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Abstract 

Though urban health centers are established in many municipalities in Nepal, there are 

prominent issues and challenges while high demand of urban health centre and its service is 

yet to be fulfilled. In order to effectively run urban health service, the challenges and barriers 

needs to identified first and then move towards the solution of those problems. This study 

aimed to provide the key information on challenges and barriers of urban health program in 

Nepal which will be highly beneficial in formulation of new urban health policies and 

strategies. A cross-sectional descriptive study design was adopted which comprised both 

qualitative and quantitative approach. A purposive sample of 14 health facilities of two 

different districts and separate municipalities were surveyed. Similarly, Thirty (30) exit client 

interviews, twenty one (21) key informant interviews and six (6) group discussions were 

conducted among related stakeholders. Descriptive and framework analysis methods were 

used to analyze the data. Findings of this study were presented in accordance with six 

building blocks of health system as recommended by World Health Organization. Some of the 

major findings of this study were the need of inter and intra-sectoral coordination and need of 

feedback addressing mechanism, insufficient medicines year round, inadequate budget 

allocation, inadequate human resources for providing service according to patient-flow, low 

priority to UHC for training, insufficient salary and other facilities along with incentives and 

prevailing traditional healing practices. In order to run UHP effectively and efficiently, these 

barriers and challenges should be taken into account and addressed while formulating new 

urban health policies and strategies.  

Keywords: Barriers, Challenges, Urban Health Program, Nepal. 
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Introduction 

The Constitution of Nepal -2015 safeguarded the health rights of the citizens (Right regarding 

Environment and Health) where it is mentioned that: “every person shall have the right to live 

in a clean environment” and “every citizen shall have the right to get basic health service free 

of cost from the State as provided for in the law” (1) 

The government of Nepal has highly prioritized its program with a special concern to the poor 

and marginalized people both in urban and rural areas (2). Urban health program is carried out 

by the PHCRD division which is envisaged to revitalize PHC services in Nepal by addressing 

the unaddressed and unmet issues by PHC (3). There is a significant growth in the urban 

population as compared to rural population. The growth rate in urban is 3.88 as compared to 

the rural which is 0.98% (4). The Government of Nepal has approved the Urban Health Policy 

2015 which states the Urban Health Center to work for the greater cause of serving the urban 

population particularly the unreached groups (5). Though urban health centers are established 

in many municipalities there is a prominent issues and challenges while high demand of urban 

health centre is yet to be fulfilled (2,6). As, various policies and strategies in Nepal have 

stated about the urban health promotion, there are loads of problems driven by ineffectiveness 

in service delivery (7). This study aims to provide the key information on challenges and 

barriers of urban health program in Nepal. Since this study will explore the information on 

challenges and barriers of urban health program, the findings from this study will be highly 

beneficial in formulation of urban health policy and strategies. 

Methodology 

This study was cross-sectional descriptive study which adopted both qualitative and 

quantitative study design. A purposive sampling method was used to select the Surkhet and 

Chitwan district and their respective municipalities. A total of 14 health facilities were 

selected from both the districts. 
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Thirty (30) exit client interviews were conducted among the users of HP, CHU and UHCs 

who belonged to marginalized group and were present at the time of data collection. 

Twenty one (21) key informant interviews were conducted purposively among the health 

workers, UHP focal person from DPHO and municipalities, DPHOrs, focal person at 

PHCRD. A total of six group discussions were conducted comprising of HFOMC members, 

local journalist, political leaders, FCHVs and users of marginalized group- women, dalits, 

janjatis, and elderly, helpless and poor. 

Data  Collection and Management 

 Quantitative Data 

Collected data was checked for completeness at filed on day of data collection to ensure 

validity and reliability of data. Coding was done and code book prepared and data was entered 

in Microsoft Excel 2010. Data was exported to Statistical Package for Social Sciences (SPSS) 

Chitwan 
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3 UHCs 
Torikhet UHC 
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Hariharpur(Pagma) 
CHU 

Districts 

Surkhet 
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version 17 and cleaning was done by running frequencies tables and sorting ascending and 

descending. On finding missing data, the record was reviewed and was re-entered as per 

questionnaire and observation checklists. Frequency, percentage and average were calculated 

for the data obtained as per the set objectives.  

 Qualitative Data 

The information from KIIs and GDs was organized and transcribed in Nepali based on the 

audio recording and field notes brought by field researchers. The handwritten Nepali 

transcripts were then translated to English with the help of experienced translators taking care 

of the feelings, sentiments and meaning of the conversation. Each transcript was read and re-

read to get familiarized. Subsequently, after familiarization with the transcripts, Framework 

analysis was done based on six building blocks of health system by WHO and objectives of 

the study. The contents of KIIs and GDs were coded into categories and then the categories 

were sorted according to the themes of analysis. Data was organized corresponding to those 

themes and summary was written followed by the use of suitable verbatim. Final result and 

findings were reviewed and discussed among research team in order to maintain quality and 

relevance of the data.  

 

SN Techniques Tools Data/Information 

1 Exit Client 

Interview 

ECI questionnaire Strength of services, challenges barriers and 

ways for improvement of services, Waiting 

time, client satisfaction on provided services 

2 Group 

Discussion 

with 

Stakeholders 

Group Discussion 

Guidelines 

Stakeholders opinion on strengths, barriers 

and challenges in urban health services, 

recommendations for improvement of services 

3 Key Informant 

Interview 

KII guidelines Strengths, barriers and challenges in urban 

health services, situation of human resources, 

physical infrastructure, drug and diagnostics 

in urban health services, effectiveness of 

current urban health policy and programs, 

recommendations for improvement of services 
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4 Observation of 

health facilities 

Observation 

checklist for 

hospital, PHCC and 

UHC, CHU and HP 

Available health services, physical 

infrastructure including store, availability and 

adequacy of essential medicines 

5 Record review Record review 

format for hospital, 

PHCC, UHC, CHU 

and HP 

Situation of human resource, 

Utilization of health services specially by 

targeted group 

 

Results 

Findings of this study are presented in accordance with six building blocks of health system 

recommended by WHO. 

Leadership/Governance 

Insufficient coordination 

In this study, majority of the participants during KIIs and GDs mentioned the need of inter 

and intra-sectoral coordination of UHC to strengthen smooth running of UHP. Participants 

from DPHO in Chitwan and Surkhet reported about good coordination between municipality 

and DPHO regarding UHP. However, director of PHC-RD during KII shared that lack of 

coordination and collaboration between stakeholders of UHP is one of the barriers for 

effectiveness of UHP. And during GDs and KIIs, there was felt gap in coordination between 

DPHO and municipality authority which could impact its accountability towards UHP and 

UHC staffs. 

We are stuck [Duee Dhunga Bicha ko Tarul] in between two powerful organizations:  DPHO 

and Municipality. There is inadequate coordination between UHC, DPHO and the 

municipality. DPHO says that we are not under MOH so we are not their staff and on the 

other hand, the municipality says, “You are not our part/responsibilities.... 

GD_Dharapani_Surkhet 
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Felt Need of Local Representation 

During KII, Director of PHCRD highlighted that lack of local representation in UHP was 

standing as another challenge in effective implementation of UHP. The participant said, 

"There are many decisions which have to be taken by local people or public representatives in 

municipality and ward. But it could not be successful because of the staff [health worker and 

government staff] leadership." 

Need for feedback addressing mechanism 

Majority of the health service providers during KIIs and GDs reported that monitoring and 

supervision was taking place in their institution on time along with necessary feedback. 

Nevertheless, most of the participants during KIIs emphasized the need for addressing the 

feedback during supervision and monitoring to further strengthen services from the facilities.   

Monitoring and supervision of CHU are done by DPHO and local health facility as per need. 

Problems discovered during the monitoring and supervision demand to be addressed 

properly. 

KII_ Khahare CHU_Chitwan 
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Medical products and technologies 

Availability of Medicines and Medical Procedures’ Equipments 

Based on the  list of  essential drugs as per health facility under study among two PHCCs, 

sixty one type of medicines were present in either of the PHCCS while ten type of medicines 

were absent in both PHCCs. 
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In all of the UHCs, absorbent cotton, gauze and rectified spirit were available; surgical gloves, 

adhesive tape (4") and disposable syringes were present in 83.3% UHCs  and 16.7% UHCs 

had IV sets and IV canula. None of the UHCs had rubber catheter. 

Medical procedures’ equipment UHC (n= 6) % 

Absorbent Cotton 100 

Bandage 83.3 

Gauze 100 

Surgical Gloves 83.3 

IV Set 16.7 

IV Cannula 16.7 

Phenol 33.3 

Disposable Syringe 83.3 

Suture set 66.7 

Catgut 50 

Adhesive tape 4" 83.3 

Surgical Blade 50 

Rectified Spirit 100 

Chlorine powder 50 

 

Insufficient Medicines, Equipment and Logistics 

Majority of the participants during study shared that there were no year round adequate 

medicines, equipment and logistics available in the UHC. This caused health care service 

providers unable to provide optimal services from UHCs. DPHO had been providing listed 

free essential medicine to UHCs while need of ensuring the availability and adequacy of listed 

free essential drugs was felt among participants of KIIs and GDs.  
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Essential medicines are not supplied sufficiently from DPHO since two years.  Neither we can 

say it is not available nor we can say it is available.  Essential medicines are supplied in 

small amount from time to time but in insufficient quantity. 

KII_Bharatpur HP_Chitwan 

The findings from almost all of the GDs suggest that lack of adequate essential medicine all 

the year round and need of frequent travels for the same had been a barrier for service 

utilization. Participants also shared that users even retorted and asked to close the health 

facility health service providers when they didn’t receive medicines and consequently were 

less likely to revisit the health facility. 

Lack of provision of recording and reporting forms 

Recording and reporting of essential information is crucial for evaluating effectiveness of any 

program. In this study, some of the participants during GD in Surkhet shared that recording 

and reporting forms were not provided in their institution.  

There should be proper recording & reporting of achievements that would be helpful for 

evaluation of UHCs. So, for this, staff should be provided with adequate logistics along with 

HMIS training. 

GD_Thimura_Chitwan 
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Inadequate physical infrastructure 

The building of hospitals, PHCCs and HPs were pakki and that of CHU was kachhi and semi 

kachhi one each.  Four (66.70%) UHCs were pakki, one (16.65%) was semi kachhi and one 

(16.65%) was in kachhi building.   

Physical Infrastructure 

 

Type of Health Facilities 

Hospital 

 (2) % 

PHCC  

(2) % 

HP  

(2) % 

CHU  

(2) % 

UHC 

 (6) % 

Availability of general requirements 

Electricity 100 100 100 50 83.3 

Power backup during load-shedding 100 100 50 0 16.7 

Internet 100 100 0 0 0 

Separate toilet for male and female 100 50 100 0 16.7 

Ramp for wheel chair 100 100 100 0 33.3 

Separate rooms for services 

OPD 100 100 100 0 66.7 

Dispensary 100 100 100 0 50.0 

ANC/PNC 100 100 100 0 16.7 

Waiting room 50 50 100 50 16.7 

Labour room 100 100 NA NA NA 

Availability of citizens’ charter 

Yes 100 100 100 50 16.7 

*NA= Not applicable 

 

 

 

 

 

 

 

Significant number of participants during GDs reported lack of own land and well facilitated 

building with adequate room/space as a barrier for service utilization. Participants also 

highlighted that there were no sufficient and well facilitated rooms for service delivery even 

when on lease because of which health workers were not able to provide quality service. A 

health worker during GD in Aaptare, Chitwan said that lack of well ventilated room during 

treatment was increasing the risk of airborne disease for them. Most of the UHC in charge 
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also mentioned that there was no separate toilet for male and female as well as no provision of 

permanent drinking water facility in their respective UHCs. 

We are forced to conduct EPI clinics under open sky which is very difficult for us and the 

service users. 

GD_health worker_Dharapani_Surkhet 

UHC is shifted frequently from one place to another which is creating difficulty to adjust and 

provide services in new settings.     

KII_Aaptari UHC_Chitwan 

Health Service Delivery 

Service availability  

Majority of the heath facilities; Hospital, PHCC, HP, UHP, CHU had the facilities of OPD 

service, growth monitoring and family planning service.   

Types of services  

Availability 

Hospital 

 (2) % 

PHCC 

 (2) % 

HP  

(2) % 

CHU  

(2) % 

UHC 

 (6) % 

OPD services 100 100 100 100 100 

Immunization 100 100 100 100 66.7 

Growth monitoring  100 100 100 100 100 

ANC/PNC 100 100 100 100 83.3 

Delivery services 100 100 50 50 0 

Family planning 100 100 100 100 100 

CBIMNCI 100 100 100 100 66.7 

DOTS 100 100 100 *50 83.3 

STI 100 50 100 50 50 

    Leprosy 100 50 100 NA 50 

IEC corner 100 50 100 50 16.7 

ORT corner 50 100 100 50 16.7 

Lab services 100 100 50* NA NA 
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Service record forms and registers 100 100 100 100 83.3 

* Not mentioned in guideline but services is available 

         NA- Not applicable as per guideline 

Limited Services Related to NCDs 

Most of the focal persons during KIIs in Surkhet, Chitwan and Kathmandu said that 

services in UHP were limited and was not able to incorporate demand based preventive 

and promotive aspects of health along with NCDs 

We have to open many urban health centers if we want to provide services to urban slums 

and privileged people. We are not able to establish accordingly. The challenge is that 

demand is more but delivery is low and we are not able to give required prerequisites in 

all the places…..UHP is not able to incorporate non-communicable diseases and its 

preventive aspects despite the fact that NCDs are in increasing trend in the urban area. 

KII_Director_PHCRD 

Unavailability of 24x7 Services in UHC 

Findings from almost all the GDs suggested that due to absence of 24 hourly services and 

birthing centre in the UHC, local people had to travel far distance for delivery services which 

consequently discouraged them to take other facilities provided by UHCs. 

As there is no provision of 24 hrs emergency services from the UHC, we still have to go far 

for minor treatment and injuries like in the past. So there is difficulty in seeking medical care 

after the closing of health facility esp. during night time.                       

GD_Thimura_Chitwan 

Perceived Discrimination among Disadvantaged Group 

There were some participants during GDs who felt that there was discrimination in the 

services because they belonged to disadvantaged and marginalized group and they were not 

satisfied with the services as they were not getting health services whenever required and their 

health needs were not properly addressed. 
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[Pichhhadiyeko barga le ke sewa pani pichhadiyeko paune] We know that we are from 

backward community and we are behind other communities in various perspectives but it 

does not mean that we cannot receive quality services like them. 

GD_Dharapani_Surkhet 
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Health care financing 

Inadequate budget allocation for UHCs 

Smooth functioning of UHC was felt to be affected by inadequate budget allocation as 

expressed by some of participants during GDs and KIIs. The findings from GDs also showed 

that some amount of money was received by UHC from DPHO on the basis of total number 

of OPD visits and minimal user fee was charged in some UHCs which was aiding them to 

manage general office expenditure. However, participants also highlighted that the amount 

was not sufficient for some of the UHCs in absence of alternative funding sources. A 

participant during GD in Dharapani, Surkhet said, “User fee (Rs.10 for new & Rs.5 for old 

service user) has been implemented in our UHC as per HFOMC decision to generate fund for 

office expenses.” 

It was really hard. But still, we succeeded to allocate NRS. 75,000 for purchasing medicines 

and medical equipments and NRS. 25,000 for mother’s group training through ward meetings 

this year which got approved by municipal council. This required a lot of dedication and 

commitment as ward meetings usually do not give priority to health programs. They assume it 

as if it is solely the responsibility of DPHO. 

GD_Daulatpur_Surkhet 

Health Workforce 

Most of the sanctioned posts were found to be fulfilled. In addition, 24 temporary posts in 

hospital and 5 temporary posts in PHCCs were created. 

Participants in both the districts shared that there are adequate human resource with fulfilled 

sanctioned post. 

Type of Health Facilities Sanctioned  post Temporary post 
Filled 

 

Vacant 

 

Total 

Hospital 40 11 51 24 
PHCC's 23 1 24 5 
HP 16 0 16 0 
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UHC 16 2 18 0 
CHU 4 0 4 0 
 

Insufficient Workforce Based on Workload 

Significant number of participants during KIIs and GDs shared that present number of human 

resource were not adequate for providing service according to patient-flow even when the 

sanctioned post were fulfilled. Important number of participants also added that inadequate 

number of human resources, lack of updated skills was resulting in compromization in quality 

of health service. 

We are providing services like health post but there is only technical staff so considering the 

workload the available staffs are not adequate. When we have some important or emergency 

work or when we have to participate in training, we even have to close the health facility 

because there is no one to provide service. So, we are unable to provide service regularly.                                                                                                      

GD_Daulatpur_Surkhet 

                                                                                                   

Slum areas people, poor, helpless, elderly are utilizing health services more than before. 

Everyday 300-400 people are getting health services from this UHC. Weekly 50-60 elderly 

people are utilizing health services from UHC as UHC is nearby their home. So, staffs are not 

adequate based on patient flow.  

KII_Torikhet UHC_Chitwan 

Less Priority to UHC Staff for Training 

Most of the participants during GDs shared that UHC staff were not given priority for training 

which was making it difficult for them to deliver quality health service.  Significant number 

of focal persons during KII accepted that most of the training conducted by DPHO had not 

been provided to UHC staff because of their temporary recruitment. Subsequently, DPHOr in 

Surkhet and Chitwan during KII also mentioned lack of job retention as a reason for not 

training temporary staff.  
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Health workers are unable to provide quality health services due to lack of training and skill 

building activities. We have not taken CB-IMNCI training so we were treating pneumonia in 

under-five children by cotrim instead of amoxicillin until we heard about it from other health 

workers. So, I mean to say that not receiving training has greater negative impact to service 

users than service providers. Accurate treatment is the right of patients. 

KII_Dharapani UHC_ Surkhet 

If we provide training to permanent staff he can provide health service in any part of the 

country where ever he is transferred but if temporary staffs are provided with training it is 

difficult to ensure their continuity of service. Therefore staffs of UHC are not getting priority 

for training. But we are trying to provide training to UHC staff as much as possible. 

KII_UHP focal person_DPHO_Chitwan 

Inadequate Salary and Motivation to staff 

Significant number of participants shared that UHC staff were not provided with adequate 

salary and other facilities along with incentives. UHP focal person in Chitwan during KII 

highlighted that salary of UHC staff was not satisfactory as it was comparatively lower than 

government’s salary scale. In addition, findings from all GDs suggests that the annual amount 

allocated for salary from DPHO was insufficient to provide salary as per government scale in 

most of the UHCs and most of the times, budget separated by municipality to supplement 

such deficits was insufficient. Few of the participants during GDs in Aaptari and Torikhet in 

Chitwan also shared that staffs were not given full-scale salary or timely salary. A participant 

during GD in Aaptari, Chitwan also shared that staffs were recruited on temporarily basis 

which was decreasing their level of motivation. The participant said, “Staffs are not motivated 

well. The reason for lack of motivation among staff is because they are recruited on 

temporary basis.” 

Most of the participants during KIIs reported that the permanency of UHC staffs, their 

justifiable salary, incentives and other facility has not been addressed by present policy due to 

which there has been difficulty in ensuring their retention as they leave the temporary service 

in search of better opportunities. The participant shared, “They take training and leave the 

service whenever they want and there is no any mechanism to retain them. It means that we 

are providing input but output is not guaranteed.”  The UHP focal person of DPHO Surkhet 
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also said, “The problem of retention and continuity of health workers is due to lack of 

adequate facility and incentives.” 

Irregular Availability of health service providers 

Some of the participants during GDs reported that health workers were absent in UHC 

because of which service user were not able to utilize health service when they required. 

Some of the excerpts: 

Sometimes the UHC is not open even during working days so people are not getting health 

service on those days. 

GD_Dharapani_Surkhet 

Information and research 

Lack of awareness among people 

The findings from GDs and KIIs suggest low level of awareness about health among local 

people as one of the barriers for service utilization. Majority of the health facilities’ in-charge 

mentioned that there was lack of awareness among local people about health services 

provided from health facility. The in-charge of Daulatpur UHC said "The utilization rate has 

not improved satisfactorily in some places due to low level of awareness in the community." 

Traditional Belief to access service 

Majority of participants emphasized that prevailing traditional healing practices, cultural 

norms and values also influenced service utilization among target population in some places. 

Due to prevailing traditional healing practices among local people, they are not getting 

appropriate treatment on time. The first point of contact is usually the traditional healers 

because people are bounded by local cultural practices and beliefs.......Whenever I see any ill 

children in my class I tell them to go home and seek medical care. But they try to make 

excuses saying that there is no one at home or their parents have no time for such things. 

When I tell them to come with me for checkup then they refuse to go to the health facility 

saying that their parents will get angry or punish them if they come to know about it. 
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School teacher_GD_Thimura_Chitwan 

 

Discussion 

The UHOs in this study were found to have insufficient coordination with other health 

institutions and bodies. Despite the existing democratic system in the country, urban health 

centers showed the need of local representation in the existing staff. Also, timely and 

adequate supply of medicine, equipment and logistics supply year round should be addresses 

with proper monitoring system of the distributed medicines. Though, urban health program 

comprises of essential services but there seems to be need of incorporating more services 

related to non communicable disease. It was found that people perceived that they were 

discriminated while receiving service which entails the need of more attentive behavior of 

health workers towards disadvantaged groups. Smooth functioning of UHC was felt to be 

affected by inadequate budget allocation and hence sufficient budget allocation has to be done 

with proper monitoring and evaluation.  

In general, sanctioned post were fulfilled but still it was found that the present health 

workforce were not sufficient to provide effective service based on the increasing work load 

and service users. Further, in order to run UHP effectively, government has to give concern 

over the training, incentive and motivation of health service providers as well. UHCs and its 

staff have to improve the level of awareness through campaigns and community level 

programs so that people prioritize UHS first that other traditional health services.  

CONCLUSION 

This study provides a general idea of the existing barriers and challenges of UHP. It gives an 

idea of some of the major issues being faced by both demand and supply side. Hence, these 

challenges and barriers can play a vital role in formulating a healthy and more effective urban 

health policy in the future.  
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Background/Aim 
Phthalates (PAEs) are endocrine disruptors and national scale survey indicated 

that ubiquitous PAEs exposure in the general Taiwanese. Some studies suggested that 
children exposed to phthalate-tainted products were positively associated with 
increased urinary microalbumin. We aim to assess the correlation between PAEs 
exposure and renal function index in the general Taiwanese.  

 
Methods 

We enrolled 311 subjects [≧ 40 years old (yrs), N=183; < 40 yrs, N=128] 
participants who provided questionnaire information, blood and urine samples from 
the Taiwan Environmental Survey for Toxicants (TESTs) 2013. Urinary PAEs 
metabolites were analysed by an online modified analytical method coupled to a 
liquid chromatograph/electrospray tandem mass spectrometer method with 
quantification by isotope dilution. In renal function index, we measured serum level 
of blood urea nitrogen (BUN), and urinary levels of creatinine, microalbumin, 
albumin and protein. We used multiple and logistic regression or cumulative risk 
assessment (estimated HI values, HIhep) to evaluate the relationships between PAEs 
exposure and renal function in the general Taiwanese. 

 
Results 

Median levels of urinary ΣDEHPm and ΣDBPm in subjects <40 yrs were 0.29 
(interquartile range [IQR] = 0.17-0.44) and 0.14 (IQR = 0.10-0.30) nmole/mL, 
respectively, which were higher than those [ΣDEHPm: 0.19 (IQR= 0.12-0.32) 
nmole/mL; ΣDBPm: 0.11 (IQR = 0.05-0.19) nmole/mL] in subjects ≧40 yrs. The 
frequency of abnormality of microalbumin (>1.9 mg/dL), ACR (albumin/creatinine 
ratio> 30 mg/g creatinine), BUN (>20 mg/dL), eGFR (<60 mL/min/1.73 m2) were 
higher in subjects ≧40 yrs than those <40 yrs. The adjusted odds ratio (AOR) of the 

highest quartile of estimated DEHP daily intake in subjects≧40 yrs for abnormal 
microalbumin was 14.2 (95% confidence interval (CI)= 1.52-133.3) fold higher than 
that of the lowest quartile group. However, we didn’t find similar phenomena in 
subjects <40 yrs. Using multiple regression model, we found that cumulative HIhep 
were significantly increased with microalbumin (β：5.12, 95% CI: 2.52, 7.72; 

p<0.001), ACR (β：1.12, 95% CI:0.005, 2.23; p=0.049), protein (β：3.05, 95% CI: 

0.94, 5.12; p=0.005) in subjects≧40 yrs without type 2 diabetes mellitus after 
adjustment of age, sex, BMI, smoking and drinking. 
 
Discussion 

In the present study, the sum of DEHP metabolite significantly increased with 
some renal index, such as microalbumin, BUN, and ACR (albumin-to-creatinine ratio). 
A moderate amount of albumin could mean early stages of kidney disease, and it 
might be a marker of endothelial dysfunction, and subjects are at a higher risk for 
cardiovascular disease (Weir, 2007). In the National Health and Nutrition 
Examination Survey between 2009 and 2010, a total of 677 children were recruited to 
evaluated the association between phthalates exposure and low-grade albuminuria. 
About threefold increase in DEHP metabolites was detected in the urine, and a 0.55 
mg/g increase in the ACR was identified (Trasande et al., 2014).  
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The subacute/chronic toxicity of DEHP in kidneys was observed to related to 
PPAR-alpha mediation (Ward et al., 1998). Animal studies have shown that DEHP can 
cause the chronic progressive nephropathy (David et al., 2000). DEHP could also 
cause nephropathy in the renal proximal tubules of rodents (Reubsaet et al., 1991). 
Rats administrated with high DEHP dose showed a significantly higher incidence of 
focal cysts and a significant decrease in kidney function as demonstrated by creatinine 
clearance (Crocker et al., 1988). Activation of peroxisome proliferator-activated 
receptor 𝛾 (PPAR𝛾) has been demonstrated with DEHP exposure, which it can 
increase the production of oxidative stress and downregulated expression of insulin 
receptor and GLUT4 proteins in the liver of SD rats and normal human hepatocyte 
line (L02 cells) (Zhang et al., 2017). 

Limited paper has provided the proper index to describe the adverse renal effect 
by phthalate exposure. We first try to use a hazard index approach based on liver 
effect to evaluate the renal function. Whether the type 2 DM case were excluded, the 
positive associations were still observed between hazard index and microalbumin 
adjusting for some confounding factors. Many liver diseases often accompany with 
chronic renal disease, either because many systemic conditions affect both organs or 
the renal disease occurs as a complication of certain liver diseases (Wong, 2011). 
Therefore, renal dysfunction is a common and serious problem in patients with 
advanced liver disease. In patient with hepatorenal syndrome (HRS), changes in renal 
physiology in acute liver failure or cirrhosis can observed to renal failure (Gines et al., 
1993). 
 
Conclusions 

Our findings suggested that higher daily exposure of PAEs were significant 
positively associated with an increased risk of microalbumin. Large or mechanistic 
studies are worthy to elucidate the association. 
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Table 1. Adjusted regression coefficient and 95% CI for change in HQ_Liver index in relation to unit-increased in renal function index. 

Model 1: Age over 40 years and exclude subjects having type 2 DM, and then adjust for BMI, gender, age, smoking and drinking. 
Model 2: Age over 40 years and then adjust for BMI, gender, age, smoking, drinking and subjects having type 2 DM. 
Model 3: Age less than 40 years and exclude subjects having type 2 DM, and then adjust for BMI, gender, age, smoking and drinking. 

Model 4: Age less than 40 years and then adjust for BMI, gender, age, smoking, drinking and subjects having type 2 DM.

  Models Log-microalbumin   Log-BUN   Log-ACR 
 Beta (95%CI) P  Beta (95%CI) P  Beta (95%CI) P 

Model 1 5.121   2.524  7.719  <0.001   0.710  0.015  0.139  0.015   1.115  0.005  2.225  0.049  
Model 2 1.603 0.399  2.808  0.009  0.156 -0.104  0.416  0.238  0.329 -0.182  0.839  0.206 
Model 3 0.075 -0.417  0.566  0.765  0.011 -0.105  0.126  0.853  -0.102 -0.303  0.099  0.318 
Model 4 0.059 -0.448  0.565  0.819  0.010 -0.106  0.125  0.869  -0.108 -0.314  0.098  0.303 
Models Log-eGFR  Log-Protein      

 Beta (95%CI) P  Beta (95%CI) P      

Model 1 -0.124   -0.557  0.309  0.571   3.047  0.939  5.155  0.005       

Model 2 -0.059 -0.246  0.128  0.535  0.967 0.005 1.928 0.049      

Model 3 -0.069 -0.176  0.037  0.201  0.213  -0.038  0.465  0.096       

Model 4 -0.069 -0.175  0.038  0.204  0.206  -0.051  0.464  0.115       
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Table 2. Association Between Urinary PAEs daily intake and the Risk of Microalbumin in subjects over 40 yrs 
  

DEHP Case/ N (%) OR (95%CI) DiNP Case/ N (%) OR (95%CI) BBzP Case/ N (%) OR (95%CI) 

Q1 1/45 (2.2%) 1 − Q1 4/45 (8.9%) 1 − Q1 7/46 (15.2%) 1 − 

Q2 2/47 (4.3%) 3.03  0.24- 37.98 Q2 9/46 (19.6%) 1.78  0.44- 7.27 Q2 3/46 (6.5%) 0.28  0.05- 1.41 

Q3 6/46 (13.0%) 10.80  1.05- 111.39 Q3 0/46 (0.0%) 0.00  − Q3 2/45 (4.4%) 0.17  0.03- 1.07 

Q4 9/45 (20.0%) 14.73  1.48- 146.34 Q4 5/46 (10.9%) 0.99  0.21 -4.69 Q4 6/46 (13.0%) 0.63  0.16- 2.40 

DnBP Case/ N (%) OR (95%CI) DiBP Case/ N (%) OR (95%CI) DEP Case/ N (%) OR (95%CI) 

Q1 4/48 (8.3%) 1 − Q1 4/45 (8.9%) 1 − Q1 5/46 (10.9%) 1 − 

Q2 4/45 (8.9%) 1.18  0.25- 5.52 Q2 7/47 (14.9%) 1.42  0.35- 5.82 Q2 5/45 (11.1%) 0.99  0.23- 4.27 

Q3 6/45 (13.3%) 1.76  0.40- 7.76 Q3 5/46 (10.9%) 1.26  0.29- 5.53 Q3 4/47 (8.5%) 1.07  0.23- 4.94 

Q4 4/45 (8.9%) 1.12  0.23- 5.33 Q4 2/45 (4.4%) 0.45  0.07- 2.91 Q4 4/45 (8.9%) 1.02  0.23-4.51  

DMP Case/ N (%) OR (95%CI) Explanatory variable: PAEs 

Response variable: Microalbumin 

Adjusted for type II DM, obesity, age, smoking, drinking, sex 

Q1 4/47 (8.5%) 1 − 

Q2 1/45 (2.2%) 0.13  0.01 -1.43 

Q3 5/45 (11.1%) 0.77  0.15- 3.86 

Q4 8/46 (17.4%) 1.27  0.31- 5.26 
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Dance in Shackles: the Limited Successes of Tobacco Control in Beijing and Failures 

in other Cities of China 
 
Wang Lingguang 
Assistant Professor, Research Center for Public Law, Guangzhou University, China 
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Abstract 
China is the world’s largest producer and consumer of tobacco products. With more than 300 
million smokers, China has 740 million non-smokers exposed to second-hand smoke. Except 
for Hong Kong and Macau, the two Special Administrative Zone of China, Beijing ranks top 
1 on protecting the public from the exposure of second-hand smoke. There are many reasons 
for Beijing’s limited successes in tobacco control. Firstly, the strongly incentive of Beijing 
Municipal Government to control tobacco. Secondly, the external support from international 
organizations and social organizations. Thirdly, the deeply participation of academics and the 
public in investigation, monitoring, evaluation of the regulations. Fourthly, the co-governance 
mechanism on tobacco control. But it is very difficult for other cities in China to follow 
Beijing’s step. Firstly, tobacco production is a state-run enterprise that provides substantial 
earnings and tax revenue for many local governments. Secondly, the legislation power of 
local governments which are willing to control tobacco is limited. Thirdly, the current 
administrative performance evaluation system and the disadvantageous position of Health 
Administration in the Chinese government reduce the effectiveness of tobacco regulation. But 
there are still some measures for local governments to do before the promulgation of state 
legislation. 
 
Key words 
Tobacco control, FCTC, Beijing, Local Governments 
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Abstract 
 
Eating attitudes and behaviours result from a long process of socialization seized and interpreted 
within a community and family, being strongly influenced by peers. Early identification of eating 
disorders in adolescents allows better intervention. This study aims to analyse the relationship 
between eating disorders and gender and age. A descriptive-correlational, cross-sectional and 
quantitative approach, whose sample consisted of 768 students from a high school in the north of 
Portugal. In the data collection we used a questionnaire, which was applied in the classroom. In the 
data treatment we used SPSS Software, having used descriptive and inferential statistics. The 
majority of the sample (n = 768) was male (53.8%) and belonged to the age group of 15-16 years 
old (34.0%). The prevalence of moderate and severe eating disorders was, respectively, 21.6% and 
8.0% (n = 765). The proportion of eating disorders categories did not differ significantly between 
genders (χ2: p> 0.524), nor between age groups (χ2: p> 0.888). The overall score of the Eating 
Attitudes Test did not differ significantly between genders (t: p> 0.692), neither between age groups 
(ANOVA: p> 0.720). The Bulimia subscale score differed significantly between genders (t: p 
<0.043), with female gender presenting more eating disorders. The prevalence of eating disorders in 
these students is quite considerable. The categories of eating disorders are not related to gender or 
age. Only the subscale "Concern about food and bulimia" is related to the female gender, which 
presented more changes in this scope. The School Health team should follow these students to 
prevent the emergence of more serious situations of eating disorders. 
 
Key words: Adolescent; Eating Disorders; Nervous bulimia; Nervous anorexia; Public health. 
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1. Introduction 
 

Adolescence according to UNICEF (2011) is a stage in the life cycle of the human being 
between 10 and 19 years of age, marked by profound biopsychosocial changes, with repercussions 
on all behaviors, including eating behavior. It is also at this stage that appears the notion that 
ingested nutrients must meet the needs inherent to growth and development so that they can prevent 
health problems in adulthood (Antunes, et al., 2015). 

The body is one of the forms of communication between the individual and the environment, 
therefore the excessive concern with appearance in the stage of adolescence. At this stage the 
natural physical changes of the body become feelings of sexual tension and physical attraction, 
influencing social relationships (Lofrano-Prado, Prado, Piano & Dâmaso, 2011). 

At the base of young people's eating choices are some of the characteristics of this stage, 
such as emancipation, social acceptance, concern with body image, social and peer group 
tendencies, and little concern with health-related aspects (Antunes, et al., 2015). Also Cordoni, 
Silva, Reato, Brito & Mistura (2016), accentuate the influence that the body image exerts on the 
adolescents choices. 

Many of the norms as humans should behave are conditioned by the culture and eating 
behavior is included here. The influence of the environment encompasses patterns of intake and 
specific eating habits. Eating, therefore, is a social act in which the family and peers influence the 
development of child's and adolescent's preferences, attitudes, and eating behaviors (Silva, Vaz, 
Rego, Dias, Azevedo & Guerra, 2014). 

Currently the scientific community accepts widely that eating habits acquired in childhood 
and adolescence can influence the physical, intellectual and emotional development of individuals 
and have negative effects on their health (Silva et al., 2004).  

Food behavior has a determinant role for health, since the practice of healthy food is an 
essential element for the quality of life and health of individuals (Pereira, Silva & Sá, 2015). 

According to Viana (2002), the eating behavior is considered as a result of the influence of 
both psychological and social factors, involving not only the intake act that refers to the quantitative 
aspects of food intake, but also the set of attitudes and psychosocial factors, that is, the qualitative 
aspects related to the selection and decision of which foods to consume. 

Attitudes and eating behaviors may be considered to be the result of a long process of 
socialization and development that has been apprehended and interpreted throughout life, in a 
community-based and family environment, and influenced by peers (Silva et al., 2014). 

Eating disorders are characterized by excessive preoccupation with form and body mass, 
which lead the patient to adopt inappropriate behaviors, mainly directed to the reduction of body 
mass. They can be divided into three diagnostic categories: Nervous Anorexia (NA), Nervous 
Bulimia (NB) and eating disorders without any other specification (Lofrano-Prado et al., 2011). 

The development of eating disorders is characterized by the existence of a set of eating 
habits, obsessive practices of weight control, attitudes and behaviors, in the context of food intake, 
associated with changes in body image and psychological changes (Silva et al. al., 2014). 

Data on the last two decades of the 20th century and the first decade of the 21st century 
shows a dramatic increase in the prevalence of eating disorders in adults, children and adolescents 
(Lofrano-Prado et al., 2011). In the words of Cardoso (2017) the prevalence of eating disorders has 
increased in recent years, in both sexes. According to Dunker & Philippi (2003), the incidence of 
eating disorders has practically doubled in the last 20 years. Specifically, in the case of NA, the 
incidence increased steadily between 1955 and 1984 in adolescents from 10 to 19 years old, being 
nine times more common in women than men. 

In the United States of America (USA) and Western Europe the prevalence of NA was 
0.3%, and in European countries it could vary between 0.1% and 0.69%, being higher in women 
with a ratio of 3.5: 1. In men, the prevalence is lower at 0.2%. Throughout the life the prevalence in 
women was 0.7% and in men 0.2%. In Portugal, the prevalence of NA in adolescents and female 
university students was 0.4%. 

33 
PHC 2018



In turn, it is estimated that NB affects 0.5% to 4.1% of adolescents and young women and 
between 0.1% and 0.36% in men, with a ratio of 2: 1. Lifetime prevalence was 1.2% in women and 
0.4% in men. In Portugal it affects 0.3% to 3.0% of adolescents and young women (Pinto, 2010). 

Eating disorders due to their increasing among adolescents, their severity and their 
implications in society can be considered a Public Health problem. It is therefore essential to have a 
more in-depth knowledge on this subject to act in the prevention of these eating behaviors and 
attitudes. For this, it is also important to identify risk factors in order to prevention be more targeted 
and effective (Pinto, 2010). 

The development of eating disorders results from a combination of biological, psychological 
and social factors (Radmanovic-Burgic, Gavric & Burgic, 2011). In the words of (Pereira et al., 
2015) with the start of teenage years, adolescent´s food choices become more autonomous and 
independent, which seem to be associated with an increase in inappropriate eating behaviors. 
Contributing to this are many factors such as the quest for independence and social acceptance, 
greater vulnerability to social and commercial pressures, concern for physical appearance and 
unconcern about health. 

Gender is fundamental in understanding eating behaviors. In fact men and women interpret 
food differently. While males prefer to eat red meats, high-calorie processed foods, chips, and less 
fresh fruits and vegetables, the female gender reveals a greater awareness of the need for healthy 
eating, with care that includes choosing and buying food until their cooking. Girls are more 
dissatisfied with their bodies than boys of the same age, and the percentage of girls dieting is quite 
high (Antunes, et al., 2015). 

Radmanovic-Burgic et al. (2011) agree with this line of thinking and report that eating 
disorders are more common in especially adolescent women who are at higher risk and Cardoso 
(2017) states that women are associated with eating disorders such as NA and NB. 

Early identification of Eating Disorders in both children and adolescents may be an 
important part of understanding the onset of some pathologies such as obesity, whose incidence has 
been increasing exponentially (Silva et al., 2014). 

It is within the scope of this problem that we carry out this study in which we formulate the 
following objectives: i) to evaluate the prevalence of moderate and severe Eating Disorders in the 
sample; ii) to analyze the relationship between Eating Disorders and sex and age. 

There are some studies carried out at national and regional level in this area, but few in this 
population and in this region of the country. 
 
2. Methodology 

This is an observational, descriptive-correlational, transversal and of quantitative approach 
(Fortin, Côté & Filion, 2009). 
 
2.1. Participants 

The target population of this study was composed by 1011 students, who attended a 
secondary school with 3rd cycle, of the interior north of Portugal. As inclusion criteria we 
established: i) to be a student at the school where the study was conducted; (ii) be aged between 11 
and 19 years old. The exclusion criteria were: i) not have completed at least 80% of the questions; 
ii) Fail to provide the informed consent of parents/guardians. After applying the inclusion criteria, 
the sample consisted of 768 students, about 75.9% of the population. 

Of the total sample (n = 768 students), the majority were male (53.8%), belonged to the 15 
to 16 age group (34.0%) and attended high level of education (59.4%), (Table 1). The minimum 
age was 11 years old and the maximum 19 years old. 

  
 
 
 

34 
PHC 2018









http://www.adolescenciaesaude.com/detalhe_artigo.asp?id=571
http://www4.uninove.br/ojs/index.php/saude/article/viewArticle/2559


http://pesquisa.bvsalud.org/portal/resource/pt/biblio-849162
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0100-879X2005001100013
http://www.scielo.mec.pt/scielo.php?script=sci_arttext&pid=S1645-00862015000300012
https://periodicos.pucpr.br/index.php/psicologiaargumento/article/view/20387
https://hrcak.srce.hr/file/113628
https://repositorio-aberto.up.pt/handle/10216/78536
http://www.scielo.mec.pt/scielo.php?script=sci_arttext&pid=S0870-82312002000400006
https://www.unicef.pt/18/Relatorio_SOWC_%202011.pdf






















https://dhsprogram.com/pubs/pdf/FR311/FR311.pdf


















































































mailto:monserate_reyzen@yahoo.com








mailto:pmareke@clintonhealthaccess.org
mailto:ptmafaune@gmail.com2
mailto:hmahlatini@gmail.com3
mailto:pmemanicaland@gmail.com
mailto:mgombe@clintonhealthaccess.org5
mailto:mkhongwenya@gmail.com
mailto:monmuti@gmail.com
mailto:ingnieteta@unicef.org
mailto:zgomora@unicef.org
mailto:mahativenus@graffiti.net
mailto:mprust@clintonhealthaccess.org
mailto:mprescott@clintonhealthaccess.org
mailto:amkwamba@clintonhealthaccess.org


























http://www.who.int/en/news-room/fact-sheets/detail/infant-and-young-child-feeding
http://www.who.int/en/news-room/fact-sheets/detail/infant-and-young-child-feeding






controlled trials involving 798 participants, comparing low-income mothers with and without 

DSMIs.  

Results: A significant effect was noted in improving depressive symptoms in low-income 

mothers with toddlers, and for interventions lasting 8 weeks or less.  

Conclusion: The meta-analysis suggested that DSMIs for low-income mothers can be 

effective, but that improvement varies by intervention type, intervention duration, and 

whether the mothers had other children. The findings of this study will contribute to the 

development of effective programs by providing scientific evidence for the development of 

depressive symptom intervention programs for low-income mothers, especially in terms of 

target population and intervention duration. 

 

KEYWORDS 

low-income mothers, depressive symptoms, meta-analysis, systematic review, nursing, child 

growth, depressive symptom management intervention 
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persons with dementia: A qualitative study in Hong Kong 
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Abstract 
In Hong Kong, the prevalence of dementia is increasing.  Family caregivers of dementia 
persons are always at high risk of psychological stress.  Since most of the studies on the lived 
experience of dementia caregivers focused on Western population, more studies should be 
performed in Asia, especially in Hong Kong.  In this paper, nine Chinese caregivers of 
community-dwelling older persons with dementia were interviewed.  Data were analyzed 
using interpretative phenomenological analysis.  Three themes were developed:  ‘meaning of 
caregiving’, ‘acceptance of fate’, ‘crisis creates opportunities’.  Each theme contains different 
sub-themes.  The sub-themes of meaning of caregiving were found: ‘looks like taking care a 
child’ and ‘fulfillment of obligation of the family role’.  The theme of ‘acceptance of fate’ 
obtains ‘positive to face illness’ and ‘active coping strategies’.  The sub-themes of ‘crisis 
creates opportunities’ include ‘negative impact on daily life’, ‘emotional stress’ and 
‘opportunities on self-improvement’.  The findings showed that their caregiving perception 
and progress were still under the influence of Chinese traditional cultural values.  Clinical 
implications of this study, such as developing appropriate services for dementia caregivers, 
were also discussed.   
 
Keywords: dementia, culture, caregiving 
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Abstract—The current research was to evaluate the relationship between self 
perception of aging and healthy lifestyle in older adults. This study hypothesized 
that self perception of aging correlated positively with healthy lifestyle. In order to 
examine that hypothesis, 120 older adults were sampled  using accidental sampling 
method. Self perception of aging was measured using Attitude Toward Own Aging 
(ATOA) [1] and healthy lifestyle was measured using Health Enhancement Lifestyle 
Profile-Screener (HELP-Screener) [2]. The result showed that the Pearson 
Correlation indicates self perception of aging has a positive significant correlation 
(P<0.05) with healthy lifestyle.  
 
Keywords—healthy lifestyle; older adults; self pereption of aging 

 

I. INTRODUCTION 
Based on data published by Ministry of Health Republic of Indonesia, nowadays, 
half of older adults population in the world lived in Asia. In Indonesia, that older 
adults are predicted to be more populating than people under 15 years old in 2040. 
As they are going to populate Indonesia, we should take them into account, 
particularly in health. By concerning more on this growing population’s health, 
national health expectancy will be arisen  which in turn could increase health 
national index and national development index.  
Regarding some changes that occured, older adults with high awareness have done 
some beneficial activities toward health, such as joining senior club [4]. On the other 
hand, there were certain seniors whose life was still unhealthy [5]. Individual 
lifestyle was affected by various reasons, such as cultural aspects including tradition, 
value, fatalism, and etnocentrism [6]. In addition, according to Clipp an Steinhauser 
[7] there were three demographic factors that could determine personal health: 
location of living place, accessibility to health facilities, diversity in society (such as 
social economic status, gender, and personal experience towards health facilities) 
and condition in living place. Besides, self perception of aging could also help us 
understand older adults’ health.  
Self perception of aging is defined as subjective perception or older adults’ 
individual attitude towards aging that occured to them [8]. A number of research 
found that the impact of self perception of aging to health was greater than the effect 
of health to self perception of aging [9]. Longitudinal research done by Sargent-Cox, 
Anstey, and Luszcz revealed that self perception of aging was a predictor of death. 
Furthermore, Levy and Myers [10] found that elderly people who owned positive 
self perception of aging practiced preventive health behavior over the next 20 years.  
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Meanwhile, Jussim et. al. [11] explained that self percception of aging allowed 
changes in one’s health which in turn drove self-fulfilling prophecy to be changed. It 
could be occured as specific hopes in one towards health were able to emit cognitive 
process and behavior which were planned to make them came true. 
As human being grow, some parts in body will be changed. For instance, there will 
be wrinkles in some spots on face and the backbone are started to bended. In some 
points, the changes could be the reason of the different body image in older adults 
(compared to when they were younger). In addition, judgements from surrounding 
people may also influence them. However, those changes could still be prevented 
and cured by particular activities, such as aerobic and regular medical check-up. 
Regarding to a study conducted by Nurussofa [12] senior with those activities tended 
to be healthier and had more positive body image. Besides, health condition was 
found as a determinant of individual’s hopes towards aging. For example, older 
adults with deppression felt unhappy and pesimistic to face the future as well as they 
diminished the hopes to reach and keep the fitness in late life. 
Based on several reasons above, factors that could affect healthy lifestyle emerged 
not only from external but also from individual itself, such as self perception of 
aging. This study aimed to find out the relationship between healthy lifestyle and 
self perception of aging. Self perception of aging was selected as it might be 
changed even when one was aged.  

 

II. TEST DESCRIPTION 

The current research used definition of self perception of aging from Lawton [8] 
while healthy lifestyle was included prevention and promotion of health enacted one 
to possess a healthier life and improved quality of life. This study was a quantitative 
research which used one subscale of  Philadelphia Geriatric Center Morale Scale, 
Attitude Toward Own Aging (ATOA) to measure self perception of aging. 
Meanwhile, healthy lifestyle was measured using Health Enhancement Lifestyle 
Profile-Screener (HELP-Screener). 

ATOA, which has been used in several countries, comprised 5 items (”Do things 
keep getting worse as you get older?”, ”Do you have as much pep as you had last 
year?”,  ”Do you feel that as you get older you are less useful?”, ”As you get older, 
are things ___ than you thought?”, and ”Are you happy now as you were when you 
were younger?”) . There were two types of response for each item: ”yes” and ”no”. 
The item would be scored 1 if they gave positive response. In contrast, score 0 
would be given for any negative response. On the other hand, HELP-Screener 
consisted 15 items (comprised 7 aspects: Exercise, Diet, Work, Education, and 
Social Participation, Leisure, Activities of Daily Living, Psychological Wellness and 
Spiritual Participation, and Other Health Promotion and Risk Behaviors) with two 
responses were given on each item: ”yes” and ”no”. Considering each item on this 
scale was favorable, so that each ”yes” answer would be scored 1 and ”no” answer 
would be scored 0. 

After the outliers were excluded, every score in each scale was summed up and 
analyzed using Statistic Package for Social Science (SPSS) for Windows. Analysis 
techniques used to process data were frequency distribution (to see the frequency per 
demographic categories as well as the ”yes” and ”no” responses for each healthy 
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Abstract 

This research focuses on the Transitions in the Health Care Systems in Times of Uncertainty – 
Exploring views by Experts through Mindfulness & Emotional Intelligence in Bangkok, Thailand. 
Gratitude to all the experts who were part of this research, making the study interesting, and sharing 
real life experiences and views. The awareness of Emotional Intelligence and changes in the Health 
industry in Thailand shared by Dr. Davin Narula, Mrs. Rasee Govindani, Ms. Anette Pollner, and Dr. 
Anand Sachamuneewongse has given a valuable insight about quality health services, well-being, 
experience, and expressing possible changes and integration of services in the health industry. 

Aim: The objectives of this research were whether the regular practice of Guided Mindful 
Meditation/training could improve patients’ emotional intelligence. To distinguish the effect of 
pressure from the internal and external environment of health system in Bangkok. To evaluate the 
differences of between practitioners, experts, and doctors on various practices and handling transitions 
in the Health Care systems in Times of Uncertainty. To bring awareness on valuable techniques and 
resources for practitioners, doctors, and patients to creating Balance & practicing Mindfulness in their 
daily life. To analyze the shared experience of Mindfulness performed by the four experts in this 
research. Methods: All four experts fulfilled the questions and answered all questionnaires of 
Philadelphia Mindfulness Scale (PHLMS), Emotional Intelligence (DERS) questionnaire, & the 
Global Health PROMIS 10. Dr. Davin, Mrs. Rasee, Ms. Anette, and Dr. Anand were aware of their 
emotional intelligence in terms of thoughts, environment, mood, and there are situations that may 
bring some difficulties to deal with the internal state, however, they tend to find a suitable approach to 
deal with it. Dr. Anand did not usually focus on emotional intelligence and mindfulness approaches 
and this research guided him to reflect on several aspects that relate to him and his work in a deeper 
perspective. Face to face audio interview was conducted the insightful sharing on various aspects of 
uncertainty, transitions, mindfulness, and emotional intelligence was expressed. Results: The 
challenges in the health industry with having less doctors and advance equipment in the public sector 
was acknowledged by Dr. Anand and Ms. Anette. Dr. Davin on NLP and how neuro programming 
and mindfulness programmes can be utilized in medical training, educating patients through 
awareness, and in daily practice of one’s life. Mrs. Rasee & Ms. Anette stressed on integration of  
alternative/complementary healing/therapies with hospitals and having counselors on call to provide 
emotional; and moral support to patients and people working in the hospitals in both provide and 
public hospitals. Conclusion: There is a need to bring awareness in acknowledging emotional 
intelligence, mindfulness, and integration of balance through neuro programming that can enhance 
people from all walks related to the health industry. Emotional intelligence should be taught at 
schools for children to acknowledge how the feel and speak about it. Further research encourages to 
be explored in rural areas and other clinics and hospitals on emotional intelligence and mindfulness 
training. Future studies can apply mindfulness training approaches on doctors and staff at the hospitals 
to test the efficacy of before and after practicing the mindfulness programme. It will be efficient to 
check the brain waves of before and after the practice of mindfulness training to check progress.  

Keywords: transitions, health care systems, uncertainty, mindfulness, balance,   emotional 
intelligence, Bangkok, Thailand 

Introduction 

Health care systems have an immense and valued responsibility to bring awareness and make 
available right medical care for the entire nation. Over the years, with the advancement of technology 
and the marketing of medical tourism various types of health care facilities and services have been 

118 
PHC 2018













https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3903052/#B57
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3903052/#B3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3903052/#B34






http://www.facebook.com/beyondboobsbangkok




































https://www.ncbi.nlm.nih.gov/pubmed/21183265
https://dx.doi.org/10.1016%2Fj.cpr.2010.11.003
http://www.nationmultimedia.com/politics/Its-time-to-fix-Thailands-dire-healthcare-system-30271664.html


https://www.cia.gov/library/publications/the-world-factbook/fields/2010.html


http://siteresources.worldbank.org/INTTHAILAND/Resources/333200-1089943634036/475256-%201151398858396/HHealthcare_Financing_in_Thailand_2007_IHPP.ppt
http://siteresources.worldbank.org/INTTHAILAND/Resources/333200-1089943634036/475256-%201151398858396/HHealthcare_Financing_in_Thailand_2007_IHPP.ppt
http://www.nationmultimedia.com/news/national/aec/30280354
https://www.workplacestrategiesformentalhealth.com/pdf/Call_Centre_Workers_TrendsintheCallCe%20ntreSector_Resource.pdf
https://www.workplacestrategiesformentalhealth.com/pdf/Call_Centre_Workers_TrendsintheCallCe%20ntreSector_Resource.pdf


http://www.todayonline.com/world/asia/thailands-national-healthcare-scheme-hits-financial-trouble
http://www.todayonline.com/world/asia/thailands-national-healthcare-scheme-hits-financial-trouble



	Table of Contents
	Index of Authors



