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It is often assumed, that genetic predispositions determine the life courses and
cannot or only to a minor degree be influenced. Though genetic risk mapping
and clinical health promotion seem very
far apart, it would, however, be interesting to evaluate a possible effect of healthy
lifestyles among persons identified with
high genetic risk for non-communicable
diseases (NCD).
This is exactly what Khera and colleagues
have done. In November 2016, they published a study investigating a possible association between healthy lifestyle and
reduced risk of coronary artery events
among participants with a high genetic
risk (1).
The human genome and polygenetic
risk
The global Human Genome Project was
planned more than thirty years ago (2)
and has now worked for more than a decade to determine the DNA sequence of
the total genome (3). In 2004, over 99% of
total genome was published (4), but studies of DNA variation continue in the International HapMap Project, with the goal of
identifying patterns of single-nucleotide
polymorphism (SNP) groups. The polygenic risk score of coronary artery disease,
used in the study of Khera and co-workers,
is based on up to fifty of those SNPs (1).
Healthy lifestyle
Risky lifestyle can be characterised in
many different ways. An easy-to-use way
is the validated HPH-DATA Model with
nine questions for documentation of the
five main risk-factors; daily smoking, risky
alcohol use, overweight/obesity, malnutrition and insufficient physical activity
(5). Khera and colleagues used another
categorisation, where a favourable lifestyle was defined by at least three of four

healthy lifestyles (no current smoking, no
obesity, regular physical and healthy diet)
and no healthy lifestyles as unfavourable.
Risk reduction
The study by Khera and colleagues is
based on observations with data from over
50,000 participants collected in four prospective studies, and the study confirms
that both lifestyle and genes are independently associated with coronary artery
disease. However, the good news is that
favourable lifestyle is related to an almost
50% lower relative risk for participants
with high genetic risk compared to unfavourable lifestyle.
Perspectives
It is positive if high genetic risk is not as
predictable for health as assumed. If lifestyle intervention also reduces the risk for
NCD for persons with high genetic risk,
the consequences are tremendous for the
individual them-selves, their families as
well as for the society at large. However, an
effect of lifestyle intervention among high
genetic risk persons has not been shown
yet. This requires intervention studies in
randomized designs, in addition to the observational data by Khera and colleagues.
Such studies should be performed ASAP.
References
(1) Khera AV, Emdin CA, Drake I, et al. Genetic Risk, Adherence to a Healthy Lifestyle, and Coronary Disease. N
Engl J Med 2016; 375:2349-58
(2) DeLisi C. Meetings that changed the world: Santa
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(4) Schmutz J, Wheeler J, Grimwood Jane, et al. Quality assessment of the human genome sequence. Nature
2004; 429: 365-8.
(5) Tønnesen H, Svane JK, Lorenza L, et al. Handling Clinical Health Promotion in the HPH DATA Model: Basic Documentation of Health Determinants in Medical Records
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The Danish Smoking Cessation
Database
Mette Rasmussen1, Hanne Tønnesen1,2
Abstract

Background The Danish Smoking Cessation Database (SCDB) was established in 2001 as the first national healthcare register
within the field of health promotion.
The aim of the SCDB is to document and evaluate smoking cessation (SC) interventions to assess and improve their quality.
The database was also designed to function as a basis for register-based research projects.
The study population includes smokers in Denmark who have received a face-to-face SC intervention offered by an SC clinic
affiliated with the SCDB. SC clinics can be any organisation, place or person working with a preventive aim. There are no age
limits for registering a smoker in the database.
Data collection The SCDB contains prospectively collected baseline and outcome data on SC clinics, interventions, and individual smokers. Baseline data include socio-economic, demographic, and prognostic factors. The outcome data are smoking
status at the end of the programme and after six months and satisfaction with the SC intervention.
Validity Approximately 80-90% of all SC clinics offering systematic face-to-face SC interventions in Denmark are reporting
data to the SCDB. The data completeness of the SCDB is very high, at 95-100%. Validation checks have been implemented to
ensure high data quality.
Conclusion The SCDB is a well-established clinical database and a priceless tool for monitoring and improving SC interventions in Denmark to identify the best solution to helping smokers become smoke‐free. The database is increasingly used in
register-based research.
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Denmark has a long tradition of collecting administrative, healthcare, and social
data. Some of the oldest national healthcare registers can be dated back to the
1870s (1). In 1968, the Danish Civil Registration System (CRS) was established,
and since then, a unique personal identification number (called the CPR-number) has been assigned to all permanent
residents in Denmark (2). The CPR-number is used in all other national registers,
making it possible to link information
from different registers at a personal level. The CRS initiated a breakthrough in
register-based epidemiology in Denmark
(3).
In 2001, the Smoking Cessation Database (SCDB) was established as the first
national healthcare register within the
field of health promotion, offering smoking cessation (SC) clinics a resource for
external documentation and evaluation
of their SC activities. Since then, face-toface SC interventions have been docu-

mented and evaluated at the national level to assess and enhance the quality and
to improve the effectiveness and cost-effectiveness of individual SC clinics as well
as the overall national effort.
In this paper, we will describe the SCDB
and the most common types of intervention registered in the database.
Background and aim of the database
The SCDB was initiated in 2000 as a research project to evaluate the effect of
SC interventions in Denmark based on
a systematic collection of data. The data
collection began in 2001 and continued
until the end of 2005. Two studies were
published on this research project (4;5).
After the initial research period, the organisation of the SCDB was anchored with
a steering committee representing the
National Health Authorities and other
stakeholders, and a secretariat was included to make the daily decisions.
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Minor changes were made to the questionnaires, and
the guidelines were updated. All changes made to the
SCDB were in agreement with the standards for the
Danish Clinical Quality Databases (6), which are used
to assess the quality of health efforts aimed at specific
patient groups based on individual patient’s continuity
of care. Accordingly, the SCDB established a set of indicators and standards (7).

Study population

The SCDB contains information on smokers undergoing a face-to-face SC intervention offered by a SC clinic affiliated with the SCDB. In Denmark, all smokers
have access to SC interventions in their municipality
without referral and without having to pay for the intervention.
Each smoker has to provide informed consent before
being registered in the SCDB. There are no age limits
for including a smoker in the database, but when smokers are under the age of 15 years, their guardian must
consent on their behalf.
Any SC clinic can use the SCDB if it provides a well-described SC intervention and can commit to using the
standard registration questionnaires to collect baseline
and follow-up data on the enrolled smokers in accordance with existing guidelines.
An SC clinic can be an organisation, place or person
working with a preventive aim. It may be a municipal
clinic, pharmacy, hospital department, patient association, private company, general practitioner, dentist,
midwife, or any other individual offering SC interventions.
Smoking cessation interventions in the SCDB
Any type of SC intervention can be documented in the
SCDB. The single most commonly used SC intervention
in Denmark was developed in 1995 (8). Since then, it
has been the standard intervention and is now called
the Gold Standard Programme (GSP). More than 90%
of the SC interventions registered in the SCDB over
time are GSPs. Below, we describe the GSP and other
interventions registered in the SCDB.
The Gold Standard Programme
The GSP is an intensive intervention consisting of five
meetings during six weeks; furthermore, it is recommended to have a sixth meeting covering relapse prevention three months after the quit date (see Figure 1).
The programme is based on counselling and a clearly
structured manual-based patient education program-

Figure 1 Time schedule and the recommended quit date for the GSP
smoking cessation intervention.
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Each box represents a meeting; the light box is recommended but not
mandatory. The minimum duration of the meetings is also listed (8;11).

me taught by specially trained staff. The programme
comprises individually tailored counselling on nicotine
replacement therapy (NRT) or other medical support
based on the individual’s level of dependence, as measured by the Fagerström test score (9). The GSP fulfils
the international criteria for an intensive SC intervention (10).
The GSP can be conducted as a group intervention
(8) or as individual counselling (11). Allocation to the
group or individual programme is at the discretion of
the SC clinic or the counsellor as well as the individual
smoker (8). The recommended scheme for the intervention is shown in figure 1.
The first two weeks cover educational sessions on
preparing to quit, including an introduction to the
programme, smoking profiles, ambivalence and motivation, pros and cons of continuing smoking versus
cessation, nicotine dependence, withdrawal symptoms
and medical support for withdrawal symptoms, and
setting a quit date. A quit date is set between the 2nd
and 3rd week (8).
After the quit date, the last three teaching sessions
cover maintenance, risk situations and how to manage them, use of reward systems and networks, smoking
cessation and health, physical activity, mood swings,
stress, relapse prevention, cutting back on supportive
medication, and how to manage a completely smoke-free life (8).
In accordance with the guidelines, smokers who attend
at least 75% of the scheduled meetings are considered
compliant (12).
Come & Quit
This intervention was developed to attract male smokers with a low education, a group of smokers who
do not frequently visit SC clinics. Before entering the
programme, each smoker meets with a counsellor to
discuss further developments. Come & Quit is a flexible programme build on open groups including eight
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1½-hour weekly meetings on different subjects. The
meetings are offered on a weekly basis and the smoker
can begin the intervention anywhere during the 8-week
circle (13) (Figure 2).

Figure 2 Time schedule for the Come & Quit smoking cessation intervention.

ers are considered compliant to Xhale after attending
4 meetings.
After completing a test period, Xhale was implemented
in the SCDB in 2016.
Crash course
Crash courses were held in large groups. They comprise one meeting lasting for approximately 1½ hours.
The main focus of the intervention was to provide information on further SC resources. The smokers were
introduced to the use of NRT and where to find more
help. All smokers attending the intervention were considered compliant.
The crash courses were registered in the SCDB from
2001-2005.

Each box represents a 1½-hour meeting with different themes; all
meetings are recommended but not mandatory. Between meetings, the
intervention also offers text messages, e-mails and/or telephone calls
according to individual needs. The quit date can be scheduled anytime
during the programme (13).

Each smoker composes the course for themselves by
choosing which meetings to attend, and if they want to
receive text messages, e-mails, and/or telephone calls
between meetings. There is no recommended quit date,
but the smokers should be willing to attempt to quit
some time during the intervention (13). Based on the
guidelines smokers attending 4 meetings are considered compliant to the Come & Quit intervention (12).
Come & Quit has been registered in the SCDB since
2011.
Xhale
Xhale is an intervention targeted at young smokers under the age of 25 years. It is based on the Come & Quit
concept, but since smoking habits and dependence
is often different in young smokers, the concept was
translated accordingly. The pronounced social function
of smoking among the young is also taken into account.
In addition to the meetings Xhale offers the opportunity of virtual support between meetings (14). Smok-

Health promotion counselling
This intervention is built on the five stages of change
(15), and takes into account the knowledge, attitude and
experience of the smoker (16). The health promotion
counselling is suited for smokers starting out in one of
the first three stages (precontemplation, contemplation or preparation)(16). The aim of the counselling is
to support the smoker in moving forward towards SC.
This method is based on the smokers knowledge regarding the implications of smoking on his/her health
(16). Furthermore, highly effective elements from short
interventions to modify alcohol habits are used in the
conversation. Smokers who attend at least 75% of the
scheduled meetings are considered compliant (12).
The health promotion counselling has been registered
in the SCDB since 2006.
Alternative treatments
Since 2006 acupuncture and reflexology have been registered through their own separate categories.
Other interventions
Any other intervention can be registered as “Other” in
the SCDB. This can be other alternative treatments and
special treatments. Standard interventions in which
some of the face-to-face meetings are substituted by a
telephone consultation and interventions including a
mixture of other concepts e.g. GSP and Come & Quit
are also registered under this category. It is possible to
add a short note defining the intervention further.

Data collection

The SCDB contains prospectively collected data including baseline information on the SC clinic, the intervention provided, and the individual smoker. In addition,
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the database also includes outcome data. The data can
be divided into three categories: Structure and process,
characteristics of participants, and effect and results.
All data in the SCDB are collected via standard questionnaires.

Effective January 1, 2006, minor changes were made
to the questionnaires according to the knowledge obtained during the research project (see Figure 3). The
most substantial change was introducing the CPR-number into the registration information, as this inclusion
enabled future linkage of the registered smokers with
other national registers.
Furthermore, the guidelines for the follow-up and data
collection procedures differed between the two periods (see Figure 3). From 2006, an online self-registration service was established that replaced the existing
scanning procedures. The online system also provided
a reporting module, making it possible for SC clinics to
download baseline and outcome reports in real time.
Outcome measurements
Outcome measurements are a crucial part of the registration, as they enable evaluations of the effect of the
interventions. The main outcomes are smoking status
at the end of the programme and after six months and
satisfaction with the SC intervention.
Baseline data
For each SC intervention (individual or group intervention), the SC counsellor registers information about the
intervention given. This information includes, e.g., the

setting of the intervention, the type of intervention, the
duration and dates of delivery, the planned quit date,
the size of the group and meeting adherence.
Each smoker completes a baseline profile, which includes information on smoking history, nicotine dependency (via Fagerström score), socio-economic and demographic characteristics, and whether they authorize
later contact for follow-up. Each smoker has to provide
informed consent before being registered in the SCDB.
Follow-up
The follow-up data contain information on smoking
status measured as successful continuous quitting since the intervention and as the point prevalence, follow-up rate, satisfaction with the SC intervention, and
use of supportive medication.
When agreeing to participate in the SCDB, the SC clinic
commits to follow-up with each smoker according to
existing guidelines. The follow-up can be outsourced,
and today, approximately half of the SC clinics use the
national quit-line to perform the follow-up.
Participants who declare that they do not want to be
contacted again are not followed. Smoking status is
self-reported, and no validation is required. As the data
collection process was designed to be integrated with
everyday practice in the clinic, and as it is not standard
to meet the participants of an SC intervention after 6
months, the follow-up information is collected by mail
or telephone in accordance with standard operating
procedures. The follow-up guidelines were changed in

Figure 3 Data collection in the SCDB over time (CPR: a unique number including date of birth and gender assigned to all Danes at birth and to immigrants).
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2006. The procedures for the two periods are outlined
in figure 3.

Follow-up from 2001-2005
From 2001-2005, the SC clinics were intended to follow-up with each patient 6 and 12 months (± 1 month)
after the quit day. The follow-up was mainly conducted
by mail, but it was possible to complete it by phone. At
least one reminder was required before the participant
could be considered a non-respondent. The reasons for
loss to follow-up were registered in the database.
Follow-up from 2006 and on
The SC clinic is responsible for the follow-up. Each participant should be contacted by telephone 6 months after their planned quit day (±1 month), and if no planned
quit date was recorded, the date of course completion
should be used. At least one of the calls should be in
the evening (after 5 pm). After four failed attempts to
reach the participant, he/she is considered a non-respondent. The reasons for loss to follow-up are registered in the database.

Data validity

Coverage
The coverage of the SCDB has not been established
because there are no valid sources of data describing
precisely how many private SC clinics exist throughout
the country in addition the public SC clinics. Based on
course descriptions, webpages, etc., 80-90% of all SC
clinics offering systematic face-to-face SC treatment
are estimated to be reporting data to the SCDB.
Data completeness
The data completeness of the SCDB is very high. The
questionnaire regarding the SC intervention has a rate
of completeness of 100%. The questionnaires collecting
baseline data on each smoker and the follow-up questionnaires have a completeness rate of at least 95%.
Validation
To ensure a high quality of data, validation checks have
been implemented in the self-registration service. It is
not possible to enter non-existing dates, and it is not
possible to terminate a registration without answering all of the mandatory questions. Moreover, the secretariat performs manual checks on the chronology of
the data entries to ensure that the beginning and end
of an intervention are within a reasonable timeframe. Furthermore, the CPR-numbers are continuously
checked in the CRS and corrected if entered incorrectly.
Data breaks
Over time, minor changes have been made to the

SCDB. The main changes are shown in Figure 4. The
most extensive change was implemented in 2006, as
described earlier.
Figure 4 Data breaks in the SCDB over time.
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+ indicates something was added to the database, <=> indicates that
changes were made (from>to). E.g. in January 2006 the registration of
point prevalence changed from 7 days point prevalence to 14 days point
prevalence, and in January 2016 Xhale was added to the list of methods.

Quality indicators

Since 2006, the SCDB has operated in accordance with
the following five standards and indicators.
After the research project, the SCDB participated in
creating consensus regarding the indicators and quality standards used to measure the improvement and
deterioration in the quality of SC activities. Five indicators were developed, each with a corresponding quality
standard (Table 1). The standards were chosen to be
ambitious but realistic for the individual clinics, which
was already reflected in the first annual report published after the standards had been established.

Examples of research

Several papers have been published in international
scientific papers that use data from the SCDB. The publications based on the research project assessed cost-effectiveness and effectiveness (4;5). Subsequently, a
broad range of topics has been covered, including the
impact of structural changes in the healthcare system,
compliance, public smoking bans, and effectiveness of
different interventions (12,17–20) and the real-life effectiveness of the GSP for specific subgroups of smokers (21–24).
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Table 1 Indicators and corresponding quality standards in the SCDB.
Indicator
Standard
1: Compliance with smoking cessation intervention
Proportion of participants who have completed the
80%
smoking cessation intervention*
2: Smoke-free at the end of the programme
Proportion of participants who are successful quitters
80%
at the end of the smoking cessation intervention
3: Follow-up rate
Proportions of participants with a 6 month follow-up
80%
4: Smoke-free after 6 months
Proportion of participants who are successful quitters
50%
(continuously abstinent) at 6 month follow-up
5: Satisfaction
Proportions of participants who are satisfied with the
90%
smoking cessation intervention they received
* In accordance with the guidelines, patients who attend at least 75%
of the scheduled meetings are considered compliant (12). If no fixed
number of scheduled meetings are set (like in Come & Quit and Xhale)
at least 4 sessions are required to complete the programme (12).

Administrative issues and funding
The SCDB is free of charge for the SC clinic and has
been financially supported by the Danish Ministry of
Health or the Danish Health Authority. Bispebjerg and
Frederiksberg Hospital, Capital Region of Denmark,
the Danish Pharmaceutical Association, and the Danish Institute for Health Services Research have also
supported the SCDB.
The Secretariat is assigned to the World Health Organisation Collaboration Centre for Evidence-Based
Health Promotion in Hospitals and Health Services, at
Bispebjerg and Frederiksberg Hospital. See www.scdb.
dk for further information.

Conclusion

The SCDB is a well-established clinical database and a
priceless tool that can be used to monitor and improve
SC interventions in Denmark to attain the best solutions for helping smokers become smoke-free. The database is increasingly used in register-based research.
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Assessment of Village Health and
Nutrition Day implementation – findings
from a mixed method study in Odisha,
India
Sanghamitra Pati1, Abhimanyu Singh Chauhan2, Subrata Kumar Palo2, Prabhakar Sahu3,
Sandipana Pati3
Abstract

Introduction Maternal and child health and nutrition are challenges in developing countries like India. The Indian Ministry of Health and Family Welfare and the Department of Women and Child Development jointly launched a programme
called Village Health and Nutrition Day (VHND) to deliver comprehensive health and nutrition services to pregnant women, lactating mothers, children (0-5 years) and adolescent girls. The aim of this study was to assess the quality of VHND, to
analyse the need, awareness and satisfaction of beneficiaries, and to assess the status of necessary available instruments
on site.
Methods To understand the process and perspective of the beneficiaries and providers, a cross-sectional study was
conducted from April to June 2013. The methods were observation, in-depth interview, focus group discussions and
questionnaires.
Results 30.7% of the potential beneficiaries participated in VHND. A severe lack of instruments was observed. Immunization, MUAC measurement and treatment of minor ailments of children were missing at all sites. Participants expressed
difficulty in attending the VHND sessions regularly due to domestic objections, distance to the venue, no knowledge of
the session date, time and place, lack of sitting space, prolonged waiting time and lack of medicine supply.
Conclusion Community leaders, local decision making bodies, regular supervision and monitoring can significantly contribute to improve the quality of services. Basic amenities and ensuring privacy of the beneficiaries should be ensured.
Cultural appropriateness and accessibility factors need to be taken into account while selecting VHND session sites.
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Maternal and child malnutrition has remained a perpetual public health challenge in India (1-4). In order to address
the challenge, various schemes have been
implemented in India with limited success. After the launch of a National Health
Mission (NHM), few new programs on
maternal and child nutrition have been
introduced and revamped. Village Health
and Nutrition Day (VHND), is one such
prominent maternal and child health
care scheme, for the rural beneficiary (5).
VHND is being implemented jointly by
the Indian Ministry of Health and Family Welfare (MoHFW) and the Department of Women and Child Development
(WCD). The philosophy of designing the

programme was to provide a platform
for interdepartmental convergence in
order to deliver comprehensive health
and nutrition services through community involvement. The beneficiaries of
the program include pregnant women,
lactating mothers, children (0-5 years)
and adolescent girls. The programme
activities are primarily focused on early
registration, identification and referral of
high risk children and pregnant women.
Additionally information on key health
and nutrition topics are provided at the
session site in an interactive manner (6).
The Services under the program are being delivered at the community level by
the front line workers from MoHFW and
WCD. These workers are supported by
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the community members including Gaon Kalyan Samiti or Village welfare committee, Mothers Group, local
administrative body Panchayat Raj Institution, and a
Self Help Group. As per the programme guideline, the
session should ideally be held in the Anganwadi Center
every month. Anganwadi means “courtyard shelter” in
Hindi and is managed by a group consisting of Auxillary
nurse midwifes, Anganwadi workers, Accredited Social
Health activists, and Anganwadi Helpers. An Anganwadi Center is either a primary health center, a sub center,
or any physical infrastructure in the village. This setting is most convenient to target community to access
and has facility to undertake all the activities and services mentioned in the VHND programme guidelines.
On many occasions, anganwadi sessions may be held in
school premises, community centers etc. The auxilliary
nurse midwife and the Accredited Social Health activist
are the frontline workers, working with the community
with technical expertise related to knowledge on nutrition, immunization, reproductive health etc. The Anganwadi worker and Anganwadi Helper have key roles
in operationalizing and mobilizing the community to
attend the VHND sessions, while the other have supporting roles. Auxiliary nurse midwifes and Accredited Social Health activists are affiliated under MoHFW,
while Anganwadi workers and Anganwadi Helpers are
affiliated under WCD. Each session should be attended by designated supervisors from both MoHFW and
WCD to provide supportive supervision. Two days a
week (Tuesday and Friday) have been fixed for conducting VHND sessions across the state (7).
Despite VHND being operationalised in Odisha since
February 2009, information on how the programme
is being implemented in the state is sparse. Especially,
the perspectives of beneficiary and providers regarding this programme have not been explored in depth,
which constitutes an important knowledge gap.
The current study was undertaken to:
1. Assess the quality of services in the process of implementation of VHND
2. Analyse the need, awareness and satisfaction related to the services provided with this programme
from beneficiaries’ perspective,
3. Identify any demand and supply gaps related to this
programme.
It is expected that the results obtained from this study
will provide information regarding development of
appropriate and timely interventions for process improvement.

Methodology

Study Design
A cross-sectional study was conducted from April to
June 2013 using both qualitative and quantitative techniques for data collection. To obtain an in-depth understanding of process and perspective of beneficiaries
and providers, a mixed method approach was therefore
followed.
Study Setting
The study was conducted in Bolagarh in the Khorda
district in Odisha. The district has a total population of
nearly 1.8 million (8). Considering the time limits and
financial constraints, and the exploratory nature of the
study, it was decided to observe eight VHND sessions.
All the scheduled VHND sessions April-May, 2013 were
given serial numbers and eight sessions were randomly
chosen by a blind-folded researcher.
Data collection
The data collection process comprised of observation
of the session sites and documenting during the service
delivery; interview of a sample of beneficiaries; focus
group discussion with the providers.
Each of the eight VHND sessions were observed using
a preformed checklist with themes such as facility infrastructure, basic amenities, service equipment and
logistics. Attempt was made to assess the quality of
service delivery and identifying the lacunae and good
practices at the session sites. Further, the interaction
process between beneficiaries and service providers as
well as the communication between supervisors and
front line workers were observed carefully.
During each of the observed VHND session, eight beneficiaries were selected by systematic random sampling.
In case an attendee was not willing to participate, the
next participant was selected from the list. Frontline
workers made the list of all eligible participants in their
respective village and comprised of pregnant women,
children of 0-6 months, children six months to five
years, lactating mothers, adolescent girls and mothers
of under five years children. Altogether in this study,
64 beneficiaries were interviewed comprising 16 participants from each group namely Pregnant Women,
Lactating Mothers, Adolescent girls and Mothers of
Children under five years. Data were collected using
pretested semi structured questionnaires. All the questions were asked in local language (Odia).
Additionally, Focus Group Discussions (FGDs) were
conducted with the service providers to know the quality of VHND services and to identify any gap in the im-
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plementation of the programme. Groups were set up
consisting one of each of the workers; Auxiliary nurse
midwifes, Anganwadi workers, and the Accredited Social Health activists. The groups consisted of between
seven and eight service providers. The Focus groups
were moderated with the help of a flexible topic guide
given below (Table 1). The topic guide used is an open
ended thematic guide to direct the discussions. The
guide was designed to elicit the information and to follow a structured pattern, but is flexible to discuss the
other issues arising during the discussion. The focus
groups were moderated by the authors of the manuscript well versed with the Oriya language. Two authors moderated the session while one author made
the sociogram of each group discussion. Sociogram and
Voice recordings were transcribed and later translated
for data analysis.
Table 1 Flexible Topic Guide
Sl. No

Topics discussed

1

Information on VHND

2

Beneficiaries of VHND and Target community

3

Services being provided in VHND session and key
issues in service delivery

4

Problems in mobilization of beneficiaries to the
session site

5

Level of support provided by the block health
authorities and supportive supervision

6

Any innovations or good practices being followed in
implementation

7

Challenges faced in implementation of VHND

8

Suggestions for improving quality of services in
VHND

Data Analysis
The interviews were transcribed verbatim and translated to English. Qualitative data was analysed using
‘frame work approach’ (9). An initial coding of the transcripts was conducted by the senior researchers of the
team. Any incongruence in axial and selective coding
was resolved in consultation with the senior investigator. Broad thematic areas emerging from the data were
identified and data was assigned to different themes
through selective coding. The responses based on the
codes were grouped under each theme and interpretation of the data was done and presented under different
themes. The steps of coding and charting were done by
using Atlas.ti version 9, qualitative data analysis software.

Ethical considerations
After detailed explanation of the study, written consent was obtained from the participants. Participation
was voluntary and confidentiality was maintained.
The study was approved by the Institutional Ethical
committee of Indian Institute of Public Health, Bhubaneswar. Institutional Ethical clearance number is
011/12/IIPHB.

Results

Observation of the session sites and service delivery
Out of eight VHND sessions observed, four were held
in primary schools, three in the Anganwadi centers and
one in a temporary structure constructed by Anganwadi worker. None of the session sites had permanent
displays mentioning VHND dates. In five sites, sessions
were held in pucca structure. Pucca is a term used in
Indian settings referring to a concrete dwelling having
permanent and solid infrastructure, a house with roof
and adequate ventilation and lighting as well as sitting
arrangements. Drinking water was available in all the
eight session sites, while electric supply was available
at only one session site. Frontline workers were present in all the VHND session sites while in two session
sites Anganwadi workers were absent. In two sessions,
supervisors were present and in another two sessions,
members from the local administrative body, Panchayat Raj Institution supported the frontline workers.
Good co-ordination among service providers were observed during the session.
In a majority of the session sites (≥ 75%) the following
was available; adult and child weighing machine (for
anthropometric measurements) stethoscope, blood
pressure measurement instrument, iron folic acid
tablets, deworming tablets, Oral Rehydration Solution, oral contraceptive pills, urine examination strip,
mother and child protection cards. However, other logistics like taliquist paper, fetal stethoscope, antenatal
examination table, height measuring tape, mid upper
arm circumference (MUAC) tape, condoms, IFA liquid
(Folic acid added to liquid iron), drugs for treatment of
minor ailments were available in less than 50 percent
of session sites.
Antenatal registration, per-abdominal examination,
birth registration, counselling for breast feeding and
IFA supplementation were being provided in all the
VHND sites, while haemoglobin estimation (by Sahli
method) and blood pressure measurement was done
in 75% of the sites. Urine examination was done in
only 25% sites and weight measurement of the moth-
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Table 2 Attendance of Beneficiaries
Beneficiary

Enrolled

0-6 months

Attended

Percentage of
Attendance

65

38

58.4

6 months – 5 years

510

211

41.3

Pregnant Woman

74

48

64.8

Lactating mothers
Adolescent Girls
Total

64

30

46.8

494

44

8.9

1207

371

30.7

ers was done in 50% of the observed sites. Immunization, MUAC measurement and treatment of minor
ailments of children were not being done in any of the
sites. In three quarter of the sites, health topics were
not discussed in the VHND session as per the calendar months plan.
Overall attendance of the beneficiaries was 30.7%
(Table 2). Among different categories of beneficiaries
enrolled for the session, maximum attendance was by
pregnant women (64.8%) while least attendance was
by adolescent girls (8.9%). Among different castes
the proportional participation was least among the
Scheduled Tribes beneficiaries (16%), followed by
Scheduled castes beneficiaries (22%), while for others
being 34% (10;11).
Beneficiaries Interview
Most of the beneficiaries expressed difficulty in attending the VHND sessions regularly owing to domestic
preoccupations, distance of the venue, no prior knowledge about the session date, time and place, lack of
sitting space, prolonged waiting time and lack of medicine supply. Even though willing, most of the adolescent girls and pregnant women found it embarrassing to get their health check-up done in a place with
no privacy. Discussion on various health and nutrition topics was perceived to have lowest priority among
the beneficiaries (Table 3).
Table 3 Responses of the beneficiaries (n=64)
Responses

Yes

Had Heard about VHND

42

Information about day & Place of session

48

Regular VHND sessions are done every month

52

Convenient time for the session is 8 A.M to 12

64

All the providers(ANM, AWW, ASHA) present during
the session

60

Satisfied with the behavior of the providers

64

In favor of VHND session

63

Focus group discussions with the providers
At the discussions with the frontline health workers, we
found that all were aware of their job responsibility and
had knowledge of services supposed to be provided at
the VHND session. Major concern raised was lack of
suitable venue and basic amenities for a VHND session. VHND sessions were held at Anganwadi Centers,
school premises and at club houses. All venues had
poor infrastructure and lack of basic amenities. The result was a decrease in attendance of beneficiaries to the
VHND sessions. Most of the participants perceived this
to be a reason for low turnout rate of beneficiaries to
the VHND sessions. They also added the poor involvement of members of the local administrative body, Panchayat Raj Institution as another reason compounding
the low turnout. There was differential attendance by
people of different castes owing to socio cultural taboos
and caste barriers. For instance, in situations where
VHND sessions were being held in a general caste locality, there was a low attendance by the beneficiaries of
scheduled caste and tribe. Lack of privacy and proper
examination facilities were quoted as major hindrance
in doing health check-up of pregnant women and adolescent girls. Especially the mobilization of lactating
women to the session and referral of high risk pregnant
women were mentioned as key practical problems. Participants mentioned a status of inadequate medicine
supply, difficulty in timely repair and replacement of
instruments affected quality of services. Further, participants found it difficult to discuss the health topics
at VHND sessions since beneficiaries were reluctant to
stay for long due to lack of proper waiting place and
snacks provision. Time constraint was cited as a problem to carry out all services as per guidelines.
Regular supervision by higher authorities was suggested as a useful means to promote beneficiary participation and improve quality of services. Further, provision of snacks to the beneficiaries while attending
VHND session, organizing motivational activities like
prize distribution, healthy baby show, increase in remuneration for referral of high risk pregnant women
and advanced malnourished children were cited as a
few key strategies for improving the beneficiary participation.

Discussion

Odisha is one of the States in India with low literacy and
high infant mortality (12;13). The malnutrition prevalence of this state is among the highest in the country
(14). Against this backdrop, VHND program was initiated with an aim to provide primary health care services
to pregnant women, lactating mother, children under
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five years and adolescent girls with the help of village
level workers. Effective implementation of VHND is
therefore important to address the issues related to
nutrition, early identification of health problems and
high risk individuals through focusing at different stages of the life cycle (adolescence, pregnancy, lactation,
Under-5 children). The present study aimed to assess
the quality of VHND implementation and identify demand and supply gaps if any. Low participation of the
beneficiaries and suboptimal quality of services were
the salient findings. Notable gaps identified were poor
infrastructure, inadequate availability of logistics, minimal supportive supervision, and low involvement of
community leaders/ the local administrative body Panchayat Raj Institution members in service delivery.

VHND program provides a community level platform
for making different health services available and accessible to different categories of beneficiaries. To avail
the maximum benefit of the services, commensurate
utilization by the beneficiaries is the foundational requirement. However, during the present study, it was
observed that the turnout rate of enrolled beneficiaries is very low, about one-third (30.7%). Knowledge
of the facilities available at VHND session was low. 34
percent of the participants were not aware of the single facility. Findings are in congruence with an earlier
study conducted in Odisha, where this percentage was
24 percent (15). Among different categories, the participation of lactating mothers and adolescent girls were
the lowest. Both beneficiaries and providers mentioned
poor infrastructure and amenities to be the main reasons for low attendance. Our facility assessment also
observed the lack of privacy for examination, no waiting space, non-availability of basic amenities like drinking water, fan in the venue thus posing practical difficulties for the beneficiaries to participate and remain
at the session site for the whole duration. Further, a
majority of the health workers believed that inadequate
availability of medicines at the session site discouraged
the beneficiaries to attend, while some indicated less
involvement of the community leaders as another contributing factor.
Surprisingly, we observed a limited awareness among
the beneficiaries about the venue and time of VHND.
One reason could be lack of permanent display board
informing the date, time and place of the session. This
is further compounded by low community mobilization
owing to less involvement of members from Panchayat
Raj Institution and deficient coordination between health workers and community leaders. As there is no
regular and routine supervisory visit, neither health
workers nor the local Panchayat Raj Institution mem-

bers felt motivated for ensuring beneficiary mobilization. The impact of involvement of the Panchayat Raj
Institution has already been documented (16;17). At
the same time this also hampers timely and adequate
provision of medicines and equipment for the sessions.
Nevertheless, all these cumulatively result in a low beneficiary turn out rate. Moreover, the caste difference
amongst the participants was another key observation.
As quoted by the health workers, when the session is
organized in an area dwelled by a particular caste, the
people of other castes are reluctant to attend and share the same venue. However, we did not observe any
mechanism in place for counselling the beneficiaries
against this social barrier.
Timely and adequate availability of logistics and equipment is integral to ensure quality services in any health
program. However from the study it was noticed that in
none of the sites, measuring tapes were available thus
leading to incomplete nutritional assessment. In a majority of the sites, examination table and basic medicines for minor ailments were lacking, resulting in low
quality service delivery as well as low attendance by the
beneficiaries. These findings are in line with the earlier
studies done at VHND sessions in Uttrakhand, India
(18).
Services like early registration of the pregnant women,
per-abdominal examination and IFA supplementation
were being provided in all the sessions while haemoglobin estimation, blood pressure measurement, weight
measurement, urine examination for albumin of pregnant women were not done in many of the sessions.
As blood pressure and weight measurement, urine
examination for albumin are early identifiers of high
risk pregnancy, there is a risk of missing out on some
of those women with urgent need for referral. Studies
from other parts of India have highlighted similar findings (15;19). Limited evidence exists regarding training
and supervision of health workers for provision of integrated outreach. A dialogue on integrated outreach
services provided under India’s National Rural Health
Mission program reported that health workers were
not fully aware of services to be offered and lacked appropriate skills to deliver the package of additional services, such as family planning (20).
A component on Nutrition Health Education and
Demonstration (NHED) is incorporated into each
VHND session to impart knowledge and awareness
among the beneficiaries (21). However, we observed
that in three quarters of the session sites this was
not being followed. The beneficiaries declared that
even though being interested to learn, it was difficult
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for them to wait till the end of the session because of
time constraint as they also had to take care of domestic work. Some also expressed that non availability of
waiting space in the venue and absence of any refreshment (snacks, tea) arrangement makes it difficult to
wait for the NHED session. The health providers were
of the view that with limited human resources, they
were over occupied to deliver other VHND services and
hardly found any time to carry out the educational activity. They also felt the lack of waiting space and refreshment as major barrier for women to wait through
NHED session. Conducting and attending NHED was
found to have the lowest priority both among health
workers and beneficiaries respectively. This needs timely attention and intervention as nutrition education is
a key factor for fostering healthy nutritional practices.
Considering the time constraint with the beneficiaries
as well with health provider, developing visual aid and
printed material with key messages which are easy to
understand can be distributed during the VHND session or prior to that. This may contain photo stories, dos
and don’ts etc. through graphics so that the beneficiaries
with minimal education status can easily comprehend
the message. Also, funds from local panchayat can be
utilized to addressing the issue of refreshments etc.

Supportive supervision plays a vital role in successful
implementation and bringing quality improvement
through on job training, onsite supervision. Significance and effectiveness of supportive supervision is
well documented from the other health programmes
(22;23). While each VHND session should ideally be
supervised by designated health officials, in reality it
was found to be happening rarely. This has multifold
effect across all levels contributing to low beneficiary
participation, inadequate logistic supply, incomplete
service delivery, deficient basic amenities and insufficient community involvement (Figure 1). Our study
emphasizes on developing a systematic supportive supervision inbuilt into the VHND program. Similarly,
the role of the community leaders is very important in
mobilization, assisting the service providers and support each VHND session. However, our study found
limited involvement of community leaders as gathered
through direct observation and health worker interviews. This could be due to low perceived importance
of VHND among these individuals. Proper coordination with the community leaders and making them understand the importance of the programme should be
considered.
Limitation
The present study being exploratory in nature was conducted in limited settings with a purposive selection of

Figure 1
Enablers
• Strong program design
• Financial commitment
• Platform for integrating services at community level
• Involvement of Frontline
workers
Input

•

Training on Program implementation
Good coordination between
frontline workers
Mobilization of beneficiaries by
ASHA

•
•

Process

Output

Infrastructure
Amenity /
Privacy

Service
Delivery

Logistics
Medicine /
equipments etc.

Knowledge &
Attitude

Training
Provider / Supervisor
Human Resource
ANM/AWW/
ASHA, Supervisor, PRI etc.
IEC / BCC
Information
display
Community
awareness

Motivation
Beneficiaries /
Providers

Community
Involvement

Provision
of desired
services

Participation
of beneficiaries
(service &
Health education)

Quality of
Service

SSV

Barriers
•
•
•
•

No permanent/proper VHND
Venue
No permanent Display board
for information Inadequate
Logistics supply
Less involvement of Supervisor/
other community mobilizers
Religious taboo (caste feeling)

•
•
•
•

Lack of motivation for the
beneficiary and provider.
Lack of Training / Hand holding
support.
Lack of involvement by CBO
(PRI, GKS etc.)
Lack of SSV by the higher
officials.

number of VHND session being surveyed. The limited
settings and the selection process, as well as a response
rate on 30% limits the generalizability of the study. But
when held up against the onsite observations, the authors believe the responses and the 30% response rate
offers a useful insight into the VHND, which is considered valuable for the overall assessment and for future
studies. Also, the study has a qualitative research component that gives opinions, experiences and thoughts
of the participants. The findings can give trends that
cannot be subjected to formal statistical testing including the p values or correlations. Additionally, researcher bias and subjectivity are commonly understood as
inevitable bias in this type of research.
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Conclusion and Recommendations

Despite being implemented for more than seven years
with considerable resource investment, the programme
has not yet achieved the desired outcome. Intermediary lacunae like improper infrastructure, unavailability
of instruments and equipment, lack of adequate and
continuous medicine supply, less involvement of the
Panchayat Raj Institution and other community members and inadequate awareness among the beneficiaries are the major hindrances. Therefore, efforts need
to be directed to fill these operational gaps. Especially,
involvement of community leaders and local decision
making bodies along with regular supportive supervision and monitoring appear to be important drivers to
improve the quality of services. Priority should be given
to provide basic amenities and ensuring privacy of the
beneficiaries. Provision of food and refreshment at the
session site, could augment beneficiary participation.
Cultural appropriateness and accessibility factors need
to be taken into account while selecting Village Health
and Nutrition Day session sites.
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Health counseling in Swedish health
care
Helena Reimertz1, Fredrik Spak1, Hanne Tønnesen2-4
Abstract

Background According to the guidelines by the National Board of Health and Welfare, systematic health counseling
(HC) should be carried out at all levels of Swedish healthcare from 2011. Region Skane in the Southern Sweden further
supported the implementation by extra re-imbursement for HC.
The aim of the present study was to analyze what characterized the patients that received HC regarding age groups,
gender, diagnoses and primary or specialist care.
Methods A register study based on Region Skane’s patient data registry for the year of 2012. It included 8,068,652 visits
in primary and specialist care among 1,420,322 patients. Based on the diagnoses in the medical records this data register covered all healthcare units, primary and specialist healthcare, public and private in the region.
Results Only 269,511 visits among 174,172 patients included HC, so 12% of the patients and 3% of the visits included HC. More men than women received HC in both primary and specialist care; 1.32 (1.31-1.34) and 1.32 (1.31-1.34)
respectively. Significantly more of the visits included HC in the specialist care; 1.52 (1.51-1.53). In both primary and
specialist care the most common code for HC was the one associated with the economic incitement.
Conclusion In spite national guidelines and extra reimbursement systematic implementation of HC is still a challenge in
both primary and specialized health care.
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The present life expectancy in Sweden
is high compared to international data;
80 years for men and 84 for women.
Cardiovascular disease is the most common reason for death followed by cancer.
They are responsible for almost 40% and
25% of all deaths in Sweden (1;2). The
pre-ventable risk factors that contribute
the most to the burden of disease in Sweden are tobacco use (10% of total burden
of disease) obesity/overweight (7%), insuf¬ficient physical activity (2-4%), and
risky use of alcohol (2%) (3).
In a report from the Public Health Agency of Sweden eight unhealthy lifestyle
habits were investigated, these were daily smoking, daily snuffing, risky use of
alcohol, sedentary lifestyle, obesity, insufficient intake of fruit and vegetables,
hazardous gambling and use of cannabis. The majority of the Swedish population had at least one and a quarter had
two or more of these unhealthy lifestyles
(4). The same survey showed that many
of them would like to get help to change

their habits, e.g. 83% with sedentary lifestyle wished to get more physically active
and 35% of them stated that they would
like to get help to do so; 73% of smokers
wished to stop and 30% would like help
to succeed (5).
According to the guidelines by the Swedish National Board of Health and Welfare, systematic health counceling (HC)
should be carried out at all levels of health
care from 2011. The recommended counseling methods include three levels; brief
advice (at all levels of), health dialogue
(10 to 30 minutes) and advanced counseling (structured and/or theorybased
framing such as motivational interviewing, cognitive behavioral therapy or stages of change/transtheoretical model of
change) (6). For each unhealthy lifestyle
habit the Swedish guidelines have graded
the different levels of advice/counseling
based on severity of the condition, evidence for changing lifestyle and cost- effectiveness from a public health perspective. (Table 1) (7).
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Table 1 The Swedish guidelines is grading counseling according to
national conditions
Lifestyle habit
Tobacco use
Risky use of alcohol
Physical inactivity
Unhealthy diet

Recommended method
Advanced counseling
Dialogue
Dialogue with special follow-up
Advanced counseling

Region Skane in Southern Sweden has given priority
to put patient-centred health promotion into reality
since long. The Region was an early member of the International Network of Health Promotion Hospitals &
Health Services (HPH) (8), and has implemented several HPH programs during the last decades. The regional health profile is given in table 2 (9).
Table 2 Health profile of the population in Region Skåne (%)
Men

Women

Unemployed

-

10

Foreignerborn

-

18

-

Overweight/Obese
Daily smoking
Unhealthy diet

59
12
33

42
12
18

Exercise insufficient

15

33

15-18

9-11

Risky use of alcohol (two different measures have been used)

In 2012 Region Skane decided to further incite the regional implementation of the Swedish national guidelines by extra reimbursement of advanced HC with €50
(or 500 SKK) per patient undertaking HC as documented in the medical record system.The aim of the present
study was to analyze what characterized the patients
that received HC regarding age groups, gender, diagnoses and clinical setting, (i.e. primary or specialist care).

Method

Setting
Region Skåne had with a population of 1,263,088
whern data was collected in 2012. The region hold eight
public and one private hospital as well as 170 primary
healthcare units, whereof 60 privately available.
Data collection
The data was extracted from the regional patient data
registry for the year of 2012. Based on the diagnoses in
the medical records this data register covers all healthcare units, primary and specialist healthcare, public
and private in the region. Specific activity codes were
used for documentation of thw most common HC supported by the economic incitement, but other health
promotion interventions also existed (table 3). Patients

were identified by their Swedish ten digits personal
identification-number (PIN) i.e. their birthday followed by a social security number.
Ethics
The project was approved by the Regional Ethics Committee in Lund, Sweden (Dnr 2012/437).
Statistics
Firstly, all patients with at least one of the six codes
for HC were categorized in primary and specialist care,
respectively. Many patients appeared more than once
in the register, i.e. they had more than one visit that
included HC. However, visits that included HC were
organized so each patient was only included once.
The HC codes did not provide information on which
kind of conducted counseling or the type of lifestyle
involved, except for QX003, smoking cessation intervention (table 3). The most common diagnoses were
identified using ICD10-codes (10). The results were
presented as prevalence of HC for type of care, gender, age groups and diagnoses. In order to provide a
more reliable comparison between men and women,
the pregnancy related diagnoses Z30-39 were analysed
separately.
When investigating prevalence rate ratios the 95% confidence interval (CI) was applied. Analyses were made
for both number of contact/visits and number of individual patient. Significance was developed by CI not including the value 1.0 or by p<0.05. The SPSS was used
for analyzing.
Table 3 The specific codes used for registration in the medical records
KVÅ-codes English translation

KVÅ-code in Swedish

Motivational interviewing (MI)

DU118 Motiverande samtal

Health counseling/dialogue

DV030 Hälsosamtal

Advisory counseling/dialogue

DV063 Rådgivande samtal

Information/education on
health/illness

QV001 Information/undervisning
om hälsa/ohälsa

Information/education on health
problems

QV002 Information/undervisning
om hälsoproblem

Smoking cessation intervention

QX003 Rökavvänjning

Results

Altogether, 8,068,652 visits took place in primary and
specialist care among 1,420,322 patients. Of these only
269,511 visits among 174,172 patients included HC. In
average, 12% of the patients received HC, and 3% of the
visits included HC (details in table 4).
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Table 4 Distribution of patient visits among men and women in
primary and specialist care
Primary care
Specialist care
All visits
Men
Women
Men
Women
Number of visits
4.527.867
3.540.785
Gender distribution
37%
63%
43%
57%
Visits including HC
Number of visits
130.512
138.999
with HC
Adjusted for RRD
115.589
137.400
Frequency of visits
3%
3%
5%
4%
with HC
Adjusted for RRD
3%
2%
5%
4%
All patients
Number of patients
790.000
630.213
Gender distribution
43%
57%
41%
59%
Patients with HC
Number of patients
92.246
81.926
with HC
Gender distribution
11%
13%
16%
11%
of HC
Number of HC per patient
Patients without HC
88%
87%
Patients with 1 HC
9%
9%
Patients with 2 HC
2%
2%
Patients with 3 HC
1%
1%
Patients with 4 HC
0%
1%
Patients with > 5 HC
0%
1%
(HC: Health Counseling; RRD: Reproduction Related Diagnoses)

The prevalence ratio of visits by men and women receiving HC was similar in primary and specialist care:
1.32 (1.31-1.34) and 1.32 (1.31-1.34) respectively. Nevertheless, significantly more of the visits included HC
in the specialist care compared to the primary care:
1.52 (1.51-1.53).
In both primary and specialist care the most common
code for HC was DV 030, which was the only one associated with the economic incitement. In Specialist
healthcare it counted for more than 95% of all the documented HC. Second most common in primary care
was QX 003 - smoking cessation intervention – but in
specialist care less than 20 patients had this code.
In total, 22% of the contacts made by women were related to pregnancy, the most common diagnose group
for young women. The highest frequency of HC was
seen in group of 70-79 years of age for women and in
the age group 90 years and older for men. A significant
association between age and HC was seen among men,
(p<0.05) but not for women (figure 1 a-d).
Men had a 32% larger chance to receive HC - increasing

to 36% in primary care and 52% in specialist care after
adjustment for reproduction related diagnoses.
The most common diagnosis associated with HC was
diabetes, type 1 and 2 (table 5). Women had more
musculoskeletal, pain diseases and psychiatric diseases, whereas men had more of addiction diagnosis and
cardiovascular diseases. Young men more often had
alcohol use disorders, while young women had obesity. Among middle-aged patients, the spectrum of diagnoses shifted towards more chronic and complicated
lifestyle related diagnoses e.g. diabetes with complications.
Second most common in primary healthcare was
QX003 - smoking cessation but not in specialist health
care, when less than 20 patients in the entire region had
specified documentation on HC aiming at smoking cessation. In Specialist health care more than 95% of the
HC was documented as DV030 (figure 1a-b).

Discussion

Only a few percentage of the visits included any kind of
HC. The number of patients being one of eight to nine
was low compared to the health profile in the region.
The patients that visited specialist healthcare received
HC a little more often than the in primary care patients,
which is probably not surprising as hospital patients
often have more severe lifestyle-related illnesses.
These findings are in line with the results of previous
studies (11-13). In addition, studies have shown that
women have lower self-rated health than men (14), and
they also visit healthcare more often (15), but men report having more unhealthy lifestyle habits. In Region
Skåne six of ten men are overweight/obese compared
to four of ten women, every third man and every fifth
women had an unhealthy diet, while daily smoking
was distributed similarly across gender at 12% (9). It is
therefore possibly logic and adequate that men receive
more HC than women.
Young men made the least number of visits to healt care
and received fewest HC. It is possible that young men
and their unhealthy lifestyle habits are more often overlooked since they are not in contact with healthcare to
the same extent that women. It could possibly establish
differences in how men and women understand their
own health which might result in poorer health later in
life when missing out opportunities for changing habits
at an early stage. Since men in general have more unhealthy lifestyle behaviors, young men are an important
target group for future efforts in this preventive work.
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larger concept with HIV-prevention as model (16), but
However, HC for patients improves the immediate rethis theory can be applied on smaller groups as well. If
sults of medical and surgical treatment (18;19). Elderly
a couple is expecting a child and the pregnant woman
patients therefore have the same right to evidence-bareceives HC from the midwife resulting in a change of
sed health promotion as younger patients.
her unhealthy lifestyle habits, it is possible that her new
lifestyle influences her partner so that both of them beOver all, the large groups of diagnoses related to lifenefit from her HC session.
style in the present study are relatively predictable,
being lifestyle related and generally common; thus
At first sight women’s data is distributed relatively even
hypertension was the single largest diagnose. The carover age groups which may look surprising since one
diovascular risk increases 2-3 folds with hypertension,
would assume that young people are healthier than the
and patients with hypertension are more likely to also
elderly, but one of five visits among the young women
have diabetes or ischemic heart disease (20). Another
related to pregnancy.
possible reason for hypertension being common in relation to HC, is the fact that the first step in anti-hyperSurprisingly for elderly men, the prevalence of HC was
tensive guidelines in Sweden is change of lifestyle (21).
significantly higher than for women in the same age
groups. It is well-known that elderly men have more
It would be preferable to increase the HC overall in the
unhealthy lifestyle compared to elderly women, which
healthcare as the unhealthy lifestyles are responsible
could be an explanation (17). Even though it is never
for the majority of the preventable burden of diseases
too late to change lifestyle, one can discuss the mea(22). Another important consequence of healthy life-
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Table 5 The ten most common 1 digit ICD-codes across primary and specialist care
All patients

%

Men

%

Women

%

1

Endo crinological diseases, E

17.58

Type 2 Diabetes, E11

10.80

Type 2 Diabetes, E11

6.33

2

Diseases of the musculoskeletal system and
connective tissue, M

14.55

Type 1 Diabetes, E10

5.88

Type 1 Diabetes, E10

4.46

3

Diseases of the cardio vascular system, I

11.07

Hypertension, I10

4.34

Hypertension, I10

4.42

4

Factors influencing health status and contact with health services, Z

9.61

Ischemic/atherosclerotic heart
disease, I25

2.99

Dorsalgia, M54

3.01

5

No diagnose

8.56

Dorsalgia, M54

2.21

Versions of pain, M79

2.53

6

Mental behavioral and neuro development
disorders, F

7.85

Alcohol depence, harmful use of
alcohol etc., F10

2.02

Versions of obesity, E66

2.43

7

Symptoms, signs and abnormal clinical
and laboratory findings, not elsewhere
classified, R

6.12

Obesity, E66

1.92

Osteoarthritis of the knee, M17

1.89

8

Diseases of the respitorial system, J

4.94

Osteoarthritis of the knee, M17

1.74

Lifestyle issues, incl. alcohol,
tobacco, gambling, lack of physical activity etc., Z72

1.60

9

Diseases of the genito urinary system, N

3.28

Control examinations after surgery or fractures, Z09

1.67

Depression, F32

1.45

Diseases of the digestive system, K

2.81

Atrial fibrillation and flutter, I58

1.43

Other anxiety disorders, F41

1.36

10

style among patients the better treatment results for
most diagnoses – with or without lifestyle relation obtained by lifestyle intervention integrated in the patient pathways. Good examples on this evidence-based
practice are the so-called smoke-free and alcohol-free
surgery (23;24)
Limitations and bias
An important limitation is the relatively small number
of variables in the data set. From previous studies it
was clear that many factors can influence likelihood of
receiving HC such as social class and ethnicity amongst
others (25-27). However, the relatively small number of patients receiving any HC at all, would limit the
relevance of more detailed awareness. As this study
investigated the first whole calendar year 2012 after
the new national guidelines of HC for all in need were
launched together with the local economic incitement,
is it possible that not all healthcare professionals were
yet familiar with them. Underreporting of counseling
is therefore possible. On the other hand, the new reinbursement of HC might lead to overreporting- similar
to what was has been experienced for reinversement for
diagnose related groups (DRG) (28). This risk of bias
could be revealed if similar analyzes are done after the
introduction of new lifestyle-specific codes from 2013.
Furthermore, the patient registry does not contain data
on the effect of the HC, which makes it impossible to
follow-up a possitive effect of HC.

Future studies should include more details on the specific lifestyles included in the documented HC as well as
the effect of the given HC and factors known from the
literature to influence the lifestyle intervention, such
as ethnicity, social class, unemployment and other social factors. It would be very interesting to perform a
similar study like ours but with this type of variables
included.

Conclusion

In spite of national guidelines and extra reimbursement, systematic implementation of HC is still a challenge in both primary and specialized health care.
Thus, only a fraction of the patients that could benefit
from it, were given the op¬portunity for improved treatment results on short term and better health gain on
longer time.
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Recommendations towards the Tobacco
Endgame from international workshop on
smoking cessation interventions
Luke Clancy1, Josep M. Suelves2, Hans Gilljam3, Göran Boethius4, Iréne Nilsson-Carlsson5,
Mette Gry Münchow6, Anne Sode Grønbæk7, Hanne Tønnesen7
On December 14 and 15, 2016, an international multidisciplenary panel met in Copenhagen for an international
workshop on the process towards the Tobacco Endgame.

About the

Workshop
The workshop was held at
Clinical Health Promotion
Centre, WHO-CC, Frederiksberg Hospital, Denmark.
Affiliation of workshop
participants:
1
TobaccoFree Institute, Focas
Institute DIT, Dublin, Ireland
2
Servei de Prevenció I
Control del Tabaquisme,
Catalonia, Spain
3
Karolinska Institute, Sweden
4
Tobaksfakta, Sweden
5
The National Board of
Health and Welfare, Sweden
6
The Danish Cancer Society,
Denmark
7
The Danish Smoking
Cessation Database, Clinical
Health Promotion Centre,
WHO-CC, Denmark
Contact:
Hanne Tønnesen
Hanne.tonnesen@regionh.dk

The Tobacco Endgame
The WHO Framework Convention for
Tobacco Control (WHO FCTC) is an evidence-based treaty which reaffirms the
right of all people to the highest standard
of health1 through both preventing new
smokers to start and supporting current
smokers to quit. The WHO FCTC has
been ratified by 180 countries including
Sweden, Ireland, Spain and Denmark2.
The long-term goal of the treaty is to
eliminate smoking and has inspired several countries and regions to formulate a
strategy to phase out smoking by a specific year. For the same reason the process
has earned the name the Tobacco Endgame (TE).
The scope and purpose of the workshop
The focus of the workshop was on supporting current smokers to quit through
the best smoking cessation interventions
(SCI) – with specific attention to vulnerable groups. The scope and purpose was
a comparison of SCI on a national and
local level to identify how countries and
regions can collaborate internationally to
ensure the quality of SCI and moving forward towards TE.
Recommendations - Tobacco Endgame requires effective SCI
No TE if smokers do not quit smoking
Databases are essential for measuring
the effect of SCI i.e. quit rates.

Clin Health Promot 2016; 6:55

Follow up of SCI
This is crucial and shows that compliance
is the main factor for success.

Follow-up of unsuccessful quitting attempts can also be used as a recruitment
tool for further efforts.
International standards
Monitoring using international standards makes comparisons between countries and regions doable.
Fast feedback
Giving quick meaningful responses to
health professionals on the effect of
their SCI is more pro-active than just
controlling who is doing what. It also
increases the will to register data and to
faster improvement of SCI.
Vulnerable groups
It is crucial to include groups of smokers
at very high risk and/or frequency:
• Pregnant women
• Surgical patients
• Mentally ill patients. Offering them
SCI (often for the first time), protecting them and keeping in mind that also
most mental patients want to quit.
• Other vulnerable and disadvantaged
groups.
Establish a platform for counsellors
It is necessary to learn from each other.
Counsellors are often working in very
small groups or alone.
References
(1) WHO Framework Convention on Tobacco Control (2005). World Health Organisation, Geneva. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1
(2) WHO Framework Convention on Tobacco Control (2003). World Health Organisation, Geneva.
https://treaties.un.org/pages/ViewDetails.aspx?src=TREATY&mtdsg_no=IX-4&chapter=9&clang=_en
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Abstracts selected for publication
From the many accepted abstracts to the 24th International HPH Conference in New Haven,
the Editorial Office of Clinical Health Promotion have selected 10 abstracts for publication.
The 10 abstracts were selected to represent a broad range of research methodologies.
Critical conditions for implementing the Baby-friendly Hospital Initiative in Austria: results of a qualitative interview study
WIECZOREK Christina, DIETSCHER Christina, DORNER
Thomas
Introduction
The health benefits of breastfeeding for babies and mothers are well-known and multiple studies have proven
that the Baby-friendly Hospital Initiative (BFHI) increases breastfeeding initiation and duration. However, in Austria less than 20% of maternity units are
officially BFHI-certified. This indicates a gap between
current knowledge on health benefits of BFHI and the
extent to which it has been implemented within professionals’ daily work. Accordingly, the goal of this study
was to investigate critical conditions for BFHI implementation in Austria.
Purpose/Methods
To explore views and experiences of different health
professionals, qualitative semi-structured interviews
were used. By means of purposive sampling, study participants were recruited within three hospitals in one
federal state of Austria. In total, 11 midwives, 11 nurses,
13 physicians, and one quality manager were interviewed regarding the conditions for the implementation
of BFHI in Austria. Data analysis followed thematic
analysis supported by Atlas.ti.
Results
The findings indicate that several conditions have to
be fulfilled to successfully implement BFHI in Austria.
Among these critical conditions are the presence of
change agents, the support and promotion of BFHI by
the managers of the professional groups, but also the
overcoming of professionals’ old patterns and the lack
of inter-professional collaboration. To facilitate BFHI
implementation, interviewees referred to a number of
strategies such as continuous participation of professionals, structural changes of work procedures, or inter-professional training and education.

Conclusions
National BFHI-coordinators and interested hospitals
should pay attention to the numerous conditions the
study revealed important to facilitate BFHI implementation in Austria. While these are not commonly
assessed and addressed in clinical practice and BFHI
implementation research, a better understanding of
these conditions can contribute to closing the gap
between current knowledge and prevailing practices.
Furthermore, the conditions and strategies offer starting points for other hospitals that plan to become
BFHI-certified as well as for further research on BFHI
implementation.
Contact: WIECZOREK Christina
WHO-CC HPH at Austrian Public Health Institute
Stubenring 6, 1010 Vienna, AUT
christina.wieczorek@goeg.at
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Developing a smoking cessation program
in adolescents by a cooperating work between a local hospital and a community

YUN Kang Sup, LEE Sang Hyung, PARK Min-Hyun, OH
Bumjo, PARK Kwang Wook, KIM Do Young, YANG Mi Ra,
LEE Hee Young, OH Si Hyoung, CHOI In Su
Introduction
Smoking cessation intervention in youth group should
be managed in an active manner. Since early development of nicotine dependence and exposure of harmful
effects in health can be detrimental later in this group.
However, in Korea, age considered smoking cessation intervention programs have been rarely available
and the social perception about youth smoking is not
well-disposed. So, this year, Boramae Medical Center
and a district office of education directing 103 schools
initiated a project to develop a youth specific smoking
cessation program.
Purpose/Methods
The two main purposes of the program are to develop
an age proper smoking cessation program and to change social attitude on youth smoking. The smoking cessation program is designed to encourage motivation to
quit smoking, to enhance self-esteem, to learn a sense
of considering others, and eventually to learn
self-importance. It is consisted in smoking cessation
clinic visits, intense group counselling meetings and a
no-smoking activity day camp in the period of 8 weeks
which is followed by 6 months mentoring period. Assessments for participants’ behavior and cognition as
well as evaluation for program effectiveness on motivational enhancement to quit smoking and to change
smoking behavior are used. Satisfaction survey for program is also conducted for further development of program.
Results
31 students from 7 different middle and high schools
are grouped into 4 different groups. Each group meets 6 to 7 times for smoking cessation clinic visits and
group counselling meetings. Preliminarily, the overall
attendance rate is 80%. Smoking quit rate on 4th week
is 17%, on 8th week is 28%. Program evaluation, participants’ behavior and cognition assessment, and satisfaction survey result will be followed.
Conclusions
This program has been a good experience not only for
us to learn about the culture of youth, especially adolescent but also to gain insight into how important it is

that, this program to be successful, schools and parents
need to be involved actively. The experience and the result of program evaluation will be reflected
in an upcoming program in 2016. Our goal is to develop
a good example for youth smoking cessation program
and share the experience to make a healthier community.
Contact: YANG Mi Ra
SMG-SNU Boramae Medical Center
20, Boramae-ro 5-gil, Dongjak-Gu, 156-707 Seoul, KOR
didmiracle@gmail.com

The patient in good and safe hands - empowerment of the patient in the surgery
department through implementation of a
Nurse Care Coordinator role, and the ISBAR
model
FILHABER Aliza, CHITRIT Simi, KOL Yardena, YOSEF Dina,
BENAYON Ilana, KROSHINSKI Zoharit, POLISUK Yael,
KALMANOVITCH Dorit, HASON Bat Sheva
Introduction
Nurse Care Coordinator is a unique model developed
in 2010 by the Department of Nursing of the Hospital
Division of Clalit Health Services (CHS) and in 2014
was implemented in 14 CHS hospitals. The principle
concept of the model focuses on 4 main anchors surrounding the patient during hospitalization: ensuring
quality and safety of care, providing the patient with
a sense of security, preventing suffering and risk, and
continuity of care.
Purpose/Methods
To promote quality and patient safety, which in turn
affects a patient’s hospital experience. A training program was developed to instruct the nursing leadership
in all the means to implement this approach, work procedures were adapted including tools and skills. The
ISBAR model was introduced for communication between caregivers.
Results
In the Surgery Division of our hospital, the model was
implemented in 9 departments and 150 registered nurses were trained. Observations were carried out on the
implementation of the 4 anchors of the model, and the
ISBAR model. The analysis of the observational data
indicates that there was an increase in implementation
of the model. In addition, interviews were conducted
with patients about their personal feelings including
questions based on the 4 anchors and the ISBAR model.
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Conclusions
This is a unique and important model for empowering
the patient and the nurse, contributing to a change in
the nurse’s professional approach and the empowerment of the patient. This model affects patient satisfaction during hospitalization and greatly contributes
to their sense of security that they are in ”good and safe
hands”.

This work focused on the surgical division at Kaplan
medical center, Rehovot, Israel, with the head nurses
of all surgical departments participating as co-authors.
Contact: FILHABER Aliza
Kaplan Medical Center
BOX #1, 76100 Rehovot, ISR
alizaf@012.net.il

hospitals –Ahamad Shah Baba (ASB) and Dasht-e-Barchi, and Ariana private hospital to reduce the load of
patients, decrease complications of diseases (especially
resulting from chronic diseases), and increase job satisfaction through proper health education and communication trainings. Two sets of pre and post HPH
survey analyses were conducted to for a baseline assessment of factors such as management policy, patient
information, patient assessment, continuity, cooperation, and intervention and promoting healthy workplace
standards.
Results
From the three hospitals selected from different parts
of the capital city, Kabul, ASB Hospital administered
by Medecins Sans Frontieres (MSF) gained the highest score of 17.5 out of 51, because a health promotion
team already worked on some of the indicators there.
Surprisingly, Ariana private hospital scored the second
highest of 14.5 followed by Dasht-e-Barchi Hospital
scoring only 7.5. ASB Hospital scored higher in management policy, patient assessment, and continuity and
cooperation while Ariana private hospital scored higher in patient information and intervention and promoting healthy workplace standards.

ABDULLAH Maihan, GRAISER Silke

Conclusions
All the three hospitals scored lower than median (25.5),
which indicates the low standards of health promoting
hospital services in Afghanistan. Even though these hospitals conduct some health promoting activities, these
activities are not systemic and standardized. Despite
the challenges, the hospitals’ administrations and other
staff are interested in implementing health promoting
activities. Nevertheless, lack of financial resources and
trained staff make it difficult to achieve better results
for the HPH projects in Afghanistan. The government
needs to develop a policy providing specific resources
for health promoting activities in hospitals.

Introduction
Afghanistan is one of the world’s poorest countries
with low rate of health education/literacy among both
healthcare providers and consumers, increasing hospital patient loads, and growing job dissatisfaction,
especially in public hospitals. While communicable
diseases such as TB and Malaria are more prevalent,
non-communicable diseases are escalating responsible for about 35% of mortality.

Comments
This is the first time health promoting activities are
conducted in a govt. hospital by the Ministry of Public
Health. The presentation will include data on types of
patients and top ten diseases in the hospitals. It will
also include some indicators from the hospital where
health promoting activities are conducted by MSF. In
addition, unique challenges and opportunities towards
implementation of the project will also be discussed.

Purpose/methods
In March 2015, Ministry of Public Health (MoPH) in
Afghanistan initiated the Health Promoting Hospital
(HPH) project. The project was piloted in two public

Contact: ABDULLAH, Maihan
Health Promotion Department, MoPH
Apt 70, Block 16, Macroryon 3, 1002 Kabul, AFG
afghanpath@hotmail.com

Ilana Benayon, Dina Yosef, Zoharit Kroshinski and Aliza Filhaber

Establishing HPH Project in Afghanistan:
Challenges and Opportunities

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Health Science, Lund University, Sweden
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2016

EA
ce

s

s
cie

December | 2016 | Page 59

patien
t

sta
ﬀ

N

www.clinhp.org

LTH •

OMO
P Rpreference T I

I C A Levid•e H
n

Volume 6 | Issue 2

Research and Best Practice

• C
O N competen L I

A content validity check of the performance
indicator of age friendly primary care facilities in Taiwan

Contact: HUNG Hsi-Lung
Chia-Yi Christian Hospital
Zhongxiao Rd., East Dist., 600 Chai-Yi, TWN
cych01341@gmail.com

HUNG Hsi-Lung, HSU Yueh-Han, CHEN Wei
Introduction
The Health Promotion Administration (HPA) has introduced the Age-friendly Hospitals and Health Services Recognition in Taiwan in 2011. By February 2015,
a total of 104 HC organizations have passed the recognition. We use questionnaires to survey those
healthcare organizations whose opinions about the
performances indicators. Through the research we get
some important conclusions. Many Performance indicators of CVI are low, HPA must redesign. And some
HC organizations are relatively satisfied (Mean ± SD :
84.1 ± 6.8) with the Policy.
Purpose/Methods
The purpose of this research is to examine the Content
Validity Index of 21 performance indicators among 104
healthcare organizations, which have passed the recognition. The results of this study offers recommendations and suggestions to HPA .The questionnaires
of data were analysed according to different levels and
classifications of the healthcare organizations. Moreover, the questionnaire was also administered to the
onsite surveyors hired by HPA to examines the differences between performance indicators CVI of two
subject groups.
Results
Healthcare organizations which passed the recognition
are relatively satisfied (Mean ± SD : 86.5 ± 6.0) with
HPA’s promotion towards the active ageing policy on
a national level. The CVI of 21 performance indicators
under the four standards was poor and needed to be
re-examined. Of the two subject groups, only 4 performance indicator scores were greater than 0.78.There
was an urge to redesign the performance indicator.
Conclusions
HPA is suggested to redesign the performance indicator under the four standards by providing clear definitions and range, also to incorporate it into regular
data collection so that each performance indicator can
evaluate policy efficacy more realistically and more
accurately. The Age-friendly Hospitals and Health Services Recognition are suggested to be incorporated into
the accreditations of different health care organization
levels, so that continual promotion of age-friendly policy can be achieved.

“In Harmony with Life” - The Health Promotion Program of Santa Helena’s Hospital
IRIKAWA AT, CALVANO EL, MELERO R, CASIMIRO A,
MAEDA F, ALVES CS, ANSELMO C, FERNANDES V, BELENTANI C, SCALICE GS, LADEIA D, AIKAWA L, GUERRA C,
STROSE E, AMARAL LP, BIASI E, KALAF R
Introduction
The Santa Helena Hospital S.A. attends the users of
Santa Helena Medical Care, with around 300.000 lives
in the ABCD region of São Paulo, Brazil. The Worksite
Health Promotion Program - ”In Harmony with Life”
comes lined up to this mission of well-being and quality of life with the philosophy of “taking care of whom
takes care”, adding benefits to the 750 employees and
reflecting directly on the assistance of the users.
Purpose/Methods
”In Harmony with Life” has as objective to improve the
quality of lifestyle and health of the employees of Santa
Helena Hospital. It was realized a survey of the health
profile. According to the motivational state and health,
actions were developed: physical education work, nutrition care, clinic of physiotherapy, acupuncture, psychology, guitar classes, soccer and volleyball training
and punctual activities. Data collection were realized
for evaluation and monitoring of the obtained data,
from 2007 to 2015. The data were compared.
Results
It was observed a reduction of 39.9% of excessive stress
(from 6.54% to 3.93%), 62.6% of depression (from
1.34% to 0.5%) and 42.0% of smoking (from 13.54% to
7.85%). It was noted a reduction of musculoskeletal diseases such as neck pain (from 13.42% to 10.88%), arm
and hand pain(from 10.91% to 6.34%).
There was a decrease of uncontrolled hypertension of
55.1%. It was observed an improvement in self-rated
health. It was observed a reduction of the absences justified by medical certificates.
Conclusions
It was verified change in the lifestyle for risk factors
as stress and smoking. As well as this, it was observed
a reduction of depression, musculoskeletal diseases
and uncontrolled hypertension. The health promoti-
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on program helps to reduce the days off for illness of
the employees. The continuity of the health promotion
program ”In Harmony with Life” should be priority to
reach better results in health prevention and promotion in this population.
Contact: IRIKAWA Adriana
santa helena´s hospital
manoel vaz 59, santo andré, BRA
airikawa@yahoo.com

sical activity, living arrangements, alcohol and other
substance misuse and weight and body mass index
(BMI).
Results
The rate of identification of risk factors varied hypertension (91% of medical records); living arrangements
and marital status as an indicator for social isolation (70%); smoking status (66%); weight and/or BMI
(39%); physical activity levels (35%); alcohol use
(28%); illicit substance use (19%); and prescription
drug abuse (4%). The rate of identification of smoking
status has risen from 14% three years earlier as a result
of a clear organisational improvement priority.
Conclusions
This review of current practice demonstrates that the
identification of modifiable risk factors among patients
in a large Australian health service is not undertaken systematically. The results identify opportunities
to engage health services and health professionals in
strengthening preventative health practices through
the systematic assessment of and response to modifiable risk factors. Alfred Health is actively developing its
response to overweight and obesity as a result of this
audit.

Adriana Irikawa

Identification of modifiable risk factors
among patients of a large Australian
health service
DEAN Emma, LIVINGSTONE Cameron, SHI Linda, CORBEN Kirstan
Introduction
Chronic diseases lead to reduced quality of life, significant morbidity and mortality globally. There are many
underlying risk factors for chronic diseases, many of
them modifiable, including smoking, poor nutrition,
obesity and untreated hypertension and hyperlipidaemia. The strengthening of the prevention system
within Australian health services aims to more systematically identify and respond to modifiable risk factors.
Purpose/Methods
The aim was to investigate the current rate of identification of modifiable risk factors among admitted patients. A retrospective medical record audit, informed
by a literature review, included more than 150 patients
admitted on a single day in July 2014 for the rate of
identification of a range of modifiable risk factors. These factors included hypertension, smoking status, phy-

Contact: DEAN Emma
Alfred Heath
Commercial road, 3036 Melbourne, AUS
e.dean@alfred.org.au

Health Promotion in Emergency Department: Early initiation of intervention for
Opioid Dependence
D’ONOFRIO G, O’CONNOR PG, PANTALON MV, CHAWARSKI MC, BUSCH SH, OWENS PH, BERNSTEIN SL, FIELLIN
DA
Introduction
Opioid-dependent patients often suffer from many severe conditions and frequently use the emergency department (ED) for different kinds of medical care. It
would therefore be relevant to consider initiating treatment opioid dependence in the ED. Thus the aim of
this study was to test different interventions for
opioid dependence in an ED setting.
Purpose/Methods
In a randomized trial 329 patients with opioid dependence were allocated to three arms of different levels
of intervention after screening: (I) 104 patients were
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referred to treatment only; (II) 111 patients had Brief
intervention (BI) in ED + facilitated referral to community- based treatment services; (III) 114 patients had BI
& buprenorphine/naloxone in ED + referral to primary
care for 10-week follow-up The primary outcome was
undertaking inpatient addiction treatment 30 days after randomization. Secondary outcomes were days per
week with illicit opioid use, negative test for illicit opioid in urine, HIV risk, and use of
services.

Purpose/Methods
The national household survey Hellas Health VI was
conducted during inApril 2015 and covered both urban
and rural areas of theGreece’s 13 geographical regions.
The sample of 1001 individuals, aged ≥18 years old,
was selected using a three stage, proportional to
size sampling design and was representative of the
Greek population in terms of age and residency. Telephone interviews were conducted according to the
ESOMAR code of practice.

Results
Overall, significantly more patients had undertaking
inpatient addiction treatment services in group (III);
78% vs 45% in group (II) and 37% in group (I) (P <
0.001). Group (III) reduced the weekly number of days
with illicit opioid use from 5 to 1 vs 6 to 2 days group II
and 5 to 2 days in group I (P < 0.02 - 0.001).
Furthermore, significantly fewer patients from group
(III) used inpatient addiction treatment services compared to the other groups; 11% vs 35% and 37%, respectively, (p < 0.01). There was no difference among the
groups regarding the other secondary outcomes.

Results
20% of the respondents have not received, although
needed, health services during the past year (students:
33%, unemployed persons: 27%). The main reported
obstacles were economical difficulties (57%) and lack
of time (31%). The majority of those reportinged economical difficulties were unemployed (84%) and
freelancers (62%). Compared to 2009, 40% of the
participants stated that access on health care services
worsened and 52% stated a greater financial burden for
health care services.

Conclusions
Patients entering ED with opioid dependence had significantly better effect of an early initiated program of
BI combined with buprenorphine initiated at ED and
referral to 10 weeks follow-up at primary care compared to referral alone or in combination with BI.
Results have been published in: JAMA.2015; 313:16361644.
Contact: D’ONOFRIO Gail
Dept Internal Med
Yale School of Medicine
New Haven, Connecticut
gail.donofrio@yale.edu

Conclusions
Greece’s health crisis is worsening as a result of continued healthcare budget cuts. The harmful effects of
austerity are linked to the increasing inability of patients to access the health system and deterioration
in the mental health of Greek people. Policy makers
should not disregard the implications that fiscal policies have on the health sector. Greater attention is needed in order to ensure that individuals would continue
getting public health care and having access to preventive and social support services.
Contact: PETROULIA Ioanna
Center for Health Services Research
25 Alexandroupoleos Street, 11527 Athens, GRC
ipetroul@med.uoa.gr

The impact of the financial crisis on access
to health services in Greece

Following research of advanced HPH quality plan and analysis

PETROULIA Ioanna, BAKIDES Sofoclis, TOUNTAS Yannis

SHIEH Ying-Hua, LIAO Wen-Chia, LIU I, CHANG JenHung, CHAN Hsiao-Wen

Introduction
Greece has been profoundly affected by the global financial and economic crisis, with wide-ranging economic, social and political consequences. In 2015, the
country entered its seventh year of recession and was
operating within severely constricted fiscal limits. This
has led to an inexorable financial burden for Greek
citizens, which, in turn, has had an adverse impact on
health care provision.

Introduction
Wan Fang Hospital had participated in 2014-2015
WHO-HPH advanced quality plan, completed the recognition process with overall fulfillment of 100%, and
had been awarded of gold level by WHO. After a series
of health promotion and education lectures, a follow up
research was done for one year during July 2014 to July
2015, regarding the understanding of health promotion
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and actual health promotion behavior of staff and patients in Wan Fang Hospital.

Purpose/Methods
A total of 304 patients were collected from out-patientdepartment and nursing home. Health promotion
education and personal health promotion prescription
were given by the family medicine doctor, and a total of
236 participants had received health promotion action.
Questionnaires were collected from 52 staff of department of family medicine and health examination center. We held health promotion activities and lectures.
Health promotion clubs of smoke quitting and exercise
were also established. All participants had completed
pre- questionnaires and post- questionnaires.
Results
Analysis of patient questionnaires showed a positive
correlation between exercise habits, weight control,
and smoke quitting with the time and frequency of
health promotion education. Patients who received
3 education sessions would increase 14% of smoking
cessation rate compared with patients who received

one. Satisfactions toward hospital were over 90 % in
patients who received education. Smoking rate of staff
was decreased to below 5%. Staff with exercise habit
increase 36.5% and satisfaction toward work place increased 18%. The results of HPH advanced quality plan
research to be presented at conference.
Conclusions
This research showed the persistent health promotion education and lectures toward patients and staff
could improve health status. The more time we spend
on discussing and educating to our patient, the healthier they get. Furthermore, after the health promotion
action, the smoking rate of our staff decreased to 1/4
of previous rate, and 90% of staff showed satisfaction
toward work place, which was a significant improvement. It represented that the health promotion actions
are worth to keep moving on.
Contact: LANGELY Sephi
Wan Fang Hospital, Taipei Medical University
No.111, Xinglong Rd., Wenshan Dist., Taipei City 116, TWN
sugarguitar@hotmail.com

All abstracts from the 24th International HPH Conference in can be found in the 2016 Abstract Book online at:
www.clinhp.org/index.php/archive

Publish in Clinical Health Promotion
Clinical Health Promotion is always looking for new
interesting research for publication in the journal
We want your research to have the highest impact and the widest audience
possible, which is why the journal is free of charge.
Publishing in Clinical Health Promotion is also free of charge and all contributions should be submitted
via www.clinhp.org/submit-paper/submission
For more information about Clinical Health Promotion and for details concerning submission please
visit www.clinhp.org.
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What is equity in health care?
This is the issue that was addressed at the summer school organised by the Finnish network of HPH and the HPH- Task Force on Migrant Friendly & Culturally Competent Health
Care. The event took place in Tampere (Finland) on August 25th-26th 2016 under the auspices of STESO (Association of Health Promoting Hospitals and Organisation) chaired by
Sinikka Bots and facilitated by Eeva Hakkinen.
About the

The National
HPH Task
Force
The HPH Task Force on
Migrant Friendly & Cultural
Competent Health Care was
established in 2005 and has
had their term prolonged
twice by the international
HPH Network.
16 countries have been
involved in the activities of
the Task Force: Australia,
Belgium, Canada; France,
Finland, Ireland, Italy, Malta, Norway, Slovenia, Spain,
Sweden, Switzerland, The
Nether- lands, Turkey and
United Kingdom.
From HPH National/Regional Network: Antonio
Chiarenza (IT); Bernadette
Nirmal Kumar (NO);
Ragnhild Spilker (NO);
Eeva Hakkinen (FI); Laura
McHugh (IE); James Glover
(IE); Marie Serdynska
(CA); Elizabeth Abraham
(CA); Karima karmali (CA);
Linda Horvat (AU); Manuel
Fernandez Gonzalez (SE);
Giuseppina Viola (IT);
From other entities:
Hans Verrept, FPS Health,
Food Chain Safety and
Environment (BE); Manuel
Garcia Ramirez, University
of Seville; (ES).

The summer school gathered health professionals and managers from different
Finnish institutions as well as other international members of the Task Force
on Migrant Friendly & Culturally Competent Health Care (TF MFCCH). Participants came from Finland, Belgium,
Canada, Italy, Malta, Norway, Scotland,
and Spain.
The event provided the opportunity to
present and discuss the work of the TF
MFCCH on the development and pilot implementation of the “Standards for equity
in health care”, which have been developed
on the basis of an extensive critical literature review, several expert workshops and
consultations (1). The Standards list five
areas that should be addressed to ensure
identification of the delivery of equitable
services in healthcare:
STD 1. Equity in policy, which aims to
define how organizations should develop policies, governance and performance monitoring systems, in order to promote equity.
STD 2. Equitable access and utilization,
which aim to encourage health organizations to address barriers that
prevent or limit people accessing and
benefiting from health care services.

STD 3. Equitable quality of care, which
aims to ensure that organizations
develop services that are responsive
to the diverse needs of patients and
families along the whole care pathway, ensuring a safe environment
and continuity of care.
STD 4. Equity in participation, which
aims to support organizations in developing equitable participatory processes that respond to the needs and
preferences of all service users.
STD 5. Promoting equity, aiming to encourage organizations to do so in
equity’s wider environment, through
cooperation,
advocacy,
capacity-building, research dissemination
and effective practices.
The leader of the Task Force, Dr Antonio
Chiarenza presented the background to
the standards project and the results of
the pilot test carried out in 55 health care
organizations: 7 in Australia, 5 in Canada, 1 in Turkey and 42 in Europe. The
findings of the pilot test, as illustrated
in the graph below (Figure 1), show that
compliance with the standards was low
in three main areas: policy, participation
and promoting equity outside the organisation (STD 1; STD 4; STD 5).

Figure 1 Overall compliance with the standards (55 institutions)
62%
58%
49%

41%

41%

Equity in participation

Promoting
equity

Dr. Antonio Chiarenza is the
leader and contact person
for the Task Force.
Contact:
Antonio Chiarenza
Antonio.chiarenza@ausl.re.it

Equity in policy

Equitable access
and utilisation

Equitable quality of care
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TF MFCCH in Tampere with Task Force Leader Antonio Chiarenza (Italy), Manuel Gracia Ramirez (Spain), Ragnhild Spilker (Norway), Eeva Hakkinen
(Finland), James Glover (Ireland), Hans Verrept (Belgium), Marie Serdynska (Canada), Isabelle Coune (Belgium), Sinikka Bots (Finland) and Marika
Podda-Connor (Malta) and members of the Finnish HPH network participating in the meeting.

In particular, pilot institutions revealed difficulties in
establishing specific equity policies and plans at governance level; in promoting the involvement and participation of service users; in developing forms of collaboration and partnership with relevant stakeholders
in the community. On a more positive side, the pilot
test results show that more general organisations have
policies in place to identify access barriers, to minimise
architectural barriers, to overcome language and communication barriers; as well as policies to ensure that
individual and family characteristics and experiences
are taken into account throughout the care process.
(STD 2; STD 3)
During the 2nd day of the summer school, the TF members held their annual meeting in order to discuss future actions. It was agreed that a new project proposal
would be submitted to the international HPH network
in order to obtain a further mandate. Despite the fact
that many things have improved in health care organisation towards creating more responsive services for
migrant users, there is still much to be done to effectively respond to the challenges of the refugee crisis
and the increasing diversity in our societies. It was
stressed that at present, the Standards are effective for
organisations as a tool for self-assessing their performance against the parameters developed by the project
working group. However, they do not help in identifying and sharing good practice or innovative ideas; they
are not in a particularly user-friendly or flexible format,
and are not easily translated or adapted.
Therefore the TF members decided to continue to work
on the following issues:

1.

The continued development of a flexible and proportionate self-assessment tool, for use by healthcare organisations of all types in a wide range of
settings in order to measure and improve their
ability to meet the needs of their diverse populations.
2. Promotion of the tool to as wide a range of audiences as possible, including healthcare providers, regional and national health authorities and interested groups of stakeholders (e.g. non-governmental
organisations), in order to raise awareness of the
tool and the wider project.
3. Development of a centralised system to gather,
analyse and categorise the findings of self-assessments, to support the sharing of best practice and
to enable continuous improvement and evolution
of the tool.
4. Development of additional resources to support
the work of healthcare organisations to improve
the equity of their services, and help them to implement action plans arising from self-assessment.
5. Development and expansion of the existing network of healthcare agencies who have participated
in the pilot, in order to support objectives of STD1,
STD4 and STD5.
HPH members are invited to participate in the strategic implementation of the equity standards by joining
the TF MFCCH. Interested institutions should contact
the Task Force Leader, Antonio Chiarenza.
Reference
(1) Cattacin, S., Chiarenza, A. and Domenig, D. (2013). “Equity Standards for
Health Care Organisations: a Theoretical Framework.” Diversity and Equality in Health and Care 10: 249-258.
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General Assembly 2016, New Haven, USA
On June 8, 2016, the annual HPH General Assembly
(GA) took place in New Haven, CT, USA. It was the
22nd Meeting of the National/Regional Network Coordinators and Task Force Leaders of the International
Network of Health Promoting Hospitals and Health
Services.
Invited observers from up-coming N/R HPH Networks also participated. WHO and other partner organizations in official relations with HPH were excused
this year. The WHO Collaborating Centre for Evidence-Based Health Promotion in Hospitals & Health
Services in Copenhagen and the WHO Collaborating
Centre for Health Promotion in Hospitals and Health
Care in Vienna participated.
The General Assembly was arranged by the International HPH Secretariat at the WHO Collaborating Centre for Evidence-Based Health Promotion in Hospitals
and Health Services in Copenhagen and all sessions
were chaired by members of the HPH Governance
Board and by the WHOCCs.
As the first order of business, there was a closed session
for N/R Coordinators to discuss the role of the N/R Coordinators in the format of a breakfast workshop session. Subsequently, the GA welcomed all additional
participating delegates from HPH Task Forces as well
as all observers from up-coming National/Regional
HPH Networks.

The main aim of GA is the exchange of knowledge and
experience among National/Regional Network Coordinators and Task Force Leaders. For this purpose, the
meeting also featured a workshop on the new global
HPH Strategy for 2016-18.
The GA delegates were updated on the progress of the
each of the core organizational bodies of the International HPH Network. The HPH Governance Board,
the International HPH Secretariat and the HPH Task
Forces presented their work and efforts since the last
GA. GA were updated on issues relating to finances
and non-payment of members, which continues to be
a problem, the current developments in teaching and
training, key international projects, extension of Task
Forces and approval of new Task Forces, the on-going
collaborations with WHO and other key partner organizations as well as potential new partner organizations.
The HPH GA was also updated on issues related to the
annual HPH conferences including financing and organisation. This included a status on the 2016 conference in New Haven, the official decision of granting Vienna the role of host city for 2017’s conference, as well
as the decision to continue to liaise with all interested
countries for hosting conferences of 2018 and beyond.
GA also conducted the official bi-annual elections for
all 7 seats of the HPH Governance Board.

The new HPH Governance Board 2016-2018
The new HPH Governance Board was elected by the
22nd Meeting at the HPH General Assembly in New Haven.
The HPH Governance Board will run for two years and
consist of 7 elected corporate HPH members.
As the procedure for Governance Board elections was
changed last year, corporate members who have had
members in the previous Governance Board were now
allowed to again be represented in the GB.
The New HPH Governance Board consists of:
Chair: Bożena Walewska-Zielcka (Poland)
Vice-chair: Susan Frampton (Connecticut, USA)

Board members: Sally Fawkes (Australia), Alan Siu
(Hong Kong, China), Myoung Ock Ahn (Rep. of South
Korea), Margareta Kristenson (Sweden) and Yingwei
Wang (Taiwan).
As we welcome the Governance Board, we would also
like to thank the outgoing Board members; outgoing chair Raffaele Zoratti (Italy), outgoing vice-chair
Ida Rashida Khan Bukholm (Norway), Jerneja Farkas-Lainscak (Slovenia), Manel Santiñà (Catalonia,
Spain).
The outgoing HPH Governance Board is acknowledged
for their tremendous work and leadership.
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