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Summary

  As major employers and flagship health care 
organisations, hospitals can influence the norms 
of the communities they serve by adopting model 
policies and practices that promote the health of 
patients, visitors, employees, students and trainees.

  Hospitals must become healthy workplaces in every 
sense and extend their role to focus on health and 
wellness, not just illness.

  Reorienting hospital policies can: 

  ensure the provision and stewardship of healthy, 
ecologically sound and sustainable environments; 

  increase the focus on promoting health and 
prevention; 

  foster interpersonal safety; and

  improve workplace safety.

  Such efforts deliver improvements in health 
outcomes and savings in hospital budgets.

Hospitals should be exemplars of healthy 
workplaces

It is time for 

hospitals 

to become 

stronger 

advocates 

for health, 

wellbeing 

and the 

environment

  In ancient Egypt and Greece, temples functioned as 
centres of medical advice and healing. Hospitals are 
now the temples of the health care world, perform-

ing modern-day miracles in treating illness and injury. 
However, the gains in life expectancy made in the past 
century owe as much to public health interventions as 
to hospital-based care,1 and in the 21st century the world 
faces a different set of challenges arising from chronic 
diseases. Tackling the root causes of chronic disease — 
such as poor nutrition, lack of exercise, poor housing, 
contaminated environments, smoking and alcohol misuse 
— requires more than doctors, nurses and prescription 
pads. 

Hospitals see the consequences and bear the burden of 
failures to deal with the social determinants of health. 
Given their unique position in the health care system, it is 
time for hospitals to become stronger advocates for health, 
wellbeing and the environment. As major employers and 
flagship health care organisations, hospitals can influence 
the norms of the communities they serve by adopting 
model policies and practices that promote the health of 
patients, visitors, employees, students and trainees.

Increasingly, hospitals are required to take into consid-
eration the health status of the communities they serve 
in designing and delivering their services. In the United 
States, this is recognised in the community health needs 
assessment requirements imposed on charitable hos-
pitals by the Affordable Care Act.2 A similar push has 
occurred for Australian local hospital networks to ensure 
delivery of services based on local needs,3 and for over 
a decade, each New Zealand district health board has 
been required to create a picture of the health status of 
its regional population.4 We argue that these efforts will 
not succeed unless and until hospitals themselves are 
seen as showing the way in health promotion. 

While quality improvement initiatives often focus on 
systems, processes and outcomes of care, we believe there 
are structural changes that seem to be low-hanging fruit. 
Many of these changes are relatively small and low-cost 
but they mean hospitals can better deliver health and 
wellbeing alongside health care. They include reorienting 
hospital policies to ensure they provide healthy, ecologi-
cally sound and sustainable environments; an increased 
focus on promoting health and prevention; and fostering 
interpersonal safety.

Hospitals as stewards of sustainability and 
the environment

The health of the environment affects the health of the 
population. Hospitals are energy- and resource-intensive, 
and the World Health Organization notes three benefits 
of making them “climate-friendly”.5 First, health benefits 

will accrue from reducing carbon emissions and other 
pollutants created by waste disposal. Second, reducing 
energy usage and waste will reap economic benefits. 
Third, there is the positive societal and environmen-
tal influence of the health sector fulfilling its obligation 
to “do no harm”. To achieve climate-friendly hospitals, 
the WHO suggests seven focus areas: energy efficiency, 
green building design, alternative energy production, 
transportation, food sustainability, waste reduction and 
water conservation.

With their high energy use, health services account for 
more than half of greenhouse gas emissions in the public 
sectors of large states like New South Wales.6 Estimates 
from the United Kingdom suggest that the travel of 
patients, staff and visitors to and from hospitals contrib-
utes up to 20% of the hospitals’ carbon footprint.7 Plastics 
account for a third of hospital waste, and a quarter of that 
is estimated to be polyvinyl chloride (PVC). In Australia, 
there is a nascent program for hospitals and dialysis 
units to recycle as many as possible of the 50 million 
intravenous fluid bags and lengths of PVC tubing used 
every year, rather than send them to landfill. Done well, 
this can be a cost-neutral waste management solution.8

A healthy hospital should measure its environmental 
footprint and take action to reduce it through energy 
and water management, waste reduction, the purchase 
of environmentally friendly products and the provision 
of transportation alternatives. Hospital administrators 
should think about how they could cooperate with local 
government and public transport services to best promote 
cycling, walking and public transport use.9

Sustainability strategies are possible even for established 
buildings, and increasing energy costs should make this 
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an imperative. In the US state of Pennsylvania, Geisinger 
Health System implemented a successful energy reduc-
tion program that annually achieved more than US$6.3 
million in savings, reduced greenhouse gas emissions by 
80% and reduced water use by 20%.10 In an example of a 
countrywide approach, the UK’s National Health Service 
(NHS), as part of its carbon reduction strategy, has set an 
initial target for NHS institutions to reduce their emis-
sions by 10% (from 2007 levels) by 2015.11

As a positive example of hospitals departing from their 
traditional roles, 13 of the largest American health sys-
tems have come together to create the Healthier Hospitals 
Initiative (http://healthierhospitals.org). Acknowledging 
the large amount of resources consumed by health care 
services and their substantial purchasing power, this 
program asks its members to commit to improving their 
energy usage, providing healthier food options and pur-
chasing safer and less toxic products, and then meas-
ures their success. Considerable savings have already 
been achieved by members of this initiative and could 
exceed US$5.4 billion over 5 years.12 However, despite the 
excellent work by sentinel organisations, including the 
international group Health Care Without Harm (http://
noharm.org), hospitals that have made this a focus remain 
in the minority.

Health promotion must be a core dimension of 
hospital services 

The aim of health-promoting hospitals, a concept that 
has been in existence for over 20 years,13 is to reorient 
health services away from focusing solely on curative 
care towards a more holistic approach that encompasses 
the principles of health promotion for patients, visitors, 
staff and trainees. 

Despite the drama and urgency usually involved, a hospi-
tal admission for illness or accident is also an opportunity 
for preventive interventions. Patients, families and car-
ers are more likely to pay attention when the risk factor 
(eg, smoking, obesity, excessive alcohol consumption, 
family violence) is proximate to the lung disease, heart 
attack, road accident or injury that has brought them into 
acute care.14 Failure to tackle such risk factors and to take 
advantage of the “teachable moment” the presentation 
offers increases the likelihood that the presentation will 
reoccur. However, a 2010 literature review found a dearth 
of published, high-level research on health-promoting 
hospitals,15 reflecting the low priority given to research 
into health promotion in health care systems generally 
and in acute care specifically.

Even if implementing a formal health promotion frame-
work is not possible, there are a range of areas where 
hospitals can lead by example. It is important for hos-
pital patients, visitors and employees to have healthy 
and affordable food and beverages and an environment 
that encourages physical activity and connectivity.16 In 
addition, hospitals should facilitate breastfeeding and 
lactation support, access to tobacco cessation interventions 
including nicotine replacement therapy, and substance 

and alcohol misuse programs in a non-judgemental 
environment.

There are other prevention and health promotion recom-
mendations that are essential, yet are too often poorly 
implemented. These include handwashing, influenza 
vaccinations, workplace violence and injury prevention, 
and the safe handling of dangerous chemicals and radio-
active waste.

Workplace injury, violence and bullying

Recent reports highlight the importance of mental health 
and wellbeing in the hospital workplace. Research shows 
that nurses in particular are at high risk of work-related 
injury and stress-related illness.17,18 The latter is linked 
to work overload and role-based factors, such as lack of 
power, role ambiguity and role conflict.17 A study com-
missioned by the Australian Safety and Compensation 
Council found the most commonly reported problems 
were musculoskeletal injuries, stress, bullying and 
infection.18

Most unintentional injuries can be avoided and psy-
chological distress can be reduced through appropriate 
prevention and early intervention strategies. Particular 
emphasis needs to be given to preventing and manag-
ing aggression and violence towards hospital staff — an 
increasingly common situation, especially in emergency 
departments19 — and bullying. These are complex prob-
lems that require multifaceted solutions, not all of which 
are within the purview of hospitals. But they cannot be 
ignored, as both workplace violence and bullying influ-
ence job performance, retention and stress,20 and these 
in turn influence quality and safety.

There is evidence that bullying in hospitals does not just 
happen between supervisors and their staff or between 
different professions, but is also peer-to-peer.21 Fostering 
a safety culture means more than drawing a line between 
acceptable and unacceptable interpersonal behaviour; it 
encompasses a culture of trust where staff are encour-
aged to speak up about their concerns and are comfort-
able about reporting mistakes and near-misses. Indeed, 
improving the workplace safety culture has been associ-
ated with improved outcomes for staff and patients.22 Safe 
work environments are also necessary for best-practice 
clinical learning, a key hospital function.23

Conclusion

Hospitals must become healthy workplaces in every sense. 
This is an integral part of the push for quality and safety 
in clinical care and also contributes to the triple bottom 
line for health care: better patient experience of care; better 
population health through improved social and envi-
ronmental impacts; and better financial performance.24 

Although hospitals have healing as their core value, they 
contribute to the burden of illness and injury by selling 
junk food, consuming enormous amounts of energy, 
generating waste that is simply disposed of in landfill, 
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and through poor workplace practices. We argue that 
hospitals must be fully involved in the health agenda, 
leading the way in their communities by promoting 
health, providing healthy and safe workplaces and work-
ing towards environmental sustainability. They must 
exploit their respected status for the benefit of the com-
munities they serve and lead the way for others to follow. 
The benefits will be returned quickly in terms of better 

health outcomes for patients and the public, workforce 
recruitment and retention, cleaner environments and 
cost savings.
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