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Background: Medical patients are particularly at risk of developing complications during 

and after hospitalization, due to impaired nutritional intake, physical inactivity, or immobili-

zation. Evaluations of implementation studies on health-promoting interventions for medical 

patients in hospitals are scarce. The aim of this study was to identify factors affecting the 

adherence of patients and staff to an integrated physical activity and nutritional intervention 

on a medical ward.

Methods: Two focus group interviews were conducted: one with patients and another with 

staff. Three individual telephone interviews were conducted, as three patients were not avail-

able at the time of the group interview. An inductive thematic analysis was fundamental to the 

findings of the study.

Findings: Nine themes describe factors affecting adherence to integrated physical activity 

and nutrition intervention. Positive factors described by the patients were new knowledge and 

insight, and that they felt seen and believed in, which made a significant difference to their 

motivation. The nursing staff felt that the intervention provided important knowledge related to 

daily practice, prevented bad consciences due to time issues, and that they experienced happier 

and more active patients. Both staff and patients found that the approaches of the physiothera-

pist and the dietician positively changed their behavior, however staff members experienced 

limited resources as a barrier, and a lack of knowledge seemed to hinder full integration of the 

intervention. Patients reported that their illness situation, “being on their own,” and failure to 

negotiate a shared goal with the project staff were barriers to adherence.

Conclusions: Both the nursing staff and patients described positive experiences with the integra-

tion of a multifaceted health promotion intervention on physical activity and nutrition, however 

the nursing staff did not fully participate in the intervention and patient adherence differed; 

particularly, it tended to diminish when the patients were expected to act on their own.

Keywords: qualitative study, focus group interview, physical activity, nutrition, medical ward, 

barriers and facilitators, nursing staff and patients

Introduction
Physical inactivity, impaired nutritional intake and the environment in the hospital ward 

are potential risk factors that can lead to hospitalization-associated functional decline 

after discharge.1–3 Functional decline may lead to post-hospitalization-associated 

disability. Hospitalization-associated disability is a serious condition which may, 

among other things, lead to institutionalization, poor quality of life, and death.4 
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Medical patients are particularly at risk of developing 

complications during and after hospitalization, due to old 

age, impaired nutritional intake, physical inactivity, and 

prolonged immobilization. Medical patients, even patients 

who can walk independently, spend, on an average, more than 

80% of their hospital stay in bed.5 In hospitals, however, the 

ambulation and physical activity of medical patients seems 

to be of low priority in practice, perhaps even lower than 

patient nutrition intake.6–10

Older hospitalized patients had positive expectations of 

the exercises during hospitalization, but only a few actually 

exercised, because staff rarely addressed the issue and the 

patients lacked support and encouragement.10–12 A study by 

Casey,13 showed that nurses had a primarily disease-oriented 

approach to patients and that health promotion occurred 

infrequently and was only sometimes added if a nurse had 

time.13 The barriers to implementing mobility and physical 

activity interventions are generally reported to be of limited 

time and competence, along with a lack of patient motiva-

tion and resources, according to staff personnel.12,14 Patients 

report symptoms and illness, a lack of staff to assist, and 

fear of falling as barriers to being physically active.9–12 

There is established evidence that physical activity5–18 and 

nutritional interventions in hospitalized medical patients 

are important elements in preventing functional decline and 

nutritional risk status in medical in-patients.19–22 Further-

more, mobilization and physical activity not only seem to be 

beneficial for physical function, but also for psychological 

and social outcomes for the patients, and beneficial orga-

nizational outcomes are reduced length of stay, mortality 

rates, and costs.18 Evidence suggests that a multifaceted and 

multidisciplinary strategy is desirable4,14 and individual exer-

cise recommendations, encouragement and the education of 

staff are recommended.23 Reduced mobility and subsequent 

potential functional decline will cause serious consequences 

for both individuals and for society in general. Due to demo-

graphic developments, there is a rapidly increasing number 

of, and therefore more hospitalized, older people, and there 

is therefore an increasingly challenging economic burden 

to society. It is thus important to design, test and evaluate 

interventions targeting physical activity and nutritional status 

on several levels, including patients, staff, and organizational 

and environmental levels, to accommodate the serious chal-

lenges of functional decline in older medical patients during 

hospitalization.2,5,24 The “Training and Eating for Medical 

Patients study” (TEMP)25 was developed using an ecological 

framework14 to ensure a tailor-made approach to the specific 

setting in order to improve the functional and nutritional 

status of patients, and to develop ward culture in relation to 

physical activity and nutrition. Generally, the patient out-

comes were positive and statistically and clinically significant 

for physical activity measures, the fulfilling of daily protein 

and energy requirements, and health-related quality of life 

for the group of patients with functional decline on the time 

of inclusion.25 However, there was registered substantial 

variety regarding funtional improvements within the included 

patients. The TEMP intervention was developed in collabora-

tion with ward staff and the management. Experiences from 

this study will therefore provide new and important knowledge 

about preferences and adherence, from both patient and staff 

perspectives, on a multi-faceted and integrated intervention. 

Identifying factors that affect adherence to the intervention, 

again from both a patient and a staff perspective, is crucial to 

improving future evidence-based initiatives targeting func-

tional decline in acutely admitted medical patients, as well as 

for obtaining knowledge of how to successfully implement 

health-promoting interventions regarding physical inactivity 

and impaired food intake in an acute hospital context.

Aim
The aim of this study was to identify positive and negative 

factors affecting the adherence of patients and staff to an 

integrated physical activity and nutritional intervention on 

a medical ward.

Methods
Setting
An investigator-developed intervention (TEMP) was initi-

ated over a 10-month period at a medical ward specializing 

in infectious diseases in a Danish University Hospital. The 

aim of the intervention was to be closely integrated into the 

daily activities on the ward, and it consisted of four core 

elements: teaching nursing staff to acquire knowledge and 

competences in relation to mobilization, physical activity 

and nutrition; advising staff about nutritional advice and 

physical activity targeting individual patients when needed; 

Intervention A for patients with functional decline or nutri-

tional risk, and Intervention B for patients with minimal 

functional decline and no nutritional risk. Prior to the onset 

of the intervention, the Steering Group for Health Promo-

tion Management at the Hospital, the lead ward physician, 

and the lead nurse, approved and agreed that resources were 

used to educate staff and to prepare the intervention. Prior 

to the commencement of study, a dialog was established 
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with members of the nursing staff to identify potential 

barriers to implementing new routines regarding physical 

activity and nutrition. Nudging environmental initiatives 

were arranged on the ward, including distance markers in 

the hall for ambulation purposes; exercise bicycles, pam-

phlets, pedometers, and exercise equipment were provided; 

and protein-enriched drinks were easily accessible for all 

patients. A physiotherapist and a dietician were employed for 

30 and 10 hours a week, respectively, to exercise and advise 

patients and provide individualized exercise programs and 

diet plans, to educate and counsel the staff, and, overall, to 

be supportive and establish a health-promoting culture on the 

ward (Figure 1). Adherence to the intervention was defined as 

good if the patients performed their individualized program 

by themselves once a day in the afternoon or evening and 

afterwards had a protein-rich drink, and also at least once a 

day at the weekends. At home they were advised to under-

take their training program followed by a protein-rich drink 

at least once a day. The findings regarding the quantitative 

outcome measures of patients included in Intervention A 

have previously been published.25

Study design, participants, and data 
collection
This study was a qualitative study and data was gathered 

using semi-structured interviews.26 Two focus group 

interviews were conducted to reveal in-depth knowledge of 

how patients and nursing staff experienced and participated 

in the intervention. Focus group interviews are considered 

useful as an evaluative tool. Data can be obtained in a group 

where the environment can make the participants feel safe 

in sharing and discussing information, and thus provide 

important data.27,28 Three individual telephone interviews 

were also performed, as three participants were not able to 

attend the focus group interview.

A purposive sampling was used to include patients and 

staff. A wide range of diagnoses and demographic character-

istics were sought in order to represent nuances to facilitate a 

sufficient richness of data from patients. The inclusion criteria 

was participation in Intervention A on the ward for more than 

three days. Exclusion criteria were terminal illness, cognitive 

impairment, and language other than Danish. Fifteen patients 

were contacted by mail ~3 months after discharge with 

Figure 1 A schematic view of the TEMP intervention framework.
Abbreviations: D, dietician; N, nutrition; PA, physical activity; Pt, physiotherapist; TEMP, Training and Eating for Medical Patient study.
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information about the study. The rationale for performing the 

interviews at 3 months was to interview the staff following 

a period of time after intervention had ended at the ward, to 

allow them to reflect on the differences. The rationale was 

to interview the patients after they had been at home for a 

while, to allow them to reflect on their ability to adhere to the 

intervention after discharge. They were asked to contact the 

researcher (MH) on the phone if they accepted the invitation. 

Seven patients agreed, however three were not able to attend 

the focus group interview and, therefore, three individual 

interviews were performed. The seven patients who were 

interviewed had a length of stay on the specific ward between 

five and 16 days. Some of the patients were admitted to other 

wards before their admission to the infectious medical ward.

A purposive sampling of staff was conducted to ensure 

differences in experience. The staff members were contacted 

through email correspondence, and five agreed to partici-

pate. The characteristics of the participants are presented 

in Table 1.

The focus group interviews lasted 1½ hours each, and 

each individual interview lasted ~30 minutes. One researcher 

and a research assistant performed the focus group interviews 

and functioned as moderator and moderator’s assistant to 

ensure a focused discussion.28 The moderators had not been 

actively involved in the interventions on the ward. The focus 

group interviews took place in a quiet, non-clinical room at 

the University Hospital and beverages were provided. The 

semi-structured interview guide (Table 2) was topic-based.26 

Both focus group interviews were audiotaped and fully tran-

scribed verbatim immediately afterwards. The individual 

interviews were audiotaped and the relevant parts of each 

interview were transcribed and included in the data analysis.

Data analysis
A six-step data-driven thematic analysis was used to analyze 

the data, as recommended by Braun and Clark.29–31 Firstly, 

initial readings of both focus group interviews and individual 

transcriptions were performed in order to familiarize our-

selves with the data. Thereafter, we generated initial codes, 

and identified and reviewed themes. Themes were then 

defined and named, and, finally, the results were reported. 

An iterative approach was used to qualify the findings. 

All authors were involved in the analytical process and 

differences were solved by rereading, reanalysis and dialog.

Ethics
The Regional Ethics Committee, Denmark, confirmed that no 

approval was necessary according to Danish Law. The study 

was approved by the Danish Data Protection Agency (number 

2008-58-0028). All participants were given written and oral 

information regarding the study before informed verbal 

consent was obtained from all participants. The consent was 

audiotaped at the beginning of the interviews. Confidentiality 

and anonymity was ensured and it was emphasized that the 

Table 1 Demographic information and data source for patients and staff

Patients 
age (years)

Gender Marital status Comorbidities Nutritional 
risk by 
NRS-2002

Length of 
stay (days)

Focus group 
interview

Individual 
telephone 
interview

80 M Married Vascular stroke
Type 2 diabetes  
mellitus

Yes 8 X

62 F Married 0 Yes 16 X
81 F Married Back problems No 5 X
66 F Married 0 Yes 8 X
69 F Widow, living alone COPD

vascular
Yes 12 X

67 M Married Shoulder problems Yes 13 X
72 F Widow, living alone COPD

Type 2 diabetes 
mellitus

Yes 13 X

Staff age 
(years)

Gender Profession Years in the 
ward

Day watch 
and shift

Focus group 
interview

32 F Nurse 7 X X
31 F Nurse 5 X X
24 F Nurse 0.5 X X
47 F Nurse 5.5 X X
39 F Nurse 6 X X
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participants could withdraw their consent at any time without 

excuse or consequences for further care.

Results
The analyses resulted in nine themes in total: five themes describ-

ing factors that affected adherence to the intervention positively, 

and four themes describing factors that negatively affected 

adherence. A summary of the findings is presented in Table 3. 

Quotations are used to describe and validate the findings.

Positive factors affecting adherence
Patients
The Becoming Aware theme describes how the patients expe-

rienced the intervention as meaningful, with a positive impact 

on their health, and they expressed an understanding of the 

importance of the initiative. “I find this thinking about taking 

physical activity and nutrition seriously from the point when 

you are very ill; if you hope to recover, that is really the right 

thinking!” The training and the insights from testing gave the 

Table 2 Main topics in the interview guide for both groups

1.	How did you experience your participation in the intervention?
2.	What changes did you experience due to the project? 
3.	What elements and factors supported your participation and 

motivation and what elements and factors did the opposite? 
4.	If the intervention should continue on the ward, what advice would 

you give to improve and ensure a successful intervention? 

Table 3 Summary of findings in relation to the identified themes, consisting of facilitators and barriers from both a patient and a staff 
perspective

Themes Selected quotations Effect on adherence

Patient perspective: Positive:

Becoming aware “I find this thinking about taking physical activity and nutrition seriously 
from the point when you are very ill; if you hope to recover that is 
really the right thinking!”

Knowledge provides meaningfulness and 
awareness

Being the center “And if you were not capable, it was quite all right. I had days where 
I could do nothing, but she steadily showed up the day after to hear 
how I felt that day. And yes, it is the insistent way that does not allow 
you to drop out, you need in a situation where you yourself do not 
have the strength/power.”

Strong facilitator as the patients felt they 
were seen and somebody believed in their 
ability to recover

Staff perspective: Positive:

An eye-opener “I am still surprised that the percentages that H [the physiotherapist] 
put forward … how much bed rest means for muscle mass and things 
like that. And that is quite an eye-opener, that, okay I may use five 
minutes more on that the next time.”

Knowledge and easy access to questions 
provided enthusiasm and affected the staff 
and the patients

Culture change “It would be super-nice because it is evident that this is really important 
to learn … stuff that we cannot and which we do not have the resources 
to do. Actually one can say that, mood-wise, people were much happier 
and engaged and when you arrived on duty, they (the patients) said: 
I have been walking so and so much and the day is not even over!”

Positive relations on a more personal level 
contributed to interest and collaboration 
between staff, project personnel and patients

Reducing bad 
conscience

“I cannot find any negative. I find that it was really good. And it took a 
large part of my bad conscience in relation to the patients; as you know 
you yourself do not do that part well enough.”

The project personnel motivated the patients 
and did work the staff normally would do, 
and their time spent with the patients gave 
staff less bad conscience

Patient perspective: Negative:

The situation “The situation … And then you have many guests while you are 
admitted; much time is spent on visits.”

Worries about the situation and illness, not 
having the initiative to adhere to the program

Not being seen “She wanted me to drink whole milk and cream and everything. 
And I didn’t want that. That was not my thought of food, that it should 
be fat and stuff like that.”

A barrier affecting motivation and adherence

Staff perspective: Negative:

Time barriers “But we cannot do it in our daily practice. It is medicine and it is the 
changing of diapers and it is Ms. Hansen, it is wounds and things like 
that. That is the focus.”

The constant time pressure negatively 
affected the adherence of the staff

Knowledge 
shortcomings

“For me it seems to be in vain, that they should have to change their 
lifestyle while they are here for four days. Honestly, it is a man in his 
seventies, who suddenly must become physically active.”

Resistance towards health promotion in an 
acute setting was a barrier
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patients a new awareness of their physical health condition. 

“She was outreach and explaining her instructions so that 

I, myself, became aware of my strengths and my weaknesses.” 

The patients reported that proteins were strongly emphasized 

by the dietician and felt the options given by the dietician 

had a great impact. “She came with all the different nutri-

tional supplement options there were in the hospital and so 

forth, which was really good for me to gain my strength.”

The expectation and experience of improving health was 

encouraging and a plan for physical activity, or nutritional 

intake, or both, encouraged effort and enforced adherence, 

and being tested provided concrete signs of improvement. 

“There were a lot of tests we had to go through. Then on a 

scale from one to a hundred we were assessed to see what 

we were capable of. And then we had that (test) again when 

we were finally discharged to see how far we had moved 

(on the scale).” None of the participants described any deep 

insight into why and how this intervention was important to 

their illnesses and health.

The Being the Center theme describes how the patients 

felt they were seen as individuals and how they were sup-

ported and acknowledged for their efforts and gains. One 

patient had found it really difficult to eat correctly, as she 

suffered from diabetes, COPD, and was overweight. With 

guidance from the dietician, she felt that her conditions 

were taken into consideration and that they both appreciated 

the result. “In the end, we finally found a drink (nutritional 

supplement) that I think was really good – one of those energy 

things. I had it twice a day for the last 14 days. I was quite 

proud, and so was she.” This individualized approach was 

very motivating and it became clear that relationships with 

the physiotherapist and the dietician were a cornerstone of 

patient adherence to the programs and goals. “At the time 

it felt as if this was just for me. And that I am the center 

and this is the only important thing.” The patients knew 

that they sometimes needed a “push” otherwise they would 

easily become inactive. The physiotherapist was described 

as encouraging and persistent, but with feelings and under-

standing. “It was the good way she took a hold of it – by 

being a little insistent without being uncomfortably forceful.” 

The environment on the ward was described as facilitating, 

for instance with exercise bicycles, and the marked ambula-

tion routes in the hallway. The delicacy wagon was also a 

facilitating element, which contained all the foods that the 

dietician had recommended. “It is pure luxury. Even if you 

had no appetite. Because it was all so small, a tiny cream 

bun, a tiny cheese pie that was just made, well, it was simply 

amazing and manageable. I could eat it despite otherwise 

having no appetite at all.” Overall, the patients felt that 

the project staff saw them as individuals, and patience and 

steadiness were emphasized as important. “And if you were 

not capable, it was quite all right. I had days where I could 

do nothing, but she steadily showed up the day after to hear 

how I felt that day. And yes, it is the insistent way that keeps 

you from dropping out; you need in a situation, where you 

yourself don’t have the strength.”

Nurses
The An Eye-Opener theme describes how the nursing 

staff felt that the project provided insight and understand-

ing concerning patient nutrition and physical activity and 

how the insight changed their behavior in daily practice. 

The physiotherapist and dietician provided new insights, 

which changed their focus from preventing complications 

to promoting healthy options regarding physical activity 

and nutrition. “I am still surprised that the percentages that 

H (the physiotherapist) put forward … how much bed rest 

means for muscle mass and things like that. And that is quite 

an eye-opener, that, okay I may use five minutes more on that 

the next time.” The staff gained a new understanding of the 

competencies of the physiotherapist and the dietician, and 

felt they could ask for advice and knowledge at any time. 

“Knowing that the whole ward has access to somebody who 

has other information than we normally use, that really makes 

a huge difference. We really benefitted from the multidisci-

plinary approach.” A nurse described that she felt competent 

in a more health-promoting role. “They were always very 

helpful for continuously following up on issues if you had 

any questions. I felt well-equipped to take care of what I 

should in relation to the collaboration.”

The Culture Change theme shows how the nurses inter-

viewed found there were several elements in the project that 

improved the culture in the ward. They were very positive 

and emphasized that a lack of meaningful activities for 

the patients was no longer an issue. “The period of stay at 

the hospital did not seem quite as long either, you know, 

because there was actually something for the patients to do 

instead of staying in bed.” The nursing staff experienced the 

way in which patients were motivated and participated in the 

interventions, and saw how the patients built a strong relation-

ship with both the project staff and with other patients as they 

competed in a constructive manner. The nurses felt that the 

culture on the ward changed. “But it is also very much about 

the social element. If we sometimes have patients that “click” 

with each other, then they compete a little – for instance when 

using the bicycle.” Finally, they felt the whole atmosphere on 
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the ward changed and the staff wished the intervention would 

become permanent as it clearly had a positive impact on the 

patients, the staff and the culture of the ward. “It would be 

super-nice because it is evident that this is really important to 

learn … stuff that we cannot do, and for which we do not have 

the resources. Actually, one can say that, mood-wise, people 

were much happier and engaged, and when you arrived on 

duty, they (the patients) said: I have been walking so and so 

much and the day is not even over!”

Reducing Bad Conscience describes how the intervention 

reduced the bad conscience nurses normally had in rela-

tion to patients, and this was therefore a positive factor for 

adherence. The project personnel reduced the bad conscience 

of the nurses as they performed tasks that were normally 

their responsibility, such as nutritional risk screenings and 

documentation. “I cannot find anything negative. I find that 

it was really good. And it took away a large part of my bad 

conscience in relation to the patients; as you know that you 

yourself do not do that part well enough.” The nursing staff 

also emphasized that the presence of the physiotherapist and 

the dietician, and the related documentation was important, 

as presence is the key to high collaboration and adherence. 

“They were very much present, the dietician and the physio-

therapist. That worked really well. That you could talk with 

them. They were visible. But also … they themselves wrote in 

“Clinical” (the electronic patient journal). This was pleasant 

for us, as we always could read what was agreed on with the 

patients.” The nursing staff described the patients as taking 

responsibility for their activities and that their own involve-

ment in the daily schedule in relation to the intervention for 

the patients was minor.

Negative factors affecting adherence
Patients
The Situation describes how the patients felt that their 

illness and related circumstances had a negative impact on 

adherence to the intervention. They did not proceed with 

the self-training program or ambulation, or the protein 

supplementation in the evenings and at weekends. Visitors, 

illness, and impaired physical condition were considered 

great barriers to performing exercises after daytime rou-

tines in the hospital. “The situation … And then you have 

many visitors while you are admitted; much time is spent 

on visits.” Barriers that decreased adherence to the inter-

vention program were, in particular, reported in relation to 

the presence or absence of the physiotherapist as having 

somebody to guide you, which was considered important in 

order to ensure continued adherence. One patient reflected 

on hospital admissions and the lack of meaningful activities 

that normally characterize patient life at a hospital ward. 

“The easiest is to just stay in bed. Otherwise, you tend to 

feel a little homeless and just walk about a bit. So the bed is 

where you are housed.”

Not Being Seen reflects how a mismatch in individual 

targeting decreased patient adherence and motivation. 

This is illustrated by one patient, who did not find that the 

dietary advice was beneficial to her. She did not agree on 

the defined goals and did not understand the dietician’s 

approach to making her regain the weight she lost during 

her illness. “She wanted me to drink whole milk and cream 

and everything. And I didn’t want that. That was not my 

idea of food – that it should be fat and stuff like that.” At an 

organizational level, the patients felt that the staff, including 

the physicians, did not generally take an active part in the 

intervention or support the patients, or give them incentive to 

do so. When asked if the doctors and subsequently the nurses 

had been involved in the intervention, a patient replied. “No I 

did not experience that. They (the physicians) expected they 

had people that took care of that … And they [the nursing 

staff] actually had enough to do. So I don´t at all think they 

have the capacity to manage that part as well.”

Nurses
Nursing staff repeatedly mentioned Time Barriers as a factor 

that continually affected their own motivation and adherence 

to the intervention for health-promoting practice barriers. The 

nurses felt that their daily tasks on the ward were numerous 

and they were forced to prioritize. “But we cannot do it in 

our daily practice. It is medicine and it is the changing of 

diapers and it is Ms. Hansen, it is wounds and things like 

that. That is the focus.” This prioritization affected the nurses 

negatively and had consequences on their relationship with 

the patients. “But it is because, if you do not have the time to 

listen to what they (the patients) say, then you stand there 

tripping over yourself to get away again. You actually wish 

that they don´t ask about too much.”

The Knowledge Shortcomings theme addressed the 

feeling of not having adequate knowledge and competence 

in relation to the implementation of the intervention in daily 

practice. The organizational practice and culture experienced 

in the ward made one nurse emphasize, repeatedly, that it was 

the nurses who had to change their routines so everybody else 

would be satisfied. “I don’t think that we should find that it 

is the nurses once again, who have to learn something. I can 

get a little tired of that.” The nurses did not feel competent 

or capable of arguing or informing the patients about the 
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importance of the intervention. “But we do have the; this is 

important because of this and this and this...,we do not at all 

have that knowledge.” Finally, a fundamental understanding 

of the importance of health promotion seemed lacking, as 

illustrated by a nurse stating that it was a misunderstanding 

that the staff are required to practice health promotion, since 

the patients have an entire life at home and only a few days 

at the hospital. “For me, it seems to be in vain, that they 

should have to change their lifestyle while they are here for 

4 days. Honestly, it is a man in his seventies, who suddenly 

must become physically active.”

Discussion
The findings of this study showed various factors affecting 

adherence to an integrated physical activity and nutrition 

intervention on an acute medical ward. The patients described 

mixed experiences. Factors that contributed to their adher-

ence to the intervention during admission were that they 

gained useful knowledge and insight, although they did not 

explore an in-depth understanding. They also felt seen and 

believed in as individuals, which made a huge difference for 

their motivation. The nursing staff felt that the intervention 

provided important knowledge regarding physical inactivity 

and nutrition issues related to daily practice, prevented bad 

conscience due to time issues, and that they encountered more 

active and happier patients. The personnel also appreciated 

the opportunity for professional advice regarding patients. 

Both staff and patients found that the forthcoming and 

positive approach from the physiotherapist and the dietician 

facilitated their motivation and changed their behavior, how-

ever staff members found limited resources and knowledge to 

be barriers, which seemed, as previously reported, to hinder 

a full integration of the intervention into daily practice.12,32 

Patients reported that their illness situation, “being on their 

own” and failure to negotiate a shared goal with the project 

staff were barriers to their adherence, which, to some extent, 

has again been previously reported.5,12,32

Even though there was consensus about, and prioritiza-

tion of, the study from the nurse and physician in charge of 

the ward prior to intervention, there seemed to be relatively 

low active engagement during the process. The peripheral 

involvement of the staff and doctors may have had nega-

tive consequences for patient adherence to physical activity 

and nutritional intake. The key element for the patients was 

encouragement and supervision from the project staff, and 

the patients did not perform self-training in the evenings 

and weekends where the ward staff was supposed to 

encourage them. Doctors seem to have a strong influence 

over the exercise behavior of older patients, but addressed 

the issue infrequently.11 In our study, it seemed that the 

patients continuously needed external feedback and sup-

port, especially when the project staff were absent. Older 

medical patients are often frail and are generally a vulner-

able group that may need continuous support in order to be 

physically active and eat sufficiently. Peripheral involvement 

may have long-term consequences, as 47% of hospitalized 

patients aged 65 years or more are not in contact with the 

primary health care sector after discharge.33 This adds to the 

importance of a physical activity and nutrition intervention 

such as TEMP at hospitals. Recent studies show that such 

an intervention may have important impact on post-hospi-

talization function.3,18 King et al34 also used a framework 

to develop and implement a physical activity intervention. 

In their study, the nurses primarily described positive experi-

ences regarding their participation. Although we also used 

a similar strategic and supportive approach, the nurses in 

our study had a mixed experience, especially of their own 

active involvement, which they found was outside their basic 

tasks, and not within reach during their limited time spent 

with the patients. The nursing staff were positive about the 

intervention, but felt that the health-promoting intervention 

was primarily a job for the project personnel, to which they 

contributed but did not have responsibility. Some even found 

a health-promoting practice to be somewhat pointless, as 

the patients were admitted for a short period only. Studies 

support these findings,13 including that nurses primarily 

did have a disease-oriented practice or were rarely directly 

involved in supporting a mobility plan for the patient.13,32 

A recent qualitative study by Doherty-King and Bowers35 

explored how nurses defined the ambulation of elderly inpa-

tients within their responsibility of practice, or attributed 

the responsibility to another discipline, and found that both 

perspectives were present in daily practice. An important 

finding was that nurses who claimed responsibility for 

ambulation, focused on patient independence and psycho-

social wellbeing.35 The nurses found that responsibility for 

conducting the intervention was placed on the project per-

sonnel. They expressed their belief that the activity and the 

wellbeing of the patients was very positive and important, 

however ownership of the intervention primarily appeared 

to stay with the project personnel; knowledge transfer and 

initiative transfer to the nurses did not seem to succeed as 

significantly as intended. This is a well-described and well-

known issue when intervention protocols are implemented.35 

A lack of in-depth knowledge may have the consequence 

that staff do not understand the importance of a continuous 
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focus on the intervention elements, so that a key element 

of motivation is missing. On the other hand, it is important 

to acknowledge the experience of nursing staff that many 

elements and responsibilities were delegated into their daily 

practice as nurses, and that they therefore did not feel that 

it was possible or reasonable to expect them to achieve the 

skills that were the specific tasks of the project staff.

A balance between the level of challenge and the ability 

of the patient to manage the task was important. When 

facilitators such as goals and plans, instructions, time, and 

knowledge were apparent to both the nursing staff and the 

patients, they experienced success and a change in daily 

behavior was seen on the ward; but when these facilitators 

were missing, then the flow was disturbed. The main flow 

facilitator seemed to be the presence of, and instructions 

from, the project staff, especially the physiotherapist. The 

nursing staff expressed barriers such as time, competencies, 

and knowledge. Staff experiences with a new intervention 

have previously revealed that time issues, routine, and atti-

tudes affect the implementation level of a new practice.12,37 

This demonstrates that complex changes in practice are dif-

ficult, and that potential barriers exist at the levels of both 

patients and nursing staff, but also that the organizational and 

political context greatly affect the results, and thus the success 

of the implementation.13,14,36,38 Even though this project was 

approved and supported by hospital management, and was 

warranted by the ward and staff, there was no intervention 

planned that was directly focused on continuous leadership 

during the intervention phase. Retrospectively, a leadership 

focus might have improved adherence from all health profes-

sionals on the ward, including the physicians. Changes in an 

organization demand motivation, resources, competences, 

and the priority and focus of leadership.39 Finally, it may 

even be detrimental not to have a physical therapist and a 

dietician continuously involved in an organizational plan 

when integrating and implementing physical activity and 

nutrition on an acute medical ward. The MRC (Medical 

Research Council) argues that a stakeholder analysis may be 

beneficially performed before intervention. The present study, 

however, made no such analysis, and involving the leaders of 

the ward seemed to be insufficient to create ownership of the 

intervention, as indicated by the results of the present study.40 

Leeman et al have developed a theory-based taxonomy of 

methods for implementing change in practice.41 Applying this 

taxonomy to the TEMP intervention reveals elements that 

were not consistently addressed in the present study, although 

an ecological framework was applied.14 These elements were 

an external change agent, an opinion leader, guidance from 

managers, and the designation of a change leader, which all 

are elements involved in the continual focus and leadership 

of the intervention.41

Clinical and research implications
It seems very important to thoroughly prepare and con-

tinuously support interventions on medical wards that target 

functional decline by implementing physical activity and 

nutritional interventions. It seems especially important to 

have a continuous leadership focus. It may be too optimistic 

to assume that an intervention can be integrated without 

continuous external support, as the patients did not adhere 

to it when they were on their own. The knowledge and 

initiative transfers to the staff on the ward also did not seem 

to succeed as intended.

More research is still needed in this complex area, espe-

cially regarding adherence to the aim of improving physical 

activity and nutritional intake on medical wards. Future 

research should focus on reducing the negative factors for 

the nursing staff as these may influence the functional levels 

of many future patients at discharge and beyond.

Methodological considerations
The participants interviewed met the predefined criteria, four 

of the 15 patients invited participated in the focus group, and 

three were interviewed by telephone. The character of the 

telephone interviews and therefore the information collected 

was different, and not optimal, as the patients did not partici-

pate in a group discussion and the face-to-face element was 

absent, however we found that this was an acceptable solution 

compared to the alternative of not having any information 

from these patients. Five staff members were interviewed. 

Krueger and Casey state that the ideal size of groups may 

be four to six participants when exploring a specific non-

commercial topic, and this size is increasingly used when 

the aim is to share insights and experiences on specialized 

knowledge, which is in alignment with this study.13,28

The study was performed in a Danish University Hospital 

setting on a medical ward, and the findings may thus not 

be transferable to other settings or populations. A general 

limitation of qualitative designs is that a qualitative study is 

unique and highly dependent on the skills of the researcher, 

thereby also being difficult to replicate. To accommodate 

this, the analytical process was carried out by the entire 

group of authors to ensure agreement, and the findings were 

continually discussed. This rigorous process was performed 

and presuppositions were reflected upon while seeking to 

achieve trustworthy and credible findings.
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In conclusion, a physical activity and nutrition intervention 

on an acute medical ward (TEMP) seems a constructive 

method for integrating a multifaceted health-promoting 

intervention towards physical activity and nutrition on a 

medical ward, although nursing staff and patients expressed 

both positive and negative experiences. The nursing staff did 

not fully take part in the intervention and patient adherence 

differed. In particular, it tended to diminish when the patients 

were required to perform on their own.
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