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Social factors such as social cohesion, the rofl@fvoluntary services and social engagement
cannot be influenced by traditional preventive &edlth promotion initiatives. There is a need
for innovative strategies in health promotion. Takiaccount of the variety of approaches
observable in European countries, the idea hagramd starting a multinational project to
develop new solutions to the problem of implemantihealthy lifestyles in the local
communities of different countries. The project diwes 10 partners from six countries:
Germany, Great Britain, Sweden, Austria, Latvia Rwinania. The following results present an
analysis of some comparative data of the SwedishRomanian communities. Attitudes about
health and behavior in terms of maintaining health very different in Romania and Sweden.
These differences very likely reflect the level ioformation on health, nutrition, physical
activity and sources of information. The study Higiited some differences in the eating habits
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It is well known that most industrialised
countries suffer from a burden of disease. In
particular, the incidence of chronic diseases, e.g.
diabetes type Il, overweight, obesity and coronary
heart disease (WHO 2003, WHO 2004), is increasing.
Traditional prevention measures and health
promotion campaigns have not succeeded in
reversing this trend and it seems unlikely thatythe
will do so in future.

When a country has reached that critical
point in health care at which the supply of materia
resources such as safe and sufficient food, basic
medicine, clean water and fuel is assured, social
conditions come to play a much more important role
in promoting health. Social factors such as social
cohesion, the role of the voluntary services aruiaso
engagement cannot be influenced by traditional
preventive and health promotion initiatives. Thire
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a need for innovative strategies in health prommotio
These strategies need to initiate social processds
promote an idea of health as something integrated i
the normal course of life. People should be sujeglort
in developing a sense that they are competent/¢o li
healthy lives, to manage their problems, that they
able to establish a healthy environment and thay th
are responsible for their own welfare. This meé#uas t
the active role in health promotion has to passfro
the expert and the provider of intervention to the
recipient.

We may assume that in EU countries the
structure of each local community influences health
information. Different countries may provide
different resources within their communities,
depending, for example, on their economic and
ecological circumstances. So it may be taken for
granted that you can find in different EU countries
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valuable resources and examples of best practice in
the area of the perception of health informatione T
quality and quantity of health information influersc
consumer behaviour. Different outcomes are
possible: the consumer can be confused by
contradictory information, supported by helpful
information or misled by inadequate information.
Therefore the consumer needs basic skills and d goo
supportive network around him to help him to
perceive the right information in the right way.

While other European countries take
seriously the need for education regarding eating
behaviour, ways of maintaining a diet and disease
prevention, something which is reflected in theltmea
of their populations and in their social prograrims,
many poorer European countries, such as Romania,
the consumer health education domain needs a range
of approaches which will have beneficial long-term
effects for society. Despite the fact that we naveh
a better knowledge than ever before of what healthy
behaviour and a healthy lifestyle mean, this
knowledge — promoted as an official message — does
not reach the majority of the population. Romasia i
well known for its plentiful but unhealthy diet,rfds
sedentary lifestyle and for the lack of preventive
behaviour regarding health. Unhealthy eating habits
are maintained for many years and we can observe
that these patterns are not changing. To back egeth
statements we can point to the high number of death
caused by cardiovascular disease, aggravated bg the
unhealthy eating habits.

Taking into account the differences that
exist between European countries with regard to
levels of public health and health education, we
considered that it would be useful to carry out a
closer study of the reasons for these differenttes,
influences on them, and likely future trends.

Description of the project

Taking account of the variety of approaches
observable in European countries, the idea hasraris
of starting a multinational project to develop new
solutions to the problem of implementing healthy
lifestyles in the local communities of different
countries.

The project involves 10 partners from six
countries: Germany, Great Britain, Sweden, Austria,
Latvia and Romania. It is financed by the European
Union and covers a period of two years (2007-2009).
The starting point of this project was the ided tha
local community to which a person belongs is able t
influence their level of knowledge regarding a
healthy lifestyle and its implementation in everyda
life.

The long-term objective of this project is the
promotion of social cohesion and the stimulation of

civic spirit, which it does by addressing not just
isolated groups but the community as a whole. The
inhabitants will be involved in a health management
program and their specific health education needs
will be analysed, a process that leads to selfyaisl
regarding one’s lifestyle.

The project focuses especially on at-risk
populations, disadvantaged social groups suches th
elderly and immigrants, which present an increased
need for support. The idea behind choosing these
groups is that through the stimulation of partitipa
and motivation, they will become better integrated.

The activities programmed during this
project are subordinated to a general objectivetand
work objectives. The priorities are to capture the
specific needs of each community (these depending
on the socio-economic and cultural background) and
identify suitable means of intervention, and aleo t
promote communication between partners and the
need to learn from one another within a broad
multinational and multicultural context.

This qualitative and quantitative analysis
serves as support for the elaboration of an
intervention plan adapted to the needs of each
specific community and thus different in each of th
six partner countries. In order to evaluate the
effectiveness of the intervention, a new, post-
intervention, evaluation was made targeting changes
that had occurred in the population’s perception of
health education messages and their knowledge
concerning a healthy lifestyle. Another critericor f
the evaluation of the intervention, and,
simultaneously, of the success of the projecthés t
level of community participation in the social
information network. If this level increases, ar t
local information network is maintained after the
formal end of the project, the intervention and the
project may be considered a success.

Health in Romania and Sweden

In Romania, health care is generally poor by
European standards, and access is limited in pertai
rural areas. A Brussels-published EU report (March
2009) - Empowerment of the European Patient,
Options and Implications - places Romania 30th in
terms of health information. The report concludes
that Romania offers its citizens very poor inforioat
and knowledge concerning health, even poorer than
in other East European countries. The areas eealuat
were: patients’ rights, health information,
technologies in the health system and financial
remuneration. Their conclusion: Romania needs to
invest more in its health system and in health
education.

The National Health System is a public
system guaranteed by law. Every employee



contributes to a public health fund which ensures
emergency health care, primary care, hospitalisatio
costs and a part of the cost of medication. There i
also a private health sector which is relativelwnis
growing and offers mainly outpatient medical care.
There are very few private hospitals, but thereare
number of private practices which are well-equipped
and offer a higher level of health care. Privataltte
insurance has developed slowly. Because of low
public funding, about 36 percent of the populatson’
health care spending is out-of-pocket (Library of
Congress/Federal Research Division, 2006, p.10).
The health system suffers from practical problems
and a negative mentality impacts the quality of its
service.

At national level, 87% of people between 15
and 60 years old express themselves interested in
health information. This information is found by%38
on the Internet (specialised sites), while 31% fimd
information from TV, magazines and newspapers.
Only 4% seek health information from specialised
sources (general practitioners or specialised gdajn
Well-educated women between 45 and 60 years old
in top jobs are the most interested in obtaininglthe
information. Their resources are specialised jogina
specialised columns in newspapers and their
physician. Unfortunately, most of the people
interested in health information prefer to findsthi
information from TV shows and Internet sites, which
they access for this purpose 1-4 times a month.

The most important national campaigning
concerned with health education is carried outivéa
Romanian TV channels. There are a number of TV
Spots which highlight and raise awareness of variou
health issues: “The excessive consumption of salt,
sugar and fat is bad for health”.

Sweden (9,182,927 inhabitants) has 290
municipalities and 21 county councils. Most public
health work is undertaken at the local level by the
county councils, the municipalities and by non-
governmental organizations. Preventive  and
population-oriented health care have been intedrate
into primary health care. There are today threenmai
authorities responsible for public health inforroati

The Swedish National Institute of Public
Health (SNIPH) works to promote health and prevent
ill health and injury, especially for those popidat
groups most vulnerable to health risks. Because mos
public health activity in Sweden takes place at the
local and regional level, the majority of the Ihst#’s
work is directed towards staff, managers and datisi
makers within municipalities, county councils, larg
regions and other organizations. The National Food
Administration (NFA), the central supervisory
authority for matters related to food, has the task
protecting the interests of the consumer by workorg

safe food of good quality, fair trade practicesd an
healthy eating, i.e. dietary recommendations. The
National Board of Health and Welfare, a government
agency under the Ministry of Health and Social
Affairs, has a wide range of activities and dutigthin

the fields of social services, health and medical
services, environmental health, communicable deseas
prevention and epidemiology. One of their latest
publications is their seventh environmental health
report, issued in 2009.

All county councils have websites where
information (publicly and privately provided) about
health care services can be found. Special health
education programmes related to tobacco, diet and
alcohol awareness are all functions typically eatri
out by general practitioners. The municipalitieg ar
responsible for the major part of local environnaént
policy, including disease prevention and assessuifent
food quality. Health journalism plays an importaoie
in public health. Daily papers are the most common
source of information for Swedish people on issues
like diet and health. In addition, communicating the
Internet and a variety of websites is common peacti
for national authorities, at both regional and loca
level. Leaflets are directed to specific targetup®
and address health problems that are relevantetseth
groups. Campaigns are another opportunity to
communicate, but during recent years this methad ha
not been used so frequently, since evaluations have
shown the relatively poor results of such effoAad,
of course, warnings (on food, alcohol and tobacco
products) also exist.

The findings of a recent master’s thesis
(2009) show that those responsible for informatian
healthy diet believe that there are difficulties in
reaching out with such information because of the
current information environment. However, they all
agree that the responsibility for an individualesahh
rests ultimately with the individual. The main risu
from the present study show that younger and older
participants perceive and receive health infornmatio
in slightly different ways. Younger respondents
receive health information via the media and their
family, while older respondents receive their healt
information from their doctor, including informatio
concerning specific issues, e.g. how to maintain a
healthy diet.

M ethods

To implement the project each partner
country has chosen an urban area, taking into atcou
certain criteria of similarity.

Romania has chosen Durdbita as the
community to investigate. Dumivita is a local
community in Timg, a western county of Romania. It
is located just north of Tingbara. As result of the



city's development, many people from Tiwmara
have built homes in Dumévita, which is well on the
way to becoming a suburb of the city. This
development has divided Dunibita into two
different areas: the old part of the community, athi
functions as a village, and the new very much more
prosperous residential area. This new area hasdrais
the socio-economic status of Duratita.

Dumbdivita has an area of 18.99 krof
which 112,497 rhis residential. It also has a lake
and a forest. Socio-demographic data show a tétal o
2,915 inhabitants living in 1,417 households, wath
density of 153.5 inhabitants/Km

The urban area chosen by Sweden is
Eriksberg, situated on a hill in the central pafit o
West Uppsala and located about three to four
kilometres from the city centre. The urban area is
surrounded by green spaces and a city forest with
several walking trails. The busiest plac&&stertorg
Square, where most of the economic infrastructsire i
concentrated. The majority of its inhabitants like
living in Eriksberg and have no desire to move.

The population of Eriksberg is 6,703 (46
percent male and 54 percent female, cf. Uppsak as
whole with 49% and 51% respectively). Nineteen
percent are older than 65 (Uppsala 14%; Sweden
16%). In the urban area, 21 percent of inhabitants
have a non-Swedish background (Uppsala 19%;
Sweden 17%).

The investigation of the population involved
both qualitative and quantitative research. In gver
country involved in the project, 200 householdsever
investigated quantitatively and 20 qualitativelyorF
this purpose, quantitative and qualitative instrotae
were developed, taking account of local
particularities so that they could be applied in
different cultures.

In Romania, the quantitative research was
carried out on 90 elderly people (60-85 years) and
110 people aged beetwenl8 and 60. Of the whole
sample 112 are female and 87 are male, 96 are
pensioners and only 73 work fulltime.
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Figure 1. Romanian sample: age structure

In Sweden, 212 participants aged between
21 and 81+ were investigated, with an age
distribution of 21-60 years (48%) and 61-81+ (52%),
34 percent men and 66 percent women. More than
half of the informants (55%) had completed high
school, whereas about one fourth (26%) had had
limited education.

29
27
11 a1
22 =
B21-30 years O31-40 years DO41-50 years O 51-80 years
m&El-70 years O71-80 years Howver 51 years

Figure 2. Swedish sample: age structure

Romania and Sweden focused on the elderly
as the disadvantaged social group. The current stud
offers a comparison between Romanian and Swedish
elderly folk in terms of their attitude towards hba

Results

The results highlighted a number of
similarities but also significant differences beéne
the Romanian and the Swedish groups.

Concerning the importance of health in their
lives, the Swedish group think to a greater extieah
the Romanian group that health is very important
(£*(2)=6.746, p< .01). And at the same time a higher
proportion of Swedish respondents evaluate their
health as “good” compared with people in Romania
(x*(4)=16.024, p< .01).
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Figure 3. Health status and the importance of healt

Surprisingly, some of the Romanians who
had been diagnosed as suffering from diseases
evaluated their health status at a higher levels Th
shows that they are not aware of what good health

means. As an example, high blood pressure is such a

common disease in Romania that nobody mentioned
it as a health problem. Romanian people do not know
the difference between high and low blood pressure
and are not consistent in taking prescribed meidicat
(they either do not take it at all or discontindne t
course).

A point that reinforces these results is the
fact that people in Sweden have a higher life
expectancy than Romanians, who think that health is
related to youth and you that you cannot be healthy
after the age of 50 (“it's pointless for the elgetd go
to the doctor because he can't give them back their
health/youth”).

A similarity between the Romanian and
Swedish groups of elderly people was noted in their
levels of health information. Both groups said that
they were well-informed about health. The qualfati
interviews from Sweden showed that the elderly
often feel they have enough knowledge about
handling food and that they do not see the need for
additional information. Such attitudes might be an
obstacle to accessing further information. In
Romania, the elderly claimed that they knew thesul
for a healthy life, but that they did not followetim
because they could not afford a healthy life arairth
habits were stronger than these rules.

Referring particularly to the level of
information on healthy nutrition, statistical dada
not indicate significant differences between th® tw
groups £%(2)=0.798, p> .05).
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Figure 4. The level of information on health
regarding nutrition

These results are unexpected considering the
fact that a significantly higher number of infornost
and education campaigns about healthy nutrition are
organised in Sweden. The elderly in Romania have a
false impression of their level of knowledge about
healthy nutrition, illustrating the principle “thmore
you know, the more you realise how little you know”

The results of the study reveal significant
differences between the two groups in terms of
sources of information about health. When seeking
information related to health, the Swedish group as
their friends £%(1)=5.994, p< .05), look in
newspapers xf(1)=12.577, p< .01) and get
information from institutions, associations andbdu
(£*(1)=4.091, p< .05) more than the Romanian group
do. By contrast, the Romanian group get their healt
information from family £%(1)=9.109, p< .01), doctor
(x*(1)=4.900, p< .05) and TW{(1)=16.218, p< .01)
more than the Swedish group do.
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Figure 5. Sources of health information

The differences regarding friends and family
as a source of health information are due to the
structure of the households in these two
neighbourhoods. In Romania, 2 or 3 generations live
in most of the houses and the maximum ratio
between the number of people living in a house and
its number of rooms is 2:1. Therefore the extended
family is the main network of support and
information and there are few social networks ia th
community. In Sweden, almost half of the informants
lived alone (47%) and a further third (32%) lived
with one other person. The largest household tgpe i
this study consisted of five people (2%). In this
context, it can be seen as natural that Swedishlpeo
look for health information in sources external to

their households, such as friends, newspapers and

clubs. In Romania, social networks are
underdeveloped and there are no clubs or assawatio
where people can interact and share their problems.

Thus they are not used to seeking help from outside
their households.

The qualitative study showed that the elderly
associated health information with doctors and
diseases, not with preventive care, physical egerci
or diet. In Romania, being ill is associated with a
number of prejudices such as the idea that tol i il
something that has to be hidden from others, vhi¢h t
result that such problems are regarded as onlyeto b
discussed with family members.

In Sweden the attitude of seeking health
information outside the family is also found when i
comes to needing help with health problems. The
Swedish group prefer to ask for help from friends
(x*(1)=17.526, p< .01) and neighbougd(l)= 7.850,
p< .01), but also from their sports trainer
(£*(1)=6.207, p< .05) or by attending a lecture
(x*(1)=4.744, p< .05) to a greater extent than
Romanians do.
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Figure 6. Sources of help in healtbbpems

Physical activity is an important aspect of
health and the level of involvement in it gives us

important information on how people take care of
their health. In Sweden there is a high level of



interest in sports activities. The Swedish groupido
like to have increased opportunities to engage in
physical exercise, e.g. for there to be a healttiree
with a swimming pool or a gym for elderly people in
their area. Of the entire Swedish sample, 48 pércen
agreed/agreed strongly that they were interested in
active sports. People living in Eriksberg oftentgo
the city centre for their activities, such as spbubs

or various courses. By contrast, in Romania people
questioned claimed that they were engaged in
activities such as walking or cycling for a few h@a
week, but these activities are not carried out it
explicit goal of improving or maintaining health.
These are rather daily activities they need tomo i
their house or garden, or at their work. Romanian
elderly people tend to perform physical activitias
their personal spaces to a greater extent than the
Swedish elderly, (1) = 15.497, p< .01), who carry
out physical activities in fitness studios. Thigadis
also supported by the fact that 30% of the Romanian
group disagreed with the statement that they were
interested in active sports. In Duribita there are no
sports clubs or fitness centres and people did not
report this kind of physical activity. This is aason

for the fact that only in Sweden is the trainerrsae
a source of support in times of health problems.

100 -

20

&0+

40"

204

IR
fitness studa

prvate survoumdings

| S Eomanian group B Saedish groop

Figure 7. Spaces to perform physical activities

Concerning their level of information about
physical activity, the Swedish group considered tha
it was well-informed, to a greater extent that the
Romanian groupyf (2) = 8.514, p< .05). The same
trend is seen when they responded to an item about
the importance of daily physical exercises for tigal
with the Swedish group expressing greater agreement
with the statemenf (2) = 22.047, p< .01).
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Figure 8. Physical activity and health

The study also highlighted some differences
in the eating habits of the two groups of subjelts.
the Swedish sample more than a third of subjects
consumed whole grain bread several times a day
(34%). About half of the sample (48%) reported
eating oily fish once a week, while a fifth (20%)
reported eating oily fish several times a week.
According to recommendations, these intake figures
are too low. Regarding the fat quality of theirtdie
37% of respondents reported an almost daily intake
of oil, while only seven percent reported consuming
this food item daily. A significant minority (30%0f
the sample reported consuming margarine several
times a day.

In comparison, in the Romanian sample
more than 50% of the people questioned seldom or
never eat whole grain bread, cereals, oil, butter,
organic products, or mineral or vitamin supplements
Only 19% of the Romanian elderly people reported
eating oily fish several times per week, while mafst
them (39%) seldom or never eat this kind of fish. A
large proportion of the Romanian sample (more than
50%) reported consuming unhealthy products such as
margarine and cakes every day.

Regarding the consumption of fruit and
vegetables, over 50% of both groups said that they
consumed these kinds of products daily. In Romania,
the high number of people who reported consuming
fruit and vegetables daily can be explained byfdloe



that the evaluation was made during the summer
when these products were available from their own
gardens. We assume that this tendency is not
maintained during the seasons when they have to buy
such products.

An interesting aspect of the consumption of
fruit and vegetables is that although Romania twds n
had "5-A-Day" campaigns, more of the Swedish
elderly people than the Romanian elderly peopld sai
that they did not know what this phrase meant
(x¥4(4)=13.113, p< .01). However, we can see that

although they think they are more informed on this
subject, the Romanian elderly gave more wrong
answers than the Swedish elderly. In the Romanian
sample a discrepancy can be observed between their
general impression of being informed concerning
health and the real level of knowledge.
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Figure 9. The meaning of “5 a day”

In Sweden, only a minority (8,8%) knew what "5-A-
Day" meant. According to the recommendations of
the NFA (National Food Administration), some
people living in Eriksberg should increase their
consumption of fruit and vegetables to 500g a day.
However, many eat fruit and vegetables regularly,
and a majority of the sample (82%) agreed with the
statement “to keep healthy | eat fruit and vegesbl
every day”. Furthermore, it was shown that those
who were familiar with the "5-A-Day" message also
reported more frequent consumption of fruit and
vegetables.

Cigarettes form part of daily life for most of
the people interviewed. The difference between the
two groups is that the elderly people in Romania
considered, to a greater extent than the elderly in
Sweden, that in order to be healthy it is importaott
to smoke #%(2)= 16.107, p< .01).

Conclusions

Attitudes about health and our behaviour in
terms of maintaining health are very different in
Romania and Sweden. These differences very likely
reflect the level of information on health, nuwit
physical activity and sources of information. In
Romania the level of information on health and
interest in health and how to maintain it are alha
lower level than in Sweden. This may be due to the

lower standard of living, the lower socio-economic

level, but also because of lack of education and of
health information programs. The lower interest in

health among the elderly in Romania reflects the
problems of the national health system. Household
structure and the level of social network developme

in the neighborhoods studied also have an impact on
how people get health information.

The most obvious differences between the
two groups of subjects relate to the fact that in
Romania the elderly are not aware of their low leve
of health information and are resistant to changing
their unhealthy habits.

The results of the study provide very
important information about the need for health
education in Romania. We consider it a priority to
develop and implement a health education program
which can encourage personal involvement in self
health care in a way that takes realistic accofithe
low level of social cohesion.
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