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Abstract

Reem Saleh Al Gurg

Exploratory study of the factors that influence nutrition interventions in the United
Arab Emirates’ healthcare system.

INTRODUCTION: Non-communicable diseases are on the increase worldwide,
causing more than 36 million deaths each year. Evidence of the link between the
role of nutrition and reducing non-communicable diseases is predominant in the
literature. The factors influencing intervention strategies/policies and activities,
however, need attention.

AIM: The study aims to examine the factors that influence nutrition interventions
within the United Arab Emirates’ healthcare system.

METHOD: This research adapts an interdisciplinary approach where a triangulation
mixed methodology is applied. Both qualitative and quantitative methods are used,
through the analysis of ten interviews with policy makers, four case studies and 161
questionnaires. Furthermore, the research framework, which emerged from the
literature search and qualitative analysis, is tested and validated by rigorous
guantitative analysis using SPSS. The statistical analysis, using factor analysis,
MANCOVA and ranking analysis aims to provide solid support for the resulting
factors.

MAIN FINDING: The study identifies five factors that influence nutrition
interventions in a healthcare system, and could enhance the effectiveness of
nutrition interventions. The factors are 1) quality and processes, 2) training and use
of technology, 3) senior management involvement and responsibility, 4) patient
diversity, and 5) multidisciplinary teams.

CONCLUSION: This study contributes to the emerging literature on management in
nutrition interventions and the theory and importance of preventative measures in
relation to nutrition. This study provides a roadmap for policy makers to adopt in
order to enhance the role of nutrition interventions in healthcare settings.

KEYWORDS: Healthcare policy; mixed methods; nutrition; healthcare management;
healthcare strategy; non-communicable diseases; public health; preventative
healthcare system.
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Glossary

Throughout this dissertation, the following definitions and meanings will refer to

the following terms:

1.  Accountable care organisation: ACOs consist of providers who are jointly
held accountable for achieving measured quality improvements and
reductions in the rate of spending growth. The definition emphasises that
these cost and quality improvements must achieve overall, per capita
improvements in quality and cost, and that ACOs should have at least limited
accountability for achieving these improvements while caring for a defined
population of patients (McClellan et al., 2010).

2.  Community centric: Community-centred models include models that have
different stakeholders as participants.

3. DHA: Dubai Health Authority is the regulative body of the healthcare sector in
the Emirate of Dubai and aims to provide an accessible, effective and
integrated healthcare system, protect public health and improve the quality of
life within the Emirate (DHA, 2014).

4. DHCC: Dubai Healthcare City was launched in 2002 to meet the demand for
high-quality patient-centred healthcare. Today, DHCC is home to two
hospitals, over 120 outpatient medical centres and diagnostic laboratories
with over 4,000 licensed professionals occupying 4.1 million square feet in the
heart of Dubai (DHCC, 2012).

5. Evidence-based medicine: The practice of evidence-based medicine means
integrating individual clinical expertise with the best available external clinical
evidence from systematic research (Sackett et al., 1996).

6. Family centric: Family-centred care (FCC) is a partnership approach to
healthcare decision-making between the family and healthcare provider (Kuo
et al,, 2012).

7. HAAD: The Health Authority — Abu Dhabi is the regulative body of the

healthcare sector in the Emirate of Abu Dhabi and ensures excellence in
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10.

11.

12.

13.

14.

healthcare for the community by monitoring the health status of the
population (HAAD, 2014).

Health promotion: Health promotion is the process of enabling people to
increase control over, and to improve, their health. It moves beyond a focus
on individual behaviour towards a wide range of social and environmental
interventions (WHO, 2014b).

Integration of care: Integrated care is a term that reflects a concern to
improve patient experience and achieve greater efficiency and value from
health delivery systems (Shaw et al., 2011).

MOH: Ministry of Health is mainly responsible for the implementation of
policy in all areas of technical, material and coordination with the Ministries
of State, and cooperation with the private sector in health locally and
internationally, in addition to members of the community (MOH, 2011).
Multidisciplinary team: A multidisciplinary team (MDT) is composed of
members from different healthcare professions with specialised skills and
expertise. In this thesis, the following two points were deduced from the
factor analysis regarding the term MDT: 1) multidisciplinary teams in these
hospitals include nutrition personnel; 2) the nutrition personnel in all
multidisciplinary teams have a well-defined role.

Non-communicable diseases (NCDs): also known as chronic diseases; they are
not passed from person to person. They are of long duration and generally
have slow progression. The four main types of non-communicable diseases
are cardiovascular diseases (like heart attacks and stroke), cancers, chronic
respiratory diseases (such as chronic obstructed pulmonary disease and
asthma) and diabetes (WHO, 2013).

Patient centric: Healthcare that establishes a partnership among
practitioners, patients and their families (when appropriate) to ensure that
decisions respect patients’ wants, needs and preferences, and that patients
have the education and support they need to make decisions and participate
in their own care (Institute of Medicine, 2001).

Patient diversity: In this thesis the following three points were deduced from

the factor analysis regarding the term patient diversity: 1) the patient
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15.

16.

17.

18.

population of the hospital is considered before setting up menus; 2) the
hospital considers the differences in patient ethnicity when setting up services
by the nutrition department; 3) culture and diversity in the patient population
is considered in the nutrition strategy.

Practitioner: In this research, practitioner refers to a healthcare professional
in the clinical aspect of the hospital, such as doctor, nurse, physiotherapist,
nutritionist or pharmacist.

Professional: a person who by education, training, certification or licensure is
qualified to provide and be engaged in providing healthcare. This
encompasses many disciplines in healthcare such as administration, quality
departments as well as health technology departments.

Policy maker: a policy-maker, or policy decision-maker, is defined as an
individual who has the decision-making authority to sign policy documents, or
allocate funds at the national level. As a result, this study focused on national
(or federal) level decision-makers, through semi-structured, in-depth
interviews with policy decision-makers (Hyder et al., 2011).

Quality and processes: In this thesis, the following 13 points were deduced
from the factor analysis from the term ‘quality and processes’: 1) quality
assurance measures are used to ensure patient-centric nutrition care; 2)
hospitals have quality measures in place to ensure nutritional care is delivered
across all areas consistently; 3) hospitals have clear processes to ensure
evidence-based nutrition interventions; 4) hospitals have clear processes in
place to assess user expectation of nutrition interventions; 5) user expectation
feedback is used in nutrition intervention; 6) the methods of communicating
the different nutrition services provided to patients are clear; 7) hospitals
have clear processes for patient orientation and empowerment; 8) in some
hospitals, clear processes are available to assess the effectiveness of nutrition
health initiatives; 9) in some hospitals nutrition programme impacts are
measured effectively; 10) the demographic profile of the UAE is used as part
of setting up nutrition programmes; 11) shared decision-making processes are

used in nutrition programmes; 12) nutrition is part of patient education in
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19.

20.

21.

22.

some hospitals; 13) the activities in nutrition intervention are considered part
of an integrated healthcare system in some hospitals.

Risk factors: In this research, risk factors to NCDs are considered to be
common, preventable risk factors. Most NCDs are the result of four particular
behaviours (tobacco use, physical inactivity, unhealthy diet, and the harmful
use of alcohol) that lead to key metabolic/physiological changes (raised blood
pressure, overweight/obesity, raised blood glucose and raised cholesterol)
(WHO, 2014c).

Shared decision-making: Shared decision-making (SDM) is a collaborative
process that allows patients and their providers to make healthcare decisions
together, taking into account the best scientific evidence available, as well as
the patient’s values and preferences (Healthwise, 2011).

Vision 2021: The UAE National Agenda includes a set of national indicators in
the sectors of education, healthcare, economy, police and security, housing,
infrastructure and government services. In this research, Vision 2021 indicates
one aspect: United in Prosperity (MOCA, 2014) (see Appendix F).

WHO (World Health Organization): WHO is the directing and coordinating
authority for health within the United Nations system. It is responsible for
providing leadership on global health matters, shaping the health research
agenda, setting norms and standards, articulating evidence-based policy
options, providing technical support to countries and monitoring and

assessing health trends (WHO, 2014a).
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Chapter 1: Introduction

1.1 Introduction

This thesis explores the factors that influence nutrition interventions with a special
focus on the UAE context. This research is also aligned with the UAE Government's
Vision 2021 which has health improvement targets to reduce non-communicable
diseases (cardiovascular by 25%, diabetes by 14%, cancers by 18%, and respiratory

diseases by decreasing tobacco users by 15% of the current levels)(UAE, 2011).
This research explores three dimensions:

1. Policy level: using in-depth interviews to obtain an overview of policy and
planning within regulators in the UAE.

2. Hospital level: using in-depth case studies in order to illustrate nutrition
activity in UAE hospitals.

3. Healthcare professional level: using a questionnaire to test a list of critical
factors that impact on nutrition-based health strategies with the targeted
population, representing clinical professionals, nursing staff, nutritionists,

strategic planners and other healthcare professionals.

1.2 Background to the research

Non-communicable diseases are increasingly being recognised as a serious,
worldwide public health concern. The role of nutrition in the combat of non-
communicable diseases has been established by a number of studies (Nutrition
Review, 1991, Musaiger and Al-Hazzaa, 2012, Popkin, 2006, Popkin et al., 2001,

Puska, 2002, Sung, 2012). Historically, public health concerns date back to antiquity,
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since the emergence of the human species. Ancient Greeks stressed the dietetic
treatment of illnesses, while in the Middle Ages, a number of precise dietetic
prescriptions for maintenance of good health were formulated (Sigerist, 1989). The
first instance demonstrating the role of nutrition in healthcare research was in the
1800s and was primarily directed towards building a foundation for nutrition
services. Nutritional services consisted of initiating early nutrition investigations,
school food programmes such as school lunches and establishing milk stations in
large cities. This was done in order to supplement the food of the poor and

decrease death rates of infants and children (Egan, 1994).

During the 20th century, demographics changed, there were advances in
technology, and social, political and economic changes influenced the development
of nutrition services due to the public’s expectations (Moore et al., 2014, Short et

al., 2014, Stewart-Knox et al., 2014).

Egan (1994) states that throughout the 20th century, concerns with public health
and nutrition related to nutrition planning and policy, evaluation of nutrition
programmes, quality of public health nutrition and applicability of the research into
public nutrition practice. These were all showed to be of interest to research. The
aspects relevant to the aims of this thesis will be further discussed in the following

chapters.

Envisioning and planning for nutrition policy has been discussed in research from a
number of perspectives, for example, school nutrition policy (Donze, 2013), the
integration of school nutrition programmes into health promotion and prevention

(Nakamura, 2008), resourcing for nutrition policy planning (Quelch, 1979), and



issues and lessons from national policy and nutrition planning (Sai, 1981). Policy and

planning on different levels will be discussed in Chapter 3.

[llustration of nutrition programmes (discussed in Chapter 4, Section 4.2.4) has
tended to concentrate on health education programmes (Clements, 1961), building
capacities for multi-site education programmes (Fourney et al., 2011), large-scale
nutrition programmes (Galal, 2003) and the impact of nutrition programmes on

dietary intake (Hanes et al., 1984).

Quality in nutrition interventions have been discussed in relation to pregnancy and
lactation programmes (Timofeeva et al., 2008), as well as educational programmes
(Dollahite et al., 2008), while quality indicators have been seen in programmes for
chronic care, such as cancer (Dreesen et al., 2013). Quality in healthcare and

nutrition interventions will be discussed in Chapter 3.

Application of dialogue, networks, translating policy into practice (Habicht, 1979)
and developing clear, practical guidance on implementation should be the central

part of future approaches to chronic care (Sautkina et al., 2014).

The important role of nutrition as a preventative measure has been seen with
regard to many conditions, such as pressure ulcers (Thomas, 2014), cancer
prevention and survivorship (Annals of Saudi Medicine, 2004, Arjmandi and
Johnson, 2013, Byers, 2002, Michels, 2005), oral diseases (Moynihan, 2005), age-
related eye disease (Johnson, 2011) and osteoporosis (Campagnoli et al., 1990,
Giganti et al., 2014, Heaney, 1987). This research, however, focuses on the factors
that influence nutrition interventions as a preventative measure for non-

communicable diseases. Non-communicable diseases (NCDs), also known as chronic
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diseases, are not passed from person to person. They are of long duration and
generally slow progression. The main types of non-communicable diseases are
cardiovascular diseases (such as heart attacks and stroke), cancers, chronic
respiratory diseases (such as chronic obstructed pulmonary disease and asthma)

and diabetes (WHO, 2011d).

This study seeks to understand the factors that influence nutrition interventions in
the healthcare system in the United Arab Emirates (UAE). Since 1971, the United
Arab Emirates has experienced tremendous economic and industrial development.
The subsequent increase in affluence of the Emirati population and concurrent shift
from a traditional, semi-nomadic lifestyle to a modern, urbanised and technology-
driven lifestyle, has culminated in reduced physical activity (occupational, domestic
and leisure), and an overconsumption of energy-dense convenience foods with
poor nutritional content. Consequently, there has been a dramatic increase in the
prevalence of obesity, diabetes and cardiovascular disease. This research is also
aligned with the UAE Government's Vision 2021 which has health improvement
targets that aim to decrease non-communicable diseases (UAE, 2011). Vision 2021
is the strategy of the United Arab Emirates, of which one aspect focuses on

healthcare (see Appendix F) this will be further discussed in Chapter 5.

1.3 Importance of the study

There are four main reasons why the research conducted is important:

1. In line with Vision 2021, it discusses clear outputs for non-communicable
disease percentage expectations in the year 2021. Therefore, this study is

important in setting a roadmap to fit the UAE and to set a healthcare
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profile for the role of nutrition in order to reach the targets of the vision
by exploring influencing factors on nutrition intervention.

2. There has been an increase in non-communicable diseases in the United
Arab Emirates thus; there is a need to tackle the risk factors leading to the
conditions — one of which is unhealthy diets.

3. Patients in the UAE are well informed and well educated; they demand a
better service from the healthcare industry. This research will explore the
perception of healthcare professionals with regard to the importance of
patient expectations, and will explain how to implement nutrition
interventions that deal with patient demands.

4. The appropriate timing of this study is heightened by the UN General
Assembly meeting in New York (September 2011). This meeting was the
second largest of its time where world leaders came together to tackle a
health issue: non-communicable diseases. The General Assembly meeting
advocated the importance of and encouraged all participant countries to
have a nutrition strategy that aims to reduce the risk factors associated
with NCDs, where the United Arab Emirates was a member. The global

aims of the meeting will be shown in Chapter 5, Section 5.3.

1.4 Research question

The principal aim of the research is to explore the influence of factors on nutrition
delivery care in the United Arab Emirates. Strategies focusing on NCDs are currently
growing in number (Fernstrom et al., 2012). Due to the prevalence of NCDs in the

UAE, and the increasing number of deaths due to those diseases, as well as the



financial burden they cause (El-Shahat et al., 1999, Saadi et al., 2006), it is important

to address key factors that could decrease those numbers.

Therefore the research hypothesis is

Ha: There are key factors that influence nutrition intervention, policies, strategies

and activities in the United Arab Emirates.

Null Hypothesis: There are no key factors that influence nutrition intervention,

policies, strategies and activities in the United Arab Emirates.

Out of the research hypothesis a research question was constructed:

What are the factors that influence nutrition interventions in the United Arab

Emirates’ healthcare system?

Although the research is centred on one question that explores the factors, the sub

questions that stem from this are:

° Measurement of “what” the overall strategy is for the health sector with
regard to nutrition programmes.

° Examinations of “how” the factors that affect nutrition programme
implementation are dealt with in day-to-day activities.

° Exploration of “what” the view of healthcare professionals is regarding the

factors that affect nutrition programme implementation.

The research design has been selected based on the methodologies explained in

Chapter 6 in order to answer the research question and sub-questions.



1.5 Research theoretical significance

Various forms of literature in various disciplines of healthcare contribute to
preventative health. Looking at nutrition prevention from a nutrition management
point of view needs a deeper understanding of influencing factors, its own theories,
as well as its own terms. Strategy is an integral part in nutrition delivery and using
nutrition for prevention of diseases. The strategy process can be studied at different
points of the strategic management process. One of the theories addressing this
issue is that of Wit and Meyer (2004). In this theory, the different levels of strategy

disseminate from the hierarchical structure shown below.

International
Context

Industry
Context

Organisational

Context

Manager

Source: Wit and Meyer (2004)

Figure 1.1: Dimensions of strategy in process, content and context

By contextualising this figure, we can understand that strategy disseminates
through different dimensions (Wit and Meyer 2004). Therefore, in order to
understand the nutrition intervention policies, strategies and activities in the

healthcare system of the United Arab Emirates, this study will (1) undertake



guestionnaires with healthcare professionals, (2) provide case studies of hospitals,
(3) interview policymakers at the national level, and (4) mirror the results in terms
of the international context. This will follow all the dimensions of the strategy set.
The findings from these methods and tools will help in exploring the factors that

influence nutrition intervention in the UAE.

Figure 1.2 shows the different factors deduced from different stages of the

research.
Strategy development
Public health agenda Role of nutrition Legislation

Taxonomy results

Leadershi Llfssc::':se of cross- Patient through Autonomy Shared
devElerem e’:lt factor sectors and Education empower- evidence- and decision
P approach cross- ment based responsibility making

government ' medicine

Hospital level - case study

Strategy ReSOUrceS  process  Ppatient reople Value  Measure- Innovation

develop- e::lﬁe and orient-  Quality cora:det- andcare mentand and best I:::II: d(i\l::;:tey
ment T activity ation P design impact  practices

Healthcare professional level - questionnaire

Senior management
involvement and Patient diversity
responsibilities

Training and use of
technology

Multidisciplinary

Quality and processes teams

Figure 1.2: Distillation of factors
The purpose of Figure 1.2 is to explain in detail the factors deduced at each stage of
the research. At the strategy development stage, in-depth interviews were
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conducted with UAE healthcare officials to explore nutrition strategy development
and how strategies were influenced by international level strategies, as well as
whether there were any set nutrition strategies for the UAE. By questioning what

factors would influence nutrition policies it was possible to deduce four themes.

While from the taxonomy of the literature, ten factors were tested qualitatively and
quantitatively on hospitals (case study method) and healthcare professionals
(questionnaire method). This led to the deduction of five factors seen to influence
the role of nutrition. The five factors that have an influence on nutrition
intervention success are quality and processes, training and use of technology,
senior management involvement and responsibilities, patient diversity and

multidisciplinary teams.

1.6 Contribution and originality of the study

Although non-communicable diseases are increasing and the UAE healthcare
system already has some targeted health promotion programmes, research on the
subject has been very limited. Most studies have investigated general nutrition
interventions. No study has explored the factors that have an influence on nutrition

interventions in the culturally diversified hospitals of the United Arab Emirates.

1.7 Summary

This chapter introduced the research topic by describing the background to the
study. The problem statement followed and a discussion regarding the importance
of the study was undertaken. The purpose of the study was discussed, which
concerns discovering the factors that affect nutrition interventions in the healthcare

system. Next, the research questions were developed. The methodology adopted
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for this study was then briefly discussed, followed by an outline of the thesis. The
next two chapters provide a review of the relevant literature upon which this thesis

is built.
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Chapter 2: Milestones in
healthcare management

2.1 Introduction

Strategy management has developed over the years with some shifts in concepts,
tools and techniques. A structured strategic management approach is needed to
tackle the revolutionary change that the healthcare system has been experiencing.
Today, healthcare organisations have almost universally embraced the strategic
perspective that was first developed in the business sector, and have now
developed strategic management processes that are uniquely their own. Over
recent decades, healthcare management changes have mirrored strategic

management development.

The first section of this chapter discusses factors that have an influence on current
healthcare systems. This is followed by important milestones of healthcare delivery

over recent decades; these are presented in the second section.

2.2 Factors influencing healthcare systems in the 21st century

Recently, four factors have been introduced (Walshe and Smith, 2011) that play a
role in healthcare systems. These four factors will be discussed in more detail
showing examples of their influence on nutrition delivery. These critical factors are
demographics, user expectations, healthcare technologies and healthcare financing.
Other factors will also be discussed, such as burden of disease, as will different

milestones that have had an effect on healthcare systems.
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2.2.1 Demographics

The range of age distribution of a population — demographics — is one of the main
aspects affecting healthcare system policies and strategies. One of the biggest
challenges that healthcare systems face is that of chronic disease. As the risk of
developing chronic diseases increases with age, it is likely (as most Western
countries are experiencing a growing ageing population), that this will therefore
increase expenditure and have effects on work ability (Plat et al., 2012, Jedryka-
Goral et al., 2006). Chronic diseases are not only considered a challenge, from a
scientific medical point of view, they are also a management, budgeting and
planning issue (Matheson et al., 2013, Divajeva et al., 2014). A strategy to
encompass the needs of the elderly is vital, and should emphasise nutrition

interventions that promote healthy ageing (Harmell et al., 2014).

There are two main arguments concerning the relationship between an ageing
population and the healthcare systems’ economic context. On one hand, ageing and
the evolution of healthcare has been given so much attention it has been called a
“red-herring” by many scholars in the literature (Werblow et al., 2007). The debate
claims that ageing has no significant impact on healthcare expenditure, with the
exception of long-term care. In contrast, other studies oppose this claim, suggesting
that the population’s age is still the most important age-related cost-driver. Life
expectancy is one of the variables that has been clearly linked with an exponential
increase in healthcare expenditure. However life expectancy, if calculated in terms
of short-term effects, has a zero effect on expenditure, but when studied over the
long-term it has a positive increasing effect (Bech et al., 2011). The argument of

demographics has caused a dispute between academics. On one hand, some say
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that costs will rise because we are living longer; but in contrast, other academics
argue that the fact that we are living longer will hardly increase the expenditure
caused by the insurance systems that are currently in place. The results of the
empirical studies on this topic are contradictory and it is not clear which thesis is
more accurate. Therefore, to reduce or slow the increases in health expenditure in
healthcare, appropriate policy measures are needed which will affect healthcare

strategies directly (Colombier and Weber, 2011).

2.2.2 Changes in consumer and user expectations

The second critical factor concerns the consumers’ or nation’s expectations of its
healthcare system or health provider. Expectations for many nations have changed
in recent times. Increases in commercialisation, exclusions of the poor, a litigious
provider-patient relationship, declining respect for life and a sense of community
that excludes other generations and nations, are all factors that have influenced
consumer expectations (WHO, 2011d). As a result of these changes, some
governments have introduced health policies which emphasise patient involvement,
with some introducing Patient Acts as a new way to involve communities (DoH,
2005) within their own health education. Involvement of patients has also been
shown in earlier sections, such as those relating to shared decision-making and
associated models. In this section, health education and its interrelated effects on
user expectation will be discussed, and changes in nutritional education from the

past decade will also be reviewed.

With the evolution of healthcare systems, it has become a requirement to

constantly educate the internal (medical practitioners) and external (patients)
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customers involved. Healthcare systems are responsible for educating their current
staff and physicians on managerial issues. Previous healthcare reforms demanded
high efficiency and improvements on healthcare systems and managerial
competencies were required for public health employees (Lane and Ross, 1998).
The training programmes were designed to provide management and leadership
within the changing landscape of healthcare delivery. The internal education of
employees created a need for interaction between the management-related
theories and the practical aspects. In turn, this placed a greater demand on the

introduction of efficient and productive health strategies and policies.

The other form of health education is public health education. Public health
education’s core activities focus on increasing access to quality education,
strengthening health research capacities and translating scholarship and science
into policies and practices (Oni et al., 2011). Nutritional education is regarded as the
most important component of public health education. According to Pelletier et al.
(2011), under-nutrition is the single largest contributor to the global burden of
disease. This problem can be addressed through a number of highly efficacious

interventions, one of which is education.

With the growing number of older adults, healthcare strategies are focusing more
and more on prevention. Furthermore, the global economic situation stresses the
fundamental need for programmes that focus on education. Nutritional education is
therefore likely to have a positive impact on user expectations and consumer

expectations within a planned healthcare delivery system.
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2.2.3 Healthcare innovations in technology

The third factor that can influence healthcare systems is the evolution of
technological innovations. The implementation and adoption of e-healthcare
applications has led to drastic changes in healthcare systems in recent years. Over
the past 20 years, there has been an increase in consumerism as nations now have
greater access to health information. Computers and advancements in
telecommunication technologies have unleashed a wide range of powerful tools
that have made patients demand more information (Peifer et al., 1998). This section
will discuss applications, tools and the importance of e-health, as well as factors

limiting its usability and the effect of e-health on nutrition-based interventions.

The literature on technology as enhancing healthcare systems has rapidly
proliferated over recent years (Schumacher and Zechmeister, 2013, Norman et al.,
2010). Different approaches to electronic record keeping, e-health, tele-health and
mobile health, have all contributed to facilitating management development and
their presence has formed a culture of change over the years (Atkinson et al., 2009,
Alkhaldi et al., 2014, 2012, Mueller et al.,, 2014, O'Neil et al., 2014, Riazi et al.,
2014). Sharing information can also make the system function better (Margolis,

2011).

Now, applications on different social media platforms are being used by healthcare
departments, whether to introduce the consumer to the availability of services, or
to increase the health awareness level within the online community (Kai and
Yamaguchi, 2007). An example is Twitter, where healthcare is being applied via

social media (Terry, 2009).
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E-health tools, or devices in healthcare systems, vary between mobile health and
internet-based health tools. Although these tools and mediums have spread rapidly,
there are certain concerns. These concerns include privacy and security issues,
system and information quality, and limitations of mobile device use (Hansen et al.,

2011, Miller and Gutmann, 2009, Porensky et al., 2009).

In addition, technological advancements have changed the way healthcare systems
conduct various processes. Computerised records have enabled healthcare
providers to rapidly access patient data and to closely monitor patients from a
distance. The significant advantages obtained through these developments can be
further extended through the use of technology to increase the involvement of

patients in their own healthcare management (Peifer et al., 1998).

Although there are many benefits to using such technologies, there is still much
debate revolving around the need to have multiple access points, both using
traditional and new technological means. Research has shown that internet users
utilise symptom assessment tools in similar proportions to callers. However,
internet users tend to look for different information, such as chronic illness
symptoms, while phone calls tend to relate to more acute symptoms or urgent

situations (North et al., 2011).

The speed at which technologies are emerging is greater than researchers can
currently cope with. Policies to ensure e-health applications and services are
embedded in the system have been shown to have drastic changes on healthcare.
Technological innovation is being adopted as best practice in various countries,

where the focus is on being patient oriented and on health prevention. This is
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achieved by making nutrition a key driver and a catalyst for cutting down costs, but
also in formulating and delivering personalised services that are effective. This in
turn leads to the right outcomes that are desirable by governments at a high level,
but with increased expenditure, due to user expectations of highly advanced
technologies. The next section will explore the cost of healthcare financing by

identifying some of the pressures that are acknowledged.

2.2.4 Cost: healthcare financing

In this section, the pressures affecting the healthcare financial system will be
discussed in order to fully emphasise the burden of chronic diseases (See section

2.1.5).

There are different models for healthcare financing, one of which concerns ‘out of
pocket’ health expenditures. China’s health and nutrition survey data identified
significant information on the determinants of such a model. The data indicated
that people perceive illness and age as the most important factors determining
health expenditure. You and Kobayashi (2011), suggest that China should develop
policies that help them to gain access to medical relief interventions; insurance
programmes that gain from ‘out of pocket’ expenditures indicate that rigorous
evaluation and monitoring is necessary for health insurance reforms. Key
characteristic differences are shown between the financing of healthcare in
different countries, where some have tax-funded systems such as in Denmark,
England, Italy and Latvia. Other healthcare systems are primarily funded through
statutory health insurance such as those in Austria, Germany, Hungary and the

Netherlands (Nolte et. al, 2014). The centralization and decentralization of
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functions as well as political and administrative authorities differ causing an effect
on healthcare systems within each country. Initiatives and interventions will be
different due to the factors noted above, despite the fact that all agree on the

burden of non-communicable diseases, as will be discussed in the next section.

2.2.5 Burden of NCDs on worldwide economies

The burden on worldwide economies, as a result of chronic diseases, is increasing.
In 2001, non-communicable chronic diseases accounted for approximately 46% of

the total mortality rate worldwide; thus, accounting for 56.5 million of all deaths.

“Low-cost and highly effective solutions for the prevention of chronic diseases are
readily available; the failure to respond is now a political, rather than a technical issue”
(Geneau et al., 2010).

The percentage presented is expected to rise to 57% by 2020. This increase in
deaths is not only due to a growing population with chronic diseases, but also due

to the fact that these NCDs are starting to appear earlier in life (WHO, 2002).

Furthermore, in 2010, an average of 12% of the global expenditure of healthcare
was being spent on diabetes. This expenditure varied based on a country’s
demographics (in terms of age groups, regions, gender and the country’s income),
but across the world, it is on the rise (Zhang et al., 2010). Research costs are highest
in high-income countries, whereas low- and middle-income countries need to focus
their efforts on NCDs to ensure cost-effective measures are being taken to handle

the increasing numbers. To illustrate,

“More than 40% of articles in low- [and] middle-income countries/regions focused on
non-communicable disease research. The percentage was highest in Eastern
Europe/Central Asia (47%) and lowest in Latin America (36%)” (Hofman et al., 2006).
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Other factors were introduced by literature over the years shown to influence
nutrition intervention delivery in healthcare system. For example, leadership
commitment to quality, structure of teams working on nutritional interventions,
and the collaboration between different entities involved in these activities. These
and more factors will be discussed in more detail in the following chapters. That will
then form the taxonomy upon which this research is based (Table 4.6). To
understand the changes that have had an effect on healthcare delivery, the next

section discusses upon milestones over recent decades.

2.3 Milestones of healthcare delivery over recent decades

This literature review maps the development of healthcare delivery, redefining
healthcare management in each decade. Figure 2.1 illustrates the evolution of
different schools of thought from the past thirty years. In the 1980s, evidence-
based medicine emerged as a science to be applied in healthcare, this changed
users’ expectations and specialists’ approach to healthcare and medicine (Sackett
and Rosenberg, 1995). In the 2000s, shared decision-making became very
prominent and remains so today (Coulter et al.,, 2011). Figure 2.1 shows a
longitudinal view of what has influenced healthcare management and how it has
transitioned from reactive healthcare to more proactive healthcare that emphasises

prevention.
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Implementation of chronic care

2000s
80s *Shared
eQuality in decision-making
healthcare *E-health
90s 2010s
*Evidence-based *Personalised
medicine care
*Preventative
public
healthcare

Figure 2.1: Factors that have shaped the healthcare system in the past

The following sections will explain the elements from Figure 2.1 and the influence
that the factors have had on healthcare systems, beginning with the influence that

quality had on healthcare.

2.3.1 Quality in healthcare

Research into quality in healthcare dates as far back as the 1960s, where one of the
first articles found on the subject was entitled “Improving the delivery of health care
services” (Crosby, 1967). Although other research suggests that the healthcare
quality concept was coined in 1987, which up until then was isolated within a
learning science. The counter argument is that this tradition of quality in healthcare
dates back to Hippocrates (460 B.C.). “Medicine was then and still is, taught and

learned as a craft” (Merry and Crago, 2001).

The emphasis on quality care was the sole responsibility of providers in the past,

whereas currently high quality care is seen as an integrated responsibility within the
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healthcare industry (Lohr, 1991). A number of definitions have been sought with

regard to quality; however, the US Institute of Medicine states that:

“lQuality is] the degree to which health services for individuals and populations
increase the likelihood of desired health outcomes and are consistent with current
professional knowledge.”

Today, total quality management, international accreditations and quality and
excellence in public health services are what governments are opting for (Sinha,
2007, Allen and Hommel, 2006). Quality accreditation systems and organisational
excellence models such as The Malcolm Baldrige National Quality Award (MBNQA)
are awarded to US companies that have successfully implemented quality
management systems. Additionally, the EFQM model (European Foundation for
Quality Management) is used in numerous health authorities and organisations
(Vakani et al.,, 2011, Vallejo et al., 2007, Vernero et al.,, 2007). Currently,
governments such as Scotland, have “The Healthcare Quality Strategy” which shows
the penetration of the science of quality into healthcare and the merging of new

concepts between the two fields. Its aim is stated as:

“Provide a renewed focus on creating high quality person-centred, clinically effective
and safe healthcare services for Scotland” (Scottish Government, 2010).

Similarly, on an international level the Organisation for Economic Cooperation and
Development (OECD), an intergovernmental institute, has developed various
initiatives by working on the development of quality indicators (Mattke et al., 2006).
This has been done by working together with international organisations such as
the International Society of Quality in Healthcare, the WHO, 23 OECD countries and

several universities. In the 23 OECD countries, a number of experts identified the
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five priority areas for development of quality indicators: (1) cardiac care, (2)
diabetes mellitus, (3) mental health, (4) patient safety, and (5) prevention and
health promotion together with primary care (Millar et al., 2004). This shows that
non-communicable diseases, such as (1) cardiac care, (2) diabetes and (5) health
promotion, appear high on the list for bridging the gap between quality and
healthcare. Health promotion and prevention emphasise the role of nutrition in

quality indicators.

This is similar to what is considered a priority when setting nutrition strategies,
whereby the (WHO) states that the priority areas in non-communicable diseases are
cardiovascular disease, cancer, stroke, chronic respiratory diseases and diabetes.
The WHOQ’s brief recommendations in 2011 emphasised the importance of quality
and safety, and access to medicines in order to combat the increasing burden of
NCDs. Improving the performance of nutrition screening through a series of quality
improvement initiatives has been highlighted in current research (Lim et al., 2014).
This could be done in a number of ways, such as through effective implementation
of information technology in healthcare (Ovretveit et al., 2007), through
implementation of screening protocols on a national level (Lim et al., 2014), as well
as through identifying nutrition quality indicators (Dreesen et al., 2014, Dreesen et

al., 2013, Folguera et al., 2012, Verotti et al., 2012).

Due to the increase in evidence that improving quality of care reduces medical
expenditure by decreasing the number of unnecessary procedures, many
governments are opting for a quality strategy in the healthcare industry based on

evidence. This is viewed as a requirement for evidence-based health policy (Millar
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et al., 2004). A patient-centred primary care practice approach using evidence-
based quality improvement is what current research is focusing on (Rubenstein et
al., 2014). Patient-centred care will be explained in Section 4.2.5. The next section
will, however, explain the evolution of evidence-based medicine, and its

applicability in policy making in the healthcare sector.

2.3.2 Evidence based medicine: history and implementation

In the early 1990s, evidence-based medicine (EBM) was introduced as a new
approach to teaching the practice of medicine (Auerbach, 2006) and a new method
to enhance patients’ medical experiences (Knecht, 2007). The introduction of the
concept of EBM into clinical nutrition, however, dates back to the late 1980s, and
has increased exponentially ever since (Li and Sun, 2002). This has had an effect on
the practice of medicine as well as policy makers. This section fully defines
evidence-based medicine, explains the difficulties faced, and the recommendations

for better integration into the healthcare systems.

“Evidence-based medicine (EBM) is defined as the process of systematically reviewing,
appraising and using clinical research findings to aid the delivery of optimum clinical
care to patients” (Sackett and Rosenberg , 1995).

A number of institutes have devised guidelines and user guides on how to introduce
evidence-based medicine into practice (Batalden and Davidoff, 2007, Peters, 2007,
Chang et al., 2006). Translation of evidence-based practice guidelines into summary
recommendations for nutrition departments at different institutions was then
required (Lu and Carey, 2014). Recent research suggests that many areas of
nutrition management still require more evidence to support high-level

recommendations. Therefore, there is a need for more research before evidence-
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based guidelines can be written. As physicians, the best possible evidence is needed
to make decisions. Therefore, the ability to compile research on the validity and
usefulness of any intervention and add that to the rapid growth of evidence for
clinical practice is currently known as evidence-based medicine (Sackett and
Rosenberg, 1995). The importance of closing the gap between research and practice

is undeniable (Longworth et al., 2011).

The need for ongoing linkages between data collectors, providers and users,
requires that data is presented in plain language, in order for policy to be
implemented effectively. Also, the data collected has to be representative of
population variation; therefore the major challenge when applying evidence-based
medicine to chronic diseases is that it comprises multiple risks and therefore a
nutrition strategy is needed that encompasses different age groups, sectors and
policies. Age groups will be discussed in the results sections, qualitatively in Chapter
8 (see Section 8.3.2) and quantitatively in Chapter 9 (see Figure 9.8). This also
reiterates the need to have a surveillance system to make sure all factors are
captured from many sources (Stachenko, 2008). A number of things need to be
accomplished to move from policy literacy to implementation, such as policy
development activities, and attainment of skills in policy analysis (Hewison, 2008).
Recent research shows that the key to dealing with non-communicable diseases

such as diabetes is individualisation (Franz et al., 2014).

“Treatment goals, personal preferences (e.g. tradition, culture, religion, health beliefs,
economics), and the individual's ability and willingness to make lifestyle changes must
all be considered by clinicians and/or educators when counselling and educating
individuals with diabetes (Franz et al., 2014).”

24



This shows the importance of evidence-based interventions, while individualisation
shows that integration of care and shared decision-making are vital when it comes
to caring for chronic illnesses, such as non-communicable diseases. Shared decision-
making and integration of care will be explained in the next sections. These factors
will be complied into a table to cross compare among different models and tools

that affect nutrition delivery care (Table 4.2 and Table 4.3).

2.3.3 Decision-making processes in healthcare

Up until the 1980s, decision-making processes in the National Health Service in the
UK, in all aspects, including distribution of resources and control of the day-to-day
flow of work, were dominated by doctors. This has changed over time, with the
concept of general management, i.e. that one person is responsible for the
managerial activities (Griffiths et al., 1983). In the early 1990s, an internal market,
boards and chief executive board strategies, were introduced to hospitals. This
inclusion has changed the influence and power in the healthcare industry (Walshe

and Smith, 2011).

In the past, the main idea of the healthcare system revolved around the thought
that patients did not have enough knowledge to decide for themselves (Yasin and
Green, 1995). Many healthcare professionals during that time assumed that
patients could not determine what was right and best for them. For the system to
work at its best, patients, carers, clinicians and managers need to work together
(Asthana, 2011). Shared decision-making nevertheless emphasises the same point,
performance of the healthcare system depends on responsiveness. Shared decision-

making is defined as follows:
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“Responsiveness includes two major components: (a) respect for persons (including
dignity, confidentiality and autonomy of individuals and families to decide about their
own health); and (b) client orientation (including prompt attention, access to social
support networks during care, quality of basic amenities and choice of provider)”
(Atkinson and Merry, 2001).

An example of shared decision-making is illustrated in an Italian-based study (Lopez
et al., 2012). The study shows a model which uses three categories of professionals,
diabetologists, nurses and dieticians to empower patients through highly efficient
utilisation of telemedicine resources. This was revealed to improve metabolic
control and the major cardiovascular risk factors that affect diabetic patients, while
allowing diabetologists to dedicate more time to patients with more acute disease
(Lopez et al., 2012). This recent literature demonstrates that multidisciplinary teams
and shared decision-making are essential when dealing with chronic diseases on an
organisation level. Shared decision-making and multi-sectorial collaboration are also

required on a national and international level (Mamudu et al., 2011).

Currently, shared decision-making with the patient is regarded as the standard in
high quality healthcare services, as illustrated by the example above. Delivering the
“Right Care for Patients”, which is derived from a policy prepared by Right Care in

the NHS, is shown in Figure 2.2.

2.3.3.1 NHS: Shared decision-making processes

s . . . Causes of . Treatment Outcome
>Cl|n|C|ans> Diagnosis > diseases > Prognosis > options >probab|l|t|es
Medical Llfestyle and Attitude to
Patients > history C|rcumstances> risk > Values >Preferences>

Source: NHS, Right Care (2011)

Figure 2.2: Shared decision-making processes
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Figure 2.2 shows that clinicians and patients differ in the process of sharing
information on different aspects. Patients share information relating to medical
history, lifestyle, attitude to risk, values and preferences, while the clinician shares
the diagnosis, the causes of the disease, the prognosis, as well as treatment options
and outcome possibilities, this therefore facilitates in reaching the best outcome
and preferred treatment. Patient involvement and patient orientation has been
shown in recent literature to have a positive impact on delivery care when sharing

information (Abiola et al., 2014, Gountas et al., 2014, Weng et al., 2014).

Patients with chronic diseases require enough information to understand the
course of action to be chosen (Baker et al., 2005). This leads to resolving the
problems of informed consent, and collectively explores the important roles of
nurses and the patient’s family in the decision-making process (Karlawish, 1996).
This will be illustrated in the patient-centric models and the family-centric models
later in this chapter (Section 3.2.6); as well as the table of critical factors that affect
nutrition delivery care in Section 3.3. In the next section, however integration of
care and increasing the number of professionals in the continuum of care will be
explained. This section will illustrate the changing trends in integration of care over
the years, showing cross-department and cross-government interactions to ensure

that impactful programmes are available for the population.

2.3.4 Integration of care

Quality and service delivery through process configuration means that nutrition-
based strategies can be offered through a seamless approach. This can be attained

using different partnerships and involving different professionals to offer integrated
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interventions that are effective. Integration of services will be explained showing
the difference in responsibility over recent years. Healthcare has developed
numerous impact measures to integrate care through inter-professional working
and patient-centred care. For example, multidisciplinary care was a particular
concern in the 1960s; partnership working in the 1970s; and shared care and
disease management in the 1980s and 1990s (Stein and Reider, 2009). Table 2.1,

shows chronologically what has happened in the past three decades.

Trends in integration of care

1980s 1990s 2000s

Coordinated working Inter-agency working Inter-professional working
Shared planning Intermediate care Whole systems working
Coordinated care Shared protocols Integrated delivery networks
Care programmes Managed care Patient-centred care
Case/care management  Disease management Shared decision-making

Integrated care pathways

Source: Adopted from Shaw et al. (2011)

Table 2.1: Trends in integration of care

It also shows where healthcare is today, due to the change in people’s interest in
the 1980s towards coordinating working in the care management process. This
change developed until we reached a shared decision-making process in the 2000s

(Shaw et al., 2011).

As “shared decision-making” is fairly new as a concept, so is the concept of
“integrated care pathway”. Although there is a growing interest in integrative

healthcare, collaborative care and interdisciplinary care, there is no consistency in
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their goal setting or terminology. Understanding terminology is necessary for those
teams who have come together for the good of the patient. Collaboration is often
understood as not needing integration, while integration, on the other hand, needs

collaboration (Boon et al., 2009).

The desire for better integration of care has been expressed in different ways (Steer
and Steinberg, 2011). This is taken a step further to enhance the value of treatment
for patients by acquiring an accountable integrated care system, termed an
“Accountable Care Organisation (ACO)” (McClellan et al, 2010) in the United States

over recent years. An example of a definition given to this term is:

“ACOs consist of providers who are jointly held accountable for achieving measured
quality improvements and reductions in the rate of spending growth. Our definition
emphasizes that these cost and quality improvements must achieve overall, per capita
improvements in quality and cost, and that ACOs should have at least limited
accountability for achieving these improvements while caring for a defined population
of patients (McClellan et al, 2010).”

In conclusion, integration of healthcare has come a long way since the 1980s. It is
evident that shared decision-making has taken up a central role, as more than one
pathway can be taken to treat chronic illnesses, and more than one party is involved

in the process.

2.4 Summary

This chapter discussed the influencing factors on current healthcare systems, such
as technological advancement, age of the population, expectations of users, as well
as costs, which were discussed along with the burden of non-communicable
diseases. Milestones in healthcare delivery in the 21°' century were brought into

focus to show the development of factors that had an effect on healthcare delivery
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over time. Quality care, the introduction of evidence-based medicine as well as the
integration of care into healthcare have changed many processes and activities. All
of these factors and many more affect the delivery of nutritional interventions.
However, there are many levels for the delivery of these interventions, as will be

shown in the following chapter.
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Chapter 3: Nutrition interventions
at different levels

3.1 Introduction

Management of nutrition interventions takes place at different levels. In
international and national settings, policies and strategies are decided upon; while
in hospital and primary healthcare settings, various activities are implemented and
evaluated. This chapter provides examples of nutrition policies at the international
and national levels, and highlights the role of government in nutrition interventions.
Examples of various nutritional intervention types at the primary healthcare level

and in hospitals are also presented.

3.2 Background

Various governments and health ministries have recently increased their attention
on non-communicable diseases (NCDs) (Katz, 2013, Hospedales et al., 2011, Cohen
et al.,, 2014). Countries worldwide understand the impact of diseases such as
coronary heart diseases, diabetes and hypertension (Alshishtawy, 2012).
Additionally, the link between the role of nutrition in the decrease of heart disease
(He et al., 2011), diabetes (Ojo and Brooke, 2014, Mann, 2006) and hypertension

(He et al., 2011, Houston, 2014) has been established.

The United Nation’s (UN) Special Session in September 2011, focused on non-
communicable diseases as being of upmost importance for ministries and
governments worldwide. The session aimed to provide understanding of the factors

affecting this rising epidemic (Braillon and Dubois, 2012). This delegation was the
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second of its kind, in the history of the UN’s General Assembly, to focus largely on a
health topic, the first of which aimed to manage the HIV/AIDs issue on an
international level (Chisholm et al., 2012). It is widely acknowledged that as a
country develops epidemiological transitions occur, that is, the types of diseases
that affect its population shift from primarily infectious diseases, such as diarrhoea
and pneumonia, to primarily NCDs, such as cardiovascular diseases and cancers
(Omran, 1971). Currently, NCDs are increasing and they have doubled in developed
as well as under-developed countries. This has ultimately created a burden on the
economic development of all countries. Many factors under the wider determinants
of health are behind this increase in the occurrence of NCDs, including globalisation,
supermarket growth, rapid urbanisation and an increasingly sedentary lifestyle
(Wagner and Brath, 2012). Other ‘social determinants’ that may play a role here
include the cultural environment, social support systems, and living and working

conditions.

While some researchers consider NCDs to include four diseases (Alleyne et al.,
2011), the WHO shows five major NCDs. The five most common NCDs are heart
disease, stroke, cancer, diabetes and chronic respiratory disease. These diseases
contribute significantly to morbidity and mortality rates worldwide (Reynales-

Shigematsu, 2012).

Many overarching government sectors come together in order to address and fully
understand this problem (Brangan, 2012). Cross-government campaigns are
required to ensure that there is support for and from the different sectors. Co-

delivery, between local governments and health departments, is also needed to
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ensure that local communities, businesses and voluntary and community sectors

work together (Puska, 2002).

Additionally, private philanthropy groups and organisations also play a major role in
shaping the processes for tackling health issues on a global scale. In 2003, the Bill
and Melinda Gates Foundation announced a donation of $200 million worth of
grants for research to identify the biggest problems in global health. The foundation
believes that the major health challenges, in developing countries, can only be
resolved through effective partnerships among many stakeholders. This resonates
with what the WHO brought together in the National Assembly where they formed
a dialogue platform. Continuous and active dialogue engagement helps to identify
the best way to work together to have the greatest possible long-term impact on

world health (Targett et al., 2009; Dabade and Puliyel, 2009; Yamada, 2009).

3.3 Nutrition intervention policies and activities at the international
level

The WHO in 2000, released “The First Action Plan for Food and Nutrition Policy:
WHO European Region 2000-2005”. This policy focused on nutrition and physical
activity as a means for preventing NCDs. This policy clearly indicates that nutrition
plays a central role in the global strategies aiming to combat NCDs (Salud Publica
Mexico, 1998; WHO, 2003). Evidence shows that with increased attention to
nutrition, a decrease in NCDs would be possible. This is also illustrated in the policy
of the WHO: “Reducing population-wide energy dense food, nutrient poor food and

drinks, will make a big impact through society” (WHO, 2003).
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The WHO is responsible for planning an international global framework, as listed in
Table 3.1. In 2000, the WHO initiated a global response to address NCDs in “The
Action Plan for the Global Strategy for the Prevention and Control of NCDs”. This

policy aimed to:

“Map the emerging epidemics of non-communicable diseases and to analyse their
social, economic, behavioural and political determinants with particular reference to
poor and disadvantaged populations, in order to provide guidance for policy, legislative
and financial measures related to the development of an environment supportive of
control” (WHO, 2008a).

A second objective aimed to:

“«

.. reduce the level of exposure of individuals and populations to the common risk
factors for non-communicable diseases, namely tobacco consumption, unhealthy diet
and physical inactivity, and their determinants” (WHO, 2008a).

While a third objective was to:

“... strengthen healthcare for people with non-communicable diseases by developing
norms and guidelines for cost-effective interventions, with priority given to
cardiovascular diseases, cancers, chronic respiratory diseases and diabetes” (WHO,
2008a).

However, the action plan appears to have been overambitious in its claims of
proposing guidelines for more than one disease, in contrast to the 2001 summit

where the UN focused exclusively on HIV/AIDs.

The planning of global strategies was set forth after extensive stakeholder
consultations with UN agencies, international non-governmental organisations,
international industry associations, director generals, CEOs and other senior
executives of ministries of health, director generals from civil societies and expert-

reference-group participation (WHO, 2003).
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The global response to addressing non-communicable diseases

2000

2003

2004

2007

2008

2008-2013

2008-2013

2011

2013

Global strategy for prevention and control of NCDs
WHO framework convention on tobacco control
Global strategy on diet, physical activity and health

Resolution WHAG60.23 on the prevention and control of non-
communicable diseases: implementation of the global strategy

WHO report on the global tobacco epidemic 2008 — The MPOWER
package: resolution WHAG61.4 on strategies to reduce the harmful
use of alcohol

Mid-term strategic plan 2008-2013

Action plan for the global strategy for the prevention and control of
NCDs

UN General Assembly to address non-communicable diseases

WHO Global Action Plan for the Prevention and Control of NCDs
2013-2020

Source: Research for International Tobacco Control, WHO (2008b)

Table 3.1: The global response to non-communicable disease

The 2011 UN Summit on Non-Communicable Diseases proposed the following five

major initiatives: tobacco cessation, increased physical activity, promotion of

healthy eating, salt reduction, as well as a reduction in hazardous alcohol

consumption (Beaglehole et al., 2011). In 2013, the WHO came up with a global

action plan that provides a road map and a menu of policy options for all Member

States and other stakeholders, to take coordinated and coherent action, at all

levels, local to global, to attain nine voluntary global targets by 2025. Out of these

nine targets, three (Targets 2, 4, and 7) are only achievable through nutritional

interventions (WHO, 2014e).
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Therefore, it is vital that nutrition plays a major role in public health strategies, in
order to play a prominent and significant part in prevention activities for decreasing

NCDs (WHO, 2003; Indian Journal of Pediatrics, 1991; Darnton-Hill et al., 2004).

By the terms of a wide-ranging draft resolution — the meeting’s outcome document —
Governments committed to addressing non-communicable diseases as a matter of
priority in national development plans, for which they agreed to consider setting
national targets for 2025, by 2015, and by 2016, to reduce risk factors and underlying
social determinants for those diseases. They aimed, by 2016, to strengthen and orient
health systems to address prevention and control issues through people-centred
primary health care and universal health coverage (UN, 2014).

3.4 Nutrition intervention policies and activities at the national level

Since the 1970s, there have been various discussions into the best tools and means
of intervention for tackling certain concerns within various populations (Dymsza et
al., 1974). Early intervention, nutritional education and nutrition supplementation

are the types of interventions that different countries can employ.

An example of a nutrition strategy is Spain’s focus on the NAOS project, a “Strategy
for Nutrition, Physical Activity and Prevention of Obesity” (Neira and de Onis, 2006).
The project aims to improve diet and encourage the regular practice of physical

activity by all citizens, with a special emphasis on children.

In the UK, a number of White Papers with similar aims have been published. One of
the follow-up documents on delivery is entitled: “Delivering choosing health:
making healthier choices and action plans”. Two action plans proposed in this White
Paper have been disseminated throughout the country for implementation and
monitoring. The first action plan focuses on “Choosing a better diet: a food and

health action plan” which is complementary to the second action plan “Choosing
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activity: a physical activity action plan”. To improve nutritional health in England,

the objectives presented in the White Papers include:

“... increasing the average consumption of a variety of fruits and vegetables, increasing
the average intake of fibre, reducing the average intake of salt, reducing the average
intake of saturated fat, maintaining the average total intake of fat and reducing the
average intake of added sugar” (DoH, 2005).

Population-wide programmes in the UK, such as, “Sure Start” and “5-A-Day”, are
just some of the initiatives that aim to tackle the objectives set forth by this White

Paper (Camps and Long, 2012; Birmingham et al., 2004).

The previous interventions are examples of “guiding choice by changing the default
policy” (see Table 3.2). This is an approach, among many others, that can be used by

governments to intervene and improve population health.

Due to the controversies in intervention and the ethical duty of medical boards, a
ladder has been adopted which shows the different levels of influence a
government could have on a given medical condition. An intervention ladder (see
Table 3.2) explains the amount of intervention and the type of jurisdiction a
government might have. The higher up the ladder, the more justification a
government will need in order to intervene. An example of intervention at the top
level of the ladder would be that of a compulsory quarantine or isolation in the
event of an outbreak of a serious infectious disease. Governmental intervention
would be required at this level, as this decision would clearly involve a significant

violation of freedom.
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The intervention ladder

Eliminate choice

Restrict choice

Guide choice by disincentives

Guide choice by incentives

Guide choice by changing the default policy
Enable choice

Provide information

Do nothing

Source: Nuffield (2007)

Table 3.2: The intervention ladder

In addition, governments can influence and intervene in healthcare systems and
policies through several tools and mediums. Examples of those are taxation,
advertising bans and regulations, which showed success in the United States in
controlling alcohol use and smoking. These types of interventions within a public
health framework can help to shape individual choices towards healthier and safer

behaviours (Mossialos, 2002).

Another example of government intervention involves governmental participation
in health promotion. According to Table 3.2, this form of intervention is considered
to provide the information to ‘enable choice’. The UK’s “Healthy People, Healthy
Lives” is an example that emphasises the importance of health promotion through

the use of different channels (Middleton, 2011).

One example of a nutrition policy with healthcare delivery outcomes is that which

has been implemented in Ethiopia through a national programme. One of the
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strategic objects is to improve the delivery of nutrition services for communicable
and non-communicable diseases. This is through a number of initiatives that have
been conducted on a community level. Another strategic objective of the policy is to
strengthen implementation of nutrition initiatives across all sectors, through
increasing production and access to fruits and vegetables, and promoting
consumption of diversified food through community level initiatives (Government

of Federal Democratic Republic of Ethiopia 2013-2015).

In implementing the WHO’s strategies, it is very important to understand the vital
role of the government and other sectors within the country, such as academia,
non-profit organisations and the private sector (Fernstrom et al., 2012). Health
promotion in particular is not limited to the mentioned entities. The first point of
contact between patients and the healthcare system is at the primary healthcare

level, where health promotion and nutrition intervention activities take place.

3.5 Nutrition intervention at the primary healthcare level

In 1978, the WHO adopted the primary healthcare approach (PHC) as the basis for
effective delivery of health services, as outlined in the Declaration of Alma-Ata
(WHO, 1978). PHC is both a philosophy of healthcare and a model for providing
services that support health. Effective PHC is community-based, promotes healthy
lifestyles as a pathway to disease and injury prevention, provides continuing care of
chronic conditions and recognises the importance of the broad determinants of
health (Health Council of Canada, 2005). In a more recent document from the WHO,
entitled “Primary health care (now more than ever)" (WHQO, 2008). PHC has been

revisited with emphasis on four PHC reforms, including: universal coverage, service

39



delivery, leadership and public policy. The reforms aim to recognise health equity,
emphasize delivery towards being more people-centric, attain a reliable leadership,

and promote healthier societies and communities.

The role of primary healthcare is very important in managing and identifying
modifiable health risk behaviours. However, these are often under-detected and
undermanaged in the primary care setting (Carey et al.,, 2015). E-health
interventions can overcome these barriers, for example by facilitating routine
collection of patient-reported data on lifestyle risk factors, and improving clinical
management of identified risk factors through provision of tailored feedback, point-
of-care reminders, tailored educational materials, and referral to online self-

management programmes.

A number of studies have shown that there are a number of nutrition interventions
that can be undertaken at the level of primary healthcare settings. Many actions
can be taken, such as therapeutic intervention (i.e. treatment), rehabilitation,
disease prevention and health promotion, with an emphasis on the social

determinants of nutritional health.

In a report on primary healthcare and the impact of nutrition interventions, Swartz
et al. (2008) compiles and categorises a list of nutrition strategies to ensure

adequate health promotion activities.

Categorisation of nutrition strategies within a primary healthcare framework to ensure adequate
and health-promoting nutrition

Promote
Nutrition advocacy to policy makers (including technical support to other sectors)

Control of nutrition and food related advertising / promotions / communication such as television
and printed media (e.g. paypoint promotions, advocacy against advertising of high fat and sugar
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foods to children)

Growth monitoring and promotion (including community-based activities)
Community involvement in exploration of causes of food insecurity
Preventive

Breastfeeding promotion

Enforcement of the code on marketing of breastmilk substitutes
Advocacy for improved maternity benefits to facilitate breastfeeding
Quality control of food

Community-based monitoring of food prices / stock

Promotion of sustainable agricultural production (e.g. production of micronutrient rich foods,
traditional foods, community gardens, farmers markets)

Advocacy against policies that reduce control of local farmers and increase power of transnational
food corporations

Government regulation of food industry in terms of labelling and marketing

Advocacy and legislation for provision of safe water and sustainable sanitation

Advocacy for adequate income-support to buy food

Food pricing policies (subsidies on basic foods, zero rating of VAT on food, food price control,
subsidisation of agricultural production)

Taxation of alcohol and tobacco products

Taxation that favours food

Insecure households

Lactation support and management

Nutrition education (including school curriculum), communication and promotion on healthy diets
and health risks associated with poor nutrition

Food fortification

Prophylactic micronutrient supplementation of at risk groups (children, women, elderly)

Detection of growth faltering

Promote / referral to immunisation and parasite control

Food provision such as school feeding, feeding schemes, soup kitchens
Appropriate menus / diets in hospital pediatric wards

Therapeutic

Treating malnourished children (community- and hospital-based)

Management of nutrition (counselling and support) during illness (e.g. diarrhoea, diabetes)
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Continued feeding (breastfeeding and soft nutrient dense food) during iliness such as diarrhoea
Supplementation (micro-nutrients) of nutritional deficiencies

Dietary modification during illness (e.g. weight reduction, diabetics)

Rehabilitative

Management of nutrition during recovery from illness such as rehabilitation centres or community-
based management of malnourished children, monitoring of iliness-related dietary modification,
continued (additional) feeding after illness such as diarrhoea to ensure catch-up growth.

Source: Swartz et al. (2008)

Table 3.3: Nutrition strategies to ensure adequate health promotion

Public health strategies at the population level are exemplified above as being food
fortification, taxation and advocacy. Other interventions provided in the above list
may relate to public health at a population level of which certain elements are
implemented at the primary healthcare level, examples would include
breastfeeding promotion, and promotion of immunization (Table 3.3). Another
example is government regulation of the food industry in terms of labelling and
marketing, as these are mostly national level policies. However, compliance and
monitoring of this compliance is usually carried out at a lower level, involving

communities and various healthcare authorities.

A systematic review published in 2006 presented solid evidence of the effectiveness
of primary healthcare nutrition interventions in relation to a few specific conditions

and outcomes, as listed below:

The review stated that,

“... interventions are more effective when they are more intense (i.e., more than two
sessions) rather than brief, when the number of intervention components are
increased (more than two); when spouses or families are involved; and when
participants are at risk or diagnosed with a disease rather than in good health.” (Ciliska
et al., 2006)
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It is evident from the literature that nutrition interventions in primary healthcare

settings can be used for prevention as well as for treatment of chronic conditions.

General practitioners are often the first healthcare providers to identify people who
are overweight or obese. Treatment should be individualised with careful
consideration given to the severity of the problem and associated complications
using the 5As approach for weight management: Ask, Assess, Advise, Assist and

Arrange.

ASK: ask all patients about smoking, nutrition, alcohol or physical activity
ASSESS: readiness to change, dependence

ADVISE: brief, non-judgmental advice with patient education materials and motivational
interviewing

ASSIST: by providing motivational counselling and a prescription

ARRANGE: referral telephone support services, group lifestyle programs or individual provider
(e.g. dietician or exercise physiologist) and a regular follow up visit

Source: Adapted from Grima and Dixon (2013)

Table 3.4: The 5As approach

3.6 Nutrition intervention at the hospital level

A nutrition support team at a hospital can improve the impact of nutrition
intervention. A nutrition support team is a multidisciplinary team of a number of
professionals, includes physicians, nurses, pharmacists and dietitians where each
play important roles; it may also involve a speech/language therapist.
Multidisciplinary teams deal with acute cases in hospitals such as cardiovascular
diseases and diabetes. Current research suggests including pre-admission nutrition
screening in order to potentially improve patient outcomes by increasing nutrient

intake before their hospital admission, this could potentially reduce hospitalisation
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length (Schwartz and Gudzin, 2003). By involving nutrition support teams early,
hospital stays can be decreased and patients discharged earlier, all of which have a

positive impact on cost savings.

Moreover, another type of nutrition intervention at the hospital level could be
applied in the catering departments of hospitals. Voluntary initiatives in modifying
food labels in catering have induced more health conscious choices; this indicates
that food and catering modifications could theoretically prevent chronic diseases
and obesity, if applied at a hospital level (Hankey, 2015). Patient satisfaction and
patient education can be linked to the catering department. Patient satisfaction
tools have been used to measure their satisfaction with catering and services of the
hospital (Dall’Oglio et al., 2015). Collaboration with catering departments and
improved communication between the registered dietitians can increase
educational opportunities with the patient. This can be done through adding
healthy items to the menus of caters. Also through dieticians utilising caterers’
menus in wellness and promotion programmes. This collaboration increases the

opportunities for nutrition education (Friesen, 1998).

The argument in this chapter is that there are many levels of nutrition
interventions. Policies and strategies addressing these interventions cascade from
the international level to the level of healthcare professionals in different settings,

as shown in the following section.

3.7 Summary
This chapter discussed the levels of nutritional interventions, focusing on the

international policy agenda of the WHO and the UN with regard to NCDs and the
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role of nutrition. As NCDs have become a priority in most countries, examples of
national population-wide interventions were also presented. This was followed by a
discussion of the role of primary healthcare and of hospitals as providers of
healthcare within the context of nutrition interventions for NCDs. Several policies,
strategies and activities at these different levels were mentioned. The factors
playing a role in the implementation of nutrition interventions at these different

levels will be explored in the following chapter.
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Chapter 4: Common factors
affecting healthcare and nutrition
delivery

4.1 Introduction

This chapter explores the factors that influence nutrition delivery in healthcare
systems. In order to do that, different approaches are used. Some of the factors
have been briefly discussed earlier in this thesis. This chapter commences with a
systematic literature review based on the research question. This is in order to
derive a number of studies that discuss different strategies related to NCDs,
nutrition interventions and the factors influencing them. This is followed by a
section explaining different care models used in healthcare and showing a number
of common factors that play a role in these models. Five strategy papers were also
examined to confirm the previously identified factors. In conclusion, the taxonomy
of the body of literature was used to identify the common critical factors affecting

nutrition interventions strategies and activities.

4.2 Background

The UN political declaration in 2011 on non-communicable diseases called for
population-based policies, multi-sectorial action, cross-agency working, monitoring
and evaluation. Many research studies, models and strategies, before 2011 and
since, have included common factors that play a role in management of non-

communicable diseases through nutrition interventions.
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4.3 Systematic review
The following systematic review aims to compile a list of important studies that

tackle these issues.

4.3.1 Methods

A protocol for conducting the systematic review was developed and sent to an
advisory academic in order to ensure that the methods and search strategies were

exhaustive.

4.3.1.1 Literature search

A systematic search of PubMed, Crochane, Ebsco and ProQuest was conducted to
identify all relevant peer-reviewed papers published from 2010 to 2015. The main
search terms were combined key terms such as ‘policy’ and ‘nutrition’ or ‘strategy’
and ‘nutrition’ or ‘nutrition” and ‘non-communicable diseases’. Additional search
terms related to policy or strategy were regulation, health policy, legislation,
intervention, law, standards, guidelines, management, healthcare management,
action plan, and implementation. These terms were used as keywords and in free
text searches of titles and abstracts, depending on the database being searched.
Moreover, reference lists in relevant publications were scrutinised to identify

further articles (see Figure 4.1).
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Search terms

et of entry rermme 2. Set of entry terms: Free search phrases:
. y : Report, OR guidelines,

OR case report,
healthcare manegement.

nutrition, non-

trat li . .
strategy, policy communicable diseases,

Figure 4.1: Search terms utilised

4.3.1.2 Inclusion and exclusion criteria

To be included, studies had to be:

. Published in a peer-reviewed journal in English.

° Primary research articles or reviews categorising, describing or explaining
different factors in relation to nutrition policy and strategy that address
NCDs.

. Intervention studies were also included.

Studies of clinical decision-making for individual patients, or protocols for single
clinical sites were excluded. Also, all letters, editorials, news and comments, unless

highly relevant, were excluded.

The present study is based on a triangulated method; therefore, qualitative and

guantitative research designs were included in the literature search.

4.3.1.3 Data extraction

The data from each study, as finally included in this review, were extracted by the

researcher and tabulated. Extracted data included information about study topic
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and focus, study design and methodology, study characteristics and results. Factors
which were listed to form the basis of an extensive list of factors that was later

iteratively updated as new factors were identified.

4.3.2 Search results
4.3.2.1 Selection of studies

In total, 16,990 potentially relevant publications were identified. (“Nutrition” and
“strategy” totalled 5,325, while “Nutrition” and “Policy” totalled 11,665, where only

1,532 were free full-text articles which were included).

A PRISMA chart is included for better clarity and full understanding of the search

strategy.
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Identification

Eligibility Screening

Included

Records identified through
database searching
(n =11,665)

Additional records identified
through other sources
(n=5,325)

They were screened initially on their titles and year of publication, and 1,423
publications were excluded. The abstracts of the remaining 109 were screened, and
73 were excluded as irrelevant to the current study focus. The full texts of the
remaining 36 studies were retrieved and screened, and again 15 were excluded, as

they were not primary research or did not meet all inclusion criteria. Ultimately, 21

h 4

h

4

Records screened after duplicates removed
(n=1,532)

Records excluded

Full-text articles assessed
for eligibility
(n=109)

(h=1,423)

Full-text articles assessed
for methodology and data

(h=36)

Studies included in the
systematic review

Figure 4.2: PRISMA flow diagram

studies were included in this systematic review.
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Full-text articles excluded,
with reasons
(n=73)

Full-text articles excluded

as they are not primary
data (n=15)

Adapted from Moher et al. 2009




An overview of the literature in terms of policy and strategy in healthcare

management is shown in Table 4.1.
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Ref Design Background Objective Result Potential factor that plays

a role in nutrition delivery
Alleyne et al. Conceptual Three risk factors contribute To understand the role of nurses Nurses across the world are well Multidisciplinary teams
(2011) paper to four major chronic in chronic care management. positioned to play a significant role

Bastian (2011)

Beaglehole et
al. (2011)

Interpretive
approach
(Bacchi’s
method) to
examine the
strategies
being offered
within the

policy

Conceptual
paper in health
policy

diseases which are
responsible for over 50% of
deaths worldwide.

This paper critically analyses
Eat Well Australia: An
Agenda for Action for Public
Health Nutrition 2000 —
2010.

The increasing global crisis in
NCDs is a barrier to
development goals including
poverty reduction, health
equity, economic stability
and human security.

To better understand how public
health nutrition has been
represented during the past
decade in Australia.

To propose five overarching
priority actions for the response to
the crisis--leadership, prevention,
treatment, international
cooperation, and monitoring and
accountability--and the delivery of
five priority interventions--tobacco
control, salt reduction, improved
diets and physical activity,
reduction in hazardous alcohol
intake, and essential drugs and
technologies.

and work with a wide range of
people involved in the prevention
and management of these chronic
diseases.

The policy's proposed actions reflect
the policy-making environment in
which it was conceived. A
manifestation of this was unclear
division of roles and responsibilities,
lack of dedicated resources and
inadequate focus on the social
determinants of health.

The most urgent and immediate
priority is tobacco control. We
propose as a goal for 2040, a world
essentially free from tobacco where
less than 5% of people use tobacco.

Resources

Cross-department
interaction

Social determinants of
health
Leadership involvement

Cross-government
interaction




€9

Joshi et al.
(2014)

Kontis et al.
(2014)

Demaio et al.

(2014)

Review

Meta-analysis

Conceptual
paper

One potential solution to
limited healthcare access in
low- and middle-income
countries (LMIC) is task-
shifting, the training of non-
physician healthcare workers
(NPHWsS) to perform tasks
traditionally undertaken by
physicians.

Countries have agreed to
reduce premature mortality
(defined as the probability of
dying between the ages of
30 years and 70 years) from
four main NCDs--
cardiovascular diseases,
chronic respiratory diseases,
cancers, and diabetes--by
25% from 2010 levels by
2025 (referred to as 25x25
target).

In 2014, NCDs represented
the leading causes of global
mortality and disability.
Government-level concern,
and resulting policy changes,
are manifesting.

The aim of this paper was to

conduct a systematic review of
studies involving task-shifting for
the management of NCDs in LMIC.

The aim is to understand how to
achieve the 25x25 (estimated as
the contribution of achieving six

risk factor targets towards
meeting the 25x25 mortality
target).

Reflecting recent major global

reports, declarations and events,
this study proposes and critiques a

PHC approach to NCDs,
highlighting PHC, with its core
themes, as a valuable guiding

framework for health promotion
and policy addressing this group of

diseases.

Task-shifting from physicians to
NPHWs, if accompanied by health
system restructuring is a potentially
effective and affordable strategy for
improving access to healthcare for
NCDs.

If risk factor targets are achieved,
the probability of dying from the
four main NCDs between the ages of
30 years and 70 years will decrease
by 22% in men and by 19% in women
between 2010 and 2025.

There has recently been renewed
interest in Primary Health Care (PHC)
and its core principles. With this, has
come strengthened support for
revitalising this approach, which
aims for equitable and cost-effective
population-health attainment.

Multidisciplinary teams

Leadership involvement

Policy setting

Collaboration through PHC
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Choi et al.
(2008)

Darnton-Hill et
al. (2004)

Geneau et al.
(2010)

Conceptual
paper

Review;
includes
unpublished
and published
WHO reports

Conceptual
paper:
Adapted
political
process model

With increasing human
progress and technological
advance, the pandemic of
chronic diseases will become
an even bigger threat to
global health.

International and national
public health and nutrition
policy development in light
of the global epidemic in
chronic diseases,
demographic and
epidemiological transitions.

Chronic diseases, especially
cardiovascular diseases,
diabetes, cancer, and chronic
obstructive respiratory
diseases, are neglected
globally despite growing
awareness of the serious
burden that they cause.

To contribute ideas and working
examples that might help enhance
global capacity in the surveillance
of chronic diseases and their
prevention and control. Innovative
ideas and solutions were actively
sought.

To briefly review the current
understanding of the aetiology
and prevention of chronic diseases
using a life course approach,
demonstrating the life-long
influences on the development of
disease.

We seek to understand this failure
and to position chronic disease
centrally on the global health and
development agendas. To identify
strategies for generation of
increased political priority for
chronic diseases and to further the
involvement of development
agencies, we use an adapted
political process model.

Ideas and working examples to help
enhance global capacity were
grouped under seven themes,
concisely summarised by the
acronym "SCIENCE": Strategy,
Collaboration, Information,
Education, Novelty, Communication
and Evaluation.

There is a global epidemic of
increasing obesity, diabetes and
other chronic NCDs, especially in
developing and transitional
economies, and in the less affluent
within these, and in the developed
countries. At the same time, there
has been an increase in communities
and households that have coincident
under- and over-nutrition.

Recommend three strategies:
reframe the debate to emphasise
societal determinants of disease;
mobilise resources through an
inclusive approach to development
and by equitably distributing
resources; and build one merging
strategic and political opportunity,
such as the World Health Assembly
2008-13 Action Plan and the high
level meeting of the UN General
Assembly in 2011 on chronic disease.

Strategy, Collaboration,
Information, Education,
Novelty, Communication
and Evaluation

Health promotion in
specific age groups (e.g.
antenatal period)

Prevention most cost-
effective

Social determinants of
health

Mobilise resources to
development and equitably
distribute resources

Leadership involvement
and international cross-
government relations
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Hofman et al.

(2006)

Pelletier et al.

(2011)

Bibliometric
analysis of
journalsin
LMIC

Interviews,
written
account,
observation of
policy process
in five
countries
(thematic
analysis)

Cardiovascular disease and
cancer led the list of the top
ten most-indexed published
topics by region.

Under nutrition is the single
largest contributor to the
global burden of disease and
can be addressed through a
number of highly efficacious
interventions.

The paper identifies the relative
amount of research devoted to
NCDs in low- and middle-income
countries (LMIC).

This paper reports on the findings
from studies in Bangladesh,
Bolivia, Guatemala, Peru and
Vietnam which sought to identify
the challenges in the policy
process and ways to overcome
them, notably with respect to
commitment, agenda setting,
policy formulation and
implementation.

Even in regions widespread with
infectious diseases, some capability
exists to conduct research on non-
communicable diseases. Greater
attention should be paid to the
conduct and support of such
research in LMICs, which will benefit
these countries and may yield clues
to lower-cost solutions to the burden
of these diseases worldwide.

Several insights for future efforts: (a)
high-level political attention to and
political commitment and system
commitment requires sustained
efforts from policy entrepreneurs
and champions; (b) mid-level actors
from ministries and external
partners had great difficulty
translating political windows of
opportunity for nutrition into
concrete operational plans, due to
capacity constraints, differing
professional views of under nutrition
and disagreements over
interventions, ownership, roles and
responsibilities; and (c) the pace and
quality of implementation was
severely constrained in most cases
by weaknesses in human and
organisational capacities from
national to frontline levels.

Multidisciplinary teams

Leadership involvement
Policy setting

Resources
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Maher et al. Review

(2012)

Nyenwe et al.
(2013)

Bonita et al., Review

(2013)

Peregrin (2004) Qualitative
interviews
Technical

Qureshi et al review of a

(2010) prototype

Observation of
an experiment

The growing global burden
of non-communicable
diseases NCDs is now killing
36 million people each year
and needs comprehensive
action.

Example of e-health
application.

Overview of key critical issues that
need to be resolved to ensure
political commitments are
translated into practical action.

Objective: Investigated the impact
of tele-medicine on the quality of
care in diabetic patients in five
health professional shortage
areas.

Non-communicable disease
prevention method

Keywords: strategy,
recommendations,
interventions, programs for
non-communicable diseases

Keywords:

Nutrition, integration

Evaluated the communication
capabilities of the systemin a
number of realistic experiments.

Key words: technology,
healthcare, wireless
networks

Compares NCD current issues with
HIV’s prevention struggle last decade
and suggests five action plans. This is
to ensure practical actions take
place.

A telemedicine-based management
programme that delivers diabetes
education and consultative service
through videoconference was
effective in improving diabetes
outcome measures.

One outcome of the panels were
recommendations for action by
countries and international agencies
for the UN High-Level Meeting on
Non-Communicable Diseases

Explains the process and activity of
nutritionist and dietician health
development plans.

This technical paper shows how to
allow neonatal specialists to
participate in the care of critically ill
infants at remote sites and during
transport using telemedicine.

Global action
Resources
Finance
Research

Tele-health

Global action

Marketing

Tele health
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Tinghog et al

(2010) Conceptual
paper

Riegelman .

(2010) Review

:)zy;kle;)et 2l Triangulated
method using
qualitative
methods to
testa
prototype

Abiola et al. Quantitative

(2014) . .
questionnaire
using the
patient

Tentative conceptual
framework

Health framework

Federal legislation provides
incentives for hospitals to
engage patients in their care
and to use technology in a
meaningful way

Health profession levels with the
goal of producing a system of
education for health by 2020 that
fully incorporates an evidence-
based public health perspective
into the education of all health
professionals and other citizens.

Attitude and orientation of
doctors to the doctor-patient
relationship has a direct influence
on delivery of high quality
healthcare. The aims of this study

This paper includes resources and
finances for interventions in
healthcare systems. Six attributes for
exploring the suitability of private
financing for specific healthcare
commodities are identified, this
framework is tentative for the use of
policymakers.

This framework can provide a
coherent strategy for incorporating
education into healthcare.

Prototype in this study displays
information at the bedside in a way
that can be understood and used by
hospitalized patients. While some
patients may choose to avoid
technology while hospitalized, other
patients or family caregivers may
appreciate the opportunity to use
tools, to become a full partner on
their health care team.

Demonstrating why patient-centred
medical interviewing should be given
top priority in medical training, and
particularly for federal health
institutions saddled with production

Health finance

Education and health
promotion

Multidisciplinary team

Patient Centric

Decision making process
Multidisciplinary teams

Training and resources
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Mutale et al.

(2013)

Wright et al.

(2005)

-practitioner

Application of
Balanced
Scorecard: To
assess the
baseline status
of the
participating
districts a
modified
balanced
scorecard
approach
following the
domains
highlighted in
the MOH 2011
Strategic Plan.

Conceptual
paper

Participation in HIA
generates a sense that
health and decision-making
is community-owned, and
the personal experiences of
citizens become integral to
the formulation of policy.

were to determine the orientation
of Kano doctors to the practice of
doctor—patient relationship and
physicians’ related-factors

Randomised step-wedged
community intervention that aims
to strengthen the health system in
three districts in the Republic of
Zambia.

This review of the participation
strategies adopted in key
applications of HIA in the United
Kingdom was examined

of new doctors and further training
for practicing doctors.

This paper applies the concept of
balanced scorecard to describe the
baseline status of three intervention

districts in Zambia. This tool could be

valuable in monitoring and
evaluation of health systems.

Coupling HIA with SEA potential
solutions to problems with
screening, theoretical framework
casual pathways.

Assessment

Assessment
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4.3.3 Results of the systematic review

The systematic review ultimately produced 25 studies that met all inclusion criteria.
The potential factors extracted from these studies amounted to 19. These are:
multidisciplinary teams; resources; cross-department interaction; social
determinants of health; leadership involvement; collaboration through Primary
Health Care (PHC); strategy; collaboration; education; information; communication;
evaluation; cost-effective prevention; policy setting; finance; tele-health; marketing;

decision-making process; assessment.

It is obvious from the above list, that many factors were similar or very much
interrelated. This meant that the list needed further refining and summarisation in
order to be able to use it in the design of the methodological tool in this study. On
the other hand, a number of factors repeatedly appeared in several studies, as
shown in the table, which may point to their importance. However, working with
these factors on this assumption alone may be misleading, as some factors that only

appeared once or twice in the previous studies may still be of great influence.

In order to support and modify the list of factors obtained from the systematic
review, further scrutiny of the literature was undertaken by looking at a number of
healthcare models and by conducting a literature taxonomy, as presented in the

following sections.

4.4 Models for delivery of care for NCDs
There are a number of models adopted for delivery of care to citizens and patients

with NCDs. Nearly all of those models incorporate nutrition interventions in some
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form. Looking at these models is very useful as they may shed light on common

factors that influence nutrition delivery care.

4.4.1 Chronic care model (CCM) and ECCM

One of the prominent models in the literature is the chronic care model (Austin et
al., 2000, Glasgow et al., 2001). The chronic care model (CCM) identifies the
essential elements of a healthcare system that encourages high-quality chronic
disease care. The model can be applied to a variety of chronic illnesses, healthcare
settings and target populations. Based on several studies, the results of such a
model are healthier patients, more satisfied providers and cost savings (Adams et
al., 2007, Barr et al., 2003, Coleman et al., 2009, Jackson and Weinberger, 2009).
The use of the CCM has assisted healthcare teams to demonstrate effective,
relevant solutions to this growing challenge. The 2014 paper by Nolte et al. entitled
"Assessing chronic disease management in European health systems", focuses on 12
different countries comparing four components that have been established to have
an effect on chronic care. These components are derived from the CCM model. The
four components are: self-management support, delivery system design, decision

support, and clinic information systems.

The study concludes that the majority of approaches tend to focus on populations
with defined conditions, as well as on strengthening nurse-led clinics. It also
concludes that approaches that seek to reduce barriers between sectors remain less
common. Additionally, the implementation of approaches frequently involves
financial incentives. Finally, levels of patient and clinical support vary between

countries.
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However, Barr et al. (2003) argues that the present CCM is geared to clinically
oriented systems, and is hard to use for prevention and promotion. Therefore, to
integrate prevention and promotion into the CCM, the expanded chronic care
model (ECCM) was introduced. The ECCM adds two further factors for
consideration. The first is social determinants of health, and the second is enhanced
community participation as part of the CCM (Smith, 2012). Defining health by
addressing individual, social and environmental determinants shows new
opportunities for healthcare and public health (Bircher and Kuruvilla, 2014, Klein et

al., 2014).

This explanation shows the number of factors included in this model to enhance
chronic care. This model, therefore, can be used as a basis to understand the
practice level of nutrition intervention in the UAE as a means of chronic care. The
six components of the ECCM are included Table 4.2) (Barr et al., 2003). This will
then be merged with other factors seen at the end of the chapter, (Table 4.3) which

forms the basis for the tools used in this study.

4.4.2 Different models of centricity

Customer centricity is a point that is emerging in various countries regarding making
sure that patients and the public at large are involved as key partners in creating
value-oriented healthcare systems that affect everyday life. This can be in terms of
prevention or in terms of dealing with communicable diseases. In the following
section, patient-centric, family-centric and community-centric models will be

elaborated upon.
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A patient-centric model can be defined as a non-rigid method of healthcare which
ensures each patient receives the best medical diagnosis and treatment possible
(Brown et al., 2013, LaCroix, 2013). Many disciplines within the healthcare sector
strive to work towards a patient-centred model (al-Shagha and Zairi, 2000). A
greater accountability and responsibility will be on the patient, which will inversely
give the patient more expectations to improve their healthcare. This will be through
educating themselves about health maintenance and wellness practices. This would
be different from the medical system, where the responsibility solely lies on the
medical team. An example of a patient-centric model in nutrition delivery is seen in
a recent study, where tailored messages were given to diabetes patients based on

their preferences (Ellis et al., 2014).

The family-centred care model, on the other hand, is a widely used model of care
that is believed to help meet the emotional, psychological and developmental
needs of the hospitalised patient. Davison et al. (2011) suggested a new model
drawn from the research and intervention design, mixed-method approach to come
up with a new model called the Family-centred Action Model of Intervention Layout
and Implementation, or FAMILI, which was developed to address these needs. This
model positions family members as active participants in the development,
implementation and evaluation of family-centred obesity prevention programmes

(Davison et al., 2011).

Looking at family approaches through community communications clearly indicates
the need for a community-centred model. Community-centred models include

models that have different stakeholders as participants. An example is the DIRECT
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model (Diabetes Intervention Reaching and Educating Communities Together); this
model has been used to tackle diabetes using the participatory approach of the

community (Engelgau et al., 1998).

The aims of DIRECT could be adapted to reaching populations with other chronic
diseases, through self-management, health education through nutrition/physical
activity education, and health outreach. To apply any of the models, a health needs
assessment and impact assessment would need to be performed primarily
(Engelgau et al., 1998). Vanderboom et al. (2014) indicates that the integrated
community care team is a promising strategy to support patient-centred chronic
illness care. Customer centricity comes through as important due to the limited
effectiveness of the reactive traditional approaches towards chronic diseases. The
importance and the need to involve the patient and the public as key partners in

creating value-oriented healthcare systems is the focus of section 4.2.5.

4.4.3 Public health frameworks

Nurse and Edmondson-Jones (2007) presented a framework for public health which
included “health needs assessment” and “health impact assessment” as important
elements. These steps come directly after collecting public health information. It is
argued that to improve healthcare there is a need to embrace the constant change
between all factors and the health needs assessments and health impact
assessments enable a review of effectiveness and allow for the planning of a
strategy and force of action. Other factors are public health information, review
effectiveness, strategy and planning, evaluation, promotion protection, screening,

improve services, effectiveness research and design, as well as education and
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training (Bayliss et al., 2014, Fears et al., 2014, Harwell et al., 2005). A further
assessment model is shown in Figure 4.3. Frieden (2010) argues that previous
impact models lack the focus on health. Therefore, he came up with a five-tiered

framework for impact on public health.

Figure 4.3 shows the framework for impact on public health as designed in five tiers.
The highest impact interventions are at the bottom of the pyramid and focus on
socioeconomic factors. Changing the context to make individuals’ default decisions
healthy is next on the scale, followed by long-lasting protective interventions, which
comes before clinical intervention. The greatest effort needed from individuals
involves counselling and education and, to Frieden (2010), is considered the least

impactful from the five suggested interventions.

Increasing o Increased
population individual effort
impact needed

Clinical interventions

Long lasting protective interventions

Changing the context to make individuals' default
decisions healthy

Socioeconomic factors

Source: Frieden (2010)

Figure 4.3: Five-tiered framework for impact on public health
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4.4.4 Common factors in the models

The models described above such as the CCM, ECCM, public health frameworks and
community-centred care depicted a number of factors that play a role in the
delivery of care. The common factors within the models discussed above are

summarised in Table 4.2.

Factors such as novelty, communication, socioeconomic factors, as well as family
expertise were shown to be the least common between all models together. While
proactive practice teams, community policy and resources, community participation
and programme evaluation, as well as impact assessment are common in at least

three of the seven models mentioned.

Table 4.2 shows that education plays an important role in all models discussed.
These factors will then be distilled into the taxonomy at the end of the chapter in
Table 4.6. To understand healthcare strategy, provision and delivery, the evolution

of healthcare systems needs to be understood, as explained earlier in the chapter.
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Community policy /resources
Self-management support
Clinical information system
Socioeconomic factors
Decision support

Protective interventions
Clinical interventions

Social determinants of health
Community participation
Expertise in family
Programme evaluation
Impact assessment

Strategy and planning

Novelty

Communication

< lEducation (informed patients)

< . .
Proactive practice team

<
<
<
<

Chronic care model
(Bodenheimer et al.,
2002)

Expanded chronic v v v v v v Vv v

care model

(Smith, 2012)

(Barr, 2003)

Patient-centred care v v vV

(Jci, 2014)

Family-centred care v v v

(Scottish

Government, 2006)

Community-centred v v A \

care

(Engelgau et al.,

1998)

Public health v v vV
framework

(Frieden, 2010)

Public health v Vv Vv Vv V v
framework

(Nurse and
Edmondson Jones,
2007)

Table 4.2: Common areas in different care models

4.5 Identification of the key themes in the complied list
The literature review in Chapters 2 and 3 and the previous sections (4.1 and 4.2)

yielded a number of aspects that affect nutrition interventions in healthcare
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systems. Policy agenda, strategy formulation and factors that influence healthcare

systems were discussed. A compilation of the factors are listed below (Table 4.3).
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25. Pace of technology innovation

Table 4.3: Factors that influence nutrition interventions

The previous factors can be further distilled into key areas and common themes.
Table 4.4 notes these key areas and common themes, and lists the literature that

denote them as interconnecting factors that influence nutrition delivery care.
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Key area

Reference

Involvement of communities

(Suarez-Herrera et al., 2009)

Cross-government co-delivery of
promotional programmes

(Bales et al., 2011, Dabade and Puliyel, 2009, Targett et al.,
20009, Srihari et al., 2009)

Strategy

(Vamvakas, 2013, Riphagen-Dalhuisen et al., 2013, Ramos et
al., 2013, Porter and Coles, 2011, Porter, 2009, Torgovicky et
al., 2005, Cordova Villalobos, 2010, Journal of Nutrition, 2003,
Inquiry, 2004, WHO, 2003, Beaglehole et al., 2011, Choi et al.,
2008, Patel et al., 2011, Puska, 2002)

Resources and enablement

(Tinghog et al., 2010)

Process and activity

(Riegelman, 2010, Riegelman and Garr, 2011, Peregrin, 2010,
Peregrin, 2004, Walshe and Smith, 2011)

Patient orientation

(Abiola et al., 2014, Gountas et al., 2014, Weng et al., 2014)

Patient centric

(Shabo Shvo, 2007, Shabo Shvo, 2013, Dykes et al., 2013,
Bakalar, 2008, Ferguson et al., 2006, Reiner, 2011, Tan et al.,
2010, Vamvakas, 2013, Hong et al., 2013, al-Shagha and Zairi,
2001)

Quality

(Halbesleben and Whitman, 2012, Tetteh, 2012, Acharya et al.,
2011, Goldapp et al., 2011, Anderson, 1995, Anderson and
Zwelling, 1996, Hughes, 2008)

People and competencies

(Oni et al., 2011)

Value and care design (services)

(Arifeen et al., 2009, Barr et al., 2003, Davison et al., 2011,
Fehrenbach and Grahovac, 2008)

Measurement and impact /
measurement and surveillance

(Mutale et al., 2013, de Andrade et al., 2012, Carrigan and
Kujawa, 2006, Bastian, 2011, Andaleeb et al., 2007, Wright et
al., 2005, Bentley et al., 2009, Bohaty et al., 2008, Buckley and
Hillner, 2003, Chow et al., 2010, Hu et al., 2010, Dora and
Racioppi, 2003, Frieden, 2010, Fujino et al., 2009)

Innovation and best practices
(technology-e-health)

(Garde et al., 2007, Tinghog et al., 2010, Anderson, 2004, Lane
et al., 2007, North et al., 2011, Nyenwe et al., 2011, Qureshi et
al., 2010, Chu and Thom, 1994, Fitzgerald and Davison, 2008)

Table 4.4: Summary of factors that influence healthcare systems and nutrition strategy

Five prominent healthcare strategy papers were examined in depth in order to

confirm the use of the previously identified factors in the development of nutrition

interventions, policies and strategies. The five healthcare strategy papers (Choi,
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PAHO, Eat Well Australia, UK White paper Healthy Lives Healthy Living and Puska)

establish the importance of the identified themes and key areas (Table 4.5).

The UK white paper Healthy Lives Healthy living includes: strategy and education as

well as value care design (HM Government, 2010).

Area Factor Key findings References
Strategy Development Strategy: Develop a strategy to promote Choi (2008)
and market global public health
Empower local leadership and encourage Salud Publica

wide responsibility across society to
improve everyone’s health and well-being,
and tackle the wider factors that influence
it

Develop nutrition policy

Mexico, 1998

Address the root causes of poor health and
well-being, reach out to the individuals and
families who need the most support

Integration of NCDs and risk factors into
national and regional development and
economic agendas

Address underlying structural factors which
influence vegetables and fruit consumption

National Health
and Medical
Research
Council, 2013

UK White Paper
Healthy Lives
Healthy Living

Implementation

Use a ‘ladder’ of interventions to determine
the least intrusive approach necessary to

UK White Paper
Healthy Lives

achieve the desired effect and aim to make  Healthy Living
voluntary approaches work before
resorting to regulation.
Resources and Life course Take a coherent approach to different UK
enablement approach vs risk  stages of life and key transitions instead of
factor approach  tackling individual risk factors in isolation
. . . PAHO
Consideration of a life course approach in
NCD policies and programmes
Cross- Cross-government campaigns are required Puska 2002
government to ensure that there is support for and from
and cross the different sectors (health services; mass
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department media; school curricula; voluntary
involvement associations; and food producers,
supermarkets and restaurants)
PAHO

An all-of-society approach for NCDs that

promotes strategic alliances both within the Australia Eat
health sector and with sectors outside of Well

health, involving governments, civil society,

academia, the private sector and

international organisations.

Managing partnerships

Shifting power to local communities,
enabling them to improve health
throughout people’s lives

Process and Education Education: Inform scientists, policy makers UK White Paper
activity and the public

Baker et al.
Information: Improve accuracy, timeliness, 2005
accessibility, and global comparability of
public health information

As chronic illnesses are multifactorial,
nutrition education and health education
through multi-channels are necessary

Patient Patient
orientation empowerment
Quality Quality of care Dissemination of research evidence Eat Well
through Australia
evidence-based
medicine
People and Communication: Develop effective waysto  Choi (2008)
competencies convey public health
Value and care Designing communities for active ageing UK White Paper
design and sustainability
(services)
PAHO
Reorientation of health systems based on
chronic care, including providing training
and capacity-building and paying special
attention to integrating NCD prevention
and control into primary healthcare
Measurement Evaluation: Assess the design, Puska 2002
and impact implementation and effectiveness of public
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health initiatives Choi 2008

Monitoring and research

Eat well
. . N Australia
A national food and nutrition monitoring
system
Innovation and Novelty: Develop novel ways of thinking Choi 2008
best practices about traditional and emerging problems

Application of the best available evidence,

based on public health relevance and

impact, using data from surveillance and PAHO
research, in developing and formulating
programmes and policies and in defining

further research

Promote innovation

Promote private sector investment in Eat Well
research Australia
Culture and Multi- Multidisciplinary teams and shared Mamudu et al
teamwork disciplinary decision-making is essential in dealing with 2011
teams chronic diseases in recent literature on an

organisation level

Eat Well

Build HR requirements .
u! qui Australia

Expand tertiary education

Train primary HC professionals and non-
health workers

Table 4.5: Summary of factors addressed in five nutrition strategy papers
Although quality was only mentioned in one healthcare strategy, it was obviously
implied in the other four papers. While resources and enablement, on the other
hand, were explicitly explored in all five papers. The next section summarises the

finalised distilled list of factors.
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4.6 Taxonomy and development of the factors

The previous sections have led to the development of a list of vital factors shown to
be important to the delivery of nutrition interventions. These factors were
discussed with an international team of experts and then finally, a list of factors was
developed to be used in both quantitative and qualitative phases of the research.

Table 4.6 shows the taxonomy of the factors.
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Area Critical factor
1 Strategy Leadership v v
Development v vV v v
Implementation v v
2 Resources ' \ \ V' V'
and
enablement
Life course v V v
approach vs risk
factor approach
Involvement of v v v
cross sectors
and cross
government
3  Process and ' ' '
activity
Education V \'
4 Patient
orientation
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Patient

empowerment
5 Quality v
Quality of care v
through
evidence-based
medicine
6 People and v v

competencies

Autonomy and
responsibility

7 Value and \' v
care design
(services)

Shared decision-
making

Integrated care

8 Measurement v v v
and impact
9 Innovation v v v
and best
practices
1 Cultureand Multidisciplinar v v v
0 teamwork y teams

Table 4.6: Taxonomy of factors

Appendices B and E include the interview pro forma and the questionnaire utilised

in the study, which were both primarily based on the taxonomy shown in Table 4.6.

4.7 Summary

The chapter was divided into three main sections. The chapter started with a
systematic review that yielded common factors which were listed in the taxonomy
section. Additionally, different care models and the different frameworks were used
to deduce common factors that deal with NCDs in healthcare, as well as potential

factors that play a role in nutrition delivery. Therefore, the third section of the
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chapter compiled the factors and formulated the taxonomy upon which the

research is built. The research tools used in the methodology utilise this taxonomy.
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Chapter 5: The UAE healthcare
context

5.1 Introduction

The United Arab Emirates (UAE) has seen drastic changes over the past 50 years. In
this chapter, a brief history of the United Arab Emirates will be provided along with
an explanation of its demographics and health profile. The chapter will present the
transformations occurring from the 1970s up to recent years. The population
breakdown and the integration of health promotion and health education will be
described along with the healthcare strategy of the UAE. Each authority has several
initiatives to raise health awareness and follow health promotion programmes.
These programmes are either targeted towards risk factors of lifestyle diseases or

targeted towards a certain age, gender or ethnic background.

A brief analysis of the healthcare system is undertaken and a tabulated
international cross-comparison of non-communicable profiles shows where the
United Arab Emirates stands internationally. The nine global targets to reduce NCDs
are shown as one target emphasising the need to understand the availability of a
strategy or policies to reduce unhealthy diets. This in turn shows the importance of
the role of nutrition in a healthcare system. The chapter compares the different
stakeholders in the healthcare delivery of each Emirate, showing the vision, the
mission and the main objective, in order to demonstrate the importance of
nutrition interventions in order to combat NCDs for each. The chapter also includes

healthcare expenditure showing the burden that NCDs pose to the system.
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5.2 United Arab Emirates
The United Arab Emirates shown in (Figure 5.1), is part of the Gulf Cooperation
Council (GCC), which compromises UAE, Oman, the Kingdom of Saudi Arabia,

Bahrain, Qatar and Kuwait. According to a report by the Library of Congress:

“The United Kingdom announced in 1968 and reaffirmed in 1971 that it would end its
treaty relationships with the seven Trucial Coast states, which had been under British
protection since 1892. Following the termination of all existing treaties with Britain, on
December 2, 1971, six of the seven sheikhdoms formed the United Arab Emirates
(UAE). The seventh sheikhdom, Ras al Khaymah, joined the UAE in 1972"” (LCWEB,
2007).

In this chapter, sheikhdoms will be referred to as Emirates. Figure 5.1 shows the

seven Emirates.

Figure 5.1: UAE on the Arabian Gulf - highlighting the seven Emirates

Two decades prior to this formation there was no electricity, no plumbing, no
modern schools and no bridges (WHO, 2005). Today, the UAE is the fourth largest

oil producer and 30% of the country’s gross domestic product is directly based on
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oil (OPEC, 2011). The UAE’s per capita GDP is on par with leading developed
countries of the world; this therefore gives it the power to play an important role in
the affairs of the region (CIA, 2009). International collaboration over the past few
years, has created advantages for the UAE in terms of managing the problems
relating to global public health (Aw, 2010). Figure 5.2 shows the geographical

location of the UAE in the Middle East.

Source: CIA (2009)

Figure 5.2: UAE in the Middle East

Table 5.1 shows the transformation of the gross national income of the UAE from

the 1970s to the 2000s.
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1972 2002
Gross national income 4.7 billion AED | 229 billion AED
Gross domestic product/capita | 69 000 AED 6.5 billion AED
Non-oil sectors 188 billion AED | 2.4 billion AED
Investments 1.7 billion AED | 60 billion AED

Source: WHO (2005)

Table 5.1: Transformations from the 1970s to the 2000s

From 1970 to 1990 the GDP per capita average annual growth rate was -4.9%, while
from 1990 to 2010 it increased to 0.5% (UNICEF, 2010). Figure 5.3 shoes the GDP

growth in the past decade.

14

2001 2002 2003 2004 2005 2006 2007 2008 2009 2 2011 2012

Source: economictrading.com

Figure 5.3: GDP growth rate from 2000 — 2012

Although the change is within the national population, as shown in Figure 5.3 which

demonstrates GDP change over the last few years, it has affected many industries in
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the UAE, one of which is healthcare. The next section (5.2.1) explains more about

healthcare expenditure in the United Arab Emirates.

5.2.1 Healthcare expenditure and finance

The strategy of the United Arab Emirates, as will be demonstrated in Section 5.4,
clearly states the importance of better health for its nation. However, the
information relating to the UAE with regard to health expenditure and the nutrition
component is scarce on the WHO tables. There is no data on UNDAF (United
Nations Development Assistance Framework), PRSP (Poverty Reduction Strategy
Paper) or nutrition governance, as shown in Table 4.2 below. The Ministry of Health
works in coordination with the EMRO office (East Mediterranean Regional Office)

Table 5.2 shows the health expenditure indicators of the UAE.

Indicator Year

General government expenditure on health as % of total government 2010 8.8%
expenditure

Total expenditure on health as % of gross domestic product 2010 3.7%
Per capita total expenditure on health (USS) 2010 1,544.0
Nutrition component of the United Nations Development Assistance No data
Framework (UNDAF)

Nutrition component of Poverty Reduction Strategy Paper (PRSP) No data
Nutrition governance No data
Monitoring and enforcement of international code of marketing of 2007 No

breast milk substitutes

Maternity leave 2009 3
months

Source: WHO (2011d)

Table 5.2: Health expenditure indicators

Public health expenditure is explained by the World Bank as follows:
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“Public health expenditure consists of recurrent and capital spending from government
(central and local) budgets, external borrowings and grants (including donations from
international agencies and nongovernmental organizations), and social (or compulsory)
health insurance funds. Total health expenditure is the sum of public and private health
expenditure. It covers the provision of health services (preventive and curative), family
planning activities, nutrition activities, and emergency aid designated for health but
does not include provision of water and sanitation (The World Bank, 2014).”

Table 5.3 shows the financial breakdown of the public health expenditure in the

United Arab Emirates.

UAE 2010

Total expenditure on health as a percentage of GDP 3.7%
Private expenditure on health as a percentage of total expenditure on health 25.6%
External resources for health as a percentage of total expenditure on health 0%
Social security expenditure on health as a percentage of general government 0%

expenditure on health
Out of pocket expenditure as a percentage of private expenditure on health 73.3%

Private pre-paid plans as a percentage of private expenditure on health 15.7%

Source: WHO (2011d)

Table 5.3: Health financing, health expenditure ratios

It is evident from the table above that the government plays a role in the health
financing of the general public. Information obtained from the WHO has a number
of limitations, one of which being that different countries produce financial and
accounting reports at different times of the year. Therefore countries that produce
July reports may be indicated in the table as 2008, where in reality it is a
combination of information from 2007 to 2008. Another limitation is that this
information is obtained from national health accounts. Not all countries have a
national health account. These reports are therefore generated from a number of

sources publicly available and in-country ad hoc surveys to be harmonised into the
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national health accounts framework. This in turn is sent to the ministries to be

validated and approved (WHO, GHD).

5.2.2 Population structure of the UAE

The next section will explain the demographics of the United Arab Emirates,
comparing the different emirates, and the difference in population structure
between nationals and non-nationals, also showing the need for understanding

those different populations for health promotion.

The rapid development of the UAE poses a challenge to the healthcare system as it
is composed of a cosmopolitan population. It is important to note that the UAE
witnessed a rapid development in its infrastructure and economy which also led to
a high influx in the number of skilled and unskilled migrant workers. The
populations vary in their background (educational level, religious beliefs and culture
practices). The differences in background present a challenge for population-based
public health strategies (Loney et al., 2013). Health promotion towards special
targets is explained in Section 5.5. The estimated population as of 2010 was 8.2
million, where approximately fewer than 20% of the population were considered to
be Emirati (i.e. citizens of the United Arab Emirates) and the remaining population

was non-Emirati (Table 5.4).
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Nationality Total

National 947,997
Non-national 7,316,073

Total 8,264,070

Source: National Bureau of Statistics UAE 2010

Table 5.4: Population by nationality (nationals - non-nationals)
Abu Dhabi and Dubai have the highest national population by Emirate. The

concentration of nationals in Abu Dhabi is the largest; it is also the largest Emirate

according to area. Table 5.5 shows the distribution of nationals in the UAE.

Emirate Total population
Abu Dhabi 404, 546

Dubai 168,029

Sharjah 153,365

Ajman 42,186

Um Al Quwain 17,482
Ras Al Khayma 97,529
Fujairah 64,360

Total 947,997

Source: National Bureau of Statistics UAE, 2010

Table 5.5: National population by emirate (2010 mid-year estimate)

Based on Table 5.5, it is evident that non-nationals make up more than 75% of the

population, which triggers an important aspect for the healthcare industry.

The population compromises of different ethnic groups such as: South Asians,
Iranians, Other Arabs, Emirati as well as other expatriates (includes Westerners and

East Asians). The languages are Arabic (official), Persian, English, Hindi and Urdu.
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The need for customised and targeted health services and promotion programmes
are vital to ensure equality of healthcare (Reeder et al.,, 1996). Evaluation of the
baseline knowledge of NCDs is essential before designing and implementing health
promotion programmes. This would therefore need planning, as 75% of the
population of the United Arab Emirates are from different ethnic backgrounds and
socio-demographic characteristics. An understanding of the major health related
factors influencing each sector and ethnicity is important. Some of the health
promotional programmes would need to be matched to the culture and the
linguistic needs of the population (Kreuter et al.,, 2003). More importantly,
programmes may also require cultural sensitivity and a committed social support
group is required in order for behavioural changes to be maintained, and for the
interventions to continue to be effective (Heo and Braun, 2014). This will be

emphasised in the promotion section (see Section 5.5).

5.2.3 Health profile UAE: non-communicable diseases

As of 2008, mortality rates from NCDs were 3,197 males to 1,430 females, according
to the WHO. The main limitation of this data is that this data is only a combination
of regional causes of death patterns. UAE data is not available on the WHO and
does not include chronic diseases in mortality rates (WHO, 2014d). Non-
communicable diseases include a number of diseases associated with risk factors.
The diseases include cancers, diabetes, cardiovascular diseases and chronic
respiratory diseases according to the UN General Assembly Summit in 2011 (UN,
2011). The risk factors for diabetes are commonly known to be poor diet and
insufficient activity, which caused 63% of all deaths globally in 2008 (Fernstrom et

al., 2012). In 2030, such diseases are projected to claim the lives of 52 million
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people, many of whom will die young (WHO, 2010). Figure 5.4 shows the

distribution of year’s life lost due to different causes in the UAE and the region.

M Country
B Region

Communicable Moncommunicable Injury

Source: WHO (2011)

Figure 5.4: Distribution of years of life lost by causes: UAE and the region (2008)

This figure shows that communicable diseases are much lower in comparison to the
region’s statistics; region refers to WHO Eastern Mediterranean Region (EMRO).
Non-communicable diseases are higher; this trend is global and may be due to a
number of factors. Changes in lifestyle over the past 50 years of nationals and
residents have promoted a sedentary way of life, leading to a change in food
consumption patterns, globalisation, and levels of physical activity, which has
decreased drastically (Vineis et al., 2014, Maiyaki and Garbati, 2014, Kuartei, 2005,
Hawkes, 2006). This is also similar to other GCC countries with the same

socioeconomic characteristics (Memish et al., 2014).

Prevention of NCDs was emphasised in the UN General Assembly Summit in New

York, September 2011. In the history of the assembly, NCDs was only the second
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health topic discussed after HIV in the 1990s (Lamptey et al., 2011). This assembly
included many stakeholders, including ministers of health, academicians and
politicians, who came together to ensure a plan was set and there was a framework
for countries to follow to decrease the incidence of NCDs. Below is a definition of

non-communicable disease from the UN:

“NCDs are generally referred to as “lifestyle” diseases, because the majority of these
diseases are preventable illnesses, the most common causes for non-communicable
diseases (NCD) include tobacco use (smoking), alcohol abuse, poor diets (high
consumption of sugar, salt, saturated fats, and trans fatty acids) and physical inactivity.
Currently, NCDs kill 36 million people a year, a number that by some estimates is
expected to rise by 17-24% within the next decade” (UN, 2011).

Figure 5.5 shows the average percentage of adult risk factors, when comparing the
UAE to the Eastern Mediterranean Regional Office. The increased prevalence of
NCDs in the targeted population in the UAE increases the burden of disease. The
risk factors that are included are tobacco use, high blood pressure, obesity and
raised glucose levels (Anderson and Nishtar, 2011, Alwan, 2013, Bryla, 2014, Katz,
2013, Kontis et al., 2014, Marrero et al., 2012). This shows the importance of
understanding the role of nutrition, in order to decrease the underlying risk factors

for NCDs, as shown previously in the literature review chapters.
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M Region

Raised blood Raised blood Obesity (aged Tobacco use
Glucose (aged  pressure (aged 20+), 2008  (aged 15+), 2009
25+), 2008 254), 2008

Source: WHO (2011)

Figure 5.5: Average percentage of adult risk factors: comparing UAE to the EMRO region

It is evident from the figure above that obesity and raised blood glucose are higher
in the UAE than in the EMRO region. Analysis of these figures, however, might be
different if the comparison was conducted according to GDP and economic
background of countries, as countries in the EMRO region have different
demographic, social and health indicators. Despite the fact that hypertension and
tobacco use are lower than the region’s average, special attention needs to be set
for them so as not to increase in years to come — as will be shown in the cross-

comparison (Section 5.3).

In the emirate of Abu Dhabi, reports suggest that cardiovascular disease is the most
common leading cause of death in Abu Dhabi (HAAD, 2009). The prevalence rate of
diabetes is the second highest in the world (Preliminary Analysis of National Health
Screening Programme; Weqaya). While, cancer is the third leading cause of death in

the emirate of Abu Dhabi (HAAD, 2009). Such reports and statistics from authorities
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show the involvement of the country in surveillance and working towards the goals

and vision 2021 (Appendix F), as will be explained later in the chapter (Section 5.4).

In the CIA fact book, according to obesity statistics, the UAE ranks 7th worldwide as

shown in Table 5.6.

Rank Country (%) Date of information
1 American Samoa 74.6 2007
2 Tokelau 63.4 2007
3 Tonga 56.0 2000
4 Kiribati 50.6 2006
5 Saudi Arabia 35.6 2000
6 United States 33.9 2006
7 United Arab Emirates 33.7 2000

Table 5.6: Obesity statistics, ranking UAE worldwide

Source: CIA (2013)

This data, however, has not been updated since the year 2000, although the fact

book is updated on a weekly basis. Therefore comparing data of different decades

may give a distorted conclusion of the ranking. With this high level of obesity, and

the increased prevalence observed,

intervention programmes are needed.

Promotion programmes that target lifestyle changes, food habits and physical

activity are needed in order to prevent NCDs (Cipriano et al., 2014, Musaiger et al.,

2014).
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5.3 Cross-comparison of the UAE with the profile of other countries
on NCDs

A cross-comparison of the United Arab Emirates with other countries regarding
nutrition strategy to combat NCDs is shown in Table 5.7. This comparison considers
the number of units/branches of departments in the Ministry of Health, operational
multi-sectoral policies across departments, as well as operational policies to reduce
use of alcohol, promote physical activity, reduce tobacco use and promote healthy
diets. Evidence-based national guidelines are the only factors reported to the WHO,
which shows that standards for management of major NCDs through primary
healthcare are available. Surveillance and monitoring systems are yet to be set in

place, as well as a national cancer registry.

UK GERMANY CANADA | UAE

Has an operational NCD unit/branch or YES YES YES NO
department within the Ministry of Health, or

equivalent

Has an operational multi-sectoral national YES NO? YES NO

policy, strategy or action plan that integrates
several NCDs and shared risk factors

Has an operational policy, strategy or action YES YES YES NO
plan to reduce the harmful use of alcohol

Has an operational policy, strategy or action YES YES YES NO
plan to reduce physical inactivity and/or
promote physical activity

Has an operational policy, strategy or action YES YES YES NO
plan to reduce the burden of tobacco use

Has an operational policy, strategy or action YES YES YES NO
plan to reduce unhealthy diet and/or promote
healthy diets

Has evidence-based national YES YES YES YES
guidelines/protocols/standards for the
management of major NCDs through a
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primary care approach

Has an NCD surveillance and monitoring NO YES NO NO
system in place to enable reporting against
the nine global NCD targets

Has a national, population-based cancer YES YES YES NO
registry

Table 5.7: Comparing the UAE NCD strategy and policies to other countries

Table 5.7 shows that internationally little has been done with regards to putting
surveillance and monitoring systems in place to enable reporting against the nine
global NCD targets. On a regional level, a cross-comparison of the UAE with the
profiles of other countries in the Gulf region is shown in Table 5.8. It also shows that
no surveillance or monitoring system for NCD is in place. NCD strategy

development, formation and implementation vary between the six Gulf countries.

SAUDI QATAR KUWAIT OMAN BAHRAIN | UAE
ARABIA

Has an operational NCD YES YES YES YES YES NO
unit/branch or department
within the Ministry of Health,
or equivalent

Has an operational multi- NO YES NO NO YES NO
sectoral national policy,
strategy or action plan that
integrates several NCDs and
shared risk factors

Has an operational policy, NO YES NO NO YES NO
strategy or action plan to
reduce the harmful use of
alcohol

Has an operational policy, YES YES NO YES YES NO
strategy or action plan to
reduce physical inactivity
and/or promote physical
activity

Has an operational policy, YES YES NO YES YES NO
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strategy or action plan to
reduce the burden of tobacco
use

Has an operational policy, YES
strategy or action plan to

reduce unhealthy diet and/or
promote healthy diets

Has evidence-based national DK
guidelines/protocols/standards

for the management of major

NCDs through a primary care
approach

Has an NCD surveillance and NO
monitoring system in place to
enable reporting against the

nine global NCD targets

Has a national, population- YES
based cancer registry

YES

YES

NO

YES

NO

DK

NO

YES

YES

NO

NO

YES

YES

YES

NO

NO

NO

YES

NO

NO

Table 5.8: Cross-comparison of the UAE with the profiles of the Gulf Cooperation Council (GCC)

member states

Table 5.8 shows that the UAE lacks an operational NCD unit/branch or department

within the Ministry of Health, or its equivalent. It also has no operational multi-

sectoral national policy, strategy or action plan that integrates several NCDs and

shared risk factors. The United Arab Emirates also demonstrate no operational

policy, strategy or action plan to reduce physical inactivity and/or promote physical

activity. The nine global targets are shown in Table 5.9. Investing in surveillance

systems is important in order to cross-compare between countries, as well as

compare the data of the country across a number of years (Strong and Bonita,

2004).
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Target 1

A 25% relative reduction in risk of premature mortality from CVDs, cancer,
diabetes, chronic respiratory diseases

Target 2

At least 10% relative reduction in the harmful use of alcohol, as appropriate, within
the national context

Target 3

A 10% relative reduction in prevalence of insufficient physical activity
Target 4

A 30% relative reduction in mean population intake of salt/sodium
Target 5

A 30% relative reduction in prevalence of current tobacco use in persons aged 15+
years

Target 6

A 25% relative reduction in the prevalence of raised blood pressure or contain the
prevalence of raised blood pressure, according to national circumstances

Target 7
Halt the rise in diabetes and obesity
Target 8

At least 50% of eligible people receive drug therapy and counselling (including
glycaemic control) to prevent heart attacks and strokes

Target 9

An 80% availability of the affordable basic technologies and essential medicines,
including generics, required to treat major NCDs in both public and private facilities

Source: WHO (2014e)

Table 5.9: The nine global targets to reduce NCDs

All countries have an operational NCD unit/branch or department within the

Ministry of Health or its equivalent, except for the United Arab Emirates. Table 5.8

shows the UAE to have evidence-based national guidelines for the management of

92



major NCDs through a primary care approach. There are currently, in most of the
Gulf Cooperation Council (GCC) member states, intervention frameworks in place to
reduce the use of tobacco among populations. Research has shown that that
tobacco control in the GCC countries has witnessed progress over the past decades
(Hassounah et al., 2014). However, an operational policy, strategy or action plan to
reduce the burden of tobacco is still needed in the United Arab Emirates, as shown
in Table 5.8. A number of studies on the GCC states indicate that obesity is common
among women in the Gulf states; the prevalence of obesity in Kuwait, Qatar, Saudi
Arabia and Bahrain concerns between two-thirds and three-quarters of adults,
while 25 to 40% of children and adolescents are overweight or obese (Ng et al.,
2011). A number of articles advocate monitoring of the prevalence of nutrition-
related NCDs (Ng et al., 2011, Barbosa da Silva, 2014). This is in order to improve
the knowledge concerning the epidemiological profile of the population and will

provide background knowledge in order to plan health promotion actions.

The UAE strategy in the next section shows the role of nutrition as a preventative
measure to decrease NCDs, in its vision. Also, a number of authority’s objectives
reveal their focus on promoting a healthy way of life in order to reduce the

prevalence of those diseases.

5.4 Strategy and policies for NCDs

The health sector is administered by different authorities. At the federal level, there
are two entities: the Ministry of Health (MoH) (responsible for regulating the public
health sector) and the Emirates Health Authority (responsible for service delivery).

At the emirate level, there are also two entities: Health Authority Abu Dhabi (HAAD)
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and the Dubai Health Authority (DHA). The Ministry of Health and the health
authorities have developed policies and strategies for health development with the
aim of further improving the quality of care and access to required primary,
secondary and tertiary care. Even with multiple entities involved in healthcare
delivery and planning, there are set committees at a national level with
representatives of the major entities. These committees are involved in the
designing of strategies, the setting of policies, and planning for a more cohesive

delivery of healthcare.

In the next section, a number of authorities (including the MoH, HAAD, SEHA, DHA
and DHCC) will be listed, along with their related objectives towards NCDs. Evidence
of their current policies and promotion programmes will clarify the importance of

the subject area to the authorities.

In the following section, the vision of the UAE, the government strategy and the

vision and mission of each healthcare authority will be elaborated on.

5.4.1 UAE vision

Vision 2021 of the United Arab Emirates (see Appendix F), under the section

“United in Prosperity” states:

“Emiratis will enjoy the highest living standards, long and healthy lives, first-rate
education and well-rounded lifestyles guaranteed by excellent public services and
recreational activities, within a safe and rich natural and social environment.

All Emiratis are entitled to a comprehensive range of high-quality basic medical
services. We want the UAE to invest continually to build world-class healthcare
infrastructure, expertise and services in order to fulfil citizens’ growing needs and
expectations. A nationwide commitment to quality will provide every Emirati with
access to excellent health and personal care services. The UAE will take a proactive
stance in developing new, more effective ways to combat locally prevalent and genetic
illnesses through support for cutting-edge medical research.
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While healing the sick is a clear priority, it is also true that prevention is better than
cure. The UAE will intensify its fight against lifestyle diseases, where early intervention
to change habits can dramatically improve citizens’ prospects for quality of life. The
government will also act tirelessly to eliminate diseases spread by inadequate public
health and sanitation.” (MOCA, 2014)

The Ministry of Cabinet Affairs (MOCA) shares Vision 2021 of the United Arab
Emirates (this was composed in 2010); and calls for progress in four main areas. In
this research, only one area will be quoted and that is “United in Prosperity” as it

focuses on the aims of the healthcare system towards the citizens of the country.

5.4.2 Highlights of the UAE government strategies 2011-2013

The UAE government strategies aim to achieve:

“WORLD-CLASS HEALTHCARE: The UAE Government aims to ensure access of all
citizens and residents to primary healthcare, and to improve the quality of healthcare
services provided in the country to global standards. It also seeks to reduce lifestyle
diseases and increase the readiness of the health system to deal with epidemics and
health risks.

The UAE Government’s strategic directions to build a world-class healthcare system
include the following:

e “Ensure universal access to healthcare services by ensuring availability of
healthcare services in all regions, and developing health insurance and
implementing scheme

e Provide world-class healthcare services by improving governance in the
healthcare system, enhancing healthcare services, medical diagnosis and
operations while leveraging partnerships, pursuing the accreditation of
hospitals and other healthcare providers in the UAE, and upgrading the
standards for healthcare professionals

e Reduce epidemic and health risks by promoting a healthy way of life that

reduces the prevalence of diseases, strengthening preventive medicine, and
developing readiness to deal with health epidemics (UAE, 2011).”

It is evident that there is a slight difference between the 2021 vision and the UAE
2011-2013 strategy. The 2011-2013 strategy states that its goal is to provide an
improved healthcare standard to both citizens and residents, while the 2021 vison
only specifies targeting citizens who form 20% of the general population. In the next
sections, the Ministry of Health, the Health Authority Abu Dhabi, the Dubai Health
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Authority and Dubai Healthcare City will be introduced, demonstrating the vision,

mission and relevant objective to nutrition.

5.4.3 Ministry of Health

The Ministry of Health is the legislative authority in the UAE, and is the only
provider of healthcare services to the northern emirates, with the exception of two

hospitals in Dubai.

Prior to 2011, the vision of the Ministry of Health was to attain the lowest
preventable morbidity and mortality rates in the world among women and children,
and they had a mission to provide preventive healthcare services (for women and
for children less than five years of age) that are integrated with the existing health
system. They also aimed to continuously explore newer opportunities and means to
enhance the quality of care for the health of women and children (MOH, 2005).
However, the current vision and mission are shown below and demonstrate the
transition of government strategy from communicable to non-communicable
diseases. This is also reflected in key informant interview results shown in Chapter

7 (Section 7.4.1).

“Responding to Emirates Vision 2021, and the UAE Government Strategy 2011 — 2013
and in line with the Cabinet executive office directives as per the SWOT analysis and
with view to the new role of the MOH under the umbrella of the UAE Health Authority,
the MOH has drafted its Strategic Plan (2011 — 2013) with a new vision as follows
(MOH, 2014)":

Vision: "A comprehensive and effective health system for high communal health."
Mission: To enhance and develop the health system in compliance with international

standards through effective legislation and strategic partnerships with national and
international participants.
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One of the objectives states: promote public healthcare standards and raise public
healthcare awareness among the community up to international standards (MOH,

2014). The structure of the MOH is presented in Appendix C.

5.4.4 Health Authority Abu Dhabi

The Health Authority Abu Dhabi is responsible for the regulation of the healthcare
sector in Abu Dhabi. It defines the strategy, monitors and analyses the population
and performance of the system, and emphasises awareness programmes and

healthy living standards among residents of the Emirate.

Vision: “The Health System of the Emirate of Abu Dhabi is comprehensive;
encompassing the full spectrum of health services and is accessible to all residents of
Abu Dhabi. The system is driven towards excellence through continuous improvement,
and monitored for achievement of targets. Providers of health services are
independent, predominately private and follow highest international quality
standards. The system is financed through mandatory health insurance.”

MISSION: “To ensure reliable excellence for the community through driving
programmes to improve societal health.”

One of their main objectives is to “drive programmes to improve societal health”

(HAAD, 2014).

5.4.5 SEHA

In 2007, the Abu Dhabi Health Service Company (SEHA, 2012), a public joint stock
company was formed. The name SEHA translates to “health” in Arabic, which is the
official language of the United Arab Emirates. The company’s main objective is to
assume the role of the hospitals and clinical operators, and to deliver world-class
medicine to the emirate of Abu Dhabi. SEHA was one of the initiatives formed when
healthcare reform took place in the emirate of Abu Dhabi. One of the main changes

executed by SEHA is contracting international healthcare providers such as John
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Hopkins Medicine, Cleveland Clinic, Bumrungrad International, Vamed and Vienna

Medical University in order to introduce best practices into public hospitals.

Vision: “To improve patient and communities with world-class healthcare.”
Mission: “To continuously improve patients care to recognised international

standards.” (SEHA, 2012)

5.4.6 Dubai Health Authority

Dubai Health Authority was formerly known as the Department of Hospitals and
Medical Services (DOHMS). This change, which happened in 2007, led to a newly

formulated structure with a vision that states (DHA, 2014):

Vision: “A world-class integrated health system that ensures excellence in health and
healthcare for the Emirate of Dubai and promotes Dubai as a globally recognized
destination for medical care.”

Mission: “To develop a world-class integrated health system in the Emirate of Dubai by
developing and implementing plans, policies and legislations that promote excellence
and support the achievement of global standards in preventive, curative, and
rehabilitative healthcare.”

The DHA’s main objectives and areas of strategic focus are the following.

Strategic Goal 1 — Better health

The central objective of all health systems is to make people healthier. This requires
not only access to world-class healthcare services but also specific measures to prevent
diseases and injuries from occurring in the first place — and a focus on prevention as
well as cure.

Objective 1.1. Reduce the burden of non-communicable “lifestyle” diseases

Reducing the incidence of diseases such as diabetes, cardiovascular disease and cancer
— and underlying risk factors such as tobacco consumption, unhealthy diet and
inadequate physical activity — is a high strategic priority. Progress in this area requires
a mix of intervention strategies including risk factor prevention, early case detection

and effective treatment as well as the development of advanced systems for disease
surveillance and monitoring (DHA, 2014).

This shows the importance of NCDs in the strategic planning of the Dubai Health

Authority.
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5.4.7 Dubai Healthcare City

Dubai Healthcare City is a free zone and offers 100% ownership in a tax-free
environment, attracting international high standards in healthcare. DHCC hosts
hospitals and many other healthcare related services (DHCC, 2012), including the
post-graduate residency programmes and fellowships established by the Harvard
Medical School, 350 independent operators, 17 hospitals and medical centres, spa
residences and retirement centres, and a number of commercial businesses that are

healthcare related.

Vision: “Dubai Healthcare City will become an internationally recognized location of
choice for quality healthcare and an integrated centre of excellence for clinical and
wellness services, medical education and research.”

Mission: “To enable high quality integrated healthcare, education, research and
wellness by forming strategic partnerships. This will deliver exceptional customer
experiences, ultimately impacting every member of our society.”

“Mohammed Bin Rashid Academic Medical Center (MBR-AMC) is the education and
research arm of Dubai Healthcare City and aims to establish an integrated academic
and clinical environment for excellent healthcare, education and research, all aligned to
advance the healthcare industry in the Middle East” (DHCC, 2014).

The vision and mission of the different authorities show the importance of quality in
improving patient experiences and benchmarking internationally. The Dubai Health

Authority objective is directly aligned with the global targets to reduce NCDs.

5.5 Health promotion programmes in the UAE

Health promotion in the UAE targets different sectors of society. Each authority has
several initiatives to raise health awareness and follow health promotion
programmes. This section will highlight a number of these promotion programmes.
Promotion programmes in the UAE are either targeted towards risk factors of

lifestyle diseases or targeted towards a certain age, gender or ethnic background.
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Health Authority Abu Dhabi (HAAD) has a programme called “Al Weqaya”, a
population-level prevention programme. This programme has recruited more than
94% of adult UAE nationals living in Abu Dhabi into a disease management
programme to identify and to screen for risks, this will in turn be the identification

tool used for targeted intervention (Hajat et al., 2012).

Diabetes imposes an increasing economic burden on national healthcare systems
worldwide. More prevention efforts are needed to reduce this burden (Zhang et al.,
2010). In the United Arab Emirates, promotion programmes targeting diabetes have
been escalating; a number of cohort studies have been performed to better
understand its correlation to other diseases, as well as better understand drug
effects on the population (Gronbaek et al., 1998, Al-Hassani et al., 2014, Alhyas et
al., 2012, Arifulla et al., 2014, Hawamdeh et al., 2013). A need to update data sets
for better planning to combat diabetes is also emphasised in a number of articles

(Brownie et al., 2014, Blair and Sharif, 2012).

Furthermore, other seasonal promotional and health campaigns are catering to the
needs of the country, such as during the season of Hajj (a pilgrimage of Islam at a
specific time of the lunar year). Hajj comes with a number of risk factors which are
tackled by different authorities via various promotional and prevention
programmes, such as pre-Hajj vaccinations, educational materials, as well as

distribution of free materials to be used during the Hajj period.

A new study has showed that primary healthcare providers are in need of a
targeted health promotion programme for their own benefit and to be a role model

for their patients (Alateeq and Alarawi, 2014). These examples illustrate a selection
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of the health promotion programmes across the United Arab Emirates that target
lifespan and different ethnicity groups. Different authorities may have a number of
parallel campaigns. Therefore, communication between authorities is vital and
cross-department and multi-sectorial authorities are urged to work together in

order to decrease NCDs.

5.6 Summary

The United Arab Emirates has a comprehensive healthcare system, with
promotional programmes for targeted groups. Substantial investments have been
made in the UAE to make major progress in the healthcare sector. The
government’s focus on school health, centres and hospitals, and enhancing
maternal and child health is increasing. The transition from a focus on endemic
communicable diseases to epidemic non-communicable diseases is shown in the
vision and mission of authorities. Reducing the incidence of diseases such as
diabetes, cardiovascular disease and cancer and underlying risk factors such as
tobacco consumption, unhealthy diet and inadequate physical activity, is a high
strategic priority. The need for a multi-sectorial national strategy, the need for NCD
surveillance and monitoring systems to be in place, as well as the need for an
operational policy, strategy or action plan to reduce harmful use of alcohol,
promote physical activity, and reduce the burden of tobacco use are vital. It is also
vital to differentiate when and whether strategies look at the UAE population
holistically, or study and target specific divisions within the population: e.g. citizens,
residents, or temporary labour / workforce. The changes seen over the past 50

years have been drastic, as shown in this chapter. The historical transformations
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that have occurred since the 1970s demonstrate how the different authorities have
improved the quality of care in the United Arab Emirates and aligned it with

international standards.
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Chapter 6: Methodology

6.1 Introduction

This chapter will explore different research approaches and strategies. The research
strategy will show the difference between qualitative and quantitative research
methods and mixed methods. This chapter discusses the research methodologies
available in general and then, more specifically, those justified as suitable for this
research. The use of a triangulated method in the discipline of healthcare
management is also shown. The chosen methods demonstrated are the most
appropriate to address the aims and objectives of the research in comparison to
other methods. This is followed by the rationale for the research design. The details
of the methods will be outlined, followed by unit of analysis, tool used and data
analysis. A variety of methods are used to explore nutrition interventions in the
healthcare delivery system in the United Arab Emirates and as will be seen, each
has its advantages and drawbacks. The chapter concludes by summarising the three

phases used in this research and their sequence.

6.1.1 Research philosophies

In research, there are a number of research philosophies, approaches, strategies,
choices, methods, time horizons, techniques and procedures. Saunders et al. (2007)

illustrated “the research onion” as below in Figure 6.1.
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Figure 6.1: The research onion

The research philosophy chosen by the researcher for this study is the pragmatic
approach. Pragmatists claim “a rule for clarifying the contents of hypotheses by

tracing their practical consequences” (Johnson and Duberley, 2000).

Moreover, pragmatism in the management paradigm has been seen in recent
literature, where its implications on business studies and its applications in
economics have been evident (Buchholz, 2012). This approach is adopted because
pragmatists argue that the most important aspect of the research is the research
guestion and that will result in data that can be implemented — the focus is on
applied research and integration of different perspectives to help interpret the data
(Saunders et al., 2009). Pragmatism enables the researcher to use more than one

method of data collection to understand the research question; therefore, the
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mixed-method approach is acceptable in answering the research question. The
mixed-method approach is also named the triangulation method in this research; a

detailed explanation of methods will follow later in the chapter.

This philosophy will aid the researcher in coming up with practical contributions and
a road map for the UAE. Therefore, there will be a contribution to practice — the
road map — and also a contribution to knowledge — the factors that influence
nutrition intervention in the healthcare system. The following sections will
elaborate on the different types of research approaches, purposes, strategies and

methods, as detailed in the research onion in Figure 6.1.

6.1.2 Research approach

Research approaches differ according to the researcher’s view on how to obtain
knowledge and how the researcher views the world (Babbie, 2008). There are two

main types of research approaches: deductive and inductive.

There is no rigid division between deductive and inductive research and Saunders et
al. (2009) suggests that it is perfectly possible to combine the two, and that it would
lead to more advantaged research as a fallacy in one approach may be explained by

the other (Saunders et al., 2009).

6.1.3 Data collection methods

The criteria for choosing the approach depends on the problem being investigated.
Quantitative research is experimental and measures in numbers, it would also help
in understanding best predictors of outcomes. While qualitative research is

exploratory and is useful to understand the variables in examining a problem. A

105



mixed-method approach, on the other hand, captures the best of both approaches

(Babbie, 2008).

In this section the differences between qualitative, quantitative and mixed-method

approaches will be explained, also types of methods in each approach will be

elaborated upon. The differences between qualitative and quantitative research are

summarised in Table 6.1.

Quantitative

Qualitative

Contact between
researcher and
informants

Relationship between
researcher and field

Theory

Approach

Findings

Focus

Non-existent contact

Outsider looking into field by
applying pre-defined
framework to investigate
subject

Should be clear prior to
initialisation of research
Structured
Researcher-driven

Numeric, hard rigorous and
reliable

Time and place-independent

No influence of change on
social life

Close contact with
participants

Researcher has to get close
and be an insider to the field
being investigated

Emerges as research develops

Open and unstructured
Subject-driven

Relate to specific time
periods and locales

Rich and deep

Links between social life and
behaviour are viewed

People’s interpretations are
studied

Source: Adapted from Bryman (2008)

Table 6.1: Differences between quantitative and qualitative research

The use of one type of research would likely result in more errors linked to the

discipline used. Therefore, the use of mixed methods ensures removing bias

associated with single technique methods. As always, there are advantages and
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disadvantages and so these and the types of mixed-method approaches will be
explained below, thereby providing the rationale behind the choice made for this

research.

6.1.3.1 Mixed-method approaches: the triangulation method

In the mixed-method approach, recognition of all types of research and the
limitation(s) of each method is important. The types of mixed methods depend on
the research question and research design. The three types of mixed methods are
sequential, concurrent or transformative. Mixed methods in this study will also be
called the triangulation method, where more than one type of research tool is used
to assess a problem (Banik, 1993, Babbie, 2008). The work that has been done in
mixed methods is a compilation of what has descended from the pragmatic
movement in the 19" century, where the first generation American pragmatists
emerged, such as John Dewey and William James, among others (Bergman, 2011,

Buchholz, 2012).

Increasing the research design increases the depth of understanding of the
phenomena. Each of the types of triangulation, concurrent, sequential and
transformative have subtypes (Plano Clark and Creswell, 2008). The difference is in
the time of collecting data through the phases of research. In concurrent, one phase
is conducted prior to the next — the themes are deduced and used as a guide for the
next phase, while in sequential the phases are conducted simultaneously. The
weakness in simultaneous data collection is that each type of data collection will be

difficult to compare, and discrepancies between methods need to be resolved. The
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strength lies in the cross validation of the research question. The third type is

transformative triangulation which can be either sequential or concurrent.

This indicates that if different methods to cross-validate and corroborate the
findings are used, the main integration of results will happen in the interpretation
and analysis phase of the research. Mixed methods compared to mono methods
use shorter data collection periods (Plano Clark and Creswell, 2008), therefore, this
will be used to ensure data collection and data analyses are done within the time
frame of the PhD research. The limitation of this method is that it will use more
than one collection method. This and other challenges will be explored in the next

section.

6.1.3.2 Limitations of the triangulation method

The main challenges in the use of triangulation will be shown in this section. First,
this method creates a challenge in terms of the discrepancies that arise in the
results, and the subsequent difficulty in comparing and analysing different results
from the different forms of data (Plano Clark and Creswell, 2008). Secondly, the
results may also require high-level efficiency in a number of methodological tools,
as opposed to being an expert in one type of data collection method. When
researchers combine methods at the design level, a level of consideration is paid to

the purpose of the research, and a logical flow is needed (Bryman, 2008).

In the implementation phase, Creswell’s concern relates to the sequence and which
method precedes the other. In terms of priority, it is important to investigate which
method is to be considered most important in influencing decisions if the findings

are found to be different from different methods. In the integration stage of the
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research, the question posed by Creswell is, “At what stage of the research design
are the data from the different methods put into relation with each other?” Finally,
from the theoretical perspective, “Is the theory informing the analysis explicitly
from the beginning or emerging during the research process?” (Creswell, 2003). This

will be justified in the analysis section of the research.

6.1.3.3 Triangulation in healthcare management research

Triangulation has been used recently in many research areas. Ivankova and
Kawamura (2010) found a consistent growth in mixed methods research since 2000.
“Numbers rose increasingly sharply from the year 2000 (N = 10) to 2008 (N = 243).”
This clearly suggests that the use of mixed research methods has risen in the past

decade and is being used in multiple disciplines.

Studies aiming to derive guidelines for interpreting change scores on health
outcome measures by using the triangulation method are numerous, as the
acceptance of mixed-method research has grown in the health sciences discipline
(Evans et al., 2011). It is especially essential when holistic and specific information is
not readily available about a policy or promotion programme (Condon, 2011, Minke

et al., 2007, Anderson et al., 2007).

6.2 lJustification for the research question and proposed research
design

The principal aim of the research is to explore the factors that influence nutrition
interventions in healthcare strategies in the United Arab Emirates. The relevance
and appropriate timing of this investigation is enhanced by the meeting of the

United Nations (General Assembly meeting in New York, September 2011) in which
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all countries participating were encouraged to have a nutrition strategy that aims to
reduce the risk factors that result in non-communicable diseases (NCDs). Strategies

focusing on NCDs are currently growing in number (Fernstrom et al., 2012).

Due to the prevalence of NCDs in the UAE, and the increasing number of deaths due
to those diseases, as well as the financial burden they cause (El-Shahat et al., 1999,
Saadi et al., 2006), it is important to address key factors that could decrease those

numbers.

Research question:

What are the factors that influence nutrition intervention in the United

Arab Emirates’ healthcare system?

Sub questions are:

1) What are the nutrition policies and/or strategies in place in the UAE?
2) How are nutrition interventions implemented in hospitals?
3) What factors affect nutrition interventions according to healthcare

professionals in the UAE?

Therefore, the research is investigating the availability of a nutrition policy and/or
strategy for nutrition. In light of these investigations, the aim of the study is to
explore the factors that influence nutrition interventions in driving healthcare

strategies for better outcomes through the following objectives:

1) To understand the nutrition policies and/or strategies in the UAE.
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2) To observe the implementation of hospitals’ day-to-day nutrition
activities.
3) To evaluate the importance of factors affecting nutrition interventions

according to healthcare professionals.

The research design has been selected based on the methodologies explained, so as
to better answer the research question, and serve the objectives and aims of the

research.

6.2.1 Research design

In this research, a mixed-method approach that follows pragmatic assumption, and
uses a mixed-method design model is to be used. The research follows a sequential
exploratory triangulated research design where an inductive, deductive, inductive
approach will be followed. The qualitative data from the interviews will be analysed
in order to come up with themes to be understood in the case studies, and verified

through the questionnaires to professionals.

As the research is sequential, interviews with policy makers will precede other
methods used. The logical explanation to this order is that it is essential to extract
the general themes from the interviews. Questionnaires will follow the interviews
and case studies with professionals, exploring the themes generated. This research
will take a cross-sectional view as it takes a snapshot of the current situation for
healthcare strategies, and explains the factors that influence the role of nutrition in
the current healthcare system. The main general limitations of this type of research

include subject bias, geographical differences and validity of each type of method.
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Each method’s aims, strengths and limitations will be elaborated on in the next

sections.

6.2.2 Data collection and data analysis

The data collection will take place in three phases. These phases follow the mixed-
method approach in that general themes are deducted from the participants,
followed by open-ended observations and concluding with close-ended questions
(Creswell, 2003). The first phase entails semi-structured interviews with policy
makers in healthcare authorities in the UAE. Themes will be deduced from the
interviews and will also bring closer focus to the secondary data and will be
followed by open-ended observations in the case studies. The objective of the key
informant interviews is to investigate the preventative approaches and role of
nutrition in the United Arab Emirates from a policy level. The key informant
interviewees were chosen from the main contributors to the UAE healthcare

systems.

The second phase includes case studies of different hospitals in the UAE. Hospitals
will be carefully selected to ensure all requirements are met. Requirements and
selection criteria will be explained later in the chapter. This research is exploratory
in nature; therefore, a non-random sample is suitable to understand the

phenomena (Bryman, 2008).

Case studies serve the objective of the research by deliberately uncovering
contextual conditions of the role of nutrition in UAE by investigating first hand and

observing service providers, and exploring the factors from a qualitative point. As
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the aim of the study is to understand and explore, therefore this method will

uncover much of the needed information.

The last stage of data collection will be derived from the questionnaires which will
deal with the close-ended questions. This phase will administer a questionnaire
using a large sample of health professionals including doctors, nurses, nutritionists
other professionals associated with the plan, delivery, improvement and evaluation

of nutrition-based health strategies.

6.2.3 Exclusion of patients

Exclusion of patients from this study was decided early in the process, as the ethical
approval form for such a study would delay the outcomes and would not increase
knowledge relating to what the government is geared towards. Other studies in the
future can look at patient satisfaction with the healthcare strategy, but this is
currently outside the scope of this study. Therefore, patients are excluded from
data collection and the process will be confined to ‘policy makers’ and ‘healthcare

professionals’; definitions can be found in the glossary.

6.2.4 Confidentiality, anonymity and ethical considerations

An information sheet will be distributed among the different populations
(interviewees, questionnaire respondents) to ensure that all information is
disclosed. The sheet can stay with the interviewee for further questions or
concerns. The direct contact details of the researcher will be available in case any

respondents want to withdraw from the research.

Different types of consent can be taken from participants, such as implied verbal

consent or expressed consent through signature of a short form and/or information
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sheet (Bryman, 2008). A standard format information sheet and consent form has

been developed for the study.

Due to the sensitivity of the information, a verbal consent will suffice in this type of
research in the interviewing phase. The information sheet and consent form will be
given to interviewees in any case. The consent form will state how the information
will be used and stored. No names will be mentioned in the research itself, but
names will be written on the interview slips to understand which interviewee gave

what type of information.

Confidentiality will be maintained through ensuring no documentation of names in
the data. The only copies of signed consent forms with signatures and names will be
stored in a secure cabinet in the School of Management. There will be no mention
of names in any of the publications. The participant will have the option of agreeing
to the use of an audio recorder as a means for recording documentation, in which
the sound files will be stored in a secure location, which will only be accessible by

the research team. The information will be destroyed five years after publication.

No ethical approval is required for this type of research, as this type of research is
classified as simple uncontentious research with no in-depth interventions applied

(Appendix: H).

6.2.5 The interrelationship between all three phases

The following points highlight the rationale for the three phases.

1. The policy level interviews will focus on vision, policy agenda and the healthcare

strategy for the UAE articulated through Vision 2021 (see Appendix F).
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Information obtained on the UAE healthcare strategy will prepare for the context
of the study.

2. The case study analysis will allow a better understanding of the implementation
process for nutrition-based strategies that take place and enable a focus on the
critical factors that emerged from the literature review.

3. The survey questionnaire will allow the researcher to validate the relevance and
criticality of all the factors identified in the literature and emerging from the

interviews using empirical testing.

6.3 Phase I: Policy maker interviews
In this section, the structure of the interviews, the questions asked, as well as the
sample selection will be discussed. This section will also highlight the strengths and

weaknesses of using this type of interview to meet the objectives of the chapter.

6.3.1 Unit of analysis

Policy makers, high-ranking officials in the healthcare industry, as well as members
of the national nutrition strategy committee were the target sample for this stage.
The snowball technique was used, and involved utilising information and referrals
chains among policy maker subjects. The snowball technique is used in the social
sciences to study sensitive subjects, networks or rare traits (Kaplan et al., 1987,

Singh et al., 2007).

The advantage of using the snowball technique in this context is that it is cheap,
simple, cost-effective, and the sample can be easily drawn from the pool of
professionals in the policy and planning field through chain referrals (Bryman,
2008). The advantage is in the fact that the target population would be difficult to
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sample using other methods. The disadvantage of the snowball technique is in the
control of the sample method, bias and the representativeness of the sample. As
the aim of the research is to explore, and not generate theory or generalise
concepts, and as the advantages outweigh the disadvantages, it was decided that

this method should be used.

The sample of interviewees came from different entities such as the Ministry of
Health in Dubai and Abu Dhabi, the Dubai Health Authority and Abu Dhabi Health
Authority, and the private sector. At this stage of the research, where interviews
aimed to explore the UAE healthcare system and better understand the role of
nutrition at a policy level, the Ministry of Health — being the legislator of the UAE —
was given first priority in the interviews. Selection criteria took into account the
position of an interviewee in the healthcare industry: directors, former directors,
CEOs of providers, director of sectors in both the Ministry and Authority, were met
to discuss three main areas. The areas being: public health agenda in the UAE,
healthcare strategies, and the role of nutrition in the healthcare strategy, e.g. what
are the protocols and policies used for nutrition in the UAE? Three of the interviews
turned into a panel discussion, where the policy maker called in either the head of
the nutrition department or the head of the quality department to answer specific

areas in the discussion.

6.3.2 Structure of the interviews

Key informant interviews have been recently used in many disciplines (2012).
Therefore, a number of guides are available to make sure the questions are

answered as intended. Tools outline that a script and a list of open ended-questions
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relevant to the topic to be discussed are necessary. The sequence of questions is
important — it is recommended to start with factual questions then follow with
more in-depth questions (Huberman and Miles, 2002). Ending the interview with a
general recommendation and a thank you is appropriate. It is important to have
probing questions during the interview, as this channels the answers and makes
sure the questions are answered. Probing questions also help to clarify some of the
comments, and add details to information if necessary (Huberman and Miles, 2002).
The main components of the interview encompass the introduction, followed by the

key questions, the probing questions, the closing remarks and a summary.

The criteria for a successful interviewer are listed by Kvale in Bryman (2012) as
follows: being knowledgeable, having structure, being clear, gentle, sensitive and
open, and having an ability to steer, be critical, remember and interpret, where

Bryman also adds being balanced as well as ethically sensitive (Bryman, 2012).

In qualitative interviews, the interaction of the respondent is part of the data
collection process. Along with note-taking and digital-recording of the interviews,
non-verbal gestures, as well as silences may be part of the data (Oishi, 2003). As this
would affect the quality of the data collected, an interview tool, detailing pre-
determined probes and prompts can clarify the situation if necessary. Appendix A

shows the Interview Pro Forma.

The research design shows that the key informant interviews are part of the first
phase of data collection. This is in order to understand the importance of the topic
from top leaders in the industry, as well as to understand the nationwide nutrition

strategy.
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The three key questions in this study are as follows:

1. What are the strategies in place for preventative health?
2. What is the focus on nutrition?

3. How do nutrition programmes fit into the strategy?

The link from the three questions to the main question is as follows: The first
guestion shows the importance of understanding strategies in place for
preventative health? As there has been a worldwide shift in strategies of healthcare
towards prevention, understanding the United Arab Emirates’ preventative

measures forms a baseline for the research.

The second question focuses on the role of nutrition. Global health strategies
emphasise the importance of nutrition intervention. During the past 30 years, much
more information has become available on the role of nutrition in healthcare
systems. Nutrition strategies globally focus on different age groups, and include a
number of action plans following the directives of the WHO (Pellett, 1994, Shekar,
2009). The NCD Action Plan from the WHO advocates an integrated approach. The
action plan is based on a number of factors, such as evidence-based international
experience, and prevention and control of NCDs with an emphasis on primary

healthcare.

The third question aims to obtain an understanding of day-to-day activities for
nutrition programmes. Understanding the programmes’ interventions, the factors
and the barriers to implementation of nutrition-based strategies is based on the

recommendations of many scholars as discussed in the literature review chapters.
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6.3.3 Transcription and digitisation of data (recording)

Bryman suggests that recording of interviews helps in correcting the natural
limitations of our intuition in interviews, and also allows a more thorough
examination of what has been said. Recording also helps in counter accusations that
the analysis might have been influenced by the researcher’s views, or biased by

his/her values (Bryman, 2008).

Interviews were audio-recorded following written and/or verbal consent from the
participants to use such a device. This creates ground to validate information
obtained from key informant interviews. Recordings may be used in the case study
section of the research, to ensure the researcher is able to respond more rapidly to
different situations, as case studies encompass a number of methods to acquire

information.

6.4 Phase ll: Qualitative analysis through case studies

In the second phase of this research, a case study method was applied to hospitals
in the UAE. Case studies utilised open ended-questions based on the taxonomy
themes deduced from the literature. In this section, the structure of the sample
selection, the tool, as well as data collection method will be discussed. This section
also highlights the analysis types in order to show the basis of the qualitative aspect

of the research.

6.4.1 Unit of analysis

The hospital was the unit of analysis. Four different hospitals in the UAE were
studied. Confidentiality was discussed with the chief executives of each of the

authorities, and while none showed concern for their names being mentioned in

119



the research, each hospital will be referred to by a number to maintain
confidentiality. The hospitals will be numbered Hospital 1 (H1), Hospital 2 (H2),
Hospital 3 (H3) and Hospital 4 (H4). Each of the hospitals was examined for the ten
themes proposed by the literature review (this will be shown in Chapter 8). Any
emerging theme from this case study analysis will be used in the next phase of the

data collection tool, which is the questionnaire.

The four different types of hospitals comprised both public hospitals and private
hospitals. One authority was chosen from the four available in the UAE. One
Emirate was also chosen with the authority, as this authority oversees both private

and government hospitals in Dubai (see Figure 6.2).

Authority

Headquarters

Case study 1 Case study 2 Case Study 4

Figure 6.2: Hierarchical structure of case studies

6.4.2 Data collection

Data collection methods in this phase took the form of a few different means:

1. Reports of the authority, printed or online materials
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2. Interviews with department members and heads

3. Fieldwork, through observation of different activities related to nutrition.

The information was collected from face-to-face interviews from the different
departments in each hospital involved in nutrition activities at any phase. The
departments included the chief executive officer of the hospital or their office, the
nutrition department, the strategy department, the quality department, as well as

the planning department if available.

“The case study design must have five components: the research question(s), its
propositions, its unit(s) of analysis, a determination of how the data are linked to the
propositions, and criteria to interpret the findings ... operationally defining the unit of
analysis assists with replication and efforts at case comparison.” (Yin, 2003)

As this case study is part of a triangulated methodology used in this research, this

phase of the data collection aimed to answer the following sub questions:

. How is nutrition implemented to combat non-communicable diseases?

° What are the factors that affect the nutrition strategy? (Ten factors were
deduced from the literature and through understanding the hospitals’
positions.)

. Are there any other factors that have an effect on nutrition activities?

A list of factors deduced from the taxonomy of the literature review was used as a
basis for the questions (see Appendix G: Taxonomy). The ten themes are shown in

Table 6.2, overleaf.
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Factors

Leadership

Resources

Process and activity

Patient orientation

Quality

People and competencies
Value and care design
Measurement and impact
Innovation and best practices

Culture and teamwork

Table 6.2: Taxonomy of the literature

6.4.3 Analysis: Multiple case study analysis

Multiple case study analysis can be conducted in a number of ways; the following
paragraphs highlight Yin’s approach to analysis of case studies and the approach
used by Huberman and Miles (2002). The quality of case study reports may be
judged in a number of ways depending on the criteria an assessor uses. Huberman
and Miles (2002) suggest that the following criteria may be used: resonance criteria,
rhetorical criteria, empowerment criteria and applicability criteria (Huberman and

Miles, 2002)
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The case study analysis will allow for a better understanding of the implementation
process for nutrition-based strategies taking place in the UAE, and will focus on the

critical factors that emerged from the literature review.

One way of undertaking case study analysis is to undertake interviews and obtain
documents, then write up individual case reports in order to match patterns. This
will result in cross case analysis as a final document (Yin, 2003). Another way of
looking at analysis of case studies, as suggested by Huberman and Miles (2002),

involves analytical manipulations, these include:

1. Putting information into different arrays
2. Making a matrix of categories and placing the evidence within such
categories
3. Creating data displays—flowcharts and other graphics—for examining the
data
4. Tabulating the frequency of different events
5. Examining the complexity of such tabulations and their relationships by
calculating second-order numbers such as means and variances
6. Putting information in chronological order or using some other temporal
scheme. (Huberman and Miles, 2002)
The discussion of case study analysis will put information into different arrays, and
use a matrix of categories to place the evidence from the four different cases within
the ten themes deduced from the literature explaining the qualitative results (This

will be seen in the qualitative chapter: 8). The quantitative results, however, are
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from the final stage of data collection. The questionnaire to different healthcare

professionals will be discussed in the next section.

6.5 Phase lll: Quantitative analysis through questionnaire

In this research, in addition to key informant interviews and case studies, a
questionnaire has been used on a cross section of the healthcare industry. The
guestionnaire was used in order to validate the themes deduced from the literature
review as well as from the case studies. The objective of the questionnaire is to

measure the importance of the factors to healthcare professionals.

6.5.1 Unit of analysis

The sample population for the questionnaire phase of this study is the healthcare
professional. This included doctors, nurses, quality department professionals,

dieticians and pharmacists.

6.5.1.1 Non-response

One of the major sources of error in any questionnaire is non-response. Non-
response affects the quality of the research data. Non-response is the event of not
all potential respondents completing the questionnaire, whether due to absence,
iliness, refusal, etc. and may create bias in the results (Oppenheim and Oppenheim,
1992). The higher the response rate, the better the questionnaire. The reduction in
sample size results in a less precise data estimate. There are a number of ways to
enhance response rates (Bowling, 2002). Errors in non-response can take two
forms, unit and item non-response. Unit non-response is calculated by dividing the
number of people who failed to respond over the total number of people invited to

take the questionnaire. Item non-response, however, is calculated when piloting
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the questionnaire, and the descriptive statistics associated with each question are
to be analysed; should one question be skipped by most respondents, revisions are

in order (Sue and Ritter, 2007).

6.5.1.2 Response rate

Response rate is calculated by quantifying the number of people who answered the
questionnaires, divided by the number of people contacted. Response rate is vital
to the questionnaire, as high response rates yield statistically significant results. A
number of methods are available to increase response rate such as the cover letter,
the advance letter, incentives, translations, appearance of the interviewer, as well
as thank you notes (Bowling, 2002, Glidewell et al., 2012, Sue and Ritter, 2007,

Thomas, 2004a).

In this study, several steps have been taken to maximise the response rate. Firstly,
the cover letter explains objectives, outlining the purpose of the questionnaire, and
why it is important for them to answer, as well as stating the confidentiality and
anonymity of the respondent. The cover letter also mentions the sponsorship
organisation, with which respondents will be familiar. Secondly, an advance letter in
the form of an email was sent to the designated personnel from each hospital with
the title: “Request for staff in your hospital to answer a questionnaire”. Thirdly, the
guestionnaire has been translated into Arabic, as this is the official language of
government hospitals. Fourthly, the appearance of the interviewer, where the
interviewer will be available at certain points to pick up and discuss with the point

of contact the response rates of the hospital.
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Another step that was taken to ensure a high response rate was to test the
guestionnaire for readability. The questionnaire was tested using the Flesch reading
ease score which resulted in a score of 30. This indicates that the questionnaire can
be read by university graduates. As the target population involves healthcare
professionals in hospitals this should not be a problem. The final step taken when
designing the questionnaire was to adjust the length after face-validity and
distribution to 30 healthcare professionals to ensure readability, wording and
translation. These steps aimed to ensure a higher response rate, without bias from

the interviewer interfering with the results.

6.5.2 Tool: Questionnaire design

Researchers use the term questionnaire in different ways, some for the self-
administered and mailed questionnaires. While other researchers consider a
scheduled interview, or a telephonic interview a questionnaires as well. This is
considered a quantitative measure as long as the tool is rigid and close-ended
guestions are used with scales and measurements. In the following section, as well
as demonstrated in Table 6.3 the advantages and disadvantages of each type of

guestionnaire are highlighted.

Personally administered questionnaires are questionnaires handed to the
respondents in person, or to someone official at the organisation. An advantage of
personally administered questionnaires is that someone is available to clarify any
doubts or issues for respondents. Also, an option for follow up is a possibility, where

there can be an option for respondents to indicate whether or not they are willing
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to be contacted for follow-up interviews to discuss the matter further (Bryman,

2012).

Criteria Postal Telephone Electronic Personally
administered

Low cost V v
High speed v v
Detailed questions v v
Anonymity v \
Rapport with respondents v v
Little staff time required ' v
High response rate v V

Source: Dillman (2000)

Table 6.3: Advantages and disadvantages of different questionnaire types

Personally administering self-completed questionnaires enables numerous
guestionnaires to be completed at once — in contrast to personally administered
interviews, which are time consuming and require much more skill and expense to

complete.

The main advantage of self-administered questionnaires is that minimum interview
bias is applied, as well as the potential reach a large number of respondents. This,
however, does not ensure a high response rate; therefore, if a targeted volume of
respondents is needed, a much higher number of questionnaires is to be

distributed.

The main disadvantage of self-administration methods of surveys is the lack of

control over response. Once the questionnaires have been dispatched to the

127



respondents, there are a limited number of tactics to ensure the return. Response
rate and the need to ensure ways to increase it is a big issue with this type of survey

(Thomas, 2004a).

Table 6.4 shows the methods of delivering a questionnaire, showing the difference

in strengths and weaknesses between them (Thomas, 2004a).

Interview/ Mail Telephone Internet
personally
administered

Response rate High Medium/low High Medium/low
Response High Medium High Medium/high
quality

Sample size Small Large Medium Medium/high
Dispersed Poor Good Good Good

groups

Unit cost High Low Medium Medium/high

Table 6.4: Methods of delivering a questionnaire

For this particular research, according to Table 6.4, the best-fit method of delivery is
the personally administered self-completed questionnaire, in order to get a high

response rate, with high response quality.

6.5.2.1.1 Methods in scales

There are a number of quantitative measures of construct, two of which are
indexing and scales. Index combines a number of items into one single score, while
scale measures abstract terms such as collecting quantitative measures of attitude,
behaviours or beliefs (Trochim, 2005). As this research aims to understand the
importance of factors, a scale is more appropriate than an index. There are a
number of scales available to measure attitude and level of importance. Examples
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of scales are Thurstone scales, Likert scales, Guttman scaling as well as semantic
differential. Thurstone (equal appearing scale), Likert scales (summative appearing
scales) and Guttman (cumulative appearing scale measures) have different issues

associated with each.

In this questionnaire, a 7-point scale has been chosen in order to reach the upper
limits of reliability. When using a 7-point scale, it is always possible to collapse

responses into condensed categories if necessary at the analysis stage.

6.5.3 Questionnaire content

Questionnaire content includes formatting, wording as well as types of questions.
There are a number of types of questions that can be used, and the objective of the
guestionnaire drives the types of questions: checklists, ranking, rating, semantic and

differential scales.

Ranking questions are different to rating questions. Ranking questions provide
information on weighing each answer, while rating questions provide information
about intensity, frequency, degree of interest, degree of importance, or degree of

agreement (Thomas, 2004a).

The appearance and design of a questionnaire needs to be clearly printed and
professional, it also needs be appealing and visually easy to read. Self-administered
guestionnaires need to be designed with extra caution, as lengthy or confusing
layouts may confuse the responders which can result in answers being inaccurate or
incomplete. The format, order, spacing, font used and grouping of the questions are
vital. A space for verbatim allows all respondents to add additional comments

(Bowling, 2002b).
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In the primary questionnaire design, two types of questions were used, rating and
ranking. The ranking question and the Likert-type rating scale is used to understand
the level of agreement of professionals with regard to the importance of factors
deduced from the literature and the case studies. The professionals will also rank
the obstacles faced, and a space for verbatim is provided as suggested by the
literature, should they want to explain experiences related to the subject. A thank
you note, and contact details of the researcher complete the concluding section of
the questionnaire, to increase response rate. This design has gone through a
number of reiterations and reviews; section 6.5.4 discusses the validation and

review of the questionnaire.

6.5.4 Questionnaire validation

Validity of the questionnaire must be thought of at every step of the process. In this

research, a number of steps have been taken to ensure validity of the research.

Figure 6.3 shows the validation area of each step of the research design, where the
literature review is validated using the qualitative aspect and through
understanding the relevance of the factors found in the literature that affect the
implementation of nutrition programmes. This is then validated using a quantitative
method. This quantitative method is used to understand the importance of the
factors to healthcare professionals, which is then cross checked with the literature

review.
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Figure 6.3: Validity of the research design
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Readability can be tested through utilising a number of different types of readability
software, to measure the level of qualification or average age required to answer a
set of questions. Reliability testing involves a number of methods including test-
retest, inter-rater, internal consistency, multiple form, split half, item-item and
item-total and Cronbach’s alpha. Validity, on the other hand, is done through
internal and external validity. Through different forms, face validity, content validity

as well as criterion validity.

The questionnaire was constructed from the themes deduced from the taxonomy
(Appendix G). The validation went through a number of steps, one of which
involved obtaining the opinions of international experts. Five experts on
guestionnaire design and the Middle East were consulted on the questionnaire via
email. Four of which responded with feedback, as shown in Table 6.5. They were
asked to give their opinions on a number of aspects such as the design validity, the
usability aspect for getting a good response rate, as well as the suitability of the
design from the point of view of assessing the various variables and the planned
analysis (factor analysis, T-test and ranking analysis). Reviewer 4 has not responded

therefore is not included in the table below.
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Number of
questions

Rewriting
questions

Reviewer 1

It might be better
again to measure
every single
variable using at
least four
guestions (items)

Add the questions
to the scale,
merging both
section A and B.

Reviewer 2

Your construct
on resources and
enablement. The
three questions
do not
adequately pick
up on resources
fully

Section on
culture and
teamwork. You
only have two
items here and
both measure
teamwork, and
none for culture

Question 4.1 is
double barrelled
- you should
separate it out:
one for patient
orientation and
another one for
empowerment

Section on
culture diversity
(title a bit
unclear), needs
some adjusting

Reviewer 3

Reviewer 5

Rewrite a number
of questions,
suggestions made
in a table (11
suggestions on
wording)
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Analysis

Conducting T-

With the current

T-test is usually

type tests, F-test, number of used when the
suggested factor analysis guestions: response data is
wouldn’t be a principal ‘normally
problem with 7-  component distributed’; in
point Likert scale analysis for each ordinal data and
factor (every 3 non-normal data,
questions) non-parametric
MANCOVA or tests are usually

Ancova could be

used to obtain the

used such as
Mann Whitney —

covariance Mood Median —
Kruskall-Wallis
test

Table 6.5: Reviewer feedback on the questionnaire design and content

The following sub-sections aim to analyse, explain, justify and positively argue why
certain options were chosen and provide legitimate reasons for excluding other

suggestions.

6.5.4.1 A 5-point Likert scale or 7-point Likert scale

Reviewers 2, 3 and 5 agreed that a 7-point Likert scale would increase reliability and
would also be a better option in the analysis of the questionnaire. Reviewer 1, on
the other hand, suggested the use of a 5-point Likert scale in order to merge both
guestions from section B and A. The scale has been left as a 7-point scale as two of
the reviewers agreed it would increase reliability, and another suggested it would

not be a problem with the statistical measure suggested.

6.5.4.2 Number of questions per theme

The number of questions was shown to be of interest to reviewers. There are three
guestions per theme, but in some cases just two, most reviewers suggested one
more question in every theme in order to get significant statistical measures. Having

four questions in each construct would yield better conclusions. The number of
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questions can be overcome by combining the ranking question, and merging it into

the scale. This would therefore give four questions to each theme.

6.5.4.3 Rewriting questions

Some of the questions needed to be re-written as they were shown to be double-
barrelled; other questions had to be reworded due to grammatical corrections,
while others were rephrased in order to ensure their relevance to the objectives of

the questionnaire.

6.5.4.4 Merging the ranking question into the rating questions

As suggested by reviewers 1 and 4, and as the literature suggests, the opinion of the
respondent is required, therefore, it would be better to rate the importance of the
factors. The former ranking question would see the respondent comparing the
items to each other, and if two answers were of the same weight, respondents
would still be asked to sort them into ranking. Changing the ranking question and
merging it into the rating scale would therefore solve two issues, one of which is the
number of questions in each theme, and the other being that it would give results
to the level of importance of the success measure. The question entails a positive
measure versus a negative measure on the importance of the factor. The question
could take two forms, it could ask about the barriers that most affect effective
programmes, or it could positively measure the importance of a factor in the
success of a programme. The latter was chosen, as it fits the aims and the objectives

of the questionnaire.
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6.5.4.5 Good response rate

Reviewer 3 suggested that a good response rate is expected, as the length of the
questionnaire is short. Reviewer 5, on the other hand, suggested that online
responses are found to be poor in terms of reliability. Therefore, the length of the

questionnaire did not change.

6.5.4.6 Suitability of the design for the analysis suggested (factor analysis, T-test
and ranking analysis).

Reviewer 2 suggested that there wouldn’t be a problem with a 7-item Likert scale
for conducting T-tests, F-tests, factor analysis, etc. since there should be ample
variance. Reviewer 3 was concerned with the number of questions in each theme
and suggested that, with the current number of questions, principal component
analysis (PCA) might work better for each factor (every three questions). MANCOVA
or ANCOVA could be used to obtain the covariance at a later stage. Reviewer 4
suggested using indexing on the number of questions available (three questions per
theme). Reviewer 5 suggested looking at the response rate, and if it is normally
distributed then a T-test is usually used; in ordinal data and non-normal data, non-
parametric tests are usually used such as Mann Whitney — Mood Median — Kruskall-
Wallis test. This shows that a number of analysis measures could be done on the
data collected from this questionnaire and there were no comments on the
suggestions made. Therefore, the 7-point Likert scale will be used, and factor

analysis will be performed followed by MANCOVA.

6.5.5 Piloting the questionnaire

Pre-testing of the questionnaire is essential to ensure the validity (Bryman, 2012). In

this section, the purpose of piloting the questionnaire, the advantages and
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disadvantages, as well as the number of participants will be discussed. This section
will also include the types of pilot that can be conducted to validate a

guestionnaire, concluding with steps to be considered for piloting.

A pilot study, also referred to as a feasibility study, is a mini version of the full-scale
data collection. The pilot phase is crucial to the success, and while it does not
guarantee it, it increases the chances of success of the main study. A good study
design includes a pilot in order to justify the methods, as well as increase the
validity and reliability of the research. There are a range of functions that a pilot can
provide, as well as provide an insight into the process of the research. This pre-
testing phase of the research instrument shows the different pitfalls that can be
avoided in the main study (van Teijlingen and Hundley, 2002). Stages in

guestionnaire design include piloting as shown below in Figure 6.4:

Initial consideration

Question content, phrasing

D Smmmm——
and response format

Question sequence and
layout

Pre-test (pilot) and
revision

Final questionnaire

Figure 6.4: Stages in questionnaire design

Pre-testing and piloting can lead to suggestions that then feed into the content,
phrasing and response format, as well as the sequence and layout of the

questionnaire.
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The benefit of conducting a pilot is that it enables the researcher to determine a
range of points that can affect response rate. This can vary from whether the cover
was inviting enough, whether there were any problems with the questions asked,
whether the format is user friendly and whether the coding works as intended. In
this research, a number of precautionary steps have been taken to minimise the

types of bias associated with the technique chosen.

In this study, the piloting was conducted over three stages:

° The first stage looked at face validity, where the questionnaire was printed
and distributed to nine students, they were observed to check for
ambiguity, as well as asked about the format of the questionnaire. The
format and the length were refined and a number of questions were
reworded.

. As mentioned above, the second stage of validity entailed the
guestionnaire being sent to five senior academicians and practitioners with
prior knowledge of the Middle East region and an interest in specific
disciplines in healthcare management, and also individuals with knowledge
in the use of quantitative methods.

° A pilot of the questionnaire was tested on 30 individuals where descriptive

statistics were used to test for reliability by Cronbach’s alpha.

Based on the responses, minor changes were made to the questionnaire.

Respondents seemed to understand the content and relate to the questions.

6.5.6 Questions

The final questionnaire was made of two sections (Appendix E):
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° Section A considered the level of agreement with 11 themes, each theme
included three questions and a fourth question on the level of importance
of the particular theme.

. Section B looked at demographics of the participant including gender, age,
level of qualification, occupation, number of beds in the hospital and

where the hospital was based.

6.6 Summary

This chapter demonstrated the different disciplines and methods utilised in this
study. Saunders’ research onion showed the different layers of methodology and
methods, bearing in mind the philosophical background of the research. Qualitative
research results in knowledge that is non-numerical, while quantitative research
shows results that are numeric. Triangulation methods use both types of data and
multi-method approaches and are utilised in this research to establish a case study
for the factors that influence nutrition interventions in the healthcare system of the
United Arab Emirates. The choice of methodology has come from understanding
the types of methods available, and by carefully selecting the methods that would

best answer the research question.

The proposed research design includes three stages that will be used for
triangulation to lead to the broader framework to understand the current policy

prevention plan of the UAE. The three stages are as follows:

° Phase |: key informant interviews to pilot and deduce the relevant
qguestions for the second stage.

. Phase II: case studies of hospitals in the United Arab Emirates.
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° Phase lll: questionnaire with healthcare professionals from different
departments on nutrition services provided and their perceptions of the

importance of the themes discussed.

Chapters 7, 8 and 9 will discuss each phase separately. The sample population
includes participants from the Ministry of Health, Department of Health, health
authorities and different diet centres. Key points will be analysed and interpreted

from this diverse group to suggest a plan for the UAE to ensure risk prevention.
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Chapter 7: Phase I analysis: policy
maker interviews

7.1 Introduction

In order to understand the UAE healthcare system, a number of policy makers were
interviewed. Ten people were interviewed, comprising four CEOs of hospitals, one
advisor to the health sector and five directors of departments. The directors were
from different departments, such as those dealing with quality, health policy and

public health.

In this chapter, analysis of the semi-structured interviews will be detailed, along
with an explanation of the development of the interview guide, the portfolio of the
interviewees, the data collection strategy and a discussion of the analysis of

documents obtained from interviewees.

7.2 Portfolio of interviewees

The range of interviewees were undertaken with different entities in the United
Arab Emirates. An advisor from the health sector, as well as a director of quality,
director of health policy, director of public health from legislative authorities and
four CEOs from different hospitals were met. Figure 7.1 shows the quantity and

position of the respondents.
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QUANTITY AND POSITIONS OF
RESPONDENTS

CEO DIRECTORS ADVISOR

Figure 7.1: Quantity and position of respondents

The different policy makers shown in Figure 7.1 were met for interviews, each

spanning between 30 minutes and 1 hour and 15 minutes.

Interviewees were from different authorities across the Emirates, mostly focused in
Abu Dhabi and Dubai. Abu Dhabi and Dubai are the main regulators in the United
Arab Emirates (Latham and Watkin, 2013). The six authorities were chosen due to

being the main regulators for health.

The policy maker interviewees resulted from utilising the snowball technique, which
provided access to other policy makers at the same level but in a different

authority. Authorities of the UAE were explained in Chapter 5 (see Section 5.4).
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Interviewees' authorities

B Ministry of health — Dubai

B Ministry of health — Abu
Dhabi

B Dubai Health Authority

B Abu Dhabi Health Authority

B Prime Ministers Office

B Dubai Healthcare City

Figure 7.2: Interviewees’ authorities
The interviewees also provided a number of external documents related to the

subject. Table 7.1 shows the different secondary data documents also analysed in

this chapter.

Secondary data

Annual Health Statistics Report 2008

MOH Policy on Feeding Infants and Young Children

MOH Protocol of Nutrition during Pregnancy

MOH (Draft) Nutrition Strategy

DHA Protocol for Nutrition inwards Protocols

MOH United Nations Meeting

2012-2021 Government Strategy to Combat NCD

Highlights of UAE Government Strategy

Main Framework of GCC NCD Prevention Plan

Gulf Committee for Control of NCDS

Table 7.1: Documents provided by the different authorities (secondary data)
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Most of the interviewees provided documents about the authority or department
working on the specific areas about which questions were asked. Secondary data
analysis using existing data limits the types of analytical frameworks that can be
used. In this chapter, the responses from the interviewees as well as the documents
(secondary data) provided will be analysed using thematic analysis. The aim of the
key informant interviews was to understand the role of nutrition in the UAE and the

healthcare system.

7.3 Data analysis strategy
Thematic content analysis was used to identify and interpret issues arising from the
interviews. Familiarisation with the patterns, coding of the information and

identification of the themes are all presented in the next section.

The phase uses qualitative analysis in order to gain insights into the healthcare
system. Along with the data collected in the interviews, unpublished reports,
documents and relevant files of the United Arab Emirates were examined to assess
nutrition programmes and their application in the healthcare system, in response to

chronic NCDs.

Analysis of the interviews resulted in four themes. Figure 7.3 shows the results of

the qualitative analysis of the key informant interviews.

144



Strategy

Development Public Health

Role of
Nutrition

Legislation

Figure 7.3: Results of qualitative analysis

The four themes are as follows: Theme 1: Strategy development discussion of the
shift in strategy from communicable to non-communicable diseases. Theme 2:
Public health discussion of the different legislators responsible for public health.
Theme 3: Discussion of the factors that influence the role of nutrition in the UAE
healthcare system. Theme 4: Explanation of the legislation process of the UAE

healthcare system.

In this section, the ten interviewees will be quoted, and analysis of the secondary

documents will be referred to, according to authority and not according to person.

7.3.1 Theme 1: Healthcare strategy development

Healthcare strategy was the first theme of the analysis as it had been referred to by
a number of interviewees in their responses. The pattern of responses emphasised

the shift of strategy toward a focus on NCDs in recent years.

The UAE healthcare strategy had focused in the past on communicable diseases.
This was evident from certain articles published in the annual reports of

preventative medicine, and the protocols and manuals set by the WHO and Ministry
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of Health. These articles included “Manual of Tuberculosis Control in the UAE”,
“Guidelines for Poliomyelitis Eradication in the UAE”, “Malaria Control Report”, and
“An Update on HIV/AID Endemic in the UAE”. The documents mirrored the white
papers published by the WHO worldwide (WHO Malaria Policy Advisory Committee,
2014, Ciaranello et al., 2014, Magdzik, 2000), but were customised towards the
priorities of the United Arab Emirates’ population, as explained by interviewees

from the Ministry of Health and the Department of Health.

Today, the UAE has observed a shift, where the focus now lies on non-
communicable diseases. This is evident from the draft national nutrition strategy, as
well as from numerous interviews. One of which is the response from an

interviewee from the Ministry of Health, stating:

“Control of communicable diseases is given top priority in the national strategies of the
UAE. Due to the success in former plans, such as eliminating malaria, and polio and
reducing the occurrence of vaccine preventable childhood diseases, this has
encouraged the UAE to adopt more ambitious plans.” (Interviewee from the Ministry of
Health)

The central theme here is similar to the point discussed by a numerous studies,

where a shift towards healthcare systems focusing on NCDs is evident.

The interviews demonstrated that the Ministry has reached its goals in eradicating
communicable diseases (malaria, tuberculosis, etc.) and the healthcare strategy has
changed over the years, shifting the focus to NCDs. While the need for an efficient
monitoring and evaluation mechanism, as well as a functional surveillance system,
is still a challenge, and was the focus of three of the interviews, it has been shown
that surveillance systems and effective monitoring of nutrition programmes are

important for a successful nutrition strategy.

146



At the time of interviews, the Ministry of Health was in the process of drafting a
national nutrition strategy. The focus of the updated nutrition strategy was on
nutrition and preventative measures in restricting risk factors and targeting

populations through multi-sectorial approaches.

The strengths of the role of nutrition in the healthcare system is that at both a
provider level and regulation level it has departmental policies. Nutrition also has
input in how to deal with high-risk patients and promotion programmes to deal
with the highest prevalence diseases, such as diabetes. The weakness of the role of
nutrition in the healthcare system, however, is amplified due to the lack of

institutional capacity, as highlighted in the draft strategy:

"Inadequate policy frameworks to plan, implement/monitor sustainable nutrition
programmes that respond to the multi-sectorial dimensions of nutrition programmes”
(Draft: UAE National Nutrition Strategy).

One representative emphasised a number of factors that pose a threat to nutrition

strategy such as:

“A number of other factors increase the burden, such as the prevalence of obesity and
non-communicable diseases, and the change in eating habits from that of a traditional
lifestyle to a western lifestyle. Other major weaknesses are the lack of consumer
protection law and inadequate technical capacity in nutrition, as well as inadequate
health and nutrition training.” (Interviewee from the Dubai Healthcare City)

Therefore, the first theme discussed the factors as well as aspects of healthcare
strategies on NCDs. When interviewees were asked about nutrition programmes,
they referred to the healthcare system, the draft of national strategy focusing on
the method of implementation. A main discussion point was the possible
surveillance of the population in order to form a baseline from which to start the

nutrition programmes, as well as a number of other programmes focused on NCDs.
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The following theme looks at public health and its position in the United Arab

Emirates’ healthcare system.

7.3.2 Theme 2: Public health in the UAE

The second theme focuses on public health in the UAE in general. This emerged in
response to the two questions asking about nutrition in the current healthcare

system, and the strategies in place for preventative health.

A Ministry of Health (MoH) representative explained some of the history of the
United Arab Emirates and the effect it has had on public health in the country. In
the past, many diseases (such as measles, whooping cough, malaria and hepatitis)
were prevalent. But in recent years, diseases have been more related to diabetes,
cardiovascular diseases, as well as cancer and respiratory diseases. This has been
due to the direction of the Ministry of Health after the Unity of the United Arab
Emirates in 1971, where the main focus of the country was to prevent the
widespread of diseases by establishing nationwide programmes, such as national

immunisation programmes (1971) and national malaria control.

“Due to the success of implementing those measures to prevent communicable
diseases we are seeing less of those diseases, in the meantime, at the same time,
because the country is witnessing a rapid change in the industry and standard of living,
most of the residents of the country are living a western lifestyle, more people are
becoming obese, less mobile and don’t move a lot, they don’t eat healthy, they eat a
lot of snacks, and they smoke a lot, this has led to an outbreak of non-communicable
diseases. So the country has focused on a nationwide control strategy addressing the
four major diseases and four major risk factors.” (Interviewee, from Abu Dhabi Health
Authority)

This quote emphasised the effort of the Ministry of Health to take a preventative
approach towards nutrition-related diseases or NCDs. Transition of disease type in

the UAE has formulated a shift in the agenda of the authorities.
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“Previously the UAE had high levels of communicable diseases, while today non-
communicable diseases take a major role in attention. This is a global trend due to the
increasing prevalence and the burden on the economy and budgets of national
authorities” (Interviewee from Department of Health).

This public health concern was shared among several of the interviewees, and there
was some discussion that the health authorities need a standalone department to
deal with public health issues, which is currently not available. One interviewee
stated that they were currently working on a unifying a strategy for public health
initiatives, as the strategy is presently unclear. There is a small department called
public health under the category of primary healthcare. The plan is to take this to

the next level and have public health as a standalone department.

“They are currently working on a unified strategy. We have an office called public
health under primary healthcare; this has been discussed to be changed into a
standalone public health”. (Interviewee from the Ministry of Health)

Another interviewee explained that the municipality is the owner of public health
services and the health authority is a stakeholder in public health. Clinical
nutritionists are available in the health authority, but the community component is
dealt with at a municipality level. The municipalities are responsible for public
safety, ventilation regulation, water supply, air pollution and food handling. As the
interviewee explained the role of the municipality in public health, another main
point came up, which was the cascading strategy from the Gulf, as the UAE is part of
a six-country union (see Chapter 5). The Gulf Cooperation Council also meets to

discuss hot health topics.

The Gulf Strategy (2000-2013) emphasised the importance of understanding the
prevalence rates of risk factors for cardiovascular diseases and diabetes, as well as

enquiring into the level of burden these impose on the economic community.
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Discussion on the role of effective interventions of primary prevention, in addition
to cost effectiveness of secondary and tertiary prevention is discussed in the
document titled “Global strategy followed by the executive plan for control of NCDs
(2000-2013)” and the international plans based on “Framework convention for
tobacco control” “International plan for diet and physical activity” and
Implementation of global strategy for control of NCDs” have been of importance in

past conferences at the Gulf-level strategy (Gulf Committee for NCD).

It was apparent from this question, especially with regard to interviewees from the

Ministry of Health, that there is a hierarchy in the strategy. Figure 7.4 shows that

the WHO strategy cascades into the Gulf strategy and then into an action

framework strategy for the United Arab Emirates.

WHO
Strategy

GULF
Strategy

UAE

MoH
Strategy

Figure 7.4: Dissemination of strategy

“To define the framework behind a National Nutrition Strategy and Plan of Action, the
Ministry of Health has requested WHO — EMRO support to review and establish a
National Nutrition Strategy and Action Plan for the period of 2010-2015.” (Draft
Nutrition Strategy)
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The level of interest that policy makers have in a national nutrition survey shows
the importance of nutrition interventions in the current healthcare system. The

different factors that affect it will be discussed in Theme 3.

7.3.3 Theme 3: Role of nutrition

It is evident that there is not one unified source for a strategy, but rather a
segmented implementation of it. The majority of those who were interviewed cited
that there was no one single strategy for nutrition in the United Arab Emirates.
There are however, a number of different policies of nutrition under different
departments. There are a number of factors that affect the implementation of the
programmes and those will be highlighted in this section. The role of nutrition in the
Ministry of Health, for example, is the responsibility of three departments that deal
directly or indirectly with nutrition. The three departments are health schooling, the

mother and infant department and the clinical dieticians in the hospitals.

The majority of those interviewed at a legislative level referred to the General
Assembly meeting on non-communicable diseases in New York (September 2011) at
the United Nations, and its power to change. This meeting was the second health
topic ever discussed in the General Assembly, after the discussion of AIDS/HIV in
the 1990s, which caused a sharp decrease in the incidence of AIDS/HIV in many
countries. This led to the belief that this milestone would, therefore, decrease the
prevalence of NCDs. This is to be done by reducing underlying risk factors, one of

which being unhealthy diets.
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The United Arab Emirates took part in the New York September 2011 Assembly; this
shows the importance of the topic to the Ministry of Health. This was also

emphasised in the response of a participant at the United Nations meeting:

“NCDs have a significant impact on the UAE; prevention and control is in our grasp. By
adhering to the recommendations above and adopting “best buys” the UAE can
substantially reduce the incidence, prevalence and impact of NCDs throughout the
nation” (Interviewee from the Ministry of Health).

A number of actions are required to reduce the incidence and prevalence. Cross-
department campaigns and cross-government interaction, increasing the
communication between authorities, and availability of national statistics on all

NCDs, is what an interviewee from the Department of Health emphasised.

This shows that there is no single overarching nutrition strategy as yet. However, as
one MOH interviewee emphasised, a national nutrition strategy is currently in the
draft phase, but for successful implementation a baseline is needed. They have
therefore formulated a committee to undertake a national survey. The National
Nutrition Survey committee members include academicians and policy makers from
different authorities in the private and government sectors to ensure a proper
follow up. The MOH representative explained that to implement the draft strategy
set forth by the Ministry, it is important to understand the current health status of

the population:

“We are trying to have a national nutrition survey. Since we are going to implement the
national strategy we need a baseline, information for certain indicators, so that by the
time we follow them, we can make sure we are heading to the objectives by measuring
the indicators.” (Interviewee from the Ministry of Health)

From the clinical perspective, the healthcare providers that were interviewed

emphasised the importance of nutrition through designated nutrition departments.
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The roles and responsibilities of the nutrition department were explained
thoroughly and can be seen in the list below, as per the discussion with an

interviewee from the Department of Health:

1. Clinics that are attached to diabetes departments as well as cardiology
departments.

2. Nutrition departments in hospitals provide services for all medical
departments.

3. The nutrition department is responsible for the catering department.

4. Annual educational programmes for those with diabetes.

5. The health services sector in the authority oversees the educational
programmes (internally in the hospital; externally as different).

6. Seasonal health programmes such as:

a. Ramadan health programmes available through different media
(Radio/TV).
b. Summer nutrition programmes to enlighten the public about healthy

summer habits.

This shows the multi-factorial approach taken by providers to ensure that education
and promotion is done through different media methods. Based on a meeting with
the head of the nutritionist department in a health authority, it became clear that

there is an emphasis on TV and radio, while e-health is used, but to a lesser extent.

A number of interviewees highlighted the fact that the hospitals are accredited by
the JCI (Joint Commission International). It is a requirement to have nutrition in a

central role to obtain such an accreditation. There are many policies set forth by the
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JCI; these are then adapted to fit into the culture and system of the hospital. This is

explained by one of the interviewees as follows:

“We have taken the JCI [recommendations] and adapted a number of them in the
department, we have nutrition assessment of patients and food provided in hospital.
Difficulties arise when there is a need to manage food provided from outside. The
quality, safety and quantity of the food needs new policies” (Interviewee from the
Department of Health).

A small number of policy makers suggested that education at the prenatal stage

plays a vital role in the overall health and nutrition of mother and child by stating:

“We have parental education (currently on mothers, to educate throughout the
process of delivery from first trimester until you deliver) now there is breast feeding
education, throughout the pregnancy from conception until delivery” (Interviewee
from the Department of Health).

This is backed up with information obtained from the protocol used in the Ministry
of Health for mother and child. There is a clear reactive approach that providers
must take in response to high-risk patients, while the proactive preventative
approach is taken by regulators in the country and is aimed at the population as a

whole. As one of the interviewees mentions:

“Also all expecting mothers are referred to anti-natal clinic, people with higher risk they
are referred to the nutritionist, (hypertension, diabetes...) and they are then seen by a
medical clinic, once a week for the high-risk people.” (Interviewee from the
Department of Health)

It is important to understand the layers through which the system works, to ensure
proper lines of coordination for better implementation of preventative measures
using optimum nutrition awareness. In the section below, the United Arab Emirates

legislation and regulation will be explained briefly.
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7.3.4 Theme 4: Legislation and regulation

Acknowledging which authorities and regulator roles exist in the UAE healthcare
system helps to better understand the healthcare delivery system of the UAE. Abu
Dhabi and Dubai have authorities with staff and strategies that are set by each
authority, which ultimately fall under the country’s legislative system: the Ministry
of Health. Although both cities fall under the legislative system of the Ministry, the

quality of services and the number of facilities are different.

With the recent reform in 2007, many of the authorities have been redefined. The
following section will present an overview of the interviewees’ explanations of the
current healthcare system that are within the theme of legislation of healthcare

delivery and centralisation of policy.

7.3.4.1 Legislation and healthcare delivery

Although the Ministry of Health acts as the federal legislator in the United Arab
Emirates, it is only a provider to the northern Emirates. Abu Dhabi and Dubai have
independent authorities that have healthcare providers for staff and services.
Therefore, it can be said that the UAE healthcare has a centralised legislative
system, represented in the MoH, but it shares a decentralised healthcare providing

model, which can be seen in Figures 7.5 and 7.6, respectively.
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7.3.4.2 Centralisation of policy and legislation

Healthcare
Legislator

Ministry

of Healh

Northern
HAAD Emirates -
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Figure 7.5: UAE centralised legislative system

Decentralisation of providers in the UAE:
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Figure 7.6: UAE decentralised healthcare providers’ model

The healthcare sector consisted of the Ministry of Health as the sole legislator and
provider of healthcare in 1972, upon the union of the seven Emirates. In recent
years, a number of health authorities have been established to regulate each
Emirate, with the Ministry of Health dealing with federal states. The Dubai Health
Authority was established in 2007, as well as the Abu Dhabi Health Authority in
2007, and these are responsible for authorising nutrition-related programmes (DHA
2014, HAAD 2014). The health authorities’ mandate is to ensure excellent quality

healthcare for the community and to define the strategy and shape the regulatory
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framework for the health system. As for the Ministry of Health, it administers the
Northern Emirates healthcare system (the Northern Emirates include Ras Al

Khaimah, Ajman, Umm al Quwain, Sharjah and Fujairah).

“Some of the Northern Emirates recently started establishing new healthcare
institutions or reforming existing ones. Sharjah, for example, established the Sharjah
Health Authority in 2010.” (Latham and Watkin, 2013).

The situation with regard to providers in the United Arab Emirates was explained by
the interviewee from the Ministry of Health. In Dubai and Abu Dhabi, the Ministry
of Health is a legislator while in the Northern Emirates the Ministry of Health acts as

a legislator, regulator and a provider.

An interviewee from the Ministry of Health explained the three departments and
the hierarchy of the Ministry of Health, in order to better understand the roles and

responsibilities of the MoH, as can be seen in Figure 7.7.
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7.3.4.3 Ministry of Health

Providers in the Northern

Under Secretary Emirates

Assistant Undersecretary

Health policies

Minister

Assistant Undersecrtary

Medical practices and
licensing

Assistant Undersecretary

Supportive and institutional
services

Figure 7.7: Ministry of Health (interviewee from the MOH)

One interviewee compared the UAE healthcare model to the Singaporean model, by
explaining the levels of intervention and promotion in Singapore. Incentives are
used in a multi-sectorial approach, for the whole community to be involved (Toh et

al., 2002).

7.4 Summary

The outcomes from the interview analysis are four main themes; namely (1)
healthcare strategy shift towards NCDs, (2) public health emphasis on nutrition
intervention, (3) prominent role of nutrition at provider and regulator level, and (4)
regulation and legislation of healthcare systems. These themes show that there are

factors that affect the role of nutrition in the healthcare system. Interviewing policy
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makers at this stage of the research demonstrated the urgency of nutrition
interventions in the rise of NCDs. It also ensured the buy-in of professionals under
their departments, in order to facilitate the use of the next tool in this research. The
understanding of the healthcare system and the comprehension of the importance
of the nutrition component strengthens the aim of this phase of the research. This
will enable understanding of the day-to-day nutrition programmes and the factors
that have influence on different case studies. The next chapter looks at four
different hospitals and qualitatively analyses the influence of factors on nutrition

programme implementation.
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Chapter 8: Phase II analysis:
qualitative case studies

8.1 Introduction

The different authorities represented in the key informant interviews phase of the
research, as shown in Chapter 7, showed great interest in nutrition strategies. This
chapter will explain how nutrition strategies are deployed ranging from the CEO to
nutrition departments and everyday nutrition-based activities through a case study
analysis. The analysis of the different case studies aims to validate the factors
identified through the literature review, namely: (1) strategy through understanding
leadership, strategy development and strategy implementation, (2) resources
through understanding whether hospitals deploy a life course nutrition approach as
well as involving nutrition programmes across sectors or across governments, (3)
process and activity through understanding education, (4) patient orientation
through understanding patient empowerment, (5) quality through evidence-based
medicine, (6) understanding people and competencies as well as autonomy and
responsibility of nutrition personnel, (7) value care design by understanding shared
decision making, (8) measurement and impact of nutrition interventions, (9)
innovation and best practices by understanding the implementation of technology
in nutrition intervention, (10) culture and team work through understanding the

level of involvement of nutrition personnel in multidisciplinary teams.
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This chapter will explore four hospitals through the factors discussed above, and
also stated in the table below, following a theoretical framework deduced from the

taxonomy shown in Chapter 4.

Factors to be explored qualitatively

Leadership

Resources and enablement
Process and activity

Patient orientation

Quality

People and competencies
Value and care designs
Measurement and impact
Innovation and best practices

Culture and teamwork

Table 8.1: Theoretical themes analysed against four hospitals

Furthermore, it explores a new emerging factor that could be further investigated
using the next tool — the questionnaire. The emerging factor is patient population

diversity.

Four different hospitals were chosen from the United Arab Emirates; they included
two public government hospitals and two privately owned hospitals. The hospitals
were chosen as they each offered a different approach to nutrition, as well as a
different level of maturity in driving the healthcare delivery process supported by

nutrition. This chapter contributes to the qualitative aspect of the research.
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8.2 Overview of the hospitals
Healthcare in the United Arab Emirates is regulated through a number of
authorities. An authority is regulatory body with a number of services related to

licensing, policy making, monitoring and control (Latham and Watkins, 2013).

This case study analysis includes four hospitals from one healthcare authority. This
authority oversees both the licencing of both private and public hospitals. In the
public hospitals, the authority reviews implementation of strategies. While in the
private hospitals, each hospital is responsible for their own activities, where only

their professionals are licensed under the authority.

The next sub-sections will provide overviews of the case studies, so as to
understand their journey, services provided, their strategic initiatives, how they
drive nutrition-based programmes, their future direction as well as an overview of

the manifestation of the ten themes in each hospital.

8.2.1 Hospital 1

Hospital 1 is one of the oldest hospitals in the city; it was established soon after the
union of the UAE in 1972. This hospital is a tertiary hospital, with 454 beds. The
types of services provided by Hospital 1 are numerous. The main focus of the
hospital is on trauma but also on surgical and general medicine. The nutrition
services are provided by the hospital’s nutrition department. Nutrition education,
on the other hand, is provided by the clinical services department in the main
headquarter of the health authority. The clinical services department oversees

different hospitals, two of which are H1 and H2.
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The first of the strategic goals of this hospital is “Better Health”. This indicates the
importance of nutrition-based activities and programmes. The strategic goals states

that:

“The central objective of all health systems is to make people healthier. This requires
not only access to world-class healthcare services but also specific measures to
prevent diseases and injuries from occurring in the first place — and a focus on
prevention as well as cure.” (Hospital 1: website)

“Objective 1.1 Reduce the Burden of Non-Communicable ‘Lifestyle’ Diseases. Reducing
the incidence of diseases such as diabetes, cardiovascular disease and cancer — and
underlying risk factors such as tobacco consumption, unhealthy diet and inadequate
physical activity — is a high strategic priority. Progress in this area requires a mix of
intervention strategies including risk factor prevention, early case detection and
effective treatment as well as the development of advanced systems for disease
surveillance and monitoring.” (Hospital 1: website)

Both the central objective as well as objective 1.1 emphasise the role of prevention
measures and highlight it as a high strategic priority. This is also exemplified in a
number of examples in this hospital. One example is that nutritionists are part of
the clinical multidisciplinary teams. Another example is the diabetes unit, a
specialised NCDs unit. This unit was established in the year 2000, with a mission
towards a better life with diabetes, which indicates the importance of patient family
education, as it aims to raise community awareness and participate in clinical
research that aims to find solutions to diabetes and its complications. A
multidisciplinary team runs the unit — a team of doctors, diabetes educators and
nutritionists, as well as a number of other members. This unit is situated in the
heart of the hospital, with all other units surrounding it, which is in the best interest
of the patient and their families (Hospital 1: website). Hospital 1 is also involved in
screening programmes to detect early complications of diabetes, such as those

affecting the eyes, the feet and the kidneys. Risk assessments are also done to
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understand the lifespan of diseases and involvement of different professionals, such
as psychiatry, nutrition and medical doctors where necessary. Hospital 1 is also
involved heavily with community events that ensure community awareness, by
participating in national level campaigns, for youth as well as for the under-

privileged. They also have an aim to develop age-related programmes.

8.2.2 Hospital 2

Hospital 2 was built after Hospital 1, in 1987. Hospital 2 is a “baby friendly hospital”,
which is part of the baby friendly hospital initiative launched by UNICEF in 1991. A
baby friendly hospital supports breastfeeding and breastfeeding programmes
(UNICEF, 2014). As Hospital 2 and Hospital 1 are under the same management, both
have unified goals, strategies and objectives. They both share the objective of
reducing the burden of lifestyle diseases. The nutritional departments in both
hospitals (H1 & H2) share the same nutrition education services, strategy
implementation and KPls, which are reported to the central nutrition department at

the health authority.

Hospital 2 provides services which concentrate on a very specific age range and
gender. Furthermore, the services of the hospital include gynaecology, obstetrics,
paediatrics and paediatric surgery. It is one of the largest maternity and children’s
hospitals in the UAE. It is a 444-bed hospital, which is accredited by the JCI, and is
recognised by UNICEF for the effective implementation of practices that protect,

promote and support breastfeeding.

The six major strategic directions of the hospital are as follows: investing in people;

being customer focused; improving quality development; ensuring financial
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management and growth; promoting community involvement as well as efficiency
and productivity. Figure 8.1 illustrates the strategic direction of the hospital, which
focuses on six main aspects (1) Investors in people (2) Customer focused (3) Quality
Development (4) Financial Management and Growth (5)Community involvement (6)

Efficiency and productivity.

Investors in

Source: Hospital 2’s website

Figure 8.1: Strategic direction of Hospital 2

The nutrition department’s mission and vision are driven from the hospital’s

strategic direction. The mission states that:

“The hospital is committed to provide high-quality food and nutrition services that
meet the needs, and exceeds the expectations, of its clients. Nutrition intervention,
counselling and education are evidence-based and thrive to achieve optimal nutrition
status in inpatients and outpatients.”

While the vision states:
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“... to have a leading role in providing medical nutrition therapy. It strives to contribute
to the welfare of the community by promoting awareness about the role of food and
nutrition in disease management and prevention.” (Hospital 2: website)

Based on the vision, the policy and procedures of the services provided are within

four main areas (Hospital 2: website).

1. Food and nutrition therapy for inpatients

2. Nutrition therapy for outpatients

3. Preparation, handling, storage and distribution of enteral nutrition
therapy

4. Patient health education services.

The first three policies and procedures are clinically oriented. While the fourth deals
with the educational aspect. Two policies deal with the educational aspect in
Hospital 2, the Patient Health Education Policy as well as the Patient Family
Education Policy. Both policies set out to provide nutrition education to the specific

age groups.

The nutrition department’s scope of services includes health promotion through
health education and counselling for pregnant and breastfeeding women. The
service of health promotion is done internally to patients and staff, as well as

externally to schools, community groups, parents, as well as professionals.

Part of the department’s role in emphasising the hospital’s strategic direction is in
investing in people. A two-month dietetic internship programme is given to

students as part of the training programme. The standards of practice used are
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evidence-based and consistent with international dietetic guidelines in the

assessment, management and education of inpatients and outpatients.

The catering department is part of the services provided by the nutrition

department.

“The hospital menu takes into consideration patients’ cultural preferences and so
different types of cuisine are available such as local, European, vegetarian, Indian and
Filipino meals. Monthly meal surveys provide the department with feedback on patient
satisfaction and preferences.” (Hospital 2: website)

8.2.3 Hospital 3

Hospital 3 is part of a group hospitals setting, where the goal is to drive healthcare
industry development. Hospital 3 is a 300-bed hospital comprising different
departments with future plans to expand. This hospital aims to have a medical
tower to accommodate 215 leased clinics, and six specialised medical centres with

an education centre.

This hospital’s group started in 1988, by a family that had a unique spiritual vision
derived from the Holy Quran “and if any one saved a life, it would be as if he saved
the life of the whole people” (Quran Verse 5:32). That drive moved Hospital 3 into a
new era of healthcare industry development, where the scope and goals have been

elevated from local ambitions to regional ambitions and now the group’s vision is:

“To design, finance, construct and operate 30 world-class hospitals by 2015 and create
50,000 jobs in the healthcare industry.” (CEO of the group)

Leadership involvement and support for engaging and providing superior clinical

services and business outcomes is the mission of the group. This hospital’s vision is

“... to become the premier hospital for the people of the Middle East and ... be a great
place for talented and inspired people to work”.
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Their values and beliefs:

° Compassion — we care for others with the highest degree of dignity,
equality, honesty, empathy and trust.

° Creation of value — we seek channels for the productive growth of our
people and organisation.

° Collaboration — we work with our customers, partners and colleagues in a

spirit of cooperation and teamwork.

Hospital 3 was only recently built in this Emirate, but has been shown to have made
an impact on the media, utilising a number of patient engagement events. This is
done by keeping the communication channels open, for example following up with
patients by inviting them to join health awareness clubs, dinners and different
occasional events that are free of charge. This is to ensure that a relationship with
patients is maintained during periods of sickness and health. This has also made

their appearance in the media very common.

Hospital 3 is part of a large group of hospitals with the aim of expansion and new
job opportunities. To achieve their mission, they have committed themselves to
focusing on patient needs and expectations, employing and training committed and
competent staff, bringing international expertise, using state-of-the-art technology,

and applying dynamic and professional management techniques.

By using state-of-the-art technology, Hospital 3 has received awards for being a
fully-fledged computerised hospital and being totally paperless. This ensures that

the data records of patients are electronic, therefore with one single button, a
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comprehensive record for each patient, detailing all patient visits to all
departments; and any approved healthcare professional can have access. By
obtaining data from all points of care, this helps to eliminate paper, as well as

eliminates the need to redo tests, saving resources.

Hospital 3’s dietary objectives are clearly catered towards the inpatient clinical
aspect. The objective shows that patient education and the promotion of high
quality catering and medical nutrition therapy are the most important. Nutritionists

cooperate with the multidisciplinary teams, but are not directly part of them.

8.2.4 Hospital 4

Hospital 4 is a private hospital; it opened in 2008 to provide multidisciplinary
services. This 229-bed hospital offers treatment in different areas, such as
cardiology, radiology, gynaecology, trauma, nuclear medicine, endocrinology,
obstetrics, neonatal care and many others. Being part of a hospital group, like
Hospital 3, ensures that the hospital and patients are able to benefit from the bank

of knowledge and expertise from sister hospitals.

Technological advancement and state-of-the-art facilities is one of the main goals of
the hospital, therefore it recently upgraded the neonatal intensive care unit, as well
as MRI and SPECT-CT gamma camera. The commitment of this hospital to enhance
the quality of life of patients is done by providing high quality, cost efficient,

multidisciplinary medical services, delivered with a personal touch.

Hospital 4’s commitment to transparency regarding patient safety is demonstrated
in the annual Clinical Governance Report, which is published as part of the annual

report.
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The hospital runs a number of departments that involve the nutritionist, but are not
directly involved in the multidisciplinary teams. The nutrition department evaluates
the patient’s current diet and recommends a diet therapy and may be referred to
by a number of doctors. The emphasis of the hospital is on multicultural clients, by
educating the patients and their families and offering counselling to the patients to
cope with their diet plans. Hospital 4 has a diabetes clinic, with a mission and

objectives as follows:

“To improve the health of the diabetes-affected patients by providing the patient and
the family with internationally accepted standards of medical care and supervision.

To supply efficient diabetes knowledge and support so as to enable optimal health
outcomes such as proficient self-management and control of the condition.

To support the local government initiative of reducing the incidence of the disease by
increasing public awareness of the disease condition and its complications.

To provide appropriate education to non-diabetics on prevention steps.

To extend personalised guidance on incorporating lifestyle changes and continued
monitoring” (Website Hospital 4)

Education, public awareness and nutrition therapy are very important to the
mission of the hospital. The direction of the hospital, on the other hand, aims to be
performance driven, gain the respect of the patients, have a team approach and be

client oriented; these are among the values of this hospital.

8.3 Analysis
The following analysis commences with an overview of the four hospitals, and is
followed with an explanation of the manifestation of the factors derived from the

literature in the four hospitals.
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Table 8.2 explains the differences between the four hospitals, number of beds,
number of nutritionists per department as well as types of services provided by
each hospital. As Hospital 1 and Hospital 2 are public hospitals, they are tertiary
specialised hospitals; the former specialises in trauma and the latter in maternal
health. While Hospital 3 and Hospital 4 are private hospitals and have a wide scope
of services. Hospital 3 and 4 have been recently established, while 1 and 2 were

built in the 1970s and the 1980s.

H1 H2 H3 H4
Public v v
Private v v
# of beds 454 444 300 229
# of +10 +10 2 2
nutritionists per
department
Year of 1972 1987 2012 2008
establishment
Types of Cardiology Gynaecology ICU Cardiology
services Anaesthesiology = Obstetrics NICU Radiology

Dermatology

Paediatrics and

General ward

Gynaecology

Diabetes paediatric Operating Trauma

Digestive unit surgery theatres Nuclear

Infectious unit Delivery medicine

ICU rooms Endocrinology

Neurology Sleep lab Obstetrics
Cath lab

Plastic surgery
Radiology
Surgical ICU

Dialysis centre

Neonatal care
and many
others

Table 8.2: Overview of the four hospitals
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Four to six interviews were conducted at each hospital, with interviewees from
different departments such as the strategy department, nutrition department,

policy department, statistics departments and quality department.

Table 8.3, below, explains the profiles of the departments in the order that they
were interviewed. Each hospital provided a number of documents related to the
study, where they were analysed as part of this chapter. Examples of the
documents are: “Core Competencies of Nutrition Department Staff” and “Clinical
Nutrition Units’ Quality Indicators”; one of the hospitals was also able to give a hard
copy of assessment, evaluation and documentation of patients and family health

education needs.

H1 H2 H3 H4

CEO of hospital CEO of hospital Public relations CEO of hospital
Nutrition Nutrition Nutrition Nutrition
department department department department
Strategy Statistics CEO of hospital Marketing
department department department

Quality department  Quality department  Quality department  Quality department

Table 8.3: Profiles of interviewees and their different departments

Table 8.3 shows that similar departments are responsible for the deployment of
nutrition care strategies in hospitals and include the CEO office, the nutrition
department, the statistics department, the marketing department as well as the
quality department. The factors discussed in this chapter are based on the
taxonomy presented in Chapter 4 (see Table 4.6), where they have been reflected

upon in the questions of the interview pro-forma (Appendix B). The remainder of
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the chapter will explain the extent to which each factor manifests in the case

studies.

8.3.1 Theme 1: Leadership

The first theme to be analysed is leadership. Leadership focuses on the
development and implementation of nutrition strategies. This theme brings to light
some differences in the adoption of leadership involvement in nutrition strategies

in the hospitals.

The first sub-theme addresses the direct involvement of leadership in the
development of nutrition strategies. Here, the extent to which leadership is
involved in the development of nutrition strategies is analysed and discussed from
the perspective of staff from the four hospitals. Private hospitals were identified as
having no nutrition strategies in place, while public hospitals had guidelines to

follow.

The next sub-theme queries whether strategies are implemented which support the
lower incidences of NCDs. Again, the accounts of staff members from both public
and private hospitals provided direct discussions about the absence of such

strategies.

The final sub-theme that fits into the category of leadership is the presentation of
policies and KPIs of the hospitals. The quality departments were most familiar with
the terminology presented here and were much more accessible and transparent
than other departments within the same hospital. Meetings with the public hospital
staff took place at the time of their JCI (Joint Commission International)

accreditation renewal process. It is important to note that the private hospitals
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have not yet received such accreditation, although they mentioned their intention

to apply, as will be discussed in detail below.

Development of

nutrition
strategies
Leadership
Policies and KPls .
of hospitals for Implementation
nutrition of nutrition

strategies

Figure 8.2: Leadership — Subthemes

Figure 8.2 shows the subthemes in the leadership category: development,
implementation, and policies and KPIs of hospitals for nutrition. The analysis takes

the accounts of various staff members as examples to support the findings.

8.3.1.1 Leadership involvement in implementing strategies

The first sub-theme identifies whether the implementation of nutrition strategies
derive from leadership involvement. The findings from public hospitals indicate that
there are nutrition departments with their own separate hierarchies, which have
been created to support development within the hospitals and the community. This
section will discuss how the staff members refer to this distinct structure when

guestioned about leadership.
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An extract taken from one staff member at a private hospital highlights how they

are attempting to increase their activities:

“The leadership is very keen to spread awareness especially against common diseases.
Then we have an online presence on Facebook, Twitter and social media.”
(Interviewee 3a)

Here the interviewee identifies the part that social media can play in increasing
activities, which will be explored further in another theme, innovation and

technology, later in the chapter.

On the other hand, leadership can play a part in directing the nutrition department

through active role of education, prevention and treatment is shown below:

“l had a meeting about the vision and mission, and how to increase the active role and
how to make it a more active role and not only “how is the food and their food plan!”,
but also to make the hospital an educational hub, and not only a passive place to treat
patients, but also to educate the patients and relatives. Documents are with quality, |
send emails and | talk.” (Interviewee 3b)

The line manager of a dietician in a private hospital was not a nutritionist for either
hospital. The following is a view from a clinical nutritionist at a private hospital

about the potential challenges from such a structure in the department:

“I'm sure there needs to be leadership; | haven't yet designed a programme, we have
articles in a newspaper. It would be important to have a strategy for the hospital for
nutrition. Also, the nutritionists are under the nursing department; and this allows you
see that there needs to be a department for them to have a lead on the strategy of the
department. In other larger hospitals ... with 10, 15, 20 dieticians, you would have a
manager who is a dietician. Unfortunately, here | report to someone who is not a
dietician, therefore, they wouldn’t feel the need as much as we would do. A lot of
dietetic departments where the leader is not experienced in dietetics would find it
difficult to have a strategy.” (Interviewee 4b)

Although based on both of the nutritionists’ interviews at both private hospitals

there is a need for nutrition staff to support nutrition programmes, the marketing
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team viewed the issue differently. Below is a comment from the marketing team

when asked about the involvement of leadership in nutrition programmes:

“There are no straight guidelines; or policy, but they support any type of initiative.
There is support and there is backing up of all programmes. Also for the community,
the leadership is on board.” (Interviewee 4c)

Leadership involvement in the public hospitals was reflected very differently, as the
hierarchy of the department of nutrition within the hospitals fell under the direction

of the health authority.

“On an authority level, because the nutrition department is a central department, they
do not report to the hospital, it is higher than the hospital itself, they are part of the
committee of strategies.” (Interviewee 1c)

Although one member of staff mentions that there is not a single unified strategy

for nutrition:

“Leadership are the team who put together the strategy for the hospital and according
to that strategy, ideas are disseminated to all departments. That is how it is linked.
(There is no strategy for nutrition).” (Interviewee 2c)

8.3.1.2 Non-communicable diseases (NCD) strategy implementation

Although hospitals were shown to have no specific strategy for implementing a plan
to lower the incidence of NCDs, programmes were still made. The number of NCD
programmes tailored at an authority level was reflected when an interviewee

mentioned the number of programmes that run annually:

“NCD strategies, e.g. a CVD (cardio-vascular disease) programme called safe at
heart.com, cardio emirates association, is available on the internet. Different initiatives
are taken ... e.g. programmes for other NCDs such as obesity in school programmes,
and as well, on a national level, the NCD committee with the Ministry of Health and
the WHO (World Health Organisation). As well as the DHA strategy educational
material booklets.” (Interviewee 1a)

176



There were an interestingly high number of programmes aimed at one particular
NCD: diabetes. The latest awareness campaigns from both private hospitals
targeted diabetes, as it is known to have a high occurrence within the United Arab
Emirates. None of the campaigns were able to show the researcher ready statistics
relating to recent prevalence of the disease, but international statistics on the topic
are shared readily, for example from the (WHO). In addition, upon interviewing
nutritionists, they agreed that a high percentage of their patients are diabetic, or

pre-diabetic.

As interviewee 2d from the quality department explains, leadership involvement
entails being involved in the formulation of overall processes and documentation of
nutrition departments in public hospitals, i.e. without direct involvement in the

strategies and direction of the clinical activities, as noted below:

“Clinically 1 wouldn’t know ... but there are campaigns and screenings done. But the
exact [detail] would be better to be with the nutrition department. From a quality
perspective it is about the diet for inpatients.” (Interviewee 2d)

Quality leadership does not appear to get involved or impose a strategy they simply
oversee the process. While on a clinical level, one of the views regarding combating
NCDs suggests that this is outside the control of tertiary hospitals and would be

more associated with primary healthcare.

“No indicator to lower the incidence of NCDs, but this is outside the jurisdiction of the
clinical aspect and is involved with the health services sector of the authority.”
(Intervieweelb)

Chapter 10 (see Section 10.4.1) shows the importance of quality and processes in

nutrition intervention success.
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8.3.1.3 Policies and KPIs of nutrition departments

As the interviews with the hospitals were performed at the time of re-accreditation
for both public hospitals, the paperwork required the policies and KPIs to be readily
available by the quality department. Under direction from the authority, key

performance indicators (KPIs) are clearly set out as follows:

“The key performance indicators of the clinical nutrition department fall under five
themes, customers, staff, quality improvement, efficiency/productivity and enablers.”
(Interviewee 1b)

These are then disseminated to all public hospitals’ nutrition departments.
However, at the hospitals level, staff members had different views when primarily

asked what the KPIs were. One view was:

“Patient referrals, education and quality of food services, also this service is for
patients and it is measured. Diabetic food is measured, and indicators are to be
measured, those findings are marked.” (Interviewee 1c)

Another healthcare professional viewed it differently:

“The referrals, so each patient is being seen by a dietician, the diet is based on patient
status. E.g. the food is served as per the case of the patient. The referral and the
assessments are done, as well as the documentation.” (Interviewee 1d)

Therefore, the KPls were clearly demonstrated at an authority level, but not very
clearly at a hospital level. In private hospitals, however, the quality department
ensures that the nutrition assessment is done as part of the basic patient
assessment, again indicating that it is not involved in nutrition strategies per se, but

in ensuring that the nutrition services are provided for inpatients.

“A number of patients are seen by the nutritionist, also we have policies in which
patients are to be referred and their criteria, there are two full-time clinical dieticians,
as well as the leadership to make sure nutrition assessment intervention is a basic part
of the patient experience. As well as a focus on catering.” (Interviewee 3d)
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Catering KPIs were emphasised through Hospital 3, where all healthcare
professionals interviewed linked them directly to the nutrition department’s

activities:

“Catering policy and catering KPIs (# of people served food, # of complaints # of food
served cold).” (Interviewee3c)

“Catering is subcontracted to a catering service (trays and patients are cross-checked
to ensure the right food is served to the right patient).” (Interviewee3b)

It has been noted that availability of KPIs and policies can be linked directly to the
number of staff available. In the case studies examined, where the public hospital
nutrition department consisted of 10 or more staff, there was a distinct hierarchy
and the paperwork required was documented fully. While in private hospitals, it
was evident that with only two nutritionists the focus was on inpatient care and
catering. It must be noted, however, that both public hospitals were accredited by
the JCI and that could have a positive effect on the availability of the required

material.

Table 8.4 summarises the manifestation of Leadership in Hospitals 1, 2, 3 and 4.
Where Hospital 1 and 2 show a direct link to the upper management, with
strategies and policies deployed via a top-down approach. In Hospital 3 and 4,
leadership is keen and supportive for involvement in nutrition-based programmes
and policies in their corporate social responsibility scheme. None of the hospitals
reported on one nutrition strategy. KPIs and policies, however, were readily

available for both nutrition and catering services, but not directly for NCDs.
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H1 H2 H3 H4
Leadership Direct link to Direct link to Keen on Supportive of
involvement authority authority involvement proposals
Non- Annual updated No unified N/A N/A
communicable strategy from strategy
diseases the authority
strategies
KPIs and policies KPls and KPIs and Catering policy Catering policy

policies policies are

provided by provided for

leadership both nutrition

positions. and catering

Table 8.4: Leadership

8.3.2 Theme 2: Resources and enablement

The second theme discussed the resources and the enablement mechanisms and

approaches that hospitals take to ensure nutrition programmes run across the

whole lifespan and across different departments.

The first sub-theme is lifespan approach, which discusses the difference between

the risk factor approach (focusing solely on the risks and treating them), versus the

lifespan approach (which views the population within different age groups and

caters to each age group individually). As the hospitals interviewed were all tertiary

hospitals, their primary aim was to focus on inpatients.

The second sub-theme discusses the interaction within government or across

departments, between the hospital and other governments, or liaisons between

departments, in order to deliver the best nutrition care possible.
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The third sub-theme under resources and enablement considers financial resources,
guestioning interviewees about budgeting, financial resources and whether specific

funding is allocated for nutrition programmes.

8.3.2.1 Lifespan approach

The risk factor approach was the predominant approach, as viewed by most of the
healthcare professionals. The lifespan approach is seen to affect individuals at
different parts of their lives. For example, a type of diabetes (as one of the NCDs)
can be prevented at an early age through good nutrition, therefore, it is vital to
ensure that the awareness campaigns emphasise preventative measures for the
whole lifespan, from newborn to the elderly. In contrast, the risk factor approach
focuses on the acute risks that cause diabetes and treats them. Healthcare
professionals of all different roles agreed that their hospital does not yet follow a
lifespan approach; rather it deals with patients and their risks as they occur, as the

following examples suggest:

“We are dealing with the risk factors within the cases, there aren’t lifespan strategies
currently. But, for example diabetes is a multifactorial disease; therefore we are
dealing with the circumstances with everything around, but not with prevention. We
don't have a strategy to deal with such kind of disease.” (Interviewee3b)

This is emphasised through another response by a CEO of one of the hospitals:

“We are a risk factor approach hospital, the assessment criteria for patients is done if
they are referred for improving their nutritional diet. The risk of the patient to the
disease. They are referred to the consultation in order to prevent the disease.
Monitoring the patient and following up. Every time they visit then the files are
revisited.” (Interviewee 3c)

The lifespan approach was evident in both Hospital 1 and Hospital 2, where
activities were catered to risk factors, and they approached the lifespan of the

disease across different age groups, socioeconomic backgrounds, jobs and
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ethnicities concentrating on nutrition. This emphasised that activities are catered
towards the preventative delivery of care. In the two private hospitals, on the other
hand, the risk factor approach is predominant, to deal with the immediate acute

delivery of care.

8.3.2.2 Partnerships between departments: government and departments

It has been brought to the attention of the researcher that nutrition departments
are little involved in cross-government or cross-department activities. Interaction is
achieved through the marketing teams in the private sector, or through the health
services sector in the public hospitals. The quote below demonstrates some of the

activities undertaken:

“Workshops and training have been done with different governments, semi-
governments and private entities. Age oriented programmes are tailored to different
age groups. Healthy breakfasts for schools are done for different age groups,
education materials for one school and testing the knowledge of nutrition. Also testing
the two different curriculums of schools; the life span approach is used on different
age oriented and school Vvisits. Cross government and cross department
[communication] occurs by showing suppliers’ guides from a nutritional point of view.
An internal memorandum between the Ministry of Education and different
governments enables brochures and booklets to be done uniformly ...” (Intervieweela)

As hospitals’ preventative plans are shared, it is evident that there is a difference
between private and public hospitals. Marketing teams in private hospitals usually
have interactions with external bodies in order to run events; this might be done as
a promotional tool as well as part of the corporate social responsibility of the
hospital. In government public hospitals, the authority deals with ongoing activities
as part of the KPIs of the department. This hierarchy is explained in Figure 8.3,

below.
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Figure 8.3: Partnerships across-governments

Figure 8.3 explains that the health services section deals with daily interactions and
partnerships between government departments and departments of other entities.
The public hospitals’ nutrition staff and personnel are executers of the
collaborations. In private hospitals, however, there is minimal interaction with other

entities across government or across departments.

8.3.2.3 Financial resources

When budgeting was discussed, a number of healthcare professionals hesitated to
respond immediately. When completing the questions with further probing
guestions, such as methods of financing awareness campaigns, responses were all
unified. The most common method of financing programmes for nutrition or
awareness campaigns dealing with NCDs is by sponsorship. All hospitals involved in
the case study use sponsorship heavily in budgeting their nutrition-related events.

The budget is allocated by the marketing department or by obtaining sponsorship.
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Sponsorship involves contacting interested companies, and liaising with them in
order to get materials and venues paid for and booked. An extract from one
healthcare professional shows that there are different levels to sponsoring a

programme:

“When events are done, sponsorship is the financial way to get it done. Dairy sponsors
for new born, most of our events are under sponsorship. When done standalone it was
found to be difficult. Local sources of funding are mostly international companies; the
marketing team arranges and gives platinum sponsors, gold sponsors and so on.
Statistics and targets are undertaken, as well as feasibility on a weekly and bi-yearly
basis: whether the event pays money, how much does it bring in, does it increase
patient flow or not. We have the statistics.” (Interviewee 3a)

Other hospitals depend on the marketing teams to run community awareness
campaigns, therefore, it is seen as a means through which to increase the number

of patients in the hospital:

“There are no programmes to have the funding, but from a marketing point of view
our budget will go through to consumables, as well as the brochures and materials
needed. No specifications on the budget. We go to the communities to raise
awareness, to be engaged with the community. The number of patients may be the
way to know if it was effective.” (Interviewee 4a)

The lack of financial resources was also evident from different responses when the

printing of materials was discussed:

“No funding is specifically allocated; we are able to work on brochures and menu cards
- that is part of the budgeting. But for a certain body analyser, or we need to build a
department, then we ask for money. Marketing teams help with sponsorship. Difficulty
explains cost effective interventions.” (Interveiwee3b)

Another probing question used in this theme considered the cost effectiveness of
any proposed plan; none of the respondents seem to take it into consideration
when the budgets are allocated, and the approaches to awareness campaigns

reveal that these are sought on a per request basis:
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“We have a zero budget approach; but cost is very important for the implementation
of nutrition activities: when the anthropometric measurements are asked for, when
new technologies are out, every six months when we need educational material. 120
activities are held, all of which require a budget to be allocated. Every location requires
educational materials for 200+ patients/customers. Cost effectiveness is not taken
into consideration; as this is per request. The budget is used in a way where it can be
used and then can be re-used in other events.” (Intervieweelc)

Budgeting is done through the Director of Finance in public hospitals, as one

healthcare professional said:

“The Director of Finance allocates the budget for each department, where the heads of
departments are responsible for the distribution. Either that or sponsorship for the
events...” (Interviewee2c)

Table 8.5 shows an overview of the four hospitals in regards to the three sub-
themes. The lifespan approach is used in the first two case studies, where the
planning and development of strategies to deal with NCDs runs across the lifespan.
While in Hospital 3 it was clearly evident, the focus was on the risk factors.
Involvement of hospitals with other departments and other government entities is
more evident in Hospital 1 and 2, while Hospitals 3 and 4 do not appear to directly
interact with other cross-government departments. Case study responses show that
external sponsorship is the most common method used to finance nutrition
programmes, in addition to budgets allocated by the hospital. Table 8.5 shows a

summary of the three sub-themes in the four hospitals.
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H1 H2 H3 H4

Lifespan Lifespan Lifespan Risk factor Not clear
approach approach approach approach
hospital

Cross- Cross- Cross- N/A N/A
government government departments
interaction and cross-

departments
Budgeting Budgeted and Budgeted and N/A Budgeted and
programmes sponsorship sponsorship sponsorship

Table 8.5: Resources and enablement
8.3.3 Theme 3: Activity and processes
The third theme to be analysed is activity and processes. Processes focus on patient
education processes, while activities focus on demographic profiling and age-
related programmes that are used in nutrition strategy development. This analysis

showed many similarities between both sectors.

The first sub-theme addresses the process in which nutrition education is tackled. It
considers the extent to which patient education is involved. Forms and processes
were found to be readily available in both public hospitals. This does not necessarily
translate into a different form of activity in private hospitals, but it was difficult to

guantify due to the lack of documentation.

Demographics of the UAE, i.e. the structure of the population, were the main focus
of the second sub-theme. The aim was to understand whether demographics were
considered or reflected prior to development of nutrition strategies. The final sub-
theme relates to activities considered before developing the nutrition programmes,

in this instance, age-related programmes.
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Figure 8.4 shows the three sub-themes that are involved in activity and processes:
the educational processes, the demographic profile, as well as the age-related

programmes.

Educational
processes
Activity
and
processes
Age-related Demographic
programmes profile

Figure 8.4: Activity and processes subthemes
8.3.3.1 Education processes
Nutrition care plans include a form for patient education. This was found for all four
cases, which emphasises the importance of nutrition education in the nutrition
therapy plan. The types of education processes, however, varied within public

hospitals:

“By education: for lectures, workshops and group discussion the demographics are
taken into consideration and this would be done in five different languages (Urdu,
English, Arabic, Philippines, Hindi). Officially, the two languages are Arabic and English;
but we have staff with different nationalities in order to cater for the different
demographics of the patient populations.” (Interviewee 2a)

Here the interviewee identified an important aspect — language. Languages are
taken into consideration, as patient populations are different; this leads to the
emerging theme of population diversity. Population diversity is taken into

consideration when planning education materials and nutrition programmes in
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public hospitals. Patient population and language emerged again in another

interview and case study while interviewing a marketing executive:

“The difference between government and private hospitals; you need to cater for the
food, and the patient population habits. Food menus are catered to ethnicity; but for
the nutrition department the languages need to be taken into consideration.”
(Interviewee 4b)

In private hospitals, on the other hand, the concentration is upon brochures and

printed out material, as is evident through the views of the staff:

“Yes, [we print] brochures and nutritional therapy plans of care, as well as assessment
of patients. External documents are given for patient education (for inpatients as well
as outpatients).” (Interviewee 3b)

“Nutritional patient education: assessment is done through the nutrition care process;
education is paramount, for diabetes groups their own pamphlets needed to be
branded. For going home: no set process is noted, but an hour is spent to educate on
nutritional interventions. This is not about a Dr giving handouts, as the education
needs to be tailored case by case, as does the language of pamphlets.” (Interviewee
4a)

This highlights the fact that there is no concrete process for the education process,
but it also emphasises the importance of the role of the nutritionist in tailoring
education materials and understanding the needs of the population. Understanding

the cases and the population’s need is the main aim of the next sub-theme.

8.3.3.2 Demographic profile

At the hospital level, the demographic profile of the patient population is the focus
of the nutrition interventions. The Health Services Sector at the authority, on the
other hand, takes the demographic profile of the population into consideration

while preparing interventions.

“Staff understand the demographics of the hospitals. There are no statistics shared for
the UAE; there are the numbers of patients in house. In house it is tailored to the
patient population of the hospital.” (Intervieweela)
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The lack of robust statistics on the prevalence of NCDs was encountered in a
number of interviews. When asked about the UAE profile, the main answers
revolved around the need to update international health organisations with recent

statistics.

“We don't have statistics; we refer to World Health Organization statistics. We do not
refer to statistics as it is very difficult to get hold of them, for marketing.” (Interviewee
4b)

“Statistics are not available; we understand we are at the high range of the NCD. Via
the internet, we look at the demographics and the statistics. The next campaign
originates as per demand and not due to demographics.” (Interviewee 3b)

The role of the in-hospital statistics department was explained. The role included
calculating the number of patients in and out of the different departments in the
hospital as well as other responsibilities. It was made clear that it is outside the
scope of the services to calculate the prevalence of NCDs, or any other type of

disease.

“The new statistics there aren't analysed for NCDs, the data entry is done, the statistics
are taken on the patients, as in numbers of patients that entered each department so
on and so forth. This might be available in the strategy department and the policy of
strategies in the headquarters of the authority.” (Interviewee2b)

This is also emphasised by the response from the quality department:

“Demographics are not applicable from a quality perspective. The statistics department
at the hospital is more driven towards data entry and level of inpatients as well as
outpatients and ‘no-shows’. The statistics department does not target NCDs.”
(Interviewee 2c)

When the list of activities provided by the hospitals is looked at, it shows that age
groups and ethnicities are taken into consideration prior to setting activities, while
in the interviewees’ answers demographics were not highly emphasised. Most of

the activities target school age groups, and ethnic groups such as labour camps,
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which are usually made up of people from different ethnic backgrounds, therefore

increasing the risk factors for certain NCDs.

8.3.3.3 Age-related programmes

The findings indicate that age-related programmes varied according to the

hospitals’ activities, some of the internal examples were:

“Antenatal group classes: these involve the maternity team, the midwives and the
nutrition class programme in the evening, every Tuesday. Every cycle has a class;
nutrition is part of it. They talk about everything from diet to post-natal issues. A
lactation consultant is available, and it is a family education centre. There is a mother’s
support group. As well as support up to 6 to 12 months.” (Interviewee 4a)

“New born, paediatric, adults and the elderly. It is more a one-to-one patient
education. If the management sees that a certain something is needed, then the
management sees that it is important to find what matches the level of need.”
(Interviewee 3a)

This shows the importance of the ‘buy in’ of the leadership, as most of the
programmes are run as per demand, and this includes the demand of the
leadership. In the public hospitals, however, activities were tailored for the

population by the authority and include:

“On a population basis there are age-related nutrition programmes, initiatives in the
form of age-related programmes/educational level programmes tailored to age and
education level. The programmes are tailored, and the menu is different for the
patients; the patient’s ethnicity is also taken into consideration for the menus, the type
or work, and the food is different for them. Hindi meal, Filipino meal - it is important to
cater to the needs of the patient.” (Interviewee 1b)

It is evident from this theme that patient population or diversity of patients was
raised on a number of occasions. This shows that the “target market”, the “patient
population” and diversity in the culture is taken into consideration when employing
nutritionists, as well as when tailoring events, menus and programmes. A summary

of the four case studies is given in Table 8.6, explaining the three sub-themes of
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activity and processes. With regard to the educational processes in both Hospital 1
and Hospital 2, nutrition education is carried out for a number of departments
through lectures or workshops. Patient group discussions for specific diseases are
also carried out, and educational material is disseminated. Educational materials
are printed in a number of languages in Hospitals 1 and 2, and the demographic
profile of the UAE is taken into consideration when planning educational material.
Employment of different nutritionists with different ethnic backgrounds, as well as
capabilities in languages, all highlight the aim to encompass the different patients.
In Hospital 3 and Hospital 4, on the other hand, the educational process is fulfilled
through the nutrition care plan of the patient, this is through a one-on-one session.
In Hospital 3 and Hospital 4, the educational material and the printing of materials
is in Arabic and English only, but has the same aims as Hospital 1 and 2. Table 8.6

summarises the four hospitals.

H1 H2 H3 H4
Educational Lectures, Lectures, Part of Part of
processes workshops; workshops; nutrition care nutrition care
group group plan plan
discussions; discussions;
educational educational
materials materials
Demographic Material in Material in Material in Material in
profile Arabic, English, Arabic, English, English English
Urdu Urdu Staff Arabic Staff in Arabic
Staff in more Staff in other and English and English
than three languages
languages
Age-related v v N/A In the neonatal
programmes unit only

Table 8.6: Activity and processes
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8.3.4 Theme 4: Patient orientation

The fourth theme to be investigated relates to patients’ views under patient
orientation and user expectations. This was explored through asking a series of
qguestions primarily about the process of empowering the patient, followed by

guestions relating to the expectations of the patient.

The first sub-theme encourages respondents to understand processes in patient
orientation and patient empowerment. Findings have shown that educational and
printed materials are the main forms of empowerment. Some cases revealed the
need to increase the level of materials given — with the exception of leaflets — this

could be in the form of models, exchange menus, and food journals.

The second and third sub-themes focus on user expectations, the measures that are
used to understand user expectations, and the process in which it is used in the
hospital. This sub-theme, led most of the interviewees to explain about their
customer satisfaction surveys and their incident report forms, both of which are

used to measure user expectation.

8.3.4.1 Patient empowerment

The patient’s right to understand their condition and to be empowered with tools
that allow them to be actively engaged with their plan of care is ensured through

the Bill of Rights, as one interviewee stated:

“Mainly the patients and the Bill of Rights, ensure that the patient has the right to
know the plan of care from the nurse, doctor and with regard to nutrition and what is
expected of them.” (Interviewee 3d)

The Bill of Rights, however, does not specify nutritional needs or nutritional

services, rather it is very general and is divided into three parts: rights to medical
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care, rights to information and rights to confidentiality and privacy. Below is an

excerpt from the Bill of Rights of one of the private hospitals:

“To receive complete and current information from the treating doctor ‘once final
diagnosis is defined’, regarding treatment and potential benefits and drawbacks of the
proposed treatment, likelihood of successful treatment and possible problems related
to treatment, in terms that you can understand (interpreter is available if needed).”
(Bill of Rights, Hospital 3)

Engagement of patients in their action plan can be achieved through the rights to
information. Information to patients can be achieved through patient education.
The quality expert from one of the hospitals stated that Patient Family Education is

applied in the hospital.

“Yes the orientation is done, the form has a section on information that is given. The
education and documentation of education, as well as patient family education from
the JCl is applied - sometimes on the form and sometimes on the patient record. The
PFE (Patient Family Education) the care, nutrition needs must be explained to the
patient, PFE is a standard in the JCl manual, as well as AOP, the nutrition section of it,
will be printed for you.” (Interviewee2c)

Nutrition services in the patient orientation process are explained explicitly by one
of the nutritionists at a private hospital. This includes patient orientation in their VIP
package; this would result in all information being available for the nutritionists

prior to the actual appointment:

“Verbal education and comparative information about food, the orientation of the
patient, is done through one of the packages from the hospital in the full check-up and
this is done through meeting a number of doctors as well as the nutritionist. So, they
meet a number of doctors prior to seeing the nutritionist, but when the patient comes
to see the nutritionist we have all the reports and a full record of the patient. The past
history and the information, these form the patient results while patient orientation is
the process.” (Interviewee 3c)

Here it is evident that the nutritionists welcome the idea of having all the data
collected by the physicians and the lab results, in order to provide a full report,

without the need to repeat lab work. From other perspectives, however, patient
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orientation and empowerment are said to occur though giving out educational

material.

“They are given brochures and awareness pamphlets, especially for diabetes and
cardiac patients, and clinical practice guidelines where nutrition is part of the process,
and they have their own role.” (Interviewee 2c)

Every case varied with regard to the form of patient empowerment, unlike the next
sub-theme, patient expectation, which was measured in the same way across all

four case studies.

8.3.4.2 Patient expectations

The findings have shown that the most common measure of user expectation is the

patient satisfaction survey:

“Patient satisfaction in general and also satisfaction surveys with regard to food
delivery.” (Interviewee 1c)

“Patient satisfaction survey is the main way; the second way is to know their
expectations - according to the diet plan and the menu that is given to the patient
ahead of time.” (Interviewee 3d)

“The patient satisfaction survey contains a section on food related to the catering
department. This relates to the quality of food and services, but not to the nutrition
department.” (Interviewee 4b)

The patient satisfaction survey focuses on the overall experience of the patient and
the catering department. However, after analysing three of the four case studies’
patient satisfaction surveys, it was evident that the questions asked about the

quality of food, and not the experience with the nutrition services.

The third sub-theme, however, explores how user expectations are used in the

hospital. Language, menu improvements and dissemination of new technologies to

194



be used in the hospital were all seen in responses relating to user expectations, as

one staff member explained:

“The improvements in the menu and the different languages show that they try their
level best to have user expectations met. Also 3,000 tablets were distributed among all
hospital beds that had nutrition education materials, as well as other nutrition
materials.” (Interviewee 1a)

Incident report forms and quality measures forms are completed when a complaint
is filed; these also measure user expectation. As it is only measured by the patient
satisfaction survey, it is monitored within the quality department. Below, two

healthcare professionals explain what is done when a complaint is filed:

“Meals are changed, complaints are taken down in the incident report and the catering
departments, and the inpatient rounds ask about their opinion on the food.”
(Interviewee 3c)

“The catering KPIs include an incident report form, and this would be part of their work
to look at any problem while the quality department oversees the problem. Any case is
investigated. Sometimes the patients complain and this is looked at individually.”
(Interviewee 1c)

The main focus of user expectation feedback is the catering services, rather than
the nutrition department services. This was also shown from previous responses,

and is emphasised here as well:

“Internally looked at food and beverages; tried to improve the food choices for both
patients and staff as well.” (Interviewee4b)

The catering department, which is overlooked by the nutrition department in all
four hospitals, deals with incidence report systems to ensure all feedback from
patients is investigated and logged. In Table 8.7, the manifestation of patient
empowerment is shown in all four case studies. The explanation of the Bill of Rights

is distributed throughout the hospitals, as well as on the website of each hospital.
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Patient expectations are measured through customer satisfaction surveys in the
four hospitals. Examples show how improvements are made, as well as the patient

orientation manifestation in the four cases.

H1 H2 H3 H4
Patient V v v v
empowerment
Patient Through patient  Patient Patient Patient
expectation satisfaction satisfaction satisfaction satisfaction
surveys surveys surveys surveys
How is user Improvement of  Catering and Meals changed  Food choices
expectation menus; updated lower incident
used in the different reports
hospital languages

Table 8.7: Patient orientation
8.3.5 Theme 5: Quality
The fifth theme explores the quality measures where the first sub-theme aims to
understand whether optimum care is being provided at all levels and through all

channels consistently.

The second sub-theme aims to explore how evidence-based medicine is ensured in

practice, in nutrition programmes and in interventions with patients.

The third sub-theme explores patient centric care. The findings have shown that the
case study hospitals are JCI compliant. JCI stands for Joint Commission International
and is an international body of hospital accreditation. The case studies in this
research are either accredited or in the process of achieving accreditation. This,
therefore, ensures patient centricity, as the JCI model places emphasis on the

patient in the centre.
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In this section, an interviewee pointed out that JCI policies and regulations are

applied in the hospital, and nutrition has standard policies such as:

IM

“(AOP 1.6 Nutrition and functional screening) which is one standard in the too
(Interviewee 2c)

The types of quality measures in place for the nutrition department are summarised

in the response below as belonging to catering services or patient complaints.

“The catering department has two quality measures, one of which entails the
monitoring of food and food temperatures, and completing of a random food
temperature checklist. The second involves the customer satisfaction survey, the
number of unsatisfied customers over the total number of surveys done on a monthly
basis. Quality customer satisfaction surveys and food temperature control surveys ...
this is the document ... number of unsatisfied customers over the number of total
patients surveyed.” (Interviewee 1b)

8.3.5.1 Evidence-based medicine in nutrition interventions

Evidence-based medicine, as shown in Chapter 2, Section 2.3.2, has shown great
emphasis on evidence-based medicine in nutrition intervention. In this analysis
however, one interviewee showed that evidence-based medicine is applied when

leaflets are printed, through making sure references are up to date.

“When the education leaflets and policies are based on international standards, one of
these being JCI standards, [it is important to] make sure all lists of research are
updated and not more than 5 years old.” (Interviewee 4c)

Here, the interviewee referred to the fact that materials provided by the hospital
are checked by the quality department, which has certain guidelines to follow. A
more general overview of clinical practice was explained by a nutritionist when they

said:

“Everything done follows clinical practice guidelines, and everything must follow level
aorlevel b (level 1 or 2 standard), any process done in the guidelines is referenced and
the level must follow a and b and be approved by the director. This is done for any
department including nutrition, this is done for all the hospitals (cardiac, paediatric
surgery) and this is done for the patients.” (Interviewee 1b)
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This further emphasises the point that evidence-based medicine is done at a clinical

level for all departments, not specifically for the nutrition department.

8.3.5.2 Patient centricity

The third sub-theme is patient centricity. The hospitals being interviewed are either
Joint Commission International accredited or in the process of accreditation,

therefore according to the JCI the patient is at the centre of all activities.

This was also demonstrated when different healthcare professionals were asked
about patient centricity, where the primary answers showed they would centre on

the patient:

“Assessment of the patient/education of the patient. Under JCI where their priority is
patient-centred standards, the patient is the centre of concern. There are two types of
standard 1) patient centred; under them is management assessment, education... All
policies are under the JClI standard.” (Interviewee 1b)

However, other healthcare professionals were not in full agreement about whether

cost was the driver of activities, or the patient:

“The patient is the centre of the nutrition care plan; it is inevitable that patients are in
the middle of the system. This hidden centre is cost.” (Interviewee 2b)

“Not agreeing on what should be the centre - cost or patient.” (Interviewee 3b)

Another healthcare professional showed that patients are involved in their

healthcare plans through different means, and used meal choices as an example:

“The involvement is created through choosing their type of meal. Assessment of each
patient admitted would show it is patient centric, also counselling of nutrition with
patients is a part where the patient and their family are involved in the education and
the plan.” (Interviewee 3c)

198



Involving patients and other healthcare professionals to ensure patient centricity
was also highlighted when a nutritionist at a private hospital was asked to give her

opinion:

“Nutrition involves creating awareness; we are planning on having CMEs (continuing
medical education) for the doctors and new ICU (intensive care unit) guidelines and
diabetes guidelines in 2013.” (Interviewee 4c)

JCI standards and regulations are written with the patient in mind, and these are
being followed by the accredited hospitals, as well as the yet to be accredited
hospitals. The mission and vision of all four case studies show that their aim is to

have patient-centric processes and services.

8.3.6 Theme 6: People and competencies

This theme aims to explore training programmes and the capabilities of healthcare
professionals to ensure up-to-date nutrition care. The first sub-theme shows that
the director of the nutrition department was more involved in setting up training
programmes, while most of the healthcare professionals interviewed were not

involved in setting up training programmes or hiring people.

The second sub-theme involves core competencies, and whether there are set skills
and competencies in order to provide nutrition education and nutrition
programmes to patients. A reason why the answers were limited might be because

of the language barrier, and not translating the questionnaires into Arabic.

8.3.6.1 Nutrition training of healthcare professionals

Both public hospitals derive their training policies from the strategic direction:
investing in people. Training of the nutrition department in public hospitals is

publicised within an annual report done by the education and training department.
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“We are part of staff development; there is an annual report of training programmes.
What is required in the summary of education is a requirement for every healthcare
professional, including CME hours, etc. The quality department oversees the file of the
staff. The healthcare providers are necessary and also the basic life support course
which is renewed.” (Interviewee 1c)

In private hospitals, on the other hand, it has been shown that there is a need for
training for staff in the nutrition department and for its services. As well as the
difference in training for staff in private hospitals, the numbers of staff are lower
than in public hospitals, although the number of beds per hospital is similar. This is
compensated by staff handing over shifts, and printing materials for the nursing

department to deal with nutrition services:

“For the nursing staff who handle the patients, when we are not on duty lectures are
given to the nursing team. A format is made and disseminated to the nurses. Two
lectures, twice a month is given per demand. A booklet is made and given to all
departments, then for example, for the diabetic patient, if a dietician is not there to
see them then the booklet can be used as basic instructions.” (Interviewee 3b)

An example of a department educating healthcare professionals on their services is

the quality department in public hospitals.

“Under the department there is a training programme and each month the quality
department has an education day, there are questionnaires, evaluations and tests and
it is certified (CDP are certified). It is mandatory for all departments to attend the
quality educational tool.” (Interviewee 2b)

Educating staff on up-to-date nutrition services and interventions is done differently
in public hospitals when compared to private hospitals. In private hospitals, the
staff give a lecture on demand — when needed; while in public hospitals, the

training of staff was greatly emphasised in the goals of the department.

8.3.6.2 Core competencies to ensure nutrition patient education

Skills and core competencies with regards to patient nutrition education are shown

in a number of responses.
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“Quality qualifications and education oversee the core competencies. Each
department oversees the issue of staff qualification and education, and [compliance]
with the competency list. Some courses are mandatory and others are optional.”
(Interviewee 2a)

The head of the department is responsible for ensuring core competencies are
fulfilled and for hiring new staff, and ensuring staff members have the paperwork
necessary. In the private sector, however, none of the healthcare professionals
were able to provide a list or a document and one of the healthcare professionals

redirected the question to the HR department:

“Under the HR team. Some of the competencies may include proper communication
with a patient, patience, educational terminology and counselling power, how fast can
you persuade a patient.” (Interviewee 3b)

Core competencies for the nutrition department in a public hospital required 44
skills to be met. The most relevant to nutrition education were “provide dietetic
education in supervised practice session” and “supervise education and training for
target groups”. Another core competency required the following: “develop and
review educational material for target population” and “practice the use of mass
media to promote food and nutrition” (core competencies and skills list for

dieticians and non-dieticians in the nutrition department).

Table 8.8 demonstrates that the staff development plan is part of the annual
training programme in both Hospital 1 and Hospital 2, while nutrition training for
healthcare professionals did not become clear when interviewing Hospitals 3 and 4.
Core competencies are documented for nutritionists in Hospitals 1 and 2, while no

documentation was available from H3 and H4.
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H1 H2 H3 H4
Nutrition Staff Staff Not clear Under HR
training of development development
healthcare part of annual part of annual
professionals training training

programme programme
Core 30 core 30 core Not clear Not clear
competencies competencies competencies

provided by provided by

authority authority

Table 8.8: People and competencies

8.3.7 Theme 7: Value and care design

The seventh theme revolves around the services of the hospital. Services involve a
number of sub-themes. The first sub-theme includes understanding whether shared
decision-making is needed and how it is involved in interventions. To most
healthcare professionals, the food choices given to patients reflect a form of shared
decision-making. To nutritionists on the other hand, it involves planning and
implementing interventions and the process of meeting with the head of the

department.

The second sub-theme explores the different routes of communication to ensure all
patients know the different services provided by nutrition departments. Some of
the heads of departments shared their plans for communication, while other
healthcare professionals claimed that, being a tertiary hospital, the services are

mainly confined to patients.

An integrated healthcare system is the third sub-theme under value and care

design, where questions aim to understand the extent to which nutrition
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intervention is considered part of it. The most prominent answer to this question

explained the internal integration of the department with other departments

8.3.7.1 Shared decision-making

The head of department for the nutrition section of a government hospital believed
that shared decision-making has two parts: an internal element relating to the

hospital patients and an external element relating to the population:

“... decisions used in our programmes are shared and designed with all heads of
sections, and discussed with staff in general. Specifically, the smart objectives are
discussed with heads of sections, in a process for shared decision-making. If
implementation needs to be done, it has to be easy to implement and follow up and
that happens through constant communication.” (Interviewee 1a)

With regard to the general public, some of the healthcare professionals mentioned

marketing tools in shared decision-making, such as:

“Roll-up and pop-ups and tabs are used ...” (Interviewee 1b)

Other types of communication will be discussed in the next section. Most of the
healthcare professionals had the same view regarding shared decision-making with

patients inside the hospital:

“They can choose their food...” (Interviewee 1c)

“[The] patient has the right to choose snacks and food items.” (Interviewee 2b)

“Choice of food.” (Interviewee 3d)

Patients get the chance to choose between menus and food choices on the menu.
Some of the healthcare professionals claimed that shared decision-making is left to

the nutrition department:
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“Between them and the head of department and quality department.” (Interviewee
3c)

“Nutrition department is responsible for shared decision-making. Not quality”
(Interviewee 2C)

Shared decision-making is a sub-theme that led interviewees to reply within the
boundaries of the patients’ rights to food choice. Interviewees noted the use of
marketing materials and tools to ensure patients are aware of the services. In the
literature, shared decision-making as shown in Chapter 3 (see Figure 3.2), showed
patients and healthcare professionals sharing information to decide the treatment

plan. In the interviews, the focus was mainly on food choices.

8.3.7.2 Communication

This involves communication of services, tools and methods through which to
ensure internal and external patients understand the services of the department.
One of the four case studies had a plan for communication of services internally to

patients, and externally to the general population, with the following view:

“... for the population in general, we have roll-ups and pop-ups on the services with the
departments, but for the public we use existence in the media, TV, radio and Twitter,
to advertise the activities. These are available physically in all media forms, for in-
house orientation, for the staff, and for general departmental and DHA orientation.
Part of the JCl recommendation.” (Interviewee 1a)

This is also the case from a marketing point of view:

“Support groups, diabetes education .... Ways of communication include displaying
information, brochure stands, websites, as well as social media platforms direct to
consumer. | wouldn't say it is targeted to all people, rather to those who have access
to our platforms, business language, therefore our communication is in English.”
(Interviewee 4c)

Other communication methods and services were thoroughly discussed throughout

the interviews, therefore when questioned about services at this point in the
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interview, the respondents hesitated; and due to the timing of the question, this led

many to give a summary of what had been discussed earlier, such as:

“Services are as we have discussed, PR is done and informative media are displayed, as
well as events done internally and externally. E.g. free fasting blood sugar, as well as
other lines of communication, or if on the database an SMS may be sent as a reminder
of the announcements. As well as having adverts in newspapers, Arabic and English
newspapers, roll ups and brochures as well as the sales departments if the event is
related to nutrition. Over the past year, two events took place. We had a two-day
event that was very successful where dieticians saw the patients and at the end their
measurements were taken.” (Interviewee 3a)

“Counselling ... and schedules, and diet plans ... No lines of communications ... Once a
diet plan is given, after two weeks of a diet being done, then we look at any types of
improvement in lifestyle, way of eating and way of lifestyle. (Referral Diet Plan is
shared). Since it is a private hospital please remember the monetary aspect of this
service, and the expectations next time ...."” (Interviewee 3b)

Interviewees 3a and 3b exemplify the different findings on communication, whether
through the public relations department of the hospitals by using various forms of
media, or ensuring use of the different services provided by the nutrition
departments through the newsletter, as well as through internal and external

events.

In Hospital 2, however, it was shown that healthcare professionals demonstrated
knowledge of plans for including nutrition scope services in the hospital’s patient

handbook. This was shown in the response of interviewee 2c:

“[The] patient handbook is still in the process of being printed and will be the tool to
ensure nutrition care services are communicated to patients. Still to be printed. The
department should have a leaflet, but there is nothing on a department basis. Nothing
internal as much as external.” (Interviewee 2c)

And in another interview:

“... the outpatient / inpatient care, it is listed in the scope of services (online not
available). Through the education leaflet, the OPD booking area (Interviewee 3d)
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After a thorough look into the services and the websites of the case studies, it was
revealed that there is a need to increase communication levels and include nutrition

with other services available from hospitals.

8.3.7.3 Integrated care

Healthcare professionals, as in the previous sub-theme, felt that food choices being
made by patients confirmed that a level of integrated care was being provided.
While other healthcare professionals explained the nutrition department’s

involvement in different multidisciplinary teams:

“Multidisciplinary meetings are there to ensure it is part of the integrated healthcare
system as well as involving referrals from physicians to the nutrition department.”
(Interviewee 2a)

“A patient care plan is integrated with the multidisciplinary team, so all are aware
what the nutrition plan is.” (Interviewee 3c)

Another healthcare professional emphasised the range of professionals that need to

understand the importance nutrition, in order to provide integrated healthcare:

“It is part of the hospital as a team, all the doctors and the CEO to understand the
importance of this department, and understand the importance of the programme.”
(Interviewee 3b)

One healthcare professional explained the different routes for reinforcing the

preventative aspect and included it in the integrated healthcare plan.

“Regarding preventative health, chronic conditions can be relieved. This has to be
proactively done here. For the outpatients, however, it is difficult. The referrals are
done through other clinics. The importance is on being able to effectively educate and
for doctors to attend CMEs, this plays a huge part. It is vital to keep reinforcing the
preventative aspect, engaging patients and keeping them updated, as well as
supporting doctors and dietetics. Get their messages to the patients. Marketing -
develop one for each programme.” (Interviewee 4b)
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Here the interviewee identified the impact of education and CME (continuing
medical education), and how that can play a role in increasing doctor awareness of
up-to-date nutrition services in order to get integrated care. Table 8.9 shows the
manifestation of value and care design in the four case studies. Shared decision-
making was exemplified by the first case study. In the other three case studies
however, it demonstrates that the main emphasis was upon food choices. The tools
and methods used in communicating the services provided by the hospitals differed
from one hospital to another, ranging from pop-up stands, to RSS feeds on the
website. This also included marketing the services through a number of printed
materials as part of the PR of the hospital. As for the importance of a
multidisciplinary team, it was revealed that Hospital 1 and Hospital 2 integrated
nutrition into most departments, while in Hospital 3 and Hospital 4, the referrals

only came upon request from doctors. Table 8.9 summarises the four case studies

below.
H1 H2 H3 H4

Shared Across Food choices Food choices Food choices

decision- departments

making and with
patients

Communication Through Through roll-up PR of internal ~ Marketing of
different media  and pop-up and external services
(radio, TV and tabs, as well as services and through
online) patient health events  internal and

handbook external events

Integrated care  Multidisciplinary  Multidisciplinary Nutritionistis  Nutritionist is

team team seen upon seen upon
referral from referral from
doctor or doctor or
request from request from
patient patient

Table 8.9: Value and care design
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8.3.8 Theme 8: Measurement and impact

The first sub-theme focuses on measurement of a programme’s impact on a
population. Measurement of impact can be done in different ways utilising a
number of health needs assessments and health impact assessment tools that are

available, as well as frameworks discussed (As discussed in 4.2.4).

The second sub-theme queries the tools used to measure population impact;
answers here were very limited. It follows up on the first sub-theme and that was

also shown to have a low response rate.

8.3.8.1 Measurement of programme impact

Measuring a programmes impact is crucial to a strategy’s implementation.
Evaluation measurement and impact were discussed in section 4.2.4. When
interviewees were asked about the measurement of programmes, and the impact
of the programmes set out for nutrition, the answers varied. One of the

interviewees referred to the KPIs of the department.

“I would think this is in the KPI if any.” (Interviewee 2c)

While another hospital measured the impact through satisfaction surveys

conducted by the marketing department.

“Maybe the level of satisfaction is measured by the marketing department.”
(Interviewee 3d)

Hospital 4 didn’t conduct any measurements, as interviewee 4c answered:

“No ... no ....not collecting any data ... or referring to any statistics.” (Interviewee 4c)
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Other healthcare professionals showed the measurement impact of pre-testing and

post-testing in nutrition programmes:

“[The] level of education is measured by pre-testing prior to the workshop, and then
post-testing is done to understand the level of impact measured.” (Interviewee 1a)

The importance of measuring the impact and an overview of the different routes
that could lead to information being gained was explained by the quality

department in one of the cases:

“If anyone has them it would be the statistics department, the prevalence of the
different diseases available. There was work done with UNICEF with the Ministry of
Health, an awareness campaign in the schools, this would have been a good measure
for the impact on a population, but wouldn’t be completed so far. Screening of the
population is important. Any information from this would be at the statistics
department. Cardiac patients have special information and they are screened after six
months and tested regarding their habits, as well as those seen for bariatric surgery.
Others may include the diabetic clinics as during their intervention they would see
habits change. The budget is allocated, and no one makes a feasibility study, the value
must change on the cost put.” (Interviewee 1c)

This shows an understanding for the importance of measuring impact, yet there was
minimal evidence from the interviews conducted of a constructed and planned

method.

8.3.8.2 Tools in measurement

With regard to measurement, a questionnaire — the patient satisfaction survey —
which includes a nutrition aspect is used to gain feedback from patients. As
previously mentioned in the sub-section, measuring the pre and post effect of a
workshop is done to acquire feedback. Additionally, on workshop days a quiz is used

to measure the impact of the workshop on the participants:

“Questionnaire — quizzing — on spot workshop.” (Interviewee 2b)
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Marketing teams in some hospitals use another tool — media coverage mapping.

The media department keeps a record of media coverage:

“The tools used to measure impact are the post test, and the media department keeps
records.” (Interviewee 1a)

In Hospital 1, the importance of impact measurement is observed in interviewee

1c’s reply:

“Stats department: no feasibility studies are done as budgets are pre-allocated. The
outcomes must be measured, but not for cost, there is already cost utilisation and
other utilisation, but nothing related to nutrition. They must be linked. ... Maybe the
statistics department would have something similar. E.g. 2,000 nationals with a certain
disease so we could check whether demographics have changed by 2013,
observational wise, it is evident that people are slimmer over the years, and looking
different. So maybe a study must be done.” (Interviewee 1c)

This theme shows that measurement and impact are looked at in a number of ways
in each hospital. Media departments cover the media mapping, and nutritionists
who give workshops do their assessment of their workshops. According to Hospital
1 interviewees, it is vital to screen the population and understand the impact of

nutrition strategies on them.

8.3.9 Theme 9: Innovation and best practices in technology

The first sub-theme within the category of innovation and best practices required
healthcare professionals to identify technologies being used for nutrition
interventions. Some of which include social media and other emerging technologies

in the nutrition field.

The second sub-theme questioned the extent to which technology is used in

"

nutrition interventions. Most of the answers in this sub-theme were “not

applicable”. This could be due to a number of factors, one of which could be the
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wording of the question. Another reason is that the participant may think that the
guestion repeats the previously asked one about using technologies in nutrition
interventions. A third reason may be that there are no technologies used specifically

for nutrition services.

8.3.9.1 Emerging technologies in nutrition interventions

One of the private hospitals has signed up for a private programme to combat
NCDs, where each doctor is assigned a number of patients, and does home visits
using new emerging technologies in communication; this programme has not been

implemented as yet.

“We are working on a programme, a chronic diseases management programme, where
there is interaction between house and doctor and we can involve nutrition in that.
What type of meal you can eat now, can this be eaten or not, this is underdeveloped.”
(Interviewee 3c)

Other participants emphasised the use of new social media websites at their

hospitals, such as Facebook and Twitter pages, and websites in general.

“The use of technology is seen in Twitter/ tabs / iPads/ new technology for
communication is used by having new websites and having other apps.” (Interviewee
1a)

“Websites, Twitter and Facebook are used for announcements about new doctors and
services, but nutrition interventions are also mentioned. By technology do you mean
the type of equipment ... types of technology, | don't know what you mean? If it is
Twitter/Facebook/website, | would think this is in the treatment itself.” (Interviewee
3a)

“Yes e-health services are used in the hospitals, but not in the nutrition department.”
(Interviewee4b)

One hospital adopted a new way of interacting with the public through social
media: a Twitter clinic. Once a week the department sets three nutritionists online,

and they answer queries from a one-hour clinic online via the social media website,
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Twitter. This, however, is not marketed on a very wide scale, therefore other
healthcare professionals understand the existence of this programme but aren’t

sure of how to direct patients/customers to it.

“Twitter chat with a healthcare provider (direct contact with the patients) from the
DHA central, but no idea where, but there is virtual contact direct with the patient.”
(Interviewee 2a)

The technologies implemented and the approaches used are based on what the
head of department sees as appropriate. The process through which nutrition-
based technologies are implemented to deliver high quality healthcare, is through
the use of new social media avenues to interact with the patient. This seems to be
the most popular method used in most hospitals. The quality department does not
oversee this process of integrating emerging technologies into interventions. With a
lack of strategy in promoting the engagement of patients through different means
and technologies, it is left up to the head of the nutrition department to decide

what is to be used.

8.3.10 Theme 10: Culture and teamwork multidisciplinary teams

The first sub-theme of culture and teamwork considers the multidisciplinary teams
that are involved in the delivery of nutrition care. This includes nutritionists on ward

rounds as part of a team that decides on a care plan for patients.

The second sub-theme considers the different teams that provide nutrition
assessment, screening and care. Most interviewees answered in a similar way,
explaining that nurses, doctors and nutritionists work together to fill in patient
forms. Answers about this theme revealed that some hospitals give nutritionists

access to blood tests, while in others they need to be requested.
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8.3.10.1 Multidisciplinary teams

In private hospitals, nutritionists are asked for via referrals and are not part of
internal medical rounds. In public hospitals, however, the nutritionists form part of
multidisciplinary teams such as the cardiac team, the gastric team and numerous

others. This is shown through the response of multiple interviewees from Hospital

“Inpatient education and multidisciplinary [teams] with cardio team/geriatric
team/diabetes team/infection disease unit.” (Interviewee 1b)

“A number of multidisciplinary teams are available. For each diagnosis, nutrition is part
of the team. Also in their rounds they are available.” (Intervieweelc)

The quality department for the public hospital demonstrated the involvement of

nutrition in multidisciplinary teams through the comments below:

“When the HCP writes the notes, the most responsible physician needs to review the
plan of care by the physician, and the nutritionist writes the needs. If not, the most
responsible physician would refer the plan back to a nutritionist, and it would be
changed according to the request, then reviewed and signed again by the most
responsible physician. The most responsible physician is the consultant, or the team
leader.” (Interviewee 2c)

The practices are different in the private sector. The approach to involving the
nutrition department is upon referral. Interviewee 3b explains that doctors’ rounds

are done separately from the nutritionists’ rounds, as shown below:

“... we are on different teams. If it is a referral to nursing and doctors ... then they are
allied to health (whether physiotherapy or nutrition) etc. only upon referral. We are
not part of the internal medicine rounds.” (Interviewee 3b)

This shows that the concept of a multidisciplinary team involving the nutritionist
does exist, but needs more attention in the private sector. This will be further

discussed in Chapter 10 (see Section 10.4.5).
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8.3.10.2 Authority of nutritionists in teams

Nutritionists are involved at multiple points in the care plan of a patient, but the
authority given to nutritionists differs from one hospital to another. This section
reveals that the three most important healthcare professionals in nutrition
assessment, screening and delivery of care are the doctor, the nurse and the

nutritionist.

“Nutritional team: if any department notices a need, then the nutrition team is
referred to them via referrals.” (Interviewee 3b)

“Nutrition is assessed, through screening by the nurses and according to that the
referrals go.” (Interviewee 3c)

The assessment in Hospital 1 and Hospital 2 are done by the nurse, while the
screening and delivery of care are done by the nutritionist. In Hospital 3 and
Hospital 4, however, they are referred to the nutritionist upon request. Lab
requests and access to patient’s records are viewed with limited access. Table 8.10
further illustrates the difference between the private hospitals and the public
hospitals. Where the nutritionists in the public sector are part of the

multidisciplinary teams in a number of departments, this is not shown in Hospitals 3

and 4.

H1 H2 H3 H4
Multidisciplinary  Nutrition is Nutrition is part  Nutrition is not  Nutrition is not
teams (MDT) part of the of the MDT, part of the part of the

MDT, such as such as MDT MDT

cardiac, maternal and

digestive unit paediatric unit

etc. etc.

Table 8.10: Multidisciplinary teams
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Nutrition care assessment and planning are shown to be the responsibility of a
number of professionals in the multidisciplinary teams. Nutritionists may be
involved in the multidisciplinary teams, or in the case of private hospitals, may be

referred to by the multidisciplinary team.

8.4 Case reports on the four hospitals
The remainder of the chapter shows a summary table with key findings for each of

the case studies.
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9T¢

Theme

Hospital 1

Hospital 2

Hospital 3

Hospital 4

Leadership

Resources and
enablement

Process and
activity

Patient
orientation

Quality

Linked to authority

KPI: five themes — customers,
staff, quality improvement,
efficiency/productivity and
enablers

Workshops with different
government, semi-government
and private entities

Healthy breakfast for schools
Zero budget approach

Multi-language patient
education material

Nutrition education groups; TV
shows; competition

Taking part in many evidence-
based activities, but research is
weak in this area

JCl accredited hospital

Linked to authority

Incident report form where risk
manager deals with the line
manager

General- not related to NCD

Budget allocated by finance, or
through sponsorship

Brochures, nutrition therapy
plan of care

Patient Family Education

Patient is the centre of the
nutrition care plan

JCl accredited hospital

Leadership is very keen to
spread the awareness

Not yet involved with cross
government

Sponsorship is the way to get
nutrition programmes financed

New born paediatric, adults and
elderly, it is a one-to-one
patient education service

Customer satisfaction survey,
surveys and admin numbers are
all over the hospital

The patient is free to express
the satisfaction level verbally or
in writing

Measures follow the JCI
requirements, catering
department rounds are done to
ensure satisfaction is met

Applying for the JCI

Leadership is keen on
awareness

Head of nutrition department is
not experienced in dietetics
therefore difficult to have a
strategy

There are no straight guidelines
or policies

Support of initiatives by
leadership

Speaker programmes
Community activities are per
demand

Nutrition patient education

Nutrition care process, lactation
consultant

Family education centre

Applying for JCl accreditation




LTC

People and
competencies

Value and
care designs

Measurement
and impact

Innovation
and best
practices

Culture and
teamwork

Annual training for nutrition
department

Patient satisfaction surveys in
the nutrition services

Pre-tests and post-tests after
workshops

Twitter clinic

Nutrition is interlinking with
multidisciplinary departments,
mainly: heart team and
diabetes team

Each department oversees the
staff qualification and
education, with the
competency list

Patient handbook is still in print
(tool to ensure nutrition care
services are communicated to
patients)

N/A

Twitter clinic

Nutrition is part of the
multidisciplinary team and is
referred to by the doctors

Two lectures are given per
week as demand requires

Booklet is given to all
departments

Referral diet plan

Counselling and rounds, and
schedules and diet plans

N/A

E-health services are used in the
hospitals

Only upon referral

Not involved in multidisciplinary
teams

In nursing orientation —
nutrition is included

Support groups
Diabetes educational material

N/A

Facebook and social media used
for marketing

Not involved with teams yet

Renal unit to include nutrition
on the team

Table 8.11: Key findings of the 10 factors in the four hospitals



8.5 Summary

This chapter has shown how the nutrition strategies are deployed in different
departments, and at different levels. The four case studies were conducted with the
aim of validating the factors identified through the literature review, and to

understand whether new themes could be deduced.

This chapter has also shown the difference in nutrition delivery care between the
private and public sector. In public hospitals, clear policies, lists of core
competencies, training and education have been shown in the analysis. In private
hospitals however, technology is implemented and awareness campaigns are part
of the marketing departments KPIs. All hospitals, however, have been shown to
take patient diversity into consideration when recruiting nutritionists, as well as

setting out meal plans and nutrition education material.

A number of further themes were explored in the interviews for the four case
studies. The themes were studied for their relevance, appropriateness, and how
they were implemented in each hospital. The new themes explored were media
involvement and regulations, as well as type of education of healthcare
professionals, but the most prevalent one was patient population or cultural
diversity. This was mentioned in more than one case study by more than one
healthcare professional. This will, therefore, be an added measure to the
guestionnaire, which forms phase three of the data collection methods. The
guestionnaire will measure the importance of the themes discussed with regard to

how they are seen in combating NCDs through nutrition intervention.
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Chapter 9: Phase III analysis:
questionnaire survey

9.1 Introduction

The objective of this chapter is to analyse the responses from the third stage of data
collection: the questionnaire survey method. This chapter focuses on the analysis of
the quantitative data collected from the 161 healthcare professionals across the
United Arab Emirates using the ten factors identified from the literature review in
Chapter 4 and one additional factor, patient diversity, added after analysis of the

case studies.

The data collected have been analysed using the SPSS package, along with standard

statistical analysis techniques:

e Descriptive analysis
e Ranking tests
e Factor analysis

e MANCOVA

An introduction to the theories of the main statistical analyses used in this research
was provided in Chapter 6. Results and the analysis of the questionnaire in essence
provide a healthcare professional’s perspective of the importance of factors that
influence nutrition interventions in the healthcare system in the United Arab
Emirates. The data is presented in a tabulated format showing the response rates of

the participants, and a profile of the participants as well as non-responses rates.
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The majority of the questionnaire responses came from Abu Dhabi and Dubai. The
qualifications and occupations of the respondents were shown to have effects on
the responses. The results show the importance of the factors presented from the

perspective of healthcare professionals.

The demographics of the healthcare professionals and the validation of the factors
is presented. The data set is assessed for appropriateness for exploratory factor
analysis. Finally, factor extraction is conducted in order to understand the
interrelations between all factors questioned. Further analysis, such as MANCOVA
and ANOCOVA may be applied in order to predict the most important predictor

among the extracted factors.

The most important factors resulting from factor analysis are (1) quality and
processes, (2) training and use of technology, (3) senior management involvement,
(4) patient diversity and (5) involvement of nutrition in multidisciplinary teams; this
can then be used as a blueprint in order to explore the factors influencing nutrition

interventions in the UAE healthcare system.

9.2 Results of the pilot

9.2.1 Results of the pilot

Results from the pilot are shown through Cronbach’s alpha and observation of the

participants, as shown in the next two sections.

Reliability statistics

Icronbach's alpha |Cronbach's alpha based on standardised items |No of items
.950 .950 44
Table 9.1: Reliability statistics
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Cronbach’s alpha is one way of testing the internal consistency of the questionnaire
(Field, 2012, Tabachnick and Fidell, 2007). The results range from 0 to 1, such that
0.95 indicates a high degree of consistency between items and low measurement
error (Connelly, 2011). The pilot tests on the questionnaire resulted in alpha equal
to 0.95 (as shown in Table 9.1), which indicated a high degree of consistency and

demonstrated that the questionnaire was ready to be conducted on a large scale.

9.2.2 Observations from the pilot

The respondents answering the pilot questionnaire observed a number of salient
points. Respondents were asked about the clarity, use of words, strength of
translation, as well as length of questionnaire. Thirty respondents considered the
questions and after feedback, a number of questions were reworded due to
ambiguity. One of the translated questions needed a footnote to further explain the
guestion. Most participants agreed that the translation was up to standard, but also

agreed that the questionnaire was not short.

9.3 Administering the questionnaire
Healthcare professionals participating in the questionnaire were selected according

to the following main criteria:

° The hospital they worked in had a nutrition department in operation.

° The hospital is known to liaise with nutrition programmes across sectors.

The questionnaires were distributed to various hospitals covering 200 healthcare
professionals in different hospitals of the United Arab Emirates. The type of

guestionnaire used was a self-administered questionnaire.
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Out of the 200 questionnaires distributed, 161 were given back to the research
team. This is equal to an 80.5% response rate; this was due to the different types of
follow up used. Telephone appointments were made to ensure the personnel
designated by the management were available on the drop-off day for the
guestionnaires. The snowball technique was used, as the sample collected was a

non-random sample, therefore, this further enhanced the response rate.

During the pick-up of the questionnaire, efforts were made to understand why non-
respondents had not replied to the questionnaire; 39 of the questionnaires were
not returned, and when investigating the cause a number of factors played a role,

such as:

1. Too lengthy

2. Inappropriate timing (during break) when approached

w

Too busy, didn’t have the time

4. Not interested in general research or questionnaires

The reasons given above were among the reasons why doctors and other

healthcare professionals did not participate in the questionnaire.

Trained local healthcare professionals were targeted to take part in the validated
guestionnaire to assess their opinion, knowledge and attitudes towards the factors
that influence nutrition-based strategies in the United Arab Emirates. The
guestionnaire covered socio-demographic information (gender, age, occupation,
qualification), as well as information about the work place (type of hospital, number
of beds, location of hospital). It looked at the opinions of healthcare professionals

on strategy development; attitudes on the importance of resources, clear
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processes, patient orientation and quality; training programmes; communication
methods; measurement of impact; innovation; multidisciplinary teams, as well as
considering culture diversity of patients to the success of implementing effective

nutrition programmes.

There were access challenges and difficulties in getting responses from different
hospitals, as approvals and ethical reviews were necessary when first approaching
any hospital. When presented to the ethical boards, the research (having obtained
prior ethical consideration from the university — see Appendix H) was then
approved by the head of departments of nutrition, quality and in some cases the
chief executive officers of the hospital. In the following section, descriptive statistics
of the hospitals participating are provided, along with types of hospitals, types of
services, as well as number of beds. A demographic analysis of the participants is

also discussed.

9.4 Descriptive statistics of participating respondents

A total of 161 respondents replied to the questionnaire out of the 200 distributed.
However, eight of the questionnaires had missing data in the demographics section,
making the total number of calculated participants in the demographics section
153. Out of the respondents, there were 34 males and 119 females. The following
tables and figures illustrate the descriptive statistics of the 161 respondents. Table

9.2 demonstrates the characteristics of the healthcare professional respondents.
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Characteristic N=161

<30 39.9%

41-50 20.3%

Gender

Female 77.8%

High school 2.0%

Bachelors 52.3%

PhD 4.6%

Other 1.3%

Nursing 16.1%

Managerial 6.7%

Doctor 32.9%

Table 9.2: Characteristics of respondents, hospital healthcare professionals, UAE
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9.4.1 Gender and number of participants

The total number of questionnaires calculated in the demographics is 153. In this
phase, 34 males (22.2%) and 119 females (77.8%) responded to the questionnaire.

Table 9.3 shows the percentages and frequency of the gender respondents.

Gender Frequency Percentage
Male 34 22.2%
Female 119 77.8%

Table 9.3: Gender of participants

9.4.2 Age distribution of participants

Healthcare professionals that participated in the survey were mostly from the under
30 age category, and comprised 55 (39.9%) healthcare professionals; 44 of the
participants (31.9%) were from the 31 to 40 range and 28 of the healthcare
professionals (20.3%) were between the age of 41 and 50. In the meantime, only
eight participants were over 51 (8%). Figure 9.1 demonstrates the age range of

participants.
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Age of participant
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Figure 9.1: Bar chart: age of participant
9.4.3 Qualification of participants
Table 9.4 shows the different percentages of participating professionals, in terms of
their different qualifications. The highest percentage was for those with bachelor’s
degrees, totalling more than 50%, while high school degree holders formed the
minority in this section of 2%. Higher diploma formed 5.3%, Masters 10.6%, PhD

holders formed 4.6% and doctors formed 23.8%.

Qualification Frequency Percentage
High school 3 2.0%
Higher diploma 8 5.3%
Bachelors 79 52.3%
Masters 16 10.6%

PhD 7 4.6%
Doctor 36 23.8%
Other 2 1.3%

Table 9.4: Qualification of healthcare professionals
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9.4.4 Occupation of participants

The study aim involves understanding the opinions of a cross section of the
healthcare profession, including nursing, nutrition, management, doctors, as well as
quality and planning personnel in healthcare institutes. These were therefore the
main targets for the questionnaire. Figure 9.2 shows the percentages regarding
occupations of the participating healthcare professionals. The majority of the
respondents were doctors (32.9%), followed by nutritionists (28.2%) and nurses
(16.1%), then those in quality (8.1%) and managerial (6.7%) positions, and the

remaining 8.1% of respondents were from other occupations.

Occupation of participants (%)

35.00%

30.00%

25.00%

20.00%

B Percentage

15.00% -

10.00% -

5'00% _ I I
0.00% - T T T T

Nursing  Nutrition Managerial Quality Doctor Other

Figure 9.2: Occupation of participants

9.5 Analysis of hospital related data

The next section includes general information regarding hospitals, including some
general facts about the size of the hospitals (number of beds), as well as type of
hospital (government or private). In addition, it includes a description of the
geographical location of the hospital.
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9.5.1 Hospitals and number of beds

A profile of the respondents’ hospitals is provided in Tables 9.5 and 9.6; the number
of beds in the hospital has been clustered into categories of less than 100, 100 to
300 and more than 300. 16.8% of the hospitals participating had fewer than 100
beds, while 13 (12.9%) of those participating were from hospitals that had bed
numbers between 100 and 300. The highest proportion of participating
professionals was from hospitals with more than 300 beds, which makes 70.3% or
71 participants. The mean bed capacity was 386 beds with SD+ of 201.587, as

shown in Figure 8.6.

Number of beds  Frequency Percentage
<100 17 16.8
101-300 13 12.9
301+ 71 70.3

Table 9.5 Hospital profiles: number of beds

Mean number of SD Minimum Maximum
beds number of beds number of beds
385.75 201.587 13 700

Table 9.6: Hospital profiles: number of beds

9.5.2 Type of hospital

The data revealed that 85% of the professionals were from government hospitals,

while 15% were from private hospitals. As shown in Table 9.7.
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Type of hospital Frequency Percentage

Government hospital 130 85%

Private hospital 23 15%

Table 9.7: Type of hospitals

9.5.3 Geographical location of the hospital

The results of the descriptive analysis show that geographic locations of hospitals

are most clustered in Dubai and Abu Dhabi with 87 (56.9%) and 53 (34.6%),

respectively. In Figure 9.3, we can see that the remainder of the participants make

up seven (4.6%) respondents from Sharjah and five (3.3%) from Um el Quwain,

while only one participant was from Al Ain (0.7%). The aim of having participants

from different geographic locations was to look at an overview of the whole United

Arab Emirates.

Number of participants from hospitals in

Al Ain
Um el Quwain(3.3%)

Sharjah(4.6%)

Dubai (56.5%)

Abu Dhabi (34.6%)

0 10 20 30 40 50 60 70 80 90

B Number of Participants from Hospitals in

100

Figure 9.3: Geographical location of participant's hospitals
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9.6 Descriptive analysis

9.6.1 Level of agreement of recipients towards factors affecting nutrition
programmes and interventions

The participants of the questionnaire were asked to estimate their level of
agreement to a number of questions in order to fulfil the aim, which is to validate
the factors needed in order to implement a nutrition strategy. The scale is according
to the level of agreement: 1 — strongly disagree; 2 — disagree; 3 — somewhat
disagree; 4 — neither agree nor disagree; 5 — somewhat agree; 6 — agree; 7 —
strongly agree. In this section, a descriptive analysis of the level of agreement of
healthcare professionals on the 33 questions is presented, as well as a ranking of
the 11 factors according to their level of importance. Table 9.8 describes the mean
score (+SD) and the correspondent level of agreement to the 33 questions

presented.

Table 9.8 lists 26 out of the 33 items where healthcare professionals “somewhat
agreed” to the factor. It also list seven items where healthcare professionals
“agreed”. This shows that none of the items were under the “neither agree nor
disagree”, “disagree” or the “strongly disagree” categories. This shows the level of
agreement of healthcare professionals with the items discussed. The next section

ranks the importance of the 11 factors.
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# Question Mean score Corresponds to
(£SD)
1 Hospital senior management is effectively involved in the development of nutrition strategies 4.9(+1.574) Somewhat agree
2 Management strategies require the involvement of senior management of the hospital to ensure 5.82(+1.143) Agree
lower incidence of non-communicable diseases
3 Before implementing nutrition programmes, the hospital establishes the relevant importance of key 5.29(+x1.327) Somewhat agree
performance indicators
4 The hospital uses the lifespan approach in nutrition interventions 5.44(+4.362) Somewhat agree
5 Cross-government or cross-sector departments are involved in nutrition interventions 5.10(+1.429) Somewhat agree
6 It is important for this hospital to finance programmes for nutrition interventions 5.9 (£1.267) Agree
7 Nutrition is sufficiently addressed as part of patient education in my hospital 5.37 (¥1.433) Somewhat agree
8 The demographics profile of the UAE is effectively used when setting up nutrition programmes 4.62 (+1.554) Somewhat agree
9 Age-related programmes are important in nutrition interventions 5.69(+1.303) Agree
10 The hospital has clear processes for patient orientation 5.19(+1.508) Agree
11 The hospital has clear processes in place to assess user expectations of nutrition programmes 4.90(+1.463) Somewhat agree
12  User expectation feedback are effectively used in nutrition programmes 4.87(+1.404) Somewhat agree
13  The hospital has quality measures in place to ensure nutrition care is delivered across all areas 5.22(+1.491) Somewhat agree

consistently
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14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

The hospital has effective processes to ensure evidence-based nutrition interventions
Quality assurance measures are used to ensure patient-centric nutrition care

Training programmes that staff undergo include up-to-date nutrition care

The staff’s core competencies includes skills to ensure patient nutrition education
Up-to-date training in nutrition care is provided in my hospital

Shared decision-making processes are used in nutrition programmes

The methods of communicating the different nutrition services provided to patients are clear

The activities in nutrition intervention are considered part of an integrated healthcare system in this
hospital

In my hospital, impact of nutrition programmes are measured effectively
The hospital uses sufficient tools for measuring impacts of nutrition programmes on the population
In my hospital, clear processes are available to assess the effectiveness of nutrition health initiatives

The hospital uses various e-health services such as social media, tele-health, television commercials
and internet in nutrition interventions

Technology is used in nutrition interventions in this hospital
Information to patients is achieved through advanced technological means

Multidisciplinary teams in this hospital include nutrition personnel

5.18(+1.416)
5.29(+1.404)
4.80(+1.603)
5.33(+1.319)
5.87(+1.261)
5.09(+1.398)
5.10(+1.486)

5.41(+1.414)

4.85(+1.523)
4.64(+1.551)
4.76(+1.521)

5.03(+1.519)

4.96(+1.437)
4.74(+1.554)

5.72(+1.524)

Somewhat agree
Somewhat agree
Somewhat agree
Somewhat agree
Agree

Somewhat agree
Somewhat agree

Somewhat agree

Somewhat agree
Somewhat agree
Somewhat agree

Somewhat agree

Somewhat agree
Somewhat agree

Agree
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29

30

31

32

33

The hospital has different teams that provide nutrition assessment, screening and care effectively
The nutrition personnel in multidisciplinary teams have a well-defined role
The patient population of the hospital is considered before setting up menus

The hospital considers the differences in the patient ethnicity when setting up the services by
nutrition department

Culture and diversity in the patient population is considered in the nutrition strategy

5.12(+1.433)

5.36(+1.378)

5.57(+1.391)

5.46(+1.380)

5.37(+1.468)

Somewhat agree
Somewhat agree
Agree

Somewhat agree

Somewhat agree

Table 9.8: List of questions and healthcare professional’s level of agreement
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9.7 Ranking analysis of the response variables

In the questionnaire design, the fourth question in each set of questions asked
about the importance of the theme to the implementation of nutrition strategy in
the hospital (see Appendix E). These questions were the fourth in each theme,
namely: 1.4,2.4,3.4,4.4,5.4,6.4,7.4,8.4,9.4, 10.4 and 11.4. Table 9.9 shows the

percentage and level of agreement of healthcare professionals to these questions.

According to Table 9.9, the two most important factors in the success of nutrition
programme implementation were 2.4 and 10.4. Factor 2.4 involved resources and
10.4 teamwork, i.e. involving nutritional personnel in multidisciplinary teams. These
were followed by people and competencies, culture diversity, strategy

development, communication methods, innovation and quality, respectively.

Question # Level of agreement %

1.4 - Strategy 7 36.7%
2.4 - Resources 7 47.8%
3.4 - Processes 6 35.9%
4.4 - Patient orientation 6 32.7%
5.4 - Quality 7 32.9%
6.4 - Competencies 7 40.9%
7.4 - Communication methods 7 35.7%
8.4 - Measurement and impact 6 33.8%
9.4 - Innovation and best practices 7 35.9%
10.4 - Teamwork 7 44.4%
11.4 - Culture diversity 7 39.2%

Table 9.9: Percentage of the level of agreement according to the number of the question
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The factors that are most important to healthcare professionals in the success of
implementing nutrition programmes are now ranked according to their mode. The
majority of the respondents chose resources, forming 47.8%, the highest
percentage of strongly agreed respondents. While 44.4 % of the respondents
strongly agreed that multidisciplinary teams are important to the success of
implementing nutrition strategies. This was followed by 40.9% of the respondents
who strongly agreed with training programmes, followed by 39.2% that strongly
agreed with considering culture diversity as being important to the success of
nutrition programmes. The percentages for strongly agreed respondents were:
strategy development (36.7%), innovation (35.9%), communication methods
(35.7%) and quality (32.9%). Table 9.10 shows the factors that were strongly agreed
to have effect on the success of nutrition programmes from a healthcare

professional’s point of view, ranked according to percentage in descending order.

Factor Percentage “strongly agreed”
Resources 47.8%
Multidisciplinary teams 44.4%
Training programmes 40.9%
Culture diversity 39.2%
Strategy development 36.7%
Innovation 35.9%
Communication methods 35.9%
Quality 32.9%

Table 9.10: Ranking of factors
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Table 9.10 shows that healthcare professionals strongly agreed with eight of the 11

factors proposed by the literature.

Importance of factors in nutrition
programmes implementation

Quality
Communication methods
Innovation

B Importance of factors in
nutrition programs
6 implementation

Strategy Development

Culture Diversity

Training programs )%

Multidisciplinary teams 140%

Resources

|47.80%

Figure 9.4: Importance of factors in nutrition programmes implementation (strongly agree)

The results of the ranking (Figure 9.4) show the first four of the eight to be similar to
the results of the analytical analysis, as will be demonstrated in the next section
(also see Figure 9.5). In the next section, factor analysis will be performed and the
results will be tested through MANCOVA on the 11 factors, in order to understand
the statistically significant difference between healthcare professionals’ responses

according to their age, gender, occupation and qualification.
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Multidisciplinary

Resources
teams

Training
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Figure 9.5: Results of ranking percentages

9.8 Exploratory factor analysis
After performing the descriptive analysis of the questionnaire, exploratory factor
analysis (EFA) was conducted to determine the best factor structure to explain the

variation in knowledge and attitude of the healthcare professionals.

9.8.1 Factor analysis

An introduction to the theories of the main statistical analyses used in this research
was provided in Chapter 6. The following sections describe the results of factor
analysis. In exploratory factor analysis, there are a number of steps to be performed
(Tabachnick and Fidell, 2007). The first step includes assessing the suitability of the
data for factor analysis. The second step consists of determining the suitable
number of factors present and, therefore, the dimensionality of the dataset. The
third step is the factor extraction, using a Scree test, followed by factor rotation and

interpretation of the data.
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9.8.1.1 Assessment of the suitability of the data

First and foremost, assessment of the suitability of the data for factor analysis had
to be performed. Certain requirements must be fulfilled before factor analysis can
be successfully employed. Sample size, inter-correlation and missing data are dealt
with in order to determine the suitability of the data for factor analysis. Literature
has shown that the sample size should be more than 100, and this has been fulfilled
as the number of respondents was 161 healthcare professionals (Field, 2012,

Tabachnick and Fidell, 2007).

9.8.1.2 Missing data

Missing data in the literature can be dealt with in a number of ways, either by
deleting cases, making estimations or through a missing data (pairwise) correlation
matrix being analysed (Everitt and Dunn, 2001). Previously, researchers omitted
informants who had not completed data on a variable. More recently, statisticians
have promoted methods that are based on distributional models for the data (such
as maximum likelihood and multiple imputations). Much has been published in the
statistical literature on missing data (Little and Rubin, 2002). There are a number of
ways to obtain maximum likelihood estimators, and one of the most common is
called the expectation-maximisation algorithm, abbreviated as the EM algorithm.

Schafer (1999) notes:

"If we knew the missing values, then estimating the model parameters would be
straightforward. Similarly, if we knew the parameters of the data model, then it would
be possible to obtain unbiased predictions for the missing values." (Schafer, 1999)

Missing data in this data set has been calculated and corrected using missing-value

analysis (EM method).
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9.8.1.3 Validity of factor analysis

The strength of inter-correlation was tested through statistical measures, the
Kaiser-Mayer-Olkin (KMO) measure of sampling adequacy, as well as the Bartlett’s
Test. These are acknowledged as some of the best measures to determine the
suitability of a set of data for factor analysis (Field, 2012). The appropriateness of
the data set requires KMO index range from 0 to 1. According to Field, the value of
KMO should be 0.5 or greater (Field, 2012). Other researchers suggest 0.6 as the
minimum value for a good factor analysis, and Bartlett’s Test of Sphericity to be

significant (p<0.5).

KMO and Bartlett’s Test showed that the data set was appropriate for factor
analysis as KMO is 0.941 and Bartlett’s Test of Sphericity is .000, both of which fulfil
the requirements and show the data to be appropriate for factor analysis. Table

9.11 shows the results of the validity tests.

KMO and Bartlett's Test

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .941
Approx. Chi-Square 4365.466
Bartlett's Test of Sphericity df 528
Sig. .000

Table 9.11: Suitability of data for factor analysis

The next two sections illustrate factor extraction and factor rotation.

9.8.2 Validity of the instrument

The reliability coefficient for the questionnaire was 0.95. This result is consistent
with previous study findings (Kato et al., 2014, Jones et al., 2014, Kruseman et al.,

2012, Munoz-Astudillo et al., 2010, Bradford et al., 2010, Branscum et al., 2010).
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Regarding the instrument’s validity, a Varimax technique for rotated component
analysis was used with a cut-off point for interpretation of the factors at 0.50 or
greater. All items were loaded onto the expected dimension for which they were
designed. Factor loadings were all higher than 0.5, so that each item loaded higher
on its associated construct than on any other construct. Previous study findings in
healthcare have also used the varimax rotation (such as Akram and Farooqi, 2014,
Dien, 2010, Aydemir, 2008). Results of the factor analysis showed that around
72.1% of the variance in the variable was accounted for by five factors, as shown by
the Kaiser criterion. The five factors will be explained in the following section and in

the discussion chapter (see Section 10.4).

9.8.2.1 Factor extraction

Factor extraction is illustrated through a scree plot showing the five factors
extracted and factor rotation. Scree plot shows that five factors are above one, with
one factor above 20. This shows that this factor is very dominant and a large

number of variables are included.
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Figure 9.6: Scree plot

In keeping with the usual principal components approach, only factors with
eigenvalues greater than one were returned (Hair, 2010). Figure 9.6 shows a scree
plot. A Catell’s scree plot shows that the five factors above eigenvalue of one
contribute most to the explanation of the variance in the data set. Results of factor
analysis show that around 72.1% of the variance in the variable was accounted for

by five factors, as shown by the Kaiser criterion.

9.8.2.2 Factor rotation

Factors with an eigenvalue larger than one were retained. Factors with an absolute
value of 0.6 were retained, using principal component analysis as an extraction
method, and the rotation method was Varimax with Kaiser normalisation. The
results shown in Table 9.12, demonstrate that the items measured could be

reduced into five factors with an eigenvalue >1.0.
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9.8.3 Extraction method: principal component analysis

Rotated Component Matrix’

Component
1 2 3 4 5

1. Quality assurance measures are used to ensure 777 .297 241 174 .185
patient-centric nutrition care

2. The hospital has quality measures in place to .761 .200 .245 .210 .278
ensure nutritional care is delivered across all areas
consistently

3. The hospital has clear processes to ensure .702 322 .254 .230 .368
evidence-based nutrition interventions

4. The hospital has clear processes in place to assess .689 434 .285 129 110
user expectation of nutrition interventions

5. User expectation feedback are used in nutrition .649 .435 .236 .206
intervention

6. The methods of communicating the different .628 497 179 .182 .285
nutrition services provided to patients are clear

7. The hospital has clear processes for patient .607 .384 .298 .295 .269
orientation and empowerment

8. In my hospital, clear processes are available to .604 .567 .224 .208
assess the effectiveness of nutrition health
initiatives

9. In my hospital nutrition programmes impact are .592 .536 .247 .159
measured effectively

10. The demographic profile of the UAE is used as part .587 334 .293 .107 -.199
of setting up nutrition programmes

11. Shared decision-making processes are used in .585 .361 .370 273 .102
nutrition programmes

12. Nutrition is part of patient education in my hospital .517 192 331 .349 .230

13. The activities in nutrition intervention are .502 .355 .213 .305 446

considered part of an integrated healthcare system
in this hospital

14. The hospital uses various e-health services such as .230 .811 .196 117
social media, tele-health, television commercials
and internet in nutrition interventions

15. Technology is used in nutrition interventions in this .268 .798 .200 147
hospital

16. Information to patients is achieved through .299 .796 273 117
advanced technological means

17. The hospital has the tools used for measuring .460 .685 .184 129
population impact

18. The hospital has different teams that provide .207 .609 324 474
nutrition assessment, screening and care

19. The staff’s core competencies includes skills to 191 .586 312 .248 .389
ensure patient nutrition education

20. Training programmes that staff undergo include up- .360 .582 .256 128 171
to-date nutrition care

21. Up-to-date training in nutrition care is provided in 497 .569 .268 .183
my hospital

22. Before implementing nutrition programmes, the 214 .208 773

hospital establishes the relevant importance of key
performance indicators

23. Strategies are in place to ensure lower incidence of 121 719 232 253
non-communicable diseases

24. Hospital senior management is involved in the 214 447 .637 116
development of nutrition strategies

25. Itis important for this hospital to finance .207 .601 .183 .282
programmes for nutrition interventions

26. The hospital uses the lifespan approach in nutrition .469 .155 .598 .193 116

intervention
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27. Cross-government or cross sector departments are 419 314 .597 .270 -.165
involved in nutrition interventions
28. Age-related programmes are important in nutrition .388 .574 112 .297
interventions
29. The patient population of the hospital is considered 175 .187 .176 .849 .188
before setting up menus
30. The hospital considers the differences in the .240 191 .248 .828 .146
patient ethnicity when setting up the services by
nutrition department
31. Culture and diversity in the patient population is .244 .281 .205 .799
considered in the nutrition strategy
32. Multidisciplinary teams in this hospital include 192 .202 .263 416 612
nutrition personnel
33. The nutrition personnel in multidisciplinary teams .258 471 .150 319 .530
have a well-defined role
Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization.
a. Rotation converged in 13 iterations.
Table 9.12: Summary of exploratory factor analysis
Results for the SPSS questionnaire analysis (n=161) is shown in Table 9.12. The

exploratory factor analysis is summarised and redrawn into Figure 9.7.

Factor 1=
Quality and processes
(13 variables)

Factor 3 =

Senior management
involvement roles and
responsibilities

(7 variables)

Factor 5 =

Factor 2 =

Training and use of
technology

(8 Variables)

Factor 4 =
Patient diversity

(3 variables)

Multidisciplinary teams

(2 variables)

Figure 9.7: Results of factor analysis

Factor analysis was conducted on 33 items with Varimax rotation (Figure 9.7). The

KMO measure verified the sampling adequacy for the analysis, KMO = 0.941 which
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is well above the acceptable limit of 0.5 (Field, 2012). An initial analysis was run to
obtain eigenvalues for each factor in the data. Five factors had eigenvalues over
Kaiser’s criterion of one, in combination explaining 72.1% of the variance. The scree
plot showed eigenvalues more than one and one factor exceeding 20, with 13
variables loaded. This will be explained further in Chapter 10 (see Section 10.4).
Table 9.13 shows the factor loadings after rotations. The items that cluster on the
same factor suggest that Factor 1 represents quality. The remaining factors and

their representations are shown in Table 9.14.

Results of factor analysis

Factor 1 Quality and processes
Factor 2 Training and use of technology
Factor 3 Senior management involvement roles and

responsibilities
Factor 4 Patient diversity

Factor 5 Multidisciplinary teams

Table 9.13: Results of factor analysis

Starting with the factor analysis, 52% is a high value, greater than the threshold
suggested by Harman (1976). However, this could also be a consequence of over
50% of the indicators being associated with a single construct (quality) (see Section

10.4.1).

9.8.4 MANCOVA

MANCOVA tests for the set of results from the factor analysis, being the dependent
variables, were conducted to examine the effects of the healthcare professional

characteristics (age, gender, qualification, occupation and the interrelationship
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between them) on the implementation of nutrition programmes. The key
assumption was that the dependent variables were normally distributed with equal
variances. As mentioned above, the variables in the analysis had a relatively normal
distribution. In addition, MANCOVA is robust, so small violations of the above
assumption would have little impact (Hair, 2010). MANCOVA results presented in
Table 9.14 indicate that the five factors (from the factor analysis) had an impact on
the success of implemented nutrition programmes. Occupation and qualification in
particular also had a significant effect. Multivariate analysis of covariance
(MANCOVA) was conducted for the five variables resulting from the factor analysis
(Table 9.14). Simple analysis of covariance (ANCOVA) was then conducted on the 11

control variables from Table 9.9. Roy’s largest root (MANCOVA) results are as

follows:

Effect Model F P
Factor 1 Roy’s largest root 10.552*** 0.000
Factor 2 Roy’s largest root 2.878 *** 0.005
Factor 3 Roy’s largest root 12.828*** 0.000
Factor 4 Roy’s largest root 4.976 *** 0.000
Factor 5 Roy’s largest root 6.670 *** 0.000
Age Roy’s largest root 1.876 * 0.063
Qualification Roy’s largest root ~ 5.170 *** 0.000
Gender Roy’s largest root 0.425 0.939
Occupation Roy’s largest root 3.848 *** 0.000
Age*Qualification Roy’s largest root 5.535 *** 0.000
Age*Gender Roy’s largest root 1.140 0.350
Age*Occupation Roy’s largest root 0.417 ** 0.024
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Qualification*Gender Roy’s largest root 1.293 0.253

Qualification*Occupation Roy’s largest root ~ 2.101 ** 0.035
Gender*Occupation Roy’s largest root ~ 3.330 *** 0.001
Age*Qualification*Gender Roy’s largest root 53.000 1
Age*Gender*Occupation Roy’s largest root 54.000 .158
Qualification*Gender*Occupation Roy’s largest root 53.000 1
Age*Qualification*Gender*Occupation Roy’s largest root 53.000 1

Table 9.14: Roy's largest root test of covariance (MANCOVA)

Note:

***|talicised characters represent significance at the 0.001 level
**|talicised characters represent significant at the 0.005 level

* Italicised characters represent significant at the 0.010 level

The MANCOVA looks at the mean values for the different response variables. This is
to check to see if there are differences in the multivariate response variables. The F
value shown in Table 9.14 represents the values for one particular observation and
F* - (Sig at 10%); F** - (Sig at 5%); F*** - (Sig at 1%). Occupation is considered
a factor as it has been shown to be significant. Gender is not a factor and age is not
a factor as they are not significant, and therefore had no effects on the data. This

suggests the data to be robust and independent of age and gender of participant.

The qualification of the participant has shown to have a significant effect on the
response, as well as the interrelationship between occupation and qualification, and
gender and qualification with p values of 0.0001 and 0.016, respectively. This is

using the Roy’s largest root as a model to test the multiple covariance analysis.

To understand the moderating effect of the five variables from the factor analysis,
MANCOVA has been used and followed up by an ANCOVA using the dependent

variables, fixed variables and covariates. Dependent variables are the 11 factors
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that are responses to the predictor variables and include: (1) strategy development,

(2) resources, (3) demographics, (4) patient empowerment, (5) quality assurance

measures, (6) training programmes, (7) communication methods, (8) measurement

of impact, (9) innovation, (10) the inclusion of the nutrition department in

multidisciplinary teams, and (11) patient cultures are important factors in the

success of implementation nutrition programmes.

The fixed variables used in the ANCOVA are gender, occupation, qualification and

age. The covariates are the results of the factor analysis (Table 9.15) and are used as

metric variables. The dimensionality of the 33 factors was deduced to five

covariates (quality processes, training and technology, roles and responsibilities,

patient diversity and multidisciplinary teams). The results of the ANCOVA are as

shown in Table 9.16.

Quality Training Senior Patient Multi
and and use of management diversity disciplinary
processes  technology involvement teams
and
responsibilities
Strategy development is importantto  3.992 ** 4.275** 84.182*** 8.305%** 4.929**
the success of implementing nutrition
programmes
Resources are important to the 0.651 .952 14.441%** 5.640** 16.844***
success of implementing effective
nutrition programmes
Demographics are important to the 44.977*** 062 23.979*** 1.504 15.649***
success of implementing effective
nutrition programmes
Patient empowerment is importantto  9.599 *** 1262 10.716%** 14.667***  18.825***
the success of implementing effective
nutrition programmes
Quality assurance measures are a 35.661***  8,739*** 11.096*** 6.477** 5.529**

success to implementing effective
nutrition programmes
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Training programmes are importantto  23.847*** 003 23.843*** 3.082% 8.740%**
the success of implementing effective
nutrition programmes

Communication method is important 7.634 *** 1739 .402 4.495** 14.140***
to the success of implementing
effective nutrition programmes

Measurement of impact is important 24.471*** 9 556*** 34.458*** 20.544%**  3.422*
to the success of implementing
effective nutrition programmes

Innovation is important to the success  1.681 8.166%** 7.201%** 5.416** 21.464%**
of implementing effective nutrition

programmes

The inclusion of the nutrition 1.344 3.651* 16.216%** 4.923%* 40.023***

department in multidisciplinary teams
is important to the success of
implementing effective nutrition
programmes

Considering culture diversity of the 1.108 279 10.159*** 14.112%**  2.827*
patients is important to the success of

implementing effective nutrition

programmes

Table 9.15: Univariate ANCOVA

F* > (Sig at 10%)
F** > (Sig at 5%)
F*** > (Sig at 1%)

Results in Table 9.15 show that factor 1 is highly significant at the 1% level with six
response variables: demographics, patient empowerment, quality, training,
communication and measurement of impact. While factor 2 is highly significant at
the 1% level with three response variables: quality, measurement of impact and
innovation. Factor 3 is highly significant at the 1% level for 10 factors, in fact all
except for communication. Factor 4 is highly significant at the 1% level with culture
diversity of the patient population considered to be important in the success of
implementing nutrition programmes. Factor 5 is highly significant at the 1% level
with six of the response variables: resources, demographics, patient empowerment,
training, communication and inclusion of nutrition personnel in multidisciplinary

teams being important to the success when implementing nutrition programmes. In
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Table 9.16, the ANCOVA results for the fixed factors, age, gender, qualification and
occupation will be shown. Levels of significance will also be annotated with *, **

and *** as donating significance at the 10%, 5% and 1% levels.

Age Gender Qualification Occupation
Strategy development is important to the success 2.827 322 917 .583
of implementing nutrition programmes
Resources are important to the success of .199* .264 4.660%** 3.773***
implementing effective nutrition programmes
Demographics are important to the success of 2.357 .990 .341 2.312
implementing effective nutrition programmes
Patient empowerment is important to the success 405 459 446 1.032
of implementing effective nutrition programmes
Quality assurance measures are a success to 431 .282 .360 1.119
implementing effective nutrition programmes
Training programmes are important to the success 777 1.100 1.816 1.911
of implementing effective nutrition programmes
Communication method is important to the success .531 .507 1.955* 1.467
of implementing effective nutrition programmes
Measurement of impact is important to the success .151 .058 1.231 473
of implementing effective nutrition programmes
Innovation is important to the success of 777 .017 .979 .801
implementing effective nutrition programmes
The inclusion of nutrition department in .632 1.796 2.636** 4.237***
multidisciplinary teams is important to the success
of implementing effective nutrition programmes
Considering culture diversity of the patients is 1.250** .157 3.243*** 3.472%**

important to the success of implementing effective
nutrition programmes

Table 9.16: ANCOVA on the fixed factors

F* - (Sig at 10%)
F** > (Sig at 5%)
F*** > (Sig at 1%)
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The results indicate that age is significant at the 10% level for resources being
important in the success of implementing effective nutrition programmes. Age is
also significant at the 5% level for understanding culture diversity of the patients as
an important factor for the success of implementing effective nutrition
programmes. Qualification and occupation were shown to have the highest
significance (p<0.0001) for resources and culture diversity. While qualification was
shown to be significant at the 5% level for inclusion of nutrition in multidisciplinary
teams, and 10% significance for communication between departments/across the

hospital. Gender shows to have no significance on any factor.

Resources Communication

Multidisciplinary Culture diversity

Figure 9.8: Results of the ANCOVA

The results of the ANCOVA, as shown in Figure 9.8 are consistent with the results of
the descriptive statistics in three of the factors, resources, multidisciplinary teams
and culture diversity. The results will be further discussed and explicitly illustrated

in Chapter 10.
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9.9 Summary

This chapter discussed the responses from the questionnaire involving hospitals
across the United Arab Emirates, the examples and results were presented
descriptively as well as in tables and figures. Questionnaire results for all parts of
the questions were analysed and possible indications from the outcomes were

highlighted.

Distribution of the questionnaire was achieved through different healthcare
institutions and hospitals. More than 50% of the participants were from the Emirate
of Dubai (56.5%). The respondents were based in hospitals from different Emirates,
but mostly from Dubai and Abu Dhabi and covered both private and government

sectors.

The level of agreement of healthcare professionals was averaged and the results
show that the mean values of the healthcare professionals ranged between

“somewhat agree” and “agree” to all 33 questions.

The descriptive and analytical analysis included mean + (SD), factor analysis, ranking
and MANCOVA, which were all applied to the data. Results of the ranking showed
that all respondents agreed or strongly agreed on all factors being important.
Resources and multidisciplinary teams were demonstrated to have the highest
scores. Factor analysis resulted in four factors, which were then tested for

regression showing significant results.
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In conclusion, the analysis of the 161 questionnaires showed that according to the
descriptive analysis all responses were above the average of four which

corresponds to “neither agree nor disagree”.

Thematic analysis identified through the literature, enabled correlation through
factor analysis. The findings from the factor analysis showed that the dataset met
the factor analysis criteria. They were grouped into predetermined dimensions,
based on the literature review. Five factors were distilled; these were quality,
training and use of technology, senior management involvement, patient diversity
and involvement of nutrition in multidisciplinary teams. The five factors shown to
explain the variance will then be used as a blueprint in order to enhance the role of
nutrition in the UAE healthcare system. This chapter has provided an analysis of the
quantitative data for this study. However, further discussion and interpretation of
the survey findings in the context of other empirical studies will be shown in

Chapter 10.
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Chapter 10: Discussion

10.1 Introduction

The five factors highlighted in the results of this research are: (1) quality and
processes, (2) training and use of technology, (3) senior management involvement,
(4) patient diversity and (5) involvement of nutrition in multidisciplinary teams. The
five factors are seen to be those required to strengthen the role of nutrition in a
healthcare system and will form the basis of the discussion chapter. This study
utilises the analyses of ten policy maker interviews, four case studies, and a
guestionnaire from 161 healthcare professionals. It applies the validation processes
shown in Chapter 6 to guide the analysis. This chapter draws on the findings in
Chapters 7, 8 and 9 to discuss the triangulated results that answer the research
question: What are the factors that influence nutrition interventions in the United
Arab Emirates’ healthcare system? The objective of the study was to explore the
factors that influence nutrition interventions in the healthcare system of the United
Arab Emirates. A tabulated form of the results from the case studies and the
guestionnaire is seen in the chapter. The contribution of the chapter is in the in-

depth discussion of the five factors that enhance the role of nutrition.

10.2 Overview of the flow of the research
In order to obtain a holistic view of the current role of nutrition in the United Arab

Emirates, this study considered a number of main areas, namely:

° identification of “what” the overall strategy is for the health sector with

regard to nutrition programmes
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. examination of “how” the factors that affect nutrition intervention
programme implementation are dealt with in day-to-day activities
° exploration of “what” the view of healthcare professionals is regarding the

role of the factors that affect nutrition programme implementation.

In order to achieve the study objectives, an extensive qualitative analysis approach
was adopted for the interviews with policy makers, as well as for the case studies of
four hospitals. This was coupled with quantitative analysis of the questionnaire
designed to validate critically important factors (which emerged from the core
literature and the conducted interviews) that affect nutrition programme
implementation. Figure 10.1 shows a flow chart of the research process

undertaken.
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Figure 10.1: Research flow chart
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The taxonomy mentioned in the first link of the image is shown in Appendix G

(repeated from Chapter 3; see Table 3.9).

The second link in Figure 10.1 shows the qualitative aspect which entails the case
studies that were undertaken to understand nutrition-based programmes (as seen
in Chapter 8). The quantitative aspect in the third link is also shown; where
validation for factors that affect the successful implementation of nutrition
programmes was obtained (as seen in Chapter 9). The five factors ultimately

resulting from the factor analysis will be discussed in this chapter.

10.3 Discussion of the research findings

The systematic review showed a number of studies covering policies, strategies and
activities in nutrition interventions on a national and international level. From the
outcomes of the studies, several factors were deduced that potentially play a role in
the strategies, policies and activities discussed in those studies. The most commonly
repeated factors that influence nutrition delivery were multidisciplinary teams,
leadership involvement and cross-government involvement. This indicates their
importance towards policies and strategies, particularly in the case of leadership,

and especially at the international level.

The role of cross-government interaction as an influencing factor was demonstrated
by Beaglehole et al. (2011) where the development of an overarching strategy was
recommended to decrease the burden of nutrition-related diseases on healthcare.
Strategy as a factor was mentioned repeatedly. One of these studies by Choi et al.
(2008) went beyond strategy to mention further factors that need to be

implemented to guarantee success, namely, Collaboration, Information, Education,
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Novelty, Communication and Evaluation. Choi et al. developed an acronym for

these factors: “SCIENCE".

Two of the studies agreed that assessment plays an important role in nutrition and
interventions (Mutale, 2013, Wright et al., 2005). All studies emphasised the need
for monitoring and assessment, while Mutale et al. (2013) mentioned the use of the
balanced scorecard to assess nutrition intervention. This assessment method has
been used by WHO in the framework for assessing baseline status in third world

countries.

Several other factors were mentioned in more than one study emphasising their
role at the international and national level, such as health promotion and
education, cost-effectiveness and financing interventions. On the other hand, a few
factors were only mentioned once, for example, the potential factor on the
relationship between the doctor and the patient (decision-making process) (Abiola
et al., 2014). This was interesting because of its well-established practical

importance.

The factors emerging from the systematic review were further modified through
the examination of the care models and the extensive literature taxonomy

(Appendix G).

Following this, the interviews with the policy makers reinforced a number of factors
and collated others into common themes. Results from the policy level interviews
show that strategy development has shifted from communicable diseases to non-
communicable diseases. The necessity to concentrate on the challenge of NCDs was

highlighted in Alwan (2013), who declared that nutrition strategies need to be on
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top of the policy, and questioned the readiness of Middle East countries for such
action (Alwan and Maclean, 2009). Meanwhile, Joshi et al. (2014) observed that task
shifting from physicians to non-physician healthcare workers, if accompanied by
health system restructuring, is a potentially effective and affordable strategy for

improving access to healthcare for NCDs.

The results of the policy interviews agree with the findings of other studies, in which
the public health agenda focuses on the role of nutrition in healthcare systems, as
discussed in Chapter 7, Section 7.4.1. The results are consistent with previous
studies and suggest that a number of actions are needed to enhance the role of
nutrition (Hoffhines et al.,, 2014, Pimentel et al., 2014, Darnton-Hill et al., 2004,
Puska, 2002, Rahim et al., 2014). Legislation and standardisation of policies in
regards to the nutrition role has been shown to be important to policy makers. This
is also in line with previous work which looked at policy in different settings, such as
closed systems, including schools and workplaces, for nutrition interventions, as
well as population health policy and the role of law with regard to NCDs (Boylan et
al., 2013, Caraher and Cowburn, 2005, Cross, 1980, de Koe, 1997, Fox, 2011). The
implications of those findings exemplify the importance of policy setting and
standardisation in order to enhance the role of nutrition and nutrition

interventions.

Analysis of the data collected from the interviews, case studies and questionnaires
revealed several findings, as demonstrated in the following sections. Based on the
literature review and the taxonomy shown previously, the three stages of validation

for the identified list of factors (see Chapter 6, Section 6.5.4) enabled the researcher

258



to conclude that all of the 11 factors identified in the literature review and case
study analysis are critical and significant in the context of nutrition intervention
implementation. The ranking results show that all healthcare professionals either
strongly agree or agree with the importance of all 11 factors. Table 10.1 describes
the findings from the case study analysis and questionnaire analysis. The table
includes the 44 instrument questions. For each one of the instrument questions the

following is shown:

1. The mean value as calculated from the questionnaire analysis.
2. The rank of the factor as calculated from the questionnaire analysis.

3. The factor implemented in the four case studies.

The case study results are also shown in Table 10.1 with the four case studies
shown as H1 to H4. H1 represents Hospital 1; H2 represents Hospital 2; H3
represents Hospital 3 and H4 represents Hospital 4. This shows the overall findings
of the qualitative and quantitative aspects to facilitate the discussion in Section

10.4.

The analysis and discussion demonstrates the significance of the factors in the
context of healthcare management and nutrition intervention implementation and

will be referred to throughout the chapter.

The purpose of the table is to present a summary of the results of the case study
analysis and the descriptive analysis of the questionnaire design by condensing into
one table. This will therefore facilitate the next discussion when referencing the five

results of the factor analysis in Section 10.4.
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The five factors distilled were shown to be statistically significant with high
reliability coefficients. A rotation method was used in order to load the expected

dimensions from the previous findings of the taxonomy and the case study results.
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Factor | Instrument question Case study Questionnaire
title
H1 H2 | H3 H4 Mean (+SD) Rank
Hospital senior management is effectively involved in the development of nutrition v 4.9 (£1.574)
strategies
Management strategies require the involvement of senior management of the v 5.82 (+1.143)
'g hospital to ensure lower incidence of non-communicable diseases
% §- Before implementing nutrition programmes the hospital leadership establishes the v v v v 5.29 (£1.327)
% g relevant key performance indicators
s 0
ne Strategy development is important to the success of implementing nutrition 36.7%*
programmes
The hospital uses the lifespan approach in nutrition intervention v v v 5.44 (+4.362)
9 g Cross-government or cross sector departments are involved in nutrition interventions v v 5.10 (+1.429)
o
3 - ‘i: It is important for this hospital to finance programmes for nutrition interventions v v v 5.90 (+1.267)
55 Demographics are important to the success of implementing effective nutrition 47.8% **
programmes
Nutrition is sufficiently addressed as part of patient education in my hospital v v v 5.37 (£1.433)
° The demographic profile of the UAE is effectively used as part of setting up nutrition 4.62 (+1.554)
- o programmes
g £ Age-related programmes are important in nutrition interventions 5.69 (+1.303)
o5
S (%)
ee Demographics are important to the success of implementing effective nutrition 35.9%*
programmes
The hospital has clear processes for patient orientation v v v v 5.19 (+1.508)
5 The hospital has clear processes in place to assess user expectation of nutrition v 4.90 (+1.463)
= B programmes
25 User expectation feedback are effectively used in nutrition programmes v 4.87 (+1.404)
© ‘T
& o Patient empowerment is important to the success of implementing effective nutrition 32.7%*
programmes
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Factor | Instrument question Case study Questionnaire
title
H1 H2 | H3 H4 Mean Rank
The hospital has quality measures in place to ensure nutritional care is delivered v 5.22 (+1.491)
across all areas consistently
The hospital has effective processes to ensure evidence-based nutrition interventions v 5.18(+1.416)
Quality assurance measures are used to ensure patient-centric nutrition care v v 5.29(+1.404)
E Quality assurance measures are a success to implementing effective nutrition 32.9%**
cg‘;l programmes
Training programmes that staff undergo include up-to-date nutrition care v v 4.80(+1.603)
w
o
g § The staff’s core competencies includes skills to ensure patient nutrition education v v 5.33(+1.319)
IR]
_g- g' Up-to-date training in nutrition care is provided in my hospital 5.87(+1.261)
v o
& © Training programmes are important to the success of implementing effective 40.9%**
nutrition programmes
Shared decision-making processes are used in nutrition programmes v 5.09(+1.398)
)
S The methods of communicating the different nutrition services provided to patients v v v v 5.10(+1.486)
2 are clear
: c The activities in nutrition intervention are considered part of an integrated healthcare 5.41(+1.414
R v v
= 2 system in this hospital
== Communication method is important to the success of implementing effective 35.7%**
nutrition programmes
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Factor | Instrument question Case study Questionnaire
title
H1 H2 | H3 H4 Mean Rank
= In my hospital the impacts of nutrition programmes are measured effectively v 4.85 (+1.523)
& The hospital uses sufficient tools for measuring impacts of nutrition programmes on v 4.64 (+1.551)
S population
g In my hospital, clear processes are available to assess the effectiveness of nutrition v v 4.76 (£1.521)
55 health initiatives
P s Measurement of impact is important to the success of implementing effective 33.8%*
= E nutrition programmes
The hospital uses various e-health services such as social media, tele-health, television 5.03 (+1.519)
commercials and internet in nutrition interventions
§ 28 Technology is used in nutrition interventions in this hospital v 4,96 (+1.437)
o o
3= é Information to patients is communicated through advanced technological means v 4.74 (+1.554)
2 T
c S
= © 2 [nnovation is important to the success of implementing effective nutrition 35.9%**
programmes
Multidisciplinary teams in this hospital include nutrition personnel v v 5.27(+1.524)
The hospital has different teams that provide nutrition assessment, screening and v v v v 5.12(+1.433)
~ care effectively
g The nutrition personnel in multidisciplinary teams have a well-defined role v v 5.36(+1.378)
g The inclusion of nutrition department in multidisciplinary teams is important to the 44 .4%**
2 success of implementing effective nutrition programmes
The patient population of the hospital is considered before setting up meal menus 5.57(+1.391)
- The nutrition department considers the differences in the patient ethnicity when 5.46(+1.380)
g 5 planning nutrition programmes
£ _“2’ Culture and diversity in the patient population is considered in the nutrition strategy 5.37(+1.468)
©® Considering culture diversity of the patients is important to the success of 39.2%**
implementing effective nutrition programmes

**Strongly agree *Agree

Table 10.1: Analysis of the 44 instrument questions
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10.4 Five factors that influence nutrition

The five factors distilled above are clearly illustrated in Figure 10.2 and described in
more detail in the sections that follow. These are the factors that have an influence
on nutrition intervention success and are conclusive when forming the key findings

to this research, as shown earlier in Chapter 9, Figure 9.7.

Factor 3 =
Factor 1 = Factor 2 =
SCLOTES Senior management

involvement roles and
responsibilities

Training and use of
technology

(8 Variables)

Quality and processes

(13 variables)
(7 variables)

Factor 4 = Factor 5 =

Patient diversity Multidisciplinary teams

(3 variables) (2 variables)

Figure 10.2: Five factors that influence nutrition

10.4.1 Quality and processes

In order for the implementation of nutrition interventions to be successful, quality
programmes and quality assurance accreditations are required. The findings in this
research confirm that quality and processes is a critical factor to the
implementation of nutrition interventions. This was discussed previously in Sections
8.3.5 and 2.3.1. This result is consistent with previous study findings (Lohr and
Schroeder, 1990, Keller et al., 2014, Duprat Ceniccola et al., 2014, Kraft et al., 2014,
Lim et al., 2014, Tetteh, 2012, Anderson, 1995, Hughes, 2008, Mitchell, 2008,

Halbesleben and Whitman, 2012). Anderson (1995) shows the importance of
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measuring service quality, while Mitchell (2008) defines patient safety and quality
care. An implication is that it is necessary to consider nutrition as a part of the

quality processes to improve nutrition interventions in a healthcare setting.

Results from the questionnaire show that quality and processes ranked in the top
eight factors that healthcare professionals “strongly agreed” with. Results from the
guestionnaire factor analysis showed 13 factors associated with processes and

quality, namely:

1. Quality assurance measures are used to ensure patient-centric nutrition care

2. The hospital has quality measures in place to ensure nutritional care is
delivered across all areas consistently

3. The hospital has clear processes to ensure evidence-based nutrition
interventions

4. The hospital has clear processes in place to assess user expectation of nutrition
interventions

5. User expectation feedback is used in nutrition intervention

6. The methods of communicating the different nutrition services provided to
patients are clear

7. The hospital has clear processes for patient orientation and empowerment

8. In my hospital, clear processes are available to assess the effectiveness of
nutrition health initiatives

9. In my hospital nutrition programme impacts are measured effectively

10. The demographic profile of the UAE is used as part of setting up nutrition
programmes

11. Shared decision-making processes are used in nutrition programmes

12. Nutrition is part of patient education in my hospital

13. The activities in nutrition intervention are considered part of an integrated
healthcare system in this hospital

Table 10.2: Questionnaire factor analysis — quality and processes factors

265



Table 10.2 demonstrates the importance of nutrition care processes and quality in
healthcare delivery. This is in line with previous findings that addresses different
aspects of healthcare that affect and influence the patient care delivery process
(Campinha-Bacote, 2002, Downey-Ennis, 2008, O'Regan et al., 2008, Lovestam et
al.,, 2014, Kim and Baek, 2013, Baker and Cotugna, 2013). Some of the main
frameworks to be used with centricity have been discussed in Chapter 4 (Section

4.2.4. and 4.2.5).

Case study results (shown in Table 10.2 and in Chapter 8, Table 8.5 Section 8.3.3)
regarding processes indicate that educational processes such as lectures,
workshops, group discussions and educational materials are all part of nutrition
care planning. The demographic profile of the population of the United Arab
Emirates is taken into consideration when recruiting nutritional personnel. Age-
related programmes were observed across all four case studies. This is indicative of

patient-centric health systems.

Results regarding quality in the case studies were quite consistent where hospitals
either were accredited by the Joint Commission International standards, or were
planning to get accreditation in the coming year. Joint Commission accreditation

ensures that a patient-centric delivery care model is applied in hospitals.

Based on these findings, it can be argued that the quality and processes factor
significantly influences nutrition intervention implementation in a healthcare
system. Hospitals need to have quality measures in place to ensure nutrition care is
delivered across all areas consistently, to enable them to have successful

implementation of nutrition interventions.
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10.4.2 Training and use of technology

Human resource management (HRM) also plays an important role in successful
nutrition intervention implementation. In reality, this is a wide concept that covers
healthcare professional selection, recruitment, education, training, teamwork and

healthcare professional empowerment to patient involvement.

The use of technology and training programmes, in terms of advocating the use of
up-to-date technologically advanced methods in nutrition programmes, was shown
in the results of the study. All study findings confirmed that training and use of
technology are important factors that influence nutrition interventions. The present
findings seem to be consistent with other research studies with particular regard to
the use of technology in nutrition interventions, a number of authors have
confirmed the importance of this factor in the context of nutrition (Atkinson et al.,
2009, Short et al., 2014, Moore et al., 2014, Burgess-Champoux, 2013, Millery et al.,
2014, Adeleke et al., 2014, Choi et al.,, 2008, Anderson, 2004, Lane et al., 2007,
Neuenschwander et al., 2012, Atkinson et al., 2010). The work by Anderson (2004)
shows strategic service quality management for healthcare, while Burgess-
Champoux (2013) indicates the importance of the innovative use of technology in
nutrition education. While the research by Choi et al. (2008) showed how
technology and training are part of the seven important themes that enhance global

capacity in the surveillance, prevention and control of chronic diseases.

Previous studies have also shown the importance of training and having up-to-date
nutrition knowledge in enhancing the role of nutrition (Amos et al., 1989, Atkinson

et al.,, 2010, Atkinson et al., 2009, Ballesteros Arribas et al., 2007, Brown et al.,
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2014, Burgess-Champoux, 2013, Crogan and Evans, 2001, Dickin et al., 2014,

Dodgson et al., 2014).

Results from the factor analysis demonstrate that the following factors load onto

training and use of technology:

1. The hospital uses various e-health services such as social media, tele-health,
television commercials and internet in nutrition interventions

2. Technology is used in nutrition interventions in this hospital

3. Information to patients is achieved through advanced technological means

4. The hospital has the tools used for measuring population impact

5. The hospital has different teams that provide nutrition assessment, screening and
care

6. The staff’'s core competencies includes skills to ensure patient nutrition education

7. Training programmes that staff undergo include up-to-date nutrition care

8. Up-to-date training in nutrition care is provided in my hospital

Table 10.3: Questionnaire factor analysis — training and use of technology

This shows the importance of technology and training in nutrition interventions and
is consistent with previous studies (Short et al., 2014, Moore et al., 2014, Burgess-

Champoux, 2013).

Results of the questionnaire showed that healthcare professionals viewed training
as the third most important factor that was strongly agreed to have an influence on
successful implementation of nutrition programmes, while technological innovation
ranked the sixth most important factor. This shows the relevance of the themes to
the healthcare professionals, and their insistence on the importance of

incorporating technology and training for the success of nutrition intervention.
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Results of the case studies show that e-health applications are implemented
differently, as some consider online social media as being an application of e-health;
while others include the standardisation of the use of updated technologies. Staff
development and training in nutrition as well as training on new technologies in
nutrition interventions is not very clear, but is viewed as very important in the

success of implementing nutrition programmes.

Based on the findings, the following conclusions can be drawn from the literature
and the questionnaire and case study analysis. The speed of technologies emerging
is greater than researchers can currently cope with. There is a need for policies to
ensure e-health applications and services are embedded in the system and to

ensure up-to-date nutrition training is available.

10.4.3 Senior management involvement and responsibilities

The study findings (policy interview analysis, case study analysis and factor analysis)
confirm that senior management involvement is important in the success of
nutrition intervention. This result is consistent with previous study findings on the
involvement and responsibility of senior management. The need and importance of
senior management involvement has been highlighted by a number of studies
(Vamvakas, 2013, Puska, 2002, Berthelsen et al., 2014). Vamvakas et al. (2013) show
a number of reasons for moving toward a patient-centric paradigm of clinical
practice which puts top management responsible. Puska (2002), however, explains
the WHO's strategy on nutrition and non-communicable diseases prevention and
shows the importance of senior management as an integral part of the processes.

Maher et al. (2012) do not mention senior management as a factor, yet Choi et al.
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(2008) and Puska et al. (2002) concentrate on its importance. Maher et. al (2012)
and Choi et al. (2008) show the critical factors that influence the strategies of
nutrition that deal with non-communicable diseases. The results of the ranking
(seen in Table 10.1) in the questionnaire analysis showed that healthcare
professionals strongly agreed that senior management involvement is a success
factor in nutrition intervention; this factor ranked fifth. This explained the
importance of establishing KPls and strategies to ensure a lower incidence of NCDs.
It is important to involve senior management in the strategy and setting of finances,
as well as liaise with other governments and departments to enhance the approach

of the hospitals with regard to nutrition intervention.

The results of the factor analysis in the questionnaire demonstrated that the

following factors fall into the senior management involvement category:

1. Before implementing nutrition programmes, the hospital establishes the relevant
importance of key performance indicators

2. Strategies are in place to ensure lower incidence of non-communicable diseases

3. Hospital senior management is involved in the development of nutrition strategies

4. ltis important for this hospital to finance programmes for nutrition interventions

5. The hospital uses the lifespan approach in nutrition intervention

6. Cross-government or cross sector departments are involved in nutrition interventions

7. Age-related programmes are important in nutrition interventions

Table 10.4: Questionnaire factor analysis — senior management involvement

This shows the importance of senior management being involved in nutrition
interventions and is consistent with previous studies (Berler et al., 2005, Shorrosh,

2011, Wolfskill, 2007).
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The results of the case studies indicate that senior management are involved in
nutrition strategy by being directly linked to either the authority or the Emirate, or
in the case of private hospitals, by being supportive of nutrition interventions.
Different health authorities such as the MOH, HAAD, DHA have been listed and
explored in Chapter 5, see Section 5.4. Authorities have annual updates from a
number of hospitals, but these were not evident in the private hospitals. Policies, on

the other hand, are provided in the hospitals for catering and nutrition care.

These results are indicative of the importance of the involvement of senior
management at different levels (senior management to the healthcare
professionals, and authorities to the hospitals), in the implementation of successful

nutrition intervention.

10.4.4 Patient diversity

This factor involves understanding the patient population and focusing on ethnic
minorities, as well as the general public. Targeted promotion programmes and
nutrition interventions are shown to be important and are consistent with recent
research findings. Parrish et al. (2012) explains that public hospitals work with
palliative care to address patient cultural diversity. Palliative care is an approach
that improves the quality of life for patients and their families facing the problems
associated with life-threatening illness, i.e. cancer. Myer et al. (2012) shows the
importance of patient preparation activities before initiating an intervention in a
case study. This also shows the importance of understanding the diversity of a

population prior to prevention measures.
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The study findings in this research confirm that patient diversity is critical, as
mentioned previously (patient diversity, Chapter 9, Figure 9.4 and Figure 9.5). This
result is consistent with previous study findings (Parrish et al., 2012, Myer et al.,,

2012, Friedman and Parrish, 2010).

Results of the four case studies analysed led to the inclusion of this factor in the
questionnaire as shown in Table 10.1. also discussed in Chapter 8, Section 8.4. This
was due to different interviews in the case study that indicated the importance of
considering the differences in ethnicities and understanding the patient population

in order have a successful nutrition intervention.

The results of the factor analysis in the questionnaire revealed the following factors

to be associated with patient diversity:

1. The patient population of the hospital is considered before setting up menus

2. The hospital considers the differences in the patient ethnicity when setting up the
services by nutrition department

3. Culture and diversity in the patient population is considered in the nutrition strategy

Table 10.5: Questionnaire factor analysis — patient diversity

Results of the questionnaire indicated that healthcare professionals strongly agree
that diversity in culture and patient population is important in the success of
nutrition intervention implementation and ranked as this factor fourth, as shown in

the graph (see Figure 9.5 and Table 10.2).

Through these findings, we can see that it is vital to tailor nutrition interventions
based on an understanding of the patient population and patient diversity in a

hospital. This may also be applicable for a community as a whole where
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understanding the demographics and diversity of a population will result in tailored
nutrition interventions that target specific ethnic minorities. It could be argued that
understanding patient diversity has been shown to be important in the success of

nutrition interventions.

10.4.5 Multidisciplinary teams

Involvement of nutrition personnel as part of the multidisciplinary team varied
greatly between the hospitals in the cases studied, as shown in Table 10.1. All
nutritional staff members interviewed emphasised the importance of including a
nutritionist on the rounds and the formation of multidisciplinary teams with clear
roles for nutrition personnel in the four hospitals. Community involvement and
nutrition interventions applied in health awareness campaigns consisted of

multidisciplinary teams.

Results from the factor analysis of the questionnaire showed the two factors loaded

onto multidisciplinary teams are:

1. Multidisciplinary teams in this hospital include nutrition personnel

2. The nutrition personnel in multidisciplinary teams have a well-defined role

Table 10.6: Questionnaire factor analysis — multidisciplinary teams

The findings from the case study analysis and the questionnaire analysis, and as
shown in Table 10.2, confirm that multidisciplinary teams are an important
influencing factor on the implementation of nutrition interventions. This was
demonstrated previously (Section 8.3.10 and Table 9.8). This result is consistent
with previous study findings (Mamudu et al., 2011, Howard et al., 1997, Ball et al.,

2014, Drenthen and Van Binsbergen, 2008, Fitzgerald and Davison, 2008). Mamudu
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et al. (2011) emphasised the importance of global action through the UN resolution
on the prevention and control of non-communicable diseases through collaboration
across different sectors, as well as formation of multidisciplinary teams. While
Fitzgerald and Davidson (2008), on the other hand showed the influence of
innovative healthcare delivery teams, which also emphasises the importance of a

team to enhance the skills among different interventions.

The ranked results show that healthcare professionals strongly agree that
multidisciplinary teams are important in the success of nutrition intervention
implementation and ranked this factor as second on the list (as shown in Figure
9.4). This explains the need to include nutrition personnel in multi-disciplinary
teams and have a well-defined role in order to enhance nutrition interventions and
care. It can be argued that multidisciplinary teams are important in the

implementation of nutrition care delivery.
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10.5 Roadmap for the success of implementing effective nutrition

programmes

Policy level

eStrategy development
ePublic health agenda
*Role of nutrition
eLegislation

Hospital level

eStrategy development

*Resources and enable-
ment

*Process and activity

ePatient orientation

eQuality

*People and
competencies

*Value and care design

*Measurement and
impact

eInnovation and best
practices

*Team work

eCulture diversity

Professional

level

eQuality and processes

*Training and use of technology

eSenior management involvement
and responsibilities

ePatient diversity

e Multidisciplinary teams

Figure 10.3: Road map of factors influencing nutrition interventions in the UAE

This study highlighted a number of elements found to be critical in driving nutrition

interventions as an enabler in healthcare. It is thus appropriate and beneficial to

combine these elements into a generic roadmap that can provide a description of

the role of these elements in healthcare. Based on a comprehensive discussion and

interpretation of factors identified through the questionnaire survey and primary

case studies, as discussed in Chapters 7, 8 and 9, as well as the literature review in

Chapters 2, 3 and 4. This study proposes a road map of factors that influence

nutrition interventions in the UAE healthcare system. The proposed roadmap

includes several elements for success in nutrition intervention, as identified and

discussed earlier in Chapters 7, 8 and recently in this chapter.
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Figure 10.3 illustrates the proposed roadmap. The identified factors were classified
into three main clusters labelled as: nutrition at a policy level; nutrition at a hospital
level; nutrition at a healthcare professional level. Each of these clusters will be

explained in the following sub-sections.

Nutrition policy plays a vital part in defining the factors that influence the role of
nutrition in a healthcare system. The need for senior management involvement is
vital in the success of nutrition intervention; this can be taken to a higher level.
Policy maker involvement is important in nutrition delivery care. As shown in
Chapter 4, the five-tier framework for public health (see Figure 4.2), the policy
makers would be involved in changing the context to make individuals’ default
decisions healthy, in order to achieve long lasting nutrition interventions. There is
an important shift in the UAE’s strategy to combat nutrition-related diseases. More
importantly, there is a need for a multi-sectorial national nutrition strategy, NCD
surveillance and monitoring systems to be in place, as well as the need for an
operational policy, a strategy to enhance the role of nutrition, and an action plan to

promote physical activity.

There are five major aspects to take into consideration for a roadmap for hospitals
and healthcare professionals. Patient expectation and patient empowerment,
multidisciplinary teams, quality processes and training. Nutrition on a hospital level
and a healthcare professional level need to focus on educating the different age
groups in the population. This is done via hospitals, schools and national
interventions. Hospitals need to aim towards patient empowerment through self-

management techniques, as well as individualisation. Ready availability of nutrition
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education material on specific nutrition-related diseases would lead to specific

tailored educational material for each patient, empowering their choices.

It is necessary to understand patient expectations through health impact
assessments. This may also be applicable for a community as a whole. An
understanding of the demographics and diversity of a population will result in
tailored nutrition interventions that target specific ethnic minorities. An
understanding of patient diversity has been shown to be important in the success of
nutrition interventions. Nutrition personnel in multidisciplinary groups inside the
hospital will have specific roles and be part of acute care. Additionally, a
multidisciplinary team for health promotion and prevention outside the hospital

would involve multi-skilled healthcare professionals.

Finally, interventions should also focus on schools. School interventions start
through implementing policy-level legislation on banning junk food, including
educational promotional programmes, as well as having incentives for schools to be
part of a national programme. National promotional programmes may include
incentives given to outlets, factories and schools to be part of the health promotion,

formulating a strong reason for community involvement.

The historical transformations that have occurred since the 1970s demonstrate how
the different authorities have tried to improve the quality of care in the United Arab
Emirates and align it with international standards. Currently, there is a need for
policies to ensure nutrition interventions are embedded in the healthcare system, in

order to reach Vision 2021.
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The entire findings in this section were presented in terms of the major issues
related to nutrition interventions. Each of the factors was supported by the
literature presented. The discussion integrated the whole research study and
encompassed the secondary data, questionnaire and interviews with key

informants, as well as the case studies.

10.6 Summary

The chapter summarised the process used to define the five factors that influence
the nutrition role in the healthcare system. The factors are quality and processes,
training, senior management involvement, patient diversity and multidisciplinary
teams. The statistical analysis, as well as the importance ranking of the factors, was
demonstrated. Significantly, the findings showed that by focusing on the five factors

successful nutrition interventions can occur.

The chapter presented the key findings and analysis of data derived from the
integration of numerous data collection methods: case studies, survey
guestionnaires, Ministry of Health documents and the vision of the United Arab
Emirates with specific regard to health. This met the objectives presented for this
research. This was done in order to propose a roadmap for the success of nutrition

interventions. The interpretation of the results was guided by empirical studies.

The chapter also presented a proposed roadmap. The roadmap is primarily based
on the findings of the quantitative and qualitative studies conducted among ten
policy makers, four hospitals and 161 healthcare professionals. The roadmap is

expected to be useful to a wide range of healthcare organisations, since it provides
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a set of elements that suit any situation where the aim is to explore the influencing

factors on nutrition intervention.

The final chapter presents the overall conclusions drawn from the study, key

findings and makes suggestions for future research.
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Chapter 11: Conclusions

11.1 Introduction
This study is the first to examine, empirically and rigorously, the different aspects of

factors that influence nutrition interventions in the UAE.

This chapter draws some conclusions from the study. It summarises the key
research findings, points out the lessons learned and the contributions to
knowledge that the study has made. It highlights the limitations of the study and
makes recommendations for future research for the successful implementation of
nutrition interventions. This research project was undertaken with the aim of
exploring the factors that influence nutrition interventions in the United Arab

Emirates.

This chapter starts with an overview of the thesis and then discusses the key
findings, the limitations, further research and theoretical as well as practical

contributions of the research.

11.2 Overview of research

The research question aimed to discover whether there are factors that influence
nutrition interventions in the UAE. In order to obtain evidence to answer the
question, an extensive literature review was done covering international and
national policies, strategies and activities, along with the factors influencing these.
The elements were explored using a systematic review taxonomy as well as through

looking as some of the various models.
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The United Arab Emirates was shown geographically and historically, as well as
demographically, with the aim of understanding the influencing factors on nutrition
interventions in its healthcare delivery system. The healthcare system was

described with emphasis on the vision and the UAE healthcare strategy.

The research design included three stages that were used for triangulation and led
to a broader framework to explore factors influencing nutrition interventions in the
healthcare system of the UAE. The three stages were: 1) ten key informant
interviews to pilot and deduce the relevant questions for the second stage, 2) four
case studies of hospitals in the country, and 3) 161 questionnaires from healthcare
professionals from different departments, to obtain an insight into their

perceptions.

The policy maker results revealed the importance of the subject, as well as the
relevance of preventative measures as the UAE participated in the high-level
meeting on NCDs in the United Nations. Key documents were shared and utilised in
the analysis of nutrition intervention in healthcare delivery. This coupled with the
taxonomy and the systematic review resulted in a list of factors that may potentially
affect nutrition interventions in the UAE. This was used as the basis for the

guestions asked in the following stage.

The qualitative results from the four hospital indicated the day-to-day activities of
nutrition interventions and one extra factor that needed to be taken into
consideration, namely patient diversity. Therefore, a questionnaire was designed
using all factors introduced in the first stage together with this new factor. The

guestionnaire went through validity and reliability testing. One validity test was
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done by piloting the survey via a team with international expertise on the Middle
East, as well as questionnaire design experience. The incorporation of their
suggestions resulted in a modified questionnaire that passed reliability testing and

resulted in a high alpha coefficient.

The quantitative results were obtained through analysis of the 161 questionnaire
responses. A 7-point Likert scale was used to identify the level of importance of
factors from the point of view of healthcare professionals. The analysis showed
none of the answers to be “disagree”; all answers were within the range of
“strongly agree”, “agree”, or “neither agree nor disagree”. This shows the relevance
and importance of the factors to the healthcare professionals. Factor analysis was
undertaken in order to reveal the most important factors affecting nutrition as
reported by healthcare professionals. It resulted in five factors being distilled: 1)
quality; 2) training and use of technology; 3) senior management involvement; 4)
patient diversity; and 5) involvement of nutrition in multidisciplinary teams. The five

factors shown to explain the variance were then used as a blueprint for the

roadmap in order to enhance the role of nutrition in the UAE healthcare system.

Enough evidence was generated through this study to reject the null hypothesis and
to support the research hypothesis that there are important factors influencing
nutrition intervention policies, strategies and activities within the UAE healthcare

system.

11.3 Limitations of the study
The research aims to contribute to knowledge by understanding the factors that

influence nutrition interventions in healthcare. Like any research, this study also has
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a number of limitations, the mentioning of which can be valuable to future
research. These limitations are mainly related to the broadness of the topic under
investigation. The originality and value of the research is seen in the fact that no
previous studies were found to have explored factors influencing nutrition
interventions in healthcare systems of the United Arab Emirates. Every care was
taken to design and structure this research in order that any limitations would not
significantly affect the results. The validation processes can be seen in Figure 6.3, in

order to establish the importance of the derived factors.

Despite the efforts noted, this research was still subject to a number of limitations,
including time constraints, access to information, inconsistent secondary data,
generalisability and other aspects. These will be discussed in the sub-sections

below.

The factors influencing nutrition interventions in the healthcare system seems to be
an area of research where theory is still inadequate, as it covers a wide number of
aspects. This created an option to follow an exploratory approach in this study.
Time constraints and limited access to national statistics and research bodies of

information were the main constraints.

The sample size in the last phase of data collection was limited to the number of
hospitals approached. Although the response rate was high (80.5%), more
responses from different demographic locations would have given a better
understanding of the United Arab Emirates as a whole, this will be further discussed

in the generalisability section (Section 11.3.1).
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11.3.1 Generalisation of study

This study is limited in terms of its representativeness and generalisability, however,
it is an exploratory research project, therefore, generalisation is not expected. In
the primary phase of the research, the lack of a mailing list of key informants
involved in nutrition strategies and of policy makers in nutrition intervention
implementation led to the use of the snowball technique. The snowball technique

resulted in a non-random sample.

In the second phase of the research, the case studies presented non-homogenous
experiences with nutrition interventions and health awareness campaigns in the
different hospitals. A lack of time at the case study phase limited the number of
cases, therefore, it was only possible to reach out to large hospitals with embedded
nutrition departments. All of those factors enrich the data collected, but inhibit

generalisation and future comparison of the whole study.

In the final phase of the research, the sample targeted in the questionnaire phase
was hard to reach with a full random selection. Although a mailing list was
developed by the researcher and was used to draw the sample, generalisation of
findings is still restricted. Most replies came from Abu Dhabi and Dubai, being the
largest populated and second largest populated cities. However, it is important to
note that access to healthcare professionals in the whole of the United Arab
Emirates covering the seven emirates would be diversified and therefore enrich the

data collected at the questionnaire phase.
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11.3.2 Patient involvement

Patient involvement was not part of this study due to ethical approvals and time
constraints. This study researched stakeholders in the healthcare industry, but did
not take into account the attitudes and perceptions of patients. To determine the
views of end users of nutrition intervention, another study would need to be

undertaken regarding the satisfaction of the patient.

11.4 Contribution of the thesis

This study makes several significant contributions towards research into factors
affecting nutrition intervention; as it merges interdisciplinary theories from strategy
and management and applies them to hospitals and healthcare contexts. This work
is an important contribution to knowledge in the health system field, using nutrition
as an example to illustrate the complexity of policy formulation and strategy

development and implementation.

This study is the first in the UAE to explore factors that play a role in healthcare
policy strategy and intervention. It explores the nutrition interventions that help in
reducing NCD levels in the UAE. This is in line with the healthcare strategy of the
UAE and Vision 2021 which aims to reduce NCDs (See Appendix F). This makes the
study a valuable contribution towards this important goal, both theoretically and
practically. This study is also the first in the UAE to use the triangulated method to

understand factors influencing nutrition interventions.

The main contributions are discussed in the following sections.
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11.4.1 Theoretical contributions

This study evaluated the role of nutrition by studying the influencing factors in
nutrition intervention. Not only did this study provide an empirical assessment of
the essential elements in nutrition programme implementation, but it also assessed
the factors distilled from a comprehensive review of the relevant literature. One of
the theoretical contributions of this study is the ‘taxonomy’. Extensive research was
explored to come up with a tabulated format of the study field discussing various
factors that affect nutrition strategies, policies and activities. This comprehensive
methodical approach confirmed the existence of factors that affect nutrition
interventions. The study identified five factors for the successful implementation of
nutrition intervention, which is considered the second theoretical contribution of

this study:

(1) Quality and processes

(2) Training and use of technology

(3) Senior management involvement and responsibility
(4) Patient diversity

(5) Multidisciplinary teams

11.4.2 Practical contributions

The five factors above formed the basis for the main practical contribution. A major
practical contribution is the road map. The road map suggested can be applied in
different healthcare settings to improve the role of nutrition interventions in

controlling NCDs.

Another important practical contribution of the study was the development of the

guestionnaire used to collect opinions of healthcare professionals with regard to
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policies, strategies and activities. The questionnaire reliability and validity was

corroborated with a high reliability coefficient (0.95), which was within the range of

previous similar study findings. Moreover, the contributions from international

experts in questionnaire design, and the validation process all led to a rigorous

questionnaire.

11.5 Area for future research

The number of people dying from NCDs is increasing every decade and lifestyle

changes are inevitable. Despite the attempt to be exhaustive and cover a broad

area of research, there are many areas in which future research is needed. Each

factor discussed in this study needs more in-depth study.

First, there is a need for a coherent approach to understanding the
different stages of life and key transitions, instead of tackling individual risk
factors in isolation. Furthermore, there is a need to produce a strategy plan
that tackles health across the lifespan of the stages of life.

Second, it would be advantageous to better understand the current cross-
government campaigns required to ensure that there is support for and
from the different sectors (health services, mass media, school curricula,
voluntary associations, and food producers, supermarkets and
restaurants).

Thirdly, further study could examine a mechanism to translate policy into
practice, in order for guidelines to be used within the UAE hospitals to

increase the role of nutrition in the prevention of NCDs.
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° Fourthly, a comparative research study could compare other countries
(that have similar socioeconomic and demographic backgrounds) using the
tool that was extensively tested for validity and reliability in this research.
This would also allow for a comparison of the results of the quantitative
chapter to other countries.

° Finally, further research could focus on the patient perspective and
expectations of the role of nutrition, which would add value to nutrition
interventions. Another area for further research could be community

involvement in a patient-centric system for combating NCDs.

11.6 Summary

Preventative measures in nutrition intervention have come a long way since the
integration of the healthcare system. Hospitals work through multidisciplinary
teams in order to strengthen healthcare. This research examined policy makers’
opinions on what they believe the role of nutrition in a healthcare system should
be. It continued by scrutinising the literature for the influencing factors that affect
the role of nutrition and examining those factors from a qualitative perspective
using four hospitals as case studies, and a quantitative perspective using
guestionnaires to 161 healthcare professionals. The results of the factor analysis
revealed five major factors that influence nutrition interventions in the healthcare
system: quality, training, senior management involvement, understanding patient

diversity, and involving nutrition personnel in multidisciplinary teams.

This study rigorously examined the different aspects of the nutrition role in the

United Arab Emirates. This chapter extended the discussion of the research from
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Chapter 10, incorporating the key findings of the research and sought to draw some
conclusions for the study. It summarised the key research findings, pointed out the
lessons learned, and the contributions to the knowledge made. A number of
potential limitations were acknowledged, however they are not considered to
undermine the overall value of the study owing to the triangulated nature of the

data collection.

A further aim of this chapter was to discuss areas for future research, such as
involving the community for the successful implementation of nutrition
interventions. This research project was undertaken with the aim of studying the
factors that influence the role of nutrition interventions in the healthcare system of

the United Arab Emirates, and has been summarised in this chapter.

11.7 Final conclusion

This chapter reflected on the study and drew the research to an end. The objective
was to understand the role of nutrition in the healthcare system from different
perspectives, the policy level, the healthcare professional level and the case study
level. The objective was to understand the influencing factors on the nutrition role
in healthcare systems. It is important to note that such understandings in
prevention methods are needed in order to decrease the incidence of non-

communicable diseases.

Key findings demonstrated the importance of having clear quality processes for
nutrition intervention, as well as involving senior management, having training and
e-health incorporated into interventions, and increasing the nutritionist’s role in

multidisciplinary teams. The findings are supported by the literature, as well as

289



being ranked as highly important to healthcare professionals. With future work
suggested in Chapter 11, this study has contributed to a road map that aims to
enhance the role of nutrition in a healthcare system by showing the influencing
factors at each level. Finally, in addition to the contributions made by this study, it
has been revealed that the nutrition role and importance of non-communicable
diseases is a topic that is worth further detailed consideration, and this study

provides some level of background for further research.

290



References

ABIOLA, T., UDOFIA, O. & ABDULLAHI, A. T. 2014. Patient-doctor relationship: the practice
orientation of doctors in Kano. Niger J Clin Pract, 17, 241-7.

ABOOBAKUR, M., LATHEEF, A., MOHAMED, A. J., MOOSA, S., PANDEY, R. M., KRISHNAN, A.
& PRABHAKARAN, D. 2010. Surveillance for non-communicable disease risk factors
in Maldives: results from the first STEPS survey in Male. Int J Public Health, 55, 489-
96.

ACHARYA, S. D., ELCI, O. U., SEREIKA, S. M., STYN, M. A. & BURKE, L. E. 2011. Using a
Personal Digital Assistant for Self-Monitoring Influences Diet Quality in Comparison
to a Standard Paper Record among Overweight/Obese Adults. Journal of the
American Dietetic Association, 111, 583-588.

ADELEKE, I. T., LAWAL, A. H.,, ADIO, R. A. & ADEBISI, A. A. 2014. Information technology
skills and training needs of health information management professionals in
Nigeria: a nationwide study. HIM J.

AKRAM, N. A. AND FAROOQ|, S. R. 2014. A model-based 'varimax' sampling strategy for a
heterogeneous population. Ann Hum Biol, 41, 2, 118-26.

AL-HASSANI, N., CHEDID, F., HADI, S. & KAPLAN, W. 2014. Prevalence of autoantibodies in
type 1 diabetes patients and its association with the clinical presentation - UAE
Eastern Region experience. J Pediatr Endocrinol Metab.

AL-SHAQHA, W. M. & ZAIRI, M. 2000. Re-engineering pharmaceutical care: towards a
patient-focused care approach. Int J Health Care Qual Assur Inc Leadersh Health
Serv, 13, 208-17.

AL-SHAQHA, W. M. & ZAIRI, M. 2001. Pharmaceutical care management: a modern
approach to providing seamless and integrated health care. Int J Health Care Qual
Assur Inc Leadersh Health Serv, 14, 282-301.

ALATEEQ, M. A. & ALARAWI, S. M. 2014. Healthy lifestyle among primary health care
professionals. Saudi Med J, 35, 488-94.

ALHYAS, L., CAI, Y. & MAIJEED, A. 2012. Type 2 diabetes care for patients in a tertiary care
setting in UAE: a retrospective cohort study. JRSM Short Rep, 3, 67.

ALKHALDI, B., SAHAMA, T., HUXLEY, C. & GAJANAYAKE, R. 2014. Barriers to Implementing
eHealth: A Multi-dimensional Perspective. Stud Health Technol Inform, 205, 875-9.

ALLEN, P. & HOMMEL, P. R. 2006. What are 'third way' governments learning? Health care
consumers and quality in England and Germany. Health Policy, 76, 202-12.

ALLEYNE, G., HANCOCK, C. & HUGHES, P. 2011. Chronic and non-communicable diseases: a
critical challenge for nurses globally. Int Nurs Rev, 58, 328-31.

ALSHISHTAWY, M. M. 2012. Acute Coronary Syndrome, Diabetes and Hypertension: Oman
must pay more attention to chronic non-communicable diseases. Sultan Qaboos
University Medical Journal, 12, 126-8.

ALWAN, A. 2013. The United Nations political declaration on noncommunicable diseases:
are countries of the Eastern Mediterranean Region ready to respond? East Mediterr
Health J, 19, 757-8.

ALWAN, A. & MACLEAN, D. R. 2009. A review of non-communicable disease in low- and
middle-income countries. Int Health, 1, 3-9.

AMOS, R. J., PINGREE, S., ASHBROOK, S., BETTS, N. M., FOX, H. M., NEWELL, K., RIES, C. P.,
TERRY, R. D., TINSLEY, A., VOICHICK, J. & ET AL. 1989. Developing a strategy for
understanding adolescent nutrition concerns. Adolescence, 24, 119-24.

ANDALEEB, S. S., SIDDIQUI, N. & KHANDAKAR, S. 2007. Patient satisfaction with health
services in Bangladesh. Health Policy Plan, 22, 263-73.

291



ANDERSON, E. A. 1995. Measuring service quality at a university health clinic. Int J Health
Care Qual Assur, 8, 32-7.

ANDERSON, E. A. & ZWELLING, L. A. 1996. Strategic service quality management for health
care. Am J Med Qual, 11, 3-10.

ANDERSON, J. G. 2004. Consumers of e-Health. Social Science Computer Review, 22, 242-
248.

ANDERSON, N. R., LEE, E. S., BROCKENBROUGH, J. S., MINIE, M. E., FULLER, S., BRINKLEY, J.
& TARCZY-HORNOCH, P. 2007. Issues in Biomedical Research Data Management
and Analysis: Needs and Barriers. Journal of the American Medical Informatics
Association, 14, 478-488.

ANDERSON, P. & NISHTAR, S. 2011. Communicating the noncommunicable. J Health
Commun, 16 Suppl 2, 6-12.

ANNALS OF SAUDI MEDICINE. 2004. Global report on nutrition's role in cancer prevention
will adopt new approach. Annals of Saudi Medicine, 24, 73-74.

ANTICANCER RESEARCH. 1999. The 1st Arab International Congress on Cancer. Dubai,
United Arab Emirates, 16-20 November 1998. Abstracts. Anticancer Res, 19, 2017-
34.

ARIFEEN, S. E., HOQUE, D. M., AKTER, T., RAHMAN, M., HOQUE, M. E., BEGUM, K.,
CHOWDHURY, E. K., KHAN, R., BLUM, L. S., AHMED, S., HOSSAIN, M. A., SIDDIK, A.,
BEGUM, N., SADEQ-UR RAHMAN, Q., HAQUE, T. M., BILLAH, S. M., ISLAM, M.,
RUMI, R. A., LAW, E., AL-HELAL, Z. A., BAQUI, A. H., SCHELLENBERG, J., ADAM, T.,
MOULTON, L. H., HABICHT, J. P., SCHERPBIER, R. W., VICTORA, C. G., BRYCE, J. &
BLACK, R. E. 2009. Effect of the Integrated Management of Childhood Iliness
strategy on childhood mortality and nutrition in a rural area in Bangladesh: a cluster
randomised trial. Lancet, 374, 393-403.

ARIFULLA, M., JOHN, L. J., SREEDHARAN, J., MUTTAPPALLYMYALIL, J. & BASHA, S. A. 2014.
Patients' Adherence to Anti-Diabetic Medications in a Hospital at Ajman, UAE.
Malays J Med Sci, 21, 44-9.

ARJMANDI, B. H. & JOHNSON, S. A. 2013. Nutrition Plays a Profound Role in Cancer
Prevention and Survivorship. Anti-Cancer Agents in Medicinal Chemistry, 13, 1141-
1141.

ASTHANA, S. 2011. Liberating the NHS? A commentary on the Lansley White Paper, "Equity
and Excellence". Soc Sci Med, 72, 815-20.

ATKINSON, L. & MERRY, G. 2001. Advances in neurotrauma in Australia 1970-2000. World J
Surg, 25, 1224-9.

ATKINSON, N. L., DESMOND, S. M., SAPERSTEIN, S. L., BILLING, A. S.,, GOLD, R. S. &
TOURNAS-HARDT, A. 2010. Assets, challenges, and the potential of technology for
nutrition education in rural communities. J Nutr Educ Behav, 42, 410-6.

ATKINSON, N. L., SAPERSTEIN, S. L., DESMOND, S. M., GOLD, R. S, BILLING, A. S. & TIAN, J.
2009. Rural eHealth nutrition education for limited-income families: an iterative
and user-centered design approach. J Med Internet Res, 11, e21.

AUERBACH, J. 2006. Readers respond to "the $1.6 trillion question: if we're spending so
much on healthcare, why so little improvement in quality?" MedGenMed, 8, 42.

AUSTIN, B., WAGNER, E., HINDMARSH, M. & DAVIS, C. 2000. Elements of Effective Chronic
Care: A Model for Optimizing Outcomes for the Chronically Ill. Epilepsy Behav, 1,
$15-520.

AW, T. C. 2010. Global public health and the United Arab Emirates. Asia Pac J Public Health,
22,195-24S.

AYDEMIR, N. 2008. Developing two different measures for assessing knowledge of and
attitudes toward epilepsy for the Turkish population. Epilepsy & Behavior, 12, 1, 84-
89.

292



BABBIE, E. R. 2008. The basics of social research [Online]. Belmont, CA:
Thomson/Wadsworth.

BAKALAR, R. 2008. IBM's vision for the future in patient-centric global health care: IBM's
vision of how advanced health analytics and automated health information
infrastructure will transform anatomic pathology services. Arch Pathol Lab Med,
132, 766-71.

BAKER, D. W., ASCH, S. M., KEESEY, J. W., BROWN, J. A., CHAN, K. S., JOYCE, G. & KEELER, E.
B. 2005. Differences in education, knowledge, self-management activities, and
health outcomes for patients with heart failure cared for under the chronic disease
model: the improving chronic illness care evaluation. Journal of Cardiac Failure, 11,
405-13.

BAKER, S. D. & COTUGNA, N. 2013. Students entering internship show readiness in the
nutrition care process. J Hum Nutr Diet, 26, 512-8.

BALES, M. E., JOHNSON, S. B., KEELING, J. W., CARLEY, K. M., KUNKEL, F. & MERRILL, J. A.
2011. Evolution of coauthorship in public health services and systems research.
American Journal of Preventive Medicine, 41, 112-7.

BALL, L., CROWLEY, J., LAUR, C., RAJPUT-RAY, M., GILLAM, S. & RAY, S. 2014. Nutrition in
medical education: reflections from an initiative at the University of Cambridge. J
Multidiscip Healthc, 7, 209-15.

BALLESTEROS ARRIBAS, J. M., DAL-RE SAAVEDRA, M., PEREZ-FARINOS, N. & VILLAR
VILLALBA, C. 2007. [The Spanish strategy for nutrition, physical activity and the
prevention of obesity (NAQOS Strategy)]. Rev Esp Salud Publica, 81, 443-9.

BANIK, B. J. 1993. Applying triangulation in nursing research. Applied Nursing Research, 6,
47-52.

BARBOSA DA SILVA, J. (Jnr). 2014. Non-communicable disease surveillance and population
surveys. Revista Brasileira Epidemiolgia, 17 Suppl 1, 1-2.

BARR, V. J., ROBINSON, S., MARIN-LINK, B., UNDERHILL, L., DOTTS, A., RAVENSDALE, D. &
SALIVARAS, S. 2003. The expanded Chronic Care Model: an integration of concepts
and strategies from population health promotion and the Chronic Care Model.
Hosp Q, 7, 73-82.

BASTIAN, A. 2011. The future of public health nutrition: a critical policy analysis of Eat Well
Australia. Aust N ZJ Public Health, 35, 111-6.

BATALDEN, P. B. & DAVIDOFF, F. 2007. What is "quality improvement" and how can it
transform healthcare? Qual Saf Health Care, 16, 2-3.

BAYLISS, S. E., DAVENPORT, C. F. & PENNANT, M. E. 2014. Where and how to search for
information on the effectiveness of public health interventions - a case study for
prevention of cardiovascular disease. Health Info Libr J.

BEAGLEHOLE, R., BONITA, R., HORTON, R., ADAMS, C., ALLEYNE, G., ASARIA, P., BAUGH, V.,
BEKEDAM, H., BILLO, N., CASSWELL, S., CECCHINI, M., COLAGIURI, R., COLAGIURI,
S., COLLINS, T., EBRAHIM, S., ENGELGAU, M., GALEA, G., GAZIANO, T., GENEAU, R,,
HAINES, A., HOSPEDALES, J., JHA, P., KEELING, A., LEEDER, S., LINCOLN, P., MCKEE,
M., MACKAY, J., MAGNUSSON, R., MOODIE, R., MWATSAMA, M., NISHTAR, S.,
NORRVING, B., PATTERSON, D., PIOT, P., RALSTON, J., RANI, M., REDDY, K. S., SASSI,
F., SHERON, N., STUCKLER, D., SUH, I., TORODE, J., VARGHESE, C., WATT, J., LANCET,
N. C. D. A. G. & ALLIANCE, N. C. D. 2011. Priority actions for the non-communicable
disease crisis. Lancet, 377, 1438-47.

BEAGLEHOLE, R. & YACH, D. 2003. Globalisation and the prevention and control of non-
communicable disease: the neglected chronic diseases of adults. Lancet, 362, 903-
8.

BECH, M., CHRISTIANSEN, T., KHOMAN, E., LAURIDSEN, J. & WEALE, M. 2011. Ageing and
health care expenditure in EU-15. Eur J Health Econ, 12, 469-78.

293



BENTLEY, T. G., WEINSTEIN, M. C., WILLETT, W. C. & KUNTZ, K. M. 2009. A cost-
effectiveness analysis of folic acid fortification policy in the United States. Public
Health Nutr, 12, 455-67.

BERGMAN, M. M. 2011. The Good, the Bad, and the Ugly in Mixed Methods Research and
Design. Journal of Mixed Methods Research, 5, 271-275.

BERLER, A., PAVLOPOULQS, S. & KOUTSOURIS, D. 2005. Using key performance indicators
as knowledge-management tools at a regional health-care authority level. IEEE
Trans Inf Technol Biomed, 9, 184-92.

BERTHELSEN, R. M., BARKLEY, W. C., OLIVER, P. M., MCLYMONT, V. & PUCKETT, R. 2014.
Academy of Nutrition and Dietetics: revised 2014 standards of professional
performance for registered dietitian nutritionists in management of food and
nutrition systems. J Acad Nutr Diet, 114, 1104-1112 e21.

BIRCHER, J. & KURUVILLA, S. 2014. Defining health by addressing individual, social, and
environmental determinants: new opportunities for health care and public health. J
Public Health Policy, 35, 363-86.

BIRMINGHAM, B., SHULTZ, J. A. & EDLEFSEN, M. 2004. Evaluation of a Five-A-Day recipe
booklet for enhancing the use of fruits and vegetables in low-income households.
Journal of Community Health, 29, 45-62.

BLAIR, I. & SHARIF, A. A. 2012. Population structure and the burden of disease in the United
Arab Emirates. J Epidemiol Glob Health, 2, 61-71.

BODENHEIMER, T., WAGNER, E. H. & GRUMBACH, K. 2002. Improving Primary Care for
Patients With Chronic lliness. The Chronic Care Model, Part 2 The Journal of the
American Medical Association. 288, 15, 1909- 1914.

BOHATY, K., ROCOLE, H., WEHLING, K. & WALTMAN, N. 2008. Testing the effectiveness of
an educational intervention to increase dietary intake of calcium and vitamin D in
young adult women. Journal of the American Academy of Nurse Practitioners, 20,
93-99.

BONITA, R., MAGNUSSON, R., BOVET, P., ZHAO, D., MALTA, D. C., GENEAU, R., SUH, I.,
THANKAPPAN, K. R., MCKEE, M., HOSPEDALES, J., DE COURTEN, M., CAPEWELL, S. &
BEAGLEHOLE, R. ON BEHALF OF THE LANCET NCD ACTION GROUP. 2013. Non-
Communicable Diseases 2: Country Actions to Meet UN Commitments on Non-
Communicable Diseases: A Stepwise Approach. Lancet, 381, Feb, 2013.

BOON, H. S., MIOR, S. A., BARNSLEY, J., ASHBURY, F. D. & HAIG, R. 2009. The difference
between integration and collaboration in patient care: results from key informant
interviews working in multiprofessional health care teams. J Manipulative Physiol
Ther, 32, 715-22.

BOWLING, A. 2002. Research methods in health: investigating health and health services,
Buckingham, Open University Press.

BOYLAN, S., SYRETT, K. & COLAGIURI, R. 2013. Role of law at the non-communicable
diseases-climate change interface: considerations for planetary and population
health policy. Public Health, 127, 579-81.

BRADFORD, T., SERRANO, E. L., COX, R. H. & LAMBUR, M. 2010. Development and testing of
a nutrition, food safety, and physical activity checklist for EFNEP and FSNE adult
programs. J Nutr Educ Behav, 42, 123-30.

BRAILLON, A. & DUBOIS, G. 2012. Letter on the article: “Non-communicable chronic
diseases, a global public health priority recognised by the United Nations”. Presse
Med, 41, 96-7; author reply, 97-8.

BRANGAN, E. 2012. Tackling non-communicable diseases: Get the social scientists on board.
Public Health, 27, 7, 630.

BRANSCUM, P., SHARMA, M., KAYE, G. & SUCCOP, P. 2010. An evaluation of the validity and
reliability of a food behavior checklist modified for children. J Nutr Educ Behav, 42,
349-52.

294



BROWN, C. V., STRONG, D. M., NICOLATO, C. M. & ROMASCO, C. L. 2013. Patient-centric
tools for better diabetes self-management. MD Advis, 6, 25-8.

BROWN, M. V., FLINT, M. & FUQUA, J. 2014. The effects of a nutrition education
intervention on vending machine sales on a university campus. J Am Coll Health, 62,
512-6.

BROWNIE, S., HUNTER, L., ROSSITER, R., HILLS, A. P., ROBB, W. & HAG-ALI, M. 2014.
Diabetes in the United Arab Emirates: the need for valid datasets for health service
planning. Lancet Diabetes Endocrinol, 2, 535-7.

BRYLA, M. 2014. [The impact of smoking tobacco and drinking alcohol on mortality risk in
people of working age -results of an 8-year study in a large urban center]. Med Pr,
65, 251-60.

BRYMAN, A. 2008. Social research methods. Oxford, Oxford University Press.

BRYMAN, A. 2012. Social research methods, Oxford, Oxford University Press.

BUCHHOLZ, R. A. 2012. Reforming capitalism: the scientific worldview and business, New
York, Routledge.

BUCKLEY, L. M. & HILLNER, B. E. 2003. A cost effectiveness analysis of calcium and vitamin D
supplementation, etidronate, and alendronate in the prevention of vertebral
fractures in women treated with glucocorticoids. J Rheumatol, 30, 132-8.

BURGESS-CHAMPOUX, T. L. 2013. Innovative use of technology in nutrition education
research. J Nutr Educ Behav, 45, 1.

BYERS, T. 2002. The role of nutrition and nutrients in the prevention of chronic diseases.
Prim Care, 29, 615-27, x.

CAMPAGNOLI, C., BELFORTE, P., BRACCI, T. & ISAIA, G. C. 1990. Prevention and Therapy of
Postmenopausal Osteoporosis - Role of Nutrition and Physical-Activity. Sedentary
Life and Nutrition, 38, 125-135.

CAMPINHA-BACOTE, J. 2002. The Process of Cultural Competence in the Delivery of
Healthcare Services: a model of care. J Transcult Nurs, 13, 181-4; discussion 200-1.

CAMPS, L. & LONG, T. 2012 Origins, purpose and future of Sure Start children’s centres.
Nursing Children and Young People, 24, 26-30.

CARAHER, M. & COWBURN, G. 2005. Taxing food: implications for public health nutrition.
Public Health Nutr, 8, 1242-9.

CAREY, M., NOBLE, N., MANSFIELD, E., WALLER, A., HENSKENS, F., SANSON-FISHER, R. 2015.
The Role of eHealth in Optimizing Preventive Care in the Primary Care Setting. J
Med Internet Res. May 22, 17(5).

CARRIGAN, M. D. & KUJAWA, D. 2006. Six Sigma in health care management and strategy.
Health Care Manag (Frederick), 25, 133-41.

CHANG, P., HOU, I. C., HSU, C. L. & LAI, H. F. 2006. Are Google or Yahoo a good portal for
getting quality healthcare web information? AMIA Annu Symp Proc, 878.

CHISHOLM, D., BALTUSSEN, R., EVANS, D. B., GINSBERG, G., LAUER, J. A,, LIM, S., ORTEGON,
M., SALOMON, J., STANCIOLE, A. & EDEJER, T. T. 2012. What are the priorities for
prevention and control of non-communicable diseases and injuries in sub-Saharan
Africa and South East Asia? British Medical Journal, 344, e586.

CHOI, B. C.,, MCQUEEN, D. V., PUSKA, P., DOUGLAS, K. A., ACKLAND, M., CAMPOSTRINI, S.,
BARCELO, A., STACHENKO, S., MOKDAD, A. H., GRANERO, R., CORBER, S. J,
VALLERON, A. J., SKINNER, H. A., POTEMKINA, R., LINDNER, M. C., ZAKUS, D., DE
SALAZAR, L. M., PAK, A. W., ANSARI, Z., ZEVALLOS, J. C., GONZALEZ, M., FLAHAULT,
A. & TORRES, R. E. 2008. Enhancing global capacity in the surveillance, prevention,
and control of chronic diseases: seven themes to consider and build upon. J
Epidemiol Community Health, 62, 391-7.

CHOW, J., KLEIN, E. Y. & LAXMINARAYAN, R. 2010. Cost-effectiveness of "golden mustard"
for treating vitamin A deficiency in India. PLoS One, 5, €12046.

295



CHU, S. & THOM, J. 1994. Information technology as a proactive strategic weapon in
healthcare. J Nurs Adm, 24, 5-7.

CIA. 2009. World Fact Book 20089. Available at
https://www.cia.gov/library/publications/download/download-2009.

CIA. 2013. A Spotlight on World Obesity Rates. Available at: https://www.cia.gov/news-
information/featured-story-archive/2012-featured-story-archive/obesity-
according-to-the-world-factbook.html (accessed August 2014).

CIARANELLO, A., LU, Z., AYAYA, S., LOSINA, E., MUSICK, B., VREEMAN, R., FREEDBERG, K. A.,
ABRAMS, E. J., DILLABAUGH, L., DOHERTY, K., SSALI, J., YIANNOUTSOS, C. T. &
WOOLS-KALOUSTIAN, K. 2014. Incidence of World Health Organization stage 3 and
4 events, tuberculosis and mortality in untreated, HIV-infected children enrolling in
care before 1 year of age: an IeDEA (International Epidemiologic Databases To
Evaluate AIDS) east Africa regional analysis. Pediatric Infectious Disease Journal, 33,
623-9.

CILISKA, D., THOMAS, H., CATALLO, C., GAULD, M., KINGSTON, D., CANTWELL, B.,
FREEBORN, C., STEVENS, R., GESGJORSKYJ, T. & JAHN, P. 2006. The Effectiveness of
Nutrition Interventions for Prevention and Treatment of Chronic Disease in Primary
Care Settings: A Systematic Literature Review. Nutrition in Primary Health. Available
at:
https://www.dietitians.ca/Downloads/Public/PHC Systematic Literature Review.a
SpX.

CIPRIANO, G., JR., NEVES, L. M., CIPRIANO, G. F., CHIAPPA, G. R. & BORGHI-SILVA, A. 2014.
Cardiovascular disease prevention and implications for worksite health promotion
programs in Brazil. Prog Cardiovasc Dis, 56, 493-500.

CLEMENTS, W. F. 1961. [Evaluation of health-education and nutrition education programs].
Bol Oficina Sanit Panam, 51, 331-7.

COHEN, D. L., TOWNSEND, R. R., ANGELL, S. Y. & DIPETTE, D. J. 2014. The World Health
Organization recognizes noncommunicable diseases and raised blood pressure as
global health priority for 2025. J Clin Hypertens (Greenwich), 16, 624.

COLEMAN, K., AUSTIN, B. T., BRACH, C. & WAGNER, E. H. 2009. Evidence on the Chronic
Care Model in the New Millennium. Health Affairs, 28, 1, 75-85, Jan/Feb. Available
at: http://content.healthaffairs.org/content/28/1/75.short (accessed July 2015).

COLOMBIER, C. & WEBER, W. 2011. Projecting health-care expenditure for Switzerland:
further evidence against the 'red-herring' hypothesis. International Journal of
Health Planning and Management, 26, 246-263.

CONDON, L. 2011. Health visitors' experiences of child health promotion policy reform in
England. Community Pract, 84, 25-8.

CONNELLY, L. M. 2011. Cronbach's alpha. Medsurg Nurs, 20, 45, 44.

CORDOVA VILLALOBOQS, J. A. 2010. Implementation in Mexico of the National Agreement
for Nutrition and Health as a strategy against overweight and obesity. Cir Cir, 78,
105-7.

COULTER, A., EDWARDS, A.,, ELWYN, G. & THOMSON, R. 2011. Implementing shared
decision making in the UK. Z Evid Fortbild Qual Gesundhwes, 105, 300-4.

CROGAN, N. L. & EVANS, B. C. 2001. Nutrition education for nursing assistants: an
important strategy to improve long-term care. J Contin Educ Nurs, 32, 216-8.
CRESWELL, J. W. 2003. Research design: qualitative, quantitative, and mixed method

approaches, Thousand Oaks, Calif., Sage Publications.

CROSBY, E. L. 1967. Improving the delivery of health care services. Hospitals, 41, 53-8.

CROSS, A. T. 1980. Nutrition legislation: strategy for success. J Am Diet Assoc, 76, 50-6.

DABADE, G. & PULIYEL, J. 2009. Global health and the Bill & Melinda Gates Foundation.
Lancet, 373, 2195-6.

296


https://www.cia.gov/library/publications/download/download-2009
https://www.cia.gov/news-information/featured-story-archive/2012-featured-story-archive/obesity-according-to-the-world-factbook.html
https://www.cia.gov/news-information/featured-story-archive/2012-featured-story-archive/obesity-according-to-the-world-factbook.html
https://www.cia.gov/news-information/featured-story-archive/2012-featured-story-archive/obesity-according-to-the-world-factbook.html
https://www.dietitians.ca/Downloads/Public/PHC_Systematic_Literature_Review.aspx
https://www.dietitians.ca/Downloads/Public/PHC_Systematic_Literature_Review.aspx
http://content.healthaffairs.org/content/28/1/75.short

DALL’OGLIO, 1., NICOLO, R., DI CIOMMO, V., BIANCHI, N., CILIENTO, G., GAWRONSKI, O.,
POMPONI, M., ROBERTI, M., TIOZZO, E., RAPONI, M. 2015. A Systematic Review of
Hospital Foodservice Patient Satisfaction Studies. Journal of the Academy of
Nutrition and Dietetics. 155, 4, 567-584.

DARNTON-HILL, 1., NISHIDA, C. & JAMES, W. P. 2004. A life course approach to diet,
nutrition and the prevention of chronic diseases. Public Health Nutr, 7, 101-21.

DAVISON, K. K., JURKOWSKI, J. M. & LAWSON, H. A. 2013. Reframing Family-centred
Obesity Prevention using the Family Ecological Model. Public Health Nutr., 16, 10,
1961-1869. Available at:  http://www.ncbi.nlm.nih.gov/pubmed/23089267
(accessed July 2015).

DAVISON, K. K., LAWSON, H. A. & COATSWORTH, J. D. 2011. The Family-Centered Action
Model of Intervention Layout and Implementation (FAMILI): The Example of
Childhood Obesity. Health Promot Pract.

DE ANDRADE, F. B., DE OLIVEIRA FERREIRA FILHA, M., DE TOLEDO VIANNA, R. P., SILVA, A.
O. & DO CEU CLARA COSTA, I. 2012. Evaluation of participant satisfaction with
community therapy: a mental health strategy in primary care. Psychiatr Q, 83, 325-
34.

DE KOE, W. J. 1997. Nutritional labeling legislation. Accreditation and Quality Assurance, 2,
56-62.

DEMAIO, A. R., KRAGELUND NIELSEN, K., PINKOWSKI TERSBOL, B., KALLESTRUP, P. &
MEYROWITSCH, D. W. 2014. Primary Health Care: a strategic framework for the
prevention and control of chronic non-communicable disease. Glob Health Action,

7, 24504.
DoH (DEPARTMENT OF HEALTH). 2005. Choosing a better diet : a food and health action
plan. Available at

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicy
AndGuidance/DH 4105356 (accessed 10 June 2012).

DEPARTMENT OF HEALTH (DoH). 2010. Equality and Excellence: Liberating the NHS. The
Stationery Office. London. Available at:
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/2
13823/dh 117794.pdf (accessed 10 June 2012).

DHA (DUBAI HEALTH AUTHORITY). 2014. Website. Available at:
https://www.dha.gov.ae/EN/Pages/default.aspx.

DHCC (DUBAI HEALTH CARE CITY). 2012. Dubai Health Care City. UAE. Available at:
http://dhcc.ae/ (accessed August 2012).

DHCC (DUBAI HEALTH CARE CITY). 2014. Website. Available at:
http://www.dhcc.ae/Portal/en/about-us/mission-and-vision.aspx (accessed July
2015).

DICKIN, K. L., HILL, T. F. & DOLLAHITE, J. S. 2014. Practice-based evidence of effectiveness in
an integrated nutrition and parenting education intervention for low-income
parents. J Acad Nutr Diet, 114, 945-50.

DIEN, J. 2010. Evaluating two-step PCA of ERP data with Geomin, Infomax, Oblimin, Promax,
and Varimax rotations. Psychophysiology, 47, 1, 170-83.

DILLMAN, D. A. 2000. Mail and Internet surveys: The Tailored Design Method. 2nd ed. New
York, NY: John Wiley & Sons.

DIVAJEVA, D., MARSH, T., LOGSTRUP, S., KESTENS, M., VEMER, P., KRIAUCIONIENE, V.,
PERESSON, S., O'KELLY, S., RITO, A. & WEBBER, L. 2014. Economics of chronic
diseases protocol: cost-effectiveness modelling and the future burden of non-
communicable disease in Europe. Bmc Public Health, 14, 456.

DODGSON, J. E., BLOOMFIELD, M. & CHOI, M. 2014. Are health science students' beliefs
about infant nutrition evidence-based? Nurse Educ Today, 34, 92-9.

297


http://www.ncbi.nlm.nih.gov/pubmed/23089267
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4105356
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4105356
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf
http://www.dhcc.ae/Portal/en/about-us/mission-and-vision.aspx

DOLLAHITE, J., KENKEL, D. & THOMPSON, C. S. 2008. An economic evaluation of the
expanded food and nutrition education program. J Nutr Educ Behav, 40, 134-43.

DONZE, J. 2013. From polling schools to planning policy: the role of the kids' safe and
healthful foods project in school nutrition. Child Obes, 9, 372-5.

DORA, C. & RACIOPPI, F. 2003. Including health in transport policy agendas: the role of
health impact assessment analyses and procedures in the European experience.
Bull World Health Organ, 81, 399-403.

DOWNEY-ENNIS, K. 2008. International perspective that address different aspects of
healthcare that affect and influence the patient care delivery process and the
outcome of care. Int J Health Care Qual Assur, 21, 341-2.

DREESEN, M., FOULON, V., HIELE, M., VANHAECHT, K., DE POURCQ, L., PIRONI, L., VAN
GOSSUM, A., ARENDS, J., CUERDA, C., THUL, P., BOZZETTI, F. & WILLEMS, L. 2013.
Quality of care for cancer patients on home parenteral nutrition: development of
key interventions and outcome indicators using a two-round Delphi approach.
Support Care Cancer, 21, 1373-81.

DREESEN, M., FOULON, V., VANHAECHT, K., POURCQ, L. D., HIELE, M. & WILLEMS, L. 2014.
Identifying Patient-Centered Quality Indicators for the Care of Adult Home
Parenteral Nutrition (HPN) Patients. JPEN J Parenter Enteral Nutr, 38, 840-6.

DRENTHEN, A. J. & VAN BINSBERGEN, J. J. 2008. Nutrition guidance in The Netherlands: the
role of the GP in the translation from population strategy to individual approach.
Fam Pract, 25 Suppl 1, i56-9.

DUPRAT CENICCOLA, G., COELHO ARAUJO, W. M. & AKUTSU, R. 2014. Development of a
tool for quality control audits in hospital enteral nutrition. Nutr Hosp, 29, 102-20.

DURAND, E. F., LOGAN, C. & CARRUTH, A. 2007. Association of maternal obesity and
childhood obesity: implications for healthcare providers. J Community Health Nurs,
24, 167-76.

DYKES, P. C., CARROLL, D. L., HURLEY, A. C., BENOIT, A., CHANG, F., POZZAR, R. & CALIGTAN,
C. A. 2013. Building and testing a patient-centric electronic bedside communication
center. J Gerontol Nurs, 39, 15-9.

DYMSZA, H. A., BORENSTE.B, KIESEL, H., LACHANCE, P. A., MCAFEE, D. & SPECKMAN, E. W.
1974 Nutritional Improvement Debate - Supplementation of Foods Vs Nutrition
Education. Food Technology, 28, 55-56.

EGAN, M. C. 1994. Public health nutrition: a historical perspective. J Am Diet Assoc, 94, 298-
304.

ELLIS, R. J., CONNOR, U. & MARSHALL, J. 2014. Development of patient-centric linguistically
tailored psychoeducational messages to support nutrition and medication self-
management in type 2 diabetes: a feasibility study. Patient Prefer Adherence, 8,
1399-408.

EL-SHAHAT, Y. I, BAKIR, S. Z., FARJOU, N., HASHIM, T., BOHALIGA, A., AL-HOSSANI, H. &
JAFFAR, A. R. 1999. Hypertension in UAE Citizens - Preliminary Results of a
Prospective Study. Saudi J Kidney Dis Transpl, 10, 376-81.

ENGELGAU, M. M., NARAYAN, K. M., GEISS, L. S., THOMPSON, T. J., BECKLES, G. L., LOPEZ,
L., HARTWELL, T., VISSCHER, W. & LIBURD, L. 1998. A Project to Reduce the Burden
of Diabetes in the African-American Community: Project DIRECT. J Nat/ Med Assoc,
Oct, 90, 10, 605-13. Available at: http://www.ncbi.nlm.nih.gov/pubmed/9803725
(accessed July 2015).

EVANS, R., EDWARDS, A., COULTER, A. & ELWYN, G. 2007. Prominent strategy but rare in
practice: shared decision-making and patient decision support technologies in the
UK. Z Arztl Fortbild Qualitatssich, 101, 247-53.

EVANS, B. C., COON, D. W. & UME, E. 2011. Use of Theoretical Frameworks as a Pragmatic
Guide for Mixed Methods Studies: A Methodological Necessity? Journal of Mixed
Methods Research, 5, 276-292.

298


http://www.ncbi.nlm.nih.gov/pubmed/9803725

EVERITT, B. & DUNN, G. 2001. Applied multivariate data analysis, London, New York,
Arnold; Oxford University Press.

FEARS, R., BRAND, H., FRACKOWIAK, R., PASTORET, P. P., SOUHAMI, R. & THOMPSON, B.
2014. Data protection regulation and the promotion of health research: getting the
balance right. Q/M, 107, 3-5.

FEHRENBACH, V. & GRAHOVAC, A. 2008. Checking in at check-up time: case history. A
healthcare system implements an automated patient outreach solution, increasing
proactive appointment scheduling. Health Manag Technol, 29, 34, 36-7.

FERGUSON, R. J., PAULIN, M. & LEIRIAO, E. 2006. Loyalty and positive word-of-mouth:
patients and hospital personnel as advocates of a customer-centric health care
organization. Health Mark Q, 23, 59-77.

FERNSTROM, M. H., REED, K. A., RAHAVI, E. B. & DOOHER, C. C. 2012. Communication
strategies to help reduce the prevalence of non-communicable diseases:
proceedings from the inaugural IFIC Foundation Global Diet and Physical Activity
Communications Summit. Nutr Rev, 70, 301-10.

FIELD, A. 2012. Discovering Statistics Using IBM SPSS Statistics, London, Sage Publications
Ltd.

FITZGERALD, A. & DAVISON, G. 2008. Innovative health care delivery teams: learning to be a
team player is as important as learning other specialised skills. J Health Organ
Manag, 22, 129-46.

FITZGERALD, N., MORGAN, K. T. & SLAWSON, D. L. 2013. Practice paper of the Academy of
Nutrition and Dietetics abstract: the role of nutrition in health promotion and
chronic disease prevention. J Acad Nutr Diet, 113, 983.

FOLGUERA, M. T., HERNANDEZ, A. J., PELAEZ, B. R., PEREZ, C. S., HERNANDEZ, C. M. V., DE
LORENZO, G. A., LUNA, G. P. P., ROCAMORA, I. J. A, MORALES, L. T., PEREZ, L. M.,
PASTOR, M. C., FUSTER, O. G., PEREZ PORTABELLA, C., CASARIEGO, V. A. & GRUPO
DE TRABAJO DE GESTION DE, S. 2012. [Analysis of the relevance and feasibility of
quality indicators in nutrition support]. Nutr Hosp, 27, 198-204.

FOURNEY, A., GREGSON, J., SUGERMAN, S. & BELLOW, A. 2011. Building evaluation capacity
in local programs for multisite nutrition education interventions. J Nutr Educ Behav,
43,5130-6.

FOX, T. 2011. From policy to practice: making nutrition matter. J Nutr Educ Behav, 43, 75.

FRAGAR, L. J. & DEPCZYNSKI, J. C. 2011. Beyond 50. challenges at work for older nurses and
allied health workers in rural Australia: a thematic analysis of focus group
discussions. Bmc Health Services Research, 11, 42.

FRANZ, M. J., BOUCHER, J. L. & EVERT, A. B. 2014. Evidence-based diabetes nutrition
therapy recommendations are effective: the key is individualization. Diabetes
Metab Syndr Obes, 7, 65-72.

FRIEDEN, T. R. 2010. A framework for public health action: the health impact pyramid. Am J
Public Health, 100, 590-5.

FRIEDMAN, D. J. & PARRISH, R. G., 2ND 2010. The population health record: concepts,
definition, design, and implementation. J Am Med Inform Assoc, 17, 359-66.
FRIESEN, 1. 1998. Poster session: community nutrition and medical nutrition therapy,
Utilizing Hospital Catering to Enhance Nutrition Education. Journal of the American

Dietetic Association, 98, 9, Supplement, September, A84.

FUJINO, Y., NAGATA, T., KUROKI, N., DOHI, S., UEHARA, M., OYAMA, I., KAJIKI, S. & MORI, K.
2009. Health Impact Assessment of Occupational Health Policy Reform at a
Multinational Chemical Company in Japan. Sangyo Eiseigaku Zasshi.

GALAL, 0. 2003. Evaluation challenges with respect to large-scale nutrition intervention
programs. Forum Nutr, 56, 386-9.

299



GARDE, S., HULLIN, C. M., CHEN, R., SCHULER, T., GRANZ, J., KNAUP, P. & HOVENGA, E. J.
2007. Towards sustainability of health information systems: how can we define,
measure and achieve it? Stud Health Technol Inform, 129, 1179-83.

GENEAU, R., STUCKLER, D., STACHENKO, S., MCKEE, M., EBRAHIM, S., BASU, S,
CHOCKALINGHAM, A., MWATSAMA, M., JAMAL, R., ALWAN, A. & BEAGLEHOLE, R.
2010. Raising the priority of preventing chronic diseases: a political process. Lancet,
376, 1689-98.

GIGANTI, M. G., TRESOLDI, I., MASUELLI, L., MODESTI, A., GROSSO, G., LIUNI, F. M., CELI, M.,
RAO, C., GASBARRA, E., BEI, R. & TARANTINO, U. 2014. Fracture healing: From basic
science to role of nutrition. Frontiers in Bioscience-Landmark, 19, 1162-1175.

GLASGOW, R. E., ORLEANS, C. T. & WAGNER, E. H. 2001. Does the chronic care model serve
also as a template for improving prevention? Milbank Q, 79, 579-612, iv-v.

GLIDEWELL, L., THOMAS, R., MACLENNAN, G., BONETTI, D., JOHNSTON, M., ECCLES, M. P.,
EDLIN, R., PITTS, N. B., CLARKSON, J., STEEN, N. & GRIMSHAW, J. M. 2012. Do
incentives, reminders or reduced burden improve healthcare professional response
rates in postal questionnaires? two randomised controlled trials. Bmc Health
Services Research, 12.

GOLDAPP, C., CREMER, M., GRAF, C., GRUNEWALD-FUNK, D., MANN, R., UNGERER-
ROHRICH, U. & WILLHOFT, C. 2011. [Quality criteria for health promotion and
primary prevention measures in association with obesity in children and
adolescents. A BZgA-coordinated expert consensus]. Bundesgesundheitsblatt
Gesundheitsforschung Gesundheitsschutz, 54, 295-303.

GOUNTAS, S., GOUNTAS, J., SOUTAR, G. & MAVONDO, F. 2014. Delivering good service:
personal resources, job satisfaction and nurses' 'customer' (patient) orientation. J
Adv Nurs, 70, 1553-63.

GOVERNMENT OF THE FEDERAL DEMOCRATIC REPUBLIC OF ETHIOPIA. June 2013- June
2015. National Nutrition Programme.

GRIFFITHS, R., BETT, M., BLYTH, J. & BAILEY, B. 1983. Griffiths Report on NHS October 1983.
Socialist Health Association. Available at: http://www.sochealth.co.uk/national-
health-service/griffiths-report-october-1983/ (accessed July 2015).

GRIMA, M & DIXON, J.B. (2013) Obesity: Recommendations for management in general
practice and beyond. Australian Family Physican. 42, 8, August, 532-541. Available
at:_http://www.racgp.org.au/afp/2013/august/obesity/

GRONBAEK, H., VOGEL, I., OSTERBY, R., LANCRANIJAN, I., FLYVBJERG, A. & ORSKOV, H. 1998.
Effect of octreotide, captopril or insulin on renal changes and UAE in long-term
experimental diabetes. Kidney Int, 53, 173-80.

HAAD (HEALTH AUTHORITY ABU DHABI). 2011. HAAD Mortality (Death) Rates in Abu Dhabi.
Health Authority — Abu Dhabi, Sep, 2011, 1-4.

HAAD (HEALTH AUTHORITY ABU DHABI). 2014. About HAAD. Available at:
http://www.haad.ae/haad/tabid/59/Default.aspx [accessed September 2014].

HABICHT, J. P. 1979. Translation of scientific and nutrition findings to social policy.
Introduction. Fed Proc, 38, 2551-2.

HAIR, J. F. 2010. Multivariate data analysis, Upper Saddle River, NJ, Prentice Hall.

HAJAT, C., HARRISON, O. & SHATHER, Z. 2012. A profile and approach to chronic disease in
Abu Dhabi. Global Health, 8, 18.

HALBESLEBEN, J. R. & WHITMAN, M. V. 2012. Evaluating Survey Quality in Health Services
Research: A Decision Framework for Assessing Nonresponse Bias. Health Serv Res.

HANES, S., VERMEERSCH, J. & GALE, S. 1984. The National Evaluation of School Nutrition
Programs: program impact on dietary intake. Am J Clin Nutr, 40, 390-413.

HANKEY, C. 2015. Food and catering modifications for public health: chronic disease and
obesity prevention. Medicine. (Nutrition). 43, 2, 135-138.

300


http://www.sochealth.co.uk/national-health-service/griffiths-report-october-1983/
http://www.sochealth.co.uk/national-health-service/griffiths-report-october-1983/

HANSEN, D. P., GURNEY, P., MORGAN, G. & BARRACLOUGH, B. 2011. The Australian e-
Health Research Centre: enabling the health care information and communication
technology revolution. Med J Aust, 194, S5-7.

HARDY, M. A. & BRYMAN, A. 2009. Handbook of data analysis, Los Angeles ; London, SAGE.

HARMAN, H. H. 1976. Modern factor analysis, Chicago, University of Chicago Press.

HARMELL, A. L., JESTE, D. & DEPP, C. 2014. Strategies for successful aging: a research
update. Curr Psychiatry Rep, 16, 476.

HARWELL, T. S., OSER, C. S., STRASHEIM, C., DENNIS, T. D., MOORE, K. R., JOHNSON, E. A.,
HELGERSON, S. D. & GOHDES, D. 2005. Extending the public health impact of
screening for diabetes in high-risk populations: opportunities in American Indian
communities. J Public Health Manag Pract, 11, 537-41.

HASSOUNAMH, S., RAWAF, D., KHOJA, T., RAWAF, S., HUSSEIN, M. S., QIDWAI, W. & MAIJEED,
A. 2014. Tobacco control efforts in the Gulf Cooperation Council countries:
achievements and challenges. East Mediterr Health J, 20, 440-445.

HAWAMDEH, S., ALMAKHZOOMY, |. & HAYAJNEH, Y. 2013. Screening and Correlates of
Depression and HbA1l C in United Arab Emirates (UAE) Women With Diabetes.
Perspect Psychiatr Care, 49, 262-8.

HAWKES, C. 2006. Uneven dietary development: linking the policies and processes of
globalization with the nutrition transition, obesity and diet-related chronic diseases.
Global Health, 2, 4.

HE, F. J., BURNIER, M. & MACGREGOR, G. A. 2011. Nutrition in cardiovascular disease: salt
in hypertension and heart failure. Eur Heart J.

HEALTH COUNCIL OF CANADA. (2005). Primary health care. A background paper to
accompany health care renewal in Canada: Accelerating change. Toronto: Available
at:
http://www.healthcouncilcanada.ca/docs/papers/2005/BkgrdPrimaryCareENG.pdf
[accessed October 2010].

HEALTHWISE. 2011. What is Shared Decision Making? Informed Medical Decision
Foundation. Available at: http://www.informedmedicaldecisions.org/what-is-
shared-decision-making/ (accessed August 2014).

HEANEY, R. P. 1987. The Role of Nutrition in Prevention and Management of Osteoporosis.
Clinical Obstetrics and Gynecology, 30, 833-846.

HEO, H. H. & BRAUN, K. L. 2014. Culturally tailored interventions of chronic disease
targeting Korean Americans: a systematic review. Ethn Health, 19, 64-85.

HEWISON, A. 2008. Evidence-based policy: implications for nursing and policy involvement.
Policy Polit Nurs Pract, 9, 288-98.

HM GOVERNMENT. 2010. Healthy Lives, Healthy People: Our strategy for public health in
England. HM Stationery Office. UK.

HOFFHINES, H., WHALEY, K. D., BLACKETT, P. R., PALUMBO, K., CAMPBELL-STERNLOFF, D.,
GLORE, S. & LEE, E. T. 2014. Early childhood nutrition in an American Indian
community: educational strategy for obesity prevention. J Okla State Med Assoc,
107, 55-9.

HOFMAN, K., RYCE, A, PRUDHOMME, W. & KOTZIN, S. 2006. Reporting of non-
communicable disease research in low- and middle-income countries: a pilot
bibliometric analysis. J Med Libr Assoc, 94, 415-20.

HONG, S. H., WANG, J. & TAK, S. 2013. A patient-centric goal in time to blood pressure
control from drug therapy initiation. Clin Transl Sci, 6, 7-12.

HOSPEDALES, C. J., SAMUELS, T. A., CUMMINGS, R., GOLLOP, G. & GREENE, E. 2011. Raising
the priority of chronic noncommunicable diseases in the Caribbean. Rev Panam
Salud Publica, 30, 393-400.

HOUSTON, M. 2014. The role of nutrition and nutraceutical supplements in the treatment
of hypertension. World J Cardiol, 6, 38-66.

301


http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/

HOWARD, J. P., BRUCE, J. & POWELL-TUCK, J. 1997. Nutritional support: a course for
developing multidisciplinary clinical teams. Education Committee, British
Association for Parenteral and Enteral Nutrition. J R Soc Med, 90, 675-8.

HU, C., YE, D., LI, Y., HUANG, Y., LI, L., GAO, Y. & WANG, S. 2010. Evaluation of a
kindergarten-based nutrition education intervention for pre-school children in
China. Public Health Nutr, 13, 253-60.

HUBERMAN, A. M. & MILES, M. B. 2002. The qualitative researcher's companion, Thousand
Oaks, CA, Sage Publications.

HUGHES, R. G. 2008. Tools and Strategies for Quality Improvement and Patient Safety.

HYDER, A. A., CORLUKA, A., WINCH, P. J., EL-SHINNAWY, A., GHASSANY, H., MALEKAFZALI,
H., LIM, M. K., MFUTSO-BENGO, J.,, SEGURA, E. & GHAFFAR, A. 2011. National
policy-makers speak out: are researchers giving them what they need? Health
Policy Plan, 26, 73-82.

INDIAN JOURNAL OF PEDIATRICS. 1991. Strategy for improved nutrition of children and
women in developing countries. United Nations Children's Fund. Indian J Pediatr,
58, 1, 13-24.

INQUIRY. 2004. Costs, commitment and locality: a comparison of for-profit and not-for-
profit health plans. Inquiry, 41, 116-29.

INSTITUTE OF MEDICINE. 2001. Hurtado, M. P., Swift, E. K. & Corrigan, J. M. (eds.)
Envisioning the National Health Care Quality Report. Washington (DC).

IVANKOVA, N.V. and KAWAMURA, Y. 2010. Emerging trends in utilization of integrated
designs in the social behavioural and health sciences. In A. Teshakkori and C Teddlie
(Eds) Handbook of mixe methods in the social and psychological research (2™
edition) Thosand Oaks CA:Sage.

JACKSON, G. L. & WEINBERGER, M. 2009. A Decade with the Chronic Care Model: Some
Progress and Opportunity for More. Med Care, Sep, 47, 9, 929-31.

JEDRYKA-GORAL, A., BUGAJSKA, J., LASTOWIECKA, E., NAJMIEC, A., RELL-BAKALARSKA, M.,
BOWNIK, I., MICHALAK, J. M. & KOCHMANSKI, M. 2006. Work ability in ageing
workers suffering from chronic diseases. Int J Occup Saf Ergon, 12, 17-30.

JOHNSON, E. J. 2011. The Role of Nutrition Supplements in Age-Related Eye Disease
Prevention. Gerontologist, 51, 407-407.

JOHNSON, P. & DUBERLEY, J. 2000. Understanding management research: an introduction
to epistemology, London; Thousand Oaks, SAGE Publications.

JONES, A. M., LAMP, C., NEELON, M., NICHOLSON, Y., SCHNEIDER, C., WOOTEN SWANSON,
P. & ZIDENBERG-CHERR, S. 2014. Reliability and Validity of Nutrition Knowledge
Questionnaire for Adults. J Nutr Educ Behav.

JOSHI, R., ALIM, M., KENGNE, A. P., JAN, S., MAULIK, P. K., PEIRIS, D. & PATEL, A. A. 2014.
Task shifting for non-communicable disease management in low and middle
income countries - a systematic review. PLoS One, 9, €103754.

JOURNAL OF NUTRITION. 2003. Nutrition as a preventative strategy against adverse
pregnancy outcomes. Proceedings of a consultative meeting. Oxford, United
Kingdom. July 18-19, 2002. J Nutr, 133, 1589S5-1764S.

KAI, Y. & YAMAGUCHI, Y. 2007. [A nationwide survey on the implementation of health
education programs using information technology and public health nurses'
awareness of its importance in Japanese municipalities]. Nihon Koshu Eisei Zasshi,
54, 644-52.

KAPLAN, C. D., KORF, D. & STERK, C. 1987. Temporal and social contexts of heroin-using
populations. An illustration of the snowball sampling technique. J Nerv Ment Dis,
175, 566-74.

KARLAWISH, J. H. 1996. Shared decision making in critical care: a clinical reality and an
ethical necessity. Am J Crit Care, 5, 391-6.

302



KATO, Y., HAMASAKI, T., SATO, S. & ANDO, Y. 2014. Relationship between the attitudes
towards improving eating habits and prevalence of metabolic syndrome Data from
the 2005 National Health and Nutrition Survey and the Comprehensive Survey of
Living Conditions. Nihon Koshu Eisei Zasshi, 61, 385-95.

KATZ, A. R. 2013. Noncommunicable diseases: global health priority or market opportunity?
An illustration of the World Health Organization at its worst and at its best. Int J
Health Serv, 43, 437-58.

KELLER, H. H., VESNAVER, E., DAVIDSON, B., ALLARD, J., LAPORTE, M., BERNIER, P.,
PAYETTE, H., JEEJEEBHQY, K., DUERKSEN, D. & GRAMLICH, L. 2014. Providing quality
nutrition care in acute care hospitals: perspectives of nutrition care personnel. J
Hum Nutr Diet, 27, 192-202.

KIM, E. M. & BAEK, H. J. 2013. A survey on the status of nutrition care process
implementation in korean hospitals. Clin Nutr Res, 2, 143-8.

KLEIN, M. D., SCHUMACHER, D. J. & SANDEL, M. 2014. Assessing and managing the social
determinants of health: defining an entrustable professional activity to assess
residents' ability to meet societal needs. Acad Pediatr, 14, 10-3.

KNECHT, P. R. 2007. Engaging the board. The missing ingredient in improving healthcare
quality. Healthc Exec, 22, 64, 66.

KONTIS, V., MATHERS, C. D., REHM, J., STEVENS, G. A., SHIELD, K. D., BONITA, R., RILEY, L.
M., POZNYAK, V., BEAGLEHOLE, R. & EZZATI, M. 2014. Contribution of six risk
factors to achieving the 25x25 non-communicable disease mortality reduction
target: a modelling study. Lancet, 384, 427-37.

KRAFT, M., GARTNER, S., SIMON, P., KRAFT, K., SCHULER, N., KRUGER, J., VOGT, L. J,,
HEIDECKE, C. D. & LERCH, M. M. 2014. Quality control of parenteral nutrition in
hospitalized patients. Nutrition, 30, 165-8.

KREUTER, M. W., LUKWAGO, S. N., BUCHOLTZ, R. D., CLARK, E. M. & SANDERS-THOMPSON,
V. 2003. Achieving cultural appropriateness in health promotion programs:
targeted and tailored approaches. Health Educ Behav, 30, 133-46.

KRUSEMAN, M., BERCHTOLD, A., TRUAN, J., DUBOULE, L., FAURIE, H., EMONET, E. &
VOLERY, M. 2012. [Development and validation of a nutritional knowledge
questionnaire among 9- to 15-year-olds]. Arch Pediatr, 19, 456-66.

KUARTEI, S. 2005. Era of globalization, emerging and re-emerging diseases and the
increasing burden of non-communicable diseases. Pac Health Dialog, 12, 5.

KUO, D. Z., HOUTROW, A. J., ARANGO, P., KUHLTHAU, K. A., SIMMONS, J. M. & NEFF, J. M.
2012. Family-centered care: current applications and future directions in pediatric
health care. Matern Child Health J, 16, 297-305.

LACROIX, B. 2013. How to become patient-centric. Why you need to hard-wire the "soft"
stuff. EMS World, 42, 42.

LAI, L. L. 1998. Assessing data quality for decision support--emphasis on secondary analysis.
Pharm Pract Manag Q, 18, 46-51.

LAMPTEY, P., MERSON, M., PIOT, P., REDDY, K. S. & DIRKS, R. 2011. Informing the 2011 UN
Session on Noncommunicable Diseases: applying lessons from the AIDS response.
PLoS Med, 8, €1001086.

LANE, V. P., SNAITH, J. & LANE, D. 2007. E-health: essential and eagerly awaited?
International Journal of Information Technology & Management, 6, 1-1.

LATHAM & WATKINS LLP. 2013. 2013 Update: Healthcare Regulation in the United Arab
Emirates, White Paper, May 2013. Available at
www.lw.com/thoughtleadership/uae-healthcare-regulation-2013-update.pdf.

LCWEB. 2007. Country Profile: United Arab Emirates (UAE). Library of Congress — Federal
research division. Available at: http://lcweb2.loc.gov/frd/cs/profiles/UAE.pdf
(accessed July 2012).

303



LI, Y. P. & SUN, X. 2002. [Evidence-based medicine and clinical nutrition]. Zhongguo Yi Xue
Ke Xue Yuan Xue Bao, 24, 550-1.

LIM, S. L., NG, S. C., LYE, J., LOKE, W. C., FERGUSON, M. & DANIELS, L. 2014. Improving the
performance of nutrition screening through a series of quality improvement
initiatives. Jt Comm J Qual Patient Saf, 40, 178-86.

LITTLE, R. J. A. & RUBIN, D. B. 2002. Statistical analysis with missing data, Hoboken, N.J.,
Wiley.

LOHR, K. N. 1991. Medicare: a strategy for quality assurance. J Qual Assur, 13, 10-3.

LOHR, K. N. & SCHROEDER, S. A. 1990. A strategy for quality assurance in Medicare. N Engl J
Med, 322, 707-12.

LONEY, T., AW, T. C., HANDYSIDES, D. G., ALI, R., BLAIR, I., GRIVNA, M., SHAH, S. M., SHEEK-
HUSSEIN, M., EL-SADIG, M., SHARIF, A. A. & EL-OBAID, Y. 2013. An analysis of the
health status of the United Arab Emirates: the 'Big 4' public health issues. Glob
Health Action, 6, 20100.

LONGWORTH, L., SCULPHER, M. J., BOJKE, L. & TOSH, J. C. 2011. Bridging the gap between
methods research and the needs of policy makers: a review of the research
priorities of the National Institute for Health and Clinical Excellence. Int J Technol
Assess Health Care, 27, 180-7.

LOPEZ, D. M., BLOBEL, B. & GONZALEZ, C. 2012. Architectural Approach for Quality and
Safety Aware HealthCare Social Networks. Stud Health Technol Inform, 180, 793-7.

LOVESTAM, E., ORREVALL, Y., KOOCHEK, A., KARLSTROM, B. & ANDERSSON, A. 2014.
Evaluation of a Nutrition Care Process-based audit instrument, the Diet-NCP-Audit,
for documentation of dietetic care in medical records. Scand J Caring Sci, 28, 390-7.

LU, Y. & CAREY, S. 2014. Translating Evidence-Based Practice Guidelines Into a Summary of
Recommendations for the Nutrition Management of Upper Gastrointestinal
Cancers. Nutr Clin Pract, 29, 518-525.

MAGDZIK, W. 2000. [Previous achievements and plan for further action to eradicate
poliomyelitis in countries from the European region of the World Health
Organization]. Przegl Epidemiol, 54, 393-415.

MAHER, D. 2010. Re-thinking global health sector efforts for HIV and tuberculosis epidemic
control: promoting integration of programme activities within a strengthened
health system. Bmc Public Health, 10, 394.

MAHER, D., FORD, N. & UNWIN, N. 2012. Priorities for Developing Countries in the Global
Response to Non-communicable Diseases. Global Health, 8, 14. Available at:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3425139/ (accessed July 2015).

MAIYAKI, M. B. & GARBATI, M. A. 2014. The burden of non-communicable diseases in
Nigeria; in the context of globalization. Ann Afr Med, 13, 1-10.

MAMUDU, H. M., YANG, J. S. & NOVOTNY, T. E. 2011. UN resolution on the prevention and
control of non-communicable diseases: an opportunity for global action. Glob
Public Health, 6, 347-53.

MANN, J. I. 2006. Nutrition recommendations for the treatment and prevention of type 2
diabetes and the metabolic syndrome: an evidence-based review. Nutrition
Reviews, 64, 422-427.

MARGOLIS, J. 2011. The healthcare cure : how sharing information can make the system
work better, Amherst, N.Y., Prometheus Books.

MARRERO, S. L., BLOOM, D. E. & ADASHI, E. Y. 2012. Noncommunicable diseases: a global
health crisis in a new world order. JAMA, 307, 2037-8.

MATHERS, C. & LONCAR, D. 2006. Projections of Global Mortality and Burden of Disease
from 2002 to 2030. PLoS Medicine, 3, 11, e442.

MATHESON, G. O., KLUGL, M., ENGEBRETSEN, L., BENDIKSEN, F., BLAIR, S. N., BORJESSON,
M., BUDGETT, R., DERMAN, W., ERDENER, U., IOANNIDIS, J. P., KHAN, K. M.,
MARTINEZ, R., VAN MECHELEN, W., MOUNTJQOY, M., SALLIS, R. E., SCHWELLNUS,

304


http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3425139/

M., SHULTZ, R., SOLIGARD, T., STEFFEN, K., SUNDBERG, C. J., WEILER, R. &
LJUNGQVIST, A. 2013. Prevention and management of nhoncommunicable disease:
the I0C Consensus Statement, Lausanne 2013. Clin J Sport Med, 23, 419-29.
MATTKE, S., EPSTEIN, A. M. & LEATHERMAN, S. 2006. The OECD Health Care Quality
Indicators Project: history and background. Int J Qual Health Care, 18 Suppl 1, 1-4.
MCCLENNAN, M., MCKETHAN, A. N., LEWIS, J. L., ROSKI, J. & FISHER, E.S. 2010. A National
Strategy to Put Accountable Care into Practice. Health Affairs, 29, No. 5, 982-990.
The People to People Health Foundation, Inc. Available at:
http://coloradomedicalhome.org/wp-
content/uploads/2012/03/national strategy to put accountable care.pdf
(accessed July 2015).

MEMISH, Z. A., JABER, S., MOKDAD, A. H., ALMAZROA, M. A., MURRAY, C. J., AL RABEEAH,
A. A. & SAUDI BURDEN OF DISEASE, C. 2014. Burden of disease, injuries, and risk
factors in the kingdom of saudi arabia, 1990-2010. Prev Chronic Dis, 11, E169.

MERRY, M. D. & CRAGO, M. G. 2001. The past, present and future of health care quality.
Urgent need for innovative, external review processes to protect patients. Physician
Exec, 27, 30-5.

MICHELS, K. B. 2005. The role of nutrition in cancer development and prevention.
International Journal of Cancer, 114, 163-165.

MIDDLETON, J. 2011. Healthy people, healthy lives. The English public health white paper:
risks and challenges for a new public health system. Clin Med, 11, 430-3.

MILLAR, J., MATTKE, S. & THE MEMBERS OF THE OECD PATIENT SAFETY PANEL. 2004.
Selecting Indicators for Patient Safety at the Health Systems Level in OECD
Countries. OECD Health Technical Papers, No. 18. Directorate for Employment,
Labour, and Social Affairs Employment, Labour and Social Affairs Committee.
Available at: http://www.oecd.org/els/health-systems/33878001.pdf (accessed
July 2015).

MILLER, T. E. & GUTMANN, V. L. 2009. Changing expectations for board oversight of
healthcare quality: the emerging paradigm. J Health Life Sci Law, 2, 31, 33-77.

MILLERY, M., HALL, M., EISMAN, J. & MURRMAN, M. 2014. Using innovative instructional
technology to meet training needs in public health: a design process. Health Promot
Pract, 15, 39S-47S.

MINKE, S. W., RAINE, K. D., PLOTNIKOFF, R. C., ANDERSON, D., KHALEMA, E. & SMITH, C.
2007. Resources for health promotion: rhetoric, research and reality. Can J Public
Health, 98, 489-94.

MITCHELL, P. H. 2008. Defining Patient Safety and Quality Care. In: HUGHES, R. G. (ed.)
Patient Safety and Quality: An Evidence-Based Handbook for Nurses. Rockville
(MD).

MOCA: MINISTRY OF CABINATE AFFAIRS. 2014. UAE VISION 2021. Available at:
http://www.moca.gov.ae/?page id=620&lang=en (accessed June 2013).

MOH (MINISTRY OF HEALTH - UAE) 2011. Ministry of Health UAE, Public Health Sector.
Available at: http://www.moh.gov.ae/en/Pages/default.aspx [accessed 15 April
2011].

MOH (MINISTRY OF HEALTH - UAE). 2014. MOH Strategy. Available at:
http://www.moh.gov.ae/en/About/Pages/Strategy.aspx (accessed July 2015).

MOHER, D., LIBERATI, A., TETZLAFF, J., & ALTMAN, D.G. 2009. Preferred Reporting Items for
Systematic Reviews and Meta-Analyses: The PRISMA Statement. The PRISMA Group
PLoS Med 6 (7).

MOORE, H. J.,, HILLIER, F. C., BATTERHAM, A. M., ELLS, L. J. & SUMMERBELL, C. D. 2014.
Technology-based dietary assessment: development of the Synchronised Nutrition
and Activity Program (SNAP). J Hum Nutr Diet, 27 Suppl 1, 36-42.

305


http://coloradomedicalhome.org/wp-content/uploads/2012/03/national_strategy_to_put_accountable_care.pdf
http://coloradomedicalhome.org/wp-content/uploads/2012/03/national_strategy_to_put_accountable_care.pdf
http://www.oecd.org/els/health-systems/33878001.pdf
http://www.moca.gov.ae/?page_id=620&lang=en
http://www.moh.gov.ae/en/Pages/default.aspx
http://www.moh.gov.ae/en/About/Pages/Strategy.aspx

MOSSIALQOS, E. 2002. The European Union and health policy. Health Economics, 11, 281-
284.

MOYNIHAN, P. J. 2005. The role of diet and nutrition in the etiology and prevention of oral
diseases. Bulletin of the World Health Organization, 83, 694-699.

MUELLER, K. J., POTTER, A. J.,, MACKINNEY, A. C. & WARD, M. M. 2014. Lessons from tele-
emergency: improving care quality and health outcomes by expanding support for
rural care systems. Health Aff (Millwood), 33, 228-34.

MUNOZ-ASTUDILLO, M. N., MARTINEZ, J. W. & QUINTERO, A. R. 2010. [Validating Latin-
American and Caribbean Latin-American food security scale on pregnant
adolescents]. Rev Salud Publica (Bogota), 12, 173-83.

MUSAIGER, A. O. & AL-HAZZAA, H. M. 2012. Prevalence and risk factors associated with
nutrition-related noncommunicable diseases in the Eastern Mediterranean region.
Int J Gen Med, 5, 199-217.

MUSAIGER, A. O., AL-MUFTY, B. A. & AL-HAZZAA, H. M. 2014. Eating habits, inactivity, and
sedentary behavior among adolescents in Iraq: sex differences in the hidden risks of
noncommunicable diseases. Food Nutr Bull, 35, 12-9.

MUTALE, W., GODFREY-FAUSSET, P., MWANAMWENGE, M. T., KASESE, N., CHINTU, N.,
BALABANOVA, D., SPICER, N. & AYLES, H. 2013. Measuring health system
strengthening: application of the balanced scorecard approach to rank the baseline
performance of three rural districts in zambia. PLoS One, 8, e58650.

MYER, L., ZULLIGER, R. & PIENAAR, D. 2012. Diversity of patient preparation activities
before initiation of antiretroviral therapy in Cape Town, South Africa. Trop Med Int
Health, 17, 972-7.

NAKAMURA, T. 2008. The integration of school nutrition program into health promotion
and prevention of lifestyle-related diseases in Japan. Asia Pac J Clin Nutr, 17 Suppl
1, 349-51.

NATIONAL BUREAU OF STATISTICS, United Arab Emirates. 2010. Original data. Available at:
http://www.uaestatistics.gov.ae .

NATIONAL HEALTH AND MEDICAL RESEARCH COUNCIL. 2013. Eat for health: Australian
Dietary Guidelines. Providing the scientific evidence for healthier Australian diets.
Australian Government.

NEIRA, M. & DE ONIS, M. 2006. The Spanish strategy for nutrition, physical activity and the
prevention of obesity. Br J Nutr, 96 Suppl 1, S8-11.

NEUENSCHWANDER, L. M., ABBOTT, A. & MOBLEY, A. R. 2012. Assessment of low-income
adults' access to technology: implications for nutrition education. J Nutr Educ
Behav, 44, 60-5.

NG, S. W., ZAGHLOUL, S., ALI, H. I., HARRISON, G. & POPKIN, B. M. 2011. The prevalence
and trends of overweight, obesity and nutrition-related non-communicable
diseases in the Arabian Gulf States. Obes Rev, 12, 1-13.

NHS, RIGHT CARE. 2012. NHS Shared Decision Making: Right Care. Available at:
http://sdm.rightcare.nhs.uk/about/shared-decision-making/ (accessed July, 2015).

NOOLTE, E., KNAI, C, & SALTMAN, R.B. 2014. Assessing chronic disease management in
European health systems: concepts and approaches. The European Observatory on
Health Systems and Policies. Available at: http://www.euro.who.int/en/about-
us/partners/observatory/publications/studies/assessing-chronic-disease-
management-in-european-health-systems-concepts-and-approaches

NORMAN, C. D.,, CHARNAW-BURGER, J., YIP, A. L., SAAD, S. & LOMBARDO, C. 2010.
Designing health innovation networks using complexity science and systems
thinking: the CONEKTR model. Journal of Evaluation in Clinical Practice, 16, 1016-23.

306


http://sdm.rightcare.nhs.uk/about/shared-decision-making/

NORTH, F., VARKEY, P., LAING, B., CHA, S. S. & TULLEDGE-SCHEITEL, S. 2011. Are e-health
web users looking for different symptom information than callers to triage centers?
Telemed J E Health, 17, 19-24.

NUFFIELD. 2007. Public health: ethical issues. London: Nuffield Council on Bioethics.
Available at
http://www.nuffieldbioethics.org/go/ourwork/publichealth/introduction
[Accessed on 17 Feb 2011].

NURSE, J. & EDMONDSON-JONES, P. 2007. A framework for the delivery of public health: an
ecological approach. J Epidemiol Community Health, 61, 555-8.

NUTRITION REVIEW. 1991. Diet, nutrition and the prevention of chronic diseases. A report
of the WHO Study Group on Diet, Nutrition and Prevention of Non-communicable
Diseases. Nutrition Review, 49, 291-301.

NYENWE, E. A., ASHBY, S., TIDEWELL, J., NOUER, S. S. & KITABCHI, A. E. 2011. Improving
diabetes care via telemedicine: lessons from the Addressing Diabetes in Tennessee
(ADT) project. Diabetes Care, 34, e34.

O'NEIL, A., TAYLOR, B., HARE, D. L., SANDERSON, K., CYRIL, S., VENUGOPAL, K., CHAN, B,,
ATHERTON, J. J., HAWKES, A., WALTERS, D. L., OLDENBURG, B. & ON BEHALF OF
THE MOODCARE INVESTIGATOR, T. 2014. Long-term efficacy of a tele-health
intervention for acute coronary syndrome patients with depression: 12-month
results of the MoodCare randomized controlled trial. Eur J Prev Cardiol.

O'REGAN, D., SHAH, S., MIRSADRAEE, S., AL-RUZZEH, S., KARTHIK, S. & JARVIS, M. 2008.
Implementation of a process-orientated multidisciplinary approach (POMA), a
system of cost-effective healthcare delivery within a cardiac surgical unit. Qual Saf
Health Care, 17, 459-63.

OHLHORST, S. D., RUSSELL, R., BIER, D., KLURFELD, D. M., LI, Z., MEIN, J. R., MILNER, J.,
ROSS, A. C., STOVER, P. & KONOPKA, E. 2013. Nutrition research to affect food and
a healthy lifespan. Adv Nutr, 4, 579-84.

OISHI, S. M. 2003. How to conduct in-person interviews for surveys, London, SAGE.

0JO, O. & BROOKE, J. 2014. Evaluation of the Role of Enteral Nutrition in Managing Patients
with Diabetes: A Systematic Review. Nutrients, 6, 5142-5152.

OMRAN, A. R. 1971. The epidemiologic transition. A theory of the epidemiology of
population change. Milbank Mem Fund Q, 49, 509-38.

ONI, G., FATUSI, A., TSUI, A.,, ENQUSELASSIE, F., OJENGBEDE, O., AGBENYEGA, T.,
OJOFEITIMI, E., TAULO, F. & QUAKY], I. 2011. Strengthening public health education
in population and reproductive health through an innovative academic partnership
in Africa: the Gates partners experience. Glob Public Health, 6, 193-209.

OPPENHEIM, A. N. & OPPENHEIM, A. N. 1992. Questionnaire design, interviewing, and
attitude measurement, London ; New York New York, Pinter Publishers ;Distributed
exclusively in the USA and Canada by St. Martin's Press.

OVRETVEIT, J., SCOTT, T., RUNDALL, T. G., SHORTELL, S. M. & BROMMELS, M. 2007.
Improving quality through effective implementation of information technology in
healthcare. Int J Qual Health Care, 19, 259-66.

PARRISH, M., CARDENAS, Y., EPPERHART, R., HERNANDEZ, J., RUIZ, S., RUSSELL, L.,
SORIANO, K. & THORNBERRY, K. 2012. Public hospital palliative social work:
addressing patient cultural diversity and psychosocial needs. J Soc Work End Life
Palliat Care, 8, 214-28.

PATEL, V. M., ASHRAFIAN, H., AHMED, K., ARORA, S., JIWAN, S., NICHOLSON, J. K., DARZI, A.
& ATHANASIOU, T. 2011. How has healthcare research performance been
assessed?: a systematic review. J R Soc Med, 104, 251-61.

PEKKA, P., PIRJO, P. & ULLA, U. 2002. Influencing public nutrition for non-communicable
disease prevention: from community intervention to national programme--
experiences from Finland. Public Health Nutr, 5, 245-51.

307


http://www.nuffieldbioethics.org/go/ourwork/publichealth/introduction

PELLETIER, D. L., FRONGILLO, E. A., GERVAIS, S., HOEY, L., MENON, P., NGO, T., STOLTZFUS,
R.J., AHMED, A. M. & AHMED, T. 2011. Nutrition agenda setting, policy formulation
and implementation: lessons from the Mainstreaming Nutrition Initiative. Health
Policy Plan.

PELLETT, P. L. 1994. Introduction to the Special Issue on the World Declaration and the Plan
of Action for Nutrition. Ecology of Food and Nutrition, 32, 1-3.

PEREGRIN, T. 2004. A place at the table: marketing dietetics professionals' expertise to
other health care providers in a clinical setting. J Am Diet Assoc, 104, 1781-3.
PEREGRIN, T. 2010. Picture this: visual cues enhance health education messages for people

with low literacy skills. J Am Diet Assoc, 110, S28-32.

PETERS, J. I. 2007. Addition of peak flow monitoring to symptom monitoring did not
improve healthcare visits, quality of life, or lung function in older adults with
moderate-to-severe asthma. Evid Based Med, 12, 49.

PIMENTEL, V. R., DE SOUSA, M. F., HAMANN, E. M. & MENDONCA, A. V. 2014. [Food and
nutrition in the Family Health Strategy in five Brazilian cities]. Cien Saude Colet, 19,
49-57.

PLANO CLARK, V. L. & CRESWELL, J. W. 2008. The mixed methods reader, Thousand Oaks,
Calif., Sage Publications.

PLAT, M. J., FRINGS-DRESEN, M. H. & SLUITER, J. K. 2012. Impact of chronic diseases on
work ability in ageing firefighters. J Occup Health, 54, 158-63.

POPKIN, B. M. 2006. Global nutrition dynamics: the world is shifting rapidly toward a diet
linked with noncommunicable diseases. Am J Clin Nutr, 84, 289-98.

POPKIN, B. M., HORTON, S., KIM, S., MAHAL, A. & SHUIGAO, J. 2001. Trends in diet,
nutritional status, and diet-related noncommunicable diseases in China and India:
the economic costs of the nutrition transition. Nutr Rev, 59, 379-90.

PORENSKY, E. K., DEW, M. A., KARP, J. F., SKIDMORE, E., ROLLMAN, B. L., SHEAR, M. K. &
LENZE, E. J. 2009. The burden of late-life generalized anxiety disorder: effects on
disability, health-related quality of life, and healthcare utilization. Am J Geriatr
Psychiatry, 17, 473-82.

PORTER, E. & COLES, L. 2011. Policy and strategy for improving health and wellbeing,
Exeter, Learning Matters.

PORTER, M. E. 2009. A strategy for health care reform--toward a value-based system. N
Engl J Med, 361, 109-12.

PUSKA, P. 2002. WHQ's strategy on nutrition and noncommunicable diseases prevention.
IARC Sci Publ, 156, 519-21.

QUELCH, J. A. 1979. The resource allocation process in nutrition policy planning. Am J Clin
Nutr, 32, 1058-65.

QURESHI, A., SHIH, E., FAN, I|., CARLISLE, J., BREZINSKI, D., KLEINMAN, M. & GUTTAG, J.
2010. Improving patient care by unshackling telemedicine: adaptively aggregating
wireless networks to facilitate continuous collaboration. AMIA Annu Symp Proc,
2010, 662-6.

RAHIM, H. F., SIBAI, A., KHADER, Y., HWALLA, N., FADHIL, I., ALSIYABI, H., MATARIA, A,
MENDIS, S., MOKDAD, A. H. & HUSSEINI, A. 2014. Non-communicable diseases in
the Arab world. Lancet, 383, 356-67.

RAMOS, P., PASARIN, M. |., ARTAZCOZ, L., DIEZ, E., JUAREZ, O. & GONZALEZ, I. 2013.
[Healthy and participative schools: evaluation of a public health strategy]. Gac
Sanit, 27, 104-10.

REEDER, B. A,, LIU, L. & HORLICK, L. 1996. Sociodemographic variation in the prevalence of
cardiovascular disease. Can J Cardiol, 12, 271-7.

REINER, B. I. 2011. Transforming health care service delivery and provider selection. J Digit
Imaging, 24, 373-7.

308



REYNALES-SHIGEMATSU, L. M. 2012. Tobacco control, a strategy to reduce non-
communicable diseases. Salud Publica de Mexico, 54, 323-31.

RIAZI, H., JAFARPOUR, M. & BITARAF, E. 2014. Towards National eHealth Implementation -
A Comparative Study on WHO/ITU National eHealth Strategy Toolkit In Iran. Stud
Health Technol Inform, 205, 246-50.

RIEGELMAN, R. 2010. On academics education for health: an educational underpinning for
healthy people 2020. Public Health Reports, 125, 148-152.

RIEGELMAN, R. K. & GARR, D. R. 2011. Healthy People 2020 and Education for Health What
Are the Objectives? American Journal of Preventive Medicine, 40, 203-206.

RIPHAGEN-DALHUISEN, J., FRIUSTEIN, G., VAN DER GEEST-BLANKERT, N., DANHOF-PONT,
M., DE JAGER, H., BOS, N., SMEETS, E., DE VRIES, M., GALLEE, P. & HAK, E. 2013.
Planning and process evaluation of a multi-faceted influenza vaccination
implementation strategy for health care workers in acute health care settings. BMC
Infect Dis, 13, 235.

RUBENSTEIN, L. V., STOCKDALE, S. E., SAPIR, N., ALTMAN, L., DRESSELHAUS, T., SALEM-
SCHATZ, S., VIVELL, S., OVRETVEIT, J., HAMILTON, A. B. & YANO, E. M. 2014. A
patient-centered primary care practice approach using evidence-based quality
improvement: rationale, methods, and early assessment of implementation. J Gen
Intern Med, 29 Suppl 2, S589-97.

SAADI, H. F.,, KAZZAM, E., GHURBANA, B. A. & NICHOLLS, M. G. 2006. Hypothesis:
Correction of low vitamin D status among Arab women will prevent heart failure
and improve cardiac function in established heart failure. Eur J Heart Fail, 8, 694-6.

SACKETT, D. L. & ROSENBERG, W. M. 1995. The need for evidence-based medicine. J R Soc
Med, 88, 620-4.

SACKETT, D. L., ROSENBERG, W. M., GRAY, J. A., HAYNES, R. B. & RICHARDSON, W. S. 1996.
Evidence based medicine: what it is and what it isn't. BMJ, 312, 71-2.

SAl, F. T. 1981. The nutrition component of national policy and planning some issues and
lessons. Prog Clin Biol Res, 77, 955-64.

SALUD PUBLICA DE MEXICO. 1998. Regional plan of action of food and nutrition,
PAHO/WHO. Salud Publica Mexico, 40, 216.

SAUNDERS, M., LEWIS, P. & THORNHILL, A. 2007. Research methods for business students,
New York, Prentice Hall.

SAUNDERS, M., LEWIS, P. & THORNHILL, A. 2009. Research methods for business students,
New York, Prentice Hall.

SAUTKINA, E., GOODWIN, D., JONES, A. OGILVIE, D., PETTICREW, M., WHITE, M. &
CUMMINS, S. 2014. Lost in translation? Theory, policy and practice in systems-
based environmental approaches to obesity prevention in the Healthy Towns
programme in England. Health Place, 29, 60-6.

SCHAFER, J. L. 1999. Multiple imputation: a primer. Statistical Methods in Medical Research,
8, 3-15.

SCHUMACHER, |. & ZECHMEISTER, I. 2013. Assessing the impact of health technology
assessment on the Austrian healthcare system. Int J Technol Assess Health Care, 29,

84-91.
SCHWARTZ, D.B. & GUDZIN, D. 2003. Preadmission Nutrition Screening. Journal of the
American  Dietetic ~ Association, 100, 1, 81-87. Available  at:

http://www.sciencedirect.com/science/article/pii/S0002822300000250.
SCOTTISH GOVERNMENT. 2010. The Healthcare Quality Strategy for NHS Scotland. APS

Group Scotland. Available at:
http://www.scotland.gov.uk/Resource/Doc/311667/0098354.pdf (accessed June
2012).

SEHA. 2012. SEHA - Abu Dhabi Health Services. UAE. Available at:

http://www.seha.ae/seha/en/Pages/Home.aspx (accessed August 2012).

309


http://www.sciencedirect.com/science/article/pii/S0002822300000250
http://www.scotland.gov.uk/Resource/Doc/311667/0098354.pdf

SHABO SHVO, A. 2007. How can the emerging patient-centric health records lower costs in
pharmacogenomics? Pharmacogenomics, 8, 507-11.
SHABO SHVO, A. 2013. The patient-centric translational health record. Pharmacogenomics,

14, 349-52.
SHAW S., ROSEN R. AND RUMBOLD B. 2011. What is integrated care? Nuffield Trust. UK.
Available at:

http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/what is
integrated care research report junell 0.pdf (accessed August 2014).

SHEKAR, M. 2009. A Global Action Plan for Scaling-up Nutrition. Annals of Nutrition and
Metabolism, 55, 5-5.

SHORROSH, P. 2011. The hidden KPI registration accuracy. Healthc Financ Manage, 65, 126-
8, 130.

SHORT, C. E., VANDELANOTTE, C., DIXON, M. W., ROSENKRANZ, R., CAPERCHIONE, C.,
HOOKER, C., KARUNANITHI, M., KOLT, G. S., MAEDER, A., DING, H., TAYLOR, P. &
DUNCAN, M. J. 2014. Examining participant engagement in an information
technology-based physical activity and nutrition intervention for men: the manup
randomized controlled trial. JMIR Res Protoc, 3, e2.

SIGERIST, H. E. 1989. The history of dietetics. 1941. Gesnerus, 46 Pt 3-4, 249-56.

SINGH, P., PANDEY, A. & AGGARWAL, A. 2007. House-to-house survey vs. snowball
technique for capturing maternal deaths in India: a search for a cost-effective
method. Indian J Med Res, 125, 550-6.

SINHA, G. 2007. Governments move to improve quality and cut costs. J Nat/ Cancer Inst, 99,
346-7.

SLAWSON, D. L., FITZGERALD, N. & MORGAN, K. T. 2013. Position of the Academy of
Nutrition and Dietetics: The Role of Nutrition in Health Promotion and Chronic
Disease Prevention. Journal of the Academy of Nutrition and Dietetics, 113, 972-
979.

SMITH, E. 2012. Corporate image and public health: an analysis of the Philip Morris, Kraft,
and Nestle websites. J Health Commun, 17, 582-600.

SRIHARI, V. H., BREITBORDE, N. J., POLLARD, J., TEK, C., HYMAN, L., FRISMAN, L. K.,
MCGLASHAN, T. H., JACOBS, S. & WOODS, S. W. 2009. Public-academic
partnerships: early intervention for psychotic disorders in a community mental
health center. Psychiatr Serv, 60, 1426-8.

STACHENKO, S. 2008. The role of surveillance and data use in the development of public
health policies. Promot Educ, 15, 27-9.

STEER, D. & STEINBERG, S. 2011. Can an integrated care model improve patient care?
Nephrol News Issues, 25, 36.

STEIN, K. V. & RIEDER, A. 2009. Integrated Care at the Crossroads — Defining the Way
Forward. Int J Integr Care, 9, 10, Apr-Jun 2009. Available at:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2691940/ (accessed July 2015).

STEWART-KNOX, B., RANKIN, A., KUZNESOF, S., POINHOS, R., VAZ DE ALMEIDA, M. D.,
FISCHER, A. & FREWER, L. J. 2014. Promoting healthy dietary behaviour through
personalised nutrition: technology push or technology pull? Proc Nutr Soc, 1-6.

SUAREZ-HERRERA, J. C., O'SHANAHAN, J. J. & SERRA-MAIJEM, L. 2009. [Social participation
as a central strategy of community nutrition to face the challenges associated with
the nutritional transition]. Rev Esp Salud Publica, 83, 791-803.

SUE, V. M. & RITTER, L. A. 2007. Conducting online surveys, London, SAGE.

SUNG, M. K. 2012. Clinical nutrition research: toward the prevention and control of
noncommunicable diseases. Clin Nutr Res, 1, 2.

SWARTZ, R., SANDERS, D. & McLACHLAN, M. (2008). Nutrition: A Primary Health Care
Perspective. Health  Systems  Trust.  South  Africa. Available at
http://www.hst.org.za/uploads/files/chap9 08.pdf.

310


http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/what_is_%20integrated_care_research_report_june11_0.pdf
http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/what_is_%20integrated_care_research_report_june11_0.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2691940/

TABACHNICK, B. G. & FIDELL, L. S. 2007. Using multivariate statistics, Boston, Pearson/Allyn
& Bacon.

TAN, C. C. 2002. National disease management plans for key chronic non-communicable
diseases in Singapore. Ann Acad Med Singapore, 31, 415-8.

TAN, J. K. H., PAYTON, F. C. & TAN, J. K. H. 2010. Adaptive health management information
systems : concepts, cases, and practical applications, Sudbury, Mass., Jones and
Bartlett Publishers.

TARGETT, G., ALONSO, P., BINKA, F., COLLINS, F., GREENWOOD, B., HEMINGWAY, J., TER
KUILE, F., SANKOH, O. & SCHELLENBERG, D. 2009. Global health and the Bill &
Melinda Gates Foundation. Lancet, 373, 2195.

TERRY, M. 2009. Twittering healthcare: social media and medicine. Telemed J E Health, 15,
507-10.

TETTEH, H. A. 2012. Kaizen: a process improvement model for the business of health care
and perioperative nursing professionals. AORN J, 95, 104-8.

THE WORLD BANK. 2014. Health expenditure, public (% of total health expenditure). The
World Bank Group. Available at: http://data.worldbank.org/indicator/SH.XPD.PUBL
/ (accessed August 2014).

THOMAS, A. 2004a. Research skills for management studies. London. New York. Routledge.

THOMAS, S. J. 2004b. Using web and paper questionnaires for data-based decision making :
from design to interpretation of the results. Thousand Oaks, Calif., Corwin Press.

THOMAS, D. R. 2014. Role of Nutrition in the Treatment and Prevention of Pressure Ulcers.
Nutr Clin Pract, 29, 466-472.

TIMOFEEVA, N. M., EGOROVA, V. V. & NIKITINA, A. A. 2008. [Quality of nutrition during
pregnancy or lactation programs functioning of enzyme systems of digestive and
non-digestive organs in "grandchildren" during their adult life]. Zh Evol Biokhim
Fiziol, 44, 214-6.

TINGHOG, G., CARLSSON, P. & LYTTKENS, C. H. 2010. Individual responsibility for what? - a
conceptual framework for exploring the suitability of private financing in a publicly
funded health-care system. Health Econ Policy Law, 5, 201-23.

TOH, C. M., CHEW, S. K. & TAN, C. C. 2002. Prevention and control of non-communicable
diseases in Singapore: a review of national health promotion programmes.
Singapore Med J, 43, 333-9.

TORGOVICKY, R., GOLDBERG, A., SHVARTS, S., BAR DAYAN, Y., ONN, E., LEVI, Y. &
BARDAYAN, Y. 2005. Application of Porter's generic strategies in ambulatory health
care: a comparison of managerial perceptions in two Israeli sick funds. Health Care
Manage Rev, 30, 17-23.

TROCHIM, W. M. K. 2005. Research methods : the concise knowledge base, Cincinnati, Ohio,
Atomic Dog Pub.

UAE (UNITED ARAB EMIRATES) 2011. Vision 2021: United in Ambition and Determination.
Available at: http://www.vision2021.ae/sites/default/files/uae-vision2021-
brochure-english.pdf (accessed July 2015).

UN (UNITED NATIONS) 2011. Non-Communicable Diseases Deemed Development Challenge
of ‘Epidemic Proportions’ in Political Declaration Adopted During Landmark General
Assembly Summit. Available at:
http://www.un.org/News/Press/docs/2011/gal11138.doc.htm.

UN (UNITED NATIONS) 2011. High-level Meeting on Non-communicable Diseases, General
Assembly of the United Nations, President of the 65" Session. Available at:
http://www.un.org/en/ga/president/65/issues/ncdiseases.shtml.

UN (UNITED NATIONS). 2014. General Assembly High-Level Meeting on Non-Communicable
Diseases Urges National Targets, Global Commitments to Prevent Needless Loss of
Life. Press Release dated 10 July 2014. Available at
http://www.un.org/press/en/2014/ga11530.doc.htm.

311


http://data.worldbank.org/indicator/SH.XPD.PUBL%20/
http://data.worldbank.org/indicator/SH.XPD.PUBL%20/
http://www.vision2021.ae/sites/default/files/uae-vision2021-brochure-english.pdf
http://www.vision2021.ae/sites/default/files/uae-vision2021-brochure-english.pdf
http://www.un.org/News/Press/docs/2011/ga11138.doc.htm
http://www.un.org/en/ga/president/65/issues/ncdiseases.shtml

UNICEF  2014. Information by country and programme. Available at:
http://www.unicef.org/infobycountry/.

USDA (UNITED STATES DEPARTMENT OF AGRICULTURE). 2014. Strategic Plan FY 2014-2018.
Available at: http://www.usda.gov/documents/usda-strategic-plan-fy-2014-
2018.pdf (accessed July 2015).

VAKANI, F., FATMI, Z. & NAQVI, K. 2011. Three-level quality assessment of a dental hospital
using EFQM. Int J Health Care Qual Assur, 24, 582-91.

VALLEJO, P., RUIZ-SANCHO, A., DOMINGUEZ, M., AYUSO, M. J., MENDEZ, L., ROMO, J.,
ONTORIA, L., RODRIQUEZ, P., SERINA, C. & ARANGO, C. 2007. Improving quality at
the hospital psychiatric ward level through the use of the EFQM model. Int J Qual
Health Care, 19, 74-9.

VAMVAKAS, E. C. 2013. Reasons for moving toward a patient-centric paradigm of clinical
transfusion medicine practice. Transfusion, 53, 888-901.

VAN TEIJLINGEN, E. & HUNDLEY, V. 2002. The importance of pilot studies. Nurs Stand, 16,
33-6.

VANDERBOOM, C. E., HOLLAND, D. E., LOHSE, C. M., TARGONSKI, P. V. & MADIGAN, E. A.
2014. Enhancing patient-centered care: pilot study results of a community care
team intervention. West J Nurs Res, 36, 47-65.

VERNERO, S., NABITZ, U., BRAGONZI, G., REBELLI, A. & MOLINARI, R. 2007. A two-level
EFQM self-assessment in an Italian hospital. Int J Health Care Qual Assur, 20, 215-
31.

VEROTTI, C. C., TORRINHAS, R. S., CECCONELLO, I. & WAITZBERG, D. L. 2012. Selection of
top 10 quality indicators for nutrition therapy. Nutr Clin Pract, 27, 261-7.

VINEIS, P., STRINGHINI, S. & PORTA, M. 2014. The environmental roots of non-
communicable diseases (NCDs) and the epigenetic impacts of globalization. Environ
Res, 133, 424-30.

WAGNER, K. H. & BRATH, H. 2012. A global view on the development of non-communicable
diseases. Preventive Medicine, 54 Supplement, S38-41.

WALSHE, K. AND SMITH, L. 2011. The NHS management workforce. Commission on
Leadership and Management in the NHS. The Kings Funds.

WENG, R. H., CHEN, J. C., PONG, L. J., CHEN, L. M. & LIN, T. C. 2014. The Impact of Market
Orientation on Patient Safety Climate Among Hospital Nurses. Eval Health Prof.

WERBLOW, A., FELDER, S. & ZWEIFEL, P. 2007. Population ageing and health care
expenditure: a school of 'red herrings'? Health Econ, 16, 1109-26.

WHO: WORLD HEALTH ORGANIZATION. (1978, September). Declaration of Alma-Ata.
International Conference on Primary Health Care, Alma-Ata, U.S.S.R. Available at:
www.who.int/hpr/NPH/docs/declaration almaata.pdf [accessed October 2010].

WHO: WORLD HEALTH ORGANIZATION. 2000. The First Action Plan for Food and Nutrition
Policy WHO European Region 2000-2005. Available at:
http://www.euro.who.int/ data/assets/pdf file/0013/120244/E72199.pdf
[Accessed 14 June 2012].

WHO: WORLD HEALTH ORGANIZATION. 2002. The World Health Report 2002: reducing
risks, promoting healthy life. Available at: http://www.who.int/whr/2002/en/
whr02 en.pdf (accessed 16 February 2011).

WHO: WORLD HEALTH ORGANIZATION. 2003. Diet, nutrition and the prevention of chronic
diseases. World Health Organization Tech Rep Ser, 916, i-viii, 1-149, backcover.

WHO: WORLD HEALTH ORGANIZATION. 2008a. Action Plan for the Global Strategy for the
Prevention and Control of NCD. Available at:
http://whqlibdoc.who.int/publications/2009/ 9789241597418 eng.pdf (accessed
14 June 2012).

312


http://www.usda.gov/documents/usda-strategic-plan-fy-2014-2018.pdf
http://www.usda.gov/documents/usda-strategic-plan-fy-2014-2018.pdf
http://www.euro.who.int/__data/assets/pdf_file/0013/120244/E72199.pdf

WHO:

WHO

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WHO:

WORLD HEALTH ORGANIZATION. 2008b. WHO research for international tobacco
control: WHO report on the global tobacco epidemic 2008: the MPOWER package,
Geneva, World Health Organization.

: WORLD HEALTH ORGANIZATION. 2008c. Primary Health Care: Now More Than Ever.

Available at: http://www.who.int/whr/2008/whr08 en.pdf (accessed February
2016).

WORLD HEALTH ORGANIZATION. 2010. Global status report on noncommunicable
diseases 2010. Available at:
http://www.who.int/nmh/publications/ncd report full en.pdf (accessed February
2011).

WORLD HEALTH ORGANIZATION. 2011. WHO maps non-communicable disease
trends in all countries. Available at:
http://www.who.int/mediacentre/news/releases/
2011/NCDs_profiles 20110914/en/index.html (accessed 22 June 2012).

WORLD HEALTH ORGANIZATION. 2011a. Nutrition Landscape Information System.
Available at:
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130021&tem
plate=nutrition.

WORLD HEALTH ORGANIZATION. 2011b. Nutrition Landscape Information System.
Available at:
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130012&tem
plate=nutrition.

WORLD HEALTH ORGANIZATION. 2011c. Nutrition Landscape Information System.
Available at:
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130044&tem
plate=nutrition.

WORLD HEALTH ORGANIZATION. 2011d. Global Health Observatory Data. Non-
comminicable diseases in UAE. Available at: http://apps.who.int/ghodata/.

WORLD HEALTH ORGANIZATION. 2012. Country Cooperation Strategy for WHO and
the United Arab Emirates 2012-2017. WHO Publications. Available at:
http://www.who.int/countryfocus/cooperation strategy/ccs are en.pdf (accessed
August 2012).

WORLD HEALTH ORGANIZATION. 2013. Non-communicable Diseases fact sheet.
Available at: http://www.who.int/mediacentre/factsheets/fs355/en/ (accessed
August 2014).

WORLD HEALTH ORGANIZATION. 2014a. World Health Organization. Available at:
http://www.who.int/en/ (accessed August 2014).

WORLD HEALTH ORGANIZATION. 2014b. Health Promotion. Available at:
http://www.who.int/topics/health promotion/en/ (accessed August 2014).

WORLD HEALTH ORGANIZATION. 2014c. Global Health Observatory. Risk Factors.
Available at: http://www.who.int/gho/ncd/risk factors/en/ (accessed August
2014).

WORLD HEALTH ORGANIZATION. 2014d. United Arab Emirates: health Profile.
Available at: http://www.who.int/gho/countries/are.pdf (accessed November
2014).

WORLD HEALTH ORGANIZATION. 2014e. About 9 voluntary global targets - Global
Monitoring Framework for NCD. Available at: http://www.who.int/nmh/ncd-
tools/definition-targets/en/ (accessed August 2014).

WORLD HEALTH ORGANIZATION website (Media Centre): (updated May 2014) The
top 10 causes of death. Factsheet 310. Available at:
http://www.who.int/mediacentre/factsheets/fs310/en/index2.html (accesssed
February 2013).

313


http://www.who.int/mediacentre/news/releases/2011/NCDs_profiles_20110914/en/index.html
http://www.who.int/mediacentre/news/releases/2011/NCDs_profiles_20110914/en/index.html
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130021&template=nutrition
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130021&template=nutrition
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130012&template=nutrition
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130012&template=nutrition
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130044&template=nutrition
http://apps.who.int/nutrition/landscape/mddetails.aspx?sourcecode=130044&template=nutrition
http://apps.who.int/ghodata/
http://www.who.int/mediacentre/factsheets/fs355/en/
http://www.who.int/mediacentre/factsheets/fs310/en/index2.html

WHO MALARIA POLICY ADVISORY COMMITTEE AND SECRETARIAT. 2014. Malaria policy
advisory committee to the WHO: conclusions and recommendations of fifth
biannual meeting (March 2014). Malar J, 13, 253.

WIT, B. D. & MEYER, R. 2004. Strategy--process, content, context : an international
perspective, London, Thomson.

WOLFSKILL, S. J. 2007. Finding time for KPI initiatives. Healthc Financ Manage, 61, 38-40.

WRIGHT, J., PARRY, J. & SCULLY, E. 2005. Institutionalizing policy-level health impact
assessment in Europe: is coupling health impact assessment with strategic
environmental assessment the next step forward? Bull World Health Organ, 83,
472-7.

YAMADA, T. 2009. Global health and the Bill & Melinda Gates Foundation. Lancet, 373,
2195.

YASIN, M. M. & GREEN, R. F. 1995. A strategic approach to service quality: a field study in a
rural health care setting. Health Mark Q, 13, 75-85.

YIN, R. K. 2003. Case study research : design and methods, Thousand Oaks, Calif., Sage
Publications.

YOU, X. & KOBAYASHI, Y. 2009. The new cooperative medical scheme in China. Health
Policy, 91, 1-9.

ZHAI, F., WANG, H., DU, S., HE, Y., WANG, Z., GE, K. & POPKIN, B. M. 2007. Lifespan
nutrition and changing socio-economic conditions in China. Asia Pac J Clin Nutr, 16
Suppl 1, 374-82.

ZHANG, P., ZHANG, X., BROWN,J., VISTISEN, D., SICREE, R., SHAW, J. & NICHOLS, G. 2010.
Global healthcare expenditure on diabetes for 2010 and 2030. Diabetes Res Clin
Pract. 87, 293-301.

314



Appendices

Appendix A: Interview pro forma — policy maker interviews .........ccocceeeeievieiniienienneeenieeeen 316
Appendix B: Interview pro forma — case study qUEeSTIONS .........ceeceiriieiiiiiiieeiir e 317
Appendix C: Organisation chart of the Ministry of Health ...........ccccoveieiiiiici e, 329
Appendix D1: Participant letter (ENglish) .......cooeoiiiiiiiiiieice e 330
Appendix D2: Participant letter (Arabic) ...cccccvieeeeicirececs e e 331
ApPENdixX E: QUESTIONNAINE ..icuveeiiiiiiieeiie ettt ettt et e st s sate et e e sate s bt e e saaesnbeessaseenseees 332
Appendix F: Vision 2021 UAE ......ccciii ettt e ste e e stre e e e ta e s s aaea e e sntaeeeenneeeennnes 337
Appendix G: Taxonomy of the lIterature ........c.eooieriiiiiie e 339
Appendix H: Ethics approval confirmation ..........cccceecciei e 340

315



Appendix A: Interview pro forma — policy maker interviews

Organisation

Position

What are the strategies in place for preventative health?

What is the focus on nutrition?

How do nutrition programmes fit into the strategy?

(O Panel (O External Documents

316



Appendix B: Interview pro forma — case study questions

Date

Duration

Assessment number
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Case study questions

Factors influencing nutrition interventions
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1.1 Strategy development

Leadership — development — implementation

a) To what extent is leadership involved in the development of nutrition
strategies?

b) What strategies are in place to ensure lower incidence of non-
communicable diseases?

c) What are the nutrition strategies, policies, KPls of your organisation?

Prompt questions:

Covered by external documents Yes O No O
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1.2 Resources and enablement

Lifespan approach — cross government departments — financial resources
a) To what extent is the lifespan approach involved in nutrition intervention?

b) What cross-government or cross-sector departments are involved in
nutrition interventions?

c¢) How are financial resources being used?

What process ensures that the life course of non-communicable disease is covered? To what extent is the lifespan
approach involved in nutrition intervention?

What cross-government or cross-sector departments are involved in nutrition interventions?

Has funding been specifically allocated for nutrition programmes and interventions? To what extent does cost affect
implementation of nutrition interventions?

Is there any local source of funding for services related to nutrition programmes? To what extent are there measures to
ensure cost effective interventions are in place?

Covered by external documents Yes O No O
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13 Process and activity

Education and demographic profile
a) What are the processes in nutrition patient education?

b) How is the demographic profile of the UAE used as part of setting up
nutrition programmes?

c) What are the age-related nutrition programmes available?

Prompt questions:
1 Are the public well informed regarding health matters?
To what extent is there a clear understanding about the demographics present in the UAE?

To what extent are demographics taken into consideration in the present strategies of nutrition interventions?

Yes O No O

[l

Covered by external documents
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1.4 Patient orientation

Patient empowerment - user expectation
a) What are the processes in patient orientation/empowerment?

b) What measures are in place to measure user expectation of nutrition
interventions?

c) How is user expectation used in nutrition interventions?

Prompt questions:

Covered by external documents Yes O No (O
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1.5 Quality

Quality through evidence-based medicine

a) What quality measures are in place to ensure nutritional care is delivered
consistently across all areas?

b) What are the measures taken to ensure EVB nutrition interventions are used
in your hospital to empower and educate patients?

c) What quality measures are used to ensure patient-centric nutrition care?

Prompt questions:

Covered by external documents Yes O No O
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1.6 People and competencies

Autonomy and responsibility

a) What training programmes do staff undergo to ensure up-to-date nutrition
care is provided?

b) What are the core competencies to ensure patient nutrition education?

Prompt questions:

Covered by external documents Yes O No O
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1.7 Value and care design (services)

Shared decision making — integrated care
a) How is shared decision-making used in nutrition programmes and
interventions?

b) What are the services provided for nutrition care and what are the lines of

communication to ensure patients know the different nutrition services
peaidad)

c) To what extent are the activities in nutrition intervention considered as part
of an integrated healthcare system?

Prompt questions:

Covered by external documents Yes O No O
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1.8 Measurement and impact

a) How do nutrition programmes impact on the population measured?

b) What are the measurement tools used to measure population impact?

Prompt questions:
1.  What are the measurement mechanisms to ensure nutrition programmes are effective?

2. What is the measure to ensure nutrition programmes have an impact on the population?
3. What measures are taken to ensure implementation of programmes are met?

Covered by external documents Yes O No (O
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1.9 Innovation and best practices

Technology

a) Does your hospital use different e-health services such as social media, tele-
health, TVCs and internet in nutrition interventions?

b) To what extent is technology used in nutrition interventions?

Prompt questions:

To what extent is the government investing in technology to support nutrition related diseases?
To what extent are there local investments in technology to support this service?

To what extent is there any local research into aspects of technology and nutrition intervention?
What is the local policy in relation to introducing new technology to enhance services?

Is our current technology fit for purpose?

To what extent is staff able to use the available technology?

ok wNE

Covered by external documents Yes O No O
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1.10 Culture and teamwork

Multidisciplinary teams

a) What multidisciplinary teams are involved in nutrition delivery care?

b) What are the different teams that provide nutrition assessment, screening
and care?

Covered by external documents Yes O No O
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Appendix C: Organisation chart of the Ministry of Health

Organisation chart of the MOH obtained from the official website.

‘ Quality and accreditation | = | :
Financial resources ‘ Continuing medical education 7 | ] Specialized health care
i Govemment communication | Regstration and drug confrol Preventive medicine

|
|

[ g Ppromotion ‘
| Skmienk plannig erd | Health advertisements | Health insurance
' Management excellence Health legisiation

LED afisks |
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Appendix D1: Participant letter (English)

Dear Participant

The role of nutrition has been given a bigger role in healthcare strategies,
worldwide, as the burden of non-communicable diseases is on the rise. This is also
in line with Vision 2021 that states “The UAE will intensify its fight against lifestyle
diseases, where early intervention to change habits can dramatically improve
citizens’ prospects for quality of life.” Understanding drivers, factors and their
importance are baseline materials in order to provide a blueprint of what needs to
be done in the United Arab Emirates.

As my research is on the United Arab Emirates healthcare nutrition strategy
implementation titled: “The Management of Healthcare Systems in the 21st
Century: The Role of Nutrition and its Impact on Improvement of Health: A UAE
Context”, part of my research includes a questionnaire. The questionnaire includes
ten themes deduced from the literature as well as from the case studies that have
been performed on various hospitals within the UAE.

The study aim is to understand the role of nutrition in the healthcare delivery
system. A major part of the study aims to assess the factors needed in order to
implement nutrition based strategies and interventions. For this purpose, we invite
a number of hospitals to take part in this research. This will involve professionals
expressing their understanding of experiences in implementing nutrition
interventions. This will therefore result in a model which can assist hospitals in
developing nutrition strategy.

The completion of the following questionnaire and the participation of different
healthcare professionals is highly appreciated, as the success of this research
depends on the receiving the maximum number of responses.

The information obtained will only be used for the purpose of the study, and
confidentiality and anonymity is promised. The questionnaire is designed simply to
ensure completion is speedy.

We look forward to receiving the completed questionnaire and the supervisory
team and | would like to thank you for your kind cooperation, time and effort.

Prof M.Zairi Dr Craig Johnson Reem AlGurg

Emeritus Professor Sr. Lecturer &Director of PhD Researcher
University of Bradford Studies University of Bradford
School of Management University of Bradford School of Management

School of Management
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Appendix D2: Participant letter (Arabic)
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Appendix E: Questionnaire

Questionnaire

Oyl

A number of foctors are important in the success of combating non-communicable
diseases through nutrition interventions

S5ail S pe Lsmall iyl ¥ dnilSa Ui 6 pdlosT dagall Jal gull o 236 oSlLia

o=l

Section A

LS}IYL '=...&.|||

£ gl 5 e o D a5 5 g A im0 Gl gl gl s N A AT g

i3n 6 e i Y 505 adan 4 sl e N Gise e 3 g0 e D S0 g e ]

Bl gl g T

The following gquestions aim to assess the factors needed in order to implement a nutrition strategy
Please Rank the following according to Level of Agreement

1 - Strongly disagree; 2 — Disagree; 3 — Somewhat disagree; 4 — Neither agree nor Disagree; & —
Somewhat agree; 6 — Agree; 7 — Strongly agree

Strategy Development P T

1.1 | Hospital senior management is B8 i il Ll 5 0 LSS | 1]
effectively involved in the il Cladl fel
development of nutrition strategies

1.2 | Management Strategies require the _ 1.2
imvolvernent of senior management of luladl G i) A5 a1 Soian] fnd ol
the hospital to ensure lower incidence damall ol S e iR il
of non-communicable diseases

1.3 | Before implementing nutrition S At 1 S gt Rl 22 [
programs the hospital leadership A5 a2 LT el JE Al
establishes the relevant key
performance indicators

1.4 | Strategy development is important to LED o las Ml sl gl dboil)l gkl plas | 1.4
the success of implementing nutrition il pal
programs

Respurces and enablement: dug iy J gl galt

2.1 | The hospital uses the lifespan gy g el ekl Jale :_i.:.i-u.“ arasa | R
approach in nutrition intervention® T e el e

2.2 | Cross-government or cross sector ot ot gl il gl g SASUEEN | el S [ 22
departments are imvolved in nutrition bl Jadill pal
imerventions

1 For mampie disbetes eduostion i5 taught aoross different age growp {schoot-age, preconception mothers, pregnancy, &s well as eidery]

= B preventatie meanre

[
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2.3 | it is important for this hospital to Al el o oG | S5 cal] ] apall e | 2.3
finance programs for nutrition 2|3
interventions

2.4 | Resources are important to the Al doihS gl i T A L St 3 ) gall e | 34
success of implementing effective 213
nutrition programs

Process and activity [ ELa g el @

3.1 | Mutrition is sufficiently addressed as el ot LS L a2 el il s [ 31
part of patient education in my 2|3 Al | i Ll | pal) il
hospital

3.2 | The demographic profile of the UAE el e gl Jad i LR Cilplacalfl asdi S [ 32
is effectively used as part of setting 2|3 Baadall da i il el A g (o8 dudill
up nutrition programs

3.3 | Age-related programs are important il el R s pandly Aol pall sl ll a3 | 3,3
in nutrition interventions 213 il

3.4 | Demographics are important to the el i il 5 Lt Sl | el *-l-_l-_iﬁ 34
success of implementing effective 2|3 allad 4053
nutrition programs

Patient Orientation el dm

4.1 | The hospital has clear processes for i pall i i o ] g il | el gl | 4.1
patient orientation 213

4.2 | The hospital has clear processes in el g gelial daudl g Slet ppienall ol 42
place to assess user expectation of 2|3 i) pal pall il
nutrition programs

4.3 | User expectation feedback are Ablaall Jad Jody piidendl il Chad gl paicud | 4,3
effectively used in nutrition 2(3 AT sl
programs

4.4 | Patient empowerment is important ol 20 kA L Sle i pall (D e | 44
to the success of implementing 2|3 il azdazll
effective nutrition programs

Quality B

5.1 | The hospital has guality measures in A el B ga B g pandie i TRl o0l | B
place to ensure nutritional care is 2|3 (siiaall I;L.jl Al & sl dde
delivered across all areas consistently

5.2 | The hospital has effective processes to plidtd ] allad il |l | pldienall g [ 5.2
ensure evidence-based nutrition 2|3 Lade AL e L) 05N cE)
interventions

5.3 | Quality assurance measures are used et ol il G gadl e LT3 | 53
to ensure patient-centric nutrition 2|3 Al g gl
Care

5.4 | Quality assurance measures are a i A s Shalis Ba g lad e a3 |54
success to implementing effective 2|3 llail) aSnll gl g
nutrition programs
People and Competencies Qilplislhy atasi

6.1 | Training programmes that staff el L 2 o doss 0 el all s |61
undergo includes up-to-date nutrition 2|3 Al Rl e N pal e [l gl
care
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6.2 | The staff's core competencies bl il et gl ol a3l S LiS ST | 6,2
includes skills to ensure patient 2|3 ol G il
nutrition education

6.3 | Up-to-date training in nutrition care is ATl S 8 At o 8l ATl Fu [ g3
provided in my hospital 213

6.4 | Training programs are important to o] A o L St Hu_;-l-h'h Bl el | 6.4
the success of implementing effective 2|3 il 4gaazll
nutrition programs
Value and Care Design A pasecl g daidll

7.1 | Shared decision making processes are bl A 8 gkl Al aat gl pddced [ T]
used in nutrition programmes 2|3 i)

7.2 | The methods of communicating the Al clasi o pall i a3l 5 Amall 0| T2
different nutrition services provided 2|3 Aaudl g ailiiall
to patients are clear

7.3 | The activities in nutrition intervention A S Ja e bl J‘-‘ﬂ-"“'h""_‘" = 13|
are considered part of an integrated 2|3 il 1 o3 ALl dszuaall
healthcare system in this hospital

7.4 | Communication method is important [l 8 AL 3 Las Sl d-ﬂ"ﬁ-" i el T4 |
to the success of implementing al3 il ezl
effective nutrition programs
Measurement and Impact | I ]

8.1 | In my hospital impact of nutrition ol il e S pda gl ) sl ‘f'=' al 81
programmes are measured effectively 2(3 amdicll

8.2 | The hospital uses sufficient tools for e o A By pliiil ) il Ap | 8,2
measuring impacts of nutrition 2|3 il A5 Sl g WG cda
programs on population

8.3 | In my hospital, dear processes are ) Al il dal g Sl | gl 2 [ 83
available to assess the effectiveness 213 Al
of nutrition health initiatives

8.4 | Measurement of impact is important Lags Sl 4 gaiz gall @ll-_-gdllgﬁi e ek pdea | B4
to the success of implementing 2|3 allail) fulndl) pral pa dai 5
effective nutrition programs
Inmovation and Best practices e ol Jul| g 1t

9.1 | The hospital uses various e-health adiy AN dpall Clasdli | hileall paiin (9,1
services such as social media, tele- 213 et u""-‘-“wvl.hbﬂ' d-‘-.!r.ﬁ-'m'
health, television commercials and bRl Jall 5 ol Ay Al g LS
imternet in nutrition interventions

9.2 | Technology is used in nutrition ) i o il L g il | il s | 9.2
imterventions in this hospital 2|3 ol Sl

9.3 | Information to patients is ot el 5 ._ﬁ-qll, D] Subag pRTd G5 | 93
communicated through advanced 2|3 Al da gleal] Yol
technological means

9.4 | Innowvation is important to the success P el g AT 2 g Dol alg_,L'E._l‘l'l:_-ei-i 0.4
of implementing effective nutrition 2|3 adadli
programs

3
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Teamwork

S 35

10.1 | Multidisciplinary teams in this eacidll Sl 5 A gl o el J | 10,1
hespital include nutrition personnel et el MGl

10.2 | The hospital has different teams that il s aas ailiia e (58 | haibesall g | 10,2
provide nutrition assessment, i il s gaill y Al padill | e
screening and care effectively

10.3 | The nutrition personnel in il A Ay e ] dadadll, Sladd | 10,3
multidisciplinary teams have a well- "ialall Siaasadl
defined role

10.4 | The inclusion of nutrition department Sl el § A S A s ) D | 10,4
in multidisciplinary teams is el 2 Uk (o8 Lo Sk MBIl Cagiecddl
important to the success of il 43azh
implementing effective nutrition
Programs

Culture Diversity [

11.1 | The patient population of the o el pall ] e ol RN (o B3N A | 101
hospital is considered before setting Aliah il il ) G | Al
up meal menus

11.2 | The nutrition department considers s Al B gl (o8 Sy Al STl g 51 (112
the differences in the patient doiall el pa basdall i | g gl
ethnicity when planning nutrition
Programs

11.3 | Culture and diversity in the patient A g gl i gl gl g SAEEED) B gl | 113
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nutrition strategy
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patients is important to the success
of implementing effective nutrition
Programs
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1 GOVernmemnto =Ty |
2 Private o Dy 2
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Lawaleur® bradford.acuk

336




Appendix F: Vision 2021 UAE

World-class healthcare

Indicator

Deaths from
cardiovascular
diseases per
100,000
population

Prevalence of
diabetes

Prevalence of
obesity
amongst
children

Average
healthy life
expectancy

Prevalence of
smoking any
tobacco
product

Definition

This indicator measures the
deaths from cardiovascular
disease per 100,000
population.

This indicator measures the
number of people between the
age of 20 and 79 with diabetes
in the UAE, as a proportion of
the total population. This age
group is aligned with the age
group used by the International
Diabetes Federation).

This indicator measures the
proportion of children between
the age of 5 and 17 who are
considered obese out of the
total children of the same age
group. Obesity in children is
defined as follows: Children
aged 5 to 12: The proportion of
children with a BMI greater
than 2 standard deviations
above the growth standard
median; Children aged above
12: The proportion of children
with a BMI greater than 30.

This indicator measures the
average number of years that a
person can expect to live in full
health.

This indicator measures the
daily consumption of cigarettes
and tobacco products among
different segments of society.

Source

WHO

International
Diabetes
Federation

WHO

WHO

WHO

2012 Result

211 deaths per

100,000
population
(2008 figure

published in the

2013 report)

19% (2013)
based on
International
Diabetes
Federation
statistics

14.4% (2010)

67 years (2012

figure published

in the 2014
report)

19% among men

2% among
women (2009

figures published

in the 2013
report)

2021 Target

158.2 deaths
per 100,000
population
(i.e. reduce
the current
number by
25%)

16.3% (to
reduce the
current value
by 14%)

12% (to
reduce the
current value
by 17%)

73 years

To reduce the
current rates
by 15% as
follows: 16%
among men
1.7% among
women

Key
sponsor

MOH

MOH

MOH

MOH

MOH
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Number of This indicator measures the WHO 78 deaths per 64.2 deaths MOH
deaths from deaths from malignant 100,000 per 100,000
cancer per tumours per 100,000 population population
100,000 population. (2008 figure (to reduce the
population published in the current
2013 report) number by
18%)
Percentage of This indicator measures the MOH 41% 100% MOH
accredited health share of public and private (2012)
facilities hospitals adhering to national
or internationally recognised
standards.
Healthcare This indicator measures Legatum Rank 35 Rank 20 MOH
Quality Index countries’ performance in Prosperity (2013)
three areas: basic health Indicator
outcomes, health
infrastructure and preventative
care, and physical and mental
health satisfaction.
Number of This indicator measures the WHO 1.93 physicians 2.9 physicians MOH
physicians per average number of physicians per 1,000 per 1,000
1,000 population per 1,000 population (including population population
general practitioners and all (2006-2013 (to increase
specialties except dentistry) average the current
published in the number by
2014 report) 50%)
Number of This indicator measures the WHO 4.09 nurses per 6 nurses per MOH

nurses per 1,000

population

average number of nurses per
1,000 population.

1,000 population

(2006-2013
average

published in the

2014 report)

1,000
population
(to increase
the current
number by
50%)
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Appendix G: Taxonomy of the literature

Neira
Mamudu PAHO (Pan and de
Choi Puska etal. Baker et al. | America Health Eat Well Onis, USDA,
Area Critical factor (2008) | HM. GOV (2010) (2002) (2011) 2005 Organization) Australia 2006 2014
1 | Strategy Leadership v Vv
Development v v Vv Vv
Implementation 3
Resources and
2 | enablement V V v
Life course approach vs
risk factor approach v Vv Vv
Involvement of cross
sectors and cross
government v v Vv
Process and
3 | activity Vv ' Vv
Education v Vv
Patient
4 | orientation
Patient empowerment
5 | Quality v
Quality of care through
evidence-based medicine v
People and
6 | competencies V v
Autonomy and
responsibility
Value and care
7 | design (services) V v
Shared decision making
Integrated care
Measurement
8 | and impact v
Innovation and
9 | best practices v
Culture and
10 | teamwork Multidisciplinary teams V V
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Appendix H: Ethics approval confirmation

RE: EC.1059 - Amendment No. 1 Inbox x 856
OF Ali Dear Reem, Ethics Checklist: EC1059 From 2011-12 Thank you for submitting the. Apr 11

: Reem Al Gurg — — Forwarded message —— From: OF Ali <O F Ali@bradford ac uc> Ape1t
OF Ali <O F Ali@bradford ac uk> Apr 1t e
to me, Mohamed, Craig =
Dear Reem
Ethics Checklist: EC1059 Amendment
Thank you for the and These have now been reviewed by the Chair of the Humanities, Social & Health Sciences Research Ethics Panel.

1am pleased to inform you that the Chair of the Research Ethics Panel has now signed off and approved this research study/project, with no further ethical scrutiny required.
Please add a sentence onto any material you share with participants that Ethical Approval was given by the Chair of the Humanities, Social & Health Sciences Research Ethics Panel at the University of Bradford on 11 April 2014.
Best Wishes

Omar Ali

Research Funding Coordinator
Research & Knowledge Transfer Support
Room C.21, Richmond Building
University of Bradford

80710

Tel: 01274 233112
Email: o.f ali@bradford.ac.uk

Ethics Checklist EC.1059 PRSI iicnicws Poicy Makers. <

Lynda Nuttall <L D Nuttall@bradford ac.uk> 257 N v
to me, m.zair, d.rward [~

5 8

HiReem
Ethics Checklist EC.1059
Title: Ce ive study on Nutrition and Vitamin D

Thank you for submitting your ethics checklist to the Chair of the Humanities, Social and Health Sciences Research Ethics Panel.

1am pleased to confirm that the Chair is happy to sign this off as having no ethical issues requiring consideration by the Research Ethics Panel.
It is now in order for your project to proceed.

Best wishes

Lynda

Lynda Nuttall

Research Support/Ethics Administrator
Research and Knowledge Transfer Support
Room C.21, Richmond Building

University of Bradford

BD7 10P

Tel: 01274 23 3170
Ld.nuttall@bradford.ac.uk
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