater risk of accidents in the private atmosphere for children in large families, or 
a greater likelihood of educational problems and lack of social support in families 
with a low socio-economic status.

Nursing interventions that have a relationship with patient and health education 
are those aimed at promoting a healthier lifestyle for people without specific health 
problems. These are the wellness-related interventions. For example, a healthy 
diet for teenagers aged 12–19 years, or stress management for young mothers, or 
exercise for women after the transition to the menopause, or sleep for older people. 
In these interventions, a nursing professional’s diagnosis is not necessary.

 C Nursing interventions for patients with diabetes should be linked to 
improving the knowledge of patient, to the self-management-behavior 
of the patient, and to psychological outcomes such as quality of life, and 
physiological outcomes (Hunt 2013).

6.5  Nursing Classification Systems, and Health and Patient 
Education

A number of classification systems of nursing interventions make a connection with 
patient education and health education. The NIC taxonomy (Nursing Intervention 
Classification; Grobe and Hughes 1993; Bulechek et al. 2013), differentiates many 
nursing interventions that have an interface with education. The NIC taxonomy 

6 The Nursing Professional as a Health Coach



247

specifically mentions patient education and behavior therapy as a nursing interven-
tion. For patient education, the nursing interventions focus to enable the patient to 
learn. Also, patient education and behavior therapy involves the acquisition of new 
knowledge related to health and illness, and the learning of skills for behavior 
change and self-management behavior. Behavior therapy is about nursing interven-
tions that aim to promote desired behavior or to emphasize the desired behavior of 
the patient.

SABA is a classification system for nursing interventions for home health care 
nursing (Saba et al. 1991). This classification system comprises the whole nursing 
process, and deals with both nursing diagnoses and nursing interventions. SABA 
describes nursing diagnoses that have a relationship with health behavior and inter-
ventions, that is, learning. It concerns a group of nursing interventions that are focused 
on enabling the patient to learn. Here, too, the broad spectrum of education is included, 
from providing information to the optimal self-management behavior of the patient.

6.6  Nursing Interventions Aimed at Promoting Patients’ 
Self-Management, Using Intervention Mapping

Nursing interventions should be developed systematically based on the protocol of 
intervention mapping (Bartholomew et al. 2016). By the application of the protocol 
of intervention mapping, important insights into the health problem are described. 
You know the causes of the health problem, but also the specific risk groups and 
know especially which risky behaviors are important. You know the performance 
and change objectives and know what changes are necessary to achieve goals. A 
good intervention is built on evidence-based methods for behavioral change, pro-
motes the desired self-management behavior, and tests the intervention. In the adop-
tion and implementation plan, the roles, functions and tasks, and the different health 
care providers needed to carry out the intervention are described. Often, the evi-
dence for the intervention is described and you know what effects to expect if the 
intervention is carried out according to plan. Intervention mapping has proved to be 
an effective protocol for developing health interventions (Bartholomew et al. 2011; 
Sassen 2012; Van Kesteren et al. 2006; Alewijnse et al. 2002; Heinen et al. 2006; 
Wolfers et al. 2007). When running health- or self-management interventions, the 
nursing professionals should make an effort to change people’s lifestyle or patients’ 
self-management behavior. The nursing professional should make an effort to 
change the health- or self-management behavior of the patient by means of motivat-
ing him to implement different, healthier behavior. These targeted changes in 
knowledge, attitudes, skills, and behavior can improve the patient’s health situation, 
improve the patient’s self-management, and improve the patient’s quality of life and 
well-being.

Nursing interventions that have been developed by means of intervention map-
ping have the needs of the patient group as a starting point. By making patients 
participate in the development of health-based intervention, a good connection to 
the wishes and needs of the patient (group) can be made. The intervention is 
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developed together with the members of the target group, because the target group 
knows what would be applicable to them.

Rarely will a patient merely need some information, a bit of reassurance or some 
time to discuss his feelings. If you as a nursing professional start implementing the 
health intervention or the self-management intervention, it is important to know the 
precise needs of the patient in front of you, and to make these explicit. It is impor-
tant that nursing professionals’ response to “their” patients’ care needs, to their 
specific need for information, (patient) education, and self-management support.

When a relative small group of nursing professionals is responsible for the same 
group of patients every day, then the chance of a succesfull nursing intervention 
increases. If there is a restricted group that is responsible for the implementation of 
the nursing intervention, transferring the education-targeted interventions is more 
effective if the patient passes to a different setting. Nursing professionals are then 
also better able, at the end of the nursing process, to indicate the effectiveness of 
the implemented nursing interventions. In our current healthcare system, patients 
typically do not stay long in a specific setting. The coordination and continuity of 
nursing education-targeted interventions with this goal in mind call for specific 
attention. Nursing interventions reach out further than the doors of the current set-
ting in which you work as a nursing professional. Especially if patients only stay 
for a short time in a particular setting and the desired (self-management) behavior 
of the patient is more complex or if chronic health problems play a role, it appears 
to nursing professionals that it is not possible to complete the entire education 
intervention. The provision of medical or self-management intervention is then 
continued elsewhere in a different setting. Increasingly, self-management interven-
tions are started before hospitalization, and continued when the patient is at home 
again.

6.7  Implementing Nursing Interventions Aimed at 
Promoting Patients’ Self-Management

Nursing professionals are the link in promoting the patient’s self-management. 
The patient is expected to develop a collaborative relationship with you as a nurs-
ing professional and to play an active, participatory role in the process of lifestyle 
and behavioral change. We suppose that the effectiveness of education depends 
strongly on the role the patient is willing to play in this communication and educa-
tion process. Of course, the role of the patient is extremely important. Without his 
participatory role, patients’ self-management will be insufficiently tailored to the 
needs and expectations of the patient, the patient will be not able to take decisions 
related to care and treatment, and patients’ ultimate self-management will be less 
effective.

What role does the nursing professional have in promoting patients’ self- 
management? How well do nursing professionals support self-management? Is the 
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effectiveness of patients’ self-management dependent on how well the nursing pro-
fessional is able to promote self-management? The nursing professional has an 
important role to play, your competencies, your knowledge, and your skills deter-
mine to a large extent the effectiveness of your health-intervention or self- 
management intervention, and the ultimate effectiveness of patients’ 
self-management. Thus, although we tend to measure the effectiveness of a health- 
or self-management intervention on the side of the patient, it certainly makes sense 
to look at nursing professionals and how motivated they are to motivate a patient to 
change his behavior or improve his self-management as well.

What is good about a health- or self-management intervention being run by 
nursing professionals? When running an education-based intervention, it should 
be performed as described in the implementation plan of intervention mapping, 
and this often means that nursing professionals are trained to implement a particu-
lar intervention. In the professional practice of nursing professionals when imple-
menting the intervention, they often skip parts of the intervention or make changes 
to the intervention. For example, the patient with diabetes is asked if he succeeds 
in using the insulin pump, but the skills are not under the supervision of 
feedback.

6.7.1  Nursing Professional as a Health Coach: Introduction

Promoting patients’ self-management requires specific communication skills of you 
as a nursing professional. How motivated are you to improve the self-management 
of your patients? Is motivating patients difficult? Are some patients hard to motivate 
or even not prepared to get started with self-management at all? Does it take up a lot 
of time? Nursing professionals make an assessment of the patient’s chances of suc-
cess. Nursing professionals try to make a forecast of the patients that will carry out 
the desired self-management behavior. What do you do as a nursing professional, do 
you inform and motivate every patient, equally as intensively? Are you equally 
involved in each specific patient?

The descriptions below are based on the training health coaching at the end of 
this chapter (Sect. 6.8).

 C Training 1a: health coach—introduction: are you a health coach?
 C How motivated are you to improve the self-management of your 

patients?
 C Improving patient self-management, and providing evidence-based 

health promotion and patient education; it seems like an open door 
within the nursing profession. But what is the importance of this issue for 
you personally? For me it is important that: …

 C Is there a link between a “cooperative patient” and your professionalism 
as a health coach? … Argue. Why? …
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6.7.2  Nursing Professional as a Health Coach: Risk Perception 
with Regard to Patients’ Self-Management

What is your perception of your own motivational behavior as a nursing profes-
sional? Just as we have seen in the risk perception of the patient and his assess-
ment of its risk of (worsening of the) health problem, you may underestimate the 
possible “risk.” You may think as a nursing professional that you are always force-
ful about getting started with the promotion of patients’ self-management, and 
that others, other health care providers, do not or do less well. In general, you 
underestimated your own, individual risk and you think that others run the risk of 
not starting the motivation process with the patient. As a rule, knowledge never 
leads to behavioral change. Knowledge is, just as we have seen for the patient, 
rarely the problem. Nursing professionals know a lot about promoting healthy 
behavior and the promotion of patient self-management, but knowing is just the 
starting point.

 C Training 1b: health coach—risk perception with regard to patients’ 
self-management

 C If you critically look at what you are doing when you give health education 
to the patient and improve patients’ self-management, what do you do 
exactly? …

 C For what factors are doing well, and for which factors are you doing less 
well? …

6.7.3  Nursing Professional as a Health Coach: Changing 
Attitudes with Regard to Patients’ Self-Management

Are there benefits associated with motivating patients, or are disadvantages espe-
cially important?

What are the benefits to motivating a patient to get started with his self- 
management? What is in that for you as a nursing professional? For example, the 
patient then has a better understanding of the goal of self-management, or, the 
patient follows the self-management appointments better, which may reduce his 
blood pressure.

What are the disadvantages to motivating a patient to get started with his self- 
management? What investments does this take for you as a nursing professional? 
For example, you may also have difficult discussions with the patient. This may take 
up (a lot of) extra time. Often the disadvantages are incorrect assumptions, usually 
incorrect intuitive assumptions. The assumption that motivating patients to improve 
their self-management takes a lot of extra time for you as a nursing professional is 
incorrect. Spending time and giving attention to the patient, inviting the patient to 
participate and collaborate on self-management, saves time because this streamlines 
the communication and motivation process. The advantages and disadvantages 
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related to motivating patients play a role in the long and the short term. To format 
the balance sheet if you support a patient in its self-management, you need to look 
at the pros and cons in both the short and long term.

 C Training 2: health coach—attitudinal change with regard to patients’ 
self-management

 C Motivating a patient to other, healthier behavior has its advantages and 
disadvantages. What are the benefits for you personally to motivate a 
patient? What are the disadvantages for you personally to motivate a 
patient? Specify in the short and long term your pros and cons.

 C Can you assess for yourself the advantages and disadvantages? What 
weighs heavily? What does this balance tell you, if you look at your current 
motivational behavior as a nursing professional?

 C Use the motivation scale, with a score of 0 to 10, how much do you want 
to become a better health coach. Justify the rating that you give yourself 
with arguments.

 C Use the matrix for advantages and disadvantages and the motivation-
scale (see Sect. 6.9)

6.7.4  Nursing Professional as a Health Coach: Resisting Social 
Pressure and Seeking Support with Regard to Patient 
Self-Management

What do other nursing professionals do, do they also motivate patients? Colleague- 
related social support is important in motivating patients. It helps if you know others 
who also motivate patients and support them in their self-management.

Which (colleagues) can help you? If people are uncertain about their own 
views, they tend to compare them with the views of people with whom they can 
identify. On the other hand, people in our environment (team, organization), can 
also work against us in the motivation process. Who (colleagues) asks of you as a 
nursing professional response, so that they do not obstruct you in the motivation 
process that you have with the patient? In learning to cope with the social environ-
ment, the aim is to learn to look for support and to be resilient against social 
pressure.

 C Training 3: Health coach—resisting social pressure and seeking support 
with regard to patients’ self-management

 C Motivating patients to other, healthier behavior is not easy. A little 
support from colleagues can help; social pressure is usually of no use to 
you. Which colleagues offer support and how? Which colleagues apply 
social pressure and what is that social pressure like? Fill in the schedule 
with key words.

 C Use the matrix for social influence (see Sect. 6.9)
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6.7.5  Nursing Professional as a Health Coach: Perceived 
Behavior Control and Self-Efficacy in Regard Patient 
Self-Management

In the assessment of self-efficacy, you take stock of your capabilities to handle 
patients’ motivation process.

Do you think you can improve patients’ self-management? This self-efficacy is 
necessary to handle the motivation process with the patient. Skills to handle patients’ 
self-management are psychosocial, communication, and education skills. You have 
to become accomplished yourself, step-by-step, in the skills needed to handle the 
process to improve the patient’s lifestyle behavior or the self-management. Practice 
makes perfect, and the observation of others can be helpful. What matters is that you 
feel that you can manage to motivate a patient, increasing confidence in your own 
skills.

 C Training 4: health coach—perceived behavior control and self-efficacy 
with regard to patients’ self-management

 C Motivating a patient to implement other, healthier behavior requires 
certain practical skills of you as a professional. How well are you able to 
handle this? How well did you have this in the fingers? List for yourself at 
least four skills that you need to improve the self-management or health 
behavior of the patient, possibly with sub-goals according to your own 
opinion. For example, inviting the patient to participate; asking open 
questions; giving no information or advice; giving patients the lead in 
communication; paying attention to the nonverbal communication, etc.

 C Use the matrix for self-efficacy with regard to patients’ self-management 
(see Sect. 6.9)

6.7.6  Nursing Professional as a Health Coach: Planning Behavior 
Change with Regard to Patients’ Self-Management Using 
Action Planning

Changing intention involves the formulation of goals indicating planning the behav-
ior change and stating a plan to improve patients’ self-management. The action plan 
describes your goals about improving the self-management behavior of your 
patients.

What goals are you working on, when it comes to promoting the patient’s self- 
management? What are you going to do (better, differently), when, and how often? 
This also involves you being prepared to carry out your goal(s). If you are preparing 
for the implementation of your goals, this makes it more likely that you will succeed 
in your goal.

 C Training 5: health coach—planning behavior change with regard to 
patients’ self-management
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 C Stating an action plan to motivate every patient is an important step on the 
road to professional routine. Research shows that it helps if you formulate 
your goals in the form of what exactly you are going to do (for example, 
motivating each patient); when you are going to do this (for example, after 
introduction, after measuring blood pressure, or after you have looked 
back at the past period); and, how often you are going to do this (for 
example, in any consultation); what preparation (for example: see details of 
the patient). Write down you personal goal.
 C Use the action plan—goals—What, when, ow often and prepare with 

regard to patients’ self-management (see Sect. 6.9)

6.7.7  Nursing Professional as a Health Coach: Changing 
Behavior with Regard to Patients’ Self-Management Using 
Coping Planning

The plan to convert the motivation of patients into your nursing professional prac-
tice can be blocked by barriers. Barriers are all kinds of unforeseen circumstances 
that obstruct, even though your intention is to motivate your patients, you from 
working according to your action plan.

How do you promote the self-management of your patients? You should detect 
and clean up barriers, we call this “diminishing barriers.” Providing targeted feed-
back can promote behavioral change, the same as we saw when providing feedback 
to a patient. The same applies to breaking the routine. Breaking old routines is 
tricky, but it helps if you have a limited number of goals. Feedback on own goals is 
easier if you have formulated sub-goals.

 C Training 6: health coach—changing behavior and coping planning with 
regard to patients’ self-management

 C Now you are planning to motivate your patients to improve their self-
management, it will seem in practice to be tricky to always do this well, 
getting it done in the way you intended. You come up against barriers 
that prevent you from (completely, enthusiastically enough, etc.) 
motivating a patient, despite planning. Write down important barriers, 
and think of ways to get around them.

 C Use the coping plan—barriers and how to handle barriers with regard to 
improving patients’ self-management (see Sect. 6.9)

6.7.8  Nursing Professional as a Health Coach: Sustaining 
Behavior Change with Regard to Improving Patients’ 
Self-Management

Sustaining behavior change includes continually insisting on the “new” behavior, 
i.e., in any consultation motivating the patient to implement different, healthier 
behavior, and to support self-management.
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How do you continue to promote patients’ self-management? Prepare yourself to 
fall back into your old routines. Relapse happens to everyone. Look for ways to 
decline relapse. For example, start again at the next (new) patient and keep working 
toward your goals. The patient rarely gains control over his self-management in a 
short time. It requires a long period to incorporate the motivation of each patient 
into a routine, and build it into your professional activities.

 C Training 7: health coach—sustaining behavior change with regard to 
improving patients’ self-management

 C You will become a health coach, especially by building up experience 
with motivating patients to improve their self-management behavior or 
change their lifestyle. One patient is easier to motivate to other, healthier 
behavior than another patient. If you really want to profit from your work 
as a health coach, then it is important that you continue to motivate each 
patient. Often, you will fall back into your old routine as a professional 
and you notice that you have done less health coaching and motivating. 
Specify on the got-used-to scale how strong motivating patients for you 
has become a usual part of caregiving. Write down what high-risk 
situations are for you as a nursing professional, a situation that obstructs 
you from motivating patients. Next to these decline times and what the 
solution is to handling these high-risk situations. Also, describe what has 
become routine and how to hold on to this.

 C Use the matrix for high-risk situations and how to handle high-risk 
situations with regard to improving patients’ self-management and the 
got-used-to scale with regard to improving patients’ self-management 
(see Sect. 6.9)

6.8  Nursing Outcomes for Patient Self-Management

The results of the nursing care, the outcomes of the nursing care, are established in 
accordance with the Nursing Outcomes Classification, the NOC. The nursing care 
results of the nursing intervention have led to results in the patient. High-quality 
patient care can be measured using care results (Johnson et al. 2003). Measuring the 
quality of care is related to the health of the patient, patient satisfaction with the 
quality of care, and patients’ assessment of his quality of life. Insight into care 
results shows how patient care is experienced and this allows you to identify gaps in 
the nursing care process and customize it. The need to understand impressionable 
nursing care results has increased and will increase further. This insight is needed to 
monitor the effectiveness of nursing care, and to further optimize quality of care. 
Above all, care results give you as nursing professionals a particularly personal 
insight into the quality of care and patient satisfaction with your nursing care.

Which care results can be influenced by nursing care and are linked to health 
education, patient education, and supporting patients’ self-management? In the 
domain psychosocial health, care results describe the psychological and social 
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functioning of the patient, for example, care results that describe the patients adapt-
ing to changes in his health or living conditions. In the domain health knowledge 
and health behavior, care results describe a person’s attitude, understanding, and 
actions related to health and disease, which includes health behavior. The care 
results also describe what patients are doing for their health. This domain is about 
improving health, maintaining health, or restoring health.

The domain health knowledge and health behavior provides initiatives for health 
optimization, self-management, and adherence, but also health-promoting behavior, 
or health-seeking behavior. Health knowledge and health behavior in the domain are 
health attitudes and the ability of someone to perform the healthy behavior, its 
impact on healthy behavior, the resources available for healthy behavior, and health 
consciousness. Health knowledge and health behavior in the domain is about risk 
management and safety.

When it comes to health opinions, care results describe ideas and experience that 
affect patients’ health behavior. The care results related to health knowledge 
describe to what extent someone understands the education with which he can pro-
mote his health, maintain his health, or restore his health. Finally, care results 
describe the health results related to risk management and security and safety, and 
what someone does to handle identifiable threats to his health, and to avoid, reduce 
or control these.

6.9  Training Nursing Professional as a Health Coach: 
with Regard to Improving Patients’ Self-Management

Introduction
What role does the nursing professional play in promoting the patient’s self- 

management? How good are nursing professionals at supporting the patient’s self-
management? Is the effectiveness of the patient’s self-management dependent on 
how well the nursing professional is able to promote self-management?

Below a training method is described to improve your supporting behavior with 
regard to patient self-management. When using the training method, the nursing 
professional as a health coach will become a better health coach, better able to 
change the patient’s self-management or lifestyle behavior. In seven successive 
steps, starting with risk perception, you look at your attitude with regard to patient 
self- management, you handle social influences on your motivating behavior as a 
nursing professional, and you increase your own self-efficacy skills with regard to 
patient self- management; this can lead to a change and improvement in your health 
coaching when you make use of coping planning followed by action planning. The 
method is relatively easy to use.

What will be learned? You learn to take a closer look at the importance of health 
coaching for yourself as a nursing professional, but also at difficulties; learn to 
explore and implement from your own experiences every step in the training method 
the nursing professional as a health coach; learn what your personal benefits and 
disadvantages to motivate a patient are; learn how to perceive and handle 
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colleague- related social support; learn the skills needed to handle the process to 
motivate the patient; learn to make an action plan with regard to improving patient 
self- management; learn to make a coping plan with regard to improving patient self- 
management; learn to see important difficulties in each step and learn how to handle 
them; you may notice that your not always making progress, but that you may have 
to go back to a previous step.

How many sessions are needed? Depending on your experience working with 
patients, it will take one session to do training 1, 2 and 3, one session to do training 
4 and 5, one session to do training 6, and one session doing training 7. Each session 
will take about 1 h; when the training is in subgroups of three or four people, each 
session will take 1.5 h, and it is important that every person writes his own specific 
action and coping plan.

6.9.1  Training 1a: Health Coach—Introduction—Are 
You a Health Coach?

 C How motivated are you as a nursing professional to improve your 
patient’s self-management?

Introduction
Promoting patients’ self-management asks for specific communication skills of 

you as a nursing professional. How motivated are you to improve the self- 
management of your patients? Is motivating patients difficult? Are some patients 
hard to motivate or even not at all prepared to attempt self-management? Does it 
take up a lot of time? Nursing professionals make an assessment of the patients’ 
chances of success. Nursing professionals try to create a prediction for the patient 
that will go to the desired self-management-behavior. What do you do as a nursing 
professional, to inform and motivate every patient? Are you equally involved in 
each specific patient?

Training 1a: health coach—introduction: are you a health coach?
How motivated are you to improve the self-management of your patients?
Improving patient self-management, and providing evidence-based health promotion 

and patient education; it seems an open door within the nursing profession. But what 
is the importance of this issue for you personally? For me it is important that: …

Is there a link between a “cooperative patient” and your professionalism as a health 
coach? … Argue. Why? …

6.9.2  Training 1b: Health Coach—Risk Perception with Regard 
to Patient Self-Management

 C If you look critically at what you are doing when you give education to 
the patient and when you promotes patient self-management, what do 
you do exactly?

6 The Nursing Professional as a Health Coach
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Introduction
What is your perception of your own motivational behavior as a nursing profes-

sional? Just as we have seen in the risk perception of the patient and his assessment 
of its risk of (worsening of the) health problem, you may underestimate the possible 
“risk.” You may think as a nursing professional that you are always ready to get 
started with the promotion of patient self-management, and that other health care 
providers, do not or do so less well. In general, you underestimate your own, indi-
vidual risk, and you think that others run the risk of not starting the motivation 
process with the patient. As a rule, knowledge never leads to behavioral change. 
Knowledge is, just as we have seen for the patient, rarely the problem. Nursing 
professionals know a lot about promoting healthy behavior and the promotion of 
self-management to the patient, but knowing is just the starting point.

Training 1b: health coach—risk perception with regard to patients’ 
self-management

If you critically look at what you are doing when you give the health education to 
the patient and improve patients’ self-management, what do you do exactly? …

For which factors you are doing well, which factors less well? …

6.9.3  Training 2: Health Coach—Attitudinal Change with Regard 
to Patients’ Self-Management

 C Are there advantages in motivating patients to improve their self-
management? And in particular, are there disadvantages in motivating 
patients to improve their self-management?

Introduction
In addition to the perception of your motivational behavior, the pros and cons of 

this behavior for you as a nursing professional play a role. Nursing professionals 
would have to have a realistic picture of the advantages and the disadvantages, in 
both the short and the long run of their own motivational behavior. What are the 
benefits of having a patient motivated to get started with his self-management? 
What are the disadvantages of motivating a patient to get started with his self- 
management? The advantages and disadvantages related to motivating patients play 
a role in the long and the short term. To format the balance sheet of what this yields 
for the patient in supporting his self-management. What are the important advan-
tages and disadvantages in both the short and the long term.

Training 2: health coach—attitudinal change with regard to patients’ 
self-management

Motivating a patient to different, healthier behavior has its advantages and disad-
vantages. What are the benefits for you personally in motivating a patient? What 
are the disadvantages for you personally in motivating a patient? Specify in the 
short and the long term your pros and cons. Use the matrix for advantages and 
disadvantages.

6.9 Training Nursing Professional as a Health Coach: with Regard to Improving



258

Can you assess for yourself the advantages and disadvantages? What weighs heav-
ily? What does this balance tell you, if you look at your current motivational 
behavior as a nursing professional?

On the motivation scale with a score of 0 to 10, how much do you want to be a 
better health coach. Please justify the rating that you give yourself with argu-
ments: …… (Fig. 6.1)

6.9.4  Training 3: Health Coach—Resisting Social Pressure 
and Seeking Support with Regard to Patients’ 
Self-Management

 C Do other nursing professionals also motivate patients?

Introduction
Colleague-related social support is important in motivating patients. It helps if 

you know others also motivate patients and support patients in their self- management 
important.

Which (colleagues) can offer you a helping hand? If people are uncertain about 
their own views, they tend to compare themselves with the views of people with 
whom they can identify. On the other hand, people in our environment (team, orga-
nization), can also work against us in the motivation process. Who (colleagues) asks 
of you as a nursing professional response so that they do not obstruct you in the 
motivation process that you are undergoing with the patient? When learning to cope 
with the social environment, the aim is to learn to look for support and to be resilient 
against social pressure.

Not improving
health-coaching

Short term

Advantages

Disadvantages

Long term

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

Improving
health-coaching

2 3 4 5 6 7 8 9

Fig. 6.1 (a) Motivation scale. (b) Matrix for advantages and disadvantages
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Training 3: health coach—resisting social pressure and seeking support with regard 
to patients’ self-management

Motivating patients to implement different healthier behavior is not easy. A little 
support from colleagues can help, social pressure is usually of no use for you. 
Which colleagues offer support and how? Which colleagues give social pressure 
and what does that social pressure look like? Fill in the schedule with key words 
(Fig. 6.2).

6.9.5  Training 4: Health Coach—Perceived Behavior Control 
and Self-Efficacy with Regard to Patients’ 
Self-Management

 C Do you think you can promote patient self-management?

Introduction
In the assessment of self-efficacy, you assess your capabilities in handling 

patients’ motivation process.
Do you think you can handle the improvement of patients’ self-management? This 

self-efficacy is necessary to handle the motivation process with the patient. The skills 
required to handle patients’ self-management are psychosocial, communication, and 

Positive social
influence/
social support

Negative social
influence/
social pressure

1

When and how

2

3

4

1

2

3

4

Fig. 6.2 Matrix for social influence
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education skills. You have to learn, step-by-step, the skills needed to handle the pro-
cess of motivating the patient. Practice makes perfect, and observation by others can 
be helpful. What matters is that you feel that you manage to motivate a patient, 
increasing confidence in your skills.

Training 4: health coach—perceived behavior control and self-efficacy with regard 
to patients’ self-management

Motivating a patient to implement healthier behavior, requires certain practical 
skills of you as a professional. How well are you able to increase the effective-
ness of your coaching behavior? Appoint for yourself at least four skills that 
you need to work on, possibly with sub-goals according to yourself? For exam-
ple, asking open questions; giving no advice, giving patients the lead in com-
munication; paying attention to the nonverbal communication, and so on. To 
do this, use the table (Fig. 6.3).

1

Skills needed, sub-steps

Skill 1

Skill 2

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

Skill 4

Skill 3

Fig. 6.3 Matrix for self-efficacy with regard to patients’ self-management
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6.9.6  Training 5: Health Coach—Planning Behavior Change 
with Regard to Patients’ Self-Management, Using Action 
Planning

 C What goals work when it comes to promoting the patient’s 
self-management?

Introduction
Changing intention involves the formulation of goals indicating planning the 

behavior change and stating a plan to improve patients’ self-management. The 
action plan describes your goals around improving the self-management behavior 
of your patients.

What goals are you working on when it comes to promoting the patient’s self- 
management? What are you going to do (better, differently), when, and how often? 
This also involves you preparing yourself to carry out your goal(s). If you’re prepar-
ing for the implementation of your goals, this makes it more likely that you will 
succeed in your goal.

Training 5: health coach—planning behavior change with regard to patients’ 
self-management

Stating an action plan to motivate every patient is an important step on the road to 
professional routine. Research shows that it helps if you formulate your goals in 
the form of what exactly you’re going to do (for example, motivate … each 
patient; when you are going to do this (for example, after introduction, after 
measuring blood pressure, or after you have looked back at the past period); and, 
how often you are going to do this (for example, at any consultation); what 
 preparation (for example: see details of the patient). Write down your personal 
goals (at least four) in the table (Fig. 6.4).

6.9.7  Training 6: Health Coach—Changing Behavior 
with Regard to Patients’ Self-Management, Using Coping 
Planning

 C How do you promote the patient’s self-management?

Introduction
The plan to incorporate motivating patients into your nursing professional prac-

tice, can be stopped by barriers. Barriers are all kinds of unforeseen circumstances 
that mean that although your intention is to motivate your patients, you do not work 
according to your action plan.

How do you promote your patients’ self-management? You should detect and get 
rid of barriers; we call this, diminishing barriers. Targeted feedback (provision of 
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Goal 1

Action planning

What is the goal?

What are you going to do?

When?

How often?

Is preparation needed?

Goal 2

What is the goal?

What are you going to do?

When?

How often?

Is preparation needed?

Goal 3

What is the goal?

What are you going to do?

When?

How often?

Is preparation needed?

Goal 4

What is the goal?

What are you going to do?

When?

How often?

Is preparation needed?

Fig. 6.4 Action plan—goals—what, when, how often to prepare with regard to patients’ 
self-management
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feedback) can promote behavioral change, just as we saw when providing feedback 
to a patient. The same applies to breaking the routine. Breaking old routines is 
tricky, but it helps if you restrict the number of goals. Feedback on one’s own goals 
is easier if you have formulated sub-goals.

Training 6: health coach—changing behavior and coping planning with regard to 
patients’ self-management

Now you are planning to motivate your patients to improve their self-management, 
it will in practice seem tricky to do this well, doing it as you had intended to . You 
come up against barriers that make it seem that, even though you are planning, 
you are not (completely, enthusiastically enough, etc.) motivating a patient. 
Write down important barriers in the table, and think of ways to get around these 
barriers (Fig. 6.5).

6.9.8  Training 7: Health Coach—Sustaining Behavior Change 
with Regard to Improving Patients’ Self-Management

 C How do you continue to promote the patient’s self-management?

Introduction
Sustaining behavior change includes the continuous insistence on the “new” 

behavior, which is to say: to motivate the patient at any consultation to implement 
different, healthier behavior and support self-management.

How do you continue to support the patient’s self-management? Prepare yourself 
to fall back into the old routines. Relapse happens to everyone. Look for ways to 
decline relapse. For example, start again at the next (new) patient and keep working 
toward your goals. The patient rarely gains control over this self-management in a 
short time. It requires a lot of time to incorporate motivating each patient into a 
routine, building it into your professional activities.

Barrieres

1

2

3

4

How to handle barriers?

Coping plan, handling barriers

Fig. 6.5 Coping plan—barriers and how to handle them with regard to improving patients’ 
self-management
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Training 7: health coach—sustaining behavior change with regard to improving 
patients’ self-management

You will become a health coach, especially by building up experience in motivating 
patients. One patient may be easier to motivate than another patient. If you really 
want to profit from your work as a health coach, then it is important that you keep 
continually motivating each patient. Often you will fall back into your old rou-
tine as a professional and you notice that you have done less health coaching and 
motivating. Specify on the got-used-to scale how much motivating patients has 
become a normal part of care-giving for you. Write in the figure what high-risk 
situations are for you as a nursing professional, describing a situation that pre-
vented you from motivating patients. In addition to these high-risk situations and 
what the solution is in handling these high-risk situations, also describe what has 
become part of the routine and how to hold on to that (Fig. 6.6).
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