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Abstract
Background: An unhealthy lifestyle is a major contributing factor to annual morbidity and mortality in the Netherlands, mainly related to smoking, obesity, lack of physical activity and an unhealthy diet. Because of the great number of people involved in organised sports, using the sport setting-based approach to promote a healthy lifestyle could potentially have a large positive impact on public health.  

Aim: To explore the factors that facilitate or hinder the implementation of health-promoting measures at tennis clubs in the Netherlands and to identify possible interventions that would help the clubs to take on a role in health promotion in order to make recommendations to the KNLTB for targeted support programs. 

Methods: A qualitative research study was conducted with an exploratory design. Through purposive sampling, ten board members from different Dutch tennis clubs were recruited. Semi-structured interviews were used to explore their experiences and perceptions of health promotion at tennis clubs and the possible facilitators and barriers were identified. The data were analysed using thematic content analysis. 

Results: Four themes emerged: healthy catering, injury prevention and health services, social health, and safety around the club. The main facilitators were support of club management, having legislation and regulations in place, and having appointed officers. The main barriers were found to be the lack of kitchen-related knowledge and skills of volunteers, insufficient education of the coaches on injury prevention and management, a lack of standard health policies, and fragmented access to relevant information. 

Conclusions: Board members have faced a number of practical issues when trying to implement or maintain health promotion initiatives. The KNLTB could support tennis clubs by developing standard policies and guidelines for health promotion, by empowering coaches through education on injury prevention and management, and by producing easily accessible, practical information and materials for clubs to use. 

Key words: health promotion, sports club, public health, qualitative, setting-based approach 
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List of Abbreviations

AED

Automatic External Defibrillator

AUDIT 
Alcohol Use Disorders Identification Test
CMO 

Human Research Committee [Comité Mensgebonden Onderzoek] 

CPR 

Cardio Pulmonary Resuscitation

G-tennis
Tennis for players with a mental handicap [Gehandicapten-tennis]
HACCP 
Hazard Analysis Critical Control Points

HWE  

Healthy and Welcoming Environment
CI
Confidence Interval

KNLTB 
Royal Netherlands Lawn Tennis Association [Koninklijke Nederlandse Lawn Tennis Bond]
LTA
Lawn Tennis Association (United Kingdom)

ITF
International Tennis Federation

NOC*NSF 
Netherlands Olympic Committee – Netherlands Sports Federation 

RAS

Regional Accommodation Specialist

RCT 

Randomized Controlled Trial 
Glossary of Terms

Good Sports 
A national program that aims to reduce alcohol and other drug problems at community sporting clubs in Australia. 

RE-AIM framework
An acronym for a framework for health promotion that consists of the following: to Reach the target population; the Effectiveness or efficacy; Adoption by target settings or institutions; Implementation or consistency of delivery of intervention; Maintenance of intervention effects in individuals and settings over time 

RugbySmart 
A rugby union community injury prevention programme from New Zealand for coaches and referees, launched in 2001 
SafeClub
A sports safety and injury prevention-focused risk management training programme for community sports clubs in Australia.

Tackling Rugby Injury 
A multifaceted rugby injury prevention program from New Zealand, launched in 1995.
Tenniskids 
A KNLTB tennis program designed for 5 to 10 year-old children. The courts, rackets and balls are adapted to the child’s developmental stage, making it easier to learn how to play tennis and enjoy the game.  

Tennis.nonstop 
A KNLTB tennis program designed for the beginning tennis player with the aim to reduce the high drop-out rate in their first two years of membership. The program facilitates meeting other club members and finding sparring partners; it includes having tennis lessons, and has a focus on fitness and binding the new member to the club.
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Chapter 1. Introduction and Background

1.1 Dutch public health and lifestyle factors  
The Netherlands is one the smallest and most densely populated countries in Europe. It is 41,526 square km in size and has a population of 16.7 million people, resulting in a population density of 402.4 people per square km (Central Intelligence Agency, 2010). 
In relation to life expectancy at birth, the Netherlands featured in the top three countries of the world for over 20 consecutive years (Metcalfe, 2010). However, over the last 15 years, the country has dropped to number 30 in the rankings as a result of a much slower rate of improvement in health when compared to other nations (Wilk, Achterberg and Kramers, 2001). An unhealthy lifestyle seems to be the most important contributing factor for this decline (Oers, 2002). A large proportion (43%) of the annual mortality in the Netherlands is related to smoking (15% of total mortality), obesity (6%), high blood pressure (6%), lack of physical activity (6%), and a diet low in fruit and vegetables (5%) and high in saturated fats (5%) (Oers, 2002). There is therefore an overriding need for initiatives to promote a healthy lifestyle in the Netherlands and, in this regard, a settings-based approach is generally accepted as being more effective than targeting the individual (Whitelaw, 2001).

1.2 The settings-based approach in sports clubs

The settings-based approach has been successfully utilised in health-promoting projects in the work place, schools, cities, and hospitals (WHO, 2007). Only fairly recently have health promoting initiatives related to sports been examined, with focussed research taking place in Australia (Crisp and Swerissen, 2003), Finland (Kokko, 2010), and the Netherlands (Janssens, Kalmthout and Heuvel, 2001; Marle, 2004). It has been suggested that sport clubs are an ideal environment to foster and promote a healthy and active lifestyle because of their ability to reach all sections of the community (Crisp and Swerissen, 2003). There is also the potential to reach a large number of children, adolescents and active young adults to promote a healthy lifestyle from an early age. 
In addition, a sports club is an informal educational setting, where participants voluntarily take part in sporting activities, and this allows for health education and health promotion to be carried out in a less formal way than say at a school (Kokko, Kannas and Villberg, 2006). Furthermore, coaches are important figures of authority and can have a great influence (both positive and negative) on their pupils (Kokko, 2010). Finally, it is evident that a healthy lifestyle with adequate sleep (Oliver, 2009; Edwards and Waterhouse, 2009), healthy nutrition (ADA/DC/ACSM, 2009), abstinence from smoking (Marti, 1988) and the responsible use of alcohol (Barnes, Mündel and Stannard, 2010) will have a positive effect on sports performance.  

1.3 Dutch sports context

Organised sports are very important in the Netherlands, with five million people being a member of sports clubs and a national initiative to host the Olympic Games in 2028 (NOC*NSF, 2009). Tennis is second only to soccer in terms of popularity in the Netherlands, and the Royal Netherlands Lawn Tennis Association (KNLTB) is the second largest sports association in the country, with 1732 associated tennis clubs and almost 700,000 registered members (KNLTB, 2010). As a result, the creation of ‘healthy tennis clubs’ could have a very positive influence on a large proportion of the Dutch population. However, the fact that tennis players are more likely to be from the higher socio-economic groups (and therefore already having a healthier lifestyle), will have a dampening effect on the overall improvements that can be achieved (Breedveld, 2003).   
The aim of the study is to identify the factors that facilitate or hinder the introduction and/or development of health-promoting measures at tennis clubs in the Netherlands. The focus will be on health promoting policies, environmental health and safety, health education, personal skills, and the provision of health services. The data collected will enable the KNLTB to develop specific materials to support those clubs that wish to provide a healthy environment for their members and who want to actively promote good health – the healthy tennis club. 
Chapter 2. Literature Review

This chapter outlines the initiatives that have taken place in the Netherlands, and elsewhere in the world, to introduce and develop health promotion at sports clubs, and identifies the various facilitators and barriers to success. 
2.1 Literature search strategy 

A systematic search was performed of the electronic database MEDLINE (1950 to 14 December 2010) to identify relevant articles on the healthy sports club. Included were health promotion intervention trials with the sports club as the setting and surveys, guidelines and strategies related to health promotion at the sports club. Health promotion studies in other sport settings than the club (e.g. sport stadia, sport venues, or schools) and intervention trials with teams or individuals (instead of clubs) as the unit of randomization were excluded. MEDLINE was chosen for the search, because this database includes all the journals relevant to the research topic (i.e. sports, medicine, prevention, and health promotion). No language or any other restrictions were applied. The search strategy consisted of free text words and subject headings (MeSH, SH) related to the setting (sports clubs), the population (studies in humans), and the intervention (health promotion). The search included an iterative process to refine the search strategy by adding search terms as new relevant citations were identified. All references were downloaded into Reference Manager® software (version 11.0). See Appendix 2 for a complete overview of the search terms and the search strategy. 
Six hundred and sixty seven records were identified in the search, and 56 papers were requested for full assessment by the author. The reference lists of the included papers and the grey literature were searched for additional relevant studies, identifying eleven further papers. Five papers were excluded because they did not meet the inclusion criteria. This resulted in 62 papers for the final analysis (Figure 2.1). 
Figure 2.1. Flow chart for search results
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Of these 62 papers, 17 papers dealt with general health promotion (Table 2.1), 14 with nutrition, smoking or alcohol (Table 2.2), 29 with injury prevention and safety (Table 2.3), one with sun protection (Parrott, 1999) and one with mental health (Pierce, 2010).  

The papers listed in Table 2.1 relate to general health promotion and form the central focus of the current project. These will be discussed in more detail in this chapter. 

Table 2.2. lists the studies that relate to healthy eating, the responsible serving of alcohol and smoking reduction at sports clubs. Because they focused on only one aspect of health promotion they will not be discussed here, but details of the aims of the study, the design, the methodology and the main results can be found in the table.

Table 2.3 lists the characteristics and main results of the identified studies on injury prevention, safety interventions and safety strategies at sports clubs. They will not be discussed here, but details of the aims of the study, the design, the methodology and the main results can be found in the table and some will be referred to in the discussion.                     

Table 2.1 Characteristics and results of included studies on general health promotion interventions in sports clubs 
	Reference# and country
	Aim
	Design 
	Methods 
	Study population
	Main results

	Australia
	
	
	
	
	

	Kelly, 2010a
	To discuss peak sporting organizations health policies
	Editorial
	Expert opinion
	Sport clubs, SSA’s and NSA’s
	The author identified a need to build the capacity of SSA’s and NSA’s to develop health-related policies and to foster partnerships between these organisations and sports clubs for effective communication of policies.

	Casey, 2009
	To explore the factors that affect the sustainability of a sport-based health promotion program
	Exploratory
	In-depth interviews, focus groups
	Interviews with 4 EOs of NSAs; focus groups with their BoM
	Supportive factors are compatibility of the program with the organisation’s values, complementing programs and influential individuals within the organisation. Hindering factors are limited capacity of organisations to generate new funds and the leak wink between the central funding organisation and the BoM. 

	Eime, 2008
	To explore the beliefs of SSA EOs on HWEs and membership and to identify the factors that affect the development of HWEs.
	Exploratory
	Survey, semi-structured interviews
	36 EO’s from SSAs surveyed, 6 EO’s interviewed
	SSA EOs believed that HWE in clubs would increase membership. However, there is incomplete development of the HWE focus areas at the club level because of limited club capacity and limited SSA support.

	Crisp, 2003
	To investigate the structural changes associated with the sponsorship from health promotion foundations 
	Exploratory
	Semi-structured interviews
	Respondents from 6 health agencies and 11 sport clubs 
	Smoke-free venues and sun protection measures were widespread, but alcohol and healthy catering policies were less common. Some sponsorship resulted only in policy development, rather than the implementation health promotion.

	Dobbinson, 2006, 2002##
	To quantify levels of health promotion policy development and practice in sports clubs 
	XS
	Survey
	640 out of 932 sport clubs 
	70% of all clubs had written policies on responsible serving of alcohol. Around one-third of clubs had a smoke-free policy and 34% of clubs had a sun protection policy. 30% of clubs had injury prevention policies. 

	Corti, 1997
	To outline a comprehensive surveillance and evaluation system for health promotion 
	Outline of a model
	Survey
	640 out of 932 sport clubs
	The system monitors the implementation of health-promotion at the micro level (sponsorship project); intermediate level (sponsored group); and macro level (community).

	Netherlands
	
	
	
	
	

	Baan, 2006
	To present easy-to-follow guidelines for sports clubs on health promotion
	n.a. 
	Summary of handbook
	Sport clubs
	Description of the criteria clubs need to meet for accreditation as a healthy sports club 



	Van Marle, 2004
	To evaluate the pilot project on the healthy sports club with the intention to launch it nationally, depending on the outcome
	XS
	Survey
	7 clubs, 5 project team members, 20 club members, 4 non-participating clubs 
	Barriers identified by clubs were lack of time, difficulty in getting members involved, and the large number of tasks at the start of the project. The clubs needed more guidance, targeted support and a sport-specific focus. 

	NOC*NSF, 2003
	To present guidelines for clubs to follow in order to receive accreditation as a healthy sports club 
	n.a.
	Handbook
	Sport clubs
	Description of the criteria clubs need to meet for accreditation as a healthy sports club and ways how to achieve this

	Janssen, 2001
	To investigate the value of and need for health care and health promoting initiatives in a community sports club setting
	XS
	Survey
	256 board members, 163 coaches, 516 members from 270 clubs
	Few sports clubs had written policies, procedures or guidelines in the areas of health care, injury prevention and health promotion. There were legitimate internal and external reasons for having health policies in relation to sports medical care, injury prevention and health education.

	Finland
	
	
	
	
	

	Kokko, 2010
	Kokko 2009a and 2006 plus: 

To evaluate clubs’ guidance and coaches’ implementation activities in health promotion 
	Expert meeting and XS 
	Delphi method and written survey 
	See Kokko 2009a and 2006
	See Kokko 2009a and 2006.

Higher health-promoting clubs were 3 ½ times more likely to actively guide their coaches on health topics and non-performance time than other clubs. 

	Kokko, 2009a
	To examine the current health promotion orientation of youth sports clubs in view of the standards for the health promoting sports club
	XS
	Survey
	273 officials and 240 coaches from 97 sports clubs
	On average, the clubs fulfilled 12 out of 22 standards. The variation between clubs was wide. The sports club officials were twice as likely to evaluate their clubs as higher health promoting than the coaches (OR 2.04, p = 0.041)

	Kokko, 2009b
	To create an easy-access concept for sports clubs to start health promotion 
	Expert meeting
	Working groups  
	26 experts from 11 European countries
	An evidence-based framework for sports clubs for health programmes

	Kokko, 2006
	To compile a frame of reference for the health promoting sports club and to develop relevant standards 
	Expert meeting
	Delphi method
	11 health promotion experts and 16 sport club experts
	An index for the healthy sports clubs was developed, consisting of 22 standards 

	International
	
	
	
	
	

	Priest, 2008
	To update a review of all controlled studies evaluating policy interventions organised through sporting settings to increase healthy

behaviour 
	Systematic review
	Electronic search
	Literature search
	No controlled studies were identified that evaluated the effectiveness of policy interventions organised through sporting organisations for promoting healthy behaviour change

	Jackson, 2005
	To review all controlled evaluation studies of policy interventions organised through sporting settings to increase healthy behaviour 
	Systematic review
	Electronic search
	Literature search
	No controlled studies were located that evaluated the effectiveness of policy interventions organised through sporting organisations for promoting healthy behaviour change


BoM is Boards of Management; EO is executive officer; HWE is a healthy and welcoming environment; n.a. is not applicable; NSA is National Sporting Association; SSA is State Sporting Association; XS is cross-sectional  
# First author and year of publication; ## Original study (2002) and later publication (2006) in peer-reviewed journal

Table 2.2 Characteristics and results of included studies on interventions related to healthy eating, the responsible serving of alcohol and smoking reduction in sports clubs 

	Reference# and country
	Aim
	Design
	Methods
	Study population
	Main results

	Australia
	
	
	
	
	

	Kelly, 2010b

	To determine the prevalence of healthy foods and beverages in sport canteens
	XS 
	Survey
	108 sport club officials
	20% of canteens promoted healthy food and three clubs had a written policy on healthy eating.

	Mentha, 2009


	To determine alcohol sales and spectator behaviour at ARF matches
	PCS
	Document analysis, survey and observation
	44 club representatives, umpires, administrators and security personnel
	Decreased volume of alcohol sold at matches; decreased spectator violence, improved spectator behaviour and decreased spectator attendances; decreased canteen sales and falling sponsorship.

	Kelly, 2008


	To determine the prevalence of healthy foods and beverages in sport canteens
	XS
	Survey
	402 parents of children aged 5-17 y
	53% of the canteens sold mostly unhealthy food and beverages. Children most often purchased water, chocolate and confectionery, soft drink and sports drinks, and ice cream. 

	Duff, 2007

	To outline the alcohol management strategy Good Sports 
	n.a.
	Outline of a model
	sport clubs in Australia
	Operating in 1600 sport clubs; accreditation requires staged implementation over 5 y 

	Giles-Corti, 2001


	To determine the support for and adherence to smoke-free policies at football league clubs
	XS
	Survey and observation
	Survey 613 spectators; observation 
8,212 spectators 
	Increased prevalence of and support for smoke-free policies; good compliance with policies. 

	Warner-Smith, 2000
	To determine the acceptability of responsible serving of alcohol strategies
	PCS 
	Survey 6 months after intervention
	160 clubs (100%); 12 of 14 PHW
	Almost all clubs reported of contact with the lead agency, PHW and police to be acceptable and 59% of clubs reported contact with PHW to be useful. One-third of the PHW thought they were not the most suitable group to deliver the intervention.

	Holman, 1997


	To evaluate the effect of replacement of tobacco sponsorship with health promotion sponsorship
	XS
	Survey
	917 respondents at tobacco replacement and 2352 at other sponsorship venues
	Permanent smoke-free policy was achieved in 47% of projects, compared with 15% in other sponsorship projects. Prevalence ratio of current smoking 1.86 (95% CI 1.62-2.04) relative to other sponsorship venues.

	Canada
	
	
	
	
	

	Buchholz, 2008 


	To determine the effectiveness of prevention program to reduce pressure to be thin and promote positive body image and eating behaviours
	RCT
	Written questionnaires 
	4 intervention clubs and 3 control clubs (gymnasts,  fathers, mothers, coaches)

	Modest but positive influence on participants’ perceptions of pressure from within their club to be thin. No significant changes on body-esteem measures, the SATAQ, Self-Efficacy or the EAT-26. No significant change was observed on mothers’ measures.

	New Zealand
	
	
	
	
	

	Maher, 2006 


	To determine the prevalence of sport sponsorship associated with gambling, alcohol, unhealthy nutrition
	XS
	Internet search
	athletics, basketball, cricket, netball, rugby, soccer, tennis and touch.
	There were 640 sponsors listed on 107 websites. Sports sponsorship associated with "unhealthy" products were twice as common as sponsorship with “healthy" products (32.7% (95% CI 29.1-36.5) versus 15.5% (95% CI 12.8 -18.6). "Gambling" was most common (18.8%) followed by alcohol (11.3%). 

	Zinn, 2006 
	To determine the nutrition knowledge of rugby coaches
	XS
	Survey 
	168 rugby coaches
	83.8% of coaches provided advice to their players. Coaches responded correctly to 55.6% of all knowledge questions. Significant relationships between total knowledge score of all coaches and qualifications [F(1,166) = 5.28, P = 0.001], own knowledge rating [F(3,164) = 6.88, P = 0.001] and nutrition training [F(1,166) = 9.83, P = 0.002].

	United Kingdom
	
	
	
	
	

	O’Brien, 2008
	To determine the nature and extent of alcohol industry sponsorship and its association with drinking.
	XS
	Survey
	1279 sportspeople from various sporting codes
	Alcohol sponsorship was reported by 47.8% of the sample and of those sponsored, 47% received free and/or discounted alcohol products.
Those with sponsorship had higher AUDIT scores than those without sponsorship (2.4, 95% CI 0.70–4.09)

	USA
	
	
	
	
	

	Sinusas, 2006


	To determine the prevalence of smokeless tobacco use over a 10-yr period
	PCS
	Survey and mouth examination
	professional baseball players, yearly sample size 190 to 259; 2266 complete evaluations  
	The prevalence of smokeless tobacco fell from 41.1% in year 1 to 25.6% in year 10 (P = 0.029). Prevalence of oral leukoplakia fell from 22.6% in year 1 to 9.4% in year 10 (P< 0.001).

	Walsh, 1998 


	To determine the feasibility of a spit tobacco cessation program and its acceptability to athletes and athletic trainers
	PCS
	Survey and mouth examination
	304 athletes of two professional baseball clubs
	Program feasible to implement and well-received by the athletes and athletic trainers

	Sweden
	
	
	
	
	

	Rolandsson, 2000 


	To evaluate the influence of health information about the harmful effects of snuff and smoking on tobacco habits
	PCS
	Survey  
	252 male ice-hockey-players, 12 to 19 y from 4 clubs (3 IG, 1 CG)
	Significant increase in the knowledge of tobacco and its harmful effects (p<0.001) in both the CG and the IG, but no change in their use of tobacco after 3-5 weeks. There was no significant difference between the group of boys who used snuff and the non-users with regard to their knowledge of the harmful effects of tobacco.


ARF is Australian Rules football; AUDIT is Alcohol Use Disorders Identification Test; CI is Confidence Interval; m is months; PCS is prospective cohort study; PHW is public health worker; y is years; XS is cross-sectional 
* First author and year of publication
Table 2.3 Characteristics and results of included studies on injury prevention and safety interventions in sports clubs 

	Reference# and country
	Aim
	Design
	Methods
	Study population 
	Main results

	Australia
	
	
	
	
	

	Finch, 2010

	To present a sports setting matrix specific to the community sports setting context to guide the delivery of future sport injury interventions 
	Theoretical model
	Outline of a model
	NSA, SSA, regional association or league, club, team, and participant
	The RE-AIM sports setting matrix accounts for the fact that many sports injury interventions need to be targeted at multiple levels of sports delivery: NSA, SSA, regional association or league, club, team, and participant

	Swan, 2009


	To explore the policies of sports governing bodies for assessing the safety of sports grounds 
	Exploratory
	Document analysis and semi-structured interviews
	Nominees of SSAs

for Australian football, cricket, soccer and hockey.
	The use of match day checklists was well accepted, but central lodging was only required by the peak body for soccer. 

	Shaw, 2008 


	To assess the impact of compulsory headgear use on injury frequency over 3 seasons
	PCS
	Observation of helmet wearing and injury registration
	Junior club cricket players; app. 1200  players per year
	The face was most commonly injured (20%), followed by the hand (14%). In batters, the frequency of head/neck/facial injuries fell from 62% in 2002/03 to 35% in 2003/04 to just 4% in 2004/05 after headgear use was compulsory.

	Abbott, 2008


	To evaluate a sports safety-focused
 risk management training programme.
	RCT
	Structured interviews 
	IG 27 and CG 40 soccer clubs 
	IG achieved statistically significantly higher policy (p<0.001), infrastructure (p<0.001) and overall safety (p<0.001) scores compared with CG at the post-season and 12-month follow-ups. 

	Gabbe, 2006


	To determine the effect of an eccentric hamstring program on the incidence of injuries
	RCT
	Injury registration
	IG 114 and CG 106 Australian Football players
	An eccentric exercise program could reduce the incidence of hamstring injuries but widespread implementation of this program is not likely because of poor compliance. 

	Eime, 2005 


	To evaluate an educational strategy to increase the use of appropriate protective eyewear 
	Ecological study 
	Survey 
	4 squash venues in IG and 4 in CG 
	Players in IG had 2.4 times the odds (95% CI, 1.3 to 4.2) of wearing appropriate eyewear compared with CG players post-intervention

	Eime, 2004 


	To explore knowledge, beliefs, attitudes and behaviours regarding protective eyewear availability at squash venues
	Exploratory study 
	Semi-structured interviews
	15 squash venue operators
	There was general support from venue managers to promote the use of protective eyewear, but they lacked knowledge about appropriate eyewear and were concerned about their ability to enforce regulations related to compulsory wearing

	Donaldson, 2004


	The level of safety policy adoption and safety practice implementation during training and competition.
	XS
	Structured interviews


	163 netball, rugby league, rugby union, and soccer clubs
	Safety policies were less often adopted and practices less often implemented during training than during competition.

	Casey, 2004


	To explore sport safety policies and practices in sports clubs
	Exploratory study
	Semi-structured interviews and survey
	11 informants from 2 junior Australian football and 2 netball clubs
	There was a lack of formal sport safety policies. A number of clubs did not use qualified coaches, umpires or first aiders, few had modified rules for junior games, and many lacked a referral system for injured players.

	Donaldson, 2003 


	To develop a valid and reliable audit tool to evaluate safety policies and practices of sports clubs 
	Pilot study
	Expert review;  questionnaires


	19 sports clubs


	The sports safety audit tool has strong inter-rater and test-retest reliability, with high face and content validity.

	Otago, 2003

	To ascertain the usefulness of 3 risk management models and to investigate the requirements of the models
	Exploratory
	semi-structured interviews and focus groups
	19 participants of 4 netball leagues and 2 regional centres
	Netball officials believe that risk management must be addressed at all levels in the sport and they are willing to participate in risk management practices. The strategy must be sport and venue specific and take into account the voluntary nature of sport.

	Jalleh, 2001 


	To evaluate a mouth guard promotion in junior rugby and basketball 
	Quasi-experimental 
	Observation
	12 rugby union and 11 basketball clubs (IG) and ARF (CG)
	There was a significantly greater increase in mouth guard usage among rugby union (77% to 84%) and basketball players (23% to 43%) compared with the CG (72% to 73%).

	Rich (2000)


	To provide an overview of the 
SportSafe Club guidelines 
	Outline of  guidelines 
	Expert opinion 
	Australian sport clubs
	The guidelines assist club administrators to develop a plan and provide ongoing evaluation of sport safety procedures.

	Finch, 1996, 2000 ##

	To determine the safety practices of sporting clubs
	XS
	Survey
	64 sport clubs
	There was a lack of formal health and safety policies within the clubs and there was great variation in the provision of first aid services. 

	Canada
	
	
	
	
	

	Cook, 2003 


	To evaluate knowledge transfer and behavioural outcomes in 11–12 year old ice hockey players who viewed an educational video 
	RCT
	Survey
	IG: 3 ice hockey teams (45 boys of  11y); CG: 2 teams (30 boys) 
	There was a significant increase in knowledge on number of causes (1.13 to 2.47) and mechanisms (0.67 to 1.22) of concussion of the IG; this effect was maintained at 3 m. There was a significant reduction in specific body checking related penalties in the IG.

	Watson, 1996 


	To investigate the association between the checking-from-behind rule and player safety in ice hockey 
	RCS
	Document analysis 
	Three ice hockey teams 
	There was a significant decrease in the number of injuries for the head/neck and back.

	Croatia
	
	
	
	
	

	Macan, 2006 


	To evaluate the effect of new karate rules on the incidence and distribution of injuries 
	Prospective open cohort study
	Survey
	National level karate players (887 matches in 1997 and 1604 matches in 2002)
	The introduction of new karate rules led to a lower RR of injury in those under 18 years (RR 1.55, 95% CI 1.11 to 2.16) and for head injury (RR 1.96, 95% CI 1.54 to 2.49), but an higher RR for leg injury (RR 0.16, 95% CI 0.09 to 0.28). 

	New Zealand
	
	
	
	
	

	Gianotti, 2009 
	To evaluate the effect of RugbySmart on reducing injury rates per 100,000 players and resulting injury prevention behaviours.
	Ecological study
	Document analysis
	App. 120,000 to 140,000 players per year
	The RugbySmart programme was associated with a decrease in injury claims per 100,000 players in most areas the programme targeted; the programme had negligible impact on non-targeted injury sites.

	Gianotti,  2008 
	To determine the effect of the new law on scrum-related moderate to serious neck and back injury claims in 2007 
	Ecological study
	Document analysis
	App. 40,000 forwards per year (rugby players)
	The observed and predicted claims per 100 000 forwards were 52 and 76, respectively (rate ratio 0.69; 90% CI 0.42 to 1.12). The likelihoods of substantial benefit (rate ratio ,0.90) and harm (rate ratio .1.1) attributable to the scrum law were 82% and 5%, respectively.

	Carter, 2008 


	To determine the knowledge of the mechanisms and management of injury and the technical needs of coaches 
	XS
	Survey
	35 junior Rugby Union coaches
	The median total knowledge score was 3 correct answers out of 6 questions. Injury knowledge increased with the total number of seasons coached (Spearman’s rs = 0.401, p = 0.017). The median total technical needs score was 8.0 out of eight identified needs. 


	Quarrie, 2007 
	To investigate the effect of an injury prevention programme on the frequency of SCIs.
	Ecological study
	Document analysis, pre- and post-intervention
	App. 120,000 to 140,000 rugby players per year
	There was a reduced injury risk, with eight spinal injuries occurring in 2001-5, whereas the predicted number was 18.9 (relative rate=0.46, 95% CI 0.19-1.14). 

	Gianotti, 2007 
	The assess the effectiveness of an education programme in reducing the number and

costs of concussions 
	Ecological study
	Document analysis, pre- and post-intervention 
	App. 120,000 to 140,000 rugby players per year
	There was a significant reduction (10.7%) in the number and cost of concussions from 2003 to 2005, whereas the number of rugby players had increased by 13.6% in the same period. 

	Quarrie, 2005 
	To document the effects of compulsory mouth guard wearing on rugby related dental injury claims
	Ecological study
	Survey; document analysis, pre- and post-intervention 
	App. 120,000 to 130,000 rugby players per year
	There was a 43% (90% CI 39-46) reduction in dental claims from 1995 to 2003. The relative rate of injury claims for non-wearers versus wearers was 4.6 (90% CI 3.8-5.6).

	Chalmers, 2004 


	To describe the lessons learned from the implementation of Tackling Rugby Injury
	Qualitative, exploratory study 
	interviews, participant observation,

and document analysis
	106 informant interviews drawn

from organisations involved in program
	To base injury prevention on scientific evidence; to avoid complex interventions; to use formal agreements between partners; to give coaches a central role; to describe the implementation process and to monitor outcomes 

	Norway
	
	
	
	
	

	Soligard, 2008


	To examine the effect of a comprehensive warm-up
programme on injury risk
	Cluster RCT
	Injury registration (coaches)
	IG: 65 football clubs (1055 female players, 13-17y); CG: 60 clubs  (837 players)
	There was a significantly lower risk of injuries overall (0.68, 0.48-0.98), overuse injuries (0.47, 0.26 -0.85), and severe injuries (0.55, 0.36-0.83) in the IG.

	Olsen, 2005


	To investigate the effect of a  structured warm-up

programme on injury risk
	Cluster RCT 
	Injury registration (physiotherapists)
	IG 61 (958 players) and CG 59 handball clubs (879 players)
	There were fewer injured players in the IG than in the CG (46 (4.8%) v (76 (8.6%); RR IG v CG 0.53, 95% CI 0.35-0.81).

	United Kingdom
	
	
	
	
	

	David, 1995 


	To determine the level of awareness of squash clubs to the risk of ocular injury 
	XS
	Survey
	51 (out of 100) squash clubs 
	Players were not warned of the risks of ocular injury; hazardous eye-guards were still sold; there was a desire to improve the safety of the sport.

	Switzerland
	
	
	
	
	

	Leuba, 2000 


	To investigate the prevalence of protective goggles in sports clubs
	XS
	Survey
	27 (out of 82) Swiss squash clubs 
	The interest of squash clubs in protective eye wear is low and the risks for a serious ocular injury are underrated


ARF is Australian Rules Football; CBI MSC is concussion/brain injury moderate to serious claims; CG is control group; CI is Confidence Interval; IG is intervention group, NSA is National Sporting Association; SSA is State Sporting Association; RCT is randomised controlled trial; RR is Relative Risk; PCS is prospective cohort study; RCS is retrospective cohort study; SCI is spinal cord injury; XS is cross-sectional  

# First author and year of publication; ##original project and later publication in peer-reviewed paper are included in one cell. 

2.2 The Netherlands

In 2000, the Netherlands Olympic Committee/Netherlands Sports Federation (NOC*NSF) commissioned the Mulier Institute to investigate the value of and need for health care and health promoting initiatives in a community sports club setting (Janssens, Kalmthout and Heuvel, 2001). A questionnaire was sent to club administrators, coaches and members of 270 sports clubs. A total of 256 administrators (95% response rate), 163 coaches (60%) and 516 sports club members (64%) responded to the questionnaire. 
The main findings of the study were that few sports clubs had written policies or procedures  in the areas of health care, injury prevention and health promotion. However, it was shown that there were legitimate internal and external reasons for having health policies. Internally, because coaches provide frontline medical care and athletes rated it as very important to have acute sports injury management facilities available. Externally, because the Government and doctors consider that injury prevention and health education are of great importance and that sports clubs and associations should play a larger role in primary injury prevention. It was recommended that sport associations and health care providers should cooperate to develop and promote health education, injury prevention and management. The authors emphasised that special attention should be paid to improving the communication between administrators, coaches and athletes. They recommended that the promotion of health related policies should be incorporated into a project called “the healthy sports clubs”, and that a checklist of the minimum standards for a healthy sports club should be developed. 
The NOC*NSF developed a pilot project for the ‘healthy sports club’, which was officially launched on October 6th, 2003 (NOC*NSF, 2003). Of the 22 clubs that were approached, seven agreed to participate, including two tennis clubs. The participating clubs received a handbook that described the steps they should take to be certified as a healthy sports club (NOC*NSF, 2003; Baan, 2006). Each club had to meet three basic requirements (related to health policies, health laws, and injury prevention and safety) and meet minimum standards in relation to three out of six other criteria (responsible serving of alcohol, healthy catering, smoking reduction, promoting physical activity, anti-doping, and fair play and respect).  
A survey was used to evaluate the pilot project in 2004, and depending on the final result, it was intended that the project would be introduced nationally in 2004/2005 (van Marle, 2004). However, the participating sports clubs identified lack of time, criteria that were not relevant to the club, difficulty in getting members involved, and the enormous number of tasks at the start of the project as large barriers to the success of the project. The clubs felt that they needed more guidance and targeted support to take part in the project. They indicated that the certification was a good incentive but that the whole initiative needed more publicity and that a more sports-specific focus would have been beneficial. 

The recommendations of the pilot project were that health promotion initiatives should have realistic aims with objectives that are explained in detail, should not be time-consuming, should be supported by electronic information, should be sport-specific programs, should be based on modules that can be implemented in a phased fashion (e.g. smoking, alcohol, injury prevention), should be quality controlled, and should be supported at the point of delivery - the clubs (finance, helpline, support material, DVDs and posters).
In December 2005, NOC*NSF notified the participating sports associations that the project would not be launched nationally and it was subsequently discontinued.  
2.3 International perspective 

Australia

In the early nineties, Australian health promotion foundations started to target recreational settings with health promotion initiatives, and in 1994 an evaluation of these projects took place (Corti, 1997). The review identified that anti-smoking policies were the most common, followed by policies on sun protection measures with safe alcohol practices and disability access almost equivalent in the middle. Information on healthy food choices was found to be least prevalent. Key facilitators were found to be building a cooperative working relationship with the organisation, developing an understanding of its organisation goal, gaining trust of key individuals within the organisation, establishing clearly defined plans, and taking small steps to develop sound policy.  
Dobbinson, Hyman and Livingstone (2006) conducted a telephone survey in order to quantify the levels of health policy development and practice in sports clubs in the state of Victoria. Policy implementation varied depending on the affiliated sport and the health area concerned. For example, summer sports were more likely to have sun protection policies, whereas injury prevention policies were most prevalent in higher risk sports. Prevalence of healthy catering policies was low among all sports. Perceived barriers were the lack of support in the form of training or advice, and the need for policy templates. 
Crisp and Swerissen (2003) investigated the key processes in the implementation of structural health promotion changes at sports clubs and concluded that a strategic approach with clear expectations, realistic time frames, sound support, an emphasis on practical applications and a realistic evaluation of outcomes were critical. Eime, Payne and Harvey (2008) explored the barriers to, and facilitators for, creating a healthy and welcoming environment at sports clubs and identified several key factors. The major facilitators were a proactive club, understanding the benefits of creating a healthy and welcoming environment, and the use of incentives, whereas the major barriers were a lack of guidance and structure, a limited formal uptake of policies and logistic difficulties. 
Casey (2009) aimed to identify the factors that affect sustainability of a sport-based health promotion program. Semi-structured interviews with four executive officers from regional sporting associations were used for data collection. Identified supporting factors were alignment of the program with the organisational values and focus areas of the regional sport association, integration of the health promotion program into existing programs, and the development of ‘program champions’ (influential, supportive individuals within the organisation). 
In an editorial, Kelly (2010a) made a strong case for engaging sports clubs in health promotion, and pointed out that national and state sporting organisations are in an ideal position to introduce health-promoting policies at sports clubs and to help them overcome barriers related to resources and knowledge. However, because so few sports governing bodies have health-related policies, limited knowledge transfer to clubs takes place. He concluded that there was a need to improve the capacity of governing bodies of sport to develop health-related policies and to communicate those to the clubs. 

Finland

In Finland, important research on health promotion at sports clubs has been carried out by Kokko and colleagues, and includes a doctoral thesis (Kokko, 2010). 
Firstly, they developed a frame of reference for the healthy sports club in cooperation with a panel of health promotion and sports club experts, using the Delphi method (Kokko, Kannas and Villberg, 2006). This resulted in 15 key indicators and after comparison with the strategic areas of the Ottawa Charter (WHO, 1986), a further seven were added by the researchers, resulting in a total of 22 standards. These were classified into five categories: health promotion policy, environmental health and safety, community relations, health education and individual skills, and health services.
Secondly, the researchers reviewed to what extent youth sports clubs in Finland fulfilled the 22 standards for the health promotion (Kokko, Kannas and Vilberg, 2009a). On average, the clubs met 12 out of the 22 standards, with a large variation between clubs (range 2.75 to 18.75). Sports club officials were twice as likely to evaluate their clubs higher on health promotion than coaches. Clubs that had been recognised as exemplary and hence certified by the Young Finland Association and the National Sports Federations were 2.5 times more likely to have a higher health promotion standard than non-certified clubs.      
Thirdly, they studied to what extent youth clubs encourage their coaches to recognise health promotion as part of coaching practice (2010). They found that most clubs actively guided coaches on performance, but that they were much more passive on non-performance time. Based on the result of this research, they developed guidelines to advise youth sports clubs how to improve their health promotion practices (Kokko, 2009b). 
Cochrane study
The updated Cochrane study (Priest, 2008) showed that there were no controlled studies evaluating the effectiveness of health policy interventions used by sporting organisations. 

2.4 Summary of research findings

In the Netherlands, a need has been identified for sports clubs to have health policies in relation to sports medical care, injury prevention and health education, and for improving the communication between administrators, coaches and athletes (Janssen, 2001). This has been investigated in a large, representative study with a high response rate. However, due to the quantitative methodology of the study, important questions remained unanswered. These included why sports clubs had so few policies, what the concrete problems were that they experienced when they tried to develop policies, and why administrators had such little insights into the needs of their coaches and athletes with respect to injury care and prevention. A follow up in the form of a qualitative study was recommended, but this has not yet taken place.   

A review of the healthy sports club pilot project identified several aspects that could be improved to make it more successful, including having realistic aims, detailed objectives, sport-specific modules that allow phased implementation, and is not too time-consuming. A survey was used for the review, but given the small number of participating clubs and the aim of the study, using semi-structured interviews with open-ended questions would have been a better choice and would have resulted in more reliable and valid data.  

The Australian studies have provided high-quality qualitative and quantitative information on the implementation of health promotion in sport clubs that have given insight into the main facilitators and barriers encountered. Key facilitators included: alignment with the organisational values and focus areas of the sport association; integration of the program into existing programs; building cooperative working relationships; developing sound, practical policy; using phased in implementation with clear expectations, realistic evaluations and sound support. Main barriers included a lack of guidance and structure; a limited formal uptake of policies; logistic difficulties; the need for more training or advice; and the need for sample policies. 

The Finnish studies provided a good starting point for the main focus areas for health promotion at sports clubs and identified the need for more standard health policies and guidance of coaches. Health promotion criteria were used to evaluate the clubs, however, because the studies were all quantitative, they provided little insight into the main barriers and facilitators for implementation. 
The literature review provided insufficient information to develop criteria for healthy tennis clubs (first objective).  
Chapter 3. Aim and Objectives and Epistemological Approach

3.1 Research question

In view of the lack of qualitative information on what problems Dutch sports clubs experienced when trying to develop health promoting initiatives, and the paucity of information on health promotion at tennis clubs in the international literature, the need for a study on health promotion in Dutch tennis clubs was demonstrated. The overall research question is: what are the factors that facilitate or hinder health promotion in Dutch tennis clubs?   
3.2 Aim and objectives of the study

The aim of the study is to explore the factors that facilitate or hinder the introduction and/or development of health-promoting measures at tennis clubs in the Netherlands in order to increase the number of ‘healthy tennis clubs’.

There are four specific objectives of the study. The first one is to review the literature on, and develop criteria for, the health-promoting tennis club. The second objective is to identify the steps that tennis clubs have taken to create health-promoting environments and to explore the factors that have hindered or helped them to implement health-promoting measures through qualitative interviews with board members of Dutch tennis clubs. The third objective is to identify possible interventions which would help tennis clubs to take on a health promotion role through qualitative interviews with board members of Dutch tennis clubs. The fourth and final objective is to make recommendations to the KNLTB for targeted interventions which, if implemented, will enable tennis clubs to take on a health promoting role.

3.3 Epistemological approach

The epistemological framework used in this study is an interpretative approach. An interpretative approach aims to understand human behaviour instead of understanding people and society itself (Green and Thorogood, 2009). The aim is to understand the participants’ interpretation of health and health promotion at a tennis club and to explore their interpretation of why they have or have not introduced any health promoting measures in a variety of areas. This will identify the critical issues and the real meaning behind the general themes of the interviews (Orlikowski and Baroudi, 1991).
3.4 Positionality 

In this study my role is that of student and researcher and not that of federation doctor. However, the fact that I am federation doctor could make the respondents want to appear ‘health conscious’, in an attempt to please me or the federation. This might in turn result in an exaggeration of the steps they have been taken to implement health promoting measures. I plan to minimise this potential bias by having a neutral, non-judgmental approach and by bracketing these areas of potential bias (Ahern, 1999).  
Chapter 4. Methodology and Methods

4.1 Study setting

The KNLTB is the governing body of tennis in the Netherlands and was founded on June 5th, 1899. The KNLTB employs 150 people and has an annual budget of 18 million euro, the majority of which comes from club membership fees (KNLTB, 2010). In addition to the headquarters in Amersfoort, the KNLTB has five regional offices (Central, North-East, North-West, South and South-West), which provide services to the district boards and clubs in their region. 
The KNLTB has 1,732 associated clubs, more than 2,850 certified tennis coaches with a valid licence and nearly 700,000 members, affiliated through their own clubs (KNLTB, 2010). Most clubs have between 100 and 900 members, with a minority of clubs having less than 100 (14% of all clubs) or more than 900 members (9%). The membership has an equal gender distribution, 24% are juniors (18 years or under) and 31% are aged 51 years or older. 

4.2 Research design

The research design is a qualitative, exploratory approach, using semi-structured interviews in order to gain rich, in-depth data and acquire a better understanding of the views and experiences of the respondents (Green and Thorogood, 2009). An interview guide was used, with the topics and issues to be covered decided in advance (Patton, 2002). The target population was board members of Dutch tennis clubs.

It was decided to use semi-structured interviews, because these can elucidate detailed information on a number of selected issues, and record the thoughts and ideas of the interviewees. After the initial questions, using the interview guide, the researcher can ask further questions and obtain in-depth information on all the areas that need to be explored (Britten, 1995). 
Structured interviews or postal, e-mail or web-based questionnaires with mostly fixed choice questions provide less opportunity for deeper exploration of issues that require further clarification (McMahon, 2003). Focus groups could offer several perspectives on the same topic, but the researcher has less control over the data produced than in one-to-one interviewing (Gibbs, 1997). 

Interviews

The interviews explored what steps the club had taken, if any, to create a health promoting environment, and what the respondents perceived to be the barriers and facilitators. The interview guide was based on the findings of the literature review and the objectives of the study and contained the following items:  

· health promoting policies

· environmental health and safety,

· health education, 

· personal skills, 

· provision of health services, and 

· an exploration of recommended interventions

The complete interview guide is included in Appendix 3.  

Thematic content analysis 

Thematic content analysis was chosen as the major method for data analysis, but some aspects of grounded theory (open, axial and selective coding) were used as well (Green and Thorogood, 2009). Thematic content analysis is a descriptive presentation of qualitative data, whereby the common themes are grouped and distilled from the transcripts, resulting in an expression of the key issues of the respondents’ accounts (Green and Thorogood, 2009). This type of analysis helps to identify typical responses and/or important issues of the participants. The grounded theory approach is conducive to developing theory from the data and allows for a two-layered analysis, whereby both inductive and deductive research methods are used (Green and Thorogood, 2009). The chosen theoretical approach allows presentation of the data in a stage of change framework (pre-contemplation, contemplation, motivation, action, consolidation) (Norcross, Krebs and Prochaska, 2011).   

Validity and reliability

Reliability refers to the trustworthiness of the measurements and validity refers to the strength of the conclusions and inferences (Golafshani, 2003). The strategy applied in this thesis to ensure high reliability and validity was to follow a systematic approach in both the data collection process and the data analysis in order to ensure scientific rigour (Kuper, Lingard and Levinson, 2008). This systematic approach included transparency on the procedures used, comparison of the data extraction and analysis with the help of a second researcher and reflexivity of the influence of the researcher on the scientific process. Details of the procedures are described below. 

4.3 Procedures

Ethical approval

The Human Research Committee (CMO) of the Radboud University Nijmegen had confirmed in writing on June 10th 2010 that local ethical approval was not required (Appendix 4). Ethical approval was obtained from the University of Liverpool Committee on Research Ethics on September 6th 2010. 

Piloting

The interviews were piloted twice on board members of two local tennis clubs. This gave the researcher the opportunity to get comfortable with the interview process and the recording equipment. It was identified that a few minor changes were required in terms of the interview technique. In particular, the pilot study demonstrated that the researcher should be careful not to ask any leading questions, thereby providing too much information and steering the interview. Instead, the questions should be open, and more time should be allowed for the respondents to give their responses. At the end of the interview a question was added, asking the respondents whether there was anything else which they expected to be discussed or wanted to say. With the exception of this one additional question, the interview guide itself was kept the same.     

Sampling

A maximum variation, purposive sampling strategy was used to identify and recruit ten articulate, reflective and willing board members from Dutch tennis clubs (Coyne, 1997). At least two respondents were selected from a small (<300 members), a medium-size (300-900 members), and a large tennis club (>900 members), and a tennis club with a fitness centre, ensuring that all five tennis regions of the KNLTB were represented. It was ensured that both male and female participants were included. The exclusion criterion was respondents who had no interest in health. The club tennis coordinators from the five KNLTB regions pre-selected potential participants. The researcher made the final selection of suitable candidates.  

Description of the sample

In Table 4.1 a description of the sample is presented, including their code numbers, gender and role within their club, the size of their clubs (as defined under ‘sampling’) and the KNLTB-region they came from.  
Table 4.1 Description of the sample 

	Interview number  
	Participant code
	Gender 
	Role in the club
	Club size
	Region

	1
	1

2
	Female

Male
	Club coordinator

Secretary
	Large
	Central

	2
	3
	Male 
	Chairperson
	Medium-size
	South-West

	3
	4
	Male
	Chairperson
	Medium-size
	North-West

	4
	5
	Female
	Secretary
	Large
	South

	5
	6

7
	Female

Male
	Board member, other

Chairperson
	Large
	North-West

	6
	8

9
	Male

Female
	Chairperson

Secretary 
	Large
	Central

	7
	10

11
	Male

Male
	Secretary

Coach
	Medium-Size
	South-West

	8
	12
	Female
	Chairperson
	Small
	North-East

	9
	13

14
	Male

Female 
	Coach

Board member, other
	Large

Large
	Central

	10
	15

16
	Male

Male
	Coach

Secretary
	Small

Fitness facilities
	Central


Ethical considerations
The researcher sent the participants a formal e-mail, explaining the purpose and protocols of the study, and invited them to participate. A participation information sheet and consent form (Appendix 5) were attached to this e-mail. All information was written in Dutch. This initial contact was followed a week later by a telephone call. If they agreed to participate, a time and date were set. Before the start of the interviews, the researcher explained the purpose of the interviews and aim of the study, emphasising that participation was voluntary and that respondents could withdraw at any time. The researcher asked for permission to record the interviews and explained that the names and places in the interviews would be replaced by codes, in order to protect the participant’s identity and ensure confidentiality, after which the participants signed for consent.     

Data collection 
The researcher conducted the interviews at the participants’ tennis clubs. Half the interviews were one-on-one, but on three occasions the respondents asked if they could bring another person to fill in gaps of knowledge, which was granted. On two occasions the researcher asked the interviewee to bring a coach. The interviews were recorded with a digital voice recorder and were held at a quiet spot in the canteen or the terrace. The aforementioned interview schedule was used as a guide. In addition, a small checklist was used to provide an overview of the facilities and the role of the respondents (Appendix 6). The interview duration varied between 40 and 60 minutes. In addition to describing salient points during the interview, the researcher also made notes on personal feelings and non-verbal communication. At the end of the interview the respondents were given a copy of the book “Ace of brace” in recognition of their participation in the project. 
Selection of a research assistant 

A research assistant, a certified psychological assistant with experience in qualitative research, was chosen to support the transcription of the interviews and to validate the coding of the meaning units and extraction of the themes.   

Data management and analysis 

The recorded interviews were downloaded onto a computer. The first two pilot interviews were transcribed, anonymised and translated by the researcher. Anonymisation was performed by replacing names of persons, clubs and locations with codes. The following ten interviews were transcribed by the research assistant. She prepared a verbatim transcript, which was checked by the researcher. Line numbering was added to the final anonymised transcript. The researcher translated the verbatim transcripts into English. To ensure confidentiality, the digital voice recorder, files and notes were kept in a locked drawer. There was electronic transfer of data by UoL e-mail and blackboard between the computer of the researcher and dissertation advisor. Both computers and blackboard were password protected.

The data were analysed using thematic content analysis and some aspects of the grounded theory approach (Green and Thorogood, 2009). This analysis was done manually, using the computer software Microsoft word. The first step was to place the interviews into separate tables and divide the complete interview text up into meaning units, condensed meaning units and codes (open coding) (Graneheim and Lundman, 2004). The researcher and research assistant coded the first three interviews separately and then compared notes and discussed the outcome, in order to enhance the validity of the coding (Barbour, 2001). This process was repeated for the next three interviews. There was good agreement between the coding of the researcher and the research assistant, and therefore the coding of the remaining interviews was completed by the research assistant and checked by the researcher.  

During the second step of the analysis the codes were sorted and grouped into meaningful categories, that could be identified as threads throughout these codes (axial coding, Appendix 7) (Graneheim and Lundman, 2004). Codes with a commonality were grouped together into categories using cut and paste and large categories were divided into subcategories (Boeije, 2005). The third step was to find the patterns that linked the underlying meaning of the categories together in themes. Flow sheets were used to visualise the process (for examples, see Appendices 8 and 9). This resulted in some restructuring and regrouping of the codes and subthemes (selective coding) (Boeije, 2005). A table was created that contained the themes, subthemes and codes, the theme codebook (Table 4.2).  

The themes from the codebook are a mixture of pre-established categories and categories that were derived from the data themselves, i.e. a mixture of a priori and a posteriori (Wellington, 2000). 

Table 4.2. The theme codebook

	Theme
	Subtheme
	Code

	1. Healthy catering 
	1.1. Support of club management
	1.1.1. Pro-active board (+)

	
	
	1.1.2. Negative image of healthy food (-)

	
	
	1.1.3. Parents in junior committees (+)

	
	
	

	
	1.2. Kitchen-related problems
	1.2.1. Short-shelf life of healthy foods (-)

	
	
	1.2.2. Lack of kitchen skills volunteers (-)

	
	
	1.2.3. Additional kitchen equipment required (-)

	
	
	

	
	1.3. Legislation and policies
	1.3.1. HACCP (+ and -)

	
	
	1.3.2. Alcohol regulations (+)

	
	
	1.3.3. Anti-smoking law (+)

	
	
	

	
	
	

	2. Injury prevention and health services
	2.1. Support of club management
	2.1.1. Not a board responsibility (-)

	
	
	2.1.2. Retain membership (+)

	
	
	

	
	2.2. Coach education
	2.2.1. Lack of knowledge coaches (-)

	
	
	2.2.2. Warm up and preventative training (+)

	
	
	

	
	
	

	3. Social health
Includes fair play, sexual harassment, child protection, and participation of the disadvantaged 
	3.1. Support of club management
	3.1.1. Norms and values (+)

	
	
	3.1.2. Desire to have a good reputation (+)

	
	
	

	
	3.2. Central and local support
	3.2.1. Lack of policies (-)

	
	
	3.2.2. Lack of education and materials (-)

	
	
	

	
	3.3. Infrastructure and materials
	3.3.1 Authorised officer (+)

	
	
	3.3.2. Materials and equipment (+)

	
	
	

	
	
	

	4. Safety around the club
	4.1. Support of club management
	4.1.1. Ownership acknowledged (+)

	
	
	4.1.2. Club policies in place (+)

	
	
	

	
	4.2. Central and local support
	4.2.1 Fragmented access to information (-)

	
	
	4.2.2. Community action (+)

	
	
	4.2.3. Regional club meetings (+)

	
	
	

	
	4.3. Legislation and policies
	4.3.1. Legislation (+)

	
	
	4.3.2. KNLTB regulations (+)

	
	
	

	
	4.4. Infrastructure and materials
	4.4.1. Appointed officer (+) 

	
	
	4.4.2. AED and first aid kit (+)

	
	
	


(+) indicates a facilitating factor; (-) indicates a barrier
The final step was that a matrix was created based on the stages of change model, and regrouping of the codes and subthemes took place again, in order to incorporate them into this model (for an example, see Appendix 10). This resulted in a second level analysis, whereby the possible interventions were identified (Table 5.1).     

During the data analysis an audit trail was created, and the major steps taken during the analytic process were documented (McBrien, 2008). Copies of all sketches, flow sheets, flip charts and coding schemes were saved.  

Chapter 5. Findings
In this chapter the major themes that have emerged from a two-layered analysis of the data are presented, using thematic content analysis and some elements of the grounded theory approach. During this analysis, the steps that clubs had taken to create health-promoting environments were identified and the factors that had either hindered or helped them to implement health-promoting measures were elucidated.
The four themes that emerged from the first-level analysis were: healthy nutrition, injury prevention and health services, social health, and safety around the club. These four themes represent the major areas that clubs have associated with health-promotion (Table 4.2). The subthemes and codes identified constitute the key facilitators and barriers for tennis clubs with regard to the implementation of health-promoting measures (second objective).
5.1 Healthy catering
The subthemes of healthy were the support of club management, various kitchen-related problems, and national legislation and local policies. 
The main steps taken by the clubs included the provision of complete meals and fresh foods instead of unhealthy snacks and beverages (mostly during competitions and tournaments), the prohibition of smoking indoors, and enforcement of national alcohol regulations.  

Support of club management 

Clubs whose board members felt that it was essential to be able to provide healthy food generally had a wider selection of fresh and healthy foods than clubs with little or no board support. Parents were often seen as strong advocates of healthy food and exercised their influence through the junior committees. 
"I have three children myself and I really hate it when candy is immediately brought out. ….. What I want at our club is that you can not only play tennis, but that you can get a good meal as well. Not quality food, just healthy.” (Participant (P) 3) 

“You will reach every club for healthy foods through the junior committee. I am absolutely convinced of that. The parents of the juniors are of course the basis.” (P4)
Kitchen-related problems

Problems arising in the kitchen were cited as important barriers to providing healthy food at tennis clubs. These included the short shelf-life of fresh foods, and the additional kitchen equipment, knowledge and skills required to prepare healthy meals instead of simple snacks. 

“It is of course never wrong to have healthy foods, but I do not want to have stuff in the kitchen that I have to throw away.” (P4)
“You have to be able to find the stuff. You have to be adept with the prices, with serving, with cleaning up, with filling up the refrigerator, with settling the bills. You have to do a lot of things at the same time, at a place that you do not visit daily.” (P12)
During competitions and tournaments the short shelf-life of healthy foods was often less of a problem because more people visited the club and they stay on-site longer, resulting in a higher demand. 

Legislation and policies

All clubs have to adhere to the HACCP code (Hazard Analysis Critical Control Points), the drink and catering law, and the anti-smoking law. Board members felt that the strict hygiene codes made it more difficult to prepare and preserve foods, especially when working with volunteers.

“These days you have to meet all sorts of hygiene norms, such as the HACCP-code….. With a bar with volunteers that is of course quite a problem.” (P2)
The Dutch alcohol and anti-smoking laws were supported by all board members, and were a major factor in ensuring the responsible serving of alcohol and maintaining anti-smoking policies. 

“Just normal alcohol policy. You follow the official alcohol policy. Under 16 no alcohol and over 16 to 17 they are allowed to drink a beer now and then.” (P16)
“We only smoke outside. Inside we don’t do it anymore at all. When there was not yet any legislation, we have of course first tried to reduce it, but that does not work.” (P10) 

5.2 Injury prevention and treatment 

This area of injury prevention, management and treatment was largely non-existent in the clubs because of a lack of support from club management and inadequate coach education. 
Few initiatives had been undertaken in this area. None of the clubs had any written policies on the prevention or treatment of tennis injuries or kept a register of tennis injuries. No clubs provided medical services on site (except for basic first aid), and relied on an informal network of members for player referral. Only one club had a formal agreement with a local physiotherapy practice. A small number of clubs provided written material on injury prevention and injury management. 

Support of club management

There was very limited interest amongst the board members on the topic of injury prevention and management, and most were satisfied with providing a basic first aid service. Some board members were unsure as to the meaning of ‘injury prevention’ and this led to a faltering discussion. They felt that this was primarily a responsibility of the coach and had high expectations of the coach’s knowledge and skills. 
“Our coaches have had a KNLTB training, they know they should do a warming up with the people and a cooling down should also be part of it. We require the coaches to do that. I do not do anything about that as a club. That is simply part of giving tennis lessons.” (P4)

“I think he [the tennis coach] should be able to recognize injuries well and without being a doctor, do a good estimate of the injury. Is this cramp, is this a calf muscle strain, is this a twisted ankle, is this a broken bone?” (P12)
However, several board members were aware that injury reduction could have a positive effect on maintaining members. 
Coach education

In some clubs, coaches did try to incorporate injury prevention into the tennis training (e.g. warm up, preventative exercises) and provide extra physical training to prevent injuries. 

“In the past we had an open junior tournament. The participants were asked to come one hour earlier in the morning, and then they did an extensive warming up and they went running and things.” (P9) 


“At my tennis school there was a coach, who did the 55+ group, because he is very good at that. ….He always performs a warming up with these people, every time. …..I can tell you exactly who has done these courses with him, because they are the only ones who do their warm up on court before they start playing tennis.” (P13)

However, in contrast to what the board members thought, the coaches themselves felt that they lacked the knowledge and skills to manage player injuries, and were interested in further training in this area. 

“Yes, we do get questions, but we won’t play doctor ourselves. We will say, go see the physiotherapist or the doctor.” (P15) 

5.3 Social health 

The subthemes identified on the subject of social health included the support of club management, central and local support (from outside the club), and infrastructure and materials. 

Two clubs had produced materials for promoting fair play, and one club had a policy in place for preventing sexual harassment. All clubs had good wheelchair access to the tennis courts, but adequate wheelchair access to the toilets and showers was less common. One club offered tennis training to mentally handicapped players. None of the clubs had any policies or programs that promoted the inclusion of immigrants or the recruitment of members from lower socioeconomic classes. 

Support of club management 

Most board members were supportive of promotion of fair play. Three clubs had already had to deal with issues related to sexual harassment, and had developed policies in order to prevent the problem recurring in the future. Child protection and the participation of the disadvantaged (physically or economically) were not seen as major issues that needed attention.

Central and local support

The clubs who had developed fair play programs felt that having materials on fair play helped them enforce the rules. Local and regional interest in and support for fair play materials was high, and the clubs had contacted the KNLTB for central support.  
 “I wanted to have a project on fair play, that was my idea. How can you ensure that you address the people at once, without patronizing them? So I made nine icons in the form of a sticker. And the moment you do something [wrong] on the court, I can paste a sticker onto your forehead, which clarifies the situation at once, without using words” (P11)


“I think we now have 20 associated clubs, also from other provinces….. Everyone thinks it is fantastic. ” (P14) 

One club felt the KNLTB should have an umbrella policy on sexual harassment for clubs to copy.  

“They [Netherlands Olympic Committee] have a flyer or brochure type thing and we took a few things out of that. And we got information from other clubs. From clubs who have all sorts of things on their website, we have used stuff. And so we gathered everything together… It would of course be handy if they [the KNLTB] would make a standard policy for that. Because now we had to more or less figure it out ourselves.” (P9) 

Infrastructure and materials 

The clubs felt that having a good infrastructure, with an appointed officer, a policy in place and standardized materials (brochures and leaflets) would help to raise awareness and make it easier to enforce the rules. 

5.4 Safety around the club

The theme of safety around the clubs once again identified the need for support from club management, central support, legislation and regulations, and adequate infrastructure. All clubs had at least one first aid kit and all clubs but one had an AED and provided cardiopulmonary resuscitation (CPR) and AED training to staff and members. However, only a few clubs had written safety policies. 

Support of club management

All board members took ownership of safety around the club when it pertained to first aid and acute life-threatening emergencies. 

“I think that as a club you can not defend having no AED. That is simply impossible, that can’t be the case.” (P14) 

“Pure safety. If that would happen to you… You can save someone with it.” (P4)

“And it does not mean to say that you know for sure that you can save someone with an AED, but it is something that is important. Especially for this club, because we have a great number of older members. And the older you get, the greater the risk.” (P9)

Central support

The clubs felt that there was a lack of information available from the KNLTB in relation to purchasing an AED and organizing CPR and AED training was very fragmented. 

“At the time with the AED we have looked for information and from the federation [KNLTB] relatively little information was available.” (P2)

Legislation and regulations

The KNLTB has published regulations with respect to the contents and number first aid kits, the safety and quality of the courts, and the safety and the quality of the facilities (including Legionella prevention). These were seen as strong facilitating factors toward the implementation of appropriate safety measures at the clubs, and all clubs adhered to them.  

“We have the tennis courts regularly examined. Then someone from the KNLTB comes who performs a RAS [regional accommodation specialist] research and produces a report, identifying what needs to be done with the courts.” (P8)

Infrastructure
Several clubs had an appointed official who was responsible for the maintenance of the first aid kit, the AED and/or the park and courts. Having an appointed officer was identified as a facilitating factor for the maintenance of equipment and the organization of refresher training courses. Having a first aid kit and an AED are obviously facilitating factors for the provision of first aid and emergency care.   

“We have someone who is responsible for the park and the courts. That is a board member. He ensures that everything is, so it is of course safe, but that is not stated in his job description. It is almost self-evident, that when a line is loose, that of course immediate action is taken.” (P7)
5.5 Interventions 

The themes that have emerged from the second-level analysis are displayed in a stage of change model (Table 5.1). The action and maintenance phases of this model contain the major interventions that could possibly help tennis clubs to take on a role in health promotion (third objective). 
With respect to healthy catering, potential interventions are changing the product selection in the canteen, purchasing additional kitchen equipment and increasing the knowledge and skills of the volunteers. Interventions in the area of injury prevention are empowering the coaches by providing education and training on injury prevention and injury management, establishing a relationship with a local physiotherapist, having a written policy on injury prevention and safety in place, and having educational materials available. Interventions for promoting social health are providing central guidance through the development of policy templates and guidelines and by appointing authorized officers. Safety around the club can be improved through empowering club management by providing centralized information and a standardized risk management assessment tool and by appointing authorized officers.  

Table 5.1 Stages of change model for the healthy tennis club

	
	Healthy catering
	Injury prevention and health services
	Social health

(fair play, child protection, sexual harassment, participation of the  disadvantaged)
	Safety around the club 

	Pre-contemplation
	
	
	
	

	
	Not tasty (-)
	Few injuries  (-)
	Denial – not a problem (-)
	High costs - low priority (-)

	
	No demand (-)
	Waste of (coaching) time (-)
	
	Unnecessary (-)

	Contemplation
	
	
	
	

	
	Performance enhancing (+)
	Seniors injury-prone (+)
	Issue at junior tournaments (fair play) (+)
	(Near) fatal incidents (+)

	
	Good for you (+)
	Retain membership (+)
	Reported incidents (sexual harassment) (+)
	Many senior members (+)

	Preparation/

Determination
	
	
	
	

	Attitude
	Pro-active board (+)
	Not perceived to be a board responsibility (-)
	Norms and values important  (+)
	Perceived as board responsibility (+)

	
	Negative image of healthy food (-)
	
	
	

	Social influence
	Parents in junior committees (+)
	Physiotherapists and doctors among members (+)
	Desire to have a good reputation (+)
	High publicity for AED and community action (+) 

	
	Legislation on alcohol and  smoking (+)
	High interest (seniors and elite juniors) (+)
	Legal problems  encountered (+)
	KNLTB regulations (tennis courts, first aid kit) (+)

	
	HACCP code (-)
	
	
	Legislation (Legionella,  (ambulance access) (+)

	Lack of own efficacy
	Short-shelf life (-)
	Lack of knowledge (coaches) (-)
	Difficult to discuss or take action (fair play) (-)
	Lack of money (-)

	
	Kitchen skills required (-)
	No injury register (-)
	Lack of policy templates (+)
	Fragmented access to information (-)

	
	Additional kitchen equipment required (-)
	
	
	

	Improving own efficacy
	Education (responsible serving of alcohol, social hygiene) (+)
	More education (coaches) (+)
	Contact with other clubs through foundation (+)
	Regional club meetings (+)

	
	Regulations displayed in canteen (+)
	Working relationship with physiotherapist (+)
	Having posters and banners in place (+)
	Improve access to relevant information (+)


	Action phase
	
	
	
	

	
	Include more healthy foods and beverages in daily assortment (+)
	Have coaches follow educational courses on injury prevention and management (+)
	Develop a club policy (+)
	Purchase AED and first aid kit (+)

	
	Provide a wider selection of healthy foods during competition and tournaments (+) 
	Establish a liaison with a physiotherapist (+)
	Appoint authorised officer (+)
	Provide CPR and AED training and refresher courses (+)

	
	Have volunteer follow a training course on healthy catering (+)
	Develop educational materials (+)
	Develop educational materials  (posters and stickers) (+)
	Appoint authorised officer (+)

	
	Enforce alcohol policy (+)
	Introduce an injury policy (+)
	Improve wheelchair access (courts, club house, toilet, showers) (+)
	Check safety practices using a sport safety audit tool (+)

	
	Prohibit smoking inside (+) 
	
	
	

	Maintenance
	
	
	
	

	
	Club policy on healthy catering in place (+)
	Formal agreement with a physiotherapist in place (+)
	Club policy on social health in place (+)
	Club safety policy  in place (+)

	
	Additional kitchen equipment purchased (+)
	Coach education course on injury prevention and management available (+)
	Authorised officer  appointed (+) 
	Authorised officer appointed (+) 

	
	Information on healthy product selection and required kitchen skills available (+)
	Information on injury prevention and management available on website (+)
	Information on social health available (+)
	Safety audit tool and safety policy templates available (+)

	
	Educational courses for volunteers available (+)
	Injury policy in place (+)
	Policy templates and guidelines available  (+)
	General information available on website (+)


5.6 Summary of key findings and interpretation

Key findings were that the support of club management, the presence of national legislation, regulations and policies, and having a good infrastructure with trained staff/authorized officers with access to the required equipment and materials on-site were facilitators for health promotion. A lack of central support in the form of standard policies, guidelines, materials and programs, the lack of kitchen-related knowledge and skills of volunteers, the lack of knowledge and skills of coaches on injury prevention and management, and the lack of practical, easy to use educational materials and programs were identified as barriers.  
These findings suggest that there is a still a lot of room for improvement with respect to health promotion at Dutch tennis clubs. The KNLTB could empower club management, coaches and volunteers by developing guidelines, policy templates, educational courses and materials in order to support tennis clubs to provide health promotion to their members.
In the next chapter the implications of these findings will be discussed. 

Chapter 6. Discussion

The use of a qualitative approach has helped identify the steps that Dutch tennis clubs have taken to create health-promoting environments and has shown what the main factors are that have helped or hindered them to implement health-promoting measures. This has resulted in valuable information on possible interventions, which, if implemented, would empower tennis clubs and increase their health-promoting capacity. In the first section of this chapter the implications of these findings in relation to the published literature will be discussed. This will be followed by a discussion of the strengths and limitations of this study and the lessons learned. Finally, the public health relevance, conclusions and recommendations will be presented. 
6.1 Implications of the main findings   

Healthy catering

This study showed that even though most board members were in favour of providing healthy foods, the barriers encountered prevented a lot of clubs from consistently providing a large selection of healthy foods. This is comparable to the situation in Australia, where more than half of the canteens at children’s sporting venues were found to sell mostly unhealthy food and beverages to children aged 5 to 17 (Kelly, 2008). A follow up survey of 108 randomly selected sports clubs showed that the foods most frequently sold were water, sports drinks, sweets and soft drinks (Kelly, 2010b). Only 20% of the clubs promoted healthy eating and only 3% of the clubs had a healthy eating policy. The authors concluded that the best strategy to improve the situation was to address the low uptake of healthy eating policies (Kelly, 2010b).    

Using in-depth interviews was a good way to gain more insight in the barriers encountered by Dutch tennis clubs. In contrast to the situation in Australia (low uptake of healthy eating policies), the problems in the Netherlands were mainly found to be related to the kitchen itself (short-shelf-life and lack of knowledge and skills of volunteers). It is therefore unlikely that the provision of healthy eating policy templates only will solve the identified problems. Clubs also need central and local support to improve their capacity to provide healthy foods. 
An initiative has recently been launched to develop and promote the healthy sport canteen (Meijer, 2010), but none of the interviewees were aware of this. The program is based on the education and training of the volunteer and the adaptation of the selection on the menu. This could be a very useful program to help empower club volunteers and enhance the capacity of tennis clubs to promote healthy food. 
The Dutch drink and catering law, and the Dutch anti-smoking law, are key facilitators for the responsible serving of alcohol and smoking reduction in clubs. They have resulted in written policies on the responsible serving of alcohol and a ban on smoking in the canteen in all Dutch tennis clubs. A policy template for responsible serving of alcohol on alcohol is available from the website of NOC*NSF (2010) and could be made available to tennis clubs through the KNLTB website. Further regulations on either alcohol or smoking do not seem to be needed.

Injury prevention

Board members seemed to struggle with the topic of injury prevention. They were not always sure what the topic entailed, did not exactly know what coaches did in this area, and felt it was not really their responsibility. This finding is in agreement with the study commissioned by NOC*NSF of board members, coaches and members of Dutch sports clubs (Janssen, 2001). The authors found that the provision of injury prevention strategies and health care were not a high priority for administrators, and that few clubs had written policies or procedures on this subject. In contrast, it was rated as an important issue by the coaches. The authors recommended that communication between administrators and coaches should be improved and that sport associations, and health care providers, should cooperate to support sports clubs in the development of health education, injury prevention and injury management. 
To get a better indication of the need for, and barriers to, providing injury prevention and health care services, the sampling strategy was modified to ensure that coaches were also included in the last few interviews. The tennis coaches felt that they lacked the knowledge and skills to manage player injuries and indicated that they would like more training in this area. To gain more detailed information on this topic, further in-depth interviews with a wider selection of coaches would be needed.   
The need to educate club coaches on injury prevention and injury management has also been recognised in other sports (Carter, 2008; Otago and Brown, 2003). In order to be successful, any injury prevention program needs to include coaches as part of the injury prevention team from the start of the program (Chalmers, Simpson and Depree, 2004).  
Finch and Donaldson (2010) have developed a matrix that takes the community sport club setting into account and includes coach delivered, exercise training interventions. The authors stated that in order to be able to implement the program, coaches needed to receive formal training on the performance benefits of injury prevention and to be instructed on how to deliver an injury prevention program. They indicated that the highest level of compliance could be achieved if the coaches built the program into their regular training sessions and if national sporting associations offered formal training opportunities to coaches.    

This model appears to be applicable to Dutch tennis clubs but further research, utilizing focus groups, would be needed to assess the feasibility of this program and any additional components that might be needed for implementation in the Netherlands.  
Safety practices around the club

All board members took responsibility for safety measures around the club, but this was mainly focused on the first aid kit and the AED, and on adhering to the KNLTB regulations with respect to the facilities and courts. The other aspects of safety at the club, such as a comprehensive emergency plan, were often neglected and most clubs lacked guidance in this area.  
In Australia, a reliable and valid sports safety audit tool has been developed to audit safety practices at community sports clubs (Donaldson, 2003). An audit of 163 community sports clubs (rugby, netball and soccer) showed that the implementation of safety policies was low, especially during practice (Donaldson, 2004). Based on these results, a risk management training module was developed, consisting of three 2-hour training sessions, using problem-centred learning strategies. The aim was to develop a sustainable, club-specific sports safety manual (Abbott, 2008). In a high-quality randomised controlled trial it was shown that clubs using the risk management training modules achieved a significantly higher safety score (policy and infrastructure) when compared with control clubs. 
This would be a useful program to implement at Dutch tennis clubs, provided that the sports audit safety tool and risk management training module could be modified to fit the situation in the Netherlands. 
Social health 

There is great support for fair play in tennis and some educational material has been developed by clubs. Awareness of the need to improve child protection and to prevent sexual harassment was much lower, although two clubs indicated the need for policy templates. This could have been partly related to the sensitive nature of the topic and the interview format. Despite the confidential nature of the interviews, the board members knew that they had been appointed by the club coordinators, and might have felt inhibited to reveal information that could put their organization in a bad light or put them in a vulnerable position. 
The fact that there is extensive information on child protection and sexual harassment available on the websites of both the International Tennis Federation (ITF) and the Lawn Tennis Association (LTA, UK), does show that there is a potential need for information on these topics (ITF, 2010; LTA, 2010).
6.2 Strength and limitations of the study and lessons learned

Research design 

One of the main strengths of the study was the use of semi-structured interviews, which allowed additional questions to be asked based on the answers of the participants. This in turn resulted in a deeper exploration of the participant’s understanding (Green and Thorogood, 2009). By comparison to a simple survey, the interview format enabled the researcher to extract additional and more diverse information regarding a number of areas of health promotion. 
A limitation of the study was that only a small number of participants could be interviewed (the selected board members) and, in some cases, the interviewee had limited knowledge of the topic under discussion (e.g. injury prevention). However, due to the flexibility of the qualitative research design, with analysis taking place during the data collection process, it was possible to modify the sampling strategy and include several coaches in the interviews. Conducting interviews on a greater number and variety of tennis clubs, and the inclusion of club members as well as board members and tennis coaches in the interviews, might have led to a different result. 
Because of the sensitive nature of the topics of child protection and sexual harassment, the accuracy of the data could have been increased by using a mixed-method approach with private and anonymous data collection (e.g. written survey or audio computer-assisted self-interviewing). This has been shown to improve the reporting of sensitive organizational information (Jehn and Jonsen, 2010). 

Positionality

My position as federation doctor, employed by the KNLTB, may have created some bias towards the research findings. Most board members were aware of my function at the tennis federation. By providing an explanation of my role as a researcher, and details of the epistemological approach, any concerns of board members that they were being ‘evaluated’ by the governing body appeared to be resolved. Also, being conscious of the fact that my position was that of a researcher and not that of federation doctor helped me to bracket my own assumptions and listen more carefully to what the board members had to say (Ahern, 1999). 
Choosing an open, interested and non-judgmental approach proved to be a good way to conduct the interviews in a participant-friendly manner, although I did not completely succeed in avoiding leading questions or remaining neutral in my responses (Adams, 2010). I noticed that I became more enthusiastic during interviews with very pro-active board members, and was more reserved with the board members who considered the topic of health promotion as less important. By complimenting participants on the aspects that I thought were particularly useful, and by probing for more information when there was less enthusiasm, I may have unintentionally steered the interviewee.   
Rigour 

Several methods were used to improve the rigour of the analysis. Firstly, purposive sampling was used in order to reflect the diversity of the board members and the tennis clubs (Barbour, 2001). Secondly, a systematic approach was followed throughout the research process and in order to improve transparency, every procedure was clearly described and each step was documented (Green and Thorogood, 2009). All interviews were recorded, transcribed into Dutch and translated into English. The interviews were all numbered and coded, and the development of the coding scheme and the stage of change model were described. Thirdly, in order to maximize validity, evidence in the form of quotes was provided from the data to support the interpretations (Green and Thorogood, 2009). Deviant cases and disconfirming data were also analysed. Fourthly, in order to maximise reliability, a comprehensive analysis of the complete data set was performed, and cross-checking of the coding strategies and interpretation of the data was performed by a second analyst (Barbour, 2001). Fifthly, data were compared between and within cases and compared to studies from the literature. Finally, the role of the researcher was taken into account and the researcher’s positionality was described.    

Lessons learned

Conducting a qualitative research project with board members of Dutch tennis clubs proved to be a very positive and enriching experience. The knowledge base in the clubs is extensive and both the clubs and the KNLTB could profit enormously if that knowledge and information would be shared. It was new for me to conduct qualitative research, and it took a while to develop a good interview technique and to ask sufficiently open questions. 

Thematic content analysis was the appropriate method of data analysis and enabled some elements of grounded theory to be added during the analysis stage. This proved to be a very creative process and it was extremely helpful to have a research assistant to promote the idea of thinking ‘outside the box’. The research assistant was not involved in tennis, and had an impartial view that identified different codes and themes. This led to very positive discussions and resulted in my construction of the stages of change model.

An important turning point came during the analysis stage when I looked at all the data, written out on several sheets of paper, spread out all over the floor. I just did not know how to proceed. Then I realised that I was trying to fit the data around the assumptions that I had made about health promotion at tennis clubs over a period of 20 years. From that moment on I was able to put into words what the data were telling me, let go of my preconceived ideas and compose the final themes and explanatory model.       

6.3 Public health relevance, recommendations and conclusion 

Changing the tennis club into a healthy environment can have a positive influence on the lifestyle and health of tennis players of all ages. However, the fact that tennis players are more likely to be from the higher socio-economic groups (Breedveld, 2003) will limit the effect that can be achieved on the Dutch population as a whole. 
Healthy foods

Obesity is a growing public health concern throughout the Western world. In the Netherlands, prevalence rates for overweight and obesity in males (females) have increased from 37% (30%) and 4% (6%) in 1981, to 51% (42%) and 10% (12%) in 2004 (Schokker, 2006). Effective prevention strategies to combat obesity need to include regular physical activity and healthy nutrition (Health Council, 2003). It has been shown clearly by Kelly (2008) that the prevalence of unhealthy foods in sport canteens is high, resulting in the wrong message being sent about healthy food choices.  Because of the large number of people who are involved in organised sports in the Netherlands (5 million), even small positive changes could exert a large effect on the population (NOC*NSF, 2009). It is therefore important that the sport setting is fully utilised in campaigns to promote healthy eating.   
Smoking reduction

Even though the prevalence of smoking among athletes is lower than in the general population by a ratio of 1:7, it is still important to reduce these numbers even further (Alaranta, 2006). Smoking is a strong predictor of morbidity (Ford, Spallek, and Dobson, 2008), and childhood smokers have a particularly high risk of developing smoking-related diseases (Patel, 2004). Making every sport environment a non-smoking area will decrease the chances of people start smoking, and this is especially relevant to children (Jarvis, 2004). 

Alcohol reduction 

It has been shown that in many sports, especially male team sports, binge drinking is common (Dietze and Fitzgerald, 2008; Duff and Munroe, 2007). Alcohol consumption has been associated with cancer, diseases of the digestive tract, cardiovascular disease (positive and negative), accidents and violence (Corrao, 2004). Reducing the overall alcohol intake and observing responsible serving of alcohol at sports clubs, will reduce the negative consequences of high alcohol use and contribute to public health.  

Injury prevention and safety 

The annual tennis injury rate in the Netherlands is 1.9 injuries per 1000 hours of play, resulting in an estimated 150,000 injuries per year (Consumer Safety Organisation, 2007). Injuries requiring medical treatment are an estimated 55,000, of which 3,800 injuries require treatment at the Hospital Emergency Departments and 230 result in hospitalization (ibid). Reduction in the number of injuries will have a positive effect on the health of a large number of people. 

Social health 

Although sport is generally associated with positive behaviour and good social relations, this is not always the case. Sports can involve anti-social behaviours, foul play, sexual harassment, child abuse, discrimination and bullying (Fasting, Brackenridge and Sundgot-Borgen, 2003). Having policies in place that promote behaviour and that increase participation of the disadvantaged will help to make sport a safe, welcoming environment and increase the welfare of the participants.  

Transferability  

The board members of these tennis clubs were purposefully chosen because they were willing and had some experience with health promotion. That means that they were all past the stage of pre-contemplation in one or more areas of health promotion. This limits the transferability of the findings to other clubs with different infrastructure or that might be in a different stage of evolution. However, important issues were identified which could help both the KNLTB and individual tennis clubs to help develop and promote healthy tennis clubs.  

Recommendations
Based on the finding of this study, and published literature on healthy sports clubs, the following recommendations can be made. These, in conjunction with further research and targeted interventions by the KNLTB, could enable Dutch tennis clubs take on a role in health promotion:  

1. Health promotion intervention programs should not be stand alone programs, but should be integrated into other programs that are offered to and by the clubs. 

2. Promotion of healthy eating should be integrated into the Tenniskids and the Tennis.nonstop modules and should include practical information on a healthy assortment of food choices (with a relatively good shelf-life) and practical tips to empower the volunteers. 
3. Injury prevention and the management of minor and soft tissue injuries should be included in the A-, B-, and C-coach education courses. The emphasis should be on practical skills that can be used on court. 

4. Qualitative, participatory research using focus groups with tennis coaches should be conducted during the development phase of these training tools (Gibbs, 1997).  

5. Promotional materials and information on the health benefits of tennis and on all aspects of social health should be an integral part of all KNLTB membership recruitment programs.  

6. A website should be developed on which information on all aspects of health promotion can be found easily. This should include health policy templates for all the relevant areas.   
7. A set of standards should be developed to identify clubs that have health promoting programs, and clubs that meet the minimum criteria should be able to obtain certification as a ‘healthy tennis club’. 

Conclusions 

The literature review provided valuable information on the steps that sports clubs and other sporting organisations in the Netherlands and around the world have taken to create health-promoting environments and gave insight into the most relevant criteria for a health promoting sports club. The semi-structured interviews with board members provided in-depth information on the main factors that helped or hindered Dutch tennis clubs to implement health-promoting measures. The main facilitators were having a pro-active board, having a good infrastructure and having appropriate guidelines and health policies in place. The lack of central support, insufficient knowledge and skills, and the lack of educational materials and appropriate programs were perceived to be the main barriers.  

The analysis of the findings has provided detailed information on the possible interventions that could be useful for tennis clubs wishing to promote a healthy environment. These include changing the product selection in the canteen, increasing the knowledge and skills of coaches and volunteers, having health policies in place, having suitable educational materials and equipment available, and appointing authorized officers.   

This has resulted in recommendations to the KNLTB for targeted interventions. Health promotion should form an integral part of current and future KNLTB programs. Healthy eating could be integrated with Tenniskids and Tennis.nonstop, injury prevention and injury management should be included in all coach education programs, and social health policies (with information on health benefits of tennis) should be included in membership recruitment programs. All information and materials should be easily accessible through the KNLTB website and minimum criteria should be developed for the health promoting tennis club.
Implementation of these recommendations will assist tennis clubs in the Netherlands to introduce sustainable health promotion programs and should result in a steady increase in the number of healthy tennis clubs.   
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Appendix 1. Outline proposal 

Factors that facilitate or hinder the development of ‘healthy tennis clubs’ in the Netherlands: a qualitative study


Introduction and background 
The slow rate of improvement in health and longevity of the Dutch population over the past 10 to 15 years does not compare favourably with other European countries (Wilk, Achterberg and Kramers, 2001) and an unhealthy lifestyle seems to be the most important contributing factor (van Oers, 2002). A significant proportion (43%) of annual mortality in the Netherlands is related to behaviour: smoking (15% of total mortality), obesity (6%), high blood pressure (6%), lack of physical activity (6%), and a diet low in fruit and vegetables (5%) and high in saturated fats (5%) (van Oers, 2002). There is therefore a need for initiatives to promote a healthy lifestyle and, in this regard, a settings based approach is generally more effective than targeting the individual (Whitelaw, 2001). Sport clubs have long been recognized as an ideal vehicle to foster and promote a healthy and active lifestyle because of their ability to reach different sections of the community (Crisp and Swerissen, 2003). The Royal Netherlands Lawn Tennis Association (KNLTB) has 1,740 associated tennis clubs, and over 700,000 registered members, and is the second largest sports federation in the Netherlands. Creating ‘healthy tennis clubs’ therefore has the potential to positively influence a large proportion of the Dutch population. 


Literature review
Sports participants do not necessarily engage in healthy behaviour, apart from physical activity. Although there is not a lot of research in this area, evidence from Australia suggests that they are more likely to consume too much alcohol, use inadequate sun protection and are just as likely to eat inadequate amounts of fruit and vegetables as the general population (Holman, 1997). Therefore, structural changes at sports clubs are needed to create healthy environments. In Finland, criteria have been developed for the health promoting sports club (Kokko, 2008), and about a quarter of the clubs have been certified (Kokko, Kannas and Vilberg, 2009). However, one third of the clubs appear to have no interest in health promotion, showing that there is still a lot of potential for improvement.  In Australia, health agencies have supported sports associations who promote a healthy environment and encouraged them to develop health-promoting policies (Dobbinson, Hayman and Livingston, 2006). Although implementation at clubs varied widely (28-100%), it showed that policy development is possible when well-supported and appropriate for the specific sport. Finch and Hennessy (2000) explored the barriers to improving safety measures at sports clubs and found that these included lack of funds, the attitude of the media towards sports injuries and the role of the owner of the sports facility. Crisp and Swerissen (2003) investigated what the key processes were to implement structural health promotion changes at sports clubs. They concluded that a programmatic approach with clear expectations, realistic time frames, good support, emphasis on practical applications, and realistic evaluation of outcomes were critical. Eime, Payne and Harvey (2008) explored the barriers to, and facilitators for, creating a healthy and welcoming environment at sports clubs and identified several key factors. Understanding the benefits of creating a healthy and welcoming environment, a proactive club, and encouragement by using incentives were facilitators, whereas lack of guidance and structure, limited formal uptake of policies, and logistical difficulties were barriers. In the Netherlands, the concept of the ‘healthy sports club’ (“De gezonde sportvereniging”) was first introduced by the Netherlands Olympic Committee and Sports Federation in 2003 (NOC*NSF, 2003) , but apart from a few local initiatives, it never gained much popularity (Baan and Jepkema, 2006). When central funding was finally halted in 2008, the ‘healthy sports club’ - including the ‘healthy tennis club’ - ceased to exist. This study will help fill the gap in knowledge that is needed to reinstate and promote the ‘healthy tennis club’. 

Research question
What are the factors that facilitate or hinder health promotion in Dutch tennis clubs?   
Study aim and objectives 
Aim: To explore the factors that facilitate or prevent the introduction and/or development of health-promoting measures at tennis clubs in the Netherlands in order to increase the number of ‘healthy tennis clubs’.

Objectives: 
1. To review the literature on, and develop criteria for, the health-promoting tennis club; 
2. To identify the steps that tennis clubs have taken to create health-promoting environments and to explore the factors that have hindered or helped them to implement health-promoting measures through qualitative interviews with board members of Dutch tennis clubs; 
3. To identify possible interventions which would help tennis clubs to take on a health promotion role through qualitative interviews with board members of Dutch tennis clubs;
4. To make recommendations to the KNLTB for targeted interventions which, if implemented, would enable tennis clubs to take on a health promoting role.

Methods
Research design: This is a qualitative study with an exploratory design (Green and Thorogood, 2004). Qualitative interviewing will be used with an interview guide approach, whereby the topics and issues to be covered have been decided in advance (Patton, 2002). The aim of the semi-structured interviews is to gain rich, in-depth data. My epistemological approach is interpretative, whereby I search for the critical issues and the real meaning behind the general themes of the interviews (Orlikowski and  Baroudi, 1991). Positionality: my role in this study is that of student and researcher and not that of federation doctor. However, the fact that I am federation doctor could make the respondents want to look ‘health conscious’, and I would like it if they were. This might bias them towards exaggerating the steps they have taken to implement health promotion measures, and I may see more than there really is. I plan to minimise this potential bias by having a neutral, non-judgmental approach and by bracketing these areas of potential bias (Ahern, 1999).  
Sampling: A maximum variation, purposive sampling strategy will be used to identify and recruit 10 articulate, reflective and willing board members from Dutch tennis clubs (Coyne, 1997). At least two respondents will be selected from a small tennis club (<300 members), a medium-size tennis club (300-1000 members), a large tennis club (>1000 members), and a tennis club with a fitness centre, ensuring that all five tennis regions (North, South, North-West, South-West, Middle) will be represented. At least one respondent will be female and one male.  The exclusion criterion is respondents who have no interest in health. The club tennis coordinators from the 5 different KNLTB regions will pre-select potential participants. I will make the final selection of suitable candidates and send them a formal e-mail explaining the purpose and protocols of the study. A ‘participant information sheet’ will be attached and I will invite them to participate. This initial contact will be followed a week later by a telephone call. If they agree to participate, a time and date will be set.
Data collection and setting: Interviews of 40 to 60 minutes duration will be held at the participants’ tennis clubs. The interview guide will be piloted with two board members of a local tennis club. The interviews will explore what steps the club has taken, if any, to create a health promoting environment, and what the respondents perceive to be the barriers and facilitators. Areas to be covered are health promoting policies, environmental health and safety, health education, personal skills, provision of health services and recommended interventions. The interviews will be recorded (with the permission of the participants), anonymised, and transcribed. Confidentiality of the interviews will be preserved, and the recordings will be destroyed at the end of the study. 
Data analysis: The data will be analysed using thematic content analysis (Green and Thorogood, 2004). The data will be coded and themes identified from the data will be grouped together. Key themes and patterns will be searched for and interpreted with the aim of identifying the critical issues behind the general themes. 
Ethical approval: Ethical approval will be requested from the University of Liverpool. The Human Research Committee (CMO) of the Radboud University Nijmegen has confirmed in writing that local ethical approval is not required. Written informed consent will be sought from respondents in accordance with the Helsinki Declaration (World Medical Association, 2008). The consent forms will be in Dutch; I will translate the forms into English for the ethics committee of the University of Liverpool. 

Research outcomes 
 The outcome recommendations of this study will provide a frame of reference for the health- promoting tennis club that could be used for KNLTB-certification. In addition, the study will identify what the barriers and facilitating factors are for tennis clubs wishing to introduce health-promoting measures and create a health-promoting environment. Finally, recommendations will be made to the KNLTB for targeted interventions related to policy development, safety, health education, training and health services which could encourage and empower tennis clubs to take on a health promotion role. 


Costs: Travel expenses: 500 euro; photocopying and stationary: 65 euro; tape recorder: 80 euro; drinks and refreshments for respondents: 75 euro. Total costs: 720 euro 
The study will be funded by the Royal Netherlands Lawn Tennis Association (KNLTB). 


Draft timetable
May-June 2010  literature review and proposal approval; July 2010 ethical approval and literature review; August –September 2010 data collection and transcriptions; September-October 2010 data analysis and interpretation; 
October-December 2010 write up and submission of draft report; January 2011 submission of final report 
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Appendix 2. Search strategy 

	Records
	Hits OVID
	Import
	Duplicates
	Key-words
	
	Clarification

	1-20
	20
	20
	
	$MEDLINE
	$SPORTCLUB
	$S
	$SELECT
	

	21-376
	372(292)
	
	15
	$MEDLINE
	$SPORTCLUB
	$A
	
	Duplicates with $S removed

	377-664
	305
	
	16
	$MEDLINE
	$SPORTCLUB
	$B
	
	Duplicates with $A removed

	665-667
	11
	3
	(8)
	$MEDLINE
	$SPORTCLUB
	$C
	
	Duplicates not removed in OVID 

	667
	700
	664
	33
	
	
	
	
	


Date of the search: 14 December 2010

First, 20 articles that I had found during previous searches and dealt with health promotion in a sports club setting were selected and saved in ‘My NCBI’ and then uploaded into the OVID MEDLINE search program (http://www.ncbi.nlm.nih.gov/sites/myncbi/about/). This step is indicated with $S and a full overview of those papers is presented at the bottom of this document. 

Then a search was performed with relatively straightforward search terms. This resulted in 372 articles (392 minus the 20 that were already uploaded). This search contains a few double records and these will not be removed until the end of the search, when the complete search is uploaded in RefMan. This step is indicated with $A.

Next, a search is performed that gives a bit more “background noise”: injuries, prevention, drug abuse and synonyms. This step is indicated with $B.

Finally a small search that I had initially missed when I was adding it all up: (health* adj2 (sports club*1 or stadia*1)).tw. This is search #6 = or/2-5). These are 11 hits, but only 3 are loaded, because the other 8 records are already included in the search. This step is indicated with $C.

This results in a total of 667 unique hits.

Most of these hits are not relevant to the topic, because it is not possible in the search to differentiate between the sports club as setting (taking health promotion measures) and the sports club as location. I also used a broader terms than just sports club (e.g. sports association, sport venue), in order not to miss any relevant articles. 

Database(s): Ovid MEDLINE(R) In-Process & Other Non-Indexed Citations and Ovid MEDLINE(R) 1950 to Present Search Strategy: 2010-14-12

	#
	Searches
	Results

	1
	("19951241" or "19136676" or "18358778" or "18068434" or "18646111" or "18568921" or "18048439" or "17544843" or "18075923" or "16684782" or "16403799" or "15362319" or "14751948" or "12746386" or "12945629" or "11380054" or "10839224" or "9291220" or "9308201" or "10165094").an.
	20

	2
	(health* adj2 (sports club*1 or stadia*1)).tw.
	4

	3
	(good sport* adj2 (club* or program*)).tw.
	1

	4
	safeclub*.tw.
	1

	5
	healthway.tw. and sport*.mp.
	5

	6
	or/2-5
	11

	7
	(club* adj2 (level* or control or intervention or league)).tw.
	138

	8
	sports/ and (club or clubs).tw.
	248

	9
	(sport* adj10 (club or clubs)).tw.
	339

	10
	league club*.tw.
	30

	11
	((sport or sports) adj (stadia* or stadiums)).tw.
	13

	12
	((baseball* or softball* or basketball* or soccer or football* or handball* or floorball* or hockey* or running or bicycling or cycling or skating* or netball* or tennis* or squash* or racing or volleyball* or gymnastic* or athlet* or "track and field" or trampoline or horseback riding or equestrian or pony riding or futsal or cricket* or boxing or rugby* or weight lift* or wrestling or Tai Chi or judo* or karate or fencing or waterpolo* or swimming or rowing or sailing or aquatic or diving or surfing or surf) adj5 (club or clubs)).tw.
	437

	13
	((sport* or baseball* or softball* or basketball* or soccer or football* or handball* or floorball* or hockey* or running or bicycling or cycling or skating* or netball* or tennis* or squash* or racing or volleyball* or gymnastic* or athlet* or "track and field" or trampoline or horseback riding or equestrian or pony riding or futsal or cricket* or boxing or rugby* or weight lift* or wrestling or Tai Chi or judo* or karate or waterpolo* or swimming or rowing or sailing or aquatic or diving or surfing or surf) adj (federat* or (league not (league adj2 player*)))).tw.
	540

	14
	(sport* adj4 (sector or assembl* or setting or settings or foundat* or organi#ation* or union or venue or venues or center or centers or centre or centres)).tw.
	758

	15
	((baseball* or softball* or basketball* or soccer or football* or handball* or floorball* or hockey* or running or bicycling or cycling or skating* or netball* or tennis* or squash* or racing or volleyball* or gymnastic* or athletic or athlete's or "track and field" or trampoline or horseback riding or equestrian or pony riding or futsal or cricket* or boxing or rugby* or weight lift* or wrestling or Tai Chi or judo* or karate or fencing or waterpolo* or swimming or rowing or sailing or aquatic or diving or surfing or surf) adj (sector or assembl* or setting or settings or foundat* or organi#ation* or union or venue or venues or center or centers or centre or centres)).tw.
	493

	16
	(sport* adj (association* or staff or team or body or bodies or governing or organ or organs or clinic or communit*)).tw.
	270

	17
	or/7-16
	2684

	18
	Health Promotion/
	40713

	19
	health policy/ or nutrition policy/
	45914

	20
	(health* and promot*).jw.
	3736

	21
	(health adj3 promot*).tw.
	23546

	22
	(health* adj (service* or facilit*)).tw.
	63558

	23
	((increas* or promot* or improv* or chang* or polic* or campaign* or program*) adj3 (safety or health* or physical activity or lifestyle or life style)).tw.
	137040

	24
	(sport adj2 polic*).tw.
	13

	25
	wellness program*.tw.
	487

	26
	(healthy adj3 (lifestyle* or life style)).tw.
	2555

	27
	wellness program*.tw.
	487

	28
	Food Services/ or restaurants/ or Food supply/ or Food habits/ or Food Industry/ or Financial Support/ or Marketing/
	33973

	29
	(catering or canteen*).tw.
	1082

	30
	((sponsor* or funding) and (food* or drink* or eating or beverag*)).tw.
	1351

	31
	beverages/ae or food/ae or exp Alcoholic Beverages/
	12770

	32
	((soft or sport*1) adj2 drink*).tw.
	1899

	33
	caloric restriction/ or diet, fat-restricted/ or diet, reducing/
	12725

	34
	obesity/pc or thinness/pc or child nutritional physiological phenomena/ or waist circumference/ or waist-hip ratio/
	17444

	35
	(eating adj (behavio?r or habit or habits)).tw.
	4803

	36
	((healthy or unhealthy or healthful or wholesome or responsible or choice* or intake or preference* or knowledge or education) adj2 (nutrition or diet*1 or eating or menu or food*1 or serving*)).tw.
	41183

	37
	Safety Management/
	12857

	38
	(RugbySmart or SportSmart or NetballSmart or SoccerSmart or smart hockey).tw.
	7

	39
	(safety adj3 (polic* or sports or sport)).tw.
	566

	40
	exp Substance-Related Disorders/
	193588

	41
	alcohol drinking/
	42845

	42
	alcohol*.tw.
	193174

	43
	(harm reduction or less harm*).tw.
	2025

	44
	smoking/pc
	13001

	45
	exp "Tobacco Use Cessation"/
	16216

	46
	Tobacco, Smokeless/
	2367

	47
	tobacco control.tw.
	2708

	48
	smoke free.tw.
	1400

	49
	snuff.tw.
	923

	50
	((ban* or reduc*) adj5 (tobacco or smok*)).tw.
	8787

	51
	((odds or risk) adj3 (smoking or drinking)).tw.
	8439

	52
	Sunburn/
	1981

	53
	Skin Neoplasms/pc
	3616

	54
	exp sunscreening agents/
	5315

	55
	(sun or uv or uva or uvb or ultraviolet or ultra-violet or sunlight or sunscreen* or sunprotect* or sunsmart).tw.
	128782

	56
	(skin adj4 (malignan* or cancer* or neoplasm* or tumo?r* or protect*)).tw.
	24877

	57
	(sun or uv or uva or uvb or ultraviolet or ultra-violet or sunlight or sunscreen* or sunprotect* or sunsmart or hat or sleev*).tw.
	136046

	58
	risk reduction behavior/
	4287

	59
	Advertising as Topic/
	11518

	60
	snack*.tw.
	2996

	61
	Doping in Sports/pc
	500

	62
	((prevention or reduction) adj3 injur*).tw.
	6806

	63
	exp "Wounds and Injuries"/pc
	38874

	64
	((mandat* or increas* or stimulat* or promot* or support*) adj3 (protect* or helmet* or headgear or sleev* or mouthgard*)).tw.
	8741

	65
	(anti-dop* or antidoping).tw.
	707

	66
	((prevent* or avoid* or reduc*) adj3 (substance or marijuana or cocaine or dope or doping or drug or canabis or heroin or steroid)).tw.
	20022

	67
	or/18-66
	920201

	68
	67 and 17
	696

	69
	6 or 68
	700

	70
	69 and 1
	20

	71
	69 not 1
	680

	72
	(or/18-60) and 17
	392

	73
	72 not 1
	372

	74
	68 not (or/18-60) (niet ontdubbeld)
	304

	75
	from 1 keep 1-20
	20

	76
	from 70 keep 1-20
	20

	77
	from 73 keep 1-372
	372

	78
	from 74 keep 1-304
	304


Appendix 3. Interview guide  

At the start of the interview, I would like to emphasis that there is no right or wrong, and that I am not being judgmental over what the clubs already do or do not do. Rather, I hope to be able to help clubs in this area in the future. 

1. Environmental health and safety  

What kind of health and safety measures exist at your tennis club? 

Follow up questions 

Why does your club do this? Was there a specific motive do this, a specific cause? 

Are there certain things the club does not do yet, but would like to do? What is stopping you? What do you need to take action, what would help you?

2. Health promoting policies and guidelines 

Does you club have any (written or unwritten) health policies? If yes, what policies do you have, in what areas? 

Follow up questions

If not, do you have any plans in  that direction or are you working on any policies? Why do (don’t) you want to develop those?

Has health been on the agenda of any board meeting last year? What topics did you discuss and what was the outcome? 
3. Provision of health services 

What health services does your club provide (if any)?

Follow up questions

Why did your club choose to provide these services? Have you experienced any problems when trying to set this up? What has helped you to set this up?   

Has your club taken any (other) steps in the area of injury prevention and treatment? What has helped/hindered you? 

Why has your club not taken any steps in the area of injury prevention and treatment?   

4. Health education 

Does your club provide any health education? If yes, what format (e.g. lectures, health education material, internet, flyers), on what topics, and for whom? 

Follow up questions

Why did you choose this specific format and these topics? If not, why not? Who provided this and why did you choose to have this? What has helped/hindered you when developing and implementing this?   

Does your club include any healthy food and drinks on the menu? Do you use this forum (or hope to do so) to encourage people to eat healthily? 

Follow up questions

What would help you to include healthy food on the menu? What is stopping or hindering you? 

5. Personal skills   

Does your club provide any training or courses on health for your coaches, volunteers or staff? 

Follow up question

Why did your club choose these specific courses? Why do you not provide any training? Would you like to provide any training? If yes, what is stopping you? What would help you to provide this?  

6. Recommended interventions 

What materials/ programs would help you to introduce health promoting measures at your club? 

Follow up questions

What health promoting measures would you be interested in, that you don’t currently have? What would help you to introduce and implement these?  What role do you there for the KNLTB, if any? 

Final question, before finishing the interview: 

Is there anything else that you expected would be discussed or that you would like to say something about related to health promotion at tennis clubs?   
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Appendix 5. Consent form 
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                                              INFORMED CONSENT FORM 

Factors which facilitate or hinder the development of ‘healthy tennis clubs’ in the Netherlands: a qualitative study

Researcher: Babette Pluim
Please place 

initials 

in the box 
	1. I confirm that I have read and have understood the information sheet for the above study. I have had the opportunity to consider the information, ask questions and have had these answered satisfactorily.



	 FORMCHECKBOX 


	2. I understand that my participation is voluntary and that I am free to withdraw at any time without giving any reason, without my rights being affected.  
	 FORMCHECKBOX 


	3. I understand that, under the UK’s Data Protection Act,  I can at any time ask for access to the information I provide and I can also request the destruction of that information if I wish.
	 FORMCHECKBOX 


	4. I understand that I will not be identified or identifiable in any report subsequently produced by the researcher
	 FORMCHECKBOX 


	5. I accept that taking part in an study intervention is voluntary and confirm that any risks associated with this have been explained to me 
	 FORMCHECKBOX 


	6. I agree to take part in the above study.   

	 FORMCHECKBOX 




 
      

Participant Name
                                              Date                   Signature

      

      Researcher Name                                               Date                   Signature

The contact details of the Supervisor are:

Jane Earland, tel 00 44 1926 855495, e-mail jane.earland@my.ohecampus.com, University of Liverpool, United Kingdom  
Appendix 6. Checklist tennis club and facilities
Club number: 





Region: 
Participant number and role in the club: 





Gender:
Participant number and role in the club:





Gender: 
Number of members of the club:

Number of tennis courts and surface type: 

Indoor facilities:  yes     no 

Fitness facilities:  yes     no 

AED present: 
Location:

First aid kit present: 
Location:

Healthy foods available (main ones listed): 
Other information: 
	Appendix 7. Example of axial coding 

Date: 8 Nov 2010 

Includes interviews 1 to 5 

Int/line indicates the number of the interview and the line number 

Theme: Laws and Regulations

subtheme

category

code

Int/linel

Laws

alcohol

No alcohol <16

1-295

alcohol

Course responsible serving of alcohol

1-527

alcohol

alcohol

alcohol

alcohol

No alcohol < 16 years

3-21

alcohol

No alcohol < 16 years

4-17

alcohol

There is a sign located at the bar to make it easier for volunteers to maintain the rule

3-84

alcohol

Drivers no alcohol

3-62

alcohol

No children behind the bar

3-97

alcohol

Course responsible serving of alcohol

4-497

alcohol

Course given by member

4-497

alcohol 

certificate IVA (the responsible serving of alcohol)

3-681

alcohol 

certificate IVA KNLTB and NOC*NSF

3-681

Laws

Smoking

Smoke-free canteen

3-16

Smoking

Smoke-free canteen

5-33

Smoking

Place to smoke outside

3-16

Smoking

Place to smoke outside

3-35

Laws

legionella

Removed the fountains

3-179

legionella

Flush the kitchen

4-53

Laws

HACCP

evaluation

1-206

HACCP

course

1-519

HACCP

Course by Horeca Stichting Nederland

1-519

HACCP

Mice and vermin

3-205

HACCP

Course social hygiene

3-674

HACCP

Course social hygiene

4-495

HACCP

Policy on expiration dates

4-442

Laws

First Aid

Location of the first aid kit

3-555

First aid

Location of the first aid kit (behind the bar)

4-160

First aid

Number of kits (two)

4-160

First aid

Tennis coach has followed a course

4-509

First aid

Location of the first aid kit (somewhere)

5-103

First aid

Location of the first aid kit (down below)

2-214

First aid

Number of kits (two)

2-214

Laws

Sexual harassment

Denunciation that a drunken boy assaulted two girls 

4-576

Municipality

Alcohol

Signed a covenant youth and alcohol

1-280

alcohol

Sticker youth and alcohol 

1-279

alcohol

No alcohol during junior tournament

1-283

alcohol

Education by community

1-308

alcohol

No alcohol during junior tournament 

3-21

alcohol

No understanding from guests 

3-30

alcohol

Guests bring alcohol with them during junior tournaments

3-50

Community

AED

purchase

1-22

AED

Location

1-23

AED

Number of times used (2 to 3)

1-25

AED

Training course

1-30

AED

Costs of the course

1-61

AED

Used by members of the club

1-442

AED

Purchase

2-163

AED

Costs (sponsored)

2-177

AED

Training course

2-189

AED

Costs of the course

2-197

AED

purchase

3-255

AED

purchase

4-92

AED

location

4-115

AED

Training course

4-127

AED

location

5-43

AED

Purchase (gift)

5-47

AED

Training course

5-64

AED

Costs (65 euro)

5-83

Community
Closing time 

Policy of the municipality

1-318

Closing time 

Strictly followed

1-318

Closing time

At 12 at night bar closes

1-325

KNLTB

Safety on the course

Investigation of the courts

3-277

Sufficient sand on the court

2-256

KNLTB

First Aid

Contents First aid kit

1-561

Club rules

alcohol

Team leader juniors no alcohol 

3-57

alcohol

Drivers no alcohol

3-62

alcohol

Bar opens at 8 pm (not before)

3-72

alcohol

When people are drunk, we send them away or stop serving

3-65

alcohol

Moderate use, otherwise we take action

3-640

Club rules

Driving

Seat belts in the car

1-352

driving

Insurance for occupants (signed)

1-361

Club rules

drugs

People under influence are removed

3-65

Club rules

Court safety

Glass or bottles on court 

3-108

Court safety

Signs: no glass on the court

3-108

Club rules
Children’s safety

Anti-fall tiles on children’s playground

3-132

Children’s safety

Fence around the water

3-168

Children’s safety

Practice cage 

3-176

Children’s safety

playground

3-176

Club rules

G-tennis players

There is a group

1-234

Club rules

wheelchair

Wheelchair access to courts

1-230

Club rules

First aid

There is a wheelchair for transport

4-84

Club rules

values 

Approach the members

3-725

values

Decent behavior along the courts

4-574

values

Aggressive people are sent away

3-65

Club rules

Injury prevention

Join and 5 mandatory lessons

2-39

Injury prevention

Starters package (membership and lessons)

4-370

Club rules

Opening hours bar and kitchen

Opening hours bar and kitchen

2-230

Suppliers

Course to tap beer

From Heineken

1-514




 Appendix 8. Flow chart on injury prevention



Appendix 9. Completed flow chart on the healthy tennis club
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Appendix 10. Incorporating (sub)themes into stages of change model

HEALTHY CATERING (includes healthy food, alcohol and smoking)

prepared 5-12-2010 

	Pre-contemplation
	
	

	Being open
	In the first phase, people are still unaware of the problem.

The researcher collects information to investigate the problems.
	int/regel

	members
	During the competition the children here eat a sandwich or fries
	8-418

	members
	health is not an issue at all, I just want to have a cup of coffee after tennis and enjoy myself
	7-501

	members
	people do not play tennis to get fit or lose weight
	4-252

	members
	For many people it is their evening out 
	4-310

	members
	They do not eat the apples
	8-360

	members
	Also that people think, oh well, it does not matter what I eat 
	9-780

	members
	When people eat here, it is an outing for them. But then you do not eat carrots, then you eat fries
	9-874

	members
	People come for a tournament or an event. Health plays no role.
	9-874

	members
	I think there is no demand for it. I do not think anyone feels the need to eat something healthy here. 
	9-889

	members
	I never eat here, I come to play tennis. Especially in the winter, then you lay tennis for an hour, you drink your coffee and then you leave again
	9-895

	Board
	It is not our goal to give health education or provide information about healthy nutrition
	4-342

	Board
	Healthy food is not my highest priority, because it is a derivative
	8-502

	kitchen
	We sell fatty snacks and we will continue doing that, they all love that
	3-394

	Kitchen 
	The menu card has fatty snacks and croquettes
	9-860

	smoking
	That is their own responsibility 
	10-596

	
	
	

	Contemplation
	
	

	Awareness/Knowing
	In the second phase awareness occurs and one experiences the problem... 

(The awareness may also result from the questions that the researcher asks)
	

	Society
	There is a shifting demand, ten years ago it would not have been possible to sell salads 
	1-194

	Socio-economic status 
	The members have at least a PhD and the more educated people are, the better they take care of themselves
	5-214

	Gender
	There are more women than men who eat healthy 
	3-842

	unknown
	I did not know that we have Red Bull!
	6-906

	Members 
	At a certain moment the members themselves commented on the quality of the vegetables
	5-189

	Elite juniors 
	That they pay more attention to their weight. You do notice that they are more careful and watch what they eat (elite juniors)
	10-32

10-92

	Elite juniors
	A number of students go running, some go to the gym as well (elite juniors) 
	10-32

	Board
	We have an enthusiastic board, that reflects on the healthy canteen 
	3-354

	Attitude
	It is important to educate children on health, and to give a good example
	6-244

	Attitude


	The only thing you notice during the competition is that they take another ham and cheese sandwich because they are hungry 
	10-107

	Attitude
	During tournaments I see little fruit, then I see mainly croquettes
	10-153

	
	
	

	Preparation phase
	
	

	Motivation and change in attitude 
	In the third phase there is motivation to change one’s behaviour.

They collect information through reading and listening, they participate in courses and learn techniques and skills, and they gain insight into their own behaviour, and begin to apply different behaviour.
To achieve behaviour change, there must be an intention to do so.

The ASE model is a widely used model and consists of the following components:
- Attitude (which cognitions and expectations does someone have)
- Social influence (what is the influence of the environment)
- Self-efficacy (how capable is the person to attain certain goals)
	

	Attitude
	I want people to be able to get a healthy meal at the tennis club 
	2-453

	
	When a have a new tenant, we do not want to change it into a snack bar 
	5-302

	
	Healthy food is not sexy
	6-214

	
	Healthy food is more expensive 
	2-652

	
	There are always people who ask for biological products
	3-420

	
	I have three children myself and I really do not like it when candy appears immediately 
	2-449

	norms and values
	Norms  and values are a ‘a way of live’, people who are interested in it are more accessible to healthy food and injury prevention 
	3-740

	smoking
	Is has become less fun at the bar because of the smoking ban, people do not stay any longer, but go home straight away
	10-613

	
	
	

	Social influence
	
	

	
	There are parents in the committee and when it concerns the juniors, the junior committee comes with a proposal that the board takes into consideration
	3-78

	
	As tennis coaches we can talk about it [with the students]. Eat an apple sometime instead of a mars bar or potato chips.
	10-228

	
	During the regional meetings we exchange information, e.g. that we have salads and how we run the bar and about the AED
	1-418

	
	During the tennis lessons you could talk about nutrition with the children from an early age on. That could simply be done in between. 
	10-158

	
	I pay attention to eating and drinking during tournaments and I tell that to the children
	7-274

	
	Through the junior committee you will reach every club for healthy food 
	3-768

	
	I was afraid that parents would wonder whether we were not able to afford a bag of candy any longer 
	1-183

	
	There are parents in the junior committee and they think that the juniors should eat healthy
	3-475

	
	The man who manages the bar has children who play tennis and he plays tennis himself, he understands what a player should have
	p1-170

	Alcohol
	social control [alcohol consumption of juniors]
	7-102

	Alcohol
	During junior tournaments there is understanding for the fact that no alcohol is served
	3-31

	Alcohol
	No understanding from visitors about the no-alcohol policy during junior tournaments
	3-30

	
	
	

	
	
	

	
	
	

	Lack of own efficacy
	
	

	- of the children 
	For example, they do not know how to handle a hot meal and then practice around that time. Then they get a stomach ache sometimes. 
	10-165

	- of the coaches
	Most trainers have no knowledge about nutrition; it is for me also 32 years ago that I completed my coach education training.
	10-235

	- in the kitchen
	We only do it during events, because of the buying, because during the week I can not save the stuff and in the evenings the kitchen is closed
	3-427

	Buying
	If not enough is eaten, then no stock can be made 
	2-500

	Buying
	It is expensive, because you have a lot leftover
	8-381

	Buying 
	Many products have a short sustainability and attendance rates are lower at a tennis club than at a soccer club 
	6-250

	Buying
	You can buy pre-packaged
	8-386

	Buying
	When you work with volunteers the question is whether you have all the ingredients for a healthy sandwich 
	p1-183

	Buying
	You have to have room for everything [in the freezer]
	1-203

	Buying
	You need to have the space
	1-204

	Buying
	What is feasible for a tennis club when you talk about the sustainability of food
	6-264

	Buying
	Really fresh things you can not keep for very long
	1-105

	Buying
	You have to really think about what stuff you put into your salad, for example stuff that you can keep for a long time
	1‑105

	Buying
	At high schools you have something like the ‘healthy caterer’ who tries to gain access at schools
	3-407

	Sport drinks
	We have no information about sports drinks 
	p2-540

	Sport drinks 
	I do not know which drinks are healthy and which drinks are bad
	6-885

	Healthy food
	I do not know what healthy food is, I am not a nutritionist
	10-131

	Healthy food
	With my general knowledge I know that you have to eat vegetables and fruit
	10-133

	HACCP
	You have to be able to find the stuff in the kitchen 
	8-322

	HACCP
	In a smaller club you have to let the lemonade pass the expiration date all the time, because too little is sold
	4-447

	HACCP
	The coffee machine has to be flushed every week 
	8-332

	HACCP
	There is a team that gives the kitchen an extra cleaning regularly
	8-332

	HACCP
	The kitchen has to be cleaned after use (HACCP)
	3-439

	HACCP
	Because you have volunteers, not everything is that well organized and left neatly behind 
	7-96

	HACCP
	Are their hands clean?
	8-388

	HACCP
	Flushing the kitchen
	4-53

	HACCP
	Control of the bar
	6-114

	HACCP
	You have to fulfil all the hygiene norms of the HACCP 
	1-206

	HACCP
	The sustainability has to be checked regularly 
	p2-96

	HACCP
	The expiration date of the products needs to be checked
	8-332

	HACCP
	The temperature lists on the refrigerators and the freezers have to be filled in
	8-332

	HACCP
	There are all sorts of rules: the temperature in the refrigerator should always stay the same, that needs to be logged in a log book
	p2-95

	Kitchen skills 
	I am able to make a ham and cheese sandwich, they come from the freezer
	3-430

	Kitchen skills
	Buns you can bake 
	1-107

	Kitchen skills
	If the people do not order a complete meal regularly, the staff does not get any practice
	2-502

	 Kitchen skills
	Pre-packaged, because volunteers should not struggle with it themselves
	8-387

	 Kitchen skills
	If a voluntary bar employee has to bake something as well, that simply does not work
	3-438

	 Kitchen skills
	You have to be proficient in serving drinks
	8-322

	 Kitchen skills
	You have to be proficient with prices
	8-322

	 Kitchen skills
	You have to be able to settle a bill
	8-322

	 Kitchen skills
	You have to be able to do a lot of things at the same time in a place that you sometimes visit only twice a year
	8-322

	 Kitchen skills
	Personnel was not sufficiently skilled and prepared the meal the wrong way 
	2-521

	 Kitchen skills
	Skilled people know how the devices work
	1-214

	 Kitchen skills
	With better personnel you provide a better service 
	1-213

	 Kitchen skills
	You have to ask yourself whether the people in the kitchen are still able to handle it
	1-201

	 Kitchen skills
	You have to do the dishwashing 
	8-322

	 Kitchen skills
	You have to close up the club house 
	8-322

	 Kitchen skills
	You have to refill the refrigerator
	8-322

	volunteers
	If you have to work with other people all the time, I would not dare to do it
	1-217

	volunteers
	When you work with volunteers, you look at the practical feasibility
	p2-99

	volunteers
	During the week there is only one person behind the bar 
	3-432

	Alcohol
	If one person orders a beer during a junior tournament, then I give that to him. I will not say to him that it is not possible. 
	1-285

	Alcohol
	Visitors take alcohol with them during junior tournaments 
	3-50

	Alcohol
	It is not feasible to control alcohol consumption when the juniors are playing 
	7-84

	Alcohol
	On Sundays everyone plays at the same time (juniors and adults)
	1-291

	Alcohol
	It remains volunteering of course
	7-91

	Alcohol
	When volunteers have bar service, they are probably more flexible with the serving of alcohol
	10-573

	Smoking
	Before the introduction of the law we tried to reduce it, but that did not work
	7-71 

	
	
	

	- with the club
	The coordination of the bar is quite a task 
	8-339

	
	
	

	Improving own efficacy
	
	

	- of the coaches
	Nutrition is something that could maybe be included in the coach education
	10-256

	-of league players
	You can write an article in the newsletter about what you have to eat on a competition day
	6-286

	- of league players
	What you should drink before and during the competition is especially suitable for competition players, you could also write something aimed at the ‘health player’ 
	2-790

	- of the members 
	The booklet that I have written could also have a chapter on food
	6-218

	-  of the juniors
	During junior competitions there could be sort of a red thread about healthy eating
	6-262

	- of the members  
	She does something with food and has placed all sorts of flyers here on food supplements and things 
	p2-74

	- of the members 
	I think they should have ready made text or a brochure or flyer or promotional materials on what it entails. How you stay fit and what you have to do for it. 
	9-1055

	- of the board members 
	I have printed the article on ‘eating well is playing tennis well’ and I will place it on the table in the board room for the various committees to look at
	3-367

	- of volunteers
	A course HACCP
	1-519

	- of volunteers
	A course by Catering Foundation the Netherlands HACCP
	1-519

	- of volunteers
	A course on social hygiene
	3-674

	- of volunteers
	A course social hygiene
	4-495

	- of volunteers
	A course on the responsible serving of alcohol 
	1-527

	- of volunteers
	A course on the responsible serving of alcohol
	4-497

	- of volunteers
	A certificate on IVA (instruction for the responsible serving of alcohol)
	3-681

	- of volunteers
	A certificate IVA, by the KNLTB and NOC*NSF
	3-681

	- of volunteers
	The responsible serving of alcohol regulations of NOC*NSF are enforced; no alcohol under 18 year
	p2-58

	- of volunteers
	Everyone has to follow a course for the responsible serving of alcohol
	1-526

	- of volunteers
	Information by the community
	1-308

	- of volunteers
	Information provided by the municipal health service about the prevention of alcohol and drugs 
	7-524

	- of volunteers
	Course IVA given by a member
	4-497

	
	
	

	
	
	

	Action phase 
	
	

	Doing
	During the fourth phase one applies what one has learned in practice.
The transition from the safe course situation to practice is the most important phase. First, they are guided; now they guide themselves.
In order to apply the behaviour in practice support has to be provided (tools, policies).
Examples of tools include:
- Legislation
- Policy
- Equipment and Materials
- Offer the space and / or opportunity
- Practical support
- Supply
- Etc.
	

	LEGISLATION
	
	

	HACCP
	Check HACCP
	1-206

	HACCP
	We want to meet the requirements of the HACCP code
	1-525

	HACCP
	Policy with respect to the expiration dates and HACCP
	4-442

	HACCP
	Volunteers do not adhere to the HACCP as much (hygiene, leftovers that remain, food that is returned to the freezer, they do not throw away stuff that has been opened)
	7-102

	HACCP
	You can not monitor the volunteers in the kitchen with respect to hygiene
	8-386

	HACCP
	It is difficult to meet the HACCP norms with volunteers in the kitchen
	1-208

	HACCP
	Not all volunteers behind the bar can work with the HACCP norms
	1-210

	HACCP
	Mice and vermin
	3-205

	Alcohol
	No alcohol under 16 year
	1-295

	Alcohol
	No alcohol under 16 year
	3-21

	Alcohol
	No alcohol under 16 year
	4-17

	Alcohol
	Children are not allowed behind the bar 
	3-97

	Alcohol
	Juniors are not allowed to order alcohol 
	7-88

	Alcohol
	Decidedly no alcohol for juniors
	p2-66

	Alcohol
	No junior members behind the bar
	p2-61

	Alcohol
	We follow the legal requirements
	10-555

	Alcohol
	Escorts of the juniors [to tournaments]  are not allowed any alcohol
	3-57

	Alcohol
	Drivers are not allowed any alcohol
	3-62

	Smoking
	Smoke-free canteen 
	3-16

	Smoking
	Smoke-free canteen
	5-33

	Smoking
	Inside there is no smoking at all
	9-955

	Smoking
	Only outside
	7-71

	Smoking
	Smoking place outside 
	3-35

	Smoking
	Outside under the canopy
	7-78

	Smoking
	On the terrace smoking is allowed
	p1-407

	
	
	

	
	
	

	CLUB REGULATIONS
	
	

	Closing time
	Strictly adhere to the closing time
	1-318

	Closing time 
	At midnight the bar closes
	1-325

	alcohol and driving
	Drivers no alcohol
	3-62

	Alcohol
	No alcohol during junior tournaments 
	3-21

	Alcohol agreement
	Agreement juniors and alcohol signed 

No alcohol during junior tournaments
	1-280

1-283

	Alcohol agreement
	No alcohol during junior tournaments 
	P2-68

	Alcohol
	No liquor served
	p2-64

	Alcohol
	Alcohol only during the opening hours of the bar
	7-82

	Alcohol
	The tap does not open before 8 pm
	3-72

	Alcohol
	We send people away who are intoxicated or we do not serve them any drinks anymore 
	3-65

	Alcohol
	With moderation, otherwise we intervene
	3-640

	Alcohol
	If adolescents over 16 drink too much, they do not get anymore
	10-564

	Smoking
	Smoking ban was introduced before the law became operational
	p1-401

	Smoking
	Banned, because there were many complaints
	p2-31

	Smoking
	Smoking was prohibited at the annual general meeting
	p2-37

	
	
	

	
	
	

	Supply during tournament
	
	

	Fruit tournament
	We have had a fruit tournament, then fruit is being served all day
	3-471

	Cucumbers and tomatoes
	During tournaments there is the cucumber slice and the tomato 
	8-352

	Apples
	During junior tournaments we sometimes have apples, that is easier, because you know how many children there will be 
	6-267

	Complete breakfast
	During the parent-child tournament there is a complete breakfast in the morning
	8-433

	walking dinner
	After a tennis-clinic we had a walking dinner, and not with the usual ‘nasi goreng’
	2-631

	pasta and salads
	During the Family Tennis Day the juniors first got a tennis and then a buffet with pasta, sauce and salads
	2-641

	Biological lunch
	we had a tournament with a biological lunch with regional products, the cook gave an explanation about the products
	2‑140

2-612

	additional foods
	The additional food products are only available during competitions in the weekend
	1-143

	Written on black board
	During special events we have a black board [displaying what is available]
	1-154

	Healthy sandwich
	During junior championships we have healthy sandwiches and those type of things
	1-155

	Liga-type cake
	During junior championships we give the children a liga-type cake instead of a bag of sweets
	1-180

	Healthy sandwich and salad
	During events we have healthy sandwiches,  with tomatoes and salads and those type of things
	3-423

	Healthy sandwich 
	During the Saturday competition we serve healthy sandwiches
	7-116

	Own finances
	The activity working group does their own buying for a tournament, and that is the snacks committee
	4-475

	meals
	Because the teams of the Saturday competition then stay on, meals are prepared by the teams
	7-116

	High quality
	The players think that the quality of the food that is made by the teams is relatively high
	7-125

	Fresh vegetables
	During events we have carrots, cucumbers and tomatoes to make the plate look really nice 
	p2-114

	Use of refrigerator
	During the competition teams are allowed to prepare their own snacks, they are no allowed to cook in the kitchen, but we have a separate refrigerator, where they save their salads and cucumbers. It is prepared at home and placed in the refrigerator here, after a day it is gone again.
	4-455

	Supermarket nearby
	we are lucky that there is a supermarket nearby, who is open on Sundays, so you can quickly get something there
	1-107

	Healthy sandwich 
	On the final day of the club championships or during an open tournament we serve healthy sandwiches 
	9-862

	Cheese platter
	You can also order croquettes after the competition, but now they have such a cheese platter. That is really nice. That is then of course the healthy variant. They do that really nice, with tomatoes, cucumber and olives. And then they have all sorts of really nice buns, brown and crackers and all sorts of cheese. A lot of people really like that. And if you then play a home match and you have a cheese platter. Especially the women like that a lot. 
	9-927

	
	
	

	Supply in general
	
	

	salads
	Two years ago we started offering salads, that was actually a great success 
	1‑90

	cup-a-soup
	cup-a-soup sells fine
	4-469

	fruit
	There are also apples and pears, they cost 60 cent 
	5-227

	vegetables
	There are vegetables because people ask for it
	5-194

	no Red Bull
	I do not think we have any Red Bull any longer, because that is something I really hate myself
	4-415

	juice, sport drinks
	People can drink an orange juice here or another sports drink
	2-423

	Expiration date
	We do not buy any stuff with an expiration date 
	p2-105

	Expiration date 
	I do not want any stuff in the kitchen that I have to throw away
	3-468

	Frying
	Frying takes place 
	8-332

	Cheese 
	During the week and in the evenings we sell cheese parts in a bag
	3-445

	Freezer
	Things that come from the freezer can simply be included on the menu 
	2-486

	Eating at home 
	During the week people eat at home and not here, the distance to home is very short
	7-147

	Eating at home 
	People eat at home, they live nearby, there are no meals being served here
	8-408

	Kitchen closed
	During the week the kitchen is closed
	7-144

	Ham and cheese 
	Because there is a group of male singles players who stay together and eat something at 6 pm (ham and cheese sandwich)
	8-411

	Coffee and juice
	Afterwards mainly coffee and juice are consumed
	10-393

	Fried meatball 
	Afterwards the tennis player sometimes eats something, such as a croquette
	10-397

	Juice 
	There are a lot of people who drink an orange juice with still or sparkling mineral water
	9-904

	
	
	

	Practical support
	
	

	administration
	There is someone who does the administration
	8-322

	buying
	There is someone who does the buying 
	8-322

	HACCP
	we have a regular buyer who works decently and keeps track of the expiration dates
	4-442

	assortment
	The man who manages the bar adjusts the assortment when the demand changes 
	p1-199

	catering
	We have a regular group of volunteers for the bar/kitchen
	1-113

	fee
	The volunteers receive a volunteer fee, within the margins of the legal rules, in return we ask for more responsibility 
	1-114

	Coordination bar/kitchen and haccp
	We used to have a permanent volunteer as coordinator who received a higher compensation than the other volunteers 
	1-127

	Coordination bar/kitchen and haccp
	The board member responsible fro the bar comes from the catering industry, that is his hobby
	1-170

	Food supply
	The ladies who prepare the food are in the bar committee; they really enjoy doing it, it is their hobby 
	7-131

	catering
	The canteen committee consists of a lot of subgroups
	8-339

	maintenance
	One of the men has been employed by the water board and he is in charge of the maintenance of the dishwasher
	4-53

	supply
	The snacks committee consists of a large group of people who all have their own well-defined task 
	4-488

	Catering
	The catering company supplies the personnel
	2‑227

	coordinator
	We have a coordinator for a number of hours per week (permanent contract)
	1-113

	fee
	A paid person behind the bar is far too expensive 
	p1-245

	coordinator
	we have had a permanent coordinator working for us, who was over 65 year, those are cheaper and that is appealing
	1-133

	
	
	

	Material and equipment
	
	

	Buying
	In the cooling extra buckets with ice are needed (to keep the fresh food products cool) 
	1-202

	unsuitable kitchen
	You have to have a suitable kitchen
	1-205

	Unsuitable kitchen
	From a technical point of view it is simply not possible to prepare a health sandwich or a salad in the kitchen
	4-433

	steam oven
	The ladies from the bar have bought a few things, such as a steam oven 
	5-192

	juice maker
	we hire a device to make fresh orange juice, that goes very fast 
	1-188

	Menu card
	The tenants make a proposal for the menu card every year and we approve it
	5-304

	stickers
	stickers juniors and alcohol
	1-279

	Signpost at the bar
	There is a sign at the bar to make it easier for volunteers to enforce the regulations [about alcohol]
	3-84

	
	
	

	
	
	

	
	
	

	Pricing policy
	
	

	
	The biological lunch cost 8.50 euro per person
	2-655

	
	People have to get used to the higher prices 
	2-659

	
	A good meal costs 15 euro
	2-467

	
	Health is expensive, because the shelf-life of the stock is short (= lots of different products)
	2-472

	
	Because you have a lot of volunteers, you can keep the prices low
	7-96

	
	
	

	Maintenance 
	
	

	Perseverance
	The target has been achieved and the behaviour has been changed.
Instead of discipline there is routine. Relapse should be avoided.
	

	
	The children here in the village are fairly healthy, they eat well and exercise regularly 
	7-265

	
	It is especially the adult between the ages of 30 and 60 years who orders salads 
	1-143

	
	Yes, but usually they have also some fruit with them. Or an energy bar or a banana.
	10-109

	
	They do not use food supplements
	10-121

	Smoking
	In the evenings it is possible at the bar [smoking] 
	7-74

	
	But sometimes, when it is late, then they look who is sitting inside. The suddenly the ashtrays appear on the table again. .
	9-955
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