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Qualitative study of non-communicable disease and health-related behaviors in
Fangshan, Beijing, China———a progress report

Yan Zhang

Study design

This qualitative study was the pilot part of the epidemiology study, which aimed to examining the
health and health-related behaviors of residents living in Fangshan district, Beijing. The qualitative
study was designed to examine the current situation and influential factors of non-communicable
disease and health related behaviors of residents in Fangshan district; meanwhile, we hope to find a

clue of the questionnaire development for epidemiology survey in the next year (2014).

What we did

The field study was conducted in May, 2013. A total of 30 local residents in Fangshan district aged
18-70 years were divided into 4 groups (age 18-30, age 31-45, age 46-60, and age over 61). Focus
group discussions were conducted on each age group. The audio record was transcribed verbatim for

further analysis.

What we are doing
The transcribed audio record of the focus group discussions was analyzed by Nvivo 10 for the
thematic analysis. We have already established coding system of the whole data. The further analysis

is in progress.

Expected outcome
The epidemiology questionnaire development regarding to the life style of Fangshan district
(developed and applied in the epidemiology survey in 2014); and the facilitators and barriers of health

related behavior choosing among Fangshan residents.
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Qualitative study of non-communicable
disease and health-related behaviors in
Fangshan, Beijing, China

Yan Zhang

Department of Public Health and Health Systems,
Nagoya University

Objective

* To understand the current situation of non-
communicable disease (e.g. hypertension, diabetes
and so on) and health related behaviors (e.g.
smoking, drinking, physical activities and so on) of
residents in Fangshan district;

* Finding a clue of the questionnaire development for

epidemiology survey in the next year (2014).

Schedule

* Design i

* Field work sy, 203

* Data preparation:
° Analysis (in process)

e Writing paper ot vet storted)

Design

Focus group discussion Personal interview

Age groups:
18-30 {audio record unavailable) [Occupations:
31-45 ;- Fangshan CDC staffs,

vitlage doctors, villagers)

46-60
61-

Data preparation

e Transcription
Audio tapes of focus groups were transcribed to provide
record of what they seid.

¢ Qualitative data analysis software (Nvivo 10.0)

Nvivo is ¢ software which con helps for easily organize ond
analyze unstructured information.

%

Analysis

Excluded age group 18-30, since audio record of this
group was unavailable.

Thematic analysis {In process)

Grounded theory

Fromewprk opproach
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Leading Causes of Deaths (2011) x 2% ®

Rank World (%} Low-income Countries (%) Jdapan (%)

4 |lschaemic heart disease | 5 o | LOWer respiratory 10.4| Malignant neoplasm | . o
FL ) infections BEFEY )
Stroke Cardiovascutar

2 gEsm 11.4| HIVIAIDS 74 disease ES 15.6

3 :‘ M"“"’b:'s“”"' atory 5.9| Diarrhoeal diseases 7.3| Preumonia 10,0
Chronic obstructive

N 4| Stroke 9| Cerebrovascular
4 |pulmonary disease 5 R 89| ficease BOESE 9.9
5 |Diarrhoeal diseases 3.5/ 15chaemlo heart disease | 50| Accident 47
. Preterm birth N

6 |HVIAIDS 29/ o mplications 45| Aging 4.2

7 r::;“:;;‘;"‘*‘"s‘ 2.7 | Malaria 44 Suicide 23

8 :;b:es mefikus 2.8 | Tuberculosis 3.4| Renal Failure 2.0

N e Protein-energy Chronic Obstructive

8 |Road injury 23 malnutrition 34 Pulmonary Disease 13
Preterm birth Birth asphyxia and birth o

10 lications 2.2 trauma 3.2{ Liver Disease 1.3

{Source: WHO Website: Di ity Estimates 2000-2011; 1) ADREREGTE. BESMA)

Republic of Palau

-An island country located in the western Pacific ocean
- Colonial history: 1885-98 Spain; 1898-1914 Germany; 1914-44 Japan; 1944-94 US
- Independence: 1994 Compact of Free Association (COFA) with US

- GNl/c: US$ 9,860 (2012, World Bank) = upper middle income country.
Annual GDP growth: 5.8 % (2012, World Bank)

Social indicators
- Total population: 20,750 (2012, World Bank)
Indigenous Palauans: 70 %; Urban population: 83 %
- Life expectancy at birth: Male 71 years, Female 75 years (2012, WHO)
- Gross primary school enroliment rate: 101 % (2007, World Bank)
- Total expenditure on health as % of GDP: 9.5% (2012, WHO)

H delivery
- Preventive senvices = supported by US / Curative services = MOH

- Primary level : 6 public health centers (nationwide); 3 private clinics (Koror city)
- Secondary level: 1 national hospital in Koror city

- Tertiary level: referred to abroad (Guam, Taiwan, etc.)
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Non-communicable diseases (NCD)
— Emerging development agenda in the health sector—

+ NCD = heari attacks, strokes, cancers, diabetes, chronic respiratory disease

« Globally recognized threats to social and economic development
- Over 63% of deaths in the world (WHO)

+ New priority / additional burden on health in low and middle income countries
- Economic growth — Urbanization / Lifestyle changes
- MCH and infectious disease control programs extended successfully

« UN General Assembly in September 2011:
Adopted Political Declaration of the High-level Meeting on the Prevention
and Control of NCD

+ Post 2015 Development Agenda
WHO: Maximizing healthy lives — Sustainable well-being for all
- Accelerating progress on the health MDG agenda
- Reducing the burden of major NCD
- Universal health coverage (UHC) and access
— NCD control: critical to achieve UHC

+ WHO STEPwise approach to risk factor surweillance (STEPS)

NCD situation in insular countries in Oceania, including Palau

Pacific island countries and territories
- Hgh obesity prevalence
- Leading cause of death = NCD

- WHO STEPS = [2002] Fij, Samoa, Marshal Istands. Federated States of Micronesia (FSM);
[2003-04] Cook Islands; [2004] Tonga, Nauru, American Samoa;
{2004-06) Kiribati; [2005) Tokelau, [20086] FSM, Sclomon islands;
{2007-08] Papua New Guinea; [2010} French Polynesia; [2011} Vanuatu, Nive
- [2010] State of MHealth Emergency on NCD
Declared by the Pacific Island Health Officers Associaion
by the ian Chief i ian 3
Association of Pacific Island Legislatures, Micronesian Chief Justices,
Micronesian Traditional Leaders Courncil.

Republic of Palau
- Estimated prevalence: Overweight (BM!I 225) 80 %; Obesity (BMI 230) 50 % (MOH Palau)
- 74 % of causes of deaths: NCD; 40 % of NCD deaths: <60 y.o.
- NCD: 55 % of MOH budgets; 83 % of patients referred to abroad

- [2011] Executive order of the President
Declaration of the State of Health Emergency on Non-Communicable Diseases in Palau

REPUBLIC 0F PALAU




Non-communicable diseases (NCD)
— Emerging development agenda in the health sector—

Multi-Disciplinary Study for Promoting NCD Control in Republic of Palau

Objectives:

(1) To study epidemiological situation of NCD risk factors in Palau
- Quantitative epidemiological study
- Prevalence of obesity, hypertension, raised cholesterol, diabetes,
unhealthy diet, alcohol, tobacco, physical inactivity, etc.

(2) To examine people’s life-style, social backgrounds, and cultural belief which
may affect their heaith status
- Qualitative sociological study
- Key infformant interviews and group interviews

(3) To help develop effective NCD control measures in Palau

Epidemiological study in Palau

Methods: WHO STEPS adapted to Palau

Step 1: Interview with structured guestionnaire
age; education; marital status; family structure; income;
diet habits; physical activities;
alcohol, tobacco, betel nuts, and drug use; etc.

Step 2: Physical measurement
height, weight; waist and hip circumference;
blood pressure

Step 3: Blood tests (by portable equipment)
(conducted on the next morning without having breakfast)
fasting blood glucose,
total cholesterol, HDL-cholesterol, triglycerides
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Epidemiological study in Palau

-

. WHO STEPS (by MOH and WHO)
- Time: 2011 - 2013
- Location: Nationwide
- Target population: whole population aged 25 - 64 years (app. 20,000)
- Sample size: app. 2,200 (—2,171)
- Sampling: Random sampling based on 2005 census
- Methods: WHO STEPS instrument adapted to Palau
= STEPS standard instrument
+ supplemental questionnaires (betel nuts use, etc.)

»

NCD study on young people (by MOH and Japanese team)
- Time: October, 2013
- Location: Koror (over 80 % of population concentrate)
- Target population: young people aged 18 - 24 years
(1,681 based on the recent statistics; PCC students = 473)
- Sample size: up 10500 (— 357)
- Sampling: Purposive (voluntary) sampling
- Methods: Palau STEPS instrument with slight modifications
(additional questions on vegetable and fruit intakes, drug use, mental health, etc. )

Epidemiological study of NCD risk factors in Palau

25 - 84 year old 18 - 24 year old

Male Female Male Female
Number 1,040 1,131 174 182
BMI 225 kg/n?  (Overweight / obesity) TBB% 1 783% | 487% 50.8 %
BMI 2 30 kg/?_(Obesity) 408% | 458% | 201% | 229%
Systolic BP 2 140 mmiHg / Diastolic BP 2 80 mmiig 55.4% 495 % 212% 6.1%
Fasting blood glucose 2 126 mg/di (Diabetes) 208 % 201 % 8.7% 06%
Total cholesterol 2 5 mmol/l. (193.4 mg/di) 206 % 248% - -
Total cholesterol 200 mg/di - - 20.1% 216 %
Smoking (cigarettes, etc.) 245% 9.6% 40.8% 121%
Betel nuts (Betel nuts only, betel nuts + tobacco) 545 % 611% - -
betel nuts + tobacco 433 % 538 % 626 % 53.1%
Alcohol drinking (within past 30 days) 49.0% 27% ';%.7 % | B3%
Vegetableffruits intake < 1 serving/d - - 200 % 21.9%
Vegetable imzké }Féquency 42dw 4.8 diw - o

Fruit intake frequency 25dw 3.0 diw - -

No vigorous physical activiies - - 7.5% 318 %




Summary of the findings of epidemiological study

- Obesity + overweight = 3/4 of adults. 1/2 of young people
- Obesity = 1/2 of adults, 1/5 of young people

~ Hypertension = 1/2 of adults, 1/7 of young people
2/3 of 45 - 64 years

- Raised glucose (diabetes) = 1/5 of adults, 1/25 of young people

- Raised cholesterol = over 1/5 of aduits and young people

- Cigarette smoking = 1/4 of adult male, 2/5 of young male

- Betel nuts chewing = over 1/2 of aduits

- Chewing betel nuts together with tobacco (85 % of betel nuts chewers)
=over 1/2 of adults and young people

- Drinking alcohols = quite common, high in young male
- Unhealthy diets = shortage of fruit and vegetable intakes

- Physical inactiveness = 1/5 of young people

Sociological study in Palau

Obijective
- Assess social backgrounds and lifestyle of the people in Patau
- Identify social determinants of NCD in Palau

Methods
- Key informant interviews: 8 persons
Persons knowledgeable about Palauan culture, lifestyle, history, etc.
Community leaders
- Group interviews: 8 groups
Each § pariicipants from various communities, occupations, religious groups
4 age groups (18 — 30 years; 31 — 45 years; 46 — 60 years; 61 years and over)
Each age groups from urban area (Koror) and rural area (Ngarchelong)
- Topics
Traditional beliefs and practice on health, physical activities, and diets
Changes in lifestyle and diet habits
- Analysis .
Interviews and discussions in local Palauan language
Interpreted into English word by word
Qualitative analysis

Preliminary findings of sociological study in Palau

3. Community

- Authority of community jeaders are weakening

- Vocal community leaders are decreased, but rich people are getting more attertion

- Community members have less opportunities to share community labors or to collaborate for fishing

- Community members have iess opportunities to discipline children in the same community

- Acenter space in the village for gathering and sharing knowtedge does not exist anymore

- Conmrunity members used to waich out not to overfishing (taking too much fish to eat)

- Community members do not watch out and alert the use of alcohol, tobacco, and ifiicit drugs any more
- There are less opportunites to meet people face to face

4. Family

- Unity of family members is declining

- Individual activiies are increasing, but actiities of the whole large family are decreasing
- Lifestyle and $meframe of individual family members are different

- Family members have less opportunities to have meals together

- Nowadays parents drink alcohol in the presence of children

- Parents spend less time to take care of children directly
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Distribution of Body Mass Index (BMI)
- Palauan and Japanese -
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[Palau STEPS] Average BMI: Male 28.4kg/m?; Female 30.0 kg/n?

Preliminary findings of sociological study in Palau

1. Diets and food

- Nowadays people buy food at markets, while Palauan used to produce food by themselves

- Imported food are cheaper than locally produced food

- People often eat canned food / Canned processed meat were introduced during US reign

- People eat large amount of sweets / drink a lot of soda

- Peopie prefer to eat greasy food / take a lot of oil and fat

-Meals served at school are not nufritionally balanced, e.g., riceand sausage only

- Large amourt of greasy food and soda are often served at community gatherings

- Itis difficult to decline special meals served at traditional ceremonies, thus difficult to keep disciplined diets
-Many people are addicted to chew betel nuts with tobacco

2. Physical activities

- People use cars for daily transportaton

-People spends leisure time for using computers and video games at home

- People do not use bamboo rafts for ransportation and bamboo poles for fishing any more

- There are no opportunity of Kinro-hoshi (outdoor physical labors for the community) any more
- Ci ites do not take ibility for mai of canals and mangroves any more
- Palauan do not do agricultural labors but hire foreign workers such as Bangladesh workers

- People do not collect fire woods any more

- People do not collect food daily, as every one has freezers and refrigerators




Social determinants of NCD in Palau

Unhealthy dist habits

- Decreased use of locally produced tradiional foods such as taro (low energy, low fat)
- Low intake of fruit and vegetables

- Daily use of imported canned processed meat (high energy, high faty

- Increased daily use of soda and aleohe! (high energy)

1
- Low costs, easily available, easyto cook and eat, preference of greasy foods and sweets
- Served at traditional gathering, difficut to decline
- Recognize the demerit of eating too much canned ocessed meat, but do not know how to do

Physical inactiveness
- Ceased to use physically demanding transportation methods, such as bamboo rafts
- Ceased to do physical labors such as bamboo pole fishing and agricufture
- Increased use of new technologies such as cars and motorboats
- Hiring foreign workers for physical labors - Increased cash incoms,

Weakened unity of the community
- Less opportunities to educate conmunity members and to discipline children

- Less opp to share the and to watch ot daily practices
- Less i to 1 in sve physical labors
- Social changes due to i and of
- X ways of Y do not work any more

Developmental implications of NCD in Palau

Economic / political
- Budgetary implications — health care cost
- Diplomatic and trade policy — imported food, tariffs, COFAwith US
- Immigration policy - Foreign workers
- Industrial and agricutural policy — vegetable and fruit farming and distribution
- Urban planning - encourage walking and biking

Social / human
- Community structure — Decreased solidarity
- Household structure — Decreased unity
- Traditional culture maintained, while physical modernization progressed
- Health sector — disease burden and premature mortality
- Education ~ school health, school feeding
- Social safety net ~ aged and disabled people with NCD

Next steps for controlling NCD in Palau

NCD as a development issue in Palau — human impact and economic impact
NCD risk factors deeply rooted in lifestyle, culture, and traditional customs

NCD controls strategies and interventions
- Socially and culturally acceptable
- Economically and politically feasible
- Ownership and leadership of Palauan (government and local communities)
- Based on the evidence identified by scientific studies

Make leaders and people understand the seriousness of the current NCD situation
- Dissemination of the findings of the study among political and community leaders
{presidents, representatives of the legislature, school teachers, traditional leaders)

Design feasible policies
- Urban planning to promote walking
- NCD prevention education at schools and in communities
- Increased production and distribution of vegetables and fruits
- Import restriction or tariffs increase of unhealthy foods
Involve tocal communities actively
- Self-help groups in focal communities to improve lifestyie
- Strengthening community networks through NCD control activities
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NCD and their risk factors in Palau

Health care cost escalation High mortality / morbidity

f Renal failure f S Cardiovascular diseases

>~ [/ 1

| Diabetes | | Hypertension | | Raised Cholesterot |

g{NSbes'nym;

o

| Betel nuts + tobacco

Physical inactiveness Unhealthy diets

Cash income increase J

Next steps for controlling NCD in Palau

What Palauan suggested through the interviews
- Palauan should solve the NCD problems by helping each other
- Political leaders must be aware of the NCD problems
- Legislature should install necessary legal framework to control NCD

- NCD control policies must have considerations on religious, spiritual, social, and
environmental matters

- Government should impose high tariffs on the imported canned foods

- Innovative approaches, such as development of new local food recipes, weight-loss
competition with awards, might work

- Schools and parents should be obliged to give children healthy food

- Schoo! health programs should educate parents as well.

- Communities should work together with the MOH and health professionals

- Traditional leaders and women leaders should take leadership

- Small self-help groups in the community could promote healthy lifestyles and diets
- People need to learn how to check and interpret the labe! of food

- People need to remind traditional and religious values, such as not to be greedy

Conclusions

- NCD in Palau

High prevalence of obesity, hypertension, diabetes, and raised cholesterol
unheatthy diets, physical inactiveness, betel nuts with tobacco

- Traditional wisdoms failed to catch up the rapidly changing society
- Serious Human and economic impacts are expected

- NCD control strategies and interventions in Palau
- Ownership and leadership of Palauan
-~ Cultturally acceptable NCD control policies
- Community approach with small group activities forimproving fifestyle
- Communities revitalization through NCD control activities

- NCD control strategies of low and middie income countries
- Cutturally acceptable NCD control strategy through community involvement
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Non-communicable Disease Metabolic Risk Factor Pattern in Asia and Oceania
Yan Zhang

Objective
This study aims to characterize patterns of Non-communicable Diseases (NCD) metabolic risk
factors in countries in ASEAN, East Asia and Oceania, by comparing such patterns of Japan and USA.

The findings would indicate priorities of NCD control in those regions.

Method

Age-standardized prevalence of obesity, raised blood pressure, raised blood glucose and raised
blood cholesterol of 24 countries (8 in ASEAN, 2 in East Asia, 12 in Oceania, Japan and USA) were
obtained from WHO databases. Prevalence of the risk factors was ranked from the highest to the

lowest, then NCD risk factor pattern was compared among the countries.

Result

In ASEAN and East Asia, prevalence of obesity and raised blood glucose were lowest among the
regions studied, and prevalence of raised blood cholesterol was a little lower than that in Japan and
USA. However, prevalence of raised blood pressure was as high as that in Japan and USA. In this
region, the“‘pattem was characterized with high prevalence of raised blood pressure, and low obesity
prevalence.

In Oceania, prevalence of obesity and raised blood glucose were higher than those in other regions.
Prevalence of raised blood pressure was also high, while prevalence of raised blood cholesterol was
slightly lower than that in Japan and USA. The pattern in Oceania was unique: with extremely high
prevalence of obesity, high prevalence of raised blood glucose, high prevalence of raised blood

pressure, but low prevalence of raised blood cholesterol.

Conclusion

The NCD risk factor patterns in ASEAN and East Asia were similar with that in Japan, thus
hypertension control should be prioritized. The pattern in Oceania was characterized with very high
prevalence of obesity, and high prevalence of raised blood glucose and raised blood pressure, therefore
NCD control should be focused on reducing obesity, blood glucose and blood pressure through

interventions on diet habits and physical activities.

-51-



Non-communicable Disease
Metabolic Risk Factor Pattern in
Asia and Oceania

Yan Zhang, Yuanying Li, Chifa Chiang, and Atsuko Aoyama

Department of Public Health and Health Systems,
Nagoya University School of Medicine

Non-communicable disease (NCD) has become a big
public health issue in Southeast Asia, East Asia and
the Pacific.

This report was aimed to categorize pattern of the NCD

metabolic risk factors and identify the priorities in
NCD prevention strategies in the aforementioned
regions.

Data source ¢
WHO Global Health Observatory Data Repository(2008)

Ghijects:
Countries located in Southeast Asia, East Asia and the Pacific {listed in the
result).

Yariables:
Obesity prevalence(age-standardized);
Raised blood pressure prevalence(age-standardized);
Raised blood glucose prevalence(age-standardized);
Raised blood cholesterol prevalence(age-standardized).

Anatysis:
Hierarchical cluster analysis based on standardized z-scores.
The analysis of variances (ANOVA)

Peattarn category

B Darussatoss

| .

Padand

H-Chal® Pattern

taslagus

Asvaia

H-8P" Pattern

Extreme-Obe® Pattern

L

Abbreviations. * high blood cholesterol, * high hlood pressure, * ohiesity

Gebsroen ey
Sarman
Hshatishands

Botterns comparison

Table 1  Characteristics of each metabolic risk factor pattern
{values are expressed as z-score means; standard deviation are shown in bracket)

Ralsed bload pressure Raised blood glucose Raised blood cholesterol
(Systolic Blood Pressure (Fasting Blood Giucose (Total Cholesterol >= 5.0
>=  140mmHg o1 on >= 70 mmol/L or on mmol/t}

Obesity
{Body Mass index >= 30)

medication) ‘medication) ? .
- High bl chol od 1 Obesi
H-Chol Pattern .0.5533(0.40) -0.9142(0.55) -0.6871(0.30) 0.9608(0.50) igh blood cholesterol igh blood pressure besity
(n=8) High blood pressure
u-a(:; :P;;l)em -0.7196(041) 0.1963(1.16) -0.5925(043) -0.9275(0.42) High blood glucose
E""”“‘(‘;‘g‘l’;)"““" 1.1622(0.60) 0.5351(0.57) 1.1421(0.70) 0.1589(0.91) Radar charts of typical countries
F=45.086, F=7.278, F=38.111, F=18.866, obe obe
ANOVA Test P<0.001 P=0.003 P<0.001 P<0.001 s w o
60 0
Group Comparisan a0 a0,
{Pvalue) i 20 »
Hechol - oot HABP HeGhal ek 0 B HeChol . e B
H-Chol Pattern vs. i : : :
H-BP Pattern 0476 0.009 0.703 <0.001
H-Chol Pattemn vs.
Extreme-Obe Pattern <0.001 0.001 <0.001 0.016 ‘
H-BP Pattemn vs. HBGlu HBGI .
e e atiein <0.001 0368 <0.001 0.001 .
Japan Mongolia Nauru

Pattern characteristics

Extreme-Obe Pattern

H-BP Pattern

H-Chol Pattern
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Pattern implications

s
* High income countries Replacing saturated fats

with polyunsaturated fats;

Coronary

Pattern « Upper-middie income countries heart disease

. (CHD) Adding more dietary plant

*Exurmiples: . fiber;

Japan, Malaysia, Australia Ischemic

pan, g heart disease | clinical hyperlipidemia
(IHD) management.

H-BP * Asian lower-middle income countries | Stroke Dietary salt reduction;
Pattern *+ Asian low income countries

Anti-hypertension
medication.

*Examples:
M lia, Vietnam, Cambodi

Extreme-Obe |+ Pacific lower-middle income countries | Di

Pattern « Pacific low income countries regarding diet habits and

physical activities.
Stroke

*Examples.
* Nauru, Samoa, Kiribati

Pattern transition examples

Japan (1960s)

lapan(2008}

Japan(2050)

Lower-income
Lower-income countries in Asia
countries in Asia {2050)

(2008)

Limitation

Possible large socioeconomic disparity within a country might
cause the estimated overall prevalence of the risk factors to be
less representative of the whole population.

The pattern of NCD metabolic risk factor in the studying regions
could be categorized as follows:

High cholesterol pattern {H-Chol Pattern),

High blood pressure pattern (H-BP Pattern) and

Extreme-ohesity patiern{Extreme-Obe Patiern).
The patterns are dynamic and may change in the future.
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