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Investments in health are returned within weeks for patient-centered health promotion and over years for populationbased health promotion.
More and more evidence indicates that
investing in clinical health promotion
improves the outcome significantly for
patients treated in hospitals and other
health services. The better outcomes are
seen immediately on short term – within weeks, actually. Furthermore, these
short-term outcomes are followed by a
clear long-term effect measurable in public health (1-5).
Health of the population
There are many good examples showing
that public health investment is cost-effective over time. According to the recent
WHO publication The case for investing
in public health, focal points for action
are especially the tobacco control, limitation of alcohol intake, healthy nutrition,
and physical activity (6). By doing nothing, the costs are tremendous and so are
the loss of years with healthy life (defined
as 1 DALY = 1 Disability-Adjusted Life
Year). The WHO publication is praiseworthy and easy to use. It targets the economic calculations of disabilities directly
related to lifestyle.
In the best cases, the financial outcome
of an investment in health is multiplied
within a few years, which is a short time
from an economic perspective. In contrast, in the worst cases, the costs of not

acting are tremendous. Thus, the lost
years of healthy life for the European Region are 17.7 million DALYs for tobacco
and 17.3 million DALYs for harmful alcohol use. An unhealthy diet is responsible
for 15.3 million DALYs and physical inactivity for 8.2 million DALYs. There is no
reason to believe that lost healthy years
should be much better in other regions,
so the impact of unhealthy lifestyles is extreme – both for the individuals experiencing the disabilities, for the health care
services, and for the societies at large.
In comparison, the road traffic injuries
are responsible for 3.6 million DALYs
and the environmental risk for 2.5 million
DALYs, which include occupational risk,
air pollution, unsafe water and sanitation,
as well as global climate changes amongst
others (6). The important publication
from WHO include and recommendations on how to strengthen public health
services as well as preventive procedures.
The effects for individuals might be minor, but the total effect for the total population is measurable within few years and
remarkable in the longer term (6).
Health of the patient
The health of the patient and the needs
for health promotion add additional perspectives (see figure 1). In contrast to the
population-level, almost all patients are
entering fixed treatment programs for
their individual illness, leaving almost
no time to wait for public health interventions. They need especially effective

Figure 1: Improvement of Health of the population and patients’ health (dotted line) and effect of intervention

Unhealthy lifestyle

Lifestyle-related illness and problems
Aggravation of treatment outcome of
diseases

Clin Health Promot 2015; 5:65-6

Intervention

Reduced lifestyle-related illness and
problems

Better lifestyle

Improved treatment outcome of diseases
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health promotion programs that start immediately
at their first contact to the hospital or another health
service, so that they can benefit from better treatment
results here and now. The duration of their treatment
is counted in days and the recovery period in weeks.
Unfortunately, most reports on health economy and
lifestyles lack the additional patient perspective and
the costs from the aggravating effects that poor lifestyles have on treatments and prognoses of illnesses,
not lifestyle-related illnesses (6). These effects include
the additional complications after surgery developed
by smokers and harmful drinkers, the knee prosthetic
replacements indicated by obesity, the aggravation
of diabetes, asthma, and communicable diseases, the
high pre-mortality in psychiatric patients, and the
heavy influence on mother and child during and after
pregnancy among many others (7).
Tremendous and unnecessary suffering and costs arise
from second surgeries, re-admissions and prolonged
recoveries caused by the smoking, hazardous drinking,
malnutrition, overweight, and physical inactivity of patients with poor lifestyles, who are being treated for illnesses not originating from their lifestyles. Thus, the
burden of disease becomes unnecessarily heavy because
the additional burden is in fact preventable by adding
clinical health promotion to all patient pathways for
smokers and hazardous drinkers, as well as for malnourished, overweight, and physical inactive patients.
A full-scaled calculation of costs would reveal the
best possible actions for patients and the worst-case
cost scenario of not acting, allowing national and local health services to choose the best interventions in
each sector. There is no doubt that the majority of the
health promotion should take place within families
and at workplaces, schools, and institutions outside of
the hospitals and other health services. However, the
large majority of patients have special needs for immediate, effective, and fast-track health promotion, which
has shown to be very cost-effective in the very short
term (8).
Only effective clinical health promotion improves patients’ treatment results
About 80-90% of patients in hospitals have one or
more of the five lifestyles that reduce their treatment
outcome: smoking, hazardous drinking, malnutrition, overweight and physical inactivity (8). Even the
most competent specialist clinician and general practitioner, the most talented management, or the most
skilled nurse, midwife, and physiotherapist cannot
make the lifestyle-related complications disappear by
neglecting them. There is only one way to improve the

treatment outcome. It is therefore necessary to integrate patient-centered health promotion in hospitals
and health services in line with the other interventions,
such as medication and surgery.
However, in order to harvest the benefits of clinical
health promotion, cost-effective lifestyle intervention programs with a very low number needed to treat
(NNT) are required in addition to significance, such as
the gold standard program (GSP) for smoking cessation interventions, working well across ages, settings,
and social gradients (9).
If you use the GSP as in the first randomized intervention study on smokers scheduled for hip and knee
replacement therapy (10), NNT is 1-2 to get one extra
successful quitter and 3-4 to get one extra patient free
of complications after this kind of elective surgery.
If instead you choose a brief intervention program, you
will get an NNT at 20 per successful quitter without
any effect on the complications at all (1).
Dos and don’ts
When you want to improve the treatment results for
patients with poor lifestyles, be aware that only the
most intensive health promotion programs have an
immediate effect on both lifestyle and the treatment
results. Today, most patients receive very fast-track
pathways, leaving no time for useless health promotion interventions. Furthermore, there is no clinical,
scientific, or economic rationale for delivering ineffective programs to our patients. They are already carrying a heavy burden of diseases and injuries.
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Pregnant smokers: Potential for
improvement of intervention
Mette Rasmussen1, Hanne Tønnesen1,2,3
Abstract

Background In many countries, smoking is considered as the most important preventable risk factor for a complicated pregnancy and delivery. However in Denmark, there is no clear picture of pregnant women. The aim was therefore to examine
the prevalence, characteristics and registration of maternal smoking and quitting during pregnancy as well as estimate the
potential for improvement.
Methods This is a cohort study on smoking and quitting prevalence among 422,221 pregnant women in Denmark from 20062012. Data from the Danish National Birth Register was linked with data from the Danish National Smoking Cessation Database in order to identify pregnant smokers undertaking a formalised smoking cessation intervention.
Results Overall, 13% of the pregnant women were smokers. The smoking prevalence was highest among mothers younger
than 25 years of age (29%) compared to 10-11% among the other age groups. All prognostic factors in the final analyses were
in some way associated with the outcome. A group of 1,279 pregnant women underwent formal smoking cessation intervention programs with follow-up after 6 months. Of these, 232 were registered as non-smokers and 40 had no information on
smoking in the Danish National Birth Registry. The potential for reducing smoking among pregnant women was high. 25-32%
more quitters would be expected with a comprehensive Gold Standard Programme for smoking cessation.
Conclusion This study indicates an urgent need for increased focus on offering effective smoking cessation programs to all
groups of pregnant smokers, but with a special attention to the youngest group.
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Introduction

In many countries, smoking is considered as the most important preventable
risk factor for a complicated pregnancy
and delivery (1).
Many studies have established an increased risk of serious complications
for both mother and child associated
with smoking during pregnancy. These
include spontaneous abortion, ectopic
pregnancy, perinatal mortality, premature birth, low birth weight, congenital
malformations, placental abruption,
stunted growth, impaired prenatal lung
development, and sudden infant death

syndrome. Furthermore, there are implications of a connection between smoking
during pregnancy and admissions within
the first year of life as well as development of behavioural disorders in childhood (1–10).
About 60 thousand children are born in
Denmark annually. The usual pathway
for pregnant women takes place at the
general practitioner and at midwives in
Denmark (Figure 1).
In 2001 and 2005 about one in five children were born by a smoker, while about
2% of the pregnant women stopped

Figure 1 Recommended pathway for pregnancies in Denmark. Each box represents one visit e.g. it is recommended
that the first visit at the GP takes place between week 6-10.

Clin Health Promot 2015; 5:67-73

* Only first-time mothers
** Only women who have given birth before
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smoking during their pregnancy (11;12). In a previous
Finnish study the prevalence of smokers among Danish pregnant women was high, estimated to 10-12% in
2010 (13). However, there is no clear picture of the characteristics of the pregnant smokers in Denmark, the validation of the registration of smoking status, or whether
they smoke through all or part of the pregnancy.
Our recent research shows that pregnant women have
the same high effect of the very intensive 6-weeks Danish standard program (the gold standard program,
GSP) for smoking cessation as non-pregnant women.
This means that 24-32% of pregnant women undergoing a GSP course remain continuously smoke-free from
end of course and to the follow-up after 6 months (14).
Thus, there seems to be a potential for improvement
not fully used today.
The aim of this study is therefore to examine the prevalence, characteristics and registration of maternal
smoking and quitting during pregnancy as well as estimate the potential for improvement in order to help
more pregnant women quit smoking.

Materials and methods

This was a cohort study based on data from the Danish
National Birth Registry (DNBR) and the Danish National Smoking Cessation Database (SCDB) in the period from start 2006 to end 2012. Since 1968 all Danish
citizens have been assigned a 10-digit personal identification number (15). These numbers were used for
extraction and linkage of data from the two databases;
afterwards the data handling was done on anonymous
data.

Participants
The DNBR contains information on every woman giving birth in Denmark, including smoking and quitting
status. A total of 422,221 women giving birth have been
registered in the study period (Figure 2).
The SCDB contains data on smokers going through a
formalised face-to-face smoking cessation programme
in Denmark including follow-up on effect after 6
months. 28,659 women have attended a quality assured smoking cessation programme between 2006–
2012. Doublets or entries referring to women attending
more than one SCI within the same calendar year were
excluded (n = 1,234). Thus, 27,425 women attending a
formalised face-to-face smoking cessation intervention
between 2006–2012 in Denmark were included in the
study (Figure 3).
Data
The cohort of pregnant women in DNBR was linked to
the SCDB, using the personal identification number,
to identify those participating in a formalised smoking cessation intervention in Denmark during their
pregnancy.
In order to combine a smoking cessation intervention
with a pregnancy the intervention had to take place during at least some part of the pregnancy. The duration of
a typical smoking cessation intervention in Denmark is
6 weeks, and a pregnancy lasts up to 42 weeks. Therefore, 48 weeks was subtracted from the date of birth to determine the interval of possible dates to have begun the
intervention. If a pregnant woman was registered with
more than one smoking cessation intervention associated to her pregnancy, the later intervention was used.

Figure 2 Patient flow. Distribution of pregnant women according to smoking status, whether they quit smoking during the pregnancy and finally the time
of quitting. Analysis 1-3 corresponds to the analyses reported in table 2.

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015

EA
ce

s

s
cie

December | 2015 | Page 69

patien
t

sta
ﬀ

N

www.clinhp.org

LTH •

OMO
P Rpreference T I

I C A Levid•e H
n

Volume 5 | Issue 3

Research and Best Practice

• C
O N competen L I

Figure 3 Number of pregnant smokers and quitters over time. The number of pregnant smokers has decreased constantly during the study period, while the
number of women who quit (early or late) during their pregnancy has been relatively stable.

The number of pregnant smokers not undertaking a
formalised smoking cessation intervention was calculated, and based on the previous results of GSP among
pregnant women (14), the potential for improvement
was estimated – assuming that all women went through the GSP smoking cessation intervention.
Outcomes and other variables
The data on pregnancy and smoking (early and late in
pregnancy), year of birth, the mothers age at time of
birth, geographic place, number of visits to the general
practitioner, midwife and specialist care were extracted
from DNBR.
For each patient registered in the SCDB, data on compliance was extracted. Compliance with the programme was defined as having attended at least 75% of the
scheduled meetings (17).
Sub-analysis
A sub-analysis was performed to evaluate the compliance with the programme for non-pregnant women
compared to pregnant women.
Statistics
All analyses were performed on anonymous data. Characteristics and prevalence were reported as absolute
numbers and percentages. Univariate and multivariate
logistic regression analyses were used to test for differences in smoking status, quitting and time of quitting.
The multivariate logistic analyses were adjusted for the
prognostic factors shown in table 2, and they were performed by entering all the predictors together. Patients
with missing values were excluded from the analyses.
Prognostic factors were identified and results were presented as adjusted odds ratio (OR) with 95% confidence
interval (CI).

The sub-analysis was performed using the Mantel-Haenszel test for stratified 2×2 tables.
A two-sided p value of <0.05 was regarded as statistically significant corresponding to the CI not including
the value 1.00. All statistical calculations were performed with StataIC 14.
Ethics
The study was approved by the Danish Data Protection Agency (2010-41-5463/2000-54-0013) and registered with the Scientific Ethics Committee (H-CFSP-2010-049). Prior to registration in the SCDB all
participants gave informed consent when entering
their smoking cessation program. Registration in the
DNBR has long been a legal routine for pregnant women as part of the national quality registry legislation.

Results

Overall, 13% of the pregnant women were smokers,
decreasing from 17% in the beginning of the research
period to 12% in 2012 (Figure 4).
In the entire cohort, the smoking prevalence was highest among the minor group of mothers younger than
25 years of age (29%); less than half among those
beween 25-34 years of age (11%) and those of 35 or older (10%) (Table 1;2).
Also the geographic distribution differed, with the lowest smoking prevalence of 10% in the Capital Region
and the highest of 18% in the Region Zealand, closest
to the Capital Region.
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Figure 4 Number of pregnant smokers and quitters over time.
The number of pregnant smokers has decreased constantly during
the study period, while the number of women who quit (early or late)
during their pregnancy has been relatively stable.

Table 1 Characteristics of women giving birth from 2006-2012.
Women from
MFR

All

Non-smokers

Smokers

Missing

n

(%)

n

(%)

n

(%)

n

(%)

442,221

(100)

371,182

(84)

57,971

(13)

13,068

(3)

2006

65,607

(15)

53,710

(14)

9,982

(17)

1,915

(15)

2007

65,178

(15)

53,572

(14)

9,162

(16)

2,444

(19)

2008

65,694

(15)

54,755

(15)

8,939

(15)

2,000

(15)

2009

63,531

(14)

53,268

(14)

8,259

(14)

2,004

(15)

2010

64,019

(14)

54,200

(15)

7,937

(14)

1,882

(14)

2011

59,665

(13)

51,028

(14)

6,972

(12)

1,665

(13)

2012

58,527

(13)

50,649

(14)

6,720

(12)

1,158

(9)

All
Year of birth

Mothers age (13-66)

The majority of the women attended the recommended
number of visits to the general practitioner and midwife; specialist visits were seldom taking place, which
was in accordance with the Danish guidelines (Figure
1). Furthermore, the quality of registration was poor
with more than 90% missing data, since only those
being considered for or having received specialist care
were probably registered in the DNBR.
Non-smoking was associated with being pregnant in
most resent calendar years, older age, giving birth in
the Capital Region and following the recommended
number of visits to the general practitioner and midwife. The statistically significant prognostic factors
for quitting were very similar to non-smoking, except
pregnant women in Central Denmark were more likely to quit, and being 25-34 years of age was associated
with quitting, while being 35 or older were associated
to continuous smoking (Table 2).
Interestingly, the prognostic factors for early quitting
were being pregnant in the earliest years of the study
period and having no registered visits according to the
general guidelines. The group of women who quit during their pregnancy consisted of about 3% of all the
pregnant women. However, the older age of the mother
and giving birth in the Capital Region were also prognostic factors for early quitting (Table 2).
The linkage to the SCDB showed that only 1,279 of
pregnant women had a formal smoking cessation intervention program during their pregnancy in the
study period – but not all of them were registered as
smokers in the DNBR. According to the SCDB a total
of 232/1,279 (18%) who had a smoking cessation pro-

≤ 24

53,020

(12)

35,408

(10)

15,629

(27)

1,983

(15)

25-34

299,240

(68)

257,728

(69)

33,122

(57)

8,390

(64)

≥ 35

89,940

(20)

78,046

(21)

9,220

(16)

2,674

(20)

21

(0)

0

(0)

0

(0)

21

(0)

Missing data

Hospital geografic area
Capital
Region

149,427

(34)

131,981

(36)

15,253

(26)

2,193

(17)

Region
Zealand

52,979

(12)

40,799

(11)

9,485

(16)

2,695

(21)

South Denmark

87,017

(19)

71,607

(19)

13,199

(23)

2,211

(17)

106,908

(24)

90,080

(24)

13,497

(23)

3,331

(25)

North Denmark

39,026

(9)

32,738

(9)

6,026

(10)

262

(2)

Home births

4,465

(1)

3,846

(1)

497

(1)

122

(1)

Missing data

2,399

(1)

131

(0)

14

(0)

2,254

(17)

Central
Denmark

Visits at general practitioner
No visits

15,521

(4)

12,672

(3)

2,487

(4)

362

(3)

1-2 visits

82,441

(19)

67,085

(18)

13,177

(23)

2,179

(17)

3 visits*

250,288

(57)

215,278

(58)

30,227

(52)

4,783

(37)

>3 visits

30,454

(7)

25,754

(7)

4,041

(7)

659

(5)

Missing data

63,517

(14)

50,393

(14)

8,039

(14)

5,085

(39)

Visits at midwife
No visits

16,063

(4)

12,964

(3)

2,699

(5)

400

(3)

1-3 visits

61,198

(14)

50,378

(14)

9,444

(16)

1,376

(11)

4-7 visits*

(45)

319,974

(72)

273,882

(74)

40,275

(69)

5,817

>7 visits

15,560

(4)

12,514

(3)

2,642

(5)

404

(3)

Missing data

29,426

(7)

21,444

(6)

2,911

(2)

5,071

(39)

Visits at medical specialist
No visits

845

(0)

758

(0)

63

(0)

24

(0)

1-2 visits

2,096

(0)

1,825

(0)

232

(0)

39

(0)

3 visits

677

(0)

574

(0)

90

(0)

13

(0)

>3 visits

427

(0)

355

(0)

65

(0)

7

(0)

438,176

(99)

367,670

(99)

57,521

(99)

12,985

(99)

Missing data

Smokers include all women who declared that they smoked at some point of their
pregnancy. *Recommended number of visits.
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Table 2 Analyses of women giving birth from 2006-2012.
Women in MFR

Analysis 1
Smoking status

Analysis 2
Quitting

Analysis 3
Time of quitting

Adjusted ORs
(95% CI)
(n=422,221)

Adjusted ORs
(95% CI)
(n=57,971)

Adjusted ORs
(95% CI)
(n=11,345)

2006

1

1

1

2007

0.91 (0.88 - 0.94)

0.88 (0.81 - 0.95)

0.82 (0.69 - 0.99)

2008

0.84 (0.82 - 0.87)

0.83 (0.76 - 0.89)

0.87 (0.73 - 1.04)

2009

0.81 (0.78 - 0.83)

0.70 (0.65 - 0.76)

0.87 (0.73 - 1.04)

2010

0.78 (0.68 - 0.81)

0.64 (0.59 - 0.69)

0.89 (0.74 - 1.06)

2011

0.71 (0.69 - 0.74)

0.62 (0.57 - 0.67)

1.08 (0.90 - 1.28)

2012

0.68 (0.66 - 0.71)

0.54 (0.50 - 0.58)

1.10 (0.92 - 1.30)

≤ 24

1

1

1

25-34

0.31 (0.30 - 0.32)

0.87 (0.83 - 0.92)

0.66 (0.60 - 0.74)

≥ 35

0.29 (0.28 - 0.29)

1.21 (1.13 - 1.29)

0.76 (0.65 - 0.89)

Year of birth

Mothers age (13-66)

Hospital geografic area
Capital Region

1

1

1

Region Zealand

1.83 (1.77 - 1.88)

1.77 (1.65 - 1.90)

1.30 (1.09 - 1.55)

South Denmark

1.51 (1.48 - 1.55)

1.26 (1.19 - 1.34)

1.83 (1.60 - 2.10)

Central Denmark

1.34 (1.30 - 1.37)

0.88 (0.83 - 0.93)

1.95 (1.72 - 2.22)

North Denmark

1.84 (1.69 - 2.00)

1.72 (1.58 - 1.86)

1.29 (1.05 - 1.59)

Home births

1.18 (1.07 - 1.31)

2.15 (1.63 - 2.84)

2.44 (1.36 - 4.38)

Visits at general practitioner
No visits

1.01 (0.90 - 1.14)

1.31 (1.18 - 1.46)

0.65 (0.48 - 0.87)

1-2 visits

1.34 (1.31 - 1.37)

1.36 (1.29 - 1.43)

1.21 (1.07 - 1.36)

3 visits (reference)

1

1

1

>3 visits

1.04 (1.00 - 1.08)

0.89 (0.83 - 0.97)

0.99 (0.83 - 1.18)

No visits

1.49 (1.32 - 1.67)

1.43 (1.28 - 1.59)

0.72 (0.54 - 0.95)

1-3 visits

1.17 (1.14 - 1.20)

1.49 (1.40 - 1.59)

1.22 (1.06 - 1.40)

4-7 visits (reference)

1

1

1

>7 visits

1.23 (1.18 - 1.29)

1.15 (1.04 - 1.27)

1.35 (1.09 - 1.68)

Visits at midwife

Smoking status: ORs with 95% CI for non-smokers vs. smokers for the prognostic
factors of the adjusted multivariable analyses are presented.
Pregnant smokers who quits or continuous to smoke during pregnancy: ORs with
95% CI for quitters vs. smokers for the prognostic factors of the adjusted multivariable analyses are presented.

gram with follow-up after 6 months were registered as
non-smokers; another 40/1,279 (3%) without information on smoking status in DNBR had also undertaken
an intervention to quit smoking.
The relatively high number of pregnant smokers could
potentially benefit from the comprehensive Danish 6
weeks Gold Standard Program (GSP) (14). The GSP has
been shown to have a continuous abstinence rate for
pregnant women of 24.5–32.0% after 6 months, with a
follow-up of 76%.

The exact number of pregnant smokers in DNBR was
57,971. Except for the 1,279 smokers already attending
a smoking cessation intervention, the potential target
group consisted of 56,692 smokers. The potential number of extra successful quitters would then be 13,890–
18,141 pregnant women in the research period, if all
pregnant smokers undertook the GSP.

Sub-analysis
The sub-analysis revealed no difference in compliance
between pregnant and non-pregnant women, when
stratified by age categories (OR=0.95, 95% CI: 0.84–
1.08).

Discussion

This Danish cohort study of more than 400 thousand
pregnant women showed a relatively high frequency
of smokers, though decreasing over the study period
from 2006–2012. On average, one of eight pregnant
women have been smoking at some point during their
pregnancy, but almost three times as many among the
youngest women up to mid-twenties compared to the
other age groups. Statistically significant prognostics
being a non-smoker and an early quitter were giving
birth in the capital Region and being twenty-five years
of age or older, both representing the majority of participants within each group.
Only a noteworthy small group of the pregnant smokers undertook a formal smoking cessation program
with follow-up on effect after 6 months according to
the SCDB; and interestingly, almost one in five of those
were actually registered as non-smoker in the DNBR.
The potential for improvement showed to be extreme.
The prevalence of Danish pregnant smokers was lower
than the prevalence of smoking in the general population, which is a result also found in other countries
(13). However, it is still very high, with a large room
for improvement. If all the pregnant women attended a
GSP, a further reduction of smoking during pregnancy
would be about 25-32% (14). GSP is a 6-week manual
based education program for smokers including individual counselling on the use of nicotine replacement
therapy based on Fagerströms score for nicotine dependency and administered according to the smoker’s
preference, or other pharmaceutical support (16). In
Denmark nicotine replacement therapy during pregnancy is recommended only to women who continue to
smoke at least 10 cigarettes a day after the 1. trimester, if
the alternative is continuously smoking.
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A recent review has shown that unfortunately, almost
half of the pregnant quitters seems to relapse about
6 months after pregnancy without major differences
beween self-reported and validated quit-rates (17). Therefore, it would be relevant to rethink and evaluate new
smoking cessation programs for pregnant smokers (18).

The big difference in smoking prevalence throughout
the country and the very high prevalence among the
youngest group of women are directly reflecting the
background population. However, other major differences are identified in relation to socio-economic
conditions, which may also be of influence on the smoking status during pregnancy. Unfortunately, no clear
strategies have been developed to effectively reduce the
socio-economic gradient in smoking (19). However,
to reduce the number of smokers GSP seems effective
across this gradient (20).
The study has both strength and weaknesses. The use
of self-reported outcomes is a weakness, because the
successful quitting may be overestimated with approximately 3-6% (21–24). This may be even more pronounced during pregnancy, and in this study smokers also
claimed to be non-smokers. The overestimation has
been described before (25).
About 4% of the pregnant women had no registered
visits to the general practitioner and/or the mid-wife
according to the DNBR. Overall, the frequency of missing data on visits are high compared to the other information in the DNBR, including information of smoking status. While the first introduces a bias, the last is

a strength. In previous studies compliance has shown
to be by far the most important predictor for being
continuously abstinent 6 months after attending a GSP
intervention (14;16;20). The sub-analysis revealed no
difference in compliance rates between pregnant and
non-pregnant smokers. This strengthens the estimation of the potential number of extra successful quitters among pregnant women. Nevertheless, the results
should be interpreted and implemented with caution.
In view of the results of this study it is urgently needed
to increase the focus and activities to reach out to more
pregnant smokers - including the youngest women with effective smoking cessation programs. Prevention
and early quitting would be very important for the individual pregnant woman and the child. It would also be
beneficial to public health in general.

Conclusion

This study indicates an urgent need for increased focus on offering effective smoking cessation programs
to all groups of pregnant smokers, but with a special
attention to the youngest group.
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Experience of pain and lifestyle risk factors
Anette West Skaarup1, Per Rotbøll Nielsen2, Hanne Tønnesen1,3,4
Abstract

Background Patients with acute and chronic pain have a significantly reduced quality of life, and it is a clinical impression that
unhealthy lifestyle influences the experience of pain. To evaluate this, surgery can be seen as a controlled trauma and acute
pain model with standardised guidelines. The aim was to investigate the association between lifestyle risk factors and experience of heavy postoperative pain and their duration after major orthopaedic surgery.
Methods 109 patients undergoing spine, hip or knee surgery were included. Lifestyle was recorded as self-reported alcohol
consumption, smoking, physical inactivity, obesity and risk of malnutrition based on the HPH DATA Model. Pain experience
was measured on a visual analogue scale of 0-100mm for the nociceptive and the less frequent neuropathic pain. Heavy pain
was defined as maximal pain >30mm at rest or 50mm as dynamic or duration of maximal pain >40min. Preoperative pain history and the methods of pain relief were noted. The postoperative pain was followed for three days.
Results Univariate analyses were performed prior to the final multi-variate analyses. Interestingly, unhealthy lifestyle, age or
gender were not associated with heavy postoperative pain, except for physical inactivity being negatively associated with the
rare neuropathic pain. Unsurprisingly, the study confirmed the significant associations between preoperative and postoperative heavy pain.
Conclusion The results showed no or very little support to the clinical impression that patients with poor lifestyle experience
pain different from patients with a healthy lifestyle.

About the

AUTHOR
WHO-CC, Clinical Health
Promotion Centre, Bispebjerg-Frederiksberg Hospital,
University of Copenhagen
2
Multidisciplinary pain
center, Rigshospitalet, University of Copenhagen
3
Health Science, University
of Southern Denmark.
4
Clinical Health Promotion
Centre, Lund University,
Sweden.
1

Contact:
Hanne Tønnesen
hanne.tonnesen@regionh.dk

Clin Health Promot 2015; 5:74-80

Introduction

Acute and chronic pain is a frequent barrier for a healthy life. Pain significantly
reduces the health and quality of life (1),
and pain is therefore included in many of
the validated scales and questionnaires
of health related life quality (2). Chronic pain is often more difficult to relieve
than the acute (3). Irreversible plasticity changes of the nerve system after
sustained pain are thought to cause the
chronic pain, in the more susceptible individuals (4).
Most illnesses and injuries as well as several interventions are followed by pain
requiring sufficient treatment.   In spite
of improved techniques treatment of
pain can still today be a challenge, which
all physicians, nurses and other health
professionals meeting patients as part of
their daily work are familiar with.
It is a clinical impression that smokers
and hazardous alcohol drinkers experience pain after injuries or surgery different from other patient groups, persons
with high level of physical activity can
stand more pain without complaining,

while obesity is associated with a heavier
pain feeling.
This impression of different pain experience for patients with an unhealthy lifestyle may be caused by some extrapolation from the facts that individuals with
chronic pain often report using alcohol
and cigarettes to cope with the pain (5;6),
that chronic pain is reported more frequently among smokers and heavy alcohol
drinkers, physical active and obese persons (6;7), and that alcohol abusers may
require more anesthesia at surgery (8).
However, these do not indicate or explain
that the experience of pain should be different for patients with different lifestyles.
In order to investigate the association
between lifestyle and experience of pain,
postoperative pain would constitute a
clinically relevant and standardised model for acute pain. In this model surgery
constitutes a very controlled trauma with
international validated tools for pain
measurement and standardised guidelines. Furthermore, pain after surgery
was as stated the most frequent concern
among surgical patients (1).
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The more modern analgesia techniques, such as patient
controlled analgesia, peripheral continuous nerve block,
and epidural pain analgesia have all proven effective
to reduce postoperative pain scores and duration with
relative low side effects (3;9). However, so-called breakthrough pain still happens. Reasons for breakthroughs
of postoperative pain are perceived to be multi-factorial
(10). Predictors of individual pain-thresholds have been
investigated (11). Individual factors such as preoperative pain, age, gender, type of surgery, incision size and
scores of anxiety are clearly associated with the intensity
of pain at the first postoperative hour (11).

Lifestyle may also play a roll - however the association
between lifestyle risk factors and prediction of postoperative pain score and pain duration is still unclear (11-13),
but evidence shows that improvement of nutrition and
physical activity as well as quitting smoking and alcohol
can reduce risk of postoperative complications and immobilisation (14-17). Preventing against tthe risk of hese
lifestyle factors may also help to improve the postoperative pain relief.
Therefore, we wanted to investigate the association
among lifestyle risk factors and experience of heavy
postoperative pain and the pain duration after major orthopaedic surgery.

Table 1 Patient characteristics, given in numbers (%) or median (range)
Demographic

Gender

Woman
n=57

Men
n=52

Total
n=109

52%

48%

100%

62 (20-85)

Age, year

60 (19-83) 60 (19-85)

Type of referrals and classification of operation
Acute + elective referrals

18% + 82%

27% + 73% 22% + 78%

Column spine

32%

25%

28%

Knee

28%

27%

28%

Hip

25%

23%

24%

Others (pelvic, shoulder)

10%

2%

6%

5%

23%

14%

88%

75%

82%

Fractures
Preoperative heavy pain
Duration >2 months
VASrest >30, nociceptive + neuropathic

26% + 4%

15% + 12%

21% + 7%

VASdyn >50, nociceptive + neuropathic
(n=104)

27% + 7%

25% + 10%

26% + 9%

Durationa*, nociceptive + neuropathic 36% + 11%
(n=108)

15% + 6%

26% + 8%

90%

75%

83%

Risk of malnutritionb*

35%

29%

32%

Body Mass Index <20.5 kg/h2

14%

6%

9%

19.0

19.7

19.6

Taking pain medication
Lifestyle risk

Body Mass Index <20.5

Methods

The study was a prospective clinical survey with a structured fill-in form for data collection.
Patients
A number of 109 consecutive, adult patients undergoing
major orthopedic surgery at the Head and Orthopedic
Centre (HOC), Rigshospitalet, Denmark participated after referral either as elective or acute patients and hospitalized at the orthopedic department one day prior (day
-1) and one to three days (day +1 to +3) after surgery.
Preoperative patient characteristics are listed in Table 1.

median
range

(16.9-20.5) (19.6-19.8) (16.9-20.5)

Weight loss last 3 months

14%

15%

15%

Decreased calorie-intake last 7 days

16%

19%

17%

0

0

0

Stress metabolic, 3rd degree
Overweight

74%

64%

69%

Body Mass Index >25

58%

56%

57%

26.6

29.0

27.4

b*

Body Mass Index >25 kg/h

2

median
range
Waist: W > 80cm / M > 94 (n=106)

(25.1-39.1) (25.1-54.1) (25.1-54.1)
72%

62%

67%

94.5

108

100

82-126

95-148

82-148

70%

54%

62%

Pain relieves techniques:
• Patient-controlled analgesia (PCA) - inclusive postoperative morphine-pumps for epidural or intravenous administration (18),
• Regional analgesia (RA) - inclusive postoperative
pumps for epidural administration (18) and peripheral nerve blocks
• Conventional analgesia (CA) – inclusive oral administration of primary and eventually secondary analgesics.

Waist: W > 80cm / M > 94

All three groups could have had the possibility ofpro re
nata (pn) intravenous bolus-injections of opioid.

a* VASmax > 50 for > 40minutes; b* Defined as any positive symptom below;

median
range
Physical activity the last month <30
min daily
Smoking daily

18%

27%

22%

19 (3-20)

15 (2-30)

16 (2-30)

Risky alcohol, W >14 / M >21 drinks
weekly

3 (5.3%)

7 (13.5%)

10 (9.2%)

Daily alcohol intake by risky drinkers

42 (27-53)

Cigarettes daily

35 (25-70) 35 (25-70)
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Inclusion criteria
Major orthopedic surgery of fractures or degenerative
etiology, such as knee, hip, and shoulder prostheses or
prostheses revision, femoral marrow pin, spinal column
and pelvic operations.
Exclusion criteria
Patients under 18 years, reduced competence or unwillingness to give informed consent, inability to understand
Danish, operations due to tumor or metastases, or preoperative lack of pain sensation in the operation field.
Outcomes
Lifestyle
The Health Promoting Hospital (HPH) DATA Model for
risky health among patients was used (19). According to
the clinical routines, patients self-reported their lifestyle
except for the waist circumference, which was measured
by the project personnel.

Five lifestyle related risk factor meassurements:
• Risk of malnutrition if at least one of the following:
BMI < 20.5kg/m2, weight loss during last 3 months,
eaten less last week or patient stress metabolic in a
3rd degree.
• Overweight if at least one of the following: BMI >
25kg/m2 or waist circumference > 80cm for the
women and > 94cm for the men.
• Physical inactivity: less than 30 minutes activity daily with pulse increase during the last month.
• Smoking: daily smoking
• High alcohol intake: weekly intake of drinks of alcohol >14 objects for women or >21 objects for men,
please
Heavy Pain quantification
We used a patient-generated visual analogue scale
(VAS), from 0 to 100, given in millimetres (0mm = no
pain, 30mm = modest pain, 50mm = modest-severe
pain and 100mm = worst imaginable pain). We measured worst pain (VASmax), least pain (VASmin), average
pain (VASmean), rest pain (VASrest) and pain at mobilization (VASdyn). ‘Rest’ was defined as lying in bed and ‘dynamic’ defined as sitting at bedside or standing up, but
if patients were immobilized then pain during coughing
was accepted. We used the local and clinical relevant
definition of heavy pain with three separate outcomes:
VASrest >30mm or VASdyn >50mm or daily duration of
VAS >50mm for >40minutes.
Type of pain
The two main types were characterized by their different
pathophysiology and treatment; nociceptive pain as cutting, dull, squeezing, cramp-like and easy to locate pain;

neuropathic pain as stabbing neuralgias (lancinating,
electrifying) or superficial change in sensation (18).
Time
The duration of breakthrough-pain was measured in
seconds, minutes or hours and the breakthroughs in
numbers per day. The duration equalled the self-rated
average duration of a single pain breakthrough on a
particular day. The total time the patient experienced
pain was measured as (average duration of a single pain
breakthrough) x (number of breakthroughs).
The mobilization time was estimated by the patients and
given in hours from 0 to 12 or more than 12 hours daily.
Ethical considerations
The patients participated after informed consent. The
Danish Data Protection Agency approved the study before start (No 2009-41-3759). There were no risks by
participating, but inconvenience from the time spent to
report the daily pain and possibly discomfort from mobilization once daily. This survey did not involve human
biological material or evaluation of medication, surgical
or anaesthesiological equipments, and should therefore
not be evaluated by the Scientific Ethical Committee according to the Danish Guidelines for Research following
the Helsinki-II Declaration (20). Eligible patients were
informed orally and in writing about the purpose and
implication of the study. Orally informed consent was
obtained before inclusion. Patients could withdraw their
consent at any time, without any explanation or implication for their further treatment.
Data-collection
The fill-in form used for data collection was based on
the questionnaires described in previous studies (16;19).
Data collection on pain-duration was added. A one-week
pilot test was performed successfully, and the case report form was established. All data were collected by
project personnel. Eligible patients were identified via
the operation-plans for the orthopedic surgeries by a
daily manual search. Data on pain and lifestyle were retrieved from patients orally. The data on postoperative
diagnosis, operation code and pain-relieve medication
were retrieved from the hospital data system.
Day –1, preoperatively: Identification of eligible patients fulfilling the inclusion but not the exclusion criteria – followed by obtaining of informed consent. Data assessed were pain scores, duration of pain breakthroughs,
duration of mobilization daily, extension of preoperative
pain (under or above 2 months), pain relief medication
and lifestyle.
Day 0: Day of surgery.
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Day +1 to +3, postoperatively: Diagnosis and operation
code were registered. Time of discharge from the recovery room was used as starting point for the postoperative pain-relief registration. Every day data collected at
bedside on pain severity, duration and number of pain
breakthroughs and duration of mobilization were assessed. Postoperative pain medication was registered.

Data analyses
A percentage of 85% of the included patients were expected to have one or more clinical relevant lifestyle risk
factors (19). About 100 patients were perceived to be
relevant for the statistical regression analysis including
about 10 variables.
The results were given in medians and ranges. Uni- and
multivariate analyses were used for associations between postoperative pain relief and lifestyle. The confounder control included age group (19-49, 50-69 and
70+), gender, operation procedure (grouped in spine
column, knee, hip, others, fractures), referral (acute/
elective), preoperative pain level (VASrest >30mm, VASdyn
>50mm) and analgesic technique (PCA, RA or CA).
For the univariate analyses, the Chi-square-test with a
level of significance at p <0.05 was used.
In the multivariate analyses associations between primary outcome (VASrest >30mm, VASdyn >50mm and duration of VASmax >50mm >40minutes) and any of the
five lifestyle risks (malnutrition, overweight, physical
inactivity, smoking and high alcohol intake) were tested
in combination with significant variables from the univariate analyses. Backwards selection was used. The final results were presented in odds ratio (OR) with 95%
confidence interval (CI). CI not including the value 1 was
considered significant. The statistics were performed using SPSS 18.0.

Results

In total 142 relevant major orthopedic, non-cancer operations with eligible adult patients were identified.  Out
of those 33 patients were excluded: 3 refused to participate, 4 withdrew their informed consent, 21 had the
operation date cancelled and another 5 had language
barriers, were multi-traumatized or not available in the
department (figure 1).
The characteristics showed that the majority of these
orthopaedic patients had suffered from preoperative diagnose-related pain for more than 2 months. The prevalence of risky lifestyle was high. Overweight and physical
inactivity were the most frequent unhealthy lifestyles with mostly women at risk. Smoking was the least frequent lifestyle risk factor (table 1). The distribution of

Figure 1 Trial Profile

Eligeble patients
n = 142
Refused to participate
n=3

Fulfilled inclusion
criteria
n = 139
Fulfilled exclusion criteria n = 30
21 Cancellations of the operation date
4 Withdrawals of informed consent
5 Others (not able to respond, referred to other departments, etc)
Followed-up
n = 109 day +1
n = 106 day +2
n = 92 day +3

Discharged
After day +1, n = 3
After day +2, n = 14

postoperative analgesia technique was RA for about half
of the patients, while only 17% used PCA.
A relative high number of patients exceeded the limits
for heavy pain on the first postoperative day, the large
majority being the nociceptive type (table 2).
The significant results from the univariate analyses have
been reported for each outcome in table 3. The final
multivariate analyses identified several associations between preoperative and postoperative heavy pain - both
for the nociceptive and neuropathic type. Interestingly,
unhealthy lifestyle, age or gender were not associated
with heavy postoperative pain, except for physical inactivity being negatively associated with neuropathic pain.

Discussion

This study found almost no associations between lifestyle and experiencing postoperative pain. Only preoperative physical inactivity was associated with less
neuropathic postoperative pain and postoperative pain
duration. Non-surprisingly, the study confirmed that
heavy preoperative pain was significantly associated
with experience of heavy postoperative pain, and that
the majority of pain constituted of the nociceptive type
(4;11). The decline of nociceptive pain with the postoperative time has also been reported before (9).
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Table 2 Patients with heavy postoperative pain; i.e. scores of VASrest >30 mm, VASdynamic >50 mm, Duration > 40minutes for VASmax >50 mm (given in numbers,
percent or median and range).
VAS: Visual analogue scale 1-100mm; noci: nociceptive pain; neuro: neuropathic pain
Day +1

Day +2

Day +3

n

Pain score

Heavy pain (%)

n

Pain score

Heavy pain (%)

n

Pain score

Heavy pain (%)

VASrest /noci

109

20 (0-100)

39%

106

10 (0-100)

22%

92

10 (0-100)

22%

VASrest /neuro

108

0 (0-100)

7%

105

0 (0-80)

6%

92

0 (0-58)

11%

VASdyn /noci

104

49 (0-100)

46%

103

35 (0-100)

33%

91

25 (0-100)

15%

VASdyn /neuro

104

0 (0-100)

3%

102

0 (0-80)

5%

90

0 (0-87)

4%

Duration-noci

106

20 (0-1515)

31%

104

10 (0-1470)

23%

91

15 (0-1730)

17%

Duration-neuro

107

0 (0-1110)

1%

103

0 (0-1430)

6%

91

0 (0-1620)

2%

Table 3 Significant associations between preoperative variables and heavy postoperative pain (i.e. scores of VASrest >30 mm, VASdynamic >50 mm,
Duration > 40min for VASmax >50 mm) from uni- and multivariate analyses, given in p-values and OR with 95% CI.
VAS: Visual analogue scale 1-100mm; noci: nociceptive pain; neuro: neuropathic pain; NS: not significant.
Nociceptive pain

Univariate analyses: p-values
VASrest >30mm

VASdynamic >50mm

Multi-variate analyses: OR (95%-C.I.)

Duration

VASrest >30mm

VASdynamic >50mm

Duration

5.06 (1.29-19.90)

Heavy preoperative pain
NS

-

VASrest /noci >30mm

Pain Treatment

<0.000

0.030

0.0040

NS

0.002

-

5.18 (1.59-16.86)

VASrest /neuro >30mm

0.014

0.014

NS

10.28 (1.12-94.46)

-

VASdyn /noci >50mm

0.003

<0.000

0.001

4.30 (1.60-11.60)

-

VASdyn /neuro >50mm

0.018

0.029

NS

-

-

4.75 (1.53-14.73)

Preoperative lifestyle
Malnutrition Risk

NS

NS

NS

Overweight

NS

NS

NS

Physical inavtivity

NS

NS

NS

Smoking

NS

NS

NS

Risky alcohol intake

NS

NS

NS

Demographic variables
Gender

NS

NS

NS

Age

NS

NS

NS

Neuropathic pain

Univariate analyses: p-values
VASrest >30mm

Multi-variate analyses: OR (95%-C.I.)

VASdynamic >50mm

Duration

VASrest >30mm

VASdynamic>50mm

-

Duration

Heavy preoperative pain
Pain Treatment

NS

NS

NS

VASrest /noci >30mm

NS

0.031

NS

VASrest /neuro >30mm

<0.000

0.001

NS

-

VASdyn /noci >50mm

<0.000

NS

0.007

10.42 (2.36-46.01)

VASdyn /neuro >50mm

NS

<0.000.

NS

68.8 (3.31-1430.59)
17.39 (2.70-111.82)

Preoperative lifestyle
Malnutrition Risk

NS

NS

NS

Overweight

NS

NS

NS

Physical inavtivity

NS

0.043

0.028

Smoking

NS

NS

NS

Risky alcohol intake

NS

NS

NS

Gender

0.032

NS

NS

Age

NS

NS

NS

0.17 (0.03-0.95)

0.08 (0.008-0.76)

Demographic variables
-
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Pain after surgery
Development of postoperative pain is related to the type
of surgery, incision size and preoperative pain as well
as age and anxiety (4;11). We identified about one third
of the patients having heavy pain at rest, increasing to
half of patients during mobilisation on the first day after the major surgery. This exceeded our local recommendations and the higher international limits for good
quality recommended over ten years ago by the United
Kingdom Audit Commission (21). However, it has been
commented that pain breakthroughs are unavoidable in
the postoperative period (3;22).

The close association of postoperative pain to this type of
surgery has been described in a previous Danish hospital study on individual pain-recordings. The prevalence
of heavy postoperative pain across surgical interventions was lower, about 15%, compared to 55-78% in the
patient group similar to ours undergoing hip surgery,
joint replacement or spine surgery (22). The definition
of heavy pain was different; above VAS 30 one or more
time during the first postoperative period, but we found
similar results when using the same definition; 42% for
nociceptive and 15% for neuropathic pain.
The duration of pain is seldom included in pain studies, even though it would be an important parameter for
the patients in addition to the intensity of pain. Nevertheless, Bardiau and colleagues measured the duration
of the total VASmax-periods and the total time for VASscores above thirty (23). Those figures are not directly
comparable, but give the impression that pain breakthroughs for VASmax are ongoing in one tenth of the total
postoperative time. A small pilot study has found that
70% of patients refused analgesics when offered, thereby
accepting otherwise treatable pain. The same study also
showed that another 23% were not offered analgesics,
at all (23). If the pilot results could be translated to our
study, they indicate a need for improved health literacy
among both patients and staff concerning pain services.
Preoperative lifestyles and postoperative pains
It is interesting that we could not identify associations
between heavy pain and unhealthy lifestyles, except for
physical inactivity and less heavy pain. This is in contrast
to the well-established associations with development of
postoperative complications (24-27) and the strong evidence for effect of intensive lifestyle interventions starting prior to surgery (14-17). Similar evidence does not exist for postoperative pain. Association between smoking
and postoperative pain had neither been possible to find
for two other studies on minor surgical interventions on
knee and tooth, where the postoperative pain level may
have been too low to show any association relation pain

(12;13). The Quetelet-index (indicator of body mass) was
neither found as an individual predictor of postoperative
pain in the study by Kalkman et al (11).
Surprisingly, we found a significant association of preoperative physical inactivity and neuropathic pain and
pain duration. It is known that neuropathic pain shows
abnormal summation and post-sensations of pain after stimulation (18). In case less physical activity would
give less stimulation of the damage pain leading system,
maybe this could explain the association.
Study bias and limitations
Several biases were introduced in our study. The study
design introduced a recall bias by using self-reported
data, thereby leading to risk of both over-and underestimation. We failed to show associations with age, gender
or type of surgery to the postoperative pain as in previous studies (11). It could be due to the relative small size
of our study with the risk of lack of power and type-2
failure. Missing data from the third postoperative day
may also have played a role for the association between
lifestyle and postoperative pain by overlooking a possible late association.
The association between physical inactivity and lower
postoperative neuropathic pain could be a type-1 failure
caused by chance from the several analyses performed.
In order to reduce the risk of type-1 failures we have included only the significant results with p-values of 0.05
and lower from the univariate analyses into the multivariate analysis. This is in contrast to other studies allowing p-values of 0.15 (11). We chose not to lower the
level of significance, because the variables tested were
perceived partly dependent by logic and from the literature (e.g. VAS scores of minimal, maximal and mean
pain from the same patient, overweight and physical inactivity, operation procedure and postoperative pain relief, men and their alcohol intake, smoking and alcohol
intake). The dependency minimized the risks of masssignificance and the requirement for Bonferroni Correction (28). Though it is relevant from a clinical treatment
perspective to divide pain into nociceptive and neuropathic types it seemed to be rather unique for our study.
Therefore, the patients could have found it difficult to
describe the pain type experienced, while repeated measurements could have improved the reliability.
It is a strength that the study is performed in real life on
a patient group often developing heavy pain after surgery
and that only few patients refused to participate, which
facilitate the translation to other departments with similar patient groups and similar use of pain relief. It also
strengthening the study that we confirmed the well-
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established association to preoperative pain previously
published.

Study perspectives
This study could not accept the hypothesis that postoperative heavy pain is associated with postoperative
pain. Thus, it did not support the clinical impression
that an unhealthy lifestyle would influence the experience of postoperative pain. Only physical inactivity was
associated with reduced neuropathic pain, which was
however a rather seldom type of pain compared to the
more usual nociceptive pain after surgery. This lonely
association should be interpreted with caution, because
of the very low number of patients with neuropathic pain
in our study, also reflected in the rather wide confidence
interval of the odds ratio. The association should be reevaluated in a larger study with patients more frequently
developing neuropathic pain after surgery.

Conclusion

The results showed no or very little support to the clinical impression that patients with poor lifestyle experience pain different from patients with a healthy lifestyle.
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Ethical and existential aspects of lifestyle
changes
Jan Arlebrink 1,2
Abstract

Background Many people change their lifestyle and such changes can be either voluntary or involuntary. Often, some sort of
crisis forces people to change their lifestyles. Therefore, the difficult existential questions become relevant to those who have
been forced to change their lifestyle.
Methods This paper will explore different kinds of lifestyle changes within an ethical and existential context. The ethical context is constituted by the Danish ethicist K.E. Løgstrup and his thoughts on the basic conditions of life for the human being.
The existential context is constituted by questions dealing with the foundations of our existence and which man cannot avoid.
Results In the examples given, the patients seldom receive any help to process their existential questions and as a consequence their problems become more severe.
Conclusion It is important to treat every patient as a subject and to take care of not only his or her medical problems but also
of the patient´s existential questions generated by the medical problems.
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Introduction

There are many reasons for a person
to change his or her lifestyle. Lifestyle
changes can be voluntary or involuntary
and some may be both voluntary and
necessary. Examples of such changes can
be quitting harmful alcohol, drug, or tobacco misuse, losing weight, or addressing elevated cholesterol levels. Lifestyle
changes can also be involuntary, such as
those caused by retirement, accidents,
separations (divorce, children leaving
home), or various diseases (e.g., cancer,
chronic diseases). Several important but
seldom discussed life style changes will
be examined in this paper.
Lifestyle changes involve a variety of factors. Often, crises force individuals to
change their lifestyle. As a result of these
crises, difficult existential questions become relevant to such individuals and
several ethical issues must be considered. For instance, should the person
concerned be helped and, if so, how?

Purpose
Clin Health Promot 2015; 5:81-5

The purpose of this paper is to explore
several types of lifestyle changes within
ethical and existential framework. Such

frameworks are applied because lifestyle
changes, regardless of their reason and
the need for change, require the individual to ask questions about the fundamental nature of life itself. When a person in
a crisis situation poses him or herself an
existential question about life, the question is also directed towards others. This
paper describes how such a question is
posed and examines the ethical foundations by which claims may be directed to
another person.
The ethical context
The starting point for the ethical context
is based on the Danish ethicist K.E. Løgstrup’s thinking about the basic conditions of human life (1). Løgstrup’s concept could be summarized in his idea of
man as a subject. The concepts which he
uses to describe this idea include interdependence (the fact that we are dependent
upon each other), the ethical demand,
and what he calls the sovereign expressions of life. The latter include trust, veracity and mercy. Another key concept
which is also important here is empathy.
The existential context
The existential context is constituted of
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questions about life and its meaning, death, guilt, the
meaning of suffering, and our responsibility to ourselves
and others. These are unavoidable questions that address the foundations of our existence and which human
beings cannot avoid. The questions become fundamental when we are afflicted with a serious illness or are involved in a serious accident and our existence is threatened. Ethical and existential contexts have similarities,
and Løgstrup’s thoughts (1) apply to both.

Cases

In the below, four existing cases will be considered,
problematised, and reflected upon within the existential
and ethical framework.
Voluntary lifestyle changes: high cholesterol
levels
An example of a voluntary but necessary change in lifestyle occurred among twelve men who participated in
a study because of high cholesterol levels (2). The purpose of the study was to investigate the process which
these men underwent as they attempted to change their
lifestyle to reduce their cardiovascular risks. After being
informed that they had high risks of developing a serious disease, the men reacted in several ways: All became
very worried, some contemplated suicide, and several
became anxious that they would die. Som were also in
denial, and some attempted to forget the matter. Others
began to fear that they would have a heart attack at any
moment.
Sachs (2) suggests that instructions advising people to
change their lifestyles or to make decisions that will affect
their physical health in a certain way assume a belief in
predictable connections between life and the body: Certain actions that promote health should result in certain
positive outcomes. Sachs, however, also indicates that
some people do not achieve the goals they have established despite carefully following the instructions they
have received and, as a result, they experience suffering.
Although several of the men conscientiously made an effort to change their lifestyles, their cholesterol levels still
remained too high one year later. Many of them became
desperate and feared that they would soon die.
Existential aspects
Many of the men’s existential questions were related to
their test results, especially for those who did not manage to reduce their cholesterol levels. They posed many
questions to themselves (2): Is the life I am being forced
to live now really worth living? Why has this happened?
Why me? Am I going to die because of this? Why does
nothing happen when I do all that I can to change my

way of life? The way you live is an important part of your
life, and now these men were asking whether the life
they were now being forced to live was worth it. For example, cutting out whisky on a Saturday night was not a
good way to end the week.

Problematically, these men received no help in processing these questions. Existential questions do not attract
attention within health care settings to the extent that
they warrant. There are several reasons for this. One decisive reason may be that there are no answers to these
questions, and medical professionals may, therefore, be
unwilling to talk to the patient about them. They claim
that there is no purpose in discussing such questions because they have no answers. Therefore, instead of helping the patient cope, they escape from an experience
which they consider to be difficult. The suffering which
the patient experiences is, thus, not shared with anyone
among the staff, and the patient is left to bear the weight
of these questions on his or her own. In the study, several of the men were undergoing a traumatic crisis without
receiving any help for the related suffering.
Ethical aspects
From an ethical point of view, it is necessary to consider
the idea of man’s interdependent relationship, namely
that humans are dependent on each other and share a
mutual relationship. This creates an ethical demand
that one cares for those with whom one is associated.
In keeping with this, one can formulate an ethical demand that we should take care of the person whom we
are dealing with. This means that the staff overseeing a
patient’s care is under an ethical obligation to take care
of the patient in more than a technical and medical sense
and should, therefore, also alleviate the patient’s psychological issues.
Another important concept in this context is mercy.
Health care staff practice mercy by caring for patients
whose illness originates in psychological distress. However, their care should encompass more than treatment
for the physical problems that may arise. For the patient
to be able to trust the staff, it is necessary that the patient
is regarded as a whole person, and not just as a collection of separate body parts that may have deviated from
health. Furthermore, it is also important to consider
what Løgstrup terms veracity, meaning telling the truth,
as a way of creating trust with the patient.
Health promotional aspects
To the men in the study, health promotion was important. However, it is not only a matter of physical health
promotion. Actions that should promote health did not
result in positive outcomes. The men were also mentally
affected by the test results. Unfortunately, the patients’
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existential questions were not addressed within the
health care setting.

Voluntary lifestyle changes: in-vitro-fertilization (IVF)
Another situation that makes a lifestyle change necessary is when a patient has a strong desire to have a child
but is unable to. Many people who desire children do
not give up but seek alternatives, such as IVF (3). The
chance of becoming pregnant depends upon the age of
the woman and lifestyle-related factors. The younger
the potential mother is, the more likely it is that she will
become pregnant. However, some women who become
pregnant have miscarriages, and fewer than half of the
couples attempting to have a baby with the help of IVF
succeed. When the medical intervention is not successful, these couples are left without resources to cope with
the traumatic experience. The authors of the IVF study
indicate that the central question is whether and to what
extent fertility treatments for obese, people who smoke
or use alcohol should be made conditional of a lifestyle
change.
Existential aspects
Clearly, couples whose IVF treatment does not result
in a child ask themselves many questions: Why did this
happen to us? Why are we not able to have a child like
everyone else? What is wrong with us? Are we not good
enough to be parents? However, most often, the man
and the woman are not perceived as individuals by the
medical service. Instead, they are objects for the medical
service’s efforts from a scientific point of view. When the
medical service does not succeed in helping the couple
and does not offer support or resources, the couple is often left alone to process all the questions that may have
arised in relation to the unsuccessful IVF treatment.
Ethical aspects
From an ethical point of view, the obligation of health
professional to help the couple to process difficult existential questions seems obvious. For example, if the
treatment is not successful, the couple must adapt their
lifestyle to a reality that they did not choose. From an
interdependent viewpoint, there is an ethical demand to
take care of the couple. It is also an action of mercy to do
so. Among the benefits of this approach is an increased
level of trust in the medical profession.
When dealing with a patient, it is necessary to adopt
a holistic approach by moving beyond the treatment
of physical needs. Ethical dilemmas also comprise the
mind, often in a very serious way. You may say, that the
foundation for the medical service is mercy, and the staff
should show this. When patients are treated as objects,
there is a great risk that they will lose trust in the medical profession.

Health promotional aspects
An important part of recovering is to feel trust. If the
staff understands that the couple is in need of other
kinds of help beyond the provision of clinical services,
they may act more empathically. This may assist the
couple in processing what they experience as very tragic.

Involuntary lifestyle changes: traffic accidents
A famous case in Sweden involved a young man of
around 30 years old who had been in a traffic accident,
which left him paralysed and dependent on a respirator. When he no longer needed treatment and care at
the hospital, he wanted to take the respirator home and
be treated there instead. However, the question arose of
who was to pay for his treatment: the health services or
the municipality. Neither would assume the responsibility. The young man ended up in a nursing home surrounded by elderly people.
This man had suffered a lifestyle change that he had
never imagined. The case subsequently attracted the attention of the media and suddenly a solution was found
so that he was able to go home. Unfortunately, the young
man had lost the will to live. However, there was no way
he could be legally helped to die in Sweden, so he travelled to an institution in Switzerland that could perform
assisted suicide.
Existential aspects
The young man was given no help to cope with the severe existential problems he encountered after his crash
and subsequent paralysis. He constantly questioned why
it had happened. Why him? Why was life so unfair? Why
was it him who would be connected to a respirator for
the rest of his days? These questions had no answers, but
they are extremely important for people affected in the
way as was the young man. It would have been optimal
if the patient had received support in seeking answers
to his questions. To the best of our knowledge, the man
was given no help in processing the crisis which he had
been subjected to.
Ethical aspects
Everyone who saw the young man could see that he was
badly affected. However, there are many cases where
people have serious diseases that are not visible. When
a person has a tumor disorder, for example, it cannot
always be seen that the person is sick. But the sick person may be living with the knowledge that he or she
may soon die. Many people with serious diseases may
be forced to change their lives. They previously lived
in a certain way, but when they fell sick, their lifestyle
changed. Some things become less important, while others become more important than they were before. The
things that become more important generally concern
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human relationships and experiences. The things that
become less important generally concern work.

they have experienced and the strains involved in changing their lifestyles.

Health promotional aspects
This case shows the importance of regarding the patient
as a subject who has severe existential questions to deal
with. Even if the patient has not expressed these questions, it is important for the health care staff to understand that human beings with a severe disease or injury
react by asking themselves existential questions.

It is not only important to avoid inflicting physical harm,
but also to take steps to avoid mentally harming the patient. We may be mentally damaging another person’s
life by taking care of the person in a way that is harmful
to them.

Involuntary lifestyle changes: court-ordered
treatment of substance abuse
Another example common in Sweden is the coercive
treatment of people with substance abuse, which is a
non-voluntary change of lifestyle (4). Because these people are forced into treatment against their will, this generates many existential questions. They generally do not
understand why they are being forced into treatment.
Alcoholics may argue, for example, that drinking alcohol
is permitted in Sweden; yet, they are being forced into
treatment against their will. What society wants is for
the person abusing substances to change his or her lifestyle, but the person involved may not be interested in
doing so. Being forced into a treatment that is involuntary generally entails a major trauma for the person, and
he or she may not receive any assistance in coping with
this trauma. The authors of the study on coercive treatment indicate that the law must be followed up and that
court-ordered treatments should be based on evidencebased methods.
Existential aspects
There may be several reasons why a person becomes an
alcoholic. Many research studies done on Alcohol Use
Disorder (AUD) concerns biological, neurochemical,
genetical or social factors, but there are possibly other
important variables to explain AUD. One such factor
may be the person’s view of life. An interview study (5)
was done to examine the worldviews of AUD patients.
The findings showed that most of the 15 patients in the
study were, in a way, existentially empty. They could not
verbalize any view of life, raising the possibility that this
emptiness was replaced by alcohol. Existential emptiness may be one important factor together with other
factors to explain AUD (6). Many addicts seem to flee
from an emptiness that is often difficult to describe in
words. They seem to flee to something that relieves the
pain produced by life itself.
Ethical aspects
Another important aspect is responsibility in the sense
that we take responsibility for the other person. People
who voluntarily or involuntarily change their lives are
very vulnerable in many ways. This is because of what

In the relationship between the care provider and the patient, empathy is an important concept. Most care providers naturally posess the ability to behave in an empathetic way. This empathetic approach may also have
an additional positive effect in terms of recovery. In lifestyle changes, the care provider’s empathetic approach
can bring something of value to the patient, regardless of
whether the lifestyle change is voluntary or involuntary.
When a doctor takes action in an empathetic approach,
the patient feels seen and confirmed (7). This builds up
the patient’s confidence in the doctor. As a result, any
concern or fear in the patient can disappear. However,
if the doctor does not treat the patient empathetically,
the concern, anxiety or resignation felt by the patient remains.
Health promotional aspects
Like in the other cases, the care providers and the ways
in which they look at the patients or clients are very important to generate positive outcomes. Care providers
who are empathetic can provide relief and sometimes
generate hope.

Discussion

Analysis of these and similar cases from existential and
ethical aspects is based on a method developed by K.E.
Løgstrup (1). It is not the only possible method, but it
stimulates the examination of aspects seldom discussed
in case analyses.
Patient perspective
Changes in lifestyle, either voluntary or involuntary,
often involve a major change in life for the individual.
Something is left behind that was previously experienced as important. The way in which the health service
treats the patient may be crucial to how the patient copes
with the change.
Clinical perspective
The changes of lifestyle, such as the changes described
in this article, may often lead to a personal trauma for
the person. Therefore, it is important for the staff within
the health service to place attention on the consequences
that may arise when a patient voluntary or involuntary is
going through a lifestyle change. Patients do not always
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verbally express their feelings, reactions and thoughts
about the new lives which they are faced with. Also,
the existential questions of patients may remain unexpressed. Therefore, it is important for care providers to
show that they are willing to talk with the patients about
these difficult matters.

Societal perspective
From a societal perspective, it is important to attract attention to these matters. The existential questions and
thoughts which the patient may have and which he or
she in many instances cannot or does not express, can
lead to psychical problems. Unexpressed concerns may
also aggravate the patient’s original physical problems,
which may increase their need for further medical care.
Research perspective
Many studies examining life style changes concern
voluntary choices. For example, some studies include
healthy people for whom lifestyle changes lead to favourable physical consequences, examining physical,
medical and economical aspects of the change (8-11).
Other studies examine the existential and ethical aspects
of lifestyle changes necessitated by diseases (12-17), including how nurses can be involved in these lifestyle
changes (18). Although these constitute a promising
beginning, Løgstrup’s concepts could represent a useful framework for further studies. From both a patient
and a societal perspective, such clinical studies would be
useful to provide a better understanding of the patient
experience and to help improve the application of this
understanding in a clinical setting.

Conclusion

Persons who involuntarily or voluntarily are faced with
need for change in lifestyles often experience a crisis reaction that causes them to ask questions about life itself.
This does not seem to have been sufficiently addressed
by the health care sector. If the person does not receive
psychological support, the effects of the crisis reaction
may be intensified. Also, the person may then begin to
wonder whether there is a meaning of life.
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To promote not only the physical but also the mental
health of those undergoing lifestyle changes it is important to look at the patient as a whole. K.E. Løgstrup’s
philosophy of the basic conditions of life provides a useful framework for considering how healthcare providers can better consider patients in their entirety, rather
than viewing them as objects that consist of organs to be
treated. Health care providers should be sensitive to the
existential questions that can arise from significant lifestyle changes, so that they can better listen and respond
to these questions.
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A cross-sectional prevention and
rehabilitation programme for surgery
Per Rotbøll Nielsen
The PhD described postoperative pain, the effect of implementation of pain management principles and accelerated multimodal pre- and postoperative treatment among
surgery patients. Nationally, the postoperative pain services were implemented rather fast to surgical and anaesthesiological departments in the period 2000-2009. Several units closed down afterwards, so in 2009 only 29% of
departments reported they still had an acute pain service.
In contrast to this, and probably in the view of the recent
increase of knowledge and evidence on surgical pathophysiology, surgical patient and postoperative rehabilitation, it was found that the number of departments that
have implemented accelerated patient pathways had significantly increased over the same period.
Several studies have demonstrated the effect of smoking and alcohol cessation before an operation, while the
possible effect of physical exercise was still unclear, and
literature reviews on elective hip and knee replacement
therapy failed to demonstrate evidence. For patients with
lumbar spine surgery no randomised trials had been published.
With accelerated patient
pathways as a basis and in
About the
combination with prehabilitation, a new treatment regime that was designed to
Multidiciplinary Pain
optimise the patient through
Centre, Rigshospital,
improved organ function priCapital Region of Denmark.
or to surgery, was tested in a
The PhD is published as a
randomised study. The aims
supplement to the journal
were to reduce hospitalisaand will be available for
download at
tions and to improve recovwww.clinhp.org
ery. Prehabilitation included
thorough
pre-intervention
Contact:
information, a smoking cesPer Rotbøll Nielsen
per.rotboell.nielsen@regionh.dk
sation programme, alcohol
intervention, physical exercise, nutritional supplements
and pain management.

AUTHOR

Clin Health Promot 2015; 5:86

The randomised study was
an open clinic trial taking
place over an 18-months period with a primary efficacy

end point of functionality assessed by the time of inclusion, which was 6 to 8 weeks prior to surgery, repeated on
admission, postoperatively on day 1, 3 and again at discharge, as well as after 1, 3 and 6 months . The secondary
objective was pain, side effects, postoperative complications, quality of life and patient satisfaction. Twenty-eight
patients were randomised to prehabilitation and 32 to the
department’s usual treatment. Patients in the intervention group had already at admission a significantly better
functional level, measured with the Roland Morris score,
than the control group. They also had less pain postoperatively, measured as current and minimum pain but not
in terms of the overall pain. Patients in the intervention
group achieved the milestones of postoperative mobilisation during hospitalisation significantly earlier than the
control group. This difference was visualised in the duration of hospitalisation; 5 days versus 7 days (P = 0.007).
At the control after one month, the patients in the intervention group had a better functionality, but after 3 and
6 months no significant difference existed. There was no
significant difference between the groups in complication
rate. A multivariate analysis showed that the intensity
of the pre-operative nociceptive pain was a predictor of
postoperative complications (p = 0.002), and the randomisation to the control group was a predictor of prolonged hospitalisation (p = 0.004).
Patients’ experiences showed that the intervention group
was significantly more satisfied with respect to the entire
process, oral and written information, linkage between
information and treatment as well as the quality of rehabilitation. No difference was found between the groups on
postoperative pain management and at the time of discharge.
Health economic analysis of the costs and benefits of the
two therapy forms were performed. The aim of the economic analysis was to evaluate quality of life data and cost
data for the patients. The analysis showed that prehabilitation course was DKK 3,705 (app. EUR 496) cheaper per
patient than care in the control group. The direct cost per
patient was higher because of the prehabilitation but the
cost was lower for postoperative recovery, mainly because
of the shorter hospital stay.
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The Strategic Plan of the HPH Regional
Network of Catalunya: the way to advance
in Health Promotion
We have asked the winner of the 2015 HPH Award for Outstanding Fulfilments of the HPH
Strategy, the Regional HPH Network of Catalunya to enlighten our readers on the preceding thoughts and their work on fulfilling the strategy.
About the

Regional HPH
Network of
Catalunya
The Catalan HPH Network
was established in 2008 and
today it consists of 23 member hospitals and health
services. The Catalan HPH
Secretariat is based at the
chair of Health Promotion
of the University of Girona.
Dr. Manel Santiñà is the
regional HPH Coordinator
of HPH Catalunya and Dr.
Santiñà has been serving in
the HPH Governance Board
for two terms; 2012-14 and
2014-16.
Contact:
Manel Santiñà MD
msantina@clinic.cat

Regional HPH Coordinator and member of the HPH Governance Board, Dr.
Manel Santiñà has agreed on our invitation and he has written a short paper
introducing their impressive work. We
hope the paper can inspire other National and Regional Network on how to work
with HPH Strategies.

The HPH-Catalunya association

The Catalan network was established as
an HPH Network in 2007 by 11 hospitals
and started its activity in 2008, when the
constitution of the Catalan Network was
approved by the International HPH Secretariat.
The Regional HPH Network of Catalunya
works with the following general objectives:
• Incorporating the concepts, values,
standards of health promotion in the
cultural and organizational structure of
the hospitals and health centers

• Facilitating and stimulating the cooperation of interchanges, experiences
and programs between participating
centers.
• Extending the approach of the centers
to include health promotion on top of
the existing curative care
• Developing documented and evaluated examples of good practice for use in
other institutions
• Identify areas of common interest to
develop programs and evaluate proceedings
Currently, the Regional HPH Network of
Catalunya consists of 23 health care organizations, including 20 hospitals. The
Network has the support of the Chair on
Health Promotion of the University of
Girona, who acts as the secretariat of the
Catalan network and it has the support of
the Public Health Agency of the Catalan
Government.

Figure 1 Members of the Catalan Network of Health Promoting Hospital and Health Services
Grup SAGESSA
Consorci Parc de Salut Mar
Consorci Sanitari Integral
Hospital Sant Joan de Déu
Hospital Sant Rafael
Hospital Clinic de Barcelona
Consorci d’Atenció Primària de Salut de l’Eixample
Hospital Germans Trias i Pujol
Consorci Sanitari del Garraf
Consorci Hospitalari de Vic
Fundació Orienta
Associació Salut i Familia
Fundació Salut i Envelliment
Consorci Sanitari de Terrassa
Hospital Universitari Doctor Josep Trueta
Institut d’Assistència Sanitària de Girona
Universitat de Girona - Càtedra de Promoció de la Salut
Centre Geriàtric Maria Gay
AECT - Hospital de la Cerdanya
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The organizational structure

Table 2 Working Groups and their objectives

In 2011, the Government of Catalonia approved the
statutes of the HPH-Catalan Network, which acted
formally as a Scientific Association named “Associació
Xarxa d’Hospitals i Centres Promotors de la Salut de
Catalunya” – HPH-Catalunya.

1. Health literacy: Objectives

The statutes define the association, the aims, the governing bodies, the membership, the obligation of the
members, the member rights and privileges, as well as
where the association shall be located.

2. Standards of Health Promotion: Objectives

• Improve the communication to patients and facilitate a more comprehensible health field for the users.
• Evaluate the signposting of the centres of the Catalan network and
establish criteria for improvement.
• Evaluate and standardize the written and oral communication.

The constitution of the association allowed having a
solid, clear and stable organizational structure, consisting of:
• The General Assembly, composed of members of the
Catalan Network, represented by the coordinators of
the hospitals and health services.
• The Standing Committee, composed of the elected
members for the General Assembly with the following
functions (Table 1).
Table 1 Members of the present Standing Committee of the Regional
HPH Network of Catalunya
President Manel Santiñà

• Identify the standards of health promotion that are not in the
standards of the Accreditation of the Health Department of the Catalan Government.
• Propose to Health Department the incorporation of some standards of health promotion in the standards of hospital and healthcare services Accreditations.
• Invite every hospital and healthcare service to do the self-evaluation
to see, which of their standards that needs improvement.
3. Sustainable Hospitals and Healthcare services: Objectives
• Give priority to attitudes that form a culture of respect to the environment of the individual workplace.
• Promote values of energetic efficiency, sustainability and respect
to the environment.
• Promote responsible consumption of energy resources in the daily
activity of health services.
• Promote awareness of respect to the environment and labour risk
that general waste entails and to be a reference as an Institution.
4. Health Promotion in the workplace: Objectives

Secretary Dolors Juvinyà

• Get centers to have a policy aimed at promoting a healthy workplace

Vice President Rosa Simón

• Encourage the development of healthier and safer jobs.

Members Maria Briansó, Anna Ferret (Jaume Monteis), Anna Ferret
(Jaume Monteis), Rocio Ibañez, Anna Carol Pérez, Marisa Serra (Maria
Josep Planas), Isabel Ramón (Mònica Ballester)

• Collaborate with health promotion initiatives promoted by the General of Public Health Management.

Also in the statutes, it is described that the Secretariat
of the Catalan Network shall be situated at the Chair of
Health Promotion of the University of Girona.
The members of the Standing Committee are elected by
the members of the General Assembly for a period of
two years. After the first term, the members are allowed to be re-elected for additional two more years.

Noteworthy highlights in the period 20082015
• 2008; the international HPH Network approved the
the Regional HPH Network of Catalunya and the first
meeting of the regional network took place.
• 2009; the working groups of health literacy; standards of health promotion, Sustainable Hospitals and
Healthcare services were all set up (Table 2).
• 2010; the website using the University of Girona technological platform (www.udg.edu/hph.cat) was developed and the second meeting of Catalan Network
took place.

• 2011; the creation of the scientific association
HPH-Catalunya approved the first strategic plan for
the period 2011-2014.
• 2012; the third meeting of the Catalan HPH network
where the working group of health promotion in the
workplace was set up.
• 2013; the HPH General assembly decided that the
22nd International HPH Conference should be hosted
by the Catalan HPH Network.
• 2014; the 22nd International HPH Conference was
organized in April in Barcelona. The book “Health
Literacy Standards and Recommendations for health
professionals” was edited and the new strategic plan
for the period 2015-2018 was elaborated and approved by the Catalna HPH Network.
• 2015; the 2014 HPH award in recognition of outstanding fulfilment of the HPH strategy given to the Catalan HPH Network. The oral communication “Evaluation of the HPH-Catalunya strategic plan 2011-2014”
was presented and awarded as one of the best abstracts of the 23rd International HPH Conference
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The Strategic Plan for 2011-2014

The Strategic Plan was elaborated upon by the members of the Standing Committee and it was approved by
the General Assembly of HPH-Catalunya. In the Strategic Plan the mission, the vision and the lines of action
of the Catalan network were defined. The Strategic Plan
was focussing on the intention of organizing efforts and
orientating these in achieving the developed objectives.

The mission

The mission of the Catalan HPH Network is to lead the
diffusion and implementation of Health Promotion in
the Catalan healthcare centers, boosting the incorporation of concepts, values, strategies, standards and
indicators in their structure and organizational culture.

The vision

The vision of the HPH-Catalunya is to become the reference entity in Health Promotion in Catalan healthcare
centres, which will be accomplished by:
• Providing methodology to implement health promotion programmes in the health care centers
• Generating scientific evidence with results in health
promotion
• Boosting training in health promotion to health workers and health managers
• Facilitating exchange of experiences in health promotion and promoting synergies between centres.

The actions and their objectives

The Strategic Plan for the period 2011-2014 was divided in 7 actions, each one with its own objectives
(Table 3):
1. Increase the implementation of the network
throughout the Catalan territory
2. Increase the visibility of the Catalan network
3. Promote strategic alliances with other organizations
4. Develop resources to implement health promotion
in the healthcare centers
5. Consolidate the internal organization of the network
6. Offer training in health promotion
7. Produce and spread scientific evidence in health
promotion
Each objective had a member of the Standing Committee assigned, who had the responsibility of following up
on the action and of informing the Committee at the
monthly meetings.

Table 3 Aims of the Strategic Lines 2011- 2014
1. Increase the implementation of the network throughout the Catalan
territory
1.1. Elaborate a welcome plan to the new members
1.2. Send a presentation and informative letter to the CEO’s of Catalan
healthcare centers
2. Increase the visibility of the Catalan network
2.1. Elaborate an internal and external communication plan
2.2. Keep the website updated with the information of the working
group every two months
2.3. Spread the composition of the working groups and the coordinators
of each institution on the website
2.4. Identify the health forum priorities, design participants and present
communications
2.5. Do at least one presentation in the annual International HPH Conference
2.6. Write an annual report
3. Promote strategic alliances with other entities
3.1. Set aims and content of the strategic alliances to develop
3.2. Prioritize in the agenda and schedule the strategic alliances
4. Develop resources to implement health promotion in the healthcare
centers
4.1. Develop a guide to implement health promotion in the healthcare
centers
4.2. Health literacy: upload the tools gathered to the local website
4.3. Health literacy: Organize support of the group work in the implementation of the centers
4.5. Health promotion at work: develop resources and spread knowledge to the healthcare centers
4.6. Standards of health promotion: promote self-assessment tool
4.7. Standards of health promotion: Organize support to the working
group in the implementation
5. Consolidate the internal organization of the network
5.1. Elaborate on the Strategic Plan of the Catalan Network
5.2. Review the compliance to the Strategic Plan every year
5.3. Elaborate on the annual budget of the Network
5.4. Set clear and defined objectives for the working groups
5.5. Set a reporting system of working groups in the Standing Committee
5.6. Have an updated list of distribution of all members of Catalan
Network
5.7. Elaborate on administrative proceedings of the secretariat of the
network
5.8. Make a directory of participants centres in the task force of the
International Network
6. Offer training in health promotion
6.1. Organize a health promotion meeting every two years
6.2. Analyze training needs in health promotion
6.3. Organize and offer training in Health promotion
6.4. Organize and provide training in standards of health promotion
6.5. Organize training of trainers in Health literacy and standards of
health promotion
7. Produce and spread scientific evidence in health promotion
7.1. Distribute a minimum of one article about health promotion every
month through the website and email to the members of the
Catalan network
7.2. Elaborate on and disseminate the results of an evaluation of the
effectiveness of health promotion action in the healthcare centres
in the Catalan network.
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At the end of 2014, four years after the creation of the
first work plan, 29 of the 32 objectives were achieved
(91%) and only and 3 were still uncompleted.

The strategic plan is an efficient tool to achieve regional, national and international health promotion objectives. The creation of the Strategic Plan 2011-2014
have allowed the development, growth and consolidation of the Catalan HPH Network.
As it is often the case for collaborations with different stakeholders, the work on the Strategic Plan did
present some challenges for the Catalan HPH Network. These challenges were mainly centred on how to
build a solid organisational structure, which complied
with the interest and approach all stakeholders. Even
though Catalunya is a rather homogenous region, there
were still some differences between the practices of the
different hospitals, and to align these differences in a
mutual strategy did also offer some obstacles.

The future of the Catalan Network

A new strategic plan for the period 2015-2018 was developed using methodology identical to the first strategic plan. There are five new strategic items of action,
each of them relating to the strategic items of the Global HPH strategy (Table 4).

Table 4 The Action lines of Strategic Plan 2015-2018
Action line HPH-Catalunya

Corresponding Action line HPH

1. Increase the capacity of influence

Communication and Advocacy

2. Give gross value to the members
of the Catalan Network

WHO-HPH Standards and
Indicators

3. Offer training in health promotion

Teaching and Training

4. Do research in health promotion

Advancement of Clinical Health
Promotion Research

5. Consolidate the internal organization of Catalan Network

Overall

The strategic plan for 2015-2018 is also aligned with
the health promotion objectives of the Health Department of the Catalan Government. To ensure this, one
technical officer of the staff of the Health Promotion
Service of the Health Department participates in the
monthly meetings of the Standing Committee and at
least twice a year we have a meeting with the Deputy
Director of the Health Promotion Service. The Catalan HPH Network works closely with the Department
of Health in order to have a strong foundation for the
implementation of actions for health promotion in the
Catalan healthcare organizations.

HPH Material in local language needed
Among the recent developments of the HPHNET.ORG website, the
HPH secretariat have added Google Translate, so that visitors can
have the website displayed in 50+ languages. Following this improvement, the secretariat wants to update the website with local
language HPH materials.
This is why we kindly ask the National/Regional HPH Coordinators, to please send us any HPH material that has been translated
into your local language. We will then upload the material to the
website, in order to support the existing and future members in
your regions even better.
Please send any translated HPH materials you have on file to
info@hphnet.org
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24th International Conference on Health Promoting
Hospitals and Health Services
In 2016, the annual international HPH conference will be hosted by the Regional HPH Network of Connecticut,
US in partnership with Planetree and Yale University. Thus, the conference will be held in the United States for
the first time.
The 24th International HPH Conference will have the following title:
‘Innovation and Partnership in Health Promotion. Policy Development,
Organizational Initiatives and Direct Service Provision’
Dates: June 8-10, 2016
Venue: Yale University and Griffin Hospital, New Haven CT, USA
Deadlines for the conference:
• Deadline for abstract submission: January 15, 2016
• Information of submitters until March 4, 2016
• Deadline Early Bird Registration: April 1, 2016

For more information and for registration:

http://www.hphconferences.org/connecticut2016.html

Sterling Memorial Library at Yale University
Picture by: Sage Ross, from flickr.com

Register now - HPH Summer School 2016: Fast-Track
Implementation of Health Promotion in Hospitals &
Health Services.
The HPH Summer School in New Haven is open to all HPH Members as well as to other professionals interested
in health promotion. The participants will be introduced to the newly developed HPH Model for Fast-Track Implementation of Health Promotion, which has been tested in 48 hospitals in 11 countries. The model for fast-tract
implementation includes newest research within evidence-based practices, Quality Management, organizational
changes, and patient involvement.
The HPH Summer School takes place at Yale University, has a day-an-a-half programme and offers the opportunity to learn about the implementation of health promotion in health care settings. The HPH Schools are also
opportunities to get acquainted with the International Network of Health Promoting
Hospitals & Health Services.
Dates: June 6th-7th, 2016
Venue: Yale University, New Haven CT, USA
Price: €100 ($112,5), which includes materials, drinks and lunch on day two.

More information:

http://www.hphconferences.org/connecticut2016/program/intinary-details.html
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Establishment of Japan HPH Network
− “Sailing” with 36 members onboard
The Japan HPH Network was established on October 17, 2015, by representatives of 36
HPH member organizations in Japan. A celebration took place after the inauguration
ceremony, and was attended by 120 researchers and representatives of medical organizations, all enjoying the exchange of ideas and hopes for the future HPH Secretariat.
Mitsuhiko Funakoshi1
About the

National HPH
Network of
Japan
The Japanese Network
consists of 36 HPH member
Hospitals and Health Services in Japan.
The Network was established on October 17, 2015.
1
Mitsuhiko Funakoshi is the
National Coordinator of the
Japanese HPH Network.
He is also the assistant director at Chidoribashi General Hospital, the first HPH
member in Japan.

Contact:
Dr. Mitsuhiko Funakoshi
funakosi@wc4.so-net.ne.jp

A strong group of collaborators
ensured the HPH establishment

Upon the establishment of the Japanese
HPH Network, the representatives of national medical federations, presidents of
medical societies, and renowned professors within the field joined as the network
founders. I would like to thank the eight
founding doctors and all the representatives from various medical organizations
for their attendance and their growing interest in the newly founded HPH network
in Japan.

Moreover, a greeting was delivered to the
forum by Dr. Alex Ross, director of WHO
Kobe Centre, on behalf of the World
Health Organization. From the International HPH Network, a video message arrived from CEO Prof. Hanne Tonnesen.
In addition, we received a video message
from Dr. Dong-won Lee, coordinator of
the Korean HPH Network, and a heartwarming message from Dr. Shu-Ti Chiou, CEO of Taiwan HPH Network.

The eight founders are:
• Dr. Tsuneo Sakai, president of the Japan Hospital Association
• Dr. Kimio Henmi, chairperson of the
Japan Municipal Hospital Association
• Dr. Izumi Maruyama, president of the
Japan Primary Care Association
• Dr. Norio Shimauchi, president of the
Japanese Society of Health Promotion
• Dr. Satoshi Izawa, director-superintendent of the Saku Central Hospital - Nagano Prefectural Federation of Agricultural
Cooperatives for Health and Welfare
• Dr. Katsunori Kondo, professor of the
Center for Preventive Medical Science Chiba University
• Dr. Takaaki Fujiwara, chairman of the
Japanese Health and Welfare Cooperative Federation
• Dr. Mamoru Fujisue, president of the
Japan Federation of Democratic Medical
Institutions.

Mitsuhiko Funakoshi, HPH Coordinator of Japan

The history of HPH in Japan

Chidoribashi Hospital was the first Japanese hospital to join the International
HPH Network and became a member
in 2008. The initial encounter with the
HPH network and Chidoribashi Hospital happened by a coincidence, when I
was searching for “Healthy City” on the
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The 36 members are spread out in most regions of Japan and cover a strong group of hospitals and health facilities

internet. Reading the website of HPH, I felt growing
agreement with the activities of HPH network, because it matched the principles of Chidoribashi Hospital and our practice of health promotion activities.
So I decided to join the International HPH Network. It
was in 2010, I first attended the International Conference in Manchester. The theme of that conference was
“Tackling Causes and Consequences of Inequalities in
Health: Contributions of Health Services and the HPH
Network.” I was deeply impressed by the principle, and
the actual lectures were so outstanding that I wanted to
promote HPH in Japan.

Health Promotion in Japan

Thinking that HPH is a materialization of redirecting
the roles of health services, an idea proposed by Ottawa
Charter, the kinds of activities suggested by HPH have
been in practice at some Japanese hospitals already.
So, the idea itself is not completely new.

Therefore, I would like to introduce the readers to
some of the health promotion activities in practice at
Japanese Hospitals. A renowned example in this field
is Saku Central Hospital, which is also a member of the
Japanese HPH Network. Founded in 1944 by a cooperation of farmers, Saku Central Hospital has operated
a health activity to protect the lives and environment
of community people, based on the spirit of “together with the farmers.” In many ways, the Saku Central
Hospital has been a first mover on matters that we consider to be common practice today. It has a history of
sending doctors to the community (since 1945), even
before the introduction of universal health insurance
coverage system, finding causes of diseases “in farmers’
everyday life” (now referred as Social Determinants of
Health), and working on improvement of those in collaboration with community people and local government. It also initiated a public health control system
for all residents of a poor village called Yachiho Village
in collaboration with local government. In this effort,
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At the inagoration ceremony, all founders, invited speakers and selected participants were photographed.

Instructors of Health were appointed among the villagers and fostered as leaders of health promotion. This
achieved a leading example to include community people into a voluntary health promotion activity, and this
experience of public health control was later adopted
as a national model for public health checkup system
in Japan.
Min-Iren (The Japanese Federation of Democratic Medical Institutions), which many members of the
Japanese HPH network belong to, has a strong tradition of community-based health promotion activities.
The feature lies in the Min-Iren’s activity style, in which
Min-Iren hospitals work with members of Friend’s Association or medical cooperative who are also community residents. An example on this is the Health Co-operative SAITAMA, which the Saitama Kyodo Hospital
belongs to. The Saitama Co-operative has 240,000
members and facilitates a variety of health promotion
activities in local communities. The activities include
community-based classes on health and childcare, as
well as visits by hospital staffs at schools giving education on sex and protection. Health Co-operative
SAITAMA also works with labor unions to provide a
free consultation for the people in need on health and
labor related problems.

Future challenges for health promotion in
Japan
The average life expectancy of the Japanese population
is one of the highest in the world. However, the high life
expectancy creates specific challenges for Japan such
as a super-aging society and enlarging economic disparity. The community is faced with an increased need
for support of the increasing number of aged people
and especially those living alone. This socially fragile
settings and the need of support of those people living
alone are becoming a serious challenge for the health
services. The national health insurance system, which
once was world famous, is also starting to show deterioration. What we see is that quite a number of people
detain from going to the hospital regardless of serious
health problems due to economic difficulties. The need
for offering health promotion activities is obvious for
the elderly population, and the support and focus on
health promotion by the hospitals and health services
will contribute to the health and well-being of the community. Taking advantage of the experiences of health
promotion activity acquired by member hospitals, the
Japanese HPH Network will enhance the exchanges
of information among national members, the international network and the local communities, and by doing this contribute in finding solutions for the Japanese
population.
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Become a member of the International HPH Network
If your hospital or health service is interested in joining the International HPH Network, go to our website
and read more on what HPH can do for your organisation and why health promotion is vital for the improvement of health for patients, staff and community.
For further questions about the HPH Network, feel free to visit our website: hphnet.org or contact the HPH
secretariat: info@hphnet.org.

HPH members in 2015

The International HPH Network has members in 40 countries spread out over all six continents.

= Country/Region with HPH Network(s)

= Country/Region with individual Hospital or Health Service HPH Member(s)

= Affiliated Member(s)

Update and revision of the WHO HPH standards manual
With 10 years gone by since its initial publication, the WHO HPH Manual for Implementation of Health Promotion in Hospitals is now under revision and update. The project is headed by Clinical Health Promotion
Centre, WHO-CC in Copenhagen and funded by WHO Europe.
The revision and update will update the evidence-base of the standards with the newest scientific literature.
It will broaden the scope of the manual to encompass the ‘non-hospital organizations’ that are also part of the
HPH membership. The first draft version of the updated standards is currently undergoing a pilot test with
clinicians from several countries, and subsequently an expert review process.
Upon final editing and modifications based on test and review results, a beta version will be presented to the
HPH GA and conference attendees at the 24th International Conference in New Haven.
For further info:
Jeff.kirk.svane@regionh.dk
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4th HPH Conference of the Regional
HPH Network of Friuli Venezia Giulia
On December 10, 2015 the 4th Regional HPH Conference took place in Gorizia in the Italian
region Friuli Venezia Giulia. The conference had around 100 local participants from the
region and had invited speakers from different regions of Italy as well as a representative
from the International HPH Secretariat.
About the

HPH Network of
Friuli Venezia
Giulia
The Regional HPH Network
of Friuli Venezia Giulia was
established in 2003 with six
members. Today, the network
has a total of 13 members,
including accredited private
care services and an affiliate
member.

4th Regional HPH Conference

The main theme of the conference was
the health care reform in Friuli Venezia
Giulia and the implementation of the
clinical practice of health promotion in
the different contexts of the community.
The support of the new regional health
authorities and their work on unifying
the organizational structures of hospitals and territories were also some of the
themes for the conference. The health of
the population is recognised as an important factor for economic growth.

Dr. Cristina Aguzzoli is the
Regional HPH Coordinator of
the network and is based at
Azienda per l’Assistenza Sanitaria n. 2.

Contact:
Cristina Aguzzoli
cristina.aguzzoli@ass2.sanita.fvg.it

The afternoon sessions were dedicated
to the welfare of health care workers and
the pathways to empower the quality of
life. Amongst the speakers was Raffaele
Zoratti, Chair of the International HPH
Governance Board. Dr. Zoratti gave a report on the impact of Lifestyle Medicine
in the clinical practice, emphasizing the
available literature on empowerment
of patients and community in regard of
their own health.
Guilio Fornero, Cristina Aguzzoli and Giovanni Pilati
charing a session at the conference.

A plenary session dedicated to young
people showed how HPH standards can
be a useful tool in order to obtain a global vision of the economic efforts of the
stakeholders on a common topic. During
the plenary session, a group of students
described their experience in What’s Up
System, based on the involvement of
web languages, responsibility and creativity.

The conference was sponsored by the
Department of Health, as the local government is a strong supporter of the
work done by the Regional HPH Network. Health-care reforms in Friuli
Venezia Giulia provide a growing focus
on health promotion and lifestyle medicine. The attention is thereby brought
to the importance of implementing the
clinical practice of health promotion in
different contexts of the community.
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