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Smoking is still a major problem and 
challenge worldwide
Hanne Tønnesen

Smoke-free future is the goal
In this autumn, the new analyses on the 
global burden of diseases (GBD) was 
published. They showed that smoking is 
still the number one risk factor high in-
come countries for years of lost life and 
years with disability. In lower income 
countries, smoking is also an important 
risk factor – but even higher risks orig-
inate from child/maternal malnutrition 
and general dietary risks as well as envi-
ronmental risks such as air pollution and 
unsafe water (1). 

Good news
The good news is that prevalence of smok-
ing has been reduced globally; thus, the 
related risk of lost years has also been re-
duced significantly over the last 25 years; 
i.e. since the present GBD collaboration 
began. The age-adjusted prevalence of 
daily smoking is 25 % for men and 5% for 
women. Those results are based on data 
from 2015. When compared to 1990 the 
new analyses identified a clear smoking 
reduction of 28% for men and 34% in 
women. However, this total reduction is 
based on a large variety, including even 
increase in a few countries (2). 

The plan for smoking reduction in 
2025
In 2010 the 194 member states in WHO 
had a daily smoking prevalence of 22% 
(37% for men and 7% for women). With 
a plan for an overall reduction of 30% for 
smokers at the year of 2025, the preva-
lence was projected to around 15% in to-
tal; 26% and 5%, respectively (3).
 
Those numbers are not far away from the 
good news above; never-the-less, as the 
data originates from different collections 
and methods the prevalences are not di-

rectly comparable and should be inter-
preted with cautions. Anyway, we seem 
to on the track. 

The WHO FCTC and MPOWER
In 2015, altogether 180 parties have rat-
ified the WHO Framework Convention 
on Tobacco Control (FCTC), that cov-
ers about 90% of the global population. 
FCTC was initiated back in 2003 to fight 
the global smoking and went into force 
in 2005. The parties signed up to reg-
ulate tobacco industry marketing and 
sales, reduce the demand for tobacco, 
and provide agricultural alternatives for 
the farmers.  WHO launched an import-
ant tool to support the implementation of 
FCTC. That was the MPOWER, which is 
an acronym for Monitoring tobacco use 
and prevention policies, Protecting peo-
ple from tobacco smoke, Offering help to 
quit tobacco use, Warning about the dan-
gers of tobacco, Enforcing bans on tobac-
co advertising, promotion and sponsor-
ship, and Raising taxes on tobacco (4).

New goal: Tobacco Endgame (TE)
TE is an international strategy aiming at 
phasing out smoking on long term. The 
ambitious goal of TE means a change 
of perspectives – going from reducing 
smoking to becoming smoke-free. TE is 
often defined by a smoking prevalence 
below 5% (5). It requires both political 
decisions and full implementation of 
FCTC. 
Around the world, many parties, espe-
cially counties, municipalities and orga-
nizations are targeting the smoke-free 
future by deciding and implementing 
smoking ban in specific areas and raising 
smoke-free new generations. 

doi.org/10.29102/clinhp.17001

https://doi.org/10.29102/clinhp.17001
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Some brave member states of WHO have taken the 
strong political decision of implementing TE and phase 
out smoking within the next decade or two. For now, 
they are New Zealand and Ireland (2025), Finland 
(2030) and Scotland (2034) - and countries are under-
way. 
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Introduction
The health risk of obesity is prevalent 
in United States women at 37% for ages 
20–39 years, and 45% for ages 40–59 
years (1). Behavioral weight-loss treat-
ments have overwhelmingly been unsuc-
cessful beyond their initial several weeks 
or months (2;3). In fact, some behavioral 
scientists recently suggested that corre-
sponding research should be terminated 
due the consistency of unfavorable re-
sults for decades (4). However, 2 trials 
of an experimental cognitive-behavioral 
protocol entitled Weight Loss For Life 
demonstrated atypical success by main-
taining a 6.1–6.3% mean loss in body 
weight over 2 years in mostly middle-age 

women with obesity (5). Weight Loss 
For Life is a low-cost, community-based 
treatment grounded in tenets of so-
cial cognitive theory (6). Social cognitive 
theory assumes that individuals can gain 
control over their behaviors through pur-
poseful use of self-management, feelings 
of ability (i.e., self-efficacy), and positive 
psychological states (6). 

A major departure of Weight Loss For 
Life from other behavioral weight-man-
agement treatments is that its first aim 
is to increase physical activity – the most 
salient predictor of long-term weight 
loss (7;8) – to improve self-regulation, 
self-efficacy, and mood. Those psycho-
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Abstract
Background  Behavioral weight-loss treatments have generally been unsuccessful, and young-adult participants have 
been underrepresented in related research. This investigation assessed effects of the new Weight Loss For Life protocol 
in a university sample of young women through contrasts with older-age women. 
Methods  Women with class 1 and 2 obesity from either a university (n = 37, Mage = 20.4 years) or a community well-
ness setting (n = 37, Mage = 45.0 years) were volunteer participants. The same cognitive-behavioral weight-loss proto-
col was administered to both groups. One-on-one physical activity-support sessions supported self-regulatory skills, 
self-efficacy, and mood improvements so they would carry-over to controlled eating during bi-weekly group nutrition 
sessions. 
Results  The university group consumed fewer fruits/vegetables and completed more physical activity at baseline than 
the older group. However, significant improvements over 6 months in those variables, sweets intake, and weight (-4.5% 
and -6.1%, respectively) did not significantly differ. Age group also did not affect the significant prediction of 6-month 
changes in physical activity and fruit/vegetable intake, by 3-month changes in self-regulation, self-efficacy, and mood 
(R2-values = .26 and .35, respectively). 
Conclusion  Tenets of social cognitive theory that formed the basis of the Weight Loss For Life curriculum were sup-
ported for both age groups, and were associated with similar positive effects over 6 months. Extensions of the research 
require testing over longer periods.

James J. Annesi1,2, Ping Hu Johnson2

Contrasting university-based and older-age 
samples on weight-loss effects and their 
behavioral and psychosocial predictors 
associated with the Weight Loss For Life 
protocol

doi.org/10.29102/clinhp.17002

https://doi.org/10.29102/clinhp.17002
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• Emotional eating change will significantly medi-
ate the relationship between changes in mood and 
consumption of sweets.

It was also of interest to determine if weight reduction 
would be better-predicted by attaining a mean of 3 
moderate physical activity sessions/week, or by abso-
lute volume of physical activity/week (i.e., more physi-
cal activity-more weight loss). 

Methods
Participants
Women volunteered to participate in a weight-loss 
trial that incorporated physical activity. Enrollment 
was conducted separately within a large university 
(UNIV; age range 18–25, Mage = 20.4 years, SD = 2.0, 
n = 37) and a community (COMM; age range 26–55, 
Mage = 45.0 years, SD = 7.9, n = 37) in the southeast 
United States. Inclusion criteria were: (1) body mass 
index (BMI) 30–40 kg/m2 (class 1 and 2 obesity), (2) 
not presently participating in any weight-loss program, 
and (3) no known health-related contraindications for 
participation. Institutional review board approval, and 
written informed consent from all participants, was ob-
tained. Principles of the Declaration of Helsinki were 
followed throughout.

Measures
Weight
Body weight (kg) was measured by a recently calibrated 
digital scale using the mean of 2 consecutive measure-
ments.

Behavioral measures
Measures of self-reported daily servings of fruits/
vegetables and sweets (11), and weekly physical activity 
(converted to metabolic equivalents [1 MET = 3.5 ml 
of O2/kg/minute] using the Leisure-Time Physical 
Activity Questionnaire) (14), previously demonstrated 
acceptable–strong reliability and validity across the age 
ranges within this research (14;15). Within those vali-
dated behavior recall surveys, previously used in relat-
ed research (16), examples of fruit/vegetable serv ings 
(e.g., 1 small apple; 118 mL fruit juice; 118 mL carrots) 
and physical activity intensities (3 METs [mild activity; 
e.g., easy walking] to 9 METS [vigorous activity; e.g., 
running]) were given.

Psychosocial measures
Each self-report measure had acceptable–strong in-
ternal consistency (Cronbach’s α ≥ .70) and test-retest 
reliability (≥ .70 over 1–2 weeks). 

social improvements are then carried over to facilitate 
controlled eating (e.g., increased fruit and vegetable 
intake, reduced sweets). Conversely, almost all other 
behaviorally based weight-loss programs have dealt 
with physical activity as an (often optional) adjunct 
to a near-singular focus on energy-intake restriction 
(2;4). Within Weight Loss For Life, the considerable 
challenge of adherence to physical activity (9) has 
been addressed through incorporation of the validat-
ed Coach Approach curriculum (10) for 8 weeks prior 
to any change in the diet. Emotional eating was also 
focused upon through physical activity-induced im-
provements in mood (11). Emotion-based eating has 
been associated with an overconsumption of sweets, 
fats, and mostly unhealthy foods (11). Even modest 
amounts of physical activity (e.g., 3 moderate sessions/
week) might be as useful as greater volumes for im-
proving psychosocial factors (10).

Consistent with most weight-loss treatment trials, how-
ever, younger adults were minimally represented in 
the initial research on Weight Loss For Life (12). Little 
was known of its effects on younger-age women, and/
or specific sample types (e.g., enrollees of a university) 
that might pose yet-unknown challenges. Thus, with-
in this short-term (6 month) research, findings from 
college-age women with obesity were contrasted with 
results from older-age (but still below the “old age” cat-
egory) women – each participating in the Weight Loss 
For Life treatment (5). Results could clarify the salience 
of the proposed treatment model, determine age-re-
lated effects, and assess whether longer-term studies 
(which are difficult to conduct in transient university 
samples) are warranted. Ultimately, findings could in-
form administrators and practitioners concerned with 
reducing health risks in young adults and other indi-
viduals across age ranges (13). 

Hypotheses were as follows:

• There will be significant overall improvements in 
weight, physical activity, nutrition, and each of the 
psychosocial measures tested. No hypothesis was 
given, however, regarding whether these changes 
would differ by age group. 

• Changes in physical activity and fruit/vegetable in-
take will predict weight change. 

• 3-month changes in physical activity- and eat-
ing-related self-regulation, self-efficacy, and mood 
will significantly predict 6-month changes in physi-
cal activity and fruit/vegetable intake, respectively.
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Advancement of self-efficacy through overcoming 
barriers, and leveraging exercise-induced mood 
improvements to counter emotional eating, were addi-
tional foci. Participants were instructed to weigh them-
selves at home at least once per week. Fidelity checks 
on approximately 15% of treatment sessions indicated 
few protocol violations that were easily rectified by 
study staff. 

Data analyses
To avoid inflation of treatment effect sizes found in 
weight-loss studies that inappropriately retained data 
from only treatment “completers” (21), the conservative 
intention-to-treat approach was instead used. Thus, 
data from all individuals who initiated the treatment 
components were included. Statistical significance was 
set at α ≤ .05, 2-tailed, unless otherwise noted. Anal-
yses were conducted using SPSS version 22.0 (IBM, 
Armonk, NY).  

Data preparation
Based on suggested criteria (22), missing data 
were found to be missing-at-random (i.e., absent of 
systematic bias) so imputation of the 9% of overall 
miss ing scores, and scores deleted because they met 
suggested criteria for being an outlier (23), was con-
ducted using the expectation maximization algorithm 
(24). Under the present research conditions, applica-
tion of the expectation maximization algorithm is con-
sidered, “… the most accurate estimate of means or 
co-variances…” (25, p 41). To normalize distributions 
where needed, the Box-Cox transformation (26) was 
applied. 

For the primary analysis of multiple regression mod-
els with 5 predictors, the anticipated effect size of 
f2 = .25 (estimated from pilot research) at the statisti-

The self-regulation for physical activity and self-regu-
lation for eating scales each had 10 items that assessed 
use of specific self-regulatory skills (e.g., “I make for-
mal agreements with myself to be physically active”; “I 
keep a record of my eating”) using a scale of: 1 = never 
to 5 = often (16). Self-efficacy for physical activity was 
measured by the 5-item Exercise Self-Efficacy Scale 
(e.g., “I can persist with exercising when I have more 
enjoyable things to do”) using a scale of: 1 = not at all 
confident to 11 = very confident (17). Self-efficacy for 
controlled eating was measured by the 20-item Weight 
Efficacy Lifestyle Scale (e.g., “I can resist eating when I 
am depressed or feeling down”) using a scale of: 0 = not 
confident to 9 = very confident (18). Both self-efficacy 
measures assessed confidence for overcoming specific 
behavioral barriers. Overall negative mood was meas-
ured by the Profile of Mood States Short Form (19). 
Reflecting on the past 2 weeks, its 30 items asked the 
respondent to evaluate the presence of affective states 
(e.g., “sad”; “tense”; “annoyed”) using a scale of: 0 = 
not at all to 4 = extremely. Emotional eating was meas-
ured by 15 items of the Emotional Eating Scale (20). It 
addressed feelings that might prompt emotion-based 
eating (e.g., “irritated”; “on edge”; “blue”) using a scale 
of: 0 = no desire to eat to 4 = an overwhelming urge to 
eat. 

Procedure
All Weight Loss For Life treatment components were 
administered by wellness professionals with national 
certification(s) and/or an advanced degree(s) related 
to health promotion, and 16 hours of training specific 
to the present treatment protocols.

Physical activity support consisted of 6, 45–60-minute 
one-on-one sessions over 6 months using The Coach 
Approach curriculum of instruction in self-regulatory 
skills (e.g., goal-setting, relapse prevention, cognitive 
restructuring) to counter barriers to physical activity 
(e.g., slow progress), leveraging social supports, and 
minimizing impediments (e.g., exercise-induced dis-
comfort) (10). Although the internationally recommen-
ded volume of physical activity for health promotion 
(i.e., 150 minutes/week of moderate-intensity activity) 
was indicated to participants, exercise plans were most-
ly based on their individual preferences and tolerances. 

After 8 weeks, participants were instructed in recor-
ding daily energy intake, and provided a daily kilocal-
orie (kcal) limit based on present weight (e.g., 1500 
kcal/day limit for 79–99 kg). Beginning at week 10 of 
the 6-month trial, 60-minute group nutrition sessions 
were held every 2 weeks that adapted the learned physi-
cal activity-related self-regulation skills for use in con-

Figure 1 Treatment Timeline

The Coach Approach physical activity support

Month

Initiate food 
tracking

Self-regulation for weight loss

 = one-on-one session x = group session

xxxxxxxx

1 2 3 4 5 6

trolling eating – especially focusing upon increasing 
fruit/vegetable intake and minimizing sweets. Figure 1 
displays a timeline of treatment processes.
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Results
Assessing changes in weight, weight-loss behaviors, 
and psychosocial factors
Baseline score on fruit/vegetable intake was signifi-
cantly greater in the COMM group, and consumption of 
sweets was significantly greater in the UNIV group. No 
other significant baseline difference was found (Table 
1). There were significant changes in the favorable di-
rection on all measures, but they did not significant-
ly differ by group (Table 1). Within-group effect sizes 
were larger on weight reduction from baseline in the 
COMM group (-6.1%) vs. the UNIV group (-4.5%). That 
was also the case for increase in physical activity. Effect 
sizes on changes in psychosocial variables were similar 
between groups (Table 1). 

Predicting changes in weight, physical activity, and 
eating behaviors
Changes in physical activity and fruit/vegetable 
intake, together, significantly predicted weight change, 
R2 = .19, p = .001. Change in fruit/vegetable intake, 
beta (β) (standard error [SE]) = -.32 (.49), p = .009, 
but not physical activity volume, β = -.19 (.07), p = .116, 
independently contributed to the variance explained. 
Subsequent entry of group into the multiple regression 
equation did not significantly improve its explanatory 
power, ΔR2 = .01, p = .353. 

Changes in physical activity-related self-regulation, 
self-efficacy, and mood significantly predicted change 
in physical activity, R2 = .26, p < .001. β-values were .11 
(.32), .19 (.19), -.21 (.12), respectively, p-values > .08. 
Changes in eating-related self-regulation, self-effica-
cy, and mood significantly predicted change in fruit/
vegetable intake, R2 = .35, p < .001. β-values were .20 
(.04), .12 (.01), -.17 (.01), respectively, p-values ≥ .08. 
Entry of group did not significantly improve the above 
equations’ explanatory power, ΔR2-values ≤ .03, p-val-
ues > .06.

Change in emotional eating significantly mediated the 
total effect, β = .04 (.01), p = .008, of mood change on 
change in the intake of sweets, β=.01 (.01), 95% CI = 
.002, .023. The effect of group was not significant, β = 
.06 (.43), p = .882, however the overall model was sig-
nificant, R2 = .14, p = .014. Change in emotional eating 
did not significantly mediate the total effect, β = -.03 
(.01), p = .012, of mood change on change in the intake 
of fruits/vegetables, β = -.0002 (.01), 95% CI = -.011, 
.013. The effect of group was, however, significant, β = 
.94 (.47), p = .049, suggesting a greater degree of medi-
ation in the COMM group. The overall model was sig-
nificant, R2 = .32, p < .001.

cal power level of .80 (α = .05) required a minimum 
overall sample size of 57 (27). Variance inflation fac-
tors of 1.08–1.54 indicated a low and acceptable degree 
of multicollinearity in the data. The 2 variables that at 
baseline demonstrated a significant group differen-
ce (physical activity and fruits/vegetables) were con-
trolled for throughout the analyses. 

Assessing changes over time
One-way analysis of variance (ANOVA) was used to 
assess differences between the UNIV and COMM 
groups at baseline. Mixed-model repeated measures 
ANOVAs then assessed overall changes over time, and 
whether those changes differed between the UNIV and 
COMM groups. These were followed-up by paired t 
tests to contrast within-group effects. Effect sizes for 
repeated measures ANOVAs were calculated as par-
tial eta-squared (η2

p = SSeffect/[SSeffect + SSerror]), and for 
paired t tests as Cohen’s d (Mpost - Mpre]/SDpre), where 
.02, .13, .26, and .20, .50, .80 are, by convention, small, 
moderate, and large effects, respectively. 

Predicting behavioral changes from psychosocial 
changes
Because the planned multiple regression analyses in-
ferred directionality (i.e., changes in the psychosocial 
variables predicting changes in the behavioral varia-
bles), 2 separate theory-based models were specified 
that entered 3-month changes in physical activity- and 
eating-related self-regulation, self-efficacy, and mood 
as predictors of 6-month changes in physical activity 
and fruit/vegetable intake. Group was then entered in 
step 2 of those models. Considering previous research 
and suggestions (16), and an absence of floor and 
ceiling effects, unadjusted change scores were used 
rather than residualized change values or analysis of 
covariance. Using a bootstrap procedure with 20,000 
resamples (28), additional regression models were 
specified that separately assessed the mediation of re-
lationships between mood change and changes in con-
sumption of sweets and fruits/vegetables, by change in 
emotional eating. Mediation is significant if a 95% con-
fidence interval (95% CI) does not include 0. 

Assessing the effect of physical activity on weight 
change
The predictive value of weight change over 6 months 
by either the continuous variable of participants’ 
change in physical activity/week, or the dichotomous 
variable of completion of at least (the equivalent of) 3 
moderate-vigorous sessions of physical activity/week 
(M ≥ 21 METs/week on the Leisure-Time Physical 
Activity Questionnaire (11); coded no = 0, yes = 1), was 
contrasted using 1-tailed bivariate analyses. 
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physical activity and eating behaviors, and their 
psychosocial correlates over 6 months, as they were 
with older women. This occurred even though the 
university sample completed more physical activity 
and consumed less fruits and vegetables at baseline, 
which was consistent with previous research (29;30). 
Participants’ age group also had little effect on the pre-
diction of physical activity and fruit/vegetable changes 
by changes in self-regulatory skill use, self-efficacy, and 
mood. The relationships of psychosocial and behav ioral 
changes supported propositions extrapolated from so-
cial cognitive theory (6) and previous research with 

The bivariate inverse relationship between changes in 
physical activity/week and weight did not reach statistical 
significance, β = -.12 (.10), p = .148; whereas the in verse 
relationship between completion/non-completion of 
the equivalent of 3 moderate-vigorous sessions of phys-
ical activity/week and weight change was significant, β 
= -.21 (2.19), p = .039.

Discussion
Findings suggest that the Weight Loss For Life protocol 
administered to university women with obesity was 
associated with significant improvements in weight, 

Table 1  Changes in study measures, by group
Measure Baseline Month 3 Month 6 Change score Effect for time Time ×group Within-group 

change
Group M SD M SD M SD M SD F(1, 72) [η2

p] F(1, 72) [η2
p]  t(36)   [d]

Weight (kg)
University group 96.47 13.70   94.59 13.21 92.09 12.76 -4.38   5.08 5.25**   [.32]
Community group 94.42 11.43   91.29 11.97 88.68 11.48 -5.75  3.16 11.06**   [.57]

105.96** [.60] 1.92 [.03]
Physical activity/week (METs)

University group 14.88   9.71   34.18 16.42 34.05 18.32 19.18 19.08 6.11** [1.97]
Community group   8.27   6.74   29.74 13.34 32.80 14.46 24.53 14.39 10.37** [3.64]

123.72** [.63] 1.86 [.03]
Fruit and vegetable servings/day  

University group   2.88   1.66     4.45 2.14   4.65   2.00   1.77   2.05 5.25** [1.11]
Community group   3.84   2.24     5.59 2.63   6.07   2.23   2.23   2.47 5.49** [1.00]

57.43** [.44] 0.76 [.01]
Sweets servings/day                               

University group   2.24   1.78     1.10 0.92   1.15   1.49 -1.19   2.16 3.35*     [.67]
Community group   2.19   1.86     1.43 0.99   1.14   0.81 -1.05   1.72 3.73*   [.57]

24.41** [.25] 0.09 [.001]
Self-regulation for physical activity

University group 21.70   6.57   31.49 4.69 ... ...   9.78   6.78 8.78** [1.49]
Community group 22.73   6.23   32.22 3.81 ... ...   9.48   6.57 8.79** [1.52]

154.21** [.68] 0.04 [.001]
Self-regulation for eating

University group 22.11   4.80   29.47 5.60 ... ...   7.36   5.63 7.96** [1.53]
Community group 23.49   5.27   31.14 4.49 ... ...   7.65   6.69 6.96** [1.45]

109.15** [.60] 0.04 [.001]
Self-efficacy for physical activity

University group 26.38   7.83   30.89 9.84 ... ...   4.51 11.65 2.36*   [.58]
Community group 25.84   9.47   33.14 10.07 ... ...   7.30 10.93 4.06**   [.77]

20.22** [.22] 1.12 [.02]
Self-efficacy for controlled eating

University group 98.62 19.74 122.05 31.49 ... ... 23.43 20.35 16.65**   [.82]
Community group 90.19 30.69 115.68 26.83 ... ... 25.49 31.71 4.89**   [.83]

63.38** [.46] 0.11 [.002]
Overall negative mood

University group 27.39 15.73   13.11 15.30 ... ... -14.28 18.85 -4.61**   [.91]
Community group 24.49 14.60     8.15 13.77 ... ... -16.07 15.49 -6.31** [1.10]

57.26** [.44] 0.20 [.003]
Emotional eating

University group 24.20 11.12   16.51 9.60 ... ... -7.69 10.92 -4.28**   [.69]
Community group 27.05 10.29   22.04 9.53 ... ... -5.01   8.38 -3.64*    [.49]

31.53** [.31] 1.40 [.02]

Abbr: M = mean; SD = standard deviation. The symbol … denotes scores at month 6 were not obtained. University group n = 37. Community-based group 
n = 37. For weight, physical activity, fruit/vegetable intake, and intake of sweets, change score was calculated from baseline-month 6; for all psychosocial 
measures, change scores were calculated from baseline-month 3. Effect sizes for ANOVAs, η2

p =  SSeffect/(SSeffect + SSerror). Effect sizes for t tests, Cohen’s d = 
(Mpost - Mpre)/SDpre.
*p < .01.  **p < .001.  
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AUTHORS
Introduction
According to the World Report on Ageing 
and Health 2015, Japanese people have 
the highest life expectancy at birth (1). 
Two key behaviours that may influence 
healthy ageing are physical activity and 
nutrition. The Japanese diet (Washoku) 
is not only considered healthy but is also 
recognized as a cultural treasure by UN-
ESCO since 2013. Short-term intake of 
Japanese diet have been shown to pre-
vent and improve metabolic syndrome 
(2). Closer adherence to Japanese dietary 
guidelines was also found to be asso-
ciated with a lower risk of total mortal-
ity in Japanese adults (3). Although the 
Japanese diet has been associated with 
a healthier lifestyle and lower obesity 
rates, each country differs in their access 
to various food sources and therefore not 
everyone can benefit by simply reproduc-
ing such a diet over the long term. 

Dietary habits may also contribute to 
a healthier lifestyle and the emulation 

of these habits may be a more practical 
approach in the search for a health pro-
moting lifestyle. To investigate the di-
etary habits of healthy Japanese people, 
we conducted a questionnaire survey at 
the health check-up center of Hiroshima 
Kyoritsu Hospital and report the results 
in this article. 

Methods
305 Japanese adults who received health 
check-ups at the health check-up center 
of Hiroshima Kyoritsu Hospital and who 
were willing to participate in the ques-
tionnaire survey were enrolled in this 
study. The health check-up center is lo-
cated at the hospital’s outpatient floor 
and is open to those who wish to un-
dergo screening for various underlying 
conditions. The survey was conducted 
during a two week period from January 
to February 2015. Those who were not 
willing to participate in the survey during 
the given period and those who did not 
complete the questionnaire forms were Clin Health Promot  2017; 7:12-17 
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Abstract
Introduction The Japanese diet has been associated with a healthier lifestyle and lower obesity rates. However, dietary habits 
may also be important. To investigate the dietary habits of Japanese people, we conducted a survey at the health check-up 
center of Hiroshima Kyoritsu Hospital.
Methods 305 Japanese adults who received health check-ups and participated in the questionnaire survey (conducted from 
January to February 2015) were enrolled. Basic information such as age, gender, body mass index (BMI) and mean arterial 
pressure (MAP) were recorded along with answers and analysed.
Results Participant’s age ranged from 22 to 77 years old, BMI ranged from 15.4 to 35.0 kg/m2 and the average MAP was 90.7 
± 14.3 mmHg. 58% of the respondents started their meals with a vegetable dish. 74% of the participants ate between 10 to 
29 minutes on average. Those who skipped breakfast (19%) had significantly higher BMI than those who ate breakfast. Those 
who stopped eating at 80% satiety had lower BMI as well as MAP levels compared to those who ate until 100% satiety. 
Conclusions The survey showed that simple practices like starting meals with vegetables, eating regular breakfast and stop-
ping at 80% satiety were all part of the Japanese dietary habit. These dietary habits are relatively easy to follow and may 
contribute to a healthier lifestyle.
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Japanese dietary habits: Results from 
a questionnaire survey on 305 health 
check-up participants
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excluded from the analysis. A questionnaire regarding 
eating habits and dietary patterns (listed in Table 2) 
was included along with a routine questionnaire that 
our health check-ups recipients are usually required 
to answer. In total, 10 questions with multiple choices 
were asked. Demographic data and basic information 
such as age, gender, body mass index (BMI) and mean 
arterial pressure (MAP) were also recorded along with 
the answers and these were analyzed for the study 
(cross-sectional). MAP was estimated with the mea-
sured systolic (SP) and diastolic (DP) pressures using 
the equation MAP = [SP + (2×DP)] / 3 with the mea-
surements taken during normal resting heart rates.

Continuous variables are expressed as mean (standard 
deviation, with or without range). Categorical (qualita-
tive) variables are expressed as numbers (percentage). 
Comparisons for continuous variables were made using 
the Student t-test for normal data and the Mann-Whit-
ney U test for non-parametric data. Statistical signif-
icance was defined as p < 0.05 and analysis was per-
formed using XLSTAT2014 for Windows (Addinsoft 
Ltd., Paris, France). This study protocol was reviewed 
and approved by the ethics review committee of Hiro-
shima Kyoritsu Hospital.

Table 1 Characteristics of survey participants (n=305)

Age, years, mean (SD, range) 51.1 (10.7, 22 - 77)

Gender (male/female) 105/200

BMI, kg/m2, mean (SD, range) 22.7 (3.6, 15.4 - 35.0)

MAP, mmHg, mean (SD, range) 90.7 (14.3, 56.7 - 139.0)

SD: Standard deviation; BMI: Body mass index; MAP: Mean arterial pres-
sure.

Results
The basic characteristics of participants in the survey 
are summarized in Table 1. Participant’s age ranged 
from 22 to 77 years old, the average being 51.1 ± 10.7 
(SD) years old. 105 men and 200 women participat-
ed in the survey. BMI of participants ranged from 
15.4 to 35.0 kg/m2 (mean 22.7 ± 3.6 kg/m2) and the 
mean MAP was 90.7 ± 14.3 mmHg. Questions (along 
with participant’s answers) regarding eating hab-
its and dietary pattern are summarized in Table 2.  
58% started their meals with a vegetable or salad dish 
and 23% started their meals with liquid (soup or drink). 
13% of respondents started their meals with the meat 
or fish dish and only 6% started with rice or noodles 
(Figure 1).

Table 2 Results from a questionnaire survey on 305 health check-up par-
ticipants

Questions and answers n (%)

Question 1: Which food item do you start with at meals?

•  Vegetable dish (Salad included) 178 (58)

• Meat dish (Fish included) 39 (13)

• Soup or drink (or Water) 69 (23)

• Rice (or Noodles/Pasta) 19 (6)

Question 2: How long does each meal last on average?

• Less than 10 minutes 21 (7)

• 10 to 29 minutes 227 (74)

• 30 to 59 minutes 51 (17)

• 60 minutes or more 6 (2)

Question 3: How many times do you chew before swallowing?

• Less than 10 times 92 (30)

• 10 to 19 times 178 (58)

• 20 to 29 times 31 (10)

• 30 times or more 4 (1)

Question 4: How often do you skip breakfast?

• 3 times or more per week 57 (19)

• Less than 3 times per week 248 (81)

Question 5: When do you have the last meal of the day?

• Less than 2 hours before sleeping 85 (28)

• More than 2 hours before sleeping 220 (72)

Question 6: When do you stop eating?

• Stop at 80% satiety (80% full) 157 (51)

• Stop at 100% satiety (Until I am full) 148 (49)

Question 7: What will you choose when you want to drink something 
other than water?

• Green tea 113 (37)

• Coffee (without sugar) 77 (25)

• Black tea (or other kinds of tea) 61 (20)

• Coffee (with sugar) 20 (7)

• Juice (or Non-carbonated drinks) 18 (6)

• Carbonated drinks (Zero-calorie drinks included) 15 (5)

Question 8: What do you use to sweeten your drink or food?

• Sugar 232 (76)

• Other sweeteners 73 (24)

Question 9: How often do you snack after dinner?

• 3 times or more per week 66 (22)

• Less than 3 times per week 239 (78)

Question 10: Do you want to lose weight?

• Yes 204 (67)

• Not really 101 (33)
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Figure 1 Food item that survey participants start with at meals

For 74% of participants, an average meal lasts between 
10 to 29 minutes (Question 2). 17% reported their av-
erage meal lasting between 30 to 59 minutes. 58% of 
those surveyed chewed their food 10 to 19 times before 
swallowing (Question 3) while 30% chewed less than 
10 times before swallowing. Only 19% of survey par-
ticipants skipped breakfast more than 3 times a week 
(Question 4) and only 28% had their last meal of the 
day less than 2 hours before going to bed (Question 
5). 51% of respondents stopped eating when they were 
80% full while the remaining 49% reported eating un-
til they had reached 100% satiety (Question 6). 

Regarding the choice of drink, 37% of respondents 
chose green tea, 25% chose coffee without sugar and 
20% chose black tea (or other kinds of tea). Juice and 
carbonated drinks were low on their list (Question 7). 
Only 24% of those surveyed used non-sugar or non-ca-
loric sweeteners as an alternative (Question 8). Snack-
ing after dinner 3 times or more per week was report-
ed in only 22% of respondents (Question 9). As for 
whether the participants wanted to lose weight (Ques-
tion 10), 204 (67%) replied “Yes” while the remaining 
101 (33%) replied “Not really”. 

Table 3 shows the differences in BMI between answer 
groups for Questions 4, 5, 6, 8, 9 and 10. Those who 
skipped breakfast, those who had their last meal of the 
day less than 2 hours before going to bed and those 
who ate until they reach 100% satiety had significant-
ly higher BMI levels than those who did not. Table 4 
summarizes the differences in MAP between answer 
groups for the same questions (Questions 4, 5, 6, 8, 9 
and 10). Quite similarly, those who had their last meal 
of the day less than two hours before going to bed and 
those who ate until they reached 100% satiety had sig-
nificantly higher MAP levels than participants who did 
not. 

Table 3 Differences in BMI between answer groups for Questions 4, 5, 
6, 8, 9 and 10

Questions & Answers BMI (kg/m2) P-value†

Question 4: How often do you skip breakfast?

• 3 times or more per week 23.5 (3.4)
0.030

• Less than 3 times per week 22.5 (3.7)

Question 5: When do you have the last meal of the day?

• Less than 2 hours before sleeping 23.5 (3.8)
0.006

• More than 2 hours before sleeping 22.4 (3.5)

Question 6: When do you stop eating?

• Stop at 80% satiety (80% full) 22.2 (3.5)
0.010

• Stop at 100% satiety (Until I am full) 23.2 (3.8)

Question 8: What do you use to sweeten your drink or food?

• Sugar 22.7 (3.6)
0.805

• Other sweeteners 22.8 (3.8)

Question 9: How often do you snack after dinner?

• 3 times or more per week 23.3 (3.9)
0.228

• Less than 3 times per week 22.5 (3.5)

Question 10: Do you want to lose weight?

• Yes 24.1 (3.2)
< 0.0001

• Not really 19.9 (2.8)

Values expressed as mean (SD). BMI: Body mass index. †: Mann-Whit-
ney U test for the differences between BMI of answer groups. 

Table 4 Differences in MAP between answer groups for Questions 4, 5, 
6, 8, 9 and 10

Questions & Answers MAP (mmHg) P-value†

Question 4: How often do you skip breakfast?

• 3 times or more per week 92.1 (13.7)
0.471

• Less than 3 times per week 90.4 (14.4)

Question 5: When do you have the last meal of the day?

• Less than 2 hours before sleeping 93.3 (13.6)
0.036

• More than 2 hours before sleeping 89.7 (14.4)

Question 6: When do you stop eating?

• Stop at 80% satiety (80% full) 89.3 (14.3)
0.049

• Stop at 100% satiety (Until I am full) 92.3 (14.0)

Question 8: What do you use to sweeten your drink or food?

• Sugar 90.0 (14.2)
0.117

• Other sweeteners 92.8 (14.3)

Question 9: How often do you snack after dinner?

• 3 times or more per week 90.6 (14.6)
0.871

• Less than 3 times per week 90.7 (14.2)

Question 10: Do you want to lose weight?

• Yes 92.2 (13.9)
0.011

• Not really 87.8 (14.7)

Values expressed as mean (SD). MAP: Mean arterial pressure. †: 
Mann-Whitney U test for the differences between MAP of answer 
groups.

178
(58%)

39
(13%)

69
(23%)

19
(6%)

Vegetable dish (Salad included)

Meat dish (Fish included)

Soup or drink (or water)

Rice (or Noodles/Pasta)
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liquid food (soup) has also been shown to enhance sa-
tiety and reduce energy intake (9). This way of starting 
a meal is very practical and may be emulated in almost 
every country, regardless of the differences in access to 
food sources.

Eating at a fast rate has also been demonstrated to in-
crease the risk of Type 2 Diabetes mellitus and obesity 
(10;11). This survey showed that only 7% of the partici-
pants finished their meals within 10 minutes while the 
majority (74%) of meals were finished between 10 to 
29 minutes. 17% reported taking 30 to 59 minutes to 
finish an average meal. Along with slower eating rates, 
increase in mastication and chewing are also shown to 
have a protective effect towards obesity and the risk 
for diabetes (12;13). The results of this survey showed 
that almost 60% of respondents chewed at least 10 to 
19 times before swallowing. Eating speed and chewing 
rate are both modifiable eating habits that can also be 
applied with relative ease no matter your setting. 

Although the causative effect is still controversial, 
skipping breakfast has long been associated with in-
crease in obesity levels (14;15). Incidentally, in agree-
ment with these earlier studies, the BMI of those who 
skipped breakfast in this survey were significantly high-
er compared to those who did not. Just like skipping 
breakfast, late meals or snacking is also associated with 
obesity and metabolic syndrome (16-18). In this study, 
participants who had late meals (less than two hours 
before going to bed) also had significantly higher BMI 
and MAP when compared to those who did not (Ques-
tion 5). However, there were no differences in BMI or 
MAP levels between respondents who had a snack after 
dinner three times or more per week when compared to 
those who did not (Question 9). 

There is a Japanese saying that when eating, eat only 
until you are 80% full (hara hachi bunme). In our sur-
vey, 51% of the respondents managed to practice this 
restraint during meals and their BMI as well as MAP 
levels were significantly lower compared to those who 
ate until 100% satiety. Discipline is required but these 
habits are also replicable to some extent.

When offered something to drink other than water, the 
most popular choice (37% of the respondents) in this 
survey was green tea. Drinking green tea is not only as-
sociated with lower obesity levels and cancer rates but 
has also been demonstrated in large studies to have a 
positive effect on overall mortality (19;20). Green tea 
may also protect against functional disability in the 
elderly (21). Coffee (25%) and black tea (20%) which 
were the second and third most popular choice re-

As for Question 10, respondents who wanted to lose 
weight had significantly higher BMI as well as MAP 
levels compared to those who did not really want to 
lose weight. BMI and MAP of survey participants were 
found to be significantly correlated (Figure 2).

Figure 2 The correlation between body mass index (BMI) and mean 
arterial pressure (MAP) of participants in the survey
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R = 0.44, p < 0.0001
(Spearman rank correlation test)

Discussion
Some studies have demonstrated a positive effect of 
the Japanese diet on obesity, metabolic syndrome and 
mortality (2-4). However, few studies have investigat-
ed the dietary habits of Japanese adults and its rela-
tion to health (5). Although the Japanese Ministry of 
Health Labour and Welfare provide standardize ques-
tionnaires to health check-up centers that covers some 
behavioural aspects including eating habits such as 
breakfast skipping and eating out (6), the self-devel-
oped questionnaire used in this study is unique and 
comprises questions that are not commonly asked or 
explored.

One interesting finding was that the majority of those 
surveyed started their meals with either vegetables or 
liquid (Figure 1 and Table 1). This finding is interest-
ing because it demonstrated that although rice and 
noodles may be the staple food in the region, most 
Japanese adults preload their stomach with liquid or 
fibre-rich vegetables first. Eating vegetables first have 
been shown to be simple and effective when it comes to 
improving glycaemic parameters in diabetic Japanese 
patients (7).  The timing of salad consumption seem 
to affect energy intake during meals by increasing sa-
tiety while reducing the energy density of each meal, 
as shown in previous studies (8). Likewise, consuming 
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Introduction
Patient preferences are an important 
part of the evidence-based medicine in 
addition to the evidence it-self and the 
necessary clinical competences (1). Daily 
smoking and risk drinking are important 
risk factors for development of post-op-
erative complications. To date twelve 
randomised studies have evaluated the 
effect of perioperative smoking and al-
cohol cessation intervention (2-13) and 
more are coming soon (14;15). 

In these studies, the inclusion rate varies 
from 50% to 82% in the different studies, 
but overall the compliance to the program 
is relatively good, ranging from 67% to 
above 90%. However, the successful quit 
rates in relation to surgery differ with the 
type of intervention. Thus, the intensive 
interventions with at least four meetings 
including patient education, motivational 
counselling and pharmaceutical support 
are followed by the highest quit rates of 
27% to 90%. Interestingly, the long-term 
effect is also significantly. (16)

In contrast, successful quitting is more 
seldom after the shorter programs – 

about one third to one fifth of the levels 
obtained in the intensive programs. The 
shorter programs often contain one or 
two meetings building on motivational 
counselling and supported by pharma-
ceutical. Though, the shorter programs 
may seem attractive in a surgical setting 
with a heavy work-load, they are not fol-
lowed by a significant risk reduction sur-
gery, such as lower complications after 
surgery (16). 

Some of the randomised studies above 
have nested interviews of the patient 
expectations, and experiences. The aim 
of this literature review was therefore 
to gather insight into the patients’ pref-
erences of participating in smoking and 
alcohol cessation intervention in the 
perioperative period.

Methods
Using the following online search strat-
egy Interview* AND (Smoking OR alco-
hol) AND surgery AND postoperative 
complication* a total of 157 publications 
were found; 59 from Pubmed, 87 from 
Embase and 12 from Cinahl. The manu-
al search from reference lists and infor-
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Abstract
Background The involvement of patient preferences is sometimes forgotten in the evidence-based medicine and the 
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risky alcohol cessation intervention to reduce postoperative complications. 
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on preference and motivation of the patients in relation to cessation programs taking place in the perioperative period. 
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smoking cessation, but did not perform analyses and 
interpretation as requested for a qualitative study de-
sign (25;26).

Altogether, 6 of the 7 included studies explored the 
experiences of regarding perioperative lifestyle inter-
vention on short time (Table 1), while the last study 
focused on the 1-year follow-up (18).  All studies were 
performed as individual or focus group interviews by 
semi-structured interview guides.

mation from experts revealed two more studies. After 
excluding 35 duplicates, 108 of the 125 titles and ab-
stracts were considered not relevant for the subject. 
Furthermore, 8 studies were excluded as 5 did not used 
an interview design and 3 did not involve the surgical 
patients. Thus, 9 publications were further evaluated 
and 7 of those fulfilled the inclusion, but not the ex-
clusion criteria. They were therefore included (17-23). 
One publication only existed as detailed abstract (23), 
but the related quantitative study has been published 
afterwards (24). The 2 excluded full text articles eval-
uated relevant aspects of perioperative smoking and 

Table 1 Characteristics of the participants and methods in the six interview studies on patient preference of perioperative smoking and alcohol cessation 
intervention

Moller 2004 
(16)

Villebro  2008 
(17)

Thomsen 2009 
(18)

Lindstrom 2010 
(19)

Pedersen 2011 
(20)

Parsons 2012 
(22)

Lauridsen 2017 
(21)

No of partici-
pants 18 (1 yr FU of Moller 

2004) 11 27 13 12 11

Lifestyle Smoking Smoking Smoking Smoking Alcohol Smoking Alcohol 
Smoking

Period of 
Intervention 6-8 weeks preop 6-8 weeks preop Few days preop 4+4 weeks 

pre+postop 6 weeks postop 2 weeks preop + 
late postop 6 weeks postop

Type of 
intervention

Intensive 
program Intensive program Brief program Intensive program Intensive 

program
Intensive 
program

Intensive 
program

Relation to  
intervention

Intervention 
group:

10 quitters
8 smokers

Intervention group 
Mixed quitters and 

smokers

Intervention 
group:

5 quitters
6 smokers

Control group Prior to inter-
vention start

Prior to inter-
vention start

Intervention 
group

Women       
Men 

9
9 Mixed 11

-
15
12

5
8

6
6

1
10

Operation / 
diagnoses

Knee – hip 
arthroplasty

Knee – hip 
arthroplasty

Breast cancer 
surgery General surgery Fracture surgery Lung cancer 

surgery
Bladder cancer 

surgery

Age (range of 
years) 40-77 30-85 40-72 42-66 28-78 (Not given) 43-77

Sampling Purposive 
sampling

Representative 
sampling

Representative 
sampling All control patients Data saturation Representative 

sampling Data saturation

Analyses Long table-mo-
del

(Not given) Ricoeur’s theory (Not given) Applied qualita-
tive framework 

Applied qualita-
tive framework

Thematic 
network

the relative long intervention program over 6-8 weeks 
as well as the smoke-free surroundings at the hospital. 
The major barriers were lack of support from the staff 
and psycho-social stress from family and friends to re-
uptake smoking (17). 

At follow-up after 1 year the patients agreed that im-
proved health and money saving were the main reasons 
for successful quitting smoking. All wanted a longer in-
tervention period than the 6-8 weeks. The facilitators 
for continuous quitting included low nicotine depen-
dency, being a man and having a non-smoking spouse. 
Even a year after the operation still several participants 

Results
The studies recruited 92 surgical patients (47 women 
and 45 men), ranging 28-85 years of age. Across the 
studies, the participants were positive and found it rel-
evant to be offered the support from their hospital / 
clinic support to quit smoking and/or risky drinking 
prior to surgery.

Intensive interventions
The analyses and interpretation identified important 
facilitators for successful quitting, such as a compe-
tent counsellor, measurements like lung function and 
CO concentration, free nicotine replacement therapy, 
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on intervention as part of the peri-operative care. Tho-
se receiving a briefer program strongly express need for 
more intensive intervention. Furthermore, the patients 
benefit from the smoke- and alcohol-free surroundings 
during hospital stay and the competences of the coun-
sellor. Other facilitators are the expectation of fewer 
complications, improved health and saved money from 
quitting. The knowledge of unhealthy lifestyle as a risk 
factor for complications after surgery is related to mo-
tivation for changing lifestyle at surgery. It seems that 
the surgical patients prefer intensive intervention, as 
participants in the  control group become disappointed 
of not being allocated to the intervention group; howe-
ver, the briefer intervention may at least trigger reflec-
tions on smoking and health. 

Numerous interview studies have been performed 
among smokers receiving different smoking and alco-
hol cessation programs (16).  Many of them have taken 
place in the surgical setting, but very few studies have 
combined the perspective on successful quitting with 
the perspective of successful outcome after the opera-
tion, like the six studies included in our article (17-23).

There are several bias and limitations in this article. 
First of all, those already introduced in the six original 
interview studies. Second, the generalisation from qu-
alitative studies should be done very carefully, as the 
results are closely related to the context where the data 
are collected. In this case, the majority of the interviews 
have been performed in Sweden and Denmark, which 
make it difficult to generalise the results to other coun-
tries, cultures, patient groups and settings. Further-
more, the seven studies have used several different re-
search methodology and performed the interviews at 
different time in relation to the operation (Table 1). On 
this background, it is interesting to identify the general 
positive attitude to and experiences from lifestyle inter-
vention in the perioperative period.

In conclusion, it seems that patients are rather positive 
to intensive smoking- and alcohol cessation interventi-
on in relation to surgery – across the included studies. 

Conflicts of Interests
Nothing to declare.

mentioned the operation, anaesthesia and the risk of 
post-operative complications as supportive for quitting 
(18).   

Patients undergoing bladder cancer resection together 
with neo-bladder construction received the intensive 
smoking and alcohol cessation intervention very well. 
They did not have an urge to smoke or drink alcohol in 
the smoke- and alcohol-free surroundings at hospital. 
This patient group saw smoking and alcohol cessation 
intervention as an integral part of the surgical treat-
ment. In contrast, after the 6 week program returning 
to everyday life was a barrier to continue successful 
quitting of smoking and risky drinking (22). 

The large majority of patients in the control group 
would have preferred to take part in the intensive in-
tervention group, and many expressed that they were 
disappointed by being in the control group. 
Most participants agreed to take part in the periope-
rative smoking cessation study because they wanted 
receive the intervention (20).

Brief intervention
Only one study analysed the brief intervention pro-
gram. The majority of women with breast cancer 
expressed a need for prolonged smoking cessation sup-
port instead of the brief intervention, which had only 
minor effect on quitting smoking in the perioperative 
period. However, the brief program had triggered their 
reflection upon smoking, health and addiction, and 
they experienced it as an opportune aid to escaping the 
social stigma of being a smoker (19).

Expectations to the intensive programs
The patient group with lung cancer found the pro-
gramme highly acceptable and attributed emotional, 
informational, motivational and physical benefits to 
their participation (23). Also the patient group with 
ankle fracture saw alcohol intervention in relation to 
surgery as a good idea. However, they did not consi-
der quit drinking as a major problem during their short 
hospital stay, because of the alcohol-free surroundings 
- and had all remained abstinent in this period. The pa-
tient opinions reflected their stage of readiness to stop 
drinking in the perioperative period, their general ac-
ceptance of supportive disulfiram as part of an alcohol 
intervention as well as their awareness of postoperative 
complications (21).

Discussion
An important result is that the large majority of pa-
tients welcomes intensive smoking and alcohol cessati-
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(21) Pedersen B, Alva-Jørgensen P, Raffing R,  Tønnesen H. Fractures and 
Alcohol Abuse – Patient Opinion of Alcohol Intervention. Open Orthopaed 
J, 2011;5;7-12 
(22) Lauridsen SV, Thomsen T, Kaldan G, Lydom LN, Tonnesen H. Smoking 
and alcohol cessation intervention in relation to radical cystectomy: A qual-
itative study of patients’ experiences. BMC Cancer 2017;17: 1-9
(23) Parsons A, Bradley A, Reaper L, Jordan C, Paul A, Dowswell G, Dunn J, 
Naidu B. Patient’s experiences of a pre- and post-surgery rehabilitation pro-
gramme for lung cancer (Rehabilitation of lung Cancer (ROC) programme): 
A qualitative interview study. Lung Cancer 2012; 75: s24. 
(24) Bradley A, Marshall A, Stonehewer L, Reaper L, Parker K, Bevan-Smith 
E, Jordan C, Gillies J, Agostini P, Bishay E, Kalkat M, Steyn R, Rajesh P, Dunn J, 
Naidu B. Pulmonary rehabilitation programme for patients undergoing cu-
rative lung cancer surgery, Eur J Cardio-Thoracic Surg 2013;44: e266–e271.
(25) Manassa EH, Hertl CH, Olbrisch RR. Wound healing problems in smok-
ers and nonsmokers after 132 abdominoplasties. Plastic Reconstr Surg 
2003; 111: 2082-2087.  
(26) Wyman MF, Kallio P, Allred E, Meyer D. A group-based brief interven-
tion for surgery patients with high-risk substance use. Gen Hosp Psychiatry. 
2014 Nov-Dec;36(6):637-43. 
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Conclusions
The Situation  Simulation program had immediate 
effect  and helped  children to  improve  nutrition  
knowledge and correct eating behavior. We thus high-
ly  recommend this program to children in elementary  
school. This health-promotion program could boost 
children’s learning and enhance their confidence.

Contact: CHANG Pei-Tzu
MacKay Memorial Hospital, Taipei, TaiwanNo. 45, Minsheng Rd., 
Tamshui Dist., 251 New Taipei City, TWN
mnolsj@hotmail.com

Effects of Using Situation Simulation Program in 
Nutrition Education on Healthy Eating Behaviors 
in Elementary School Children

CHANG Pei-Tzu, YANG Yu-Ru, YEUNG Chun-Yan 

Introduction
According to the Nutrition and Health Survey in Taiwan 
(NAHSIT 2001-2002) one in three boys and one in four 
girls in elementary school were overweight or obese.  
The purpose of this study was to use Situation Simu-
lation Program and shopping practice to boost the ele-
mentary school children’s nutrition knowledge, eating 
principles and behaviors. 

Purpose/Methods
13 elementary school children voluntarily participated  
in this program. We measured their height and body 
weight before nutrition education intervention. The 
children were asked to fill out a questionnaire mea-
suring their nutrition knowledge and practice before 
and after the intervention in order to evaluate its ef-
fectiveness. The teaching sessions of  three  days nutri-
tion education intervention included  learning  healthy  
body control, healthy eating principles, healthy eat-
ing  behaviors  (my  plate), nutrition  facts  labels  and  
Traffic Lights foods. After completing the sessions, the 
children were assigned a task with a convenience store  
shopping practice. The children experienced various 
typical grocery products like milk, juice, cookies, etc 
and  what they chose were recorded. 

Results
Among the 13 children (eight boys and five girls), mean 
age 9.2±1 years, mean height  140.7±9.2 cm, mean  
weight  46.9±8.4 kg were recorded, six children were  
overweight  based on their  age. The overall mean scores 
of nutrition knowledge were improved after education   
intervention. Furthermore, the attitudes toward check-
ing  nutrition facts label before making a  decision  and 
having a daily balanced diet were also improved after 
intervention. On  the Traffic Lights foods selection, 
85% of the children chose green light foods, 15% yellow 
and none red. 

At the 25th International HPH Conference in Vienna, 10 abstracts were awarded for their scientific 
level. The abstracts were chosen amongst all the abstracts presented in the Conference Abstract 
Book.

Abstracts selected for publication
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Via Amendola, Reggio Emilia, ITA
benedetta.riboldi@ausl.re.it

Health-related quality of life among subjects 
with long-term mental symptoms

SAHARINEN Tarja, KYLMÄ Jari 

Introduction
There is a need for measuring health-related quality of  
life (HRQL) to supplement public health’s measures 
of morbidity and mortality. An individual’s subjective   
perception of physical, mental and social functioning  
and  well-being is important in measuring HRQL. It is 
also necessary to assess HRQL in vulnerable popula-
tions and to produce knowledge promoting HRQL. 

Purpose/Methods
The purpose of this study was to examine HRQL and 
its correlates among subjects with long-term men-
tal  symptoms (n=158) in a population-based sample 
in Finland. HRQL was measured using the  RAND-
36 including the physical (PCS) and mental (MCS) 
scores. Sociodemographic, somatic, and psychiat-
ric factors were investigated with a self-rated health 
questionnaire, structured interviews, and standard 
clinical  measurements. Pearson’s chi-squared test, 
an independent samples t-test and logistic regression 
analyses were used.

Results
Subjects with long-term mental symptoms had a poor  
HRQL in the physical, mental and social domains. The 
main correlates were life dissatisfaction and somat-
ic diseases; in men alexithymic features, in women a 
low  level of education, a frequent use of alcohol and 
depressive symptoms. A reduced working capacity and 
in women being a current smoker were  associated with 
a poor HRQL. Long-term life dissatisfaction was a risk 
factor for poor HRQL. Sociodemographic  and  somatic  
factors  were only weakly associated with HRQL.

Conclusions
When promoting HRQL it is important for nurses and  
other healthcare professionals to recognize mental  
health symptoms and co-operate in the early phase in  
a  multiprofessional team. Among subjects with long-
term mental symptoms it is necessary to note also their 
physical and social well-being and functioning. It is  
important to pay attention to alexithymic features in  
men and a frequent use of alcohol in women. Society 
can promote HRQL by supporting education, abili-
ty to work and financial situation particularly among 
vulnerable people.

Asylum seekers and healthcare seekers: healthy 
migrant effect and empowerment

MONICI Lucia, FORNACIARI Rossano, GRECI Marina, BON-
VICINI Francesca, PINOTTI Elettra 

Introduction
Asylum seekers who land on the Italian coast are  host-
ed on Italian territory by an extensive network of re-
ception organizations. Local cooperatives  with  hosting 
facilities aim to meet people’s basic needs. Since 2014, 
the local Health Authority of Reggio Emilia has been  
working  in close collaboration with cooperatives in or-
der to recognize the refugees’ entitlement to healthcare 
and access to services. 

Purpose/Methods
The local government authority provides information 
on the new arrivals to the cooperatives; they pass on 
the data to the other various levels (Administration and 
Outpatient Service). The Administration prepares the 
health cards for immigrants to have access to health-
care. People arriving on the territory are given a medi-
cal examination within a few days of their arrival, with 
the main purpose to detect contagious diseases. Active 
TB screening with chest X ray is performed. The Outpa-
tient Service that providers health care and prevention 
activities is specialized for 20 years in the management 
of the immigrants. 

Results
In the last two years 7500 examinations and 6424 vac-
cinations were carried out. Up to 31 August 2016, they 
were diagnosed 35 cases of scabies, 6 of pulmonary  
tuberculosis  and 35 of latent tuberculosis infection;    
all    patients have completed the prescribed treatment 
correctly. All women have an interview and an exam-
ination with a midwife. Cultural mediators were con-
stantly present with the health care professionals and  
the patients. 

Conclusions
These last two years of collaboration between Host-
ing Cooperatives and the Health Authority have seen 
a gradual improvement in the design of social-healt-
care  pathways to provide health assistance and of edu-
cational projects for the hosted immigrants; as part of  
the collaborativ relationship  for the empowerment of 
asylum seekers, various professional training meetings 
of healthcare workers and educators  have already been 
held. 

Contact: RIBOLDI Benedetta
Local Health Unit
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Contact: BROWNE Sarah
Dublin City University, Glasnevin, 9 Dublin, IRL
sarah.browne26@mail.dcu.ie

Effects of yoga on stress, stress adaption and 
heart rate variability among career women in 
Taiwan - A randomized controlled trial

SHIU Shau-Ping, LIN Shu-Ling, TENG Heng-Yi 

Introduction
Work-related stress directly affects the physical and 
mental health of career women, and indirectly the or-
ganization and even the family members they care for. 
This study was done to examine the effects of yoga ex-
ercise  on  work-related stress and stress adaptation 
among career women. 

Purpose/Methods
This is a parallel-arm randomized controlled trial com-
paring the outcome  of  participants who  were random-
ly assigned to the experimental group (yoga,  with 30 
participants) with the outcome of those assigned to a 
control group for 12 weeks. The participants attended a  
regular 90-minute  yoga  class  once  a week. We mea-
sured work-related stress relief, stress adaptation and 
autonomic nerve activity improvements after classes.

Results
The results showed that those participating in yoga 
classes experienced a significant reduction in work-re-
lated stress (t = -6.25, p < 0.001) and a significant 
increase in autonomic nerve activity (t = -2.79, p  =  
0.006). In  addition,  compared  to  the  control  group,  
the participants in the yoga group significantly de-
creased their work-
related  stress  (t  = -3.26,  p  =  0.004)  and  significant-
ly  increased autonomic nerve activity when controlling 
the pre-test scores of work-related stress.

Conclusions
After  participating  in  12  weeks  of  yoga  classes,  ca-
reer  women experienced a reduction  in  work-related  
stress  and  an  increase in autonomic nerve activity. 
They were able to relax and feel calm from the struc-
tured questionnaire of measured responses. These re-
sults  can  be  used  to  help  other  related  career  wom-
en  to reduce their work-related stress and balance of 
sympathetic and parasympathetic nerve activity.

Comments
Yoga is an effective activity for career women to help de-
crease stress and improve their health status. Medical 
institutions may consider offering regular yoga  classes  
for  career  women  as  a means  to  assist  them in learn-

Contact: SAHARINEN Tarja
Central Finland Health Care District
Keskussairaalantie 19, rak 45, 40620 Jyväskylä Jyväskylä, FIN
tarja.saharinen@ksshp.fi

An overview of systematic reviews of interven-
tions to change diet-related behaviours in over-
weight or obese people

BROWNE Sarah, MINOZZI S, BELLISARIO C, SWEENEY MR, 
SUSTA D 

Introduction
This overview of existing systematic reviews (SRs) was 
conducted to evaluate the effectiveness of interven-
tions  in changing diet behaviour among overweight/
obese  adults in healthcare and community settings. 

Purpose/Methods
SRs of randomised controlled trials (RCTs) testing di-
etary behaviour change interventions were identified 
through searches in Cochrane Library, PubMed, Em-
base and PsycINFO(1/2006 to 11/2015). The meth-
odological quality of SRs were appraised using AM-
STAR.  17 SRs were identified, 13 were not relevant and 
excluded. 

Results
4  SRs,  3  high quality  (Lara 2014;Mastellos  2014;Dom-
browski 2010) and 1 medium quality (Taylor 2013),  
were  eligible for inclusion in this overview. Two SRs  
evaluated RCTs within specific population groups: 
people of retirement age and males. Dietary behaviour 
change was the primary outcome for two SRs, while 
two evaluated interventions with other lifestyle compo-
nents.  Increasing fruit and vegetables intake is the most 
consistent  and  significant behaviour change  across  
the  SRs, especially among older groups. Reducing di-
etary fat is the next most effective outcome, however 
reducing total energy intake is less  consistent  between 
studies. Effective interventions were both  short  (2-12  
months)  and  long  (12-58  months)  and  were deliv-
ered by dietitians/nutritionists or trained counselors/
research staff. Multiple face-to-face contacts combined  
with  remote  communications  is  the  most  effective 
modality. The  site  of  delivery  may  be  important  
for  specific population  groups,  for  example  effective  
interventions  with males were delivered in workplace 
and community settings. 

Conclusions
This overview demonstrates that dietary  interventions   
are particularly effective in  increasing fruit and veg-
etable and reducing fat intakes in obese/overweight 
populations.
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Conclusions
People who smoke are overrepresented among pa-
tients with significant episodes of clinical aggression. 
Improved assessment and management of nicotine de-
pendency in the hospital setting is a modifiable factor 
with potential to improve patient outcomes and staff 
safety.

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

Impact of a theory-based multi-component life-
style intervention to control abdominal obesity 
and cardiovascular risk factors: 12-month results 
of a randomized clinical trial

KIM Hyekyeong, NAH Eunhee, KIM Myung, KIM Hyeyun, 
LEE Ji-Eun, SUN Yingning 

Introduction
The  prevalence  of  obesity  and  metabolic  syndrome  
is  rapidly increasing worldwide. A comprehensive  
program of  lifestyle modification is considered the first 
option for losing weight and decreasing cardiovascular 
risks. 

Purpose/Methods
The objective of this study was to evaluate the effec-
tiveness of a theory-based lifestyle intervention in de-
creasing risks for abdominal obesity and cardiovascu-
lar diseases. The participants were 370 adults (aged 
≥30) identified with abdominal obesity (182 interven-
tion group and 188 comparison group) and addition-
al  cardiovascular risk factors. The  intervention was 
developed  as  multiple  behavioral intervention which  
combined individual health counseling with education  
and  monitoring. Social cognitive theory  and TTM were 
applied to develop intervention strategies. The com-
parison group was provided with minimal informa-
tion. Health examination were measured at baseline, 
3-month, 6-month, and 12-month at health promotion 
centers at Korea Association of Health Promotion in 
Korea both in 2013 and 2014. 

Results
The  prevalence of  abdominal  obesity  was  reduced  by 
27.8% (from 99.0% to 71.2%) in the intervention group 
and 20.3% (from 98.7%  to  78.4%)  in  the  comparison  
group  after  the  6-month intervention. In terms of car-
diovascular risk reduction, significant improvements 
were found in BMI (P<.0001), waist size (P<.0001), sys-
tolic and diastolic blood pressure (P=.0012, P<.0001) 
and HDL cholesterol (P<.0001) among the participants 

ing  skills of  physical, mental, spiritual relaxation, and 
this can promote quality of care to their workplace and 
family members.

Contact: CHERN Meei-Ling
Chang Bing Show Chwan Memorial Hospital
No.6,Lugong Rd.,Lugang Township, Changhua, TWN
kkmimi0507@hotmail.com

Smoking and clinical aggression in a large health 
service: can we do better?

DEAN Emma, CORBEN Kirstan, MARUM Steve, WEIR-
PHYLAND Janet, ANANDA-RAJAH Michelle

Introduction
Clinical  aggression  in  a  health  service  may  escalate  
requiring  a security response known as a ‘code grey’. 
Addressing the clinical drivers of code grey episodes is 
a high priority for health services in order to improve 
patient outcomes and minimise occupational risks. 

Purpose/Methods
To  understand  the  relationship  between  nicotine  
dependency and  clinical   aggression  as   part   of   an   
organisational   review characterising  the  epidemiolo-
gy,  management  and  resource utilisation  associated  
with  code  grey  episodes.  A  retrospective audit was 
conducted of all code grey episodes occurring between 
1 January and 31 December 2015, in a large metropol-
itan health service.   Patients  were   identified  from   
security   records  and clinical   incident   reports.   Vari-
ables   collected   included   socio-demographic and 
clinical risk factors, including drug and alcohol abuse,   
nicotine   dependency,   co-morbidities   and   resource 
utilization,  including  special nursing,  security  per-
sonnel  and pharmacological/mechanical restraints.

Results
To  date 713 code grey episodes  in  341  patients  have  
been reviewed. Characteristics include: 69% male 
(n=235), mean age 39 years (range  16-98  years),  
psychiatric  diagnosis  in  35%, dementia  or  cogni-
tive  impairment  in  14%,  and acquired brain injury in 
10%. Of the code grey episodes reviewed, 70% (n=499) 
involved a patient who smokes (51% patient smoking  
rate), however a nicotine dependency assessment was  
performed  in only 70% (n=349) of these episodes. 
Of the 53 episodes involving patients with high nico-
tine  dependency (smoking  heaviness index of 5 or 6),   
nicotine replacement therapy was not administered in 
70%, despite recommendations for initiation in 87% 
and features of nicotine withdrawal in 75% of episodes.
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CI=0.157-0.396, p<.001), while non-tailored inter-
ventions (n=3) showed a non-significant small posi-
tive ES of 0.19   (SE=0.140, 95%  CI= -0.089 to 0.459,   
p=0.186).   When analyzing the ES by eHealth tool, SMS 
intervention showed  the largest ES (0.970, p<.05). 

Conclusions
The  use  of  eHealth  tools  for  the  improvement  of  FV  
intake appears to be more effective than interventions 
not using these technologies. More research is needed 
in this area to determine the specific combination of   
eHealth tools and  intervention components that could 
be more effective. 

Contact: KIM Hyekyeong
Ewha Womans University 
52, Ewhayeodae-gil, Seodaemun-gu, Seoul, KOR 
hkkim@ewha.ac.kr

Extent of adoption of the WHO Best buys inter-
vention for non-communicable diseases preven-
tion policy formulation in Nigeria

OLUWASANU Mojisola, ABIONA Opeyemi, OLADEPO Olad-
imeji 

Introduction
Non-communicable diseases (NCDs) mainly cardio-
vascular diseases, cancers, chronic respiratory dis-
eases and diabetes are threats to human health and  
development and prevention remains a key approach  
for  reducing its occurrence. The World Health Or-
ganisation emphasizes the “Best Buys” intervention 
as evidence-based options for addressing NCDs  and  
countries are expected to integrate them into policies. 
Nigeria has developed some NCD policies; however 
there is a dearth of information on the  extent  of  in-
tegration of the  “Best  Buy  Interventions”.  This study 
addresses the information gap. 

Purpose/Methods
The study adopted a descriptive case study design guid-
ed by the policy analysis framework of Walt and Gilson. 
A mixed methods approach comprising desk review 
of 43 NCDs related documents on best buy interven-
tions for the four major NCDs modifiable risk factors 
– tobacco use, harmful alcohol use, unhealthy diets and 
insufficient physical activity - and key Informant inter-
views with 44 policy makers adopted for the study. Data 
was integrated and analysed using NVIVO version 10.

Results
Tobacco use is the only modifiable risk factor with  the  
most comprehensive set of best buy interventions.  
Harmful use of alcohol has no comprehensive policy  

of the intervention group after the intervention. In con-
trast, only BMI and diastolic blood  pressure  were  im-
proved significantly  (P<.0001,  P=.0033) among the 
participants of the comparison group. 

Conclusions
Lifestyle intervention program was found to be effective 
for the reduction of abdominal obesity and cardiovas-
cular risks of Korean adults. However, additional stud-
ies are needed to identify factors  that could  contribute 
to the improvement of obesity and related health risks. 

Contact: KIM Hyekyeong
Ewha Womans University 
52, Ewhayeodae-gil, Seodaemun-gu, Seoul, KOR 
hkkim@ewha.ac.kr

Effectiveness of eHealth tools and other interven-
tion components for fruit and vegetable intake

RODRIGUEZ-ROCHA Norma P, KIM Hyekyeong 

Introduction
Studies evaluating the effectiveness of a variety of 
eHealth tools for health behavior change have been 
published in the literature. However, there is a gap in 
terms of which eHealth strategies are most  successful,    
and the characteristics that might be responsible for 
their effectiveness. 

Purpose/Methods
This study tried to evaluate the effectiveness of the use  
of eHealth tools and other intervention components   
for the improvement of fruit and vegetables (FV) con-
sumption. A meta-analysis of RCTs for FV eHealth  
interventions was conducted. Peer-reviewed stud-
ies  were  located  through  online databases. Studies  
had  to be RCTs or quasi-experimental trials, using an 
eHealth tool as main intervention arm. A random-ef-
fects model was used and  pooled  Hedge’s  g was calcu-
lated  for effect sizes (ES). Higgins I-squared test was 
used to assess for heterogeneity, subgroup analysis was 
conducted to evaluate for  other intervention charac-
teristics. 

Results
The analysis included 16 studies and 5774 participants. 
The most commonly  used  eHealth  tools  were  Inter-
net-based  (n=9),  and computer-based  interventions  
(n=6).  The  overall  ES  was  small, but  statistically  sig-
nificant  (ES=0.261,  SE=0.055,  95%  CI=0.153-0.368,  
p<.001),  favoring  eHealth  interventions.  The  be-
tween-studies  heterogeneity  was  large  (I2=68.08%,  
p<.001).  Tailored interventions (n=13) showed an 
overall significant positive ES of 0.28 (SE=0.061, 95% 
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significantly lower. A higher percentage of U.S. provid-
ers  expressed a desire to increase levels of counseling 
“very much”. For 3 of the 4 lifestyle habits (except alco-
hol) the proportion of subjects needing life style chang-
es was higher in the U.S. The proportion that needed  
and would like to get lifestyle support from primary 
care was generally above 80% in both countries. The  
proportion patients reporting primary care initiated 
discussions on lifestyle was  below 50% in Sweden and 
above 50% (with the exception of alcohol for men) in 
the U.S. 

Conclusions
The studies indicate the needs of improvement for pri-
mary  care in both United States and Sweden regarding 
how to better address nutrition, physical activity and 
tobacco habits. The study demonstrates high and quite 
similar  patient expectations concerning lifestyle coun-
selling in both countries. 

Comments
The presentation is based on a research collaboration 
between Umeå University, Sweden and Bassett Re-
search Network, Cooperstown, NY, USA. 

Contact: WEINEHALL Lars
Epidemiology & Global Health, Umeå University 
901 87 Umea, SWE 
lars.weinehall@umu.se

and only one of the best buy interventions - restricted 
access to alcohol, exist in the policies. Policies to pro-
mote healthy diet incorporate all the best buy interven-
tions but there are no acts to regulate the activities of 
the food industry in respect of salt and  trans-fat con-
tent of manufactured foods. In addition, the “best buy” 
intervention for physical activity is not integrated in 
policy documents. 

Conclusions
These findings have grave implication on the country’s 
effort to effectively tackle the growing burden of NCDs. 
It underscores the urgent need to review the NCDs pre-
vention and control policies to  ensure  the  integration  
of  the globally  recommended “best-buy” interventions 
coupled with sustained political commitment and re-
source allocation for implementation. 

Contact: OLUWASANU Mojisola
University of Ibadan 
Department of Health Promotion and Education,Faculty of 1234 
Ibadan, NGA 
ope3m@yahoo.com

United States vs Sweden: Health counselling ser-
vice in primary care

WEINEHALL Lars, JOHANSSON Helene, JENKINS Paul, DAL-
TON Jim, JERDÉN Lars, SORENSEN Julie

Introduction
An ongoing Swedish-American study compares (1) pri-
mary care professionals’ engagement in lifestyle coun-
selling, (2) patients’ need for support from primary  
care to change lifestyle and (3) the patients’ experienc-
es of primary care interventions to meet those needs. 

Purpose/Methods
The presentation is based on two cross sectional stud-
ies, one including four key questions on counseling  for 
tobacco use, alcohol consumption, physical activity,  
and eating habits, that compares perspectives, atti-
tudes, and practice among 180 Swedish and 86 US pri-
mary care providers (physicians, physicians assistants, 
midwives, and nurses), and the other 288 Swedish and 
341 U.S. randomly selected patients, based on tele-
phone interviews. 

Results
U.S. providers rated counseling “very important” sig-
nificantly more frequently than Swedish providers for  
tobacco, physical activity, and eating habits, and re-
ported giving “very much” counseling more frequent-
ly than the Swedish providers did. Swedish providers  
rated their level of expertise in providing counseling   
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This year in April, the Austrian HPH Network of Health Promoting Hospitals and 
Health Care Institutions (ONGKG) invited all of their HPH colleagues and other inter-
ested to join the celebration of the 25th anniversary of international HPH conference. 
The conference took place within the walls of the magnificent and historic University of 
Vienna, which was founded back in 1365 and is one of the oldest universities in Europe.  

Since the early years, when HPH was merely a European WHO initiative, a global ex-
pansion has taken place and today, the International HPH Network consists of more 
than 600 hospital and health service members from all over the world. 

Due to the long history, a long list of exciting ideas, projects and events have taken 
place under the wings of HPH. To celebrate the history as well as a promising future 
for HPH, the focus and theme for this year’s conference was: Directions for Health 
Promoting Health Care – Lessons from the past, solutions for the future. 

Two days prior to the opening day of the conference in Vienna, the WHO-CC for Evi-
dence-based Health Promotion in Hospitals and Health Services held this year’s HPH 
Summer School and HPH Newcomers’ Workshop. Both events gave the participants, 
new within the HPH as well as experienced, opportunity to gain insights and inspira-
tion in the area of Health Promotion in hospitals and health services. 

The formal opening of the 25th International HPH Conference took place in the after-
noon on Wednesday 12, and included presentations from a wide range of professionals 
giving an insight in the history of the HPH Network.  

The formal opening was followed by the first of five plenaries, which aimed at intro-
ducing the participants to the celebration of the achievements from the past as well as 
identifying challenges for the future. The following four plenaries had the following 
titles: 
• The role of health promoting health care to achieve the Sustainable Development 

Goals: steps towards 2030
• Transforming health care to empower and meet the health needs of refugees and 

migrants
• Contributions of health care to mitigating and adapting to climate change
• Reorienting health services and systems: 30 years after the Ottawa Charter

The annual HPH Conference 
is the main event of the HPH 
Network and a forum for 
learning and exchange of 
knowledge and experiences 
on health promotion. The con-
ference attracts a wide range 
of professionals - from health 
practitioners to consultants, 
researchers, and politicians.

Visit the conference website 
for more information about 
the 25th Int. HPH Conference, 
held at the University of Vien-
na, Austria, April 12-14, 2017.

You can access the conference 
website for download and 
the full program, the different 
presentations and photos from 
the conference and the side-
events at:

About the
25th INT. HPH 
CONFERENCE

25th International Conference on Health Promoting 
Hospitals and Health Services

In the following days, the beautiful 
University of Vienna was transformed 
into a world of HPH and in addition 
to the five plenaries, a long list of oral 
presentations and poster sessions gave 
the participants an update and intro-
duction to the many ongoing research 
projects and initiatives taking place to 
promote health promotion globally. 

On Thursday night, the annual confer-
ence dinner took place on the Donau 
on the boat MS Admiral Tegetthoff. From the HPH Conference opening and Plenary 1

© Photocredit by Arman Rastegar

HPH Conference Venue
© Photocredit by Arman Rastegar

https://www.hphconferences.
org/vienna2017
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On April 12, 2017, the annual HPH General Assembly (GA) took place in Vienna, Austria. It was the 23nd Meeting 
between the coordinators of the National/Regional Networks, the HPH Task Force Leaders, partners, and invited 
observers.  and of course 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.

The General Assembly was arranged by the International HPH Secretariat and all sessions were chaired by mem-
bers of the HPH Governance Board and by the WHOCCs.

The first order of business was a closed HPH Workshop for N/R Coordinators and the Task Force leaders to discuss 
the role of the Coordinators. After a short break, an open-door Workshop began, which gave networks, task forces, 
partner organizations, hospitals or other organizations the opportunity to invite some of their colleagues to take 
part in the workshop from the observer seats. The aim of this second workshop was to discuss the implementation 
of the 2016-2018 HPH Strategy. 

The formal GA agenda opened with the progress report of the HPH Governance Board. Subsequently, the interna-
tional HPH Secretariat gave a report on member status, balance and budgeting, as well as the 2015-2016 Progress 
Report with reports on the N/R Networks and TF fulfilment of the HPH Global Strategy 2013-2015.

General Assembly 2017, Vienna, Austria

Afterwards, the updated WHO HPH Stan-
dards were presented to the GA. The up-
dated standards have a tested beta ver-
sion, and with an expert hearing planned 
in spring, the finalization is expected in 
autumn 2017. 

In the afternoon, the GA delegates were 
updated on the progress of the each of the 
HPH Task Forces as well as the two HPH 
Working Groups.

The GA had a vote for the 2019 conference 
host, with Poland given the conference to 
be held in Warsaw in June 2019. Estonia 
was decided for the 2020 conference. Participants at the HPH General Assembly, April 12, 2017

© Photocredit by Thor Bern Jensen

The annual HPH Conference on Health Promoting Hospitals and Health Services will take place 
June 6-8, 2018 in Bologna, Italy next year.

The conference will open for abstract submission and registration in November 2017. Please 
remember, that early registration guarantee a reduced participation fee. 

26th international HPH Conference in Bologna, Italy 
Promotion Strategies to acheive Reorientation of Health Services: 

Evidence-Based Policies and Practices

For more information, please visit the website: https://www.hphconferences.org/bologna2018
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Bayero University Kano 
- Physiotherapy, Nigeria

Contact:
 Auwal Abdullahi

aabdullahi.pth@buk.edu.ng

Auwal Abdullahi

Cerebrospinal meningitis (CSM) is the 
inflammation of the tissues of the me-
ninges (dura mater, arachnoid mater and 
pia mater) — covering of the brain and 
the spinal cord. It is an important cause 
of morbidity and mortality in many re-
gions of the world (1-3). It may be due to 
infectious agents such as viruses, bacte-
ria and fungi. Rarely, meningitis can be 
caused by certain medications. The signs 
and symptoms of CSM include headache, 
fever, vomiting, seizures, reduced con-
sciousness, fatigue, nuchal rigidity, and 
positive Kerning’s and Brudzinki signs. 
The disease can affect children, young 
adults and old people. However, children 
are at particular risks of developing seri-
ous complications. Cerebrospinal menin-
gitis is transmitted through the nose and 
throat secretions such as during sneezing 
and coughing.

Although there is epidemiological transi-
tion from communicable to non-commu-
nicable diseases such as stroke, hyper-
tension, diabetes mellitus, arthritis and 
sickle cell disease world over, infectious 
diseases still remain a burden in some 
developing countries.  For instance, re-
cently there was an outbreak of Cerebro-

spinal Meningitis in Nigeria involving 16 
states of the Federation with a recorded 
2524 cases and 328 deaths so far (4-5). In 
one of the states located up north of the 
country, in just the last 2 months, about 
1864 cases and 215 deaths were record-
ed since the outbreak. This was accord-
ing to the State Government Spokesman 
(5). Even in the past years, there were 
many reports of outbreaks that claimed 
many lives. This is not surprising as the 
country is known to be in the Africa Men-
ingitis Belt along many other countries 
including her immediate neighbours, Ni-
ger and Cameroun. Thus, with the easy 
movement of people across the borders 
of Nigeria from these members of Africa 
Meningitis Belt coupled with the rapid-
ly increasing population of Nigeria, and 
the not so well developed Primary Health 
Care Services, the country can make a 
very good customer for such outbreaks.

In response to the outbreak, the coun-
try’s Ministry of Health made some laud-
able efforts. The efforts were measures 
to properly diagnose, treat, and isolate 
the infected persons (4). However, these 
measures are only short term in nature 
and do not consider the patients’ situa-
tions in the medium and long term. This 
is because, in the medium and long terms 
and perhaps even in the short term, the 
infected persons may develop neurolog-
ical and musculoskeletal and even re-
spiratory complications. For instance, 
inflammation of the meninges may even-
tually injure the brain cells especially 
in the developing brain leading to mild 
brain injury or Cerebral Palsy. In either 
case, the affected persons may develop 
rigidity, which may eventually lead to de-
velopment of contractures, reduced chest 
excursion and disability. Therefore, crit-

Cerebrospinal Meningitis Outbreak in 
Nigeria

Figure 1 Map of Nigeria

Nigeria
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ical looks at the measures will show that measures to 
prevent complications and in particular disability for 
those who have already been infected have not been 
emphasized in the laudable response by the Federal 
Ministry of Health.

During an outbreak like this, an interdisciplinary re-
sponse to the disease is most desirable. To this end, the 
Neurological, Musculoskeletal and Respiratory Physio-
therapists who are experts in the rehabilitation of peo-
ple with neurological, musculoskeletal and respiratory 
conditions— involving prevention at the secondary and 
tertiary levels, can play a major role. Consequently, 
the people affected will need to be evaluated for im-
pairment of brain function and signs and symptoms of 
musculoskeletal and respiratory complications. Those 
with signs of the impairment in brain function such 
as motor function, may benefit from Neuroplastici-
ty induced specific rehabilitation such as task specific 
training, stretching and/ or Range of Motion Exercise 
and therapeutic positioning to prevent contracture, 
and Chest Physiotherapy to prevent respiratory com-
plications (6-8). Hopefully, the task specific training 
can help to prevent mal-adaptation of the brain in case 
of impaired motor function. This is because, the brain 
especially that of the child is very malleable, and can 
therefore learn very quickly under training. And when 
the window period (early post brain impairment) is uti-
lized, this may optimize functional adaptation through 
use dependent plasticity (9); and prevent the impair-
ment from progressing to a severe form.

Similarly, preventing contracture from developing can 
prevent surgery or disability in the future. Surgery can 
be costly especially to those who earn below $1 per day. 
Secondly, cost of disability in terms of psychological 
burden, poverty and productivity cannot be overem-
phasized. Additionally, Chest Physiotherapy can help 
prevent lungs collapse, accumulation of secretions and 

airway obstruction. The types of Chest Physiotherapy 
that can be given to these patients include Chest Ex-
pansion Exercises, Percussion, Clapping or Shaking 
with Postural Drainage and Deep Breathing Exercise 
to dislodge and drain accumulated secretions. Thus, 
advisably, anywhere there is an outbreak of meningi-
tis; Physiotherapists have invaluable contributions to 
make especially in the area of secondary and tertiary 
levels of prevention. Therefore, stakeholders such as 
National and State Governments and the WHO should 
ensure that Health professionals whose services are 
needed are assembled to help curtail public health 
problems an outbreak may come with. Indeed, a stitch 
in time may save nine lives in the future.
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The first two Hong Kong based hospitals 
joined the international HPH Network in 
2012 in relation to the HPH Conference 
held in Taipei, Taiwan, and with four 
member hospitals it is one of the small-
est National/Regional HPH Networks. 
But the diminutive size does not mean 
that the network is not strong on ideas 
and projects. We have interviewed Alan 
Siu Yuk Lun the coordinator of the Hong 
Kong Network about their projects and 
organisation.

We know you have a strong focus on in-
volving the community in your projects, 
can you enlighten us in some of your 
project and how you involve your com-
munity in your Health Promotion activ-
ities?  

Overall we tend to Structure health pro-
grams and lifestyle management activ-
ities to fit the needs of the community 
and we engage in collaborative effort to 
achieve disease prevention.

In 2015, we developed a team focusing on 
Healthy Training and Development and 
in 2017 the team extended their work to 
include Diabetic Risk in the Health Pro-
gram.  Under the projects, the team holds 
a series of training activities in the com-
munity where the participants can have 
their risk for lifestyles related diseases 
assessed and informed about it. 

Another example of our community com-
mitment is our projects with kindergar-
tens where we have a focus on increas-
ing the intake of fruit and vegetables for 
children and their parents. This proj-
ect is done in collaboration with a local 
NGO and is under application for funds 
through the Health Government.

A final project, I would like to highlight is 
our Corporate Health Screening project 
where we screen employees for lifestyle 
risk factors. In collaboration with the cor-
porates administration, a group is 

In the Western hemisphere, most people 
have limited knowledge about tradition-
al Chinese Medicine, but in Hong Kong 
the health sector encompasses both the 
traditional and the western approach. 
Can you elaborate on how the patient 
sand relatives perceive Health Promo-
tion?

Traditional Chinese Medicine is normal-
ly perceived with fewer side effects and is 
today used as supplements to the more 
Evidence-based western approach. The 
traditional Chinese Medicine is perceived 
with a better overall effect upon physical 
wellness compared to Western Medicine.  
The Evidence-based lifestyle manage-
ment approach is used to bridge the two 
management domains. 

Thank you vey much for the exiting in-
sight in the Hong Kong Network.

Contact:
Alan Siu Yuk Lung

alan.siu@hkah.org.hk

The Regional HPH 
Network consist of four 
members:

Hong Kong Adventist Hospi-
tal, Tsuen Wan

Hong Kong Adventist Hospi-
tal, Stubbs Road

Jockey Club Tin Shui Wai 
Community Health Centre

The University of Hong Kong, 
Shenzhen Hospital

The Regional Network is 
coordinated by Regional Co-
ordinator Alan Siu Yuk Lun
from the Lifestyle Manage-
ment Center at Hong Kong 
Adventist Hospital.

About the
Hong Kong 
Network

Hong Kong Network – a small but active network

Cooking class for patients and relatives
© Photo credit by Alan Siu Yuk Lung


