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Learning 

objectives 
After completing this module students should:  
• know the role of cross-sectional surveys as an effective tool in 

planning public health interventions; 
• know the position and importance of cross-sectional surveys in 

evidence-based public health; 
• be familiar with some cases of domestic and foreign cross-sectional 

surveys. 
Abstract Health surveys are observational epidemiological studies of health 

status of the population in which usually a cross-section through 
frequency and characteristics of health outcomes and other health 
related events like exposures are studied and therefore provide 
prevalence data.  

Surveys are very applicable in searching for general insight in 
health states and conditions that last a relatively long time as well as 
various risk factors for them. Their results could be efficiently used in 
planning public health interventions, and in fact today they represent 
one of the most important tools of evidence based public health 

The module is presenting basic theoretical background necessary 
for understanding the usefulness of health surveys in planning public 
health interventions, as well as it provides a case study. 

Teaching 

methods 

An introductory lecture gives the students first insight in characteristics 
of cross-sectional studies. The theoretical knowledge is illustrated by a 
case study. 

After introductory lectures students first carefully read the 
recommended readings. Afterwards they discuss the characteristics of 
health surveys and their potential power for effective health care 
planning, especially in the field of public health. 

In continuation, they need to find published materials (e.g. papers) 
on health surveys and present how they were used (or supposed to be 
used) in planning public health interventions. 
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Specific 

recommendat

ions 

for teachers 

• work under teacher supervision/individual students’ work 
proportion: 30%/70%; 

• facilities: a computer room; 
• equipment: computers (1 computer on 2-3 students), LCD 

projection equipment, internet connection, access to the 
bibliographic data-bases; 

• training materials: recommended readings or other related readings; 
• target audience: master degree students according to Bologna 

scheme. 
Assessment of 

students 

Multiple choice questionnaire. 
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HEALTH SURVEYS AS A POWERFUL TOOL IN 

PLANNING PUBLIC HEALTH INTERVENTIONS 
Lijana Zaletel-Kragelj, Ivan Eržen 
 
 
 
THEORETICAL BACKGROUND 

Basic definitions and explanations of terms 
Surveys and health surveys 

Surveys could be defined in several ways, two of them being: 
• according to A Dictionary of Epidemiology (1), surveys are defined as investigations 

in which information is systematically collected but in which the experimental 
method is not used, and 

• according to Rossi and Freeman, surveys are systematic collection of information 
from a defined population, usually by means of interviews or questionnaires 
administered to a sample of units in the population (2,3). 

 
Health surveys are surveys designated to provide information on the health status of a 
population. They could be descriptive, exploratory, or explanatory. Synonym for a disease 
frequency survey is a cross-sectional study (1). 

In health surveys data could be collected by the means of questionnaires (face-to-
face interview, telephone interview, or self-completed questionnaires), or by the means of 
health examination, usually in combination with interview. According to which tool is used 
to collect data in health surveys, there exist two main types of them (4): 

• health interview surveys or HIS - surveys in which collection of data is carried out 
only by the means of questionnaires. In HIS, questionnaires may be communicated to 
the study subjects in three ways: through mail questionnaire, through personal or 
face-to-face interview or through telephone interview, 

• health examination surveys or HES - surveys which are usually a combination of 
questionnaires and health examination including diagnostic and laboratory tests. In 
HES, the contact between participants and research personnel is personal since the 
health examination is a component part of the survey. In this type of surveys, also 
questionnaires are usually communicated to the selected study subjects through 
personal interview. 

 
 

Cross-sectional studies 
There exist several similar definitions of cross-sectional studies: 

• according to A Dictionary of Epidemiology (1), cross-sectional studies are studies 
that examine the relationship between diseases or other health-related characteristics, 
and other phenomena of interest in a defined population at a particular time, 

• a summary of several other definitions is that cross-sectional studies are 
observational epidemiological studies of health status of the population in which a 
»snap-shot« of or a cross-section through frequency and characteristics of health 
outcomes and other health related events like exposures are studied (5-9). This 
characteristic also gave the name to this type of epidemiological studies, cross-
sectional studies are studies that measure the prevalence of health outcomes or 
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determinants of health, or both, in a population at a specific point in time, or over a 
short period (7). 
 
Health outcomes and other health related events could be measured in cross-sectional 

studies on different measurement scale. In those cross-sectional studies in which the 
outcome event is dichotomous the prevalence of this dichotomous event is recorded. This 
is the reason that cross-sectional studies are also called prevalence studies (6, 5, 10, 11). 
Prevalence studies thus could be on one hand regarded as a subgroup of cross-sectional 
studies (11), while on the other hand all cross-sectional studies could be regarded as 
prevalence studies since we can dichotomize values of every observed outcome. 

The selected specific point in time could be a time window within which data are 
collected (e.g. calendar week or month). It could also be a specific point in time in the 
course of events, differing in respect of each individual study subject with regard to the 
actual time (beginning of schooling, retirement, etc.) (6, 12, 13).  

Frequently, cross-sectional epidemiological studies are designated as cross-sectional 
surveys (7). 

Detailed description of cross-sectional studies’ characteristics is given in numerous 
textbooks and handbooks including advantages and disadvantages (5, 7, 11, 13), aims (5, 6, 
7, 9, 14), methods and tools (1, 4, 7, 10, 12, 15-18), and course (phases and periods) (7, 10, 
19-21).  

Although all phases/periods of cross-sectional studies’ course are important, 
planning period is the most important and most sensitive period. If designing and planning 
the cross-sectional study in the wrong way, the whole study could be set on an 
inappropriate basis, and the deficiencies of this period are very difficult to be eliminated in 
the later phases of the cross-sectional studies. In order to avoid as many faults as possible, 
the course of the cross-sectional studies must be planned systematically and with all due 
care. A precise management of individual cross-sectional study is very difficult to be 
advised. Nevertheless, common recommendations on actions in designing and planning 
phases of the cross-sectional studies exist (7,13,19,21,22-24). 
 

Intervention and public health intervention 
Several definitions exist of what the intervention is, among which could be find the 
following: 

• an intervention is a generic term used to denote all public actions e.g. policies, 
programmes, projects (25); 

• an intervention is an action or programme that aims to bring about identifiable 
outcomes (26). 

 
Planned/desired effects of an intervention expressed in terms of outcomes are general 

objectives of an intervention. 
A public health intervention is an intervention, which is applied to many, most, or all 

members of a community, with the aim to deliver a specific benefit to the community or 
population as well as benefits to individuals (26,27). Public health interventions include 
(26,27):  

• policies of governments and non-governmental organisations;  
• laws and regulations;  
• organisational development;  
• community development;  
• education of individuals and communities;  
• engineering and technical developments;  
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• service development and delivery; and  
• communication (including social marketing). 

 
 
 

Cross-sectional surveys – an important tool in evidence based 

public health 
Today, cross-sectional surveys represent one of the most important tools of evidence based 
public health (14). Unfortunately, these studies are less powerful in comparison to 
randomized controlled trials - the main study design in evidence based medicine. Also the 
volume of evidence is smaller, and the time from intervention to outcome is longer (14). 
Nevertheless, they have some advantages over randomized controlled trials. 
 
 

Countrywide Integrated Non-communicable Diseases Intervention 

(CINDI) programme surveys 
The World Health Organization (WHO) Countrywide Integrated Non-communicable 
Diseases Intervention (CINDI) programme is an intervention programme with integration 
as a key concept in prevention of chronic non-communicable diseases (28-30). It arose 
out of experiences of one of the first community-based health intervention projects in 
Europe - the North Karelia Project in Finland, which started in 1972 and reached 
remarkable achievements as well as global recognition (31).  

Surveys which are aimed on one hand at assessment of burden of risk factors for 
non-communicable diseases, and on the other hand at evaluation of process of CINDI 
programme, are essential component part of this programme (29, 32). Today, we 
distinguish between two types of CINDI surveys (32, 33): 

• CINDI Risk Factors and Process Evaluation surveys (30,32) - this type of surveys 
is a HES type of surveys, and represents a basic type of CINDI surveys which 
provide the basic data for starting a CINDI programme in a country, and on its 
progress. This type of surveys is in most CINDI countries performed on a level of 
demonstrational area or at most region, 

• CINDI Health Monitor Survey (33) - this type of surveys is a HIS type of surveys 
his surveys which offer the most rough but comprehensive overview on the 
problems tightly associated with non-communicable diseases. This type of CINDI 
surveys is mostly aiming at monitoring, assessing and comparing the trend of health 
behaviour in CINDI countries with different politically-economic systems. Owing to 
comparability, monitoring should be conducted under the uniform methodology and on a 
national level. 
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CASE STUDY: COUNTRYWIDE INTEGRATED NON-

COMMUNICABLE DISEASES INTERVENTION (CINDI) 

PROGRAMME AND RELATED SURVEYS IN SLOVENIA IN 

PLANNING PUBLIC HEALTH INTERVENTIONS 

Countrywide Integrated Non-communicable Diseases Intervention 

(CINDI) programme and related surveys in Slovenia 
There exist several types of surveys which provide important information for planning 
public health interventions for controlling non-communicable disease in Slovenia 
(34,35): 

1. CINDI Health Monitor Survey (33-35) - This type of survey was performed in 
Slovenia for the first time in 2001 (36), for the second time in 2004, and for the 
third time in 2008. With its national and at the same time regional level, this type 
of surveys in Slovenia represent very strong support to development of evidence 
based policy on both levels, what is extremely important in the process of 
diminishing interregional differences. At the same time, it is very powerful tool for 
evaluation of the effectiveness of health promotion programmes. All databases 
include data on about 9000 participants’ health behaviour. 

2. CINDI Risk Factors and Process Evaluation Survey (30, 34, 35) - so far, there were 
three surveys performed at the demonstrational level (Ljubljana demonstrational 
region) – in winter 1990/1991, in winter 1996/1997, and in winter 2002/2003. 

3. Ad-hoc surveys - among ad-hoc surveys, the Beltinci process evaluation surveys 
should be mentioned in the first place (37). With the means of two consecutive 
surveys of HES type of surveys the effect of one year intervention programme in 
Beltinci community was evaluated. The surveys were basing on CINDI Risk 
Factors and Process Evaluation surveys methodology. 

 
These surveys and resulting data-bases are the basis for different specific studies aiming 
at planning as much effective public health interventions as possible. 
 
 

CINDI Health Monitor Surveys as a tool for development of 

effective intervention programmes for enhancing healthy nutrition 

and physical activity in adult population 
Background 

Behavioural risk factors are among the most important risk factors for non-communicable 
diseases (38,39). A study showed that prevalence of some risk factors for cardiovascular 
diseases among which unhealthy nutrition and physical activity habits seems to be the most 
unfavourable one in Eastern Slovenia (40). In order to determine population groups at highest 
risk for unhealthy behaviours in nutrition related to obesity and diabetes as well to determine 
population groups at highest risk for insufficient physical activity a special study was 
performed. The intention was to prepare a high quality basis for working out the strategies, 
guidelines/recommendations as well as concrete implementation action plans for long term 
diminishing high mortality attributable to non-communicable diseases (41).  
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Methods  
The data from CINDI Health Monitor (CHM) 2001 data-base were used (41). The sample size 
was 15,379 and the age range 25-64 years. The response rate was 63.8% (9,666 responses). The 
questionnaires of 9,034 respondents were eligible for analysis (eligibility criteria: sex and age 
provided by SORS). In analysis of unhealthy behaviours in nutrition related to obesity and 
diabetes all of them were considered, while in insufficient physical activity only 7,718 
questionnaires of participants without any kind of disability (41).  

Comprehensive synthetic indicators were constructed (41):  
• complex indicator of unhealthy behaviours in nutrition related to obesity and diabetes was 

defined on the basis of several guidelines and recommendations (42-44), taking into 
account circumstances specific to Slovenia (cultural and economic), and possibilities of the 
CHM Questionnaire. Complex indicator was derived on the basis of several questions of 
the CINDI Health Monitor questionnaire on nutrition habits. The containment of 
energy in foods was the most important criterion to select questions to be incorporated in 
this complex indicator. All the most important components recommended by the WHO 
(high/frequent intake of high energy density foods, high/frequent intake of fats, especially 
those composed of saturated fat acids, high/frequent intake of sweet soft drinks) (45), 
available in our database, were taken into consideration (41). The participants were 
classified into three groups on the basis of the median value on the number of unhealthy 
components for the whole sample as follows: healthy (0 components); moderately 
unhealthy (1-2 components); very unhealthy (3-7 components). The prevalence of very 
unhealthy behaviour was observed (41),  

• complex indicator on the average level of physical activity was derived on the basis of 
several questions as well. Questions were basing on International Physical activity 
Questionnaire (46) as suggested by the CINDI WHO. They were taking into account 
different types of physical activity - moderate physical activity, vigorous physical activity, 
or walking). According to type of physical activity and frequency (frequency of at least 4-
times per week was considered as regular) participants were classified into the following 
groups: inactive, irregularly active, low intensity regularly active (regular walking), 
moderate intensity regularly active (regular moderate physical activity), and high intensity 
regularly active (regular vigorous physical activity). Absence of physical activity and 
irregular physical activity of any type or intensity were considered as insufficient physical 
activity and any regular physical activity (including regular walking which is one of 
popular types of regular physical activity in elderly in Slovenia) was considered as 
sufficient. The prevalence of insufficient physical activity was observed. 
 
The observed outcomes were related to sex; age; level of education; employment; social 

class (self-classification); type of residence community, and geographical region. 
On the basis of the logistic regression model, the risk-score for each participant was 

calculated and converted to the estimation of risk for the observed outcome. All participants were 
put in an array according to their risk estimate. Those with estimate values above the 95th 
percentile were classified in the very-high-risk group. The combinations of seven observed 
characteristics (sex, age, education, employment, social class, type of residence community, and 
geographical region) were then examined. Different combinations denoted different population 
groups’ profiles. The most frequent profiles within the very-high-risk groups were observed. 
Those ranked as top 10 were considered as convenient for public health (PH) actions (41). 
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Results 
Very unhealthy nutrition related to obesity 

The highest odds ratios were observed in: men, aged 25-29 and 30-39, adults with lowest 
education level (uncompleted or completed primary school), heavy workers in rural economy, 
people self-classified in labour social class, those living in rural communities, and those living in 
Eastern Slovenia. 

Risk for this unhealthy behaviour was possible to estimate in 8,052 participants with data 
on all seven factors considered in the multivariate analysis (89.1%). The highest estimated risk 
score value was 0.73, while the value of the 95th percentile was 0.59. 409 participants were 
classified on or above this cut-off point in the very-high-risk group for unhealthy behaviours in 
nutrition related to obesity and diabetes. Profiles, ranked on the top 10 ranking places according to 
frequency are presented in Table 1. 

 

Insufficient physical activity 
The highest odds ratios were observed in: women, aged 25-29, adults with lowest education level 
(uncompleted primary school), administrative/intellectual workers and job seekers, people self-
classified in lowest social class, those living in urban communities, and those living in Central 
Slovenia. 

The highest estimated risk score value was 0.38, while the value of the 95th percentile was 
0.28. 341 participants were classified on or above this cut-off point in the very-high-risk group 
for insufficient physical activity. Profiles, ranked on the top 11 ranking places (the profiles on 10th 
and 11th place had the same frequency and both had to be considered) according to frequency are 
presented in Table 2. 

 

Discussion on using the survey results as a tool in planning public 

health interventions 
With the above-described methodology we succeeded to identify population groups at highest 
risk for two unhealthy behaviours related to chronic non-communicable diseases: 
• In unhealthy behaviours in nutrition related to obesity and diabetes the worst situation was 

observed in Eastern Slovenia. This was expected as on general the unhealthiest traditional 
lifestyle from the nutritional point of view was seen to be in Eastern, and the healthiest in 
Western Slovenia (40). This thesis was confirmed by the basic results on elements of 
unhealthy behaviours in nutrition related to obesity and diabetes as well. 

• Healthy nutrition habits e.g. consumption of sea food and olive oil were more expressed in 
Western Slovenia, while unhealthy nutrition habits e.g. consumption of lard, fried food, or 
sweet soft drinks were most expressed in the most eastern part (47). The results indicated that 
from the PH point of view in unhealthy behaviours in nutrition related to obesity and 
diabetes it was essential to start to intervene in Eastern Slovenia (41). 
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Table 1. Profiles, ranked on the top 10 places according to frequency within 409 respondents 

classified in the very-high-risk-group for very unhealthy nutrition related to obesity and 
diabetes: Slovenia, 2001 
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1   63 
(15.4) 

0.62 male 30-39 vocational yes labour rural eastern 

2   41 
(10.0) 

0.59 male 30-39 vocational yes middle rural eastern 

3 30 (7.3) 0.60 male 40-49 Primary yes labour rural eastern 
4.5 28 (6.8) 0.69 male 30-39 Primary yes labour rural eastern 
4.5 28 (6.8) 0.62 female 30-39 Primary yes labour rural eastern 

6 20 (4.9) 0.59 male 40-49 uncompleted 
primary 

yes labour rural eastern 

7 18 (4.4) 0.64 male 25-29 vocational yes middle rural eastern 
8 16 (3.9) 0.66 male 25-29 vocational yes labour rural eastern 
9 13 (3.2) 0.59 female 25-29 vocational yes labour rural eastern 

10 11 (2.7) 0.60 male 25-29 vocational yes labour rural western 
 
 
Table 2. Profiles, ranked on the top 11 places according to frequency within 341 

respondents classified in the very-high-risk-group for insufficient physical activity: 
Slovenia, 2001. 
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1 31 (9.1) 0.28 female 30-39 secondary yes middle urban central 
2 27 (7.9) 0.32 female 30-39 university yes middle urban central 

3.5 18 (5.3) 0.30 female 25-29 secondary yes middle urban central 
3.5 18 (5.3) 0.29 female 30-39 university yes upper 

middle 
urban central 

5 14 (4.1) 0.28 female 40-49 university yes upper 
middle 

urban central 

6.5 13 (3.8) 0.31 female 40-49 university yes middle urban central 
6.5 13 (3.8) 0.28 female 25-29 university yes middle urban eastern 
8.5 11 (3.2) 0.34 female 25-29 university yes middle urban central 
8.5 11 (3.2) 0.30 female 40-49 college yes middle urban central 

10.5 10 (2.9) 0.31 female 30-39 university yes middle urban western 
10.5 10 (2.9) 0.28 female 30-39 college yes middle suburban central 
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• In insufficient physical activity there were many problems with interpretation of the 
results. We do strongly believe that this was the obvious consequence of the 
questionnaire used (41). A short last-7-days self-administered format of IPAQ is 
designed to observe at the same time vigorous and moderate physical activity, and 
walking of different sources (leisure time activities, housekeeping work, physical 
activity at the work-place, and transportation physical activity) (46). With regards to 
the impact of regular and sufficiently intensive physical activity on human health this 
inevitably means mixed-information data, which are less applicable for such types of 
observations. Despite significant amounts of energy could be spent in some of the 
considered types/modes of activity, not all kinds of physical activity are equally 
healthy - often they could be even unhealthy. Vigorous physical activity in 
compulsory positions of the body for a longer time periods, as it is the case in heavy 
physical workers in industry and rural economy, could be extremely unhealthy while 
periodical vigorous physical activity during the leisure time could constitute both 
physical and psychological relaxation and is obviously healthy. From the viewpoint 
solely to the daily expenditure of energy, it is understandable that the situation with 
regular physical activity was shown as it is the best in Eastern Slovenia, because the 
economy there is largely rural (47,48). On the contrary, another more in-depth 
survey, CINDI Risk Factors and Process Evaluation 2002/2003 survey, which 
comprised also some elements of health examination survey (and not only health 
interview survey), in cooperation with a multisectorial and multidisciplinary research 
project “Physical activity for health”, showed that the prevalence of practicing 
regular leisure-time physical activity was the lowest in Eastern Slovenia, in rural 
environments, and in hard workers in rural economy (49). This indicated again that it 
was the priority to start with intervention programmes in the same part of the country 
with very similar population profiles as in nutrition, related to obesity and diabetes. 
On the basis of the results presented we can conclude that in view of future research 
on the impact of physical activity on health the part on physical activity in the CINDI 
Health Monitor questionnaire at the international level has to be reassessed as a lot of 
countries have already experienced similar problems with the same set of questions 
(50). Also we should try to assess the physical activity patterns of different population 
groups in the past as health condition in the present is mainly influenced by physical 
activity and nutrition habits in the past.  
 
The results of this study, combined with results of other CINDI studies in Slovenia, 

confirmed that the situation in unhealthy behaviours in nutrition related to obesity and diabetes, 
and in leisure-time physical activity, is the worst in Eastern Slovenia, especially in Pomurje. 
Indirectly, the situation just described could be supported also by other results of the CHM 
survey, which showed that the percentage of obese adults (body mass index ≥30.0) was the 
highest in the Pomurje (18.8% in contrast to 9.7% in most North-Western region Nova Gorica) 
(51). 

Changing the traditional lifestyle is one of the most important elements in reducing the 
unhealthy behaviours of different kind but extremely difficult, as a process is long lasting, and 
tightly bound to the political and economical situation of a country (52). In unfavourable socio-
economic circumstances, the preservation of traditional lifestyle is endorsed and can be reduced 
only by strong multisectorial engagement (53). Such conditions currently exist in Eastern 
Slovenia (47,54). But despite unfavourable socio-economic circumstances in this region which 
could seriously affect the success of the PH interventions, the multisectorial and 
multidisciplinary project »Mura«, which started in 2001 in Pomurje, in only a couple of years 
offered several extremely positive results (37). It was a project based on intervention 
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programmes based on the pattern of a similar process in Finland, which proved as successful and 
effective (31). Its development and implementation was strongly supported by the results of 
presented study with its unique methodology as well by the results of related studies. 
Numerous multisectorial activities, including primary health prevention activities, were focused 
on changing the nutritional and physical activity behaviour of the population, and have been in 
process since the end 2001 at the regional (first in the Pomurje region) (37), as well as at the 
national level (55). With regard to health prevention activities, specific socio-economic and 
cultural circumstances were taken into consideration. On the level of population groups-at-risk 
the concrete health promotion and health education approach was already applied in Beltinci 
Community in Pomurje region (37), where the prevalence of many other unhealthy behaviours, 
beside insufficient leisure-time physical activity and unhealthy behaviours in nutrition related to 
obesity and diabetes, is the highest (40), as well as combination of multiple risky behaviours 
(56). According to the first analysis of CINDI Health Monitor survey 2004 (which serves as an 
efficiency evaluation tool for activities) it was shown e.g., that prevalence of every day 
consumption of sweet soft drinks decreased from 42.9% in 2001 to 29.1% in 2004 (57). The 
same study showed strong shift to more healthy behaviour also in use of fat for food preparation. 
The percent of people using lard decreased from 30.3% in 2001 to 20.8% in 2004, while the 
percent of people using olive oil increased from 7.1% to 15.2%. Unfortunately the comparison in 
physical activity behaviour was impossible since in 2004 the long last-7-days self-
administered format of IPAQ was used instead of the short last-7-days self-administered 
format (46) in order to distinguish between physical activity from different sources (leisure 
time activities, housekeeping work, physical activity at the work-place, and transportation 
physical activity).  
 

Conclusions 
The results of this study with its unique methodology proved to be powerful tool in 
development and implementation of an effective healthy nutrition and physical activity 
intervention programmes in Slovenia, as well as in robust assessment of their effectiveness 
and efficiency. The information on the prevalence of unhealthy behaviours in nutrition related 
to obesity and diabetes and insufficient physical activity in Slovenia, even rough, is very 
important for high quality health promotion and disease prevention planning at national or 
regional levels, since these data provide information about the comprehensive dimensions 
of the problem in the community. 
 
 

CINDI and related surveys in developing other interventions 

for controlling non-communicable diseases in adult population 
The results of above described study, as well as of the other studies based on CINDI 
methodology certainly serve as a basic knowledge of high-quality and applicability in 
preparation of PH strategies/activities in Slovenia as well as in evaluation of their efficiency.  

Similar methodology as used in analysis and identification of population at risk for 
unhealthy behaviours in nutrition related to obesity and diabetes and insufficient physical activity 
was used in different other unhealthy behaviours (e.g. frequent perception of stress) and in some 
diseases/health states as well (e.g. musculoskeletal diseases and disorders). A detailed description 
on CINDI Health Monitor Survey 2001 results is available in an extensive survey report in 
Slovene language for fund providers - Ministry of Education and Sports and Ministry of Health 
of Republic of Slovenia (58). This report is composed of several in-depth studies on different 
unhealthy behaviours in Slovene adults. A short version is available in English language as well 
(48). Some of in-depth studies basing on CINDI Health Monitor Survey 2001 data-base were 
published in domestic or international periodics, mostly in English language. Additionally, 
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interregional differences in different health phenomena inside Slovenia were possible to assess 
since the data enabled this kind of analyses. Chronologically these studies are as follows: 

1. The studies on interregional differences in health (59) and health behaviours (40), 
2. The study on identification of population groups at very high risk for frequent 

perception of stress (60) (in English language), 
3. The study on identification of population groups with multiple hazardous health 

behaviours for cardiovascular diseases (56) (in English language). 
4. The study on prevalence of selected musculoskeletal diseases and disorders in 

different population groups (61) (in Slovene language). 
5. The study on seat-belt use and non-use in adults (62) (in English language),  
6. The study on population groups at high risk for poor oral self-care (63) (in English 

language), and 
7. The study on self-rated health with emphasis on poor self-rated health (64) (in 

English language). 
 

Also studies basing on CINDI Risk Factors and Process Evaluation surveys data 
serve to the same purpose. They are less numerous but not less important: 

1. The study on efficiency of CINDI programme in controlling hypertension in adult 
population of Ljubljana demonstrational level in 12-year period (65,66) (in English 
language), and 

2. The detailed study on prevalence of arterial hypertension, its awareness and control 
in the adult population of the Ljubljana area (67) (in English language). 

 
Some other surveys were in the last years performed in Slovenia as well. The results 

were published only in Slovene language so far: 
1. The study on effectiveness of Beltici “Let’s Live Healthy” project (37) (in Slovene 

language). 
Results of Beltinci process evaluation surveys showed considerable improvement not 
only in health behaviours but also in some of the physiological risk factors. The study 
was performed on 158 adults with monitoring/observation of health indicators on 
physiological risk factors before and after the intervention programme was carried 
out. After only one year of intervention activities, the average values of systolic 
blood pressure decreased by 4.7%, diastolic blood pressure by 4.1%, and blood 
cholesterol by 4.9%. All differences were statistically highly significant. This 
project was already spread from Beltinci community to other parts of Slovenia as a part of 
implementation of already mentioned nation-wide strategy for prevention of 
cardiovascular diseases (55). The results are very promising and stimulative and people 
susceptible to them but sustainability is under the question as Slovenia is still in the time of 
transition and the priorities are changing all the time. 

2. A multisectorial and multidisciplinary research project “Physical activity for health” 
(49) (in Slovene language). 
This project was composed of several cross-sectional studies in adult population as 
well as in children. It was focused particularly in leisure-time physical activity. As 
already mentioned, results of this project showed that the prevalence of practicing 
regular leisure-time physical activity was the lowest in Eastern Slovenia, in rural 
environments, and in hard workers in rural economy. 
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EXERCISES 

Task 1 
Carefully read the part on theoretical background of this module. Critically discuss the 
characteristics of health surveys with your colleagues. 
 

Task 2 
From domestic (e.g. Biomedicina Slovenica, and COBISS-Cooperative Online 
Bibliographic System of Slovenia in Slovenia), and/or international bibliographic data-
bases (e.g. Medline, PubMed) find out if any other health survey has been already 
performed in your country. If yes, then try to find out its characteristics and how its results 
were used in health care planning. 
 

Task 3 
If not, try to find an example from other countries (e.g. FINBALT Health Monitor 
Surveys). 
 

Task 4 
Discuss with your colleagues how the advantage was taken of in these surveys and make 
proposals how they could be used more efficiently. 
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