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Abstract

Background: Promoting the well-being at all ages and reducing premature mortality from non-communicable
diseases (NCDs) is a major target of the Sustainable Development Goals. In the frame of the JA-CHRODIS, a
Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis was conducted to provide different countries’
insights on what makes a policy/programme addressing NCDs applicable, sustainable and effective, with a focus on
diabetes.

Methods: A qualitative study has been performed using a SWOT analysis on policies/programmes at the national/
federal or subnational level.

Results: By March 2016, 14 SWOTs were conducted involving 11 European countries and 57 stakeholders and
Ministries of Health, reporting and analysing a total of 44 policies. The main strengths, weaknesses, opportunities and
threats have been outlined as well as and the main areas for governance improvement. A binding trans-sectoral
approach is necessary to tackle the underlying risk factors of inequalities. The culture of disease prevention and health
promotion is still low while the biomedical paradigm prevails. A systematic gender perspective is still missing. Sharing
and exchange of best practices, as sponsored by the European Commission, is acting as a motivator.

Conclusion: The SWOT analyses draw an overall picture of the complexity of designing and implementing good
policies and programmes that are tailored to local needs. These results may apply to any context and can be used by
decision-makers, managers, professionals and other stakeholders to focus on key issues, recognising areas for attention.

Keywords: SWOT analysis, non-communicable diseases, policy, diabetes programmes, governance, healthcare,
intersectoral collaboration, stakeholder participation

Key points

� The paper analyses policies and programmes across
Europe from the perspectives of local decision-
makers and stakeholders

� The SWOT methodology is structured and allows a
qualitative descriptive and cross-sectional analysis

� The results of this study may apply to different
contexts in Europe and can be used by decision-
makers, managers, professionals and other stakeholders
when designing and implementing policies and
programmes on non-communicable diseases, focusing
on key issues and recognising areas for attention

Introduction
Ensuring healthy lives and promoting well-being at all ages
is a major target of the 2015 Sustainable Development Goals
[1]. More specifically, target 3.4 aims “to reduce by one-third
premature mortality from Noncommunicable Diseases
[NCDs] through prevention and treatment, and promote
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mental health and wellbeing” by 2030. Already in 2011, the
General Assembly of the United Nations, with support from
the European Union, adopted a political declaration on the
Prevention and control of NCDs. World leaders committed
themselves to strengthening international cooperation, in-
cluding collaborative partnerships in support of national,
regional and global plans for the prevention and control of
NCDs, through the exchange of best practices in the areas
of health promotion, legislation, regulation and health sys-
tems strengthening, training of health personnel, and devel-
opment of appropriate healthcare infrastructure.
The launch of the European Joint Action on Chronic Dis-

eases and Promoting Healthy Ageing across the Life Cycle
(JA-CHRODIS) in 2014 [2] and CHRODIS+ Joint Action on
Implementing Good Practices for Chronic Diseases in 2017
[3] is a response to the objectives set by the United Nations
[4] and the European Commission. The goal of these Joint
Actions is to promote and facilitate a process of exchange,
transfer and implementation of good practices among coun-
tries and regions, for effective action against chronic diseases.
In the frame of the JA-CHRODIS, a Strengths, Weak-

nesses, Opportunities and Threats (SWOT) analysis was
conducted to give an overview of the current policies and
programmes on diabetes, which was considered a case study
on strengthening healthcare for people with chronic dis-
eases. The aim was to provide the point of views and
insights of different countries’ on what makes a policy/
programme applicable, sustainable and effective from a pub-
lic health perspective as well as from the stakeholders’ per-
spectives, what are the necessary preconditions for its
implementation, and the lessons learnt from the experience.

Methods
A qualitative study was carried out through a SWOT ana-
lysis, which is a strategic planning tool extensively used in

business, community development programmes, health
and education [5–7]. The SWOT aims to reveal positive
forces that work together and potential problems that need
to be recognised and possibly addressed. It enables partici-
pants to share their vision in a structured and intuitive way
and to enrich the common perception. The SWOT meth-
odology addresses and highlights all the characteristics,
relationships and synergies among internal and external
variables of a phenomenon (i.e. policy or programme)
(Fig. 1). For this reason, the stakeholders involved in the
analysis must have specific knowledge of the topic and an
overview of the context. The analysis can be based on the
single experts’ points of view or shared scenarios with
other stakeholders, according to a participatory approach
(i.e. Focus Groups, Workshop, Metaplan, World Café).
The SWOT methodology was presented, discussed and

agreed during the third meeting of the WP7, held at the
National Institute of Health in Rome. The partners were
asked to include, in the analysis, five main current policies/
programmes on prevention and care of diabetes as standa-
lone policies/programmes or as part of a more comprehen-
sive national plan (chronic diseases programme). The
partners and participating experts were also asked to de-
scribe the successful strategies and the lessons learnt. Those
partners who represent associations/organisations con-
ducted the SWOT considering policies on specific topics.
The level of analysis has been national/federal or subna-
tional. If no policies were available in a country, the analysis
addressed the external factors that could make the policy/
programme feasible and sustainable or that might be con-
sidered as external threats.
In the JA-CHRODIS SWOT analysis, several dimensions

could be explored, including planning, endorsement by
policy-makers and stakeholders, implementation, organisa-
tional changes, partnerships, multi, inter or trans-sectorality,

Fig. 1 What is the SWOT analysis?
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management, aspects relating to human resources, technol-
ogy and information systems, coordination of care (i.e. multi
or interdisciplinarity), funding, integration with other pol-
icies/programmes, support by laws or regulations, leadership,
empowerment, capacity-building, monitoring and evaluation,
and internal and external communication. According to the
different phases of planning or implementation in the differ-
ent countries, the SWOT could be ex ante, intermediate or
ex post.
The phases of the data analysis were qualitative content

analysis, deductive application of predefined categories
and inductive development of new emerging categories.
The analysis was conducted using NVivo 10.0 software for
qualitative data analysis. All the texts of the SWOTs have
been coded building up an interpretative model based on
the categories described by the partners. The coding tree
has thus been transformed and represented as a step-by-
step model of the policy/programme development and
implementation (Additional file 1: Figure S1). The ‘spiral
model’ aims to describe the policy/programmes pathway,
from context analysis through the implementation, ending
in transferability and dissemination of good practices. The
COREQ checklist [8] has been used for this report for the
applicable items.
All authors declare no conflict of interest.

Results
By March 2016, 14 SWOTs were conducted and the
data was analysed. A technical report was used to sup-
port skills-building seminars and is available on the JA-
CHRODIS website [9]. SWOTs were conducted by 11
countries, namely Austria, Finland, France, Germany,
Greece, Italy, Lithuania, Norway, Portugal, Slovenia and
Spain. The European Wound Management Association,
the European Institute of Women’s Health and the European
Patients’ Forum/International Diabetes Federation Europe
respectively analysed the management of the diabetic foot
and education of professionals as a general overview across
the EU; gender perspectives of national policies and pro-
grammes on the prevention and management of diabetes;
and patients’ perspectives of national policies in Belgium. A
total of 57 stakeholders and Ministries of Health in 12 coun-
tries contributed to the SWOT, reporting and analysing 44
policies. The participation methods were through email,
face-to-face meetings, group video calls or individual calls;
face-to-face meetings were used as a single methodology
while the others were combined (Table 1, Fig. 2).

Strengths and successful strategies
To be successful, a policy or programme needs to be
built on a bottom-up and dynamic approach, being
adapted regularly, with constant input and feedback by
the stakeholders. The programmes should also be flex-
ible enough to give a general framework for activities,

which facilitates relatively free conduction of the project
by different partners. As a result, new models and prac-
tices are developed bottom-up, based on local needs,
resources and initiatives. Moreover, a national scale
disease management programme can provide a general
frame, while the subnational levels can develop their
structured diabetes programmes, which consider re-
gional differences, geographic distances in some less
populated regions, and other specific characteristics of
the local context. All national and local partners and
stakeholders should be involved from the beginning of
the planning and the partnership should be kept active
throughout the process. Within the health sector, par-
ticularly important is the partnership of the medical
associations and those of people/patients with chronic
conditions. Health equity is often referred to in low
socioeconomic and minority groups. The issue of gender
should be considered on both national and European
Union levels of policies and programmes. Partners
reported a favourable reimbursement system of diabetes
treatment and the universal accessibility of care as a
successful strategy to address health equity. A strong
scientific background was considered critical and it was
determined that the guidance supporting the national
and local programmes must be evidence-based, pro-
active, comprehensive and address the most common
NCD risk factors, as most of the persons with chronic
diseases suffer from multiple comorbidities. From the
organisational point of view, a successful strategy in-
cludes the definition of the needed positions (e.g. dia-
betes nurses, podiatrists, psychologists, dieticians) and a
strategic continuity of care. A clear description of the
care pathways is needed, addressing specific groups and
the areas of health promotion, diabetes prevention and
treatment, including specialist and intra-hospital referral.
In some cases, the care pathways are defined at the
national level and supported by an information system
at the national, subnational and local level. Remote con-
sultation and shared medical electronic records facilitate
access to the individual data by the person themselves

Table 1 Stakeholders involved and policies/programmes
analysed

Number of stakeholders involved 57

Mean per SWOT 4.07 (1–10)

Number of policies/programmes included 44

Mean per SWOT 3.14 (0–6)

Methods of participation (n = 22, 14 SWOT)

Email 10/22

Meeting 9/22

Group video call 2/22

Individual call 1/22
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and by the healthcare professionals. Regular monitoring
and evaluation, with defined and shared outcomes and
indicators, are important drivers for further programme
implementation, using both quantitative and qualitative
methods. Successful strategies include also population-
level evaluation and a systematic media follow-up, in-
cluding population awareness on diabetes and other
chronic conditions. From the planning point of view,
dividing the programme into subprogrammes has facili-
tated the efficient and coordinated conduct of the whole
task. The definition of sound objectives on integrated
care, shared among national and subnational levels, has
been a leading starting point. Strong and efficient leader-
ship is needed at the governmental, subnational and
local levels, supported by information and communication
technology tools for effective internal communication.
Although structured and continued funding is difficult, dif-
ferent sources can be involved. In some cases, the munici-
palities and organisations invested their funds, engaging
into the programmes. In this analysis, capacity-building is
intended as the development and strengthening of human
resources, focusing on people with diabetes and profes-
sionals. Good educational models and care strategies are

essential for capacity-building and need to be shared with
persons with diabetes and relevant associations.

Weaknesses
Policies and programmes seem to be built mostly based
on a medical paradigm and for single-disease treatment
(i.e. type 2 diabetes only), whereas there is a growing need
for a more holistic, cross-disease prevention and treat-
ment approach. National NCD strategies need an action
plan indicating the steps required for goals to be reached
– this is not always provided. From a gender perspective,
apart from pregnancy, there is not enough attention to
how diabetes specifically affects women and no specific
action is provided. The stakeholders’ involvement can be a
challenge – where applied, coordination by patients’ orga-
nisations was not always welcomed by healthcare opera-
tors. In some cases, collaboration relied too much on a
few motivated individuals, lacking long-term broader
sustainability. As multiple sector involvement was not
systematic, some important actors in society were not
included (e.g. social and employment services). From an
evidence-based practice perspective, the results from
healthcare/translational research should be translated into

Fig. 2 Countries involved in the SWOT analysis

Giusti et al. Health Research Policy and Systems           (2020) 18:12 Page 4 of 7



practice more quickly and efficiently (e.g. delays in updat-
ing the guidelines). Several challenges related to the
management of the programmes have been reported,
including complex administrative rules on management
procedures, poor coordination between local, regional and
central authorities within the Ministry of Health, organisa-
tional, strategic and personnel changes, fragmentation and
limited coverage of the existing diabetes prevention and
care/cure programmes and clinical activities, difficulties to
involve GPs into programme activities, allocation of
human resources is sometimes inadequate, workload of
the healthcare professionals, other healthcare profes-
sionals may fear that the programme implies a greater
control over their work and may be resistant to change,
and talented healthcare professionals get demotivated
when they have to fight organisational obstacles or do not
see results in real time. Budgetary constraints due to unex-
pected cuts in the health budget lead to severe cuts in
well-established prevention programmes. Assessment,
evaluation and comparison among different subnational
levels are problematic. Educational programmes tend to
be disease specific rather than addressed to persons with
multimorbidity and lack of an integrated care approach
(e.g. from hospital to home care), addressing diabetes
management and lifestyle interventions. Some pro-
grammes are overwhelmingly hospital based, do not in-
clude a closest knowledge of the person, including family
members and caregivers, and do not address the specific
needs of the person after treatment.

Opportunities
There is an increasing awareness across European institu-
tions and healthcare systems that actions must be taken to
address the prevention of chronic conditions and health
promotion. Governmental support and general political
commitment are indeed an opportunity, supporting the
‘health in all policies’ paradigm, NCD care, prevention and
health promotion. Having a National Diabetes Plan is con-
sidered a key factor in the definition of a country’s health
priorities. The economic crisis induces a health system
reform momentum, where cost-effectiveness and ethical
considerations are taken into account, moving towards a
patient-centred, integrated and coordinated health and care
approach. Society is becoming more sensitive to the pre-
vention of diabetes as a social issue, reducing the social
stigma, increasing the awareness of patients, and facilitating
active participation in their care. Media visibility of the
policies and programmes improves the awareness of profes-
sionals, patients, the general population and political
decision-makers. The strategy gives an opportunity to
explore, systematise and scale-up initiatives proven to
be effective. Where organisational and clinical national
guidelines are available, implementation, monitoring
and modification to fit local context and endorsement

by local professional societies is made easier. The develop-
ment of information and communication technology tools
in everyday clinical practice (e.g. e-records, e-prescription,
e-protocols) will be a boost to the potential of monitoring
and evaluation. Although still limited, prevention is now
emphasised in the university training curricula, in the
Continuous Education Programme, and new competence-
based curricula are being developed for integrated chronic
disease management and care. The existence of estab-
lished policies or programmes within the health system
and from different sectors (e.g. social sector, education)
allows harmonised and target-oriented interventions.
There is a huge unexploited potential in trans-sectoral
interaction and cooperation between governments, local
policy-makers, organisations, manufacturing and commer-
cial industry to build infrastructures that promote healthy
living.

Threats
In countries with strong federal systems, one of the threats
is fragmentation of activities, with scarce ownership and a
definition of competences and responsibilities that is not
always clear. This is critical in countries where primary
care organisations are under the responsibility of munici-
palities, where fragmentation might be extreme. Policies
themselves might be different in different areas of a coun-
try. For this reason, there is a variable uptake of guidelines,
variable use of dedicated funds among levels of care and
geographical regions, and national monitoring and evalu-
ation may be rarely performed. To be effectively imple-
mented, policies and programmes need a clear political
commitment that might be challenged by political changes
and the absence of long-term endorsement, particularly at
the subnational level. At the local level, decision-makers
do not always have knowledge or comprehension to make
health policy decisions that have a multi-fold and long-
term effect. The current economic crisis is challenging the
public health systems across Europe, leading to large re-
forms and uncertainty about, for example, prevention and
health promotion. The legislation on data security and
privacy may hinder the assessment and evaluation process.
As media attention and communication on NCDs are
growing, it is sometimes claimed that people have the
right to be and behave as they wish, and constant pressure
from the authorities, e.g. to reduce obesity rates in the
population, is a threat to a population’s autonomy. More-
over, mainly due to social media usage, laypeople are more
active than ever before in discussions about lifestyle, ques-
tioning the authority of ‘experts’.

Discussion
The study has collected data from countries that vary with
regards to their geographical nature and administrative,
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political, social, cultural, environmental, economic and
healthcare structure. Despite the differences, the emerging
themes draw a scenario where the coexistence of old and
new paradigms often conflicts, in a process that is exacer-
bated by the economic crisis. What makes a good policy
or programme to address the population’s health and
NCD has been described by WHO since Alma Ata declar-
ation [10]. The Ottawa Chart [11] has further focused on
the proactive and committed role that citizens and com-
munities have on their health’s control. The results of the
SWOT analysis show that a participatory Health in All
Policies approach [12] supports implementation, assists in
intersectoral cooperation, shared commitment and owner-
ship, reduces mono-sectoral thinking and therefore leads
to win–win solutions for complex problems. When the
collaboration among different partners from different
sectors becomes systematic, the networking may continue
after the end of the project as an element of sustainability.
Indeed, real trans-sectoral involvement is challenging.

When partners from different sectors participate in policy-
making and programme planning, they often have different
paradigms, interests, strategies, operational cultures and
decision-making systems that may be highly consuming in
terms of time, relationships and resources. However, a
binding trans-sectoral approach is necessary to battle the
underlying risk factors of inequalities. Despite improve-
ments, the culture of disease prevention and health promo-
tion remains low while the biomedical paradigm prevails.
Where the emphasis in planning is on acute care and drug
treatment, entrenching empowerment can be a huge task.
As confirmed by other authors, a systematic gender per-
spective is still missing [13].
As a common ground, in European modern lifestyles

there is widespread sedentarism and use of alcohol and
tobacco [14]; the culture of eating and drinking is difficult to
change, as it is to maintain healthy lifestyle changes. There
is a need for specific laws protecting and promoting healthy
lifestyles, also in consideration of the pressure of marketing
strategies and interests of industry and economic lobbies,
that may conflict with health outcomes and affect political
decisions. Virtuous partnerships involving industries, civil
society and media have been promoted by the European
Commission to impact on NCD prevalence, e.g. by reducing
the intake of salt, saturated fats, trans fats and added sugars,
increasing the consumption of fruit and vegetables, reducing
the impact of food marketing on children and breastfeeding,
and reducing sedentary behaviour and inequalities [15].
There is a full range of initiatives addressing NCD preven-

tion and health promotion that have been proven effectual
and cost-effective. Despite NCD outcomes improving in
Europe, “there is scope for greater ambition” [16].
Sharing and exchange of best practices, as sponsored
by the European Commission through Programmes
and Joint Actions, is acting as a motivator.

Conclusions
The SWOT analyses have been developed across Europe,
in countries that vary in political, administrative, social and
health care organisations. The whole of all these consider-
ations, thoughts, experiences and insights draws an overall
picture of the complexity of designing and implementing
good policies and programmes that are finely tuned to local
needs. These results may apply to any context and can be
used by decision-makers, managers, professionals and other
stakeholders to focus on key issues, recognising areas for
attention.
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1186/s12961-019-0523-1.

Additional file 1: Figure S1. Policies and programmes on diabetes
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