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Abstract

Health promotion in hospitals may be an 
unusual concept to many—experience seems 
to show that public health and health promo-
tion are considered to be the remit of the local 
authority. However, hospitals also have 
responsibility for health promotion. This 
chapter enlightens empowerment as a con-
cept, a process and an outcome and relates 
empowerment to health and health promotion 
in hospitals. Supervision as an empowerment- 
based intervention is described. The central 
principles of empowerment can be connected 
with the central elements of the theory of salu-
togenesis, recognising patients’ self- 
consciousness and participation as described 
at the end of the chapter.
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13.1  Empowerment as a Concept

From a scientific perspective, “empowerment” is 
an immature concept. In other words, it is a 
broad, vague term that lacks a consensual defini-
tion [1]. Consensus means agreement within an 
academic or professional community around the 
internal content of a concept. An overview of lit-
erature showed that related to health, psychology 
and pedagogics, there exist 17 definitions of 
empowerment [2]. In the interest of validity, 
therefore, it is important to look at some defini-
tions and possible interpretations of empower-
ment before applying this concept to the hospital 
context.

The term is a broad one and has connections to 
many different fields such as occupational psy-
chology, management, health science, pedagog-
ics, social science, politics and democratisation 
processes. Online searches for the term in scien-
tific databases in 2019 resulted in hundreds of 
thousands of hits. Both qualitative and quantita-
tive research methods are used in research con-
nected to empowerment.

An immature concept is broadly defined, 
described and characterised. Immature concepts 
are easily misused and misunderstood [3–5]. This 
is confirmed in an academic article that docu-
ments and attempts to correct myths and misun-
derstandings connected to empowerment [6]. 
Including immature concepts in the production of 
scientific knowledge implicates the risk of weak-

S. Tveiten (*) 
Department of Nursing and Health Promotion, 
Section of Health Science, Oslo Metropolitan 
University, Oslo, Norway
e-mail: stveiten@oslomet.no

13

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-63135-2_13&domain=pdf
https://doi.org/10.1007/978-3-030-63135-2_13#DOI
mailto:stveiten@oslomet.no


160

ening validity because there is uncertainty as to 
whether one is actually studying what one thinks 
one is studying. The concept appears in adminis-
trative letters from the 1700s [7]. From around 
1970, the concept is found in scientific literature 
connected to the civil rights movement in the 
USA and other democratisation processes [8, 9].

The New International Webster’s 
Comprehensive Dictionary of the English 
Language [10] defines “empower” as (to) “give 
authority to”, “delegate authority to”, “commis-
sion” or “permit”. Illustrated Oxford Dictionary 
[11] defines empowerment as “to authorise”, 
“give permission to”, “give power to” or “put in 
working order”. These definitions may seem 
paternalistic, which in itself is incompatible with 
what is implied by the term, namely democratisa-
tion. To give someone authority or to delegate 
authority implies that someone is in possession 
of that authority and consequently passes it on or 
delegates it further. One may wonder whether 
there are conditions attached to this delegation.

13.2  Empowerment and Health

The Ottawa Conference in 1986 represents kind 
of a  shift in paradigm regarding health, from 
paternalistic to democratic [12]. The World 
Health Organization (WHO) declared that it was 
necessary to pay more attention to health promo-
tion within the health care services, arguing that 
people had to take more responsibility for their 
own health [12]. The main idea was to redistrib-
ute power, from the health professionals to the 
patients, and the term “The new public health” 
was introduced by the WHO, underlining this 
increased attention.

Within the health (and social) care fields, the 
concept of empowerment is linked to individuals 
and groups who are/have been in a situation of 
powerlessness and how they can emerge from 
that powerlessness [9]. Illness and symptoms 
such as severe pain, nausea and discomfort, or 
fear and exhaustion can easily contribute to feel-
ings of powerlessness.

A frequently used definition in health contexts 
describes empowerment as giving someone the 
authority or power to do something, “...to make 

someone stronger and more confident, especially 
in controlling their life and claiming their rights” 
[13]. However, this definition too, may be per-
ceived as paternalistic.

A concept analysis of empowerment within an 
health care context published in 2014 showed 
that empowerment is characterised by active par-
ticipation, informed change (change that one 
undertakes after attaining relevant knowledge, 
e.g. about the significance of a better diet and 
physical activity), knowledge to problem solve, 
self- care responsibility, sense of control, aware-
ness, development of personal abilities, auton-
omy and coping [14].

Another concept analysis concludes that indi-
vidual patient empowerment is a process that 
enables patients to exert more influence over their 
individual health by increasing their capacities to 
gain more control over issues they themselves 
define as important. The authors combine patient 
empowerment with patient participation and 
patient centredness and state that patient partici-
pation might lead to patient centredness that at 
last can lead to patient empowerment [15].

A study of the principles of empowerment in a 
psychiatric context showed that the patients 
found it difficult to understand every decision in 
relation to what was “allowed and not allowed” 
and to understand the reasons given by the staff 
for implementing measures within the depart-
ment. Similarly, they found it difficult to be per-
ceived as experts on themselves [16]. Another 
study on the perception of empowerment among 
elderly people with diabetes indicated the same 
challenges [14]. A literature review and a concept 
analysis of empowerment in critical care showed 
that the common attributes of empowerment 
were a mutual and supportive relationship, skills, 
power within oneself and self-determination. The 
author concludes that even if empowerment is 
sparsely used in relation to critical care, it appears 
to be a very useful concept in this context [17].

Rapaport [18] once claimed that it is easier to 
define the opposite of empowerment: powerless-
ness or learned helplessness, alienation and the 
perception of not having control over one’s own 
life. This is a particularly interesting observation 
for our context. The health service and hospitals 
in particular can easily be perceived as paternal-
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istic, and it can be difficult to participate and be 
acknowledged as an expert on oneself as a patient. 
It is easy to fall into the traditional role of patient 
and leave decisions to the professionals, to be 
taught helplessness and feel powerless.

The concept of empowerment is of particular 
interest to the health professions [8]. This is 
because the concept underscores the importance 
of supporting people who find themselves in a 
vulnerable situation and because the concept per 
se emphasises the importance of seeing people as 
actors in their own lives who “know best where 
the shoe pinches” [19, 20]. It is precisely this, 
supporting someone in a vulnerable position, 
while not taking over but helping the person to 
take as much control as possible that is challeng-
ing in relation to empowerment in hospitals. 
Most patients may be able to participate a little in 
some areas.

13.2.1  Empowerment as a Process

The empowerment process can be described as a 
social and a helping process, as well as a dynamic 
and interactive process [14, 17, 21, 22]. Describe 
how the empowerment process in elderly care 
claims that the health professionals surrender 
control. To surrender control might be easier said 
than done to the health professionals [23, 24]. 
The health professionals themselves often define 
the needs of the patients and even how to meet 
those needs.

Askheim [9] claims that empowerment is 
characterised by a positive view of the individual 
and by the individual as active and acting in their 
best interests where the right conditions are in 
place. Empowerment is further characterised as a 
concept that has an emotional dimension [9]. The 
individual is not always rational, and situations 
that may involve, e.g. shame and dejectedness or 
enthusiasm, and the joy of mastery may influence 
the empowerment process.

When studied from the perspective of the indi-
vidual, empowerment is called “psychological 
empowerment”. Empowerment may also be stud-
ied from a group, organisation or societal perspec-
tive. Further, empowerment can be studied from a 

systemic perspective, e.g. structural empower-
ment. All levels of empowerment are connected. 
The system holds major significance for psycho-
logical or individual empowerment [25].

Psychological empowerment is based on 
social psychology theory and developmental psy-
chology and builds on the assumption that 
empowerment centres around internal, psycho-
logical processes such as perceptions of self- 
determination, impact, competence and meaning 
[7, 26, 27]. Individual or psychological empow-
erment is about the individual’s ability to make 
decisions and have control over his/her own life 
[28] and about self-control, belief in and opportu-
nities for one’s own efficacy (efficacy expecta-
tion or self-efficacy) [29].

Structural empowerment deals with a per-
son’s power with regard to his/her position 
within the organisation. Kanter [30] describes 
four empowerment structures: opportunity, 
information, support and resources. Structural 
empowerment may be understood as the struc-
tures in which the patient is a part representing 
opportunities for or obstacles to empowerment. 
Specifically, systems that provide opportunities 
for participation, such as joint meetings in men-
tal health care settings where the patient is able 
to influence conditions within the department, 
represent  an example of structural empower-
ment, along with procedures or systems gather-
ing information about patients’ experiences, 
views and needs during conversations. A study 
of patients’ perceived opportunities for partici-
pation at an outpatient pain clinic showed that 
the patients perceived that their participation 
was obstructed by an inability to understand 
their treatment plan. The patients also had very 
limited knowledge about their rights in relation 
to participation [25].

Gibson [31] defines empowerment as a social 
process that contributes to recognising, promot-
ing and enhancing people’s abilities to meet their 
own needs, solve their own problems and mobil-
ise the necessary resources in order to feel in con-
trol of their own lives or the factors which affect 
their health. The definition is still used in scien-
tific articles despite the year of publication, so 
long ago. This definition emphasises the social 
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process between health professional and patient. 
Being a partner in an empowerment process 
requires the health professional to adopt a differ-
ent role than that of traditional assistant who 
solves problems for the patient: the health profes-
sional takes on a supervisory role [32]. In this 
context, the affective dimension is significant. 
The affective dimension deals with the way the 
health professional relates to the patient, whether 
she communicates respect, empathy or under-
standing, for example, or conveys that she is short 
on time, appears impatient or is inattentive to the 
patient. According to Askheim and Starrin [8], it 
is precisely this emotional dimension between 
helper and helpee (here: patient) that is important 
in empowerment.

13.2.2  Public Health and Health 
Promotion

What is public health and what does it have to do 
with hospitals? In 1920, public health was defined 
as: “The science and art of preventing disease, 
prolonging life and promoting health through the 
organized efforts and informed choices of society, 
organizations, public and private, communities 
and individuals”. This definition is still used 
([33], pp.  17–18). Public health can be under-
stood as society’s responsibility for the health of 
the people, or society’s duty to protect, promote 
and strengthen people’s health. Public health can 
also be understood as the duty of medicine to 
protect and improve the health of the nation [34].

Public health work may further be understood 
as the collective effort of society to strengthen 
factors promoting health, to reduce factors that 
result in increased health risks and to protect 
against external threats to health and as the prac-
tical means by which information about the sci-
ence of public health is applied for the purpose of 
promoting health [35]. Health promotion and dis-
ease prevention are forms of intervention in pub-
lic health work. The Ottawa Charter provides 
guidelines for substantially strengthening health 
promotion work [12]. Health promotion and pre-
venting disease are strategies that overlap to a 
certain degree.

13.2.3  Health

Views on health hold significance for health pro-
motion work. WHO’s definition of health from 
1948 [36] was somewhat expanded in 1986 [12], 
and emphasis was placed on the significance of 
well-being and quality of life [37]. In the 1946 
definition [38], health was understood as more 
than just absence of disease and as complete 
physical, mental and social well-being. WHO 
later modified the definition and describes health 
as the ability to live an economically and socially 
productive life [39]. Hjorth [40] describes health 
as the ability to cope and function in one’s cur-
rent context and with the challenges one may 
face at any time. Health is understood as a 
resource that gives people the strength and resil-
ience to endure stresses and strains [39].

Views of health reflect ideology, value-based 
priorities and cultural and social relations. In 
recent times, the term “health” has to some extent 
been replaced by “quality of life” [39]. Fugelli 
and Ingstad [41] describe health as an ephemeral 
phenomenon that shifts between time and space 
and is both individual and general. Health profes-
sionals are supposed to contribute to health pro-
motion, prevent disease, alleviate suffering and 
restore health. Health promotion work centres 
around how one lays the groundwork for the indi-
vidual to feel more in control over his/her life and 
health. Health promotion work focuses on 
empowerment principles (redistribution of 
power, participation and acknowledging) and 
building capacity within the individual and the 
local community. Participation through involving 
people in decisions about their lives and health is 
one part of this work [42].

13.2.4  Empowerment and Health 
Promotion

Since the 1970s, empowerment has been defined 
as a central concept in health promotion work, 
and Andrews and Rootman et  al. [43, 44] state 
that empowerment represents a framework for 
health promotion. The Brazilian educator Paulo 
Freire [45] focused his pedagogical efforts on the 
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poor of Brazil in the 1960s and was particularly 
interested in how the situation these people found 
themselves contributes to oppression. Freire 
believed that what was most important for the 
poor and oppressed was to become conscious of 
why they were oppressed, because this awareness 
could help them change their behaviour and 
thereby create a new situation for themselves. 
Consciousness raising is therefore important to 
be able to take control of one’s own life. 
According to Freire, the central method of this 
liberation was dialogue [45]. Dialogue as a 
method of health promotion will be discussed 
later in this chapter.

Empowerment may be a social, cultural, psy-
chological or political process through which 
individuals and social groups are able to express 
their needs, present their concerns, devise strate-
gies for involvement in decision-making and 
achieve political, social and cultural action to 
meet those needs. Through such a process, peo-
ple see a closer correspondence between their 
goals in life and a sense of how to achieve them 
and a relationship between their efforts and life 
outcomes. Health promotion not only encom-
passes actions directed at strengthening the basic 
life skills and capacities of individuals, but also at 
influencing underlying social and economic con-
ditions and physical environments which impact 
upon health. In this sense health promotion 
directs creating conditions facilitating a relation-
ship between the efforts of individuals and 
groups, and subsequent health outcomes in the 
way described above.

A distinction is made between individual and 
community empowerment. Individual empower-
ment refers primarily to the individuals’ ability to 
make decisions and have control over their per-
sonal life. Community empowerment involves 
individuals acting collectively to gain greater 
influence and control over the determinants of 
health and the quality of life in their community 
and is an important goal in community action for 
health. In health promotion, enabling involves 
taking action in partnership with individuals or 
groups to empower them, through the mobilisa-
tion of human and material resources, which are 
important to promote and protect their health. 

The World Health Organisation ([46], p. 11) pro-
vides the following description of empowerment: 
“Patient and consumer empowerment has 
emerged in the last decades as a proactive part-
nership and patient self-care strategy to improve 
health outcomes and quality of life”. In this 
description, empowerment is thus linked to health 
and quality of life.

One may wonder whether the philosophy of 
empowerment is universally appropriate. What 
about the seriously ill and children? What about 
people who are unconscious? It is the most seri-
ously ill who are admitted to hospital. This issue 
touches on the central principles of empower-
ment. What does participation entail? 
Participation can be ranked and seen in the con-
text of the patient’s capacity level at any time. 
One can participate a little; for example, one can 
participate in relation to what one would like to 
drink, whether one wants to sit up or lie down in 
bed. It is easy to make such choices on behalf of 
the patient. To find anything out about the 
patient’s capacity, the health professional must be 
attentive, aware of his/her interactions and 
acknowledge the patient’s competence at all 
times. In this context, affective competence is of 
particular importance. In encounters with uncon-
scious patients, who has not whispered into the 
patient’s ear that he/she must squeeze your hand 
if they can hear what you are saying? This is an 
example of acknowledging the patient’s personal 
competence and inviting him/her to participate. 
This involves a kind of redistribution of power. In 
this context, it is also appropriate to see the 
patient and his/her next of kin as one unit.

13.3  Empowerment and Health 
Promotion in Hospitals

Our context is empowerment in connection with 
health promotion in hospitals. The guidelines in 
the Ottawa Charter place greater emphasis than 
before on health promotion and described health 
promoting strategies as “the new public health”. 
The guidelines centre around giving special pri-
ority in health promotion work to the redistribu-
tion of power from professional to patient or user, 
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participation and acknowledgement of the 
patient’s [12]. WHO further states that empower-
ment means:

“…the process of increasing capacity of individu-
als or groups to make choices and to transform 
those choices into desired actions and outcomes” 
to “build individual and collective assets, and to 
improve the efficiency and fairness of the organiza-
tional and institutional context which govern the 
use of these assets” and the “expansion of assets 
and capabilities of poor people to participate in, 
negotiate in, negotiate with, influence, control, and 
hold accountable institutions that affect their 
lives“ ([12], p. 17).

Health promotion in hospitals has to do with 
the interaction between patients and health pro-
fessionals and the hospital as the system within 
which this interaction takes place. Health pro-
motion is about helping the patient to partici-
pate in his/her own treatment and care, 
acknowledging the patient’s self-competence 
and redistributing power. Health promotion is 
about everything we do to enable the patient to 
develop or improve competence in relation to 
sustaining health and quality of life. You may 
be forgiven for thinking that such interactions 
take too much time in hospitals and that seri-
ously and/or acutely ill people do not need or 
have the energy to participate. Of course, this 
may be the case, but health professionals can-
not take it for granted. In interactions with the 
patient, health professionals can identify the 
patient’s needs in relation to participation. 
Expressing that one does not wish to participate 
is in itself a form of participation. Again, it is 
important to be aware that one can participate a 
little and in certain areas. Acknowledgement 
may also be expressed in many ways. A seri-
ously ill patient may for example feel acknowl-
edged by the health professional communicating 
empathy and respect. WHO has provided guide-
lines for the recognition of Health Promoting 
Hospitals and has set up a network for these 
hospitals [47]. All health trusts and organisa-
tions interested in public health and willing to 
follow the WHO concept of Health Promoting 
Hospitals can become members. Membership 
in the network can be seen as an aspect of 
empowerment at the system level.

There are several examples of health promo-
tion in hospitals. For example, some hospitals 
have “patient schools” for patients with heart 
disease, diabetes, stomas or breast cancer. These 
patient schools offer for example teaching and 
supervision that is intended to help patients cope 
with their symptoms and treatment. However, 
studies emphasise that competence in health edu-
cation is crucial for ensuring that patients and 
service users derive benefit from the patients’ 
schools or programs [48].

13.4  Empowerment-Based 
Interventions

As we have seen, the central principles of empow-
erment are power redistribution, participation 
and being acknowledged as an expert on oneself. 
These principles are connected; one is virtually a 
natural consequence of the other. The principles 
will be preserved through the interaction between 
health care professionals and patients [12]. The 
strategies for this interaction can be described as 
empowerment “interventions”. These are inter-
ventions that aim to develop competence and 
coping skills or that help patients cope as well as 
possible with health challenges and their atten-
dant consequences [49–51]. The empowerment 
interventions must be commensurate with the 
patient’s competence, for example, the patient’s 
resources, needs and opportunities to participate.

Empowerment-based interventions include both a 
process and an outcome component. The process 
component occurs when the true purpose of the 
intervention is to increase the patient’s capacity to 
think critically and make autonomous, informed 
decisions. The outcome component occurs when 
there is a measurable increase in the patient’s abil-
ity to make autonomous, informed decisions ([6], 
p. 278)

The result of empowerment may be described 
as coping [49]. Coping may be understood as 
ever- changing cognitive and behavioural efforts 
to manage specific external and/or internal chal-
lenges that are perceived as burdensome or that 
adversely affect the resources one has at one’s 
disposal [52, 53]. Coping can also be understood 
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as attempts by the individual to manage chal-
lenge or stressful situations. Vifladt and Hopen 
[54] define coping as “the perception of having 
the resources to face challenges and a sense of 
having control over one’s own life. Active and 
effective coping helps you to adapt to new reali-
ties and enables you to see the difference between 
the things you have to live with and the things 
you can play a part in changing” ([54], p.  61, 
translated by the author).

The concept of compliance is interesting in 
this context. Traditionally, the term denotes man-
ageability or assent, or the patient’s ability to fol-
low the doctor’s advice. According to Fielding 
and Duff [55], “compliance” can have a deeper 
meaning; the ability to take control of the factors 
that affect your health. In other words, not just 
following advice, but playing an active role, 
responding actively to advice, speaking up when 
advice is not perceived as beneficial, for exam-
ple. “Compliance” can also be understood as an 
active, intentional and responsible process [56]. 
In concrete terms, this means the ability to under-
stand and act in relation to changing symptoms 
and to understand and act when treatment per-
haps does not work the way it was supposed to. 
Another interpretation of “compliance” leads to 
empowerment. “Compliance” is influenced by 
age, socio-economic circumstances, how one 
copes with having an illness and by psychologi-
cal stress. “Compliance” may be strengthened by 
education, reflection, emotional processing and 
skills training [55].

Patient education is recognised as an impor-
tant part of the nurse’s role and includes patient 
teaching, advice and information-giving as well 
as supervision. The purpose of patient and even-
tually next of kin education is to contribute to 
improving health and quality of life and help 
patients and next of kin cope with illness and/or 
functional impairment. Further, education can 
lead to patients being able to make informed 
choices together with their health care providers. 
The hospitals must also contribute to health- 
promoting processes through interaction with the 
individual patient and his/her next of kin and 
groups of patients and next of kin. Patient and 

next of kin education can therefore be seen as 
health-promoting work at the hospital [20, 51].

Supervision is an empowerment-based inter-
vention. The concept of supervision might seem 
unusual regarding patients and next of kin, since 
the concept usually is related to health profes-
sionals or students [57]. Supervision may be 
defined as: A formal, relational and pedagogical 
process that enables, and that aims to strengthen 
personal mastery competence through a dialogue 
based on knowledge and humanistic values [32, 
58]. This definition emphasises the relationship 
between health professional and patient. It is 
through this relationship that the health profes-
sional gains insight into the patient’s thoughts, 
perceptions and needs. The affective aspect of the 
interaction centres around laying the foundations 
for trust and meeting the patient where he/she is. 
Health-promoting measures can thus be 
customised.

Dialogue requires the health professional to 
be a skilled listener. The dialogue entails reflec-
tion, in the sense of exchange. The health profes-
sional must listen to the patient and tell the patient 
his/her perception of what the patient is saying 
and of the situation the patient is in. Thus, 
exchange and reflection take place. This creates 
an enhanced mutual understanding of the 
patient’s situation, and further health-promoting 
measures are implemented in line with the 
patient’s needs.

The purpose of supervision is to strengthen 
coping competence. What to be overcome is 
individual, situational and contextual. Coping 
competence includes knowledge, abilities and 
attitudes. All these aspects are important in the 
supervision dialogue. A patient in hospital may 
be in an acute state of illness or injury and may be 
dealing with pain, fear or reduced consciousness. 
The dialogue with the patient must be informed 
by the patient’s condition. It would be easy to 
think that the most seriously ill patients have no 
need for dialogue. However, assessment of the 
patient’s competence must be ongoing. A dia-
logue with a patient may, for example, involve 
investigating what the patient knows about the 
illness and treatment options, and conveying to 
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the patient the information that he/she needs in 
order to understand, actively participate and 
make choices. Dialogue entails helping the 
patient to gain a deeper understanding.

An example from a hospital, as told by the 
patient’s next of kin:

An 80-year-old man with stomach pains was an 
emergency admission to the hospital. He was lucid 
and oriented and was lying in bed when his next of 
kin arrived. A nurse arrived at the same time and 
asked if the man would like something to drink. The 
man answered “Yes please...” and a glass of fruit 
cordial was placed on the bedside table. The next 
of kin asked if the man would like to sit up to make 
it easier for him to drink the cordial. The man 
answered that he was unsure whether he was 
allowed to sit up. The next of kin left the room, 
located the nurse and asked if it was OK for the 
man to sit up in bed. The nurse replied that of 
course it was OK, he could even get out of bed if he 
wanted to. The patient later said that he had been 
lying on his back in bed since he was admitted two 
days ago, no-one had informed him that he was 
free to move around, and he had not asked any 
questions.

This is an example of a patient feeling power-
less and presenting learned helplessness, but it is 
also an example of the importance of providing 
supervision to patients to enable them to start 
using their own resources. Knowing that one can 
safely get out of bed and move around is of major 
significance in terms of health. Being bed-bound 
may in itself cause complications due to inactiv-
ity. This is also an example of when a dialogue 
with the patient may have had a health-promoting 
effect. The purpose of the dialogue is to produce 
an enhanced understanding of what the dialogue 
is about. It is of major importance in terms of 
coping that patients understand and can appropri-
ately relate to the information they are given, e.g. 
about medicines and treatment. This is known as 
“health literacy” [59].

Health literacy concerns the knowledge and 
competences of persons to meet the complex 
demands of health in modern society and can be 
defined as “people’s knowledge, motivation and 
competence to access, understand, appraise, and 
apply health information in order to make judge-
ments and take decisions in everyday life con-

cerning health care, disease prevention and health 
promotion to maintain or improve quality of life 
during the life course” ([60], p. 3). Health literacy 
may also be defined as the use of medical termi-
nology that may for example prevent a patient 
from understanding. The patient’s health literacy 
is an important factor in empowerment and health 
promotion work [61].

There are many ways to provide supervision 
and dialogue: solution-focused guidance, change- 
focused guidance or counselling, empathic com-
munication, health coaching, shared 
decision-making, or motivational interview, to 
name just a few [20]. Patients in hospital may be 
facing multiple choices in relation to treatment, 
lifestyle and follow-up. Actively participating in 
choices requires, among other things, awareness, 
understanding, knowledge and skills. In this con-
text, supervision is a relevant method.

To fulfil their health-promoting duty, health 
professionals need pedagogical competence or 
competence related to health pedagogics. Health 
pedagogics may be understood as everything that 
is connected to development, learning, teaching 
and supervision in a health-related setting [20, 
62]. The purpose of health pedagogics is to 
encourage the patient to change his/her relation-
ship to his/her own health and lifestyle [63]. The 
concept of health competence is recently used to 
describe the result of health education and is in 
Norway defined as a consensus concept con-
nected to health literacy [64]. Health pedagogics 
is the general term we use to denote everything 
we do as health professionals (e.g. empowerment 
interventions, training and supervision) to 
strengthen the patient’s and next of kin’s ability 
to cope with health-related challenges and to 
achieve health competence.

13.5  Some Empirical Studies

In an intervention study, the purpose of which 
was to look at the empowerment process in the 
rehabilitation of women with breast cancer, Stang 
and Mittelmark [65] found that self-help groups 
as intervention resulted in consciousness raising. 
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Knowledge building, community learning and 
discovering new perspectives contributed to the 
consciousness raising. Consciousness raising, as 
we saw earlier, is a prerequisite for empower-
ment [45].

Anderson and Funnell’s [6] study shows that 
implementing empowerment interventions 
entails a type of paradigm shift that can be com-
plex because the education received by health 
professionals taught more traditional types of 
intervention. Empowerment interventions may 
involve new and different ways of relating to 
patients and require the ability of self-reflection. 
Ruud Knutsen and Foss [66] studied understand-
ings of and strategies for empowerment in life-
style change courses at one hospital’s Learning 
and Mastery Centre. The analysis showed that 
when health professionals develop empowerment 
interventions, it is essential to be aware of the 
power dynamic that will always be present in 
relation to patients in this context. Power can lie 
within systems.

Communication between health professionals 
and patients is an important factor in interactions. 
Cegala et  al. [67] concluded in their study that 
when the parents of sick children are active com-
municators, the surgeon will provide more infor-
mation. When parents are more active, this may 
lead to them receiving clarification on what they 
were unsure about. This promotes empowerment. 
In a systematic literature review, Pearson [68] 
showed that involving patients in goal-setting 
processes for lifestyle change may be useful. In 
addition, a questionnaire conducted by Rosenlund 
et al. [69] shows that patients value communica-
tion when they themselves are active. When the 
patient is active, empowerment is promoted. A 
quantitative study of patients’ experiences with 
the empowerment process concludes that it is of 
importance regarding quality of life and health 
outcomes that health professionals actively ask 
for the patients’ experiences of the process or 
how it felt to participate and being acknowledged 
[70]. Stiffler et al. [71] conclude in a qualitative 
study that the interaction between the patient and 
the health professionals was more important to 
the patient than medical control regarding the 
disease.

Studies of health education interventions are 
often related to specific diagnoses. For example, 
one study of patient experiences connected to 
diagnosis-specific health education interventions 
showed limited effects [72]. Perhaps it would be 
more useful to carry out training irrespective of 
diagnosis and based on the needs of the individ-
ual. The need for a scientific basis for the devel-
opment of strategies for health education is 
confirmed by Smith et  al. [73], who concluded 
that much of the material being used in this con-
text is outdated. However, one may argue that the 
patient’s perspective and participation challenge 
equality in the relationship between the patient 
and the health professionals due to the fact that 
the health professionals themselves often define 
the patient’s needs and goals [24]. The health 
professionals need health education competence 
or health pedagogy competence in order to prac-
tice in line with the empowerment principles. 
Research regarding this area sparsely exists. 
Therefore, qualitative as well as quantitative 
studies are of high importance in the future, and 
there is a need of further developing health- 
promoting strategies and education of health pro-
fessionals within health pedagogy [48].

13.5.1  Empowerment 
and Salutogenesis

As we have seen in this chapter, central principles 
of empowerment are distribution of power from 
the health professionals to the patients, patient 
participation and acknowledging the patient as an 
expert regarding herself/himself. Antonovsky’s 
theory of salutogenesis [74] emphasises positive 
aspects of health and well-being. A key compo-
nent in the theory is “sense of coherence” (SOC). 
This component has a particular relevance to 
health promotion, since it represents characteris-
tics that contribute to help individuals gain 
control:

The sense of coherence is…a global orientation 
that expresses the extent to which one has a perva-
sive, enduring though dynamic feeling of confi-
dence that one’s internal and external environments 
are predictable and that there is a high probability 
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that things will work out as well as can reasonably 
be expected. ([74], p. 122)

The elements of coherence are comprehensibil-
ity, which means that the world is ordered consis-
tent, structured and clear and that the future is 
predictable rather than noisy, chaotic, disordered, 
random, accidental and unpredictable. Further, 
manageability, which means that individuals 
believe that they have the resources at their disposal 
which can help them to manage their lives. 
Meaningfulness means that life make sense emo-
tionally, that people are committed and that they 
invest energy in worthwhile goals [74, 75]. The ele-
ments of SOC can be viewed as interrelated with 
the principles of empowerment, to take control in 
one’s life and to obtain power within oneself claims 
self-consciousness and participation. SOC claims 
self-consciousness and participation as well.

Take Home Messages
• Empowerment can be understood as a con-

cept, a process and an outcome.
• Empowerment can be a health promotion 

strategy (empowerment-based interventions) 
in hospitals.

• Acting or interacting in line with the princi-
ples of empowerment philosophy, power 
redistribution, participation and acknowledge-
ment of the patient’s competence is complex.

• Health promotion and empowerment-based 
interventions (e.g. supervision) require health 
education skills.

• Knowledge-based practice is a goal for the 
health service. There is a great need for scien-
tific knowledge related to empowerment- 
based interventions in hospitals.

• The principles of empowerment connect with 
the central elements of the salutogenic theory.
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