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Projektin tarkoituksena oli valikoida, kaannattaa ja arvioida seka kulttuurisesti adaptoida Pu-
naisen Ristin ja Punaisen Puolikuun Kansainvalisen Liiton (IFRC) tuottamaa terveyden edista-

misen materiaalia tarttumattomista sairauksista Suomen Punaisen Ristin (SPR) terveyspistei-

den kayttoon.

Projektissa kaytettiin osallistavia menetelmia, ja materiaalista kerattiin arvioita mahdollisim-
man monelta terveyspistevapaaehtoiselta ja heidan asiakkaaltaan. Palautetta kerattiin ensin
Valtakunnallisilla terveyspistepaivilla huhtikuussa 2016 pienryhmatyoskentelylla. Arviointia
varten kehitettiin palautelomake, jolla kerattiin palautetta myos terveyspisteista. Palautteet
yhdistettiin, avoimet vastaukset ryhmiteltiin teemojen mukaisesti ja palautelomakkeen tulok-
set analysoitiin SPSS-ohjelmalla. Palautteiden pohjalta tehtiin ehdotus muutoksista materiaa-
liin. Muutosehdotukset kaytiin lapi Suomen Punaisen Ristin terveydenhuollon asiantuntijan
kanssa ja hyvaksyttiin.

Projektin tuloksena kehitettiin kayttokelpoista ja kulttuurisesti sopivaa materiaalia tarttu-
mattomien sairauksien ehkaisyyn SPR:n terveyspisteilla. Lisaksi esitettiin suosituksia terveys-
pisteiden terveyden edistamistyon toteuttamisen tueksi. Materiaalia voidaan hyodyntaa myos
muissa SPR:n toimintamuodoissa, kuten ensiapukoulutuksessa, ja se tulee olemaan jarjeston
ulkopuolisten tahojen kaytossa. Erityisesti kyselylomake terveyssuunnitelmaosioineen on kayt-
tokelpoinen monessa yhteydessa, varsinkin asiakastyossa.

Projektissa kaytettiin Terveysprojektisuunnitelmamallia (McKenzie, Neiger ja Thackeray
2013), jota myoOs terveyspisteet voivat hyodyntaa tulevissa projekteissaan. Projektin arvioin-
nin pohjana kaytettiin European Center for Disease Prevention and Control (ECDC) tuottamaa
opasta "Translation is not enough - cultural adaptation for health communication materials”
(2016) seka Suitability Assessment of Materials (SAM) -arviointikriteereita jasentamaan mate-
riaalin arviointia. Teoriapohjana kyselylomakkeen muokkaukselle seka suosituksille terveyden
edistamisen tueksi kaytettiin Terveysuskomusmallia (Health Belief Model) seka Transteoreet-
tista muutosvaihemallia (Trans-Theoretical Model).

Projekti tuotti tietoa kansainvalisen terveyden edistamisen materiaalin kulttuurista adaptaa-
tiota varten. Materiaalit vaativat paljon tyostamista seka ennen kaannostyota etta sen jal-
keen. Tata tyota varten olisi tarkeaa saada IFRC:n materiaalit kansallisten Punaisen Ristin yh-
distysten kayttoon helposti tyostettavassa muodossa. Prosessille tulee varata riittavasti aikaa,
seka seurata mahdollisuuksien mukaan ECDC:n tekemaa opasta.

Materiaali ei ole valmis, vaan vaatii jatkuvaa arviointia, palautteen keruuta ja korjausta. Ma-
teriaalipakettiin olisi hyva myos liittaa osio muista kroonisista sairauksista, jotka ovat haaste
kansanterveydelle Suomessa.

Asiasanat: Suomen Punainen Risti, kulttuurinen adaptaatio, tarttumattomat sairaudet,
terveyden edistaminen, terveyden edistamisen materiaali
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The goal of the project was to choose, translate, evaluate and culturally adapt health educa-
tion material about noncommunicable diseases produced by the International Federation of
Red Cross and Red Crescent Societies (IFRC) for the use of the Finnish Red Cross Healthpoints.

Participatory methods were used during the process, and the aim was to get feedback of the
material from as many Healthpoint volunteers and clients as possible. Feedback was collected
first by group work during a national Healthpoint seminar in April 2016. A feedback survey
was developed for collecting feedback at individual Healthpoints. The answers were inte-
grated, open answers classified according to theme, and surveys analyzed with SPSS program.
Based on the feedback a suggestion list was compiled for making changes in the material.
Suggestions were viewed and approved by the Adviser in Health Promotion at FRC.

The project resulted in useful and culturally appropriate health education material about
noncommunicable diseases for FRC Healthpoints. Recommendations to support health promo-
tion activities were provided as well. The material can be utilized by other FRC activities,
such as first aid training, and by different actors conducting health promotion outside FRC.
Especially the Risk Assessment Card is useful in many situations, particularly in individual dis-
cussions about health.

A health project plan model was used to structure the project (McKenzie, Neiger and Thack-
eray 2013), that can also be utilized by Healthpoints in future projects. A guide by the Euro-
pean Center for Disease Prevention and Control (ECDC) called “Translation is not enough -
cultural adaptation for health communication materials” (2016) and Suitability Assessment of
materials (SAM) -categories were used to aid in the construction of the evaluation. The
changes made in the Risk assessment Card and recommendations for health promotion were
based on the Health Belief Model and Trans-Theoretical Model.

The project produced information about the cultural adaptation process of international
health education material for the future. The text requires a considerable amount of work
before translation as well as after. For this reason it would be important to get the IFRC ma-
terial in an easily editable document form. It is beneficial to reserve enough time for the pro-
cess, and follow the ECDC guide as closely as possible.

The material is not ready yet, but requires ongoing evaluation, collection of feedback and
corrections according to need. It would also be useful to add sections of other chronic dis-
eases which present a challenge for Finnish national health.

Keywords: Finnish Red Cross, cultural adaptation, noncommunicable diseases,
health promotion, health education material
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CBHFA Community Based Health and First Aid

ECDC European Center for Disease Prevention and Control

FRC Finnish Red Cross

HBM Health Belief Model

IFRC International Federation of Red Cross and Red Crescent Societies

NCD Non-communicable diseases
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THL Terveyden ja hyvinvoinnin laitos, National Institute for Health and Welfare
TT™M Trans-theoretical Model (Stages of Change)
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1 Introduction

Noncommunicable diseases (NCDs), i.e. cardiovascular disease, diabetes, cancer and chronic
respiratory disease, present a major threat to public health both in Finland and globally (Ter-
veyden ja hyvinvoinnin laitos THL 2015a; World Health Organization WHO 2014). World
Health Organization’s (WHO) Global status report on noncommunicable diseases 2014 states,
that NCDs cause more deaths than all other causes combined (38 million deaths per year of
total 56 million deaths per year in 2012). Globally approximately 42 % of NCD deaths occur
before age of 70 years. 82 % of NCD deaths in people under 70 years occur in low-and middle
income countries (WHO 2014).

Healthy lifestyles can prevent a major part of noncommunicable diseases. Health behaviors
(including tobacco use, diet, physical activity and other health behavior) account for approx.
50 % of all premature mortality (Velicer et.al. 2000). Biggest causes of NCDs globally are alco-
hol (cause of 3 % of NCD deaths), insufficient physical activity (3.2 million deaths per year;
inactivity accounts for 20-30 % of increased risk of all-cause mortality), tobacco (6 million
deaths per year), raised blood pressure (9.4 million deaths per year) and obesity (3.4 million
deaths per year). (WHO 2014.)

There are large number of studies showing the effect of healthy lifestyle on risk for NCDs and
mortality rates. A Japanese cohort study found approximately 8-10 years increase in life ex-
pectancy in people with healthy lifestyles (Tamakoshi et.al. 2010). According to an American
study among nurses a major part of coronary heart disease and clinical cardiovascular disease
risk factors were attributable to poor adherence to a healthy lifestyle (Chomistek, Chiuve,
Eliassen, Mukamal, Willett & Rimm 2015).

The FINRISK study in 1972-2012 showed clearly the power of healthy lifestyles in disease pre-
vention. The intervention program was implemented amongst working age population in 1972
first in Eastern Finland (North Karelia and Northern Savo), and subsequent study years in
other regions in Finland, to combat one of the highest coronary heart disease (CHD) rates in
the world. The program managed to decrease CHD mortality rates by 80% by interventions in
vegetable consumption, reduced saturated fat and sodium intake, and reduced smoking rates.
However, in recent years’ studies, the population cholesterol levels and diastolic blood pres-
sure have shown increases, which is a concern. The researchers emphasize the need for con-
tinuous support and efforts for health promotion and disease prevention. (Borodulin et.al.
2014.)

There is evidence about positive effects by interventions designed to change lifestyles to

healthier direction. Dietary advice appears to affect risk factors in diet and cardiovascular



disease beneficially (Rees, Dyakova, Wilson, Ward, Thorogood & Brunner 2013). Dietary ad-
vice is part of the health promotion work performed by health professionals and volunteers in

different organizations, such as the Red Cross.

The International Federation of Red Cross and Red Crescent Societies (IFRC) is a global hu-
manitarian organization, working with 190 National societies in responding to disasters, and
supporting programs in, for example development work, disaster preparedness, health and
care (IFRC n.d.). The NCDs toolkit, produced by IFRC in 2014 includes a Community toolkit of
82 pages, as well as a Facilitator guide and a Volunteer manual. This health education mate-
rial is meant as a global tool for thousands of Red Cross volunteers to aid in NCDs prevention

and healthy lifestyle promotion.

The Finnish Red Cross (Suomen Punainen Risti, SPR) is a part of the IFRC, and one of Finland’s
biggest volunteer organizations with 40 000 volunteers and 86 000 members. There are 67
Finnish Red Cross (FRC) Healthpoints in Finland, which offer free services and different activi-
ties by volunteer nurses. The volunteers measure for example blood pressure and offer health
advice and psychological support. The Healthpoints organize also events and group meetings.
(SPR no date a.)

The IFRC toolkit about NCDs cannot be simply translated and distributed to volunteers with-
out adaptation for use in Finland. According to the European Center for Disease Prevention
and Control (ECDC), cultural adaptation process is beneficial, in addition to translation, when
implementing international health promotion material for national use. The Finnish Red Cross
will use the NCDs material as a tool for health promotion at Healthpoints after the cultural

adaptation.

2  Project goals and objectives

The project goal is to produce useful material for the prevention of noncommunicable dis-
eases and promotion of healthy lifestyles at FRC Healthpoints. The material can also be used
by other Red Cross volunteers, as well as health care professionals with different clients and

employments outside the Red Cross.

The objective of the project is to culturally adapt health education material from the IFRC
NCDs toolkit to the Finnish Red Cross Healthpoints’ use by selecting, translating, evaluating
and modifying the material. In addition, recommendations for health promotion at FRC
Healthpoints were produced to help guide the activities for NCDs prevention and other health

interventions in the future.



3 Noncommunicable diseases in Finland

In Finland the NCDs are part of the chronic illnesses that present a major effect on country’s
economy (THL 2015a). Cardiovascular diseases are the main group of death causes, resulting
yearly in over 21 000 cardiac arrests and ischemic heart disease attacks and almost half of the
deaths amongst people of working age. The most common cardiovascular diseases in Finland
are coronary heart disease, congestive heart failure and disorders of the cerebral circulation.
Over 12 000 Finnish people die yearly of coronary heart disease. In 2012 the mortality for cer-

ebral circulation disorders was 1245 cases in Finland. (THL 2015c.)

Every 3rd person in Finland gets cancer at some point in their life. It is the second most com-
mon cause of death in Finland. Most common cancers are breast cancer in females, which
every 8™ woman gets at some point in life, and prostate cancer in males. Many cancers could
be prevented with lifestyle choices, such as non-smoking and an active lifestyle. Some can-
cers can also be prevented trough vaccinations or medication. Early detection is also im-

portant for mortality. (THL 2014a.)

Diabetes causes long term raise in blood glucose, because of the lack of insulin in the body.
There are two main types of diabetes: type 1 and 2. There are about 50 000 people suffering
from type 1 diabetes, and 500 000 people from type 2 in Finland. Type 2 diabetes is most of-
ten preventable by healthy lifestyles. (THL 2014b.)

The most common chronic respiratory diseases in Finland are asthma and chronic obstructive
pulmonary disease (COPD). Asthma is suffered by approx. 10% of the Finns, whereas COPD is

presented in middle aged and older age group: 12% of men and 3% of women in ages over 64

years old. Smoking is almost always the cause for COPD and also affects onset and symptoms
of asthma. (THL 2014c; Salomaa 2016.)

4  Health promotion at Finnish Red Cross Healthpoints

When volunteering at the FRC Healthpoints, it is beneficial to consider the different defini-
tions of “health”. Health is described in the Constitution of World Health Organization (WHO)
in 1946 as a “state of complete physical, social and mental wellbeing, and not merely the ab-

sence of disease or infirmity” (WHO 1946).

Health definitions are partly defined by cultural processes. According to Bircher (2005), the

presence of symptoms is compatible with health - person might consider himself healthy even
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with aches or pains. He suggests the following description of health: “Health is a dynamic
state of wellbeing characterized by a physical, mental and social potential, which satisfies
the demands of a life commensurate with age, culture, and personal responsibility. If the po-

tential is insufficient to satisfy these demands the state is disease” (Bircher 2005, 336).

It is impossible to give all clients identical advice, since everyone has their own history, defi-
nition of health and what they are prepared to do for it. It is the Healthpoint volunteer’s job
to find out what each client’s priorities are, what they want help with and how they want to

be helped.

There are several levels and perspectives to health promotion. It can be seen as promoting
health at individual or community level. Health promotion can also been seen from health
service and health politics viewpoint, or as creating environments that promote health. (Pie-
tila 2012.) The aim of health promotion is to improve people’s capacities in taking care of
their health. Many choices, which individuals makes concerning health, are connected to pos-
sibilities and values of a certain society at a specific time. It is not only a matter of personal
choice. There are many ethical matters and basic values to take into consideration, like value
of humanity, self-determination, justice, accountability and participation. (Pietila, Lansimies-
Antikainen, Vahakangas & Pirttila 2012.)

Health education can be seen as a part of health promotion (Rasanen 2012). According to
WHOQ'’s definition, health education is “any combination of learning experiences designed to
help individuals and communities improve their health, by increasing their knowledge or in-
fluencing their attitudes” (WHO no date).

There are considerable differences in lifestyles, economic situations, education levels, mor-
bidity and mortality rates, as well as digitalization rates, in different parts of the world.
Some things we in Finland (or in other high-income countries) take for granted, such as the
possibility to move freely or buy nutritious food, is not at all guaranteed in many places.
Health education is also at very different levels in different countries (WHO 2016; Williams
et.al. 2015). Education about healthy lifestyles has been offered in Finnish schools since the
beginning of the 19t century (Lindstrém & Eriksson 2012). Also the Finnish health services
have been quite effective in informing people about healthy lifestyles from child welfare clin-
ics, school health care to occupational health. However, there are big differences in socioec-
onomic levels in Finland, as well. When considering lifestyle choices and health, morbidity
and mortality, there are clearly people more privileged than others. Even when the general
well-being of Finnish population has increased, the inequality between the socioeconomic

groups has grown. This means inequalities in health as well. (THL 2015b.)
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To give people basic information about risk factors and lifestyles it is not enough in Finland
(or other high-income countries). It would be more beneficial to concentrate more on giving
tools to change behavior, and process of making healthy choices. Basic information can, on

the other hand, be important especially with lower socioeconomic status groups.

There are 67 Finnish Red Cross Healthpoints across the country at the moment. They are part
of the volunteer work organized and governed by the local FRC branch. There is always a pro-
fessional nurse (most often retired) responsible for the Healthpoint, and the client health ad-
vice is given by nurses. The Healthpoints offer voluntary and free guidance, support and ad-

vice on matters concerning health. (SPR no date b.)

Actual health care is not given at Healthpoints, but the client is referred to official health
care if needed. Recommendations from Current Care Guidelines (Kaypahoito) are followed.
Health promotion includes most often measurement of blood pressure, weight, Body Mass In-
dex (BMI), and sometimes blood glucose. The nurses also give health advice, general support

and referrals to further care when needed. (SPR 2013.)

Healthpoints have very diverse activities, from individual guidance to lectures, theme days,
groups and events. They may have a fixed location at the Red Cross offices or local service
center, or it might be a mobile clinic, moving to where the need is. The services are open and

free for all. Most clients are senior citizens or unemployed.

Health behavior change theories at the Red Cross

IFRC’s Global Health Team released the Strategic Operational Framework for Health in 2011,
contributing to the aims of Strategy 2020. One of the four key initiatives is about further de-
veloping Behavioral Change expertise in the Federation, since current health trends are

greatly determined by lifestyle factors, and Behavior Change is seen as a crucial component

in most health programs. (Claxton 2012.)

IFRC Behavior Change Framework (2012) concentrates mostly on actions for community level
behavior change, but also explains individual level change by different theories (Table 1). The
explanations of behavior include for example learning and understanding behavior, fear-

prompted behavior, attitudes, norms, and self-belief. (Claxton 2012.)
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Explanations and theories of health behavior (Claxton 2012)

Explanation

Evidence-Based Theory

Learning of behaviour

Learning Theories

Understanding of behaviour

Theories of information processing

Fear Prompted Behaviour

Health Belief Model,
Protection Motivation Theory &

Etended Parallel Process Model

Attitude, Norms & Self-Belief

Behaviour

Theories of Reasoned Action, Planned Behaviour & the

Integrated Behavioural Model

Goal-setting for Behaviours

Goal-setting Theory

Motivated for Behaviour

Theories of goal-directed behaviour

Automatic and Impulsive

Behaviours

Theories of automatic behaviour, impulsive

behaviour, and habits

Stages of Behaviour

Transtheoretical Model of Behaviour Change

Stages & Environment of

Behaviour

Precaution-Adoption Process Model & Risk Communica-

tion

High Barrier Behaviours

Attribution Theory & Relapse Prevention

Persuasively Communicating

Behaviour

Communication Persuasion Matrix

Comparisons for Behaviour

Elaboration Likelihood Model

Willpower Behaviours

Theories of self-regulation

Dual-Use Behaviours

Social Cognitive Theory

Stigma Behaviour

Explanations of Stigma & Discrimination

New Behaviours

Diffusion of Innovations Theory

Environmental Behaviours

Systems Theory

Empowering Behaviours

Empowerment Theory

Power in Behaviour

Theories of power

Support Network Behaviour

Social Networks and Social Support Theories

Healthy Organizational

Behaviour

Organizational/Diffusion Theories

Stakeholder Behaviour

Stakeholder Theory

Social Norms Behaviour

Social Norms Theories

Problem-solving

Behaviour Conscientization Theories

Community Leaders

Behaviours

Social Capital Theory

Community Mobilization

Behaviour

Community Organization Theory

Community Influenced

Behaviour

Coalition Theory

Behaviour in Policy

Agenda-Building Theory, Multiple Streams
Theory , Advocacy Coalition Framework

(Societal)

Table 1: Health Behavior explanations
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The multiple explanations and models of health behavior explained in the IFRC document re-
quire further development to be used by volunteers implementing health promotion interven-
tions at Healthpoints. Health Belief Model (HBM) and Trans-theoretical model are two useful

tools when planning health promotion activities.

The Health belief Model (Figure 1) is helpful when trying to understand people’s behavior re-
garding health, as well as planning preventive interventions. There are several factors influ-
encing a person’s readiness to take action, such as Individual Beliefs: perceived susceptibility
and perceived severity, perceived benefits and perceived barriers, and perceived self-effi-
cacy. Also Modifying Factors have effect, such as age, gender, personality, socioeconomics
and knowledge. These lead to Individual behaviors, which are influenced still by Cues to ac-

tion. (Rosenstock, Strecher & Becker 1988; Glanz no date.)

Individual Beliefs:
perceived
susceptibility and
perceived
severity,

Modifying Factors:
age, gender,

personality, Individual

perceived socioeconomics behaviour

benefits,
perceived barriers
and perceived
self-efficacy

and knowledge

<- Influenced

by cues to
action

Figure 1: Health Belief Model modified from Glanz (no date)

The theory is beneficial when planning interventions, such as group sessions or individual
meetings about NCDs at Healthpoints. The NCDs material influences peoples’ perception on
susceptibility and severity, as well as barriers and self-efficacy. These aspects are useful
when conducting an intervention. It is beneficial to consider the modifying factors especially

in individual meetings, but also as far as possible with groups.

The Trans-Theoretical Model (TTM) / Stages of Change emerged in 1980’s as constructed by
Proshaska and DiClemente, and has been developed further during later years. There are also
several versions of the TTM and Stages of Change. Nowadays, it is usually described by 6

stages: precontemplation, contemplation, preparation, action, maintenance and termination
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(Table 2). Research among smokers in USA has shown that approx. 40% are in precontempla-

tion, 40% in contemplation and 20% in preparation phase in changing their health behavior.

(Prochaska, Redding & Evers 2008.)

Stages of Change (Trans-Theoretical Model)

Precontemplation

No intention to take action within the next

6 months

Contemplation

Intends to take action within the next 6

months

Preparation

Intends to take action within the next 30
days and has taken some behavioral steps in

this direction

Action

Changed overt behavior for less than 6

months

Maintenance

Changed overt behavior for more than 6

months

Termination

No temptation to relapse and 100% confi-

dence

Table 2: Trans-Theoretical Model according to Prochaska et.al. 2008

Without identifying the stage of change, which the client is in when counselling about healthy

lifestyles and behavior change, the advice can have very little effect. This also has to be con-

sidered when giving health education on FRC Healthpoints.

In addition to Stages of change, there are also ten “Processes of change” identified, which

describe the activities people use to process through stages of change. These include Con-

sciousness raising, Dramatic relief, Self-reevaluation, Environmental reevaluation, Self-libera-

tion, Social liberation, Counterconditioning, Stimulus control, Contingency management and

Helping relationships. Decisional balance (pros and cons of changing), Self-efficacy and Temp-

tation are also seen as valuable aspects to behavior change. (Prochaska et.al. 2008.)

These processes and aspects can act as guidelines in planning interventions and activities for

health promotion, also for FRC NCDs prevention. The recommendations for integrating these

theories into practice are described in chapter 6.
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5  Cultural adaptation project of health education materials

This development project was requested by the Finnish Red Cross headquarters, and was im-
plemented according to the project management model according to McKenzie, Neiger and
Thackeray (2013 ) with the phases of

Needs assessment

Goal setting

Choosing methods

Execution of the project and

Evaluation
(McKenzie et.al. 2013).

The time table was realized as follows:

1. Reading through the IFRC material, choosing the parts suitable for the FRC, getting
approval of the FRC headquarters (by Annika Kaarnalehto, timeframe: January 2016 -
February 2016)

2. Initial translation of the material, production of a project plan model (FRC QH/trans-
lation, and Annika Kaarnalehto/project plan, timeframe: February 2016 - March 2016)

3. Presentation of the initial material to Healthpoint volunteers, modification of the ma-
terial and choosing pilot Healthpoints to test the NCDs material (FRC HQ and Annika
Kaarnalehto, timeframe: April 2016)

4. Testing the NCDs material at Healthpoints (Finnish Red Cross Healthpoint volunteers,
timeframe: May-June 2016)

5. Gathering feedback from the Healthpoint volunteers (post/e-mail), review and ana-
lyze of the feedback by SPSS program (Annika Kaarnalehto, timeframe: June 2016 -
August 2016)

6. Suggestions for modifications to the material (Annika Kaarnalehto and FRC HQ,

timeframe: August- September 2016)

Budget for the development project was 2500 euros, which was used for translation and lay-
out of the material and was covered by the Finnish Red Cross. Research permission was ac-
quired in 9t of May 2016 (Appendix 8).
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Cultural adaptation process

Culture is challenging to define. In “Communication between cultures” by Samovar, Porter
and McDaniel (2010) culture is defined as human-made, learned and subjective part of our en-
vironment. It has elements such as values, attitudes, beliefs, history, religion and social or-

ganizations. Language plays an important part as a system of symbols. (Samovar et al. 2010.)

Gemignani and Pena (2007, 279) have described culture in social constructionist viewpoint as
“shared and ever-changing organization of beliefs, interpretations and practices”. Culture is
created by negotiation, internalization and expression of social behavior (Gemignani et.al.
2007). We might have clients from many different countries, age groups and cultural groups,
but should not presume anything about a person’s beliefs, habits or identification to a spe-
cific culture. We cannot assume anything from a person’s way of clothing, age or education
level. Assumptions in general should be avoided as professionals or volunteers, even if it is

natural to have them.

When utilizing internationally produced health education materials, cultural adaptation is
needed. According to the ECDC guide “Translation is not enough. Cultural adaptation of
health communication materials”, this ensures that the end-users can read, understand and
apply the material within their own context. The process creates adapted materials which re-
flect national or local realities, needs and assets without losing the scientific fact base, core

concepts or messages of the original version. There are five steps to be followed:

- Careful selection of materials and process coordinators
- Early review by content and linguistic experts
- Translation and quality check
- Comprehension testing and proofreading
- Design, networking and evaluation.
(ECDC 2016.)

The ECDC guideline steps were used to structure the report for project methods and evalua-

tion.
Existing health education material for noncommunicable diseases in Finland
The official recommendations, and much of other information about NCDs, are available at

the web pages and materials of the National Institute for Health and Welfare (THL,

www.thl.fi). Ministry of Social Affairs and Health (STM, www.stm.fi) has also a number of ma-
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terials, projects and recommendations concerning the subject. Official nutrition recommen-
dations can be found from National Nutrition Council (Valtion ravitsemusneuvottelukunta

VRN, www.vnr.fi).

There is a large variety of materials being used for health promotion and NCDs prevention by
health workers and volunteers. There are Current Care Guidelines (Kaypa hoito -suositukset,
www.kaypahoito.fi) on for example high blood pressure, coronary heart disease,
dyslipidemias, diabetes, obesity, asthma, COPD and some cancers. These are independent,
evidence-based clinical guidelines by Finnish Medical Society Duodecim (www.duodecim.fi),
in association with various medical specialist societies. They concentrate on medical treat-

ment, but include also recommendations for prevention and known risk factors.

Duodecim publishes also a website called Terveysportti (for health professionals) and Ter-
veyskirjasto (for the public) with trustworthy information on most subjects on health
(www.terveyskirjasto.fi). Most cities have also their own health care guidelines on various

subjects in intranet, based on city health care management’s recommendations.

Health care workers use different public health organizations materials and websites often,
since they are considered reliable and experts in their own field. These include Finnish Heart
Association (Sydanliitto, www.sydanliitto.fi), Finnish Diabetes Association (Diabetesliitto,
www.diabetes.fi), Finnish Brain Association (Aivoliitto, www.aivoliitto.fi), Finnish Lung Health
Association (Filha, www.filha.fi), Cancer Society of Finland (Syopajarjestot, www.cancer.fi),
and Finnish Red Cross (www.punainenristi.fi). Some of the materials (like brochures) are free,

but some have a fee, which makes them more difficult to use.

On top of these, there are a huge number of different materials, presentations, brochures

and associations on each subject found by searching the internet. Some of them are very use-
ful and good, some not. This requires a great deal of media literacy and health literacy skills,
for example knowledge about trustworthiness, content, sources and how up-to-date the infor-

mation is (Mustonen 2002).

5.1 Needs assessment

The IFRC material about NCDs was developed in English as an international expert co-opera-
tion in 2014. It is aimed to be used worldwide, but translated and adapted according to need.
The material is quite extensive, and designed to be used by non-professional volunteers as
support material as a part of Community Based Health and First Aid (CBHFA) interventions, as

an addition to the CBHFA manual. (Implementation and facilitator guide... 2014)
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Because of the differences in education levels of Red Cross volunteers (professional or non-
professional), and different forms of Health promotion in IFRC and FRC, it was not reasonable
to translate the whole NCD package. It would also have been too costly. It was decided that
suitable parts of the NCD Toolkit were selected in cooperation with FRC QH to be translated

and evaluated at FRC Healthpoints.

The FRC Healthpoints have been working with health promotion and prevention of chronic ill-
nesses for years. They have used material that has been available from different health or-
ganizations, as described in more detail previously. It has, however, been up to each individ-
ual Healthpoint volunteer to gather the material needed, and there has been large variation
in the material use. Depending on each volunteer’s professional background (nurses and pub-
lic health nurses) they have used their own expertise, as well as material gathered over the

years.

Not all of the volunteers are skilled at using internet, or have access to computers and/or
printers. It takes up much of the volunteer’s time to search for reliable and useful materials
on each subject, order in brochures (if budget allows), prepare for a lecture and plan a health
promotion session. Many volunteers have backgrounds in other types of work in health care
besides public health, and not everybody is experienced in doing presentations, facilitating

workshops or giving personal advice on healthy lifestyles.

To be able to provide FRC volunteers with reliable, easy-to-use material, with instructions
and education on the use, and to guarantee high quality health promotion in all of the FRC
Healthpoints, we need a tool such as NCDs toolkit to be translated and culturally adapted to
Finland.

In Finland we talk more about chronic (national) disease (Kansantaudit), which include other
illnesses besides the four NCDs. These aspects are worth combining to the health promotion
package in the future. However, since the IFRC has done a huge job in developing tools for
NCDs prevention, it is sensible to use them. The problem, and most methods of prevention of

NCDs, are global.

5.2 Goal setting

The project started with an inductive approach after a discussion with the FRC Adviser in
Health Promotion. She presented a need for IFRC NCDs material adaptation for FRC, and the

process of choosing methods and gathering theoretical background begun.
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The process of goal setting took place at FRC headquarters (HQ) and with Laurea Thesis su-
pervisors. The goal of the project was to get useful material for FRC Healthpoints for NCDs
prevention. The objective was to evaluate the material by as many FRC Healthpoint volun-
teers and clients as possible, and to make changes according to suggestions, to develop a tool

best suited for use in FRC.

5.3 Choosing methods

Cultural adaptation and evaluation of materials were chosen as approach methods (ECDC
2016). The project was structured by using the project model of McKenzie et.al. (2013), and
the results categorized by applying the Suitability Assessment of Materials (SAM) by Doak,
Doak and Root (1996).

The suitability of IFRCs NCDs material was evaluated using participatory methods. According
to Robson (2001) active participation of all major stakeholders is needed if a high quality
evaluation is wished. The employee/volunteer participation is crucial, since they are using
the material in practice. It is also important to get clients’ viewpoints of the product. The
evaluation method used has elements from participatory evaluation and stakeholder evalua-
tion (Robson 2001).

Suitability evaluation of health education material

The evaluation of health education material can be seen from three different perspectives:
evaluation of the final product, evaluation of the reception of material (pre-testing), or eval-

uation of effectiveness (Parkkunen, Vertio and Koskinen-Ollonqgvist 2001).

Suitability of health education material has been evaluated with several different instru-
ments. The categories of suitability, presented by Doak, Doak and Root (1996) in the Suitabil-

ity Assessment of Materials (SAM) are:

- Content
- Literacy demand
- Graphics
- Layout and typography
- Learning stimulation and motivation, and
- Cultural appropriateness
(Doak et.al.1996.)
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According to a systematic review of suitability of educational materials concerning cancer
(Finnie, Felder, Kneupner Linder & Dolan Mullen 2010) only two instruments used for suitabil-
ity evaluation were described as having evidence of validity; the Suitability Assessment of Ma-
terials (SAM) and the Comprehensibility Assessment of Materials (SAM + CAM). For this pro-
ject, SAM categories were used as a tool to organize evaluations of health promotion material
produced by IFRC.

Careful selection of materials and process coordinators

The IFRC’s NCDs toolkit material consists of an Implementation and facilitator Guide (88
pages), Volunteer manual (52 pages) and Community toolkit, with 5 toolkits/topics 1-5 (alto-
gether 82 pages) in English. The toolkit is much too extensive to be translated as a whole, at
least for Finnish context. It was not considered necessary, or possible for economic reasons,
to use Facilitator guide or Volunteer manual, although parts of them would have been benefi-
cial. The project material evaluated during the cultural adaptation project (33 pages of the

Community toolkit) was selected in cooperation with the FRC Headquarters.

Selection of process coordinator was simple, since there is only one person nationally in
charge of FRC Healthpoints at HQ. Project coordination was conducted in cooperation with

HQ adviser in health promotion (Ms. Myllyrinne) and the master student (Ms. Kaarnalehto).

Translation and quality check

The FRC had the material translated from English into Finnish. After that, the material (in
preliminary stages of layout) was presented to the FRC Healthpoints’ volunteer nurses at a
Healthpoint conference 16 - 17t April 2016 with 60 participants. A workshop was organized,

where the volunteers gave feedback about the preliminary material in small groups.

Because of some difficulties in translation and layout of the IFRC material, we did not have
the properly selected, translated and laid-out versions of the chosen material at the seminar
workshop in April 2016. Despite of the challenges, we got some valuable feedback, as well as

inform the Healthpoints of the project.
Comprehension testing
The second stage was to send the translated material with the correct layout for the testing

and evaluation at the participating Healthpoints. At the Healthpoint seminar, there were al-

together 17 Healthpoints interested in participating in the evaluation of the material. The
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material was sent to the Healthpoints contact persons, and the ones who expressed need,
made orders by e-mail of the printed material which was forwarded to the FRC Headquarters

for material mailing per post.

This e-mailing of material was completed 28™ of April, and the Healthpoints thus had May-
June to test out the material. Most Healthpoints are already on summer holiday in June, so
there was quite little time for the testing. Partly because of limited human resources at FRC
HQ, and some human errors, there were some Healthpoints which got the requested material
in paper form only after delays, and one that did not receive material in paper form at all.
Also one Healthpoint did not receive material by e-mail despite of requesting it at the Health-

point seminar, because of a typing error of the master student.

Feedback survey

In this project the evaluation concentrated on the reception of material as the pre-testing by
Healthpoint volunteers and clients was conducted. For the evaluation of material, a feedback
survey (Appendix 5) was developed in cooperation with FRC Health Care Expert, and based on
the existing NCDs material. The objective of the feedback survey was the evaluation of the
NCDs material by Healthpoint volunteers and clients. Suitability was evaluated in the feed-
back survey on the scale of 1= Not suitable, 2= poor suitability, 3= quite suitable and 4= very
suitable. The survey was divided in two parts, one of which was not meant for volunteers.
The background information about possible chronic illnesses and Risk Assessment Scores
(based on the Risk Assessment Card scores), evaluations of the new information received and
changes in conception about NCDs risks were gathered only from the clients. These were eval-

uated on the scale of 1= not at all, 2= slightly, 3= quite much or 4= considerably.

There were finally 6 Healthpoints that returned feedback surveys (Appendix 5) by the end of
June 2016. In addition, one Healthpoint sent general comments in writing, and two others by
e-mail. Feedback surveys’ open answers were collected and categorized. To help categorize

the evaluations, Suitability Assessment of Material (SAM) was used as an aid.

Analysis of the evaluations and suggestions for modifications

The background information and multiple choice answers from the feedback surveys (26 an-
swers) were analyzed with SPSS program (IBM SPSS Statistics Version 22). A written summary
was made of all comments combined from Healthpoint seminar in April and the feedback sur-
veys, and a list of suggested changes was produced by the master student based on the an-

swers. The suggested changes were surveyed at a meeting with Ms. Myllyrinne from FRC HQ
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on 19t August 2016, and a final version of suggestions for the FRC was made by Ms. Kaar-
nalehto afterwards (Appendix 1 and 6). The FRC Headquarters will make the changes to the
laid-out material during autumn 2016, and an evaluation is planned to take place by an out-
side expert and a focus group of Healthpoint volunteers after that. The project is continuing
with modifications, if needed, and training by FRC headquarters of the Healthpoint volunteers
for the use of adapted material during spring 2017. The evaluation of the material will be a
continuous process with systematic evaluations, adaptations and updates at least every five

years.

6 Project outcome

As project outcome, the suitability of the material was evaluated by gathering feedback from
Healthpoint volunteers and clients, as well as suggestions for cultural adaptation introduced
(Appendix 1 and 6). In addition, recommendations for health promotion at FRC Healthpoints

were formed, to help integrate health behavior theories into practice (Chapter 6).

6.1 Results of the feedback survey

The feedback survey was completed by total amount of 26 individuals, of which 11 were cli-
ents and 14 volunteers (Table 3). 7 of the respondents were males and 19 females. Six differ-
ent Healthpoints were represented. The information analyzed consisted of background infor-
mation of the respondents, and their evaluation of suitability and new information received
from the NCDs material. The aim was to get evaluations of the material from as many re-
spondents as possible. For example the mean values of the respondents from different groups

were not compared further, since this was not the aim of the survey.

Role of the respondents

Frequency (n) Percent (%)
Client 11 40
Volunteer 14 56
Both client and volunteer 1 4
Total 26 100

Table 3: Role of the respondents
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Age distribution of the clients and volunteers varied from 51 years to 83 years, with a mean of

70.8 years (Figure 2).

Mean = 70,8
Std. Dev. = 7,81
M=25

41

Frequency
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40 a0 80 70 a0 an

Age

Figure 2: Age distribution of respondents

The answers included one group evaluation (not included in the analyzed surveys), in addition
to the individual answers. The group consisted of 10 female Healthpoint volunteers, and eval-

uated material concerning healthy eating habits as very suitable for use at Healthpoints.

The results of the survey showed that majority of both volunteers and clients assessed the
material to be suitable for FRC Healthpoints (Figure 3). Most respondents evaluated material
as quite suitable or very suitable. Mean score for suitability was 3.25 at a four point scale.

Two Healthpoints also gave feedback by e-mail, and evaluated the material as quite suitable.
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207 Mean = 325
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Figure 3: Suitability of material

Suitability assessment of the material varied according to the role at the Healthpoint (Figure
4), from being evaluated as quite poor, quite good or good in the answers by the clients, and

quite good or good in the answers by the volunteers.

Suitabhility
of used
material

M quite poor
[ quite good
O good

Count

Cliert “olunteer

Role of respondets classified

Figure 4: Role and suitability of the material evaluated by the respondents
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The Healthpoint clients were asked if they had been diagnosed with one or more NCD or other

chronic diseases (Table 4). This information was collected as part of the background infor-

mation of the respondents. The volunteers were not asked about their possible diagnosis, but

some had answered the question. This is why the amount of answers was 13 (instead of 11,
which was the number of clients).

Clients diagnosed with a noncommunicable or chronic disease

Frequency Percent
Diabetes mellitus 1 7.7
Cardiovascular disease 4 30.8
Several chronic diseases 3 23.1
No chronic disease 5 18.5
diagnosed
Total 13 100

Table 4: Clients diagnoses for chronic disease

There were also some differences in evaluations of clients, depending on whether they were

diagnosed with a chronic disease or not (Figure 5).

Count

Diagnosed

Clients diagnosed or not

Mo diagnosis

Suitability
of used
material

W quite poor
[ cuite good
Ogood

Figure 5: Suitability of the material and diagnosed chronic disease
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The clients diagnosed with an NCD or chronic disease evaluated the material to be more suit-
able, and also assessed to have received more new information from the material compared

to those with no diagnosis.

47 Mean = 2,08
Stel. Dev. = 996
N=12
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Conception of own risk for noncommunicable disease
changed

Figure 6: Conception of clients’ own risk for noncommunicable disease changed

The clients’ evaluations of changes in conception of own risk for noncommunicable diseases
was asked at a 4 point scale (Figure 6). Most respondents evaluated no change or slight

change in their conception of risks. The mean score for changes in risk conception was 2.08.

The clients were also asked to evaluate the amount of new information about NCDs received
from the material (Figure 7) at a four points scale. Most clients assessed to have received new

information slightly (6 respondents) or somewhat (6 respondents).
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New information recieved from material

W siightly
H somewhat
] Considerably

Figure 7: New information received from material

There were some interesting differences in viewpoints of volunteers vs. clients, and also cli-

ents diagnosed with chronic diseases vs. non-diagnosed concerning suitability and new infor-
mation received (Figure 8).

New
information
recieved
from
material

W Slightly
4 [H Somewhat
[ considerably

Count

Diagnosed Mo diagnosis

Clients diagnosed or not

Figure 8: New information and diagnosed NCD/chronic disease
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It is possible, that Healthpoint volunteers and clients already diagnosed with an NCD are in
general more interested and motivated, since they already know more of the subject and can
see the importance of lifestyle and health behavior. The age distribution is also a factor when
reflecting the evaluation results - the aged population might recognize the health risks differ-
ently, or consider it more difficult to change health habits than younger age groups. The re-

sults could have been different if clients were of working age.

6.2 Cultural adaptation of the health education material

The suggestions for cultural adaptation of the material were based on the evaluations col-
lected from the feedback at the Healthpoint seminar in April 2016, feedback survey answers,
feedback from e-mails, and evaluation by the master student and Ms. Myllyrinne from the
FRC.

According to the evaluation, NCDs material was seen by the respondents as generally well
made and useful. There were, however, quite a few adjustments needed for the material.
The evaluation is categorized according to the Suitability Assessment of Materials (SAM) factor
list by Doak et.al. (1996).

Content

The content was seen as suitable and important for most part. However, there were approx.
97 corrections made to the content of the (directly) translated 33 pages. These included con-
tent that was taken out or added. Considering the education levels of most volunteers in FRC
activities (especially the targeted professional Healthpoint volunteers), big part of the text
was on too basic level. Since the material is primarily targeted to non-professional volunteers
for peer-education in developing countries, it must be adapted somewhat to function in

higher income countries.
There was some unnecessary repetition in the Community toolkit
e.g. Healthy eating guide, Effects on the body (Appendix 4): Reduces belly fat

and risk factors for cardiovascular disease and

Lowers body weight, lowers total fat mass and reduces fat in the liver that can
cause obesity and diabetes.

and a few mistakes

e.g. Effects of quitting tobacco: The risk of cardiovascular disease is the same
as non-smokers.
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It was important to add some country-specific data about illnesses (such as morbidity num-
bers of NDCs), as well as recommendations on nutrition, alcohol intake and exercise. Other-
wise the information is too general. When the material is in electronic form, it is possible to

add links to current country-specific recommendations on each subject.

Some parts of the material were seen as questionable

e.g. Healthy eating guide: effects on the body (Appendix 4): Significantly im-
proves learning capacity and motor skills,

or promising too much
e.g. Effects of a healthy diet (Appendix 4): Promotes and heals damaged cells
in the brain and nervous system” or

Preserves vision - can prevent or delay all age related eye problems like muscu-
lar degeneration, cataract, myopia, dryness and infections.

In such cases it would be very important to have references, e.g. studies used, to verify these
statements. Since the references were not available, we could not include some of the state-

ments in the material.

We wanted to add a few statements that were considered important for motivation
e.g. Tobacco use: Increases risk for erection problems for men and

Effects of a healthy diet: Beware of hidden salt/sugar! Where do you think you
can get it?

We also wanted to add the recommendations on fat quality, i.e. saturated vs. non-saturated

fats. Most comments were given concerning the overall content (approx. 43 comments).

Literacy demand

This section did not come up much in the evaluations, since the material is not meant directly
for the clients but as educational resources for volunteers. Writing style of the health promo-
tion materials was, however, in parts seen as overly simplified, which might be associated

with cultural issues and literacy levels of different populations (1 comment).

Graphics

The graphics were evaluated mainly as suitable, relevant and illustrative. The pictures were
clear, and there was surprisingly little need for corrections on i.e. eating habits or alcohol al-
lowances. The NCD puzzle (Appendix 3) was seen as childish or unnecessary by a few (3 com-

ments), and some pictures as unclear (2 comments). The Risk assessment card with scoring
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points at different levels got feedback for being confusing and difficult to fill out (4 com-

ments).

Layout and typography

The Layout was evaluated as partly too overloaded and confusing, full of text with typography

too small (12 comments, for example Appendix 4).

Learning stimulation, motivation

The material contains interaction and elements for motivation and self-efficacy. This is the
aspect, however, which was seen as an important part to develop more. This is why some ad-
justments were made to the Risk assessment cards and especially the Health action plan-part

(5 comments).

Cultural appropriateness

The cultural factors were considered mostly as appropriate, including pictures. A number of

changes had to be made because of e.g. cultural differences in communication.

Some parts were seen as over-simplifying, harsh or scaring people unnecessarily,

e.g. Unhealthy diet: When your body organs do not work well or stop function-
ing, you can become very sick or even die.

Also the differences in health care resulted in adjustments needed in some health advice. In
First aid instructions some adjustments were made, according to the Finnish standards (SPR
2016).

E.g. Call emergency services or get the person to a doctor or health clinic im-
mediately was changed to “call 112” (Finnish emergency number).

The measurements used were for some part different in Finland, e.g. cups vs. desilitres,

inches vs. cm.

Some questions, like “How do you feel?” in the middle of a group discussion about for exam-
ple alcohol use was not considered suitable. Discussing alcohol consumption habits in a group
can be quite challenging in Finland, and was considered more likely to happen in a private

discussion.

Some of the expressions were not suited for Finnish discussion with adult clients,
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e.g. Effects of a healthy diet: Your intestines are working more effectively and
it will be easy to make poo every day, not diarrhea, but normal poo. The
phrase was translated to meaning approx. stool gets normalized.

Comments concerning cultural factors were most common (approx. 24 comments) after com-

ments about content.

The NCDs Risk assessment card (Appendix 2) was considered especially useful in the Finnish
context, but had to be modified somewhat. The way of calculating scores was thought to be
confusing, and also the feed-back for the scores did not match Finnish environment or culture
(Appendix 9). We decided not to use Clinical part of the risk assessment card, since our volun-
teers are not official health care workers, and do not take blood tests, like blood sugar or
cholesterol levels in principle. We did not find it necessary to ask if the client is pregnant,
since we have an extensive governmental maternal clinic system in Finland, and their health

status is checked almost exclusively there.

The blood pressure risk levels were adjusted according to Finnish recommendations, as were
the feed-back texts. This left more room for the Health action plan, which is an important
part of each client’s behavior change cycle. The action plan was modified according to IFRC
Behavior Change framework and the Stages of Change-model, especially to support the indi-
viduals in stages of contemplation or preparation stages of a lifestyle change. To be able to
aid in the decision making, motivation and behavior change process of adapting healthy life-
styles more effectively, some adjustments were made to the Risk assessment card (Appendix

1) and instructions for Tool 4 use (Appendix 6, page 60).

7  Project evaluation

The project process evaluation was conducted by using the five steps suggested by ECDC
guide “Translation is not enough. Cultural adaptation of health communication materials”
(2016). The project was challenging, since the instructions for this type of work only came
out by ECDC in April 2016. It would have been beneficial to follow the guidelines from the be-
ginning. We were able to take advantage of the guidelines at the final stage, after the trans-
lation and comprehension testing, primarily for the stages of proofreading and design, net-

working and evaluation.

In addition, the World Health Organization’s Quality of care - document and the Six domains
of quality interventions (World Health Organization 2006) was utilized to evaluate the quality

aspects of the project.
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Evaluation by the ECDC guide for cultural adaptation

According to the ECDC guide, the cultural adaptation process of educational material should
follow five steps. First one is “Careful selection of materials and process coordinators”. The
materials chosen to be translated and culturally adapted, should be produced by independent
authors, evidence-based, tested and evaluated. The material should bridge a gap, or comple-
ment existing national resources. (ECDC 2016.) Regarding this step, the project material was
considered to be independent and reliable, and is based on evidence about NCDs prevention

through lifestyles (e.g. Chomistek et al. 2015).

Evidence-base was, however, sometimes hard to find regarding all recommendations and
facts presented in the material, since no references were found by the master student or the
FRC adviser in health. The material has been tested around the world, but no information of
evaluation was reported. The material was seen as necessary, collective and complimentary

to the existing health education material about NCDs in Finland.

Second step is “Early review by content and linguistic experts”. Before translation, the mate-
rials should be reviewed by local content and linguistic experts, to contextualize the materi-
als by removing inappropriate recommendations and explain challenging concepts. National
data, examples and recommendations should be added at this stage. (ECDC 2016.) Unfortu-
nately this step was left aside, because of timetable issues and technical difficulties concern-
ing the project. In retrospect, this would have been an important step, and would have saved
time for the translators and at the layout stage. It was also unnecessary for volunteers and
clients to evaluate the directly translated version, since it contained so many mistakes/cor-

rections needed.

Step three is “Translation and quality check”. The translation needs to be conceptually equiv-
alent, and not literal. After translation there should be a quality check to notice conceptual
errors. Finally, it would be helpful to have an independent and “outsider” reviewer go
through the material to notice needs for clarifications or changes. (ECDC 2016.) The transla-
tion was made quite literally, because of the timetable issues. It was done by one expert, and

reviewed by the project coordinators at the quality check/evaluation phase.

The fourth step is “Comprehension testing” by focus groups, stakeholder discussions, inter-
views, consensus process or internet-based panels. The group should be representative of the
end-user group, to be able to give feedback on content and design issues. Based on this feed-
back, final modifications can be made. (ECDC 2916.) The fourth step was combined with the
third, by making a combined evaluation of the translation, content and design issues. This

was done in several stages, first at the workshop in April, then at individual Healthpoints in
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May-June 2016 and finally combined by the writer, adding own comments and reviewed to-
gether with the FRC QH coordinator. The evaluation step, consisting of the quality check and
comprehension testing, was somewhat confusing and challenging, mainly because of the time-

table issues and technical difficulties concerning IFRC material layout.

The fifth and last step is “Proofreading, design, networking and evaluation”. Proofreading
should be done on the final Word document at this stage, and the second after the text has
been placed into a design format (to identify layout issues). After the final designed version is
finished, a dissemination plan will be developed to raise awareness and advocate for the use
of the materials. Finally, the use of the material will be monitored and evaluated, and ad-
justments made based on feedback received. Evaluation can be made of, for example, level

of awareness, effectiveness and numbers of materials distributed. (ECDC 2916.)

The last step was also combined partly to the evaluation stage, since the material was not
available in Word format. This presented problems, since the translation had to be mainly
done in the laid-out format, which was then difficult to edit. This project is continuing by
making the changes to the laid-out format (when compatible software can be accessed at FRC
HQ), expert review, evaluation by a focus group, adjustments made based on feedback and a

dissemination plan developed. These are still in the process stage.

Evaluation by the Six domains of quality intervention

The project is examined according to the Six domains of quality interventions, presented in
the World Health Organization Quality of care - document (2006): Leadership, Information,
Patient and population engagement, Regulation and standards, Organizational capacity and
Models of care. The project can be seen as a quality intervention, since it concentrated on
the evaluation of the health education material, suggestions for improvements, recommenda-
tions for health promotion activities and project planning. This will result in better quality

health promotion at FRC Healthpoints.

The initiative for the development project came from the Finnish Red Cross headquarters
from the Adviser in Health Promotion. The leadership was divided between the master stu-
dent and the FRC headquarters. As a nationwide project, it is very important to have strong
leadership from the headquarters. The Adviser in Health Promotion has, however, many pro-
jects and departments on her responsibility, and was not able to give a great deal of her time
for this project. She had luckily other people assisting at the headquarters. The master stu-
dent had responsibilities in many project management aspects, such as project planning, in-
formation matters and contact with volunteers, creating and analyzing the feedback surveys,

making suggestions for improvements, evaluation of the project and writing the report.
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Information matters are one of the most critical aspects of most projects, and there is always
room for improvement. The information about the project has been given at the Healthpoint
seminar in Vantaa in April 2016, as well as on an e-mail list for all FRC Healthpoints. There
were difficulties in maintaining up-to-date e-mail address lists, and not all Healthpoint volun-
teers used computers actively. It would be important to get the district offices involved in the

future, especially for developing local interventions and use of the material.

The information sharing at the IFRC level was also challenging, since the IFRC employees and
national Red Cross society employees are working around the world. Some countries in Europe
have tested the NCDs material, and certain employees would have had insight regarding the
developed material. Many questions remained unanswered at the international level, how-

ever, because of communication challenges.

Population engagement is a crucial aspect of most development projects. Healthpoint volun-
teers can be considered as population in this project. We involved as many volunteers as pos-
sible in evaluation of the IFRC material, by gathering feedback at the Healthpoint seminar,

via e-mail and with the feedback survey for the Healthpoints.

During the project it was considered important that the health information distributed
through NCDs material is in accordance with the regulations and recommendations used in
Finland. It was found necessary to add country specific recommendations for each section,

made by proper authorities.

Organizational capacity is a challenge also for the Finnish Red Cross. The headquarters is
working with very limited resources with 12 independent districts, 67 Healthpoints and hun-
dreds of volunteers. Healthpoints are only a small part of the volunteer work action within
FRC. The time table together with limited personnel resources presented probably the biggest
challenge for this project. They resulted in delays in translation process, layout and material
delivery to the Healthpoints, as well as some mistakes in sending the material to the partici-
pants. Hopefully the resources would be extended according to the clear need within FRC for

Healthpoints as well.

The Healthpoints should make most of the current evidence based knowledge about health
promotion and the technologies available. The health promotion at FRC Healthpoints is based
on volunteering, cooperation and evidence-based care (SPR 2013). Evidence-based care in-
cludes different models of care, and for example health behavior theories. These theories are
still relatively little used in practice in terms of health promotion and advice at Healthpoints.

This project gives some practical tools in regard to the NCDs material using the Health Belief
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Model and Trans-Theoretical Model as a basis for health promotion activities. The recommen-
dations formed for health promotion and material use at Healthpoints are integrating the the-

ories into practice.

Ethical considerations and limitations

The project followed ethical principles listed by the ethical board of research (Tutki-
museettinen neuvottelukunta 2009). They have separated three sectors of ethical principles
considering human sciences: Respect of research subject’s autonomy, avoidance of harm, and

privacy and confidentiality (Tutkimuseettinen neuvottelukunta 2009).

The autonomy of participants has been secured by voluntary participation in the project at all
levels. The Healthpoint volunteers not willing to participate could refuse at any point. Also
the clients at Healthpoints participated voluntarily by filling in the feedback survey (Appendix

5), but had a chance to decline as well.

The project should not have caused any harm by discussing healthy lifestyles or gathering
feedback surveys. There are, however, ethical concerns when giving information about risks
behavior. It has been shown in several studies (e.g. Borodulin et.al 2014 and Chomistek et al.
2015) that one can decrease the risk of NDCs significantly by lifestyle choices. This is, how-
ever, accurate as statistical truth concerning a whole population (e.g. FINRISKI-calculator
which calculates each person’s risk for chronic diseases based on some individual risk factors
and the large FINRISK population study results, THL 2014d). This is not necessarily the case
for an individual. Having healthy habits does not guarantee that you do not get a certain dis-
ease. Statistically there might be considerably lower risk, but some people still might just be
unlucky. It is up to each person to decide what kinds of risks they are willing to take. It is a
job for the health care workers and volunteers to ensure that each person has all relevant in-

formation to be able to decide for themselves.

Privacy and confidentiality matters were considered. When developing the feedback survey,
it was decided that no single person can be identified from the feedback. Some sensitive in-
formation about illnesses and risks were asked, but no names or other personal information
was collected. Confidentiality is a basic value at FRC Healthpoints, and was also explained in
the appendix letter following feedback surveys. This matter was also considered when pre-
senting feedback survey results: the Healthpoints’ answers were not reported separately, be-
cause of possible identification of respondents considering the small number of answers from

many Healthpoints.
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The number of feedback surveys received ended up being 26, and 6 Healthpoints were repre-
sented out of 67. The results cannot be generalized as the opinion of all FRC Healthpoints’
volunteers’ opinion. Also the material which was being evaluated at Healthpoints was directly
translated, and included quite a few obvious needs for correction. However, the feedback
gave a good basis for evaluation, and the volunteers most interested in the subject had a
chance to comment. Together with the feedback from Healthpoint seminar workshop with 60
volunteers, there were enough evaluations from volunteers to get their voice heard in the

process.

8 Recommendations

The recommendations are divided into recommendations for integrating health behavior theo-
ries into practice at FRC Healthpoints, and general recommendations for future cultural adap-

tation processes and the use of the culturally adapted NCDs material at Healthpoints.

8.1 Integrating health behavior theories into health promotion activities

To be able to integrate health behavior theories and research into practice, there are a num-
ber of things to consider when conducting health promotion at Healthpoints. These recom-
mendations are gathered from literature and research concerning health promotion and

health behavior change.

Health Belief Model

When planning a health intervention, it is advisable to consider how the intervention is going
to affect client’s or target populations’ health beliefs. Is the intervention aimed at changing
perceptions of susceptibility, severity, barriers, benefits or self-efficacy concerning a health
risk? Are the modifying factors, such as age and socioeconomic situations taken into consider-

ation? (Rosenstock et.al 1988)

Stage of change

It is advisable that the client’s motivation and stage of change is clarified at individual level
discussions, in relation to each subject. There is no point in giving a much information on how
to advance in changing a lifestyle, if the client is still in pre-contemplation stage, i.e. not mo-

tivated. In case the client is in contemplation or preparation stage with one of the desired
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lifestyle changes, you can fill in the Health action plan -part of the Risk assessment card to-
gether. For example you can ask:

“Would you say you are not ready to change in the next 6 months (precontem-
plation), thinking about changing in the next 6 months (contemplation), think-
ing about changing in the next month (preparation) or have you already made
some progress (action)?” (Norcross, Krebs & Prochaska 2011).

The question will have to be asked several times for patients with multiple problems, since

the stages are problem-specific. (Norcross et. al. 2011.)

Realistic goals according to stage

After identifying the stage of change the client is in, you can design a goal to be realistic,
with sufficiently small steps. For example, in case of more physical activity needed, if you set
a goal of going for a 1 hour walk every day, it is likely to fail at some point. The person feels
like a failure and motivation drops. If instead your goal is to increase physical activity by 10
minutes daily, the person is more likely to succeed, her self-efficacy rises and she thinks it

possible to make another step into the right direction later on.

It can be beneficial to plan health discussion topics, once the client’s stage of change is iden-
tified (Table 5).

At Precontemplation: Build trust, wake up concerns or motivation,
concentrate on consequences, and examine
pros and cons

At Contemplation: Examine the conflicting interests, present
choices, pros and cons of change and sup-
port self-esteem

At Preparation: Help the client to make a plan and a time
table, find out what has helped before, aid
in prioritizing change

At Action: Support, give feed-back, follow up the
change with visits or calls
At Maintenance: Give support and positive feedback, make a

plan in case of relapse

Table 5: Health discussion according to the stage of change, modified from Marttila 2010 and
Miller 1999, cited in Koski-Jannes 2008

Life context

In health promotion one cannot isolate a single risk behavior or risk factor, but you have to
take into an account the environment and life situation of each client. Does he have other

health issues? Are there acute social or mental health problems? Does he get support for a



38

lifestyle change? Is this a priority right now, or is there another matter in need of more ur-
gent care? (Werch, Ames, Moore, Thombs & Hart 2009.)

Teachable moments

If you identify a moment that is critical for taking up a subject, do it. If a client is complain-
ing about an accident he had or relationship problems currently because of excessive alcohol
use, it could be a beneficial moment to take up the subject of cutting down the drinking.
When a person is suffering from worsened asthma or sleep apnea attacks, he could be moti-
vated to think about stopping smoking. If a relative or friend has just been diagnosed with an
NCD, it could help in motivating towards a change in own lifestyle. These can also be de-
scribed as Cues to action, according to the Health Belief Model. Sometimes a favorite dress
not fitting is enough to motivate a lifestyle change; sometimes it takes a diagnosed diabetes.
As health professionals it is beneficial to try and listen if this would be a good moment to

make an intervention. (Werch et.al. 2009; Glanz no date.)

8.2 Cultural adaptation process and use of noncommunicable disease material

The project of cultural adaptation is in part continuing the large process of IFRCs production
of global NCDs health education material. To create a material package with up-to-date infor-
mation and learning methods for such a huge organization as the IFRC, has been a big chal-
lenge. Participants from many different national societies and cultures have contributed to
the material. It is meant as a part of Community Based Health and First Aid (CBHFA) material,
and can be used either separately or with other materials. (Implementation and facilitator
guide... 2014.)

Unfortunately the material was in such a layout format, that the process of translation and
layout turned out to be very difficult and expensive. The Finnish Red Cross did not have the
program for the layout in question. It is important that the IFRC considers this in the future,
so that the translation and cultural adaptation process is made as easy and inexpensive as
possible, for more countries to be able to take advantage of materials. The materials should

be made available in for example MS Word-format.

In future projects of translation and cultural adaptation of health education material, it is
recommended to follow the ECDC guide “Translation is not enough. Cultural adaptation of

health communication materials. A five-step guide.” (ECDC 2016) as closely as possible. The
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text requires a considerable amount of work before translation as well as after. For this rea-
son it would be important to get the IFRC material in an easily editable document form. It is

beneficial to reserve enough time for the process.

When developing a global tool for health promotion, such as NCDs toolkit, it would be benefi-
cial to include some variation in content, depending on target population and country: there
could be optional parts for higher income countries with additional background information,

research, references and assignments.

The particular sections of NCDs toolkit were chosen to be used at FRC Healthpoints to aid in
raising awareness, motivation and planning interventions for NCDs prevention. The material
can be used in individual health appointments and counselling, as well as in group sessions.
Material will be in electronic form, so it can also be used through video projector with

groups.

It is advisable to use only part of the material at one meeting, since there is far too much in-
formation to absorb at one time. Healthpoints might have a theme evening, where for exam-
ple healthy eating habits or NCDs as a whole are discussed in a group. Alternatively, the vol-
unteer can discuss individually with clients and find out which risk factors they find most im-

portant for themselves, and if they would be willing to change a lifestyle.

The material can also be used in several other Finnish Red Cross activities besides the Health-
points, as for example a discussion tool about healthy lifestyles and prevention of illnesses at
first aid courses, first aid group or friend service meetings etc. It can be utilized in other or-

ganizations outside the Red Cross, as well. Especially the Risk assessment card can be used as

a tool with clients in for example public health care.

It is important that the material is continuously evaluated, adjusted and developed according
to needs and new knowledge. It would be very interesting to conduct a follow-up survey at
Healthpoints when the final material is in use. It would be beneficial to add components of
health education about other chronic disease, which have serious effects on public health in

Finland, such as mental disorders, musculoskeletal diseases and memory disorders.

Health project plan model, which was used for this cultural adaptation project (Appendix 7)
can be utilized at Healthpoints, as well. It can be useful in planning new activities or inter-
ventions, such as a health education project for a specific group, a theme day or a new place
for Healthpoint reception. It is beneficial to consider, before starting new activities, what are

the actual needs of a certain group or location, what we want to achieve with the interven-



40

tion, and how we can verify and measure the outcome. Are we doing something actually ben-
eficial and effective? The model can be used by other Red Cross groups, as well, for planning

shorter projects or interventions.

New ways to use the material, taking advantage of modern digital tools and knowledge of
health promotion methods should be developed, in forms of e.g. electronic and mobile appli-
cations, and innovative ways of health promotion for different individuals and groups. It is im-
portant to consider which activities and interventions are offered to which target groups. Are
we targeting the most vulnerable in our community? Who are the people most in need of this
knowledge and tools about NCDs? How can we reach them? Will the intervention be effective?
This is where cooperation with rest of the Red Cross branch, public health care, churches and

other organizations plays a large role in the future.
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Appendix 1: Health action plan

Suunnitelmani terveempaan elamaan

Arvioni nykyisesta terveydentilastani kokonaisuutena asteikolla:

(EEEEEEEE 2-----e- KEECERLS 4onninne 5-mneee- 6------- JARSEEEEE 8------ 9------ 10
Tavoitteeni terveydentilani suhteen asteikolla:
(EEEEEEEE 2---nme- 3--e- 4ennee 5-mnees 6------- JARSEEEEE 8------ 9------ 10

Tavoitteeseen paasemiseksi suunnitelmani terveempaan elamaan:
- Mita asioita haluan muuttaa:

- Mika on naista ensisijainen? Miksi?

- Jos teen muutoksen, mitka ovat muutoksen hyodyt?

Enta haitat?

Mitka asiat auttavat minua onnistumaan (tukiverkostoni, vahvuuteni, kokemukseni, motivaa-
tio):

Suunnitelmani elintavan muuttamiseksi:
Mika muuttuu ja miten?

Aikataulu:

Mita esteita/haasteita voi muodostua muutokselle?

Suunnitelmani esteiden voittamiseksi:

Ensimmainen konkreettinen askel:




Appendix 2: Risk assessment card

Tarttumattomien tautien
riskien arviointi:

kyselylomake

Vastaa kaikkiin kysymyksiin elintavoistasi.

MiN&g

| ﬂ a 3 pistetta
Terveellinen
ruokavalio:
5 annosta hedelmia,
marjoja ja/tai Syans.tl
vihanneksia joka paiva useain;f;apa_a_r;yg ksl

Liikunta:

30 min kehon liikkeessa
pitavaa toimintaa

joka paiva, esim. kavelya,
pyorailya, venyttelya.

©

30 min tai enemman
joka péivé

Liian suuri

maara alkoholia:

Naisilla enemman kuin 1 annos
ja miehilla enemman kuin 2
annosta alkoholia paivittain

©

Juon 0-1 annosta
alkoholia péivassa

Tupakkatuotteiden
Kaytto:

Tupakointi tai esim. nuuskan
kaytto, tai asuminen tai
tyoskentely samassa
huoneessa tupakoitsijan kanssa

©

En ole koskaan
kéyttanyt
tupakkatuotteita

What your self-assessment score means:

4-6 pistetta:

7-11 pistetta:

arttume
Elat te

12 pistetta:

Oletko yli 45-vuotias mies
tai yli 55-vuotias nainen?

Oxma (i

+0 pistetta +1 piste

Itsearviointisi kokonaispisteet:
Laske yhteen B- ja C-kohtien pisteet.

4-7 pistetta
Hakeudu
laboratoriotutkimuksiin,

8-12 pistetta
Hakeudu
terveystarkastukseen.

International Federation
of Red Cross and Red Crescent Societies
www.ifrc.org Saving lives, changing minds.
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Saat jokaise

jokaisesta

Saat jokaisesta 1 p

Laske pisteesi
yhteen
2 pistetta 1 pistetta -1 pistetta riveitt&in
i~
® ® )
s
N’
Sybn jonkin verran, En syé

mutta alle 5 annosta séénnollisesti

péivassa
o
f;‘“ ':kw
@)
—
=/
Alle 30 min En liilku
paivassi

Juon enemmén kuin

Juon 1-2 annosta
i 3 annosta paivissa

paivissa

Kaytan tupakkaa
tai altistun
jollekin savulle

Lopetin tupakan
kayton alle
2 vuotta sitten

Elintapapisteesi
yhteensa:

aan tautiin,

. Hie

Esiintyykd suvussasi
tarttumattomia tauteja?

Oxma (i

+0 pistetta +1 piste
13 pistetta 14 points
Hakeudu Hienoal Selvité viela
terveystarkastukseen. verensokeri- ja kolesteroliarvosi.

Tyovaline 3.1



Tarttumattomien

tautien riskien arviointi:

Paivays:

lka:

Terveystarkastus

Jos olet nainen, oletko raskaana?

Tutkimuspaikka:

| adkari-

kyselylomake
OKy!lé OI—]
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ja laboratoriotutkimukset

Vyotaronymparys: Miehet: < 102cm | Vyotaron- Verensokeri: <6 mmoll yerei
Naiset: < 88 cm ymparys: sokeri:
Mittaus kertoo, Sokerien maara -
onko sinulla epéaterveel- veressd, kun edelta- 6,1-6,9 mmol/l
linen maara rasvaa oy vasta ateriasta tai
¢ 3\ Miehet: >102cm
vyoétardllasi (* * ) Naiset: > 88 cm nesteen nauttimisesta >126
e on 8 tuntia. Tulos
Painoindeksi @ valing Pituus: kertoo, miten hyvin
. 18,5and 25 st elee
{BMI): ; Paing: elimistési kasittelee
Mittaus kertoo, valilla sokeria
oletko yli-, ali- vai 25,5 and 30 Paino-
normaalipainoinen Y s i i &
P J YR adeicl: : Kolesteroli: <6 mmol/l Kokonais-
s c i Mittaa verestd kolesteroli:
il = H
Verenpaine: 90/60 mmHg - Ve_'e". : sellaisten rasvojen 6,1-6,9 mmol/l
Mittaa miten tehokkaasti 120/80 mmHg PRGOS madraa, jotka estavat
veri virtaa elimistéssé ja vaind i P /at v
T J 120/80 mmHg - H tai hidastavat veren ) >126 mg/dl
kuljettaa happea ja ~ 140/90 mmHg : virtaamista syddmesta
ravintoaineita elimiin (% 3\ Korkeampi kuin H ja sydameen
140/90 mmHg H
Huom. Jos verenpaineesi on alle 90/60, mene heti terveysasemalle. :

i Laboratoriokokeiden tulos:
Terveystarkastuksen tulos:

3000

1200

13 ©O0O

200

IS

1©

; Riskisi sairastua Sinulla on keskin- Sinulla voi

Hienoa! Kay vield Muuta elintapojasi Sinulla voi jo olla : tarltymatloynaf«m kefta'nen riski joolla tamlj"
tarkistuttamassa terveellisempaan tarttumaton tauti tautiin on pieni. sairastua tar' ?tumat- m?t(,m tauti
verenpaineesi ja suuntaan alen- tai sinulla riski : HIENOA! Jatka tomaan tautiin. t_al s,InUI_Ia )
kolesteroliarvosi. taaksesi riskeja. sairastua. Kay ! ferveellisten elin- Sinun pit4d tarkkailla iski sairastua.
Kay vuosittain Kay tarkistuttamassa  terveysasemalla tapojen noudat- elintapojasi vélttaak- Hakeudu
tervey verenpai ija tarkistuttamassa : tamista. Tule ensi sesi tarttumattomat |4k driin perus-
sessa kolesteroliarvosi. verenpaineesi ja : vuonna uudestaan taudit. Kay terveys- teellisempia

Kay terveystarkastuk-  kolesteroliarvosi. ; k ja tutkimuksia

sessa uudestaaan 1-3 yllapitask i lab i varten.

kuukauden kuluttua. i hyvaaterveyttasi. vuoden kuluttua.

Suunnitelmani terveempaan elaméaan:

Tavoitteeni elintavoissa:

Minua motivoi muutokseen:

Suunnitelmani elintapojen muuttamiseksi:

Tukiverkostoni:

Inter F
of Red Cross and Red Crescent Societies
‘www.ifrc.org Saving lives, changing minds.

Tyovéline 3.1
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Appendix 3: NCD Puzzle

(] Hiematons Poderaion
ot Rod Cross and Fed Croscent Societies tydviline 1.2
e b b, g e

Tybvaline 1.2 Leikkaa palat iri kat i kohdalta. Tautipalapelin pohjaan
. yhteensd 8, nelja pydeca sairautta ja nolja kulmikasta riskiteki i
Pala| pelm palat palat oikeisiin paikkoihin. Irrota palat varovasti seuraavan taudin lpikayntia varten.
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Appendix 4: Healthy eating habits

Ohjeita terveelliseen ruokavalioon

Hyvéan ruokavalion vaikutuksia elimistoon Huonon ruokavalion vaikutuksia elimistoon

an huonosti ja ailheuttaa

Lisaa hampaiden reikiinty aal vien bakteerien kasvua
ussa

Aiheuttaa ver erin ainoa, mika aiheuttaa
alakuloisuutta ja uupumusta

Nostaa adrenaliinin maaraa, mika lisaa elimiston stressia

Voi aiheuttaa ummetusta kuidun ja veden
puutteen vuoksi

solut vanhenemaan nopeammin

Intemational Fadsration
af Rsd Crasa and Red Crsecent Sacleden Tyovaline 2.3
e G Nawing e, abseging edrida
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Appendix 5: Feedback survey

Palautelomakkeen saatekirje

Hyva Suomen Punaisen Ristin terveyspisteen asiakas!

Suomen Punaisen Ristin terveyspisteilla testataan Punaisen Ristin ja Punaisen Puolikuun kan-
sainvalisen liiton tuottamaa tarttumattomien tautien ennaltaehkaisyyn ja hoitoon liittyvaa
materiaalia. Keraan palautetta materiaalista ja sen soveltuvuudesta Suomeen ja SPR:n ter-
veyspisteille osana Laurea-ammattikorkeakoulussa tekemaani ylemman ammattikorkeakoulun
opinnaytetyota. Palaute auttaa meita kehittamaan materiaalia terveyspisteiden kayttoon, ja

antamaan palautetta myos kansainvaliselle liitolle materiaalin toimivuudesta Suomessa.

Olisin erittain kiitollinen jos tayttaisitte ohjauksen jalkeen lomakkeen (1 A4) ja antaisitte sen
terveyspisteen vapaaehtoiselle minulle edelleen postitettavaksi. Henkilotietojanne ei kerata,
eika henkilollisyytenne paljastu missaan tilanteessa. Kaikki lomakkeet ja niihin tallentamanne
tiedot kasitellaan yksityisyytenne suojaten, eika tietoja kayteta muuhun tarkoitukseen. Lo-

makkeet havitetaan silppuamalla opinnaytetyon hyvaksymisen jalkeen.
Suuret kiitokset etukateen!
Ystavallisin terveisin, terveydenhoitaja Annika Kaarnalehto,

SPR Lounais-Espoon osasto, Laurea ammattikorkeakoulun yamk-opiskelija

Yhteystiedot: s-posti: annika@kaarnalehto.fi

SPR:ssa kehittamistyon yhteyshenkilona toimii: Kristiina Myllyrinne,

kristiina.myllyrinne@redcross.fi



mailto:annika@kaarnalehto.fi
mailto:kristiina.myllyrinne@redcross.fi
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Punaisen Ristin ja Punaisen Puolikuun kansainvalisen liiton (IFRC) Tarttu-
mattomat taudit- materiaalin kaytto SPR:n terveyspisteilla

Palautelomake
Paivamaara:

Terveyspiste: SPR:n piiri:

Ympyroi oikea vaihtoehto

1. Sukupuoli: a) Mies b) Nainen c) Muu

2. Ika: vuotta

3. Olen terveyspisteella a) Asiakas b) Vapaaehtoistyontekija

4. Terveyspisteella kaytetty materiaali: a) Tarttumattomat taudit  b) Liikunta

c) Ruokavalio d) Tupakointi e) Alkoholi ~ f) Ensiaputilanteet
g) Terveyskayttaytymisen muutos h) Kyselylomake

5. Materiaali soveltuu Suomen Punaisen Ristin Terveyspisteella kaytettavaksi mielestani
a) huonosti  b) melko huonosti c) melko hyvin d) oikein hyvin

6. Mika materiaalissa oli erityisen hyodyllista tai kiinnostavaa?

7. Mitd parannettavaa tai soveltumatonta materiaalissa huomasit?

8. Missa muissa tilanteissa/ryhmissa materiaalia voisi mielestdsi hyodyntaa?

Seuraavat kysymykset ovat vain Terveyspisteen asiakkaille:

9. Kyselylomakkeen elintapapisteiden perusteella (kohta B) riskini sairastua tarttumatto-

maan tautiin on

a) suuri (4-6 p.) b) keskinkertainen (7-11 p.) c) pieni (12 p.)

10. Minulla on jo todettu tarttumaton tauti tai pitkaaikaissairaus, joka on:

a) diabetes b) sydan- tai verisuonisairaus c) krooninen keuhkosairaus
d) syopa e) muu pitkaaikaissairaus  f) ei ole todettu mitaan naista

11. Kdytyani ldpi materiaalin kasitykseni omista riskeistani muuttui

a) ei ollenkaan b) hieman c) melko paljon
d) huomattavasti

12. Sain materiaalista uutta tietoa

a) ei ollenkaan b) hieman c) melko paljon

d) huomattavasti

KIITOS OSALLISTUMISESTA!
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Appendix 6: Modifications

KORJAUSEHDOTUKSET
Aihepiiri 1
1.1
- Nimeksi esim. Tyovaline 1, 2, jne. (Aihepiirin sijaan), jarjestys ja numerointi vasta
viimeksi

- Korjaa "krooniset hengitystiesairaudet ”-> krooniset keuhkosairaudet?

2. Kerro: Korjaa ..., vaan jotka ovat tavallisesti seurausta...” POIS-> tilalle ..., vaan ovat
usein elintavoilla ehkaistavissa olevia kroonisia kansantauteja.”

3. Lisays:
- Mihin sairauksiin nama riskitekijat mielestasi vaikuttavat?
- Voit kayttaa tassa Palapelia. Palapelin avulla voi havainnollistaa seka herattaa keskustelua

neljan elintapatekijan vaikutuksesta kunkin taudin syntyyn.

4. Kerro:

- Lisays: Olemalla aktiivisia ja lilkkkumalla saannollisesti

- Lisays:
Sydan-ja verisuonitaudit Suomessa
- Sepelvaltimotauti, sydamen vajaatoiminta ja aivoverenkiertohairiot yleisimmat
- Suurin yksittainen kuolinsyiden ryhma
- Aiheuttavat vajaan puolet tydikaisten kuolemista
- Kaikki nelja elamantapaa vaikuttavat
- Mitka muut tekijat vaikuttavat? (korkea verenpaine, perintotekijat...)
- 80% olisi ehkaistavissa elintavoilla

- https://www.thl.fi/fi/web/kansantaudit/sydan-ja-verisuonitaudit

Syopa Suomessa
- Joka 3. suomalainen sairastuu syopaan jossakin vaiheessa elamaansa
- Toiseksi yleisin kuolinsyy Suomessa
- Yleisimmat syovat Suomessa: Rintasyopa joka 8. naisella, miehilla eturauhassyopa
- Kaikki nelja elamantapaa vaikuttavat
- Mitka muut tekijat vaikuttavat? (auringon valo, sateilylle altistuminen, tulehdukset,
perinnollisyys...)
- 1/3 ehkaistavissa elintavoilla

- https://www.thl.fi/fi/web/kansantaudit/syopa



https://www.thl.fi/fi/web/kansantaudit/sydan-ja-verisuonitaudit
https://www.thl.fi/fi/web/kansantaudit/syopa
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Krooniset hengitystiesairaudet Suomessa

- Astma, COPD yleisimmat

- Astmaa n. 10%:(la suomalaisista, COPD ilmenee keski-ikaisilla ja vanhemmilla: yli 64-
vuotiaista 12% miehista ja 3% naisista

- Tupakointi vaikuttaa astmaan ja aiheuttaa lahes aina COPD:n

- Muita kroonisia hengitystiesairauksia mm. krooninen poskiontelontulehdus, nuha,
yska, uniapnea

- Mitka muut tekijat vaikuttavat? (perinnollisyys, ymparistotekijat...)

- http://www.terveyskirjasto.fi/terveyskirjasto/tk.koti?p_artik-
keli=dlk00029&p_haku=keuhkoahtauma

- https://www.thl.fi/fi/web/kansantaudit/astma-ja-allergiat

Diabetes Suomessa
- Tyyppi 1 ja 2 ovat yleisimmat
- Aiheuttaa pitkaaikaisesti kohonneen verensokerin
- Tyypin 1 diabetesta sairastaa Suomessa n. 50 000 ja tyypin 2 diabetesta n.500 000
- 2-tyypin diabetekseen vaikuttavat kaikki nelja elamantapaa
- Mitka muut tekijat vaikuttavat? (perinnollisyys, ika, MBO...)
- https://www.thl.fi/fi/web/kansantaudit/diabetes

1.3

Kuva:

- Soita 112 (tai vie henkilo heti laakariin -> POIS), myos tekstiosuus ja 1.4 ja 1.5 kaikki koh-
dat

- Korjaus: Anna henkilon ottaa omaa laakettaan, jos han pyytaa, tai anna ASA 250 mg pures-

keltavaksi (sama korjaus tekstiosuuteen)

- Lisays: Seuraa autettavan hengitysta ja tajunnan tasoa avun paikalle tuloon saakka. (sama
lisdys tekstiosuuteen ja 1.4 ja 1.5 kaikki kohdat)

Ensiapu rintakipukohtauksessa:

- Kun veri ei paase sydameen...-> Korjaus: Sepelvaltimotautikohtauksessa veri ei paase syda-
meen verisuonten tukkeutumisen vuoksi. Taman seurauksena osa sydanlihasta menee kuoli-

oon, ja aiheuttaa jopa hengenvaarallisia oireita.

1.4

- Aivoinfarkti syntyy...->Korjaus: Aivoverenkiertohairiolla (AVH) tarkoitetaan aivoverenkier-
rossa tapahtuvaa joko tilapaista, korjaantuvaa hairiota (TIA) tai pysyvaa vauriota aivoinfarktin
tai aivoverenvuodon seurauksena.

- Millaisia oireita?


http://www.terveyskirjasto.fi/terveyskirjasto/tk.koti?p_artikkeli=dlk00029&p_haku=keuhkoahtauma
http://www.terveyskirjasto.fi/terveyskirjasto/tk.koti?p_artikkeli=dlk00029&p_haku=keuhkoahtauma
https://www.thl.fi/fi/web/kansantaudit/astma-ja-allergiat
https://www.thl.fi/fi/web/kansantaudit/diabetes
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Korjaus: Oireet ilmaantuvat nopeasti, ja niiden tunnistaminen ja varhainen hoitoon hakeutu-
minen on tarkeaa.
Tavallisimpia oireita ovat:

- Halvausoireet: yleensa toispuoleinen kaden ja/tai jalan voima- ja/tai tuntoheikkous

* Suupielen roikkuminen

* Puhehairio

* Nakohairio: molemmilla silmilla nahtavat kaksoiskuvat tai nakokentan puutokset

* Tasapainohairio, kavelyvaikeus ja huimaus yhdessa

Oireet ovat useimmiten kivuttomia.

Aivoverenvuotoon voi liittya akillinen ja kova paansarky.

1.5
Kuva:
- Mielialan heilahtelut -> korjaa: vaihtelut
- Otsikosta pois ”tai nousu”
- POIS: Jos henkilo pystyy...
- Korjaus: Jos henkilo pystyy-POIS: -> Auta hanta ottamaan sokeripitoista syotavaa tai
juotavaa hoidoksi. Tajuttoman suuhun ei laiteta mitaan.
- Korjaus: Jos henkilo on tajuton-POIS:-> Jos sokeripitoinen syotava tai juotava ei auta,

oireet eivat helpotu tai jos henkilo on tajuton, soita 112.

- Otsikko "tai noustessa”-POIS
- Lisays: 2 virke: Tyypillisimpia ovat verensokerin laskun oireet.
- Oireet voivat vaihdella...POIS

- Numerointi oireista pois.

Lisays: Korkea verensokeri voi aiheuttaa happomyrkytyksen eli kooman. Happomyrkytys
syntyy hitaasti ja on insuliinisokkia harvinaisempi. Insuliinin puuttuminen johtaa ensin
happomyrkytykseen ja lopulta tajuttomuuteen eli koomaan. Tila on hengenvaarallinen ja
vaatii aina sairaalahoidon. Oireita ovat vasymys, pahoinvointi, vatsakivut, punakka iho,
syva hengitys ja asetonin haju hengityksessa, uneliaisuus ja tajunnan hairiot.

Keskustelkaa verensokerin nousun oireista, ja mita tilanteessa tulisi tehda.
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Tyokalu 2
2.3

Kuva:
- Sailyttaa nakokykya...POIS-> Yllapitaa nakokykya.
- Korjaa vahingoittuneita...POIS
- Parantaa merkittavasti...POIS
- Hillitsee masennusta-POIS-> Parantaa mielialaa ja toimintakykya
- Vahvistaa sydamen lihaksia -> Vahvistaa lihaksia.
- Auttaa ehkaisemaan tauteja...-> Auttaa ehkaisemaan tarttumattomia tauteja.
- Vahentaa vatsarasvaa jne. POIS
- Lisays: Auttaa nivelten toimintaa ja lihasmassan yllapitoa
- Laskee painoa ja kokonaisrasvan maaraa (loput pois lauseesta)
- Tulehduksia vahentavia...POIS
- Voi estaa...POIS

- Ravintoaineiden puutos... "alakuloa POIS”-> tilalle "mielialan laskua”

- Aiheuttaa verensokerin epatasapainoa (loput POIS)

- Nostaa adrenaliinin...POIS

- Lisaa muiden vaarallisten aineiden...POIS

- Elimisto saa liian vahan...POIS

- Lisays: Nostaa veren kolesterolipitoisuutta ja altistaa sydan-ja verisuonisairauksille

- Lisays: Nostaa verenpainetta

Teksti: Ohjeita terveelliseen ruokavalioon:
2. Kerro:
- Kun elimet eivat toimi kunnolla tai lopettavat toimintansa, ihminen voi sairastua va-
kavasti. (loput POIS)

- Sokeripitoisten juomien... POIS

Tarkastellaan...POIS.
4, Kysy:
- Rajoita rasvan, sokerin ja suolan maaraa ruoassa. (loput POIS)
- Lisays: Yksi annos on esimerkiksi keskikokoinen hedelma, 1 dl marjoja tai 1,5 dl sa-

laattia tai raastetta.

5. Kysy:
- Milta tuntuu tietaa...POIS

- http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuosi-

tukset_2014_fi_web.3_es.pdf



http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuositukset_2014_fi_web.3_es.pdf
http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuositukset_2014_fi_web.3_es.pdf
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Tupakointi

Alkoholi

Kurkku: Aiheuttaa kurkun ja aanihuulten syopaa.
Sydan: Voi tukkia verisuonia, lisaa (ei edistaa) sydankohtauksen...

Sukupuolielimet: Lisaa sukupuolielimien syopariskia seka miehilla impotenssia

Aivot: Lisays: Voi aiheuttaa mielialan laskua ja unihairioita

Epaterveellinen ruokavalio-juliste

Aivot: Korjaus: Voi aiheuttaa uupumuksen ja/tai masennuksen tunteita, paansarkya
ja keskittymisvaikeuksia

Lisays: Suolan, rasvan ja sokerin liiallinen syominen aiheuttavat riippuvuutta ja lisaa-
vat mielihaluja syoda epaterveellisesti

Suu ja hampaat: Suolan, rasvan...POIS

Muut elimet: Korjaus: Mikali elimet eivat saa syomastasi ravinnosta kaikkia tarvitsemi-
aan aineksia, elimet eivat suoriudu tehtavastaan. Tasta voi seurata niiden sairastu-
mista ja toimintakyvyn heikkenemista.

Nostaa adrenaliinin...POIS

Lisays (uusi laatikko) lho: Ravintoaineiden puutos saa ihon ja hiukset voimaan huo-

nosti

Liikunnan puute-juliste

Iho-laatikko pois

Tyokalu 3

Mina:

Korjaus: kehon liikkeessa pitavaa toimintaa-> liikkumista

Lisays: (Yksi annos on esimerkiksi keskikokoinen hedelma, 1 dl marjoja tai 1,5 dl sa-
laattia tai raastetta.)

Lisays: (THL 2016: Yksi alkoholiannos on esim. 0,33 | keskiolut/siideri, 12 cl lasi viinia
tai 4 cl viinaa.)

Naama 2 pistetta: Juon 1-2 annosta-> korjaus: Juon korkeintaan 2 annosta

Harmaa laatikko: What your self-assessment...POIS koko laatikko

Punaiset laatikot: B Elintapapisteet yhteensa-Korjaa B->A ( C->B, D->C)

C (->B): Korjaus: Esiintyyko lahisuvussasi tarttumattomia tauteja (sydan-ja verisuoni-
sairauksia, diabetesta, kroonisia hengityselinsairauksia tai syopaa)?

D (->C) Itsearviointisi kokonaispisteet: Korjaus: Laske yhteen A-ja B-kohtien pisteet.
Korjaus: 2-7 pistetta: Sinulla on epaterveellisia elintapoja, ja suurentunut riski sairas-
tua tarttumattomaan tautiin. Suositellaan hakeutumista terveydenhuollon ammatti-

henkilon vastaanotolle. 8-13 pistetta: Sinulla on joitakin epaterveellisia elintapoja tai
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muita riskitekijoita. Mieti voisiko elintapamuutoksesta olla hyotya riskien alenta-
miseksi. Hakeudu tarvittaessa terveydenhuollon ammattilaisen vastaanotolle.14 pis-

tetta: Hienoa, elintapasi ovat kunnossa!

Terveystarkastus:

- Jos olet nainen, oletko raskaana-POIS

- Tutkimuspaikka-> Vastaanottopaikka

- Laakari-ja laboratoriotutkimukset (verensokeri ja Kolesteroli -osuudet) POIS

- Painoindeksitaulukko liitteeksi esim: http://www.turku.fi/sites/default/fi-
les/atoms/files/painoindeksitaulukko.pdf

- Verenpaine: Korjaa: valilla 90/60-120/80 ->alle 129/84 (sininen naama), valilla
120/80-140-90 -> valilla 130/85-139/89 (oranssi naama)

- Painoindeksi: Yli 30 tai alle 18,5

- Huom. Jos verenpaine on alle..., POIS

- Terveystarkastuksen tulos: 3 sinista: Korjaus: Hienoa! Jatka samaan malliin. 1-2
Oranssia: Hyva! Arvosi ovat viela kohtuullisia. Kannattaa kuitenkin tarkkailla elinta-
poja, ja kayda saannollisesti terveydenhuollon ammattilaisen vastaanotolla. 1-3 Har-
maata: Sinulla voi olla riski sairastua tarttumattomaan tautiin. Suositellaan varaa-

maan aika terveydenhuollon ammattilaisen vastaanotolle.

Suunnitelmani terveempaan elamaan: (lisaa tilaa) kts. erillinen dokumentti.

Tyokalu 4
Lisaa:

Terveyskayttaytymisen muutoksen vaiheet: ohjeet

Taulukkoa voi kayttaa apuna elintapamuutosten vaiheiden havainnollistamisessa. On tarkeaa
tiedostaa, etta mikaan elintavan muutos ei tapahdu nopeasti tai itsestaan, vaan edellyttaa
mm. tietoa, harkintaa, hyvaksyntaa, aikomusta ja valmistautumista ennen toteuttamisvai-
hetta. Muutos ei myoskaan useinkaan etene suoraviivaisesti ruudusta toiseen, vaan muutosta
yritetaan useita kertoja, palaten valilla edelliseen vaiheeseen, ennen kuin pysyva muutos saa-
daan aikaiseksi. Monesti motivaatio muutokseen loytyy vasta jonkin taudin tai oireen ilmaan-

nuttua.

Vaiheet saattavat olla myos tiedostamattomia, ja kestaa vuosikausia. Olisi silti tarkeaa taka-
pakeista huolimatta jatkaa muutosta, tiedostaen muutostoiveen, ja sen vaikeuden, syyt. Hen-
kilolle saattaa muodostua epaonnistuneista muutosyrityksista vaaristynyt kasitys omasta pys-
tyvyydestaan, eli kyvystaan vaikuttaa omiin asioihinsa tai terveyteensa. Pienetkin onnistumi-
set tukevat pystyvyytta, ja motivoivat jatkamaan elintapamuutosta.

Voitte esimerkiksi pyytaa osallistujia keskustelemaan pienryhmissa tai keskustella asiakkaan

kanssa kahden kesken jostakin elintavasta jonka haluaisivat muuttaa, ja missa vaiheessa asian
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kanssa ovat menneet. Onko muutos edennyt nopeasti, vai onko jossakin vaiheessa oltu jo vuo-
sia? Onko jokin vaihe hypatty yli? Onko tullut takapakkia ja siirrytty edeltaviin vaiheisiin? Mi-
ten paasta seuraavaan vaiheeseen? Mika on konkreettinen seuraava askel kohti tavoitettasi,
jonka toteutat?

Tutustu myos esim. Muutosvaihemalliin: Esiharkinta - Harkinta - Valmistautuminen - Toi-
minta - Yllapito

http://www.hyvis.fi/lan/fi/terveysteemat/teemana-painonhallinta/Docu-
ments/E%C3%A4m%C3%A4ntapamuutoksen%20vaiheet.pdf

Tyokalu 5
5.2

Tupakkajuliste
- Aivot: Lisays: Nikotiinivieroitusoireet helpottuvat 3-4 viikon kuluessa.
- Lisays: Unen laatu ja kesto paranevat.
- Keuhkot: Lisays: Keuhkot alkavat puhdistua 1 vrk kuluttua
- Korjaus: Keuhkojen varekarvat pystyvat puhdistamaan keuhkoja ja pienentamaan tu-
lehdusriskia 9 viikon kuluessa lopettamisesta
- Suu ja hampaat: Lisays: Maku-ja hajuaisti teravoityvat 2 vrk kuluttua lopettamisesta
- Sydan ja veri: Sydan-ja verisuonitautien riski on sama...POIS

- Lisaantymiselimet: Lisays: Miehen erektio-ongelmat vahenevat

Teksti: Tupakoinnin lopettamisen vaikutuksia
- Korjaus: Kymmenen vuoden kuluessa:.....syovan riski on alempi-> vahenee.
- Viidentoista vuoden kuluessa: Sepelvaltimotaudin riski on sama kuin henkiloilla jotka
eivat ole koskaan polttaneet yhtaan tupakkaa. Loppu eli Riski kuolla... POIS

- http://www.stumppi.fi/portal/etusivu

3.3
Alkoholijuliste
- Sydan ja veri: Lisays: Verenpaine alenee.

- Muut elimet: Korjaus: Maksa alkaa toipua ja maksasyopariski vahenee

- Lisays: Suolistosyopariski vahenee

- Lisays: Vatsavaivat vahenevat

- http://www.julkari.fi/bitstream/handle/10024/129668/TT_Alkoholinris-
kit_PAINO.pdf?sequence=1

Teksti: Alkoholinkayton vahentamisen vaikutuksia
2. Vaikka olosi on...POIS

- Tilalle: Painonhallinta helpottuu ja mieliala paranee.


http://www.hyvis.fi/lan/fi/terveysteemat/teemana-painonhallinta/Documents/El%C3%A4m%C3%A4ntapamuutoksen%20vaiheet.pdf
http://www.hyvis.fi/lan/fi/terveysteemat/teemana-painonhallinta/Documents/El%C3%A4m%C3%A4ntapamuutoksen%20vaiheet.pdf
http://www.stumppi.fi/portal/etusivu
http://www.julkari.fi/bitstream/handle/10024/129668/TT_Alkoholinriskit_PAINO.pdf?sequence=1
http://www.julkari.fi/bitstream/handle/10024/129668/TT_Alkoholinriskit_PAINO.pdf?sequence=1

5.4

Juliste
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3. Kysy: Muuta kaikki kysymykset sina-muotoon!

Milta sinusta tuntuu?-kysymykset POIS

Lisays, 2. kysymys: Oletko huomannut alkoholinkaytosta haittavaikutuksia?

Lisays 3. Kysy -osion loppuun (Suurkuluttajille saattaa tulla vieroitusoireita...): Vapi-
naa, levottomuutta, sydamen tihealyontisyytta, hikoilua, puhevaikeuksia, seka-

vuutta, harhoja

Vatsa ja sisaelimet: Korjaus: Sisaelimesi toimivat tehokkaammin ja ulostaminen nor-
malisoituu.

Sailyttaa nakokykya...POIS

Aivot: korjaa vahingoittuneita aivo-ja hermosoluja POIS

Muut elimet: Maksa toipuu...jne. Kuuluu kohtaan Vatsa ja sisaelimet

Lisays: Muut elimet: lhon kunto paranee.

Teksti: Terveellisen ruokavalion vaikutuksia

1. Kerro: Lisays 1. kappaleen peraan: Suomalaisissa ravitsemussuosituksissa paivittai-
sesta energiasta suositellaan tulevan 45-60% hiilihydraateista (viljavalmisteet, kasvik-
set, marjat ja hedelmat), 25-40% rasvoista (2/3 tyydyttymattomista rasvahapoista),
seka 10-20% proteiinista (liha, kala, kananmuna). Ihminen tarvitsee myos riittavasti
nesteita paivittain (1-1,5 litraa/vrk). Ateriarytmi kannattaa pitaa saannollisena, ja
syoda ateriat pitkin paivaa n. 3-5 tunnin valein.

Korjaus: auttaa kamppailemaan-> auttaa ehkaisemaan sairauksia.

Numerointi ja aikamaareet pois kaikista (nro 1.-13.)!

Korjaus: 1. valittomasti -> jo lyhyessa ajassa.

Korjaus: 9. ...ulostaminen normalisoituu. Verisuonissa oleva haitallinen kolesteroli al-

kaa hiljalleen poistua.

12. Kaikkien on tarkeaa...POIS. Tarttumattomien tautien riski vahenee.
13. Korjaus: Elimistosi saa tarvitsemiaan vitamiineja ja kivennaisaineita, ja verenso-

keri ja insuliinitasot normalisoituvat.

2. Kysy:
- sOi aiemmin -> syo

- oli->on, soit-> syot

- Suolansaannin rajoittaminen: Lisays: Varo piilosuolaa! Missa uskot piilosuolaa olevan?

- Sokerinsaannin rajoittaminen: lisays: Varo piilosokeria! Missa uskot piilosokeria olevan?

- Rasvansaannin rajoittaminen: Grillaa POIS. Leikkaa rasva pois...POIS. Tilalle: Suosi vaharas-

vaisia elintarvikkeita.



63
Liite 6

Lisays: Rasvan laatuun tulee kiinnittaa huomiota, ja suosia tyydyttymatonta rasvaa (kasviol-
jya, pahkinoita, siemenia ja rasvaista kalaa) ja valttaa tyydyttyneita rasvoja, kuten elainras-
voja. http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuosi-
tukset_2014_fi_web.pdf

5.5
Juliste
- Aivot: Korjaus: Stressista palautuminen nopeutuu.
- Keuhkot: Sisaan-ja uloshengitysta...POIS. Tilalle: Hengitys tehostuu: hengityslihakset
vahvistuvat ja hengastyminen vahenee.
- Lihakset ja nivelet: Nivelet tulevat vakaammiksi POIS, Tilalle: Nivelrusto ja nivelta
ymparoivat kudokset vahvistuvat. Liikelaajuudet sailyvat ja jaykistyminen vahenee.

- Luut: Luiden leveys ja tiheys kasvavat -> Korjaa: Luuntiheys kasvaa, ja alttius murtu-

mille pienenee.

Teksti: Liikunnan vaikutuksia
1. Kerro: Lisays 1. kappaleen loppuun: Suomessa terveysliikuntasuositus on reipasta kes-
tavyysliikuntaa (kuten arkiliikuntaa, pyorailya tai kavelya) 2 h 30 min. tai rasittavaa
kestavyysliikuntaa (kuten juoksua, hiihtoa tai pallopeleja) 1 h 15 min. viikossa. Lisaksi
suositellaan lihaskuntoa ja liikehallintaa yllapitavaa liikuntaa (kuten kuntosalia, jump-

paa tai tanssia) 2-3 kertaa viikossa.

- Luiden leveys ja tiheys -> Luuntiheys
- Sydanlihas vahvistuu (ja kasvaa POIS)
- Sinulla on enemman verta...POIS

- Korjaus: Keuhkosi ja hengityslihaksesi vahvistuvat.

- http://www.ukkinstituutti.fi/ammattilaisille/terveysliikunnan-suositukset



http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuositukset_2014_fi_web.pdf
http://www.ravitsemusneuvottelukunta.fi/files/attachments/fi/vrn/ravitsemussuositukset_2014_fi_web.pdf
http://www.ukkinstituutti.fi/ammattilaisille/terveysliikunnan-suositukset
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Appendix 7: Project plan model

Terveysprojektisuunnitelma

1.

MALLI
Tarvekartoitus:
Tiedon kerays ja analysointi tarpeiden maarittamiseksi.
Esim. alueen / vaeston riskit, haavoittuvimmat ryhmat, esiintyvat sairaudet/tapa-
turmat, olemassa olevat interventiot, prioriteettien maaritys:

Paamaaran ja tavoitteiden asettaminen:
Mita halutaan saavuttaa?
Esim. konkreettinen tavoite osallistujamaarasta ja saavutettavasta terveyshyo-
dysta. Terveyshyodyn vaikuttavuus?

Menetelman valinta:
Miten ylla olevat tavoitteet saavutetaan? Mitka ovat toteutusmenetelmat?
Tarvittavat resurssit?

Terveysprojektin toteutus
Aikataulu: Kuka tekee mita ja koska?

Arviointi
Miten tulokset saavutettiin? Pystytaanko tulokset tai vaikuttavuus mittaamaan?
Miten projektin tuloksia voidaan parantaa seuraavalla kerralla?

(Ldhde: McKenzie J., Neiger, B. & Thackeray, R. 2013. Planning, Implementing, and Evaluat-
ing Health Promotion Programs. A primer.6th ed. Pearson International edition
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Appendix 8: Research permission

Annika Kaarnalehto 2.5.2016

Osoite: Ohrakaskensyrja 7 B TUTKIMUSLUPAPYYNTO
02340 Espoo

Puhelinnumero: 045-1301519

e-mail: annika@kaarnalehto.fi

Suomen Punainen Risti
Kristiina Myllyrinne
Osoite: Tehtaankatu 1 A, 00140 Helsinki

SPR:N TERVEYSPISTEIDEN MATERIAALIN ARVIOIMINEN JA KEHITTAMINEN

Pyydan taten lupaa suorittaa arviointitutkimusta SPR:n Terveyspisteilla testattavan Punaisen Ristin
ja Punaisen Puolikuun kansainvalisen liiton tuottaman Tarttumattomien tautien materiaalin kayton
yhteydessa. Materiaali on valikoitu yhteistyossa SPR:n keskustoimiston kanssa, ja suomennettu ja
taitettu Keskustoimiston toimeksiannosta.

Materiaalia testataan eri SPR:n Terveyspisteilla touko-kesakuun aikana 2016. Seka Terveyspisteen
asiakkaat etta vapaaehtoiset saavat vastata palautekyselyyn, joka suoritetaan paperilomakkeella
(liite 1, toinen sivu). Opiskelija (A.K.) keraa vastaukset kesan 2016 aikana, analysoi ne SPSS-ohjel-
man avulla ja tekee tulosten yhteenvedon ja parannusehdotukset SPR:n keskustoimistolle elo-syys-
kuun aikana.

Palautelomakkeessa ei kysyta nimea, eika vastaaja ole tunnistettavissa. Palautelomakkeeseen liite-
taan tietoisen suostumuksen lomake joka jaa asiakkaalle (liite 1, ensimmainen sivu). Palautelomak-
keet keraa vaitiolovelvollinen Terveyspisteen tyontekija, ja lahettaa allekirjoittaneelle. Palautelo-
makkeen vastauksia ei kayteta muuhun tarkoitukseen.

Materiaalin valikoinnista, lahettamisesta ja palautteen keraamisesta on sovittu SPR Keskustoimiston
tyontekijan Kristiina Myllyrinteen kanssa.
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Ohjaava opettaja: Teija-Kaisa Aholaakko, yliopettaja, Laurea-amk, p. 046-8567348

Ystavallisin terveisin
Annika Kaarnalehto Espoo 2.5.2016
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Appendix 9: Example of the modified score counting and feedback

Original scores and feedback of self-assessment: Elintapapisteeni yhdessd
B. What your self-assessment score means:

p's?égt'a pist_etté: 12

1 : Sinullaon ;

Elat joitakin plsé:lgafc':( a 14
il \/eep:ﬁgié terveel- Laske 47 8-12 13 e
sesti. t_anJa’ Riskisi Itsearvi- hteen pistetta: pistetta: pistetta:  Selvita
Sinulla iﬂofg sairastua  ointisi g_ i3 c. Hakeudu Hakeudu Hakeudu vield
on suuri sinullaon tartty.  kokonais- kof:tien laborato  terveys-  terveys-  verenso-

riski keskinker- matto- pisteet: e riotutki-  tarkas- tarkas- keri- ja

sairastua tainen maan P * muksiin.  tukseen. tukseen. koleste-
tarttu- riski T roliarvo-
matto- sairastua S -
maan tarttumat- °|_'|1, plem'.

tautiin. tomaan  Fienoa:

2-7 pistetta: Sinulla on epdterveellisid elintapoja,
ja suurentunut riski sairastua tarttumattomaan
tautiin. Suositellaan hakeutumista terveydenhuollon
ammattihenkilon vastaanotolle.

8-13 pistettd: Sinulla on
joitakin epdterveellisid
elintapoja tai muita
riskitekijoitd. Mieti voisiko
elintapamuutoksesta olla
hyotyd riskien alentamiseksi.
Hakeudu tarvittaessa
terveydenhuollon
ammattilaisen vastaanotolle.

14 pistettd: Hienoa, elintapasi
ovat kunnossa!




