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Executive Summary
Non-communicable diseases (NCDs) represent 
a leading threat to human health and human 
development in today’s world. The four main 
types of NCDs are cardiovascular diseases 
(like heart attacks and stroke), cancers, chronic 
respiratory diseases (such as chronic obstructed 
pulmonary disease and asthma) and diabetes.

To lessen the impact of NCDs on individuals and 
society, a comprehensive approach is needed 
that requires all sectors, including health, finance, 
foreign affairs, education, agriculture, planning 
and others, to work together to reduce the 
risks associated with NCDs, as well as promote 
the interventions to prevent and control them. 
Therefore, it is in this context that the WHO 
Regional Office for Africa organized the first 
stakeholders’ dialogue on risk factors for 
NCDs, which took place in Birchwood Hotel, 
Johannesburg, South Africa, from 18th to  20th 
March 2013.  

The Multi-stakeholder dialogue (MSD) was 
attended by delegates from 43 countries of the 
Region, non-governmental organizations and civil 
society and other partners. The general objective 
of the meeting was to provide a platform for a 
multi-stakeholder dialogue to address the risk 
factors for NCDs in the WHO African Region 
and the specific objectives of the stakeholders’ 
dialogue were:

1. To share information about trends NCD risk 
factors and burden of disease in the WHO 
African Region; 

2. To identify challenges and opportunities for 
governments and relevant stakeholders in 
addressing risk factors for NCDs;

3. To identify priority actions and the roles and 
responsibilities of various stakeholders;

4. To propose mechanisms for facilitating national 
dialogue and promoting public awareness on 
risk factors for NCDs.

The Minister of Health of the Republic of South 
Africa, Dr Aaron Motsoaledi, officially opened the 
stakeholders’ dialogue, with introductory remarks 
from Dr Luis G. Sambo, the Regional Director of 
WHO AFRO.

The dialogue consisted of moderated round table 
discussions and concurrent sessions on three 
thematic areas, namely tobacco, alcohol, and 
unhealthy diet and physical inactivity. 

The summary of the issues and the discussions 
during the stakeholders’ dialogue is summarized 
as follows:

Harmful Use of Alcohol:

The delegates widely recognized that the majority 
of people in the region are not well-informed about 
the facts regarding the harmful effects of alcohol. 
And the reality is that alcohol has historically been 
part of cultures, attitudes and practices. 

Much of the discussion focused on the impact of 
alcohol marketing and promotion, particularly 
on youth. The industry has used aggressive 
advertising and promotion practices, which 
have increased access and consumption among 
individuals, families, and communities. 

Furthermore, delegates of this multi-stakeholder 
dialogue mentioned that alcohol marketing is fast-
globalizing, and targeting trade opportunities in 
the region.

Delegates also recognized challenges of regulating 
traditional brewers in local communities, as well 
as the sale of alcohol to minors.

It was strongly recommended that more inclusive 
approach be used to involve communities and 
relevant stakeholders in policy development, 
and in relation to legislation, enforcement, and 
enactment. 

The participants also called for greater involvement 
of development agencies, in addressing risk 
factors. 
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Tobacco use:  

Many delegations reported their initiatives to 
ban smoking in public places. However, the 
stakeholders highlighted continued challenges 
in tobacco control—particularly the influence of 
the tobacco industry, which is quite powerful and 
has had a negative impact on policy-making at the 
country level

There are also challenges in terms of sustaining 
a multi-sectoral approach. Coordination in the 
implementation of the FCTC is weak in some 
countries. In addition, budgets for tobacco control 
remain insufficient for the implementation and 
enforcement of legislation and regulations. 

Delegates emphasized the urgency for countries 
to have clear action plans for the implementation 
of FCTC, and monitor its implementation. 

Much was discussed in the area of taxation. A 
need was felt for greater economic capacity 
across countries, so that they can pursue price 
and tax measures. 

Unhealthy diet and physical inactivity:

Delegates recognized that the region is faced with 
a double burden - while we face food shortages 
in some regions, we also face the increasing 
consumption of refined foods rich in fat, salt and 
sugar.

The problem of overweight is becoming 
increasingly serious because of urbanization and 
increased processing of our food. In some cases, it 
is cheaper and faster to eat refined and packaged 
foods as opposed to home-cooked meals.

This is an unfortunate trend that needs to be 
tackled now. This risk factor is already having 
harmful effects on cardiovascular diseases, and 
other major NCDs. However, as governments 
and communities are now becoming more aware 
of this problem, relevant legislation and regulation 
should be put into place to counter this trend and 
protect public health.

Again, we turn to the need for more evidence 
to inform our policies and strategies, and also 
to inform the public. Educating the public on 
nutrition and health remains a critical element – 
to ensure that people are fully informed about 
their dietary choices.

Stakeholders at this meeting recognized the 
growing trends in physical inactivity – mainly 
due to the rise in motorized transportation and 
the lack of recreational space in urban and peri-
urban settings. Here delegates have emphasized 
working in close collaboration with a wide range 
of stakeholders:  the private sector, NGOs, local 
governments, education and sports sectors among 
others. By working together we can improve 
the community environment and increase the 
opportunities for people to stay physically active. 

The meeting underscored the importance of 
school as an entry point for encouraging children 
and youth to increase their physical activity, and 
strengthening physical education a part of the 
school curriculum.  

In all of these areas, the delegates raised the 
following challenges and opportunities:

1. The need for policy, legislative and regulatory 
frameworks at national level to reinforce the 
multi-stakeholder efforts to promote and 
protect health;

2. Strengthening data gathering, analysis and 
dissemination as well as operational research 
in order to inform decision making;

3. Participation of the communities 
throughout the whole process, including 
planning, implementation, evaluation and 
documentation

 and

4. Establishing sustainable resources for financing 
relevant interventions - including innovative 
financing of NCD prevention and control.

The stakeholders’ dialogue ended with a closing 
speech by the Director General of the National 
Department of Health, Republic of South Africa.
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Introduction
Non-communicable diseases (NCDs) represent 
a major threat to human health and human 
development in today’s world. The four main 
types of NCDs are cardiovascular diseases 
(like heart attacks and stroke), cancers, chronic 
respiratory diseases (such as chronic obstructed 
pulmonary disease and asthma) and diabetes.

Noncommunicable diseases are silent killers with  
insidious onset and debilitating complications 
resulting in painful deaths. The World Health 
Organization (WHO) reports that NCDs are by 
far the leading cause of mortality in the world, 
representing over 60% of all deaths. Out of the 
36 million people who died from NCDs in 2005, 
half were under age 70 and half were women. Of 
the 57 million global deaths in 2008, 36 million 
were due to NCDs, which is approximately 
63% of total deaths worldwide. NCDs are often 
associated with older age groups, but evidence 
shows that more than 9 million of all deaths 
attributed to NCDs occur before the age of 60. 
Of these “premature” deaths, 90% occurred in 
low- and middle-income countries. Children, 
adults and the elderly are all vulnerable to the risk 
factors that contribute to NCDs, whether from 
unhealthy diets, physical inactivity, tobacco use 
and exposure to tobacco smoke or the effects of 
the harmful use of alcohol. 

In April 2011, African health ministers adopted 
a United Nations-backed declaration calling for 
urgent action against non-communicable diseases, 
including heart conditions, diabetes, cancer and 
chronic respiratory problems, blood disorders, 
mental health, violence and injuries. The 
Brazzaville Declaration on NCDs1 was adopted 
at the African Regional Ministerial Consultation 
on NCDs, and highlights commitments against 
the growing problem of NCDs in Africa. 
Actions proposed include strengthening and 
standardizing national health systems to generate 
disaggregated data on NCDs; using appropriate 
means, including information and communication 
technologies, to promote health awareness 

and NCDs prevention and control strategies. 
The ministers also committed to take action to 
protect people from unhealthy diets, harmful use 
of alcohol, tobacco use and exposure to tobacco 
smoke and unsafe food; violence and injuries, 
and the advertising of unhealthy products. They 
pledged to strengthen health systems with 
appropriate attention to financing; training and 
retaining the health workforce; procurement 
and distribution of medicines, vaccines, medical 
supplies and equipment; improving infrastructure; 
and, evidence-based service delivery. In the 
Declaration, the ministers also urged WHO, 
partners and civil society organizations to 
provide technical support to Member States 
for implementing, monitoring, and evaluating 
recommendations contained in the document. 

Rationale

To lessen the impact of NCDs on individuals and 
society, a comprehensive approach is needed 
that requires all sectors, including health, finance, 
foreign affairs, education, agriculture, planning 
and others, to work together to reduce the risks 
associated with NCDs, as well as promote the 
interventions to prevent and control them. An 
important way to reduce NCDs is to focus on 
lessening the risk factors associated with these 
diseases. Low-cost solutions exist to reduce the 
common modifiable risk factors (mainly tobacco 
use, unhealthy diet and physical inactivity, and 
the harmful use of alcohol) and reverse the 
epidemic of NCDs. Other ways to reduce NCDs 
are high impact essential interventions that can 
be delivered through a primary health-care 
approach to strengthen early detection and timely 
treatment. 

Despite the current efforts and commitments 
made by countries in the Region, NCDs continue 
to rise. The absence of a mechanism to bring 
together the various stakeholders to address NCD 
control and prevention is a major contributing 
factor. Furthermore, competing interests among 

1http://www.afro.who.int/en/clusters-a-programmes/dpc/non-communicable-diseases-managementndm.html
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various entities including resistance from private 
sector is an obstacle to prevention and control 
efforts. It is therefore critical that stakeholders 
including all government sectors, private sector, 
civil society,  development partners, academic and 
research institutions as well as communities come 
together to deliberate and reach an understanding 
on the effective approaches for addressing key  
risk factors for NCDs. Therefore, it is in this 
context that the WHO Regional Office for Africa 
organized the first stakeholders’ dialogue.  



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 3

Opening Session
Dr Davison Munodawafa, DRF Programme Area 
Coordinator at WHO AFRO was the Master of 
Ceremony. He called the meeting to order and 
gave the floor to the Deputy Minister of Health of 
South Africa.

Welcome remarks

Dr G. Ramokgopa, Deputy Minister of Health 
of South Africa, welcomed the participants and 
acknowledged the presence of the distinguished 
speakers comprising the Honourable Minister of 
Health of South Africa and the Regional Director 
of the WHO African Region. 

Opening address

Dr Luis G. Sambo, the Regional Director of the 
WHO Region acknowledged the rise of NCDs) in 
the African Region.  He noted that in 2008, about 
2.8 million deaths in the African Region were 
attributed to NCDs, and this figure is projected 
to increase by 27% over the next 10 years.  He 
called for concerted action on NCD risk factors, 
particularly, tobacco use, harmful use of alcohol, 
unhealthy diet and physical inactivity because 
these risk factors, acting alone or in combination, 
contribute significantly to cardiovascular diseases, 
chronic respiratory illnesses, diabetes, cancer and 
the consequences of violence and road traffic 
accidents. Dr Sambo also enumerated some of the 
policy and strategy documents, guidelines, norms 
and standards that WHO have so far produced 
to support countries to address the NCD risk 
factors and their determinants.

The Regional Director called on governments, 
parliaments, civil society and consumer 
associations  to  work  together to develop 
policies as well as pass and enact laws that 
protect public health and give individuals reliable 
facts to make informed choices.  He observed  
that about a third of NCD deaths occur 
prematurely during the most productive years 
of life, and this negatively impacts economic 
development. He noted that policy makers and 

Dr Davidson Munodawafa, Program Area Coordinator (PAC), 
Determinants and Risk Factors (DRF),

Dr Luis G. Sambo, Regional Director 
WHO Regional Office for Africa (AFRO)

Dr G. Ramokgopa, Deputy Minister of Health of 
Republic of South Africa
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the public in general are ill-informed about the 
risk factors for NCDs. Most of the risk factors 
associated with these diseases are behavioural 
and lifestyle related and therefore amenable to 
change. 

Dr Sambo emphasized the need for strengthening 
the capacity of health services to tackle the 
preventive and clinical aspects of chronic diseases 
using the primary health care approach including 
ensuring qualified staff, and making medicines 
and technologies accessible. He stated that 
WHO will continue to support Member States 
in the prevention of diseases risk factors, and 
also emphasize the systemic use of evidence as 
the basis of national policies and strategies. The 
WHO has established the most effective “best 
buys” such as limiting the availability of tobacco 
and alcohol through higher prices, as well as bans 
on advertising, promotion and sponsorship. The 
Regional Director invited the stakeholders to take 
this opportunity to update themselves on the best 
available evidence about the current situation as 
well as trends of NCDs, and their common risk 
factors, and to explore how best to introduce 
policy and structural changes that promote and 
protect health. 

Opening speech

In his opening speech, the Honourable Minister 
of Health of South Africa, Dr Aaron Motsoaledi, 
noted that NCD prevention, treatment and 
rehabilitation require sustainable financing within 
the context of universal health coverage. The Hon 
Minister pointed out that, with limited resources 
in countries of the African Region, universal health 
coverage will become even more difficult unless 
an innovative financing mechanism is established 
to promote and protect health. The Minister 
alluded to what he termed an “NCD Tsunami” if 
the known social determinants of health and the 
specific risk factors for NCDs are not addressed 
comprehensively at individual, community and 
government levels. 

Dr Motsoaledi highlighted some of the initiatives 
being implemented in South Africa to address 
risk factors for NCDs. These include: regulation 
of salt in processed foods, regulation on the use 
of trans-fat in food production processes, and 
proposed regulations to further reduce tobacco 
use. The Minister noted that the government has 
taken steps towards establishing the National 

Health Promotion Commission under the 
President’s Office, to help address the NCDs 
burden. He stated that South Africa has entered 
into important partnerships for purposes of 
building capacity to address risk factors for NCDs 
and their determinants. The Minister highlighted 
some of the partnerships being established by 
the government in South Africa to address risk 
factors and their determinants e.g., with the 
South Africa Heart and Stroke Foundation for salt 
reduction in a number of foodstuffs and with the 
Thai Health Promotion Foundation, Thailand on 
establishing an innovative financing mechanism 
using a special levy on alcohol and tobacco 
products.  

Among other challenges, he stressed the 
importance of having data to monitor trends in 
NCDs and their risk factors as well as setting up 
mechanisms for countries to share experiences 
with each other.  The minister requested WHO to 
facilitate data gathering, analysis, documentation 
and reporting. The Hon Minister concluded his 
speech by calling for more action by countries 
of the African Region to effectively address 
the risk factors for NCDs because if these are 
not addressed, the health services would be 
overburdened and thereby undermining attempts 
to achieve universal coverage.

Objectives and expected outcomes

An overview of the objectives and the expected 
outcomes of the meeting was presented by Dr 
Tigest Ketsela, Director of the Health Promotion 
Cluster (HPR) in WHO Regional Office for Africa. 

She indicated that the general objective of the 
meeting was to provide a platform for a multi-

Dr Aaron Motsoaledi, Minister of Health
Republic of South Africa
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Dr Tigest Ketsela, Director, Health Promotion Cluster (HPR), 
WHO/AFRO

stakeholder dialogue to address the risk factors 
for NCDs in the WHO African Region.

The specific objectives of the multi-stakeholders 
dialogue were:

1. To share information about trends of NCD 
risk factors and burden of disease in the WHO 
African Region; 

2. To identify challenges and opportunities for 
governments and relevant stakeholders in 
addressing risk factors for NCDs;

3. To identify priority actions and the roles and 
responsibilities of various stakeholders;

4. To propose mechanisms for facilitating national 
dialogue and promoting public awareness on 
risk factors for NCDs.

The expected outcomes were:

1. Information on trends of NCD risk factors 
and the burden of    disease shared;

2. The challenges and opportunities to address 
the risk factors for NCDs identified; 

3. Priority actions and responsibilities of the 
various stakeholders agreed upon;

4. Mechanisms for facilitating national dialogue 
and promoting awareness about the risk 
factors for NCDs proposed.
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Objective 1
This session was chaired by Dr Louis G. Sambo, 
Regional Director. Two presentations were made 
followed by a round table panel discussions. 
The first presentation entailed a global update 
of NCDs and their risk factors by Dr Douglas 
Bettcher, Director, Prevention of NCDs, on 
behalf of Dr. Oleg Chestnov, Assistant Director 
General on Noncommunicable diseases and 
Mental Health (NMH), WHO /HQ. The second 
presentation was a regional update of NCDs and 
their risk factors by Dr Tigest Ketsela, Director 
Health Promotion Cluster.

Global update of NCDs and their risk 
factors

In his presentation, Dr Bettcher stated that in 
all developing countries, and by any measure, 
NCDs now account for a large enough share 
of premature deaths and poverty to merit a 
concerted and coordinated government-led public 
policy response. There is a need to implement 
cost-effective interventions that reduce exposure 
of populations to NCD risk factors. This will 
contribute to reducing premature mortality 
by two-thirds. In addition, health systems that 
respond more effectively and equitably to the 
health-care needs of people with NCDs can 
reduce premature mortality by up to one-half. 
It is estimated that in developing countries, the 
cumulative lost output associated with NCDs from 
2011 to 2025 will amount to US$ 7 Trillion while 
the overall cost of scale up action by implementing 
a set of “best buy” interventions identified as 
priority actions by WHO will be only US$ 170 
Billion. A global vision and affordable solutions 
exist to prevent 14 million people in developing 
countries from dying prematurely each year from 
NCDs. Dr Bettcher stressed that, at this juncture, 
governments had to scale up NCD work.

The final political declaration of the United Nations 
(UN) high-level meeting on NCDs convened on 
September 2011 in New York2 highlighted the 
following: the epidemic proportions of NCDs and 

To share information about trends of NCDs 
risk factors and burden of disease in the 
WHO African Region

their socio-economic and developmental impacts; 
the need to respond to this challenge through a 
whole-of-government and whole-of-society 
effort; the approaches to reducing risk factors 
and creating health-promoting environments; the 
need to strengthen national policies and health 
systems; and the importance of international 
cooperation, including collaborative partnerships; 
as well as research-development, and monitoring- 
evaluation. 

In May 2012, the World Health Assembly decided 
to adopt a global target of 25% reduction in 
premature mortality from NCDs by 2025. The 
WHO led the process of developing a Global 
Action Plan for 2013-2020 as well as a Global 
Monitoring Framework including voluntary 
targets and indicators for NCDs prevention and 
control. Dr Bettcher informed the participants 
that, following WHO suggestions for drafting 
documents as requested by the Political 
Declaration, a formal meeting of Member States 
to conclude the work on the comprehensive 
global monitoring framework including indicators 
and a set of voluntary targets for the prevention 
and control of NCDs was held in Geneva, from 
5 to 7 November 2012. Participants discussed 
the 6 objectives in the draft updated Global NCD 
Action Plan, 9 voluntary global NCDs targets 

Dr Douglas Bettcher, 
Director Prevention, NCDs

2http://www.who.int/nmh/events/un_ncd_summit2011/political_declaration_en.pdf
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and 25 indicators. Dr Bettcher concluded by 
encouraging ministries of health to mobilize the 
whole-of-government to integrate NCDs into 
the health-planning processes and development 
agenda. He said that WHO stands ready to 
provide governments with upstream policy 
advice and sophisticated technical assistance to 
support national efforts to address NCDs and 
global coordination mechanisms on NCDs such 
as UNDAF as a strategic instrument to raise the 
priority given to NCDs.

Situation of risk factors for NCDs and 
burden of NCDs in the WHO African 
Region

Dr T. Ketsela stated that, Africa faces an important 
but seemingly “neglected epidemic” of chronic 
NCDs. In many countries in this part of the world, 
there has been an alarming increase in morbidity 
and mortality related to NCDs such as diabetes, 
hypertension, ischemic heart disease and stroke 
over the last two decades. Various segments 
of the populations, mostly urban young adults, 
are affected. According to Dr Ketsela, Africa´s 
chronic diseases burden has been attributed 
to changing health-related behaviours such as 
tobacco use, harmful use of alcohol, sedentary 
lifestyles and diets high in saturated fat and sugar. 
These behaviours  are linked to epidemiological 
and nutritional transitions, with structural 
changes such as industrialization, urbanization and 
increasing food market globalization. The context 
of  the African Region is compounded by weak 
health systems, which are unable to cope with 
the looming double burden of infectious diseases 
and NCDs. For public health decision making, it is 
always critical to understand the risk factors and 
key determinants that cause or predispose people 
to diseases. 

Dr Ketsela stressed that as the NCD risk factors 
and determinants of today are considered to be 
the diseases of tomorrow, prevention and control 
of these can lead to the prevention of potential 
epidemics in the future.  Among the NCDs 
risk factors, tobacco use is a leading cause of 
cancer, heart disease, and chronic lung disease. 
Globally, tobacco killed an estimated 100 million 
people during the last Century, and with current 
trends it is likely to kill 1 billion people in the 
21st century. The burden of tobacco use in our 
region is growing: as of 2008 adult use ranged 

from 2.4 to 23% while among adolescents it is 
8% for cigarette smoking and 11.3% for the use 
of other tobacco products. In general, although 
most countries in our region have relatively lower 
prevalence, tobacco use rates among the youth 
has been increasing. In response to the global 
tobacco epidemic Member States negotiated and 
adopted the WHO Framework Convention on 
Tobacco Control (WHOFCTC). The WHO FCTC 
is the first public health treaty negotiated under 
the auspices of the Organization. It took 3 years 
to negotiate and is a comprehensive response 
to tobacco control. It is based on evidence and 
tackles both the demand reduction strategies 
as well as supply reduction; Its main objective is 
“… to protect present and future generations from 
the devastating health, social, environmental and 
economic consequences of tobacco consumption 
and exposure to tobacco smoke…”. As of today 
41 out of 46 countries in the Region have ratified 
this treaty and implementation at country level is 
on course. 

Another NCD risk factor is the harmful use of 
alcohol. Dr Ketsela highlighted that in the African 
region, 7 out 10 adults are reported to abstain 
from alcohol use. The per capita consumption 
ranged from as low as 0.1 to as high as 12.3 litres of 
pure alcohol. About one quarter of alcohol users 
in the Region drink at markedly high levels that 
can lead to alcohol dependency and harm. Most 
of the alcohol-related deaths are attributable to 
injuries (57%), cancer (14.3%) and cardiovascular 
diseases (12.7%) , which underlines the need to 
address this risk factor. Harmful use of alcohol 
can be addressed through effective policies and 
legislation as defined in the WHO global and 
regional strategies to reduce harmful use of alcohol. 
A recent survey in the Region has shown that only 
13 countries have alcohol policies. However, a 
good number of these policies require proper 
review to reflect effective policy options that 
take into account regulatory measures to address 
priority areas of intervention such as marketing, 
taxation, advertising and access to minors, etc. 
The review has also shown that only 10 countries 
have instituted policy coordination mechanisms 
aimed at bringing together intervening agencies, 
organizations and stakeholders. 

Unhealthy diets and physical inactivity are key risk 
factors for the major NCDs such as cardiovascular 
diseases, cancer, and diabetes. Consumption 
of adequate servings of fruits and vegetables 
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has been associated with lower risk of many 
common NCDs. The STEPS survey data among 
13 countries in the Region reveal that the average 
numbers of days in which fruits are consumed by 
adults in a week range from 1 in Botswana to 4.5 
in Seychelles, with a median of 2.7.  Vegetable 
intake is, on the other hand, much better—
ranging from 1.6 days per week in Botswana to 
5.8 days in Swaziland, with a median of 4.6 days 
per week. There are wide country and inter-
country disparities. Recognizing the opportunity 
for reducing deaths and diseases worldwide by 
improving diets and increasing levels of physical 
activity, the World Health Assembly adopted the 
WHO Global Strategy on Diet, Physical Activity 
and Health, in May 2004. Among 34 countries 
with available data on physical inactivity, the 
prevalence of crude physical inactivity ranged 
from 6.6% in Mozambique to 66.5% in Swaziland, 
with a median of 22%.  Most of the countries 
with the highest rates of physical inactivity are 
in East/Southern Africa. Physical inactivity levels 
are higher in women, especially in urban areas. 
Populations with high levels of physical inactivity 
usually have high rates of overweight and obesity. 
Adequate and regular physical activity reduces the 
risk of dying prematurely from conditions such as 
coronary heart disease, diabetes, hypertension 
and colon cancer. The Global recommendations 
on physical activity for health set the type and 
amount of physical activity necessary for different 
age groups.

Dr Ketsela concluded her presentation by 
highlighting the following as challenges and 
constraints: inadequate harmonized response 
for primary prevention of risk factors—
resulting in many resolutions which are not 
fully implemented; Inadequate legislation, 
regulatory and reinforcement frameworks to 
tackle NCDs risk factors; Lack of trend data for 
existing surveillance tools, such as STEPS, GATS, 
GSHS; and inadequate resources (financial and 
human) to implement agreed actions. The way 
forward for most countries of the Region is the 
implementation of Integrated national NCDs 
action plans—including risk factors and their 
determinants; effective regulation of relevant 
industries e.g. banning advertising and marketing; 
fostering inter-sectoral collaboration at country, 
regional and global levels; and comprehensive 
surveillance systems for NCDs and their risk 
factors. 

Round table discussions I: Overview of 
key risk factors for NCDs

The chairperson introduced the panellists—
comprising three speakers namely, Dr Gwen 
Ramokgopa, the Deputy Minister of Health 
of South Africa, Mr. Mohamed El Moctar, the 
Advisor of the Minister of Finance of Mauritania, 
and Dr Shanti Mendis, Acting Director, NCDs 
WHO/HQ—representing the Assistant Director 
General for Non-Communicable Diseases and 
Mental Health (NMH) cluster. Ms Gupta-Smith, 
WHO/SEARO moderated the discussions. 

The Deputy Minister of Health, South Africa, 
highlighted some of the achievements made in 
South Africa during the period prior to and after 
the of UN high level meeting on NCDs held in 
New York in September 2011. These included 
research to assess the NCD burden in the 
country, increased allocation of resources to the 
NCDs programme, as well as legislative reforms 
on tobacco and alcohol use.

Dr Shanti Mendis highlighted the milestones 
made by WHO in providing technical support 
for implementation of UN declaration on NCDs, 
namely, the development of a global monitoring 
framework on NCDs to be submitted to WHA 
in 2013, the establishment of NCDs coordinating 
mechanism among 18 UN agencies, development 
of coordination mechanisms for multisectoral 
action at the global, regional and local levels and 
the development of high impact interventions 
related to countries’ perceived needs and 
challenges.

Lastly, Mr El Moktar, Advisor for the Minister of 
Finance of Mauritania informed the audience that 
there has been a sharp increase in deaths from 
NCDs in Mauritania during the past decade. In 
response to this situation various interventions 
are being implemented. They include increased 
allocation of resources for capacity building to 
combat NCDs, increasing tobacco taxation, 
intensifying public health education and the planned 
introduction of health financing mechanisms.

During the discussions the delegates as well 
as the panellists underscored the following: 
i) There is need for working with sectors outside 
health to address risk factors of NCDs (e.g. 
education, local government, civil society etc); 
ii) Empowering the communities is critical; iii) It 
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is important to ensure enforcement of legislative 
and regulatory measures on alcohol and tobacco; 
iv) It is important to follow guidelines and strategies; 
v) Data generation and use in policy development 
is essential.

The following mains challenges raised by the 
participants: locally produced alcohol (local brew) 
not reflected in official alcohol consumption 
figures; absence of regulation on alcohol marketing 
and; tobacco as one of the main income generating 
crops in several countries of the region. 

To address these challenges participants suggested 
a few solutions including: i) development of bye-
laws on alcohol and tobacco enhances control; 
ii) citizen empowerment for implementation; and 
iii) health literacy for behaviour change in alcohol 
and tobacco use.

Round table discussions II:  Experiences 
from countries on addressing risk 
factors for NCDs

The chairperson introduced the panellists. The 
discussion was moderated by Ms Gupta-Smith. 
Panellists comprised five speakers namely, 
Professor Melvyn Freeman, South Africa, Dr 
Gathecha, Kenya, Dr Saloojee, South Africa and 
Dr Dilchand from Mauritius.

Prof. Freeman pointed out that it was a big 
mistake to reduce alcohol to NCD harm issues 
only. He stressed that alcohol issues should be 
viewed within the context of the overall health 
of the individual. Alcohol related issues are to be 
viewed also as a problem linked to the interaction 
between the “product” and the “person’. Prof. 
Freemen highlighted the main achievements made 
in South Africa on alcohol programmes. These 
included available legislation on the restriction of 
use of alcohol, integration of alcohol prevention 
and control in other developmental programmes 
and research on alcohol prevention.

Dr Gathecha shared Kenya’s experience and 
stated that the country had developed and was 
implementing alcohol act. However, there were 
gaps in the implementation of the latter. A key 
lesson learnt from the Kenyan experience is 
the need to have a multisectoral approach in 
addressing alcohol related issues. Dr Gathecha 
mentioned some of the milestones achieved in 
the Kenyan alcohol programme. They include the 
establishment of a national authority against the 

harmful use of alcohol and forging of  partnerships 
with other sectors in the implementation of the 
alcohol programme at the national, regional and 
local levels.

Dr Saloojee shared the South-African experience 
in implementing the FCTC. He drew the attention 
of the participants to the fact that low income 
countries are experiencing increased smoking 
among their populations. However, not much 
progress had been made in health education to 
address the problem, yet the tobacco industry 
had been busy recruiting new smokers. Dr Salooje 
gave a summary of the achievements made in the 
implementation of Framework Convention on 
Tobacco Control (FCTC) in South Africa. These 
include enforcement of tobacco legislation and 
increased taxation of tobacco products.

Dr Dilchard presented issues of unhealthy diet and 
physical activity.  In Mauritius, physical activity is an 
examinable subject within the school curriculum. 
A ban on snacks and soft drinks in schools has been 
instituted and a sugar tax was established across 
the country. Dr Dilchard highlighted some of the 
achievement made in unhealthy diet and physical 
inactivity programme in Mauritius. They include 
the development of a national action plan on diet 
and physical activity, together with legislation 
on the control of soft drinks and saturated fats 
consumption and increased taxation on soft drinks 
and sugary foodstuff.

The general discussion focused on the following: 

i) There is an increase in alcohol consumption 
among adolescents and young people; ii) 
Conflicting messages on alcohol consumption 
are being sent to the public: for example, some 
physicians advise patients to take few glasses of 
red wine; iii) The alcohol industry has been strong 
in its marketing strategy; iv) Whilst countries 
are implementing FTCT, smuggling of tobacco 
products continues to be a major challenge; 
v) African countries need to consider diversifying 
crops in order to move away from growing a 
single crop such as tobacco; vi) Advocating and 
sensitizing communities on the importance of 
having a healthy diet is key. However, issues of 
food security need to be addressed; vii) While 
the media can be an adversary in relation to 
advertising of alcohol and tobacco, there is a need 
for countries to work with the media to initiate 
public debate on these issues and; viii) Sports 
and good industries are relevant stakeholders to 



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases10

be considered in interventions, as well as FBOs, 
CBOs, and CS.

Participants agreed on the following challenges at 
country level - Enforcement of laws on tobacco 
control and alcohol prevention is a challenge in 
several countries; Regulation of the production 
of unhealthy diet (e.g. processed food) is a 
limiting factor in some countries and; Lack of 
safe environments and affordable equipment for 
physical activity is critical.

Delegates and panellists suggested the following 
solutions to address the challenges listed above – 
i) Existing regional networking mechanisms and 
experiences on alcohol consumption prevention 
among countries need to be regularly shared; 
ii) Governments, civil society and NGOs activists 
should set an agenda for regulating the production 
of unhealthy diet and; iii) More resources are  
required to create enabling environments for 
physical activity.
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Objective 2
To identify challenges and opportunities for 
governments and relevant stakeholders in 
addressing risk factors for NCDs

This session was chaired by the Deputy Director 
General of the National Department of Health, 
South Africa.  It was intended to address challenges 
facing stakeholders and identify opportunities that 
exist at country level in addressing risk factors for 
NCDs. Participants were requested to register 
and participate in one of three concurrent group 
discussion sessions: harmful use of alcohol, 
tobacco use, or unhealthy diet and physical 
inactivity. The average number of people who 
registered for each group ranged between 30 and 
50.  

Concurrent Session I: Country level 
challenges and opportunities

HARMFUL USE OF ALCOHOL

This group was tasked to discuss the following 
issues:

•	 Community	 level:	 There	 is	 an	 increasing	
perception that consuming alcohol is normal, 
common and healthy. There is also low 
awareness of the harms caused by alcohol.

•	 Industry	 interference:	 There	 is	 a	 strong	
lobby of the alcohol industry and intensified 
interference in national alcohol policy 

development and implementation.

•	 Structural	 level:	 There	 is	 weak	 coordinated	
approach between departments and different 
ministries and also at different jurisdictional 
levels. There is also a limited scope of policies 
or regulations in many countries as well as 
weak enforcement measures. 

•	 Inadequate	 resources	and	 insufficient	human	
and health systems capacity to tackle the 
rising consumption of alcohol and its harmful 
consequences.

Tobacco Use

The group on tobacco use were to discuss the 
following issues:

•	 Slow	domestication	of	 the	obligations	of	 the	
WHO Framework Convention on Tobacco 
Control (WHO FCTC) through national 
laws: Not all countries have enacted national 
legislation to implement the WHO FCTC 
requirements. Some countries have also 
not yet enacted regulations or put together 
administrative instructions to allow for 
effective implementation of tobacco control 
laws;  

Concurrent Session on Harmful Use of Alcohol
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•	 Intensified	marketing	by	the	tobacco	industry	
and interfering with policy making – as a 
response to increased awareness on tobacco 
control by governments; the tobacco industry 
has become more aggressive in marketing 
their products, targeting the youth and have 
also become more aggressive in interfering 
with policy making at national level; 

•	 Sub-optimal	 enforcement	 of	 existing	 laws:	
countries that already have a tobacco control 
law are faced with challenges in enforcing it 
and, therefore, the advantages of the law are 
not yet fully felt at national level; 

•	 Resources	 allocated	 to	 tobacco	 control	 are	
inadequate and human capacity is insufficient 
to fully implement WHO FCTC requirements.

Countries that have not yet ratified the WHO 
FCTC stated that tobacco contributes to their 
economy and tobacco farming contributes to GPD 
as well as providing employment. They are faced 
with an extremely strong lobby against tobacco 
control and the tobacco industry has considerable 
influence over governments. There is a lack of 
functional structure responsible for tobacco 
control in the different regions and multisectoral 
coordination is very weak. However, countries 
have a lot of alternatives for replacement. 

Countries that have ratified the WHO FCTC, 
Kenya: The stakeholders presumed that the 
government did not fully support tobacco policy. 
They also pointed out that there was a lack of 
government will caused by presumed contribution 

of tobacco to the economy. The country reported 
that the government even gave an award to the 
tobacco companies for their contribution. 

Countries that have increased tobacco taxation 
reported that, it was a very cumbersome process. 
There were three conditions for success: i) The 
use of existing evidence, the GYTS factsheets 
were key to convincing the policy makers; ii) 
the fact need of having a multisectoral action at 
government level; iii) the full involvement of the 
civil society and media. The main challenge was 
how to bring this funding to support tobacco 
control by the Ministry of Health (MoH). 
The group identified as a challenge the lack 
of coordination and communication among 
stakeholders. Information was not well shared 
and the various stakeholders needed to be 
sensitized. The MoH was doing most of the work 
and the other ministries were not really involved. 
Furthermore, the MoH was leading intersectoral 
activities and the other stakeholders had not 
taken ownership of the process.

In some countries, cigarettes are available in 
small shops as well as sold in the street. There 
is a need to compare the benefit from tobacco 
(selling) with the cost for health (treatment). The 
regulatory authorities are weak. 

For some countries, the challenge is to monitor 
the implementation of the different measures. 
There is a need to raise greater awareness both 
qualitatively and quantitatively, and expand it 
at a very high level such as heads of state and 
government. Another challenge is to sustain 

Concurrent Session on Tobacco control
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the level of implementation of the different 
measures. Those who are implementing existing 
measures are not convinced about its necessity 
and outcomes. Most health professionals are not 
acting as role models and countries are faced 
with tobacco advertising on TV. There is a need 
for close follow up of the implementation of the  
measures as well as sharing best practices.

In some countries, illicit trade is also prevalent, 
specifically cross border illicit trade. Its control is a 
challenge because of the high quantity of imports. 
Opportunity exists for some countries to put in 
place a green line to control it.

The group agreed that the tobacco industry and 
consumers are constantly finding ways of derailing 
actions taken. Tobacco control messages are 
weak compared with the strategies of the tobacco 
industries.

Tobacco growing countries find it difficult to 
shift to other crops and, therefore, they need 
to be helped to find alternatives to tobacco. The 
existence of tobacco growers should not stop 
a country from signing up to the WHO FCTC, 
as the cases of China, Brazil and India show. 
Countries need to set the norms and make 
recommendations for future diversification. 

Some countries have a difficulty in interpreting 
Article 5.3 of the WHO FCTC.  Countries should 
not let the tobacco industry be part of development 
of legislation. But after the law has been passed, 
countries can write to the tobacco industry to 
discuss  issues regarding the implementation of 
the measures. Countries should not call meeting 
with them as tobacco industry uses meeting to 
lobby against WHO FCTC implementation. Any 
communication with tobacco industry should be 
documented. 

The group agreed in summary that countries 
are faced with the same challenges: existence 
of tobacco growing; lack of commitment; lack 
of coordination; problem with enforcement of 
legislation; health professionals are not good 
models; lack of public awareness; existence of 
tobacco smuggling; lack of funding and need to 
fund tobacco control programme from taxation; 
influence of media advertising; and a strong 
influence by the tobacco industry.

The group also agreed that there are three main 
low cost interventions: increasing tax; banning 

advertisement and, pictorial health warning on 
tobacco packages. Banning smoking in public 
places needs more budgetary resources so the 
measure can be implemented at a later stage.

It was mentioned that in general, policy makers 
are convinced that raising taxes is a cost effective 
way of reducing prevalence. In doing so, there 
is a need to ensure that the entire benefits 
are earmarked for tobacco control activities. 
Countries need to increase taxes and learn from 
the best practices of Brazil which has the highest 
tobacco imports but has the best tobacco control 
policy as well. Countries should not link tobacco 
control and tobacco production.

It was also pointed out that tobacco control 
would not affect tobacco farmers, they  would  
be affected by tobacco marketing. For example, 
Malaysia undertook a study to determine whether 
implementation of the WHO FCTC would affect 
its tobacco farmers. The result of the study 
showed that they should push for tobacco control 
as the diminution of farming was linked to the fact 
that the tobacco industry bought tobacco leaves 
from other countries but not because of tobacco 
control measures.

Countries should implement the WHO FCTC and 
protect their populations. The tobacco industry 
uses the tobacco farmers as a pretext for blocking 
anti-tobacco policies. It was stressed that major 
growing countries have good legislation and that 
the influence of tobacco industry should not pre-
empt tobacco control activities. For example, 
in 20 years, the prevalence of tobacco use has 
remained the same for Thailand. But if the 
country had not undertaken tobacco control, the 
prevalence would have risen.  

Unhealthy Diet and Physical Inactivity

The group was tasked to discuss the challenges 
(e.g. access, affordability and availability) and 
opportunities for governments and relevant 
stakeholders in dealing with: (1) the low intake 
of fruits and vegetables and high intake of foods 
high in salt, sugar, saturated fats, trans-fatty acids 
and calories, (2) low levels of physical activity 
in the population and (3) the formulation and 
enforcement of policies, regulations and legislation 
for diet and physical activity.

For unhealthy diet, the main issues and challenges 
highlighted by participants were:
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•	 The	growth	and	spread	of	supermarkets	that	
are making refined foods more accessible.

•	 Fruits	and	vegetables	are	more	expensive	to	
purchase.

•	 Culture	and	changing	attitudes	towards	food:	
what is fashionable and trendy versus what is 
healthy.

•	 Traditional	 approach	 to	 food	 production,	
preparation and consumption (e.g. fruits are 
for children).

•	 Limited	awareness	of	the	importance	of	fruits	
and vegetables (e.g. children playing with 
fruits and not eating them).

•	 Poor	 production,	 storage	 and	 distribution	
strategies (e.g. excess production that goes to 
waste).

•	 Seasonality	 of	 the	 production	 of	 fruits	 and	
vegetables – imported fruits are more 
expensive. 

•	 Cost	 of	 cooking	 (both	 time	 and	 financial)	 is	
higher than purchasing ready-made food

•	 Inadequate	technical	capacity	at	country	level	
to assess the quality of food on the market.

•	 Land	 ownership	 is	 reserved	 for	 men	 who	
would rather engage in cash crop farming than 
in the production of fruits and vegetables.

According to delegates, many opportunities exist 

in the Region, particularly: i) availability of fruits 
and vegetables throughout the year in some 
countries; ii) schools can be used to demonstrate 
the importance of consuming fruits and vegetables 
(e.g. vegetable gardens) and schools can provide 
healthy foods; iii) the extensive distribution 
network (e.g. by supermarkets) could be used 
to distribute healthy food; iv) use of media to 
sensitize communities (e.g. local the media, 
community groups, and mobile telephony); v) 
leveraging resources from industry (e.g. Singapore 
has a health promotion board that sets standards 
on diets) and; vi)  production for export that can 
be re-channelled for in-country consumption.

With regard to physical activity, participants agreed 
to the following main issues and challenges:

•	 Increased	 access	 to	 motorized	 transport	
(including motor cycles).

•	 Poor	 attitude	 towards	 walking	 and	 cycling	
(those who do these are poor).

•	 Lack	 of	 facilities	 –	 public	 spaces	 have	
disappeared in most urban areas.

•	 Insecurity,	 more	 so	 in	 urban	 areas	 and	
exposure to pollutants for walkers in urban 
areas (exposing them to CRDs.

The opportunities included the following: i) 
physical education is compulsory in some countries 
(in some countries it is an examinable subject); ii) 
health literacy can help in physical activity uptake; 
iii) existence of civil society groups that work with 
the MoH; iv) use of community structures (such as 

Concurrent Session on Diet and Physical Activity
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schools, youth and women’s groups) to promote 
physical activity and v) behaviour change through 
learning from others (e.g. Dubai which has seen 
an increase in physical activity).

During the discussions common challenges for 
formulating and enforcing policies, regulations and 
legislation for diet and physical activity came up 
including the lack of enforcement of policies (many 
countries have policies that are not implemented) 
– inability to ‘walk the talk’; competing interests 
by industry; corruption which is a key barrier 
to policy formulation and implementation; and 
competing political agendas and limited level of 
exposure of legislators.

REPORT FROM CONCURRENT 
SESSION I: COUNTRY LEVEL 
CHALLENGES

Tobacco use 

Delegates from Zimbabwe, Mozambique and 
Ethiopia stressed that their countries had not yet 
ratified the WHO FCTC. The main challenge is 
that tobacco contributes to the economy of the 
country. The tobacco industry has high influence 
on government. There is a strong lobby against 
tobacco control. Tobacco farming contributes to 
GPD and provides employment. However, the 
country is making progress on tobacco control 
such as banning advertising and banning sale to 
and by minors. The public is aware of the harms 
caused by tobacco use, they smoke less and there 
is growing  awareness especially among the youth. 
In addition, in Ethiopia, multisectoral coordination 
is weak.

In countries such as Kenya, Nigeria and Lesotho, 
the various stakeholders presumed that the 
government did not fully support the tobacco 
policy. There is a lack of government will caused 
by the contribution of tobacco to the economy. 
The government gives awards to tobacco 
companies for their contribution to the economy. 
Countries had a difficulty interpreting Articles 
5.3 and 5.4 of the WHO FCTC compared with 
other international trade agreements. There 
is a lack of awareness of tobacco control; and 
a lack of coordination and communication 
among stakeholders. There is also a problem of 
coordination, the MoH is doing most of the work 
and the other ministries are not really involved. 
Regulatory authorities are weak and multisectoral 
collaboration needs to be enhanced.

Delegates from Burkina Faso, Equatorial Guinea, 
Senegal, Congo, Madagascar and The Gambia 
described the level of implementation of their 
tobacco control measures. They emphasized 
the issue of the prevalent illicit trade, specifically 
cross border illicit trade. Laws and regulations 
including taxation, ban of sales to minors exist, 
and a five-year strategic plan has been  developed. 
But a challenge is facing close follow up of the 
implementation of the various measures as well as 
a need to share best practices in the control illicit 
trade related to very high quantity of imports.

In Mauritania, tobacco use among youth is 
prevalent. Tobacco is not grown but imported. 
The government is committed and has waged 
a campaign for raising awareness at all levels in 
order to increase tobacco taxation. The rate of 
taxation for imported tobacco products has risen 
to 100%. This high level of taxation was designed 
to discourage tobacco importation. The process 
of putting in place this taxation was a very long and 
step by step process. There are three conditions 
for such success: i) The use of existing evidence, 
the GYTS fact sheets were key to convincing the 
policy makers; ii) the need to have a multisectoral 
action at government level; iii) the full involvement 
of civil society and media. The main challenge 
is now to bring this funding to support tobacco 
control by MoH. In Mauritania, the legislation 
was adopted by the government and is now at 
parliamentary level. But its implementation has 
already started. Tobacco control is the entry point 
for other NCDs.

Participants from WHO and other experts 
highlighted the key points of the FCTC which, 
most of the time, were not well understood 
during implementation. 

•	 The	 guidelines	 for	 Article	 5.3	which	 call	 for	
the documentation of communication with 
the tobacco industry are not fully understood. 
The wording indicates limitation only when 
it is necessary. Countries should not let the 
tobacco industry be part of development 
of legislation. But after the law has passed, 
countries can meet the tobacco industry should 
there be any issue regarding implementation 
of measures. We should refrain from talking 
with the tobacco industry when preparing the 
law, but after it has passed, we can write the 
questions but not call a meeting with them. 
The tobacco industry uses meetings to lobby 
against the implementation of WHO FCTC. 
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There is no prohibition of contact but contact 
must be documented as the tobacco industry 
is prone to working underground.

•	 Article	16.3	is	not	a	hard	obligation	but	should	
be implemented as the best possible.

•	 The	 existence	 of	 tobacco	 growers	 should	
not stop a country from adhering to WHO 
FCTC as the cases of China, Brazil and India 
indicate. The argument is that we need to set 
the norms and make recommendations for 
future diversification. Tobacco control will not 
affect tobacco farmers. Tobacco farmers will 
be affected by tobacco marketing. Malaysia 
undertook a study to ascertain whether the 
WHO FCTC would affect its tobacco farmers. 
The result of the study showed that the 
country should move forward with tobacco 
control as the diminution of farming was 
linked to the fact that the tobacco industry 
buys tobacco leaves from other countries but 
not because of tobacco control measures.

•	 We	 need	 to	 increase	 tobacco	 taxes,	 we	
should learn from the best practices of Brazil 
which has the highest tobacco importations 
but has the best tobacco control policy. We 
should not link tobacco control and tobacco 
production.

•	 Article	 5.2	 on	 multisectoral	 committee:	
ministry of finance can be part of the 
committee but not ministry of trade.

•	 There	are	three	main	low	cost	interventions:	
increase tax, ban advertisements and, graphic 
health warning on packages. Ban smoking 
in public places but more budget resources 
should be amde to enable the measure to be 
implemented at a later stage.   

•	 We	should	implement	the	WHO	FCTC.	In	20	
years, the prevalence of tobacco use remains 
the same for Thailand. But if the country 
had not undertaken tobacco control, the 
prevalence would have risen.

In summary, the experts’ interventions stressed 
that the major tobacco-growing countries have 
good legislation and that the influence of the 
tobacco industry should not hamper tobacco 
control activities.

Harmful use of alcohol 

There was no reason to believe that there was 
an increased perception that the consumption of 
alcohol is normal. Rather, there is now greater 
awareness that the alcohol consumption is 
neither normal nor healthy. There is a common 
understanding that alcohol consumption causes 
harm to individuals and the community, but 
the group  also thinks that this perception has 
been affected by tradition, social context, and 
globalization. 

The group realized that all countries have more or 
less serious problems with regard to the harmful 
use of alcohol, and that alcohol intake has risen 
over the last decades, except for countries where 
the vast majority of the population is Muslim 
where the use of and trade in alcoholic drinks 
are generally forbidden. In all the other countries, 
it was reported that there were serious alcohol 
related problems, as most of population perceive 
drinking alcohol is normal - even getting drunk - 
to be normal.  This was not the case few decades 
back, when the harmful use of alcohol was 
traditionally and morally unacceptable.  However, 
with globalization and sophisticated marketing 
strategies, the perception is now shifting towards 
the normalization of alcohol use, particularly 
among young adults. 

The fact is that alcohol consumption is on the 
increase, albeit for different reasons, and in 
different ways, and this varies in the different 
countries, and from place to place.

It was also reported that there was no increased 
perception, at Community and Government 
levels, in the Muslim orientated countries, and 
that the consuming of alcohol, if any, was low and 
normal.

The group unanimously agreed that it was not 
normal to allow alcohol use, sale, and advertising 
near schools. This had to stop. There are 
various ways of doing so, e.g. by implementing 
better and more stringent legislation, better 
law enforcement, reducing alcohol content 
of drinks, prohibiting advertising, more taxes, 
levies, shorter opening hours of bars, fewer days 
excluding Sundays, increasing age levels, counter- 
advertising, staying away from school grounds, 
and many other ways.
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The members of the alcohol group unanimously 
agreed that there is strong and powerful 
interference by the industry.  In addition, indeed 
the industry is lobbying fiercely to capture the 
market, and its entire aim is about money and 
more money. Currently, the second and third 
largest beer producing companies in the 
world are located in the Region. 

Health is not important to the alcohol industry—
they even try to put more sugar in the alcoholic 
drinks, and use good looking packaging, containers 
or boxes which are more attractive and very 
tempting for school children.  The industry’s sole 
aim is increased alcohol consumption, and to 
achieve that they have come up with such “cool” 
but deadly marketing strategies.

The group agreed to current strategies in some 
countries where that kind of advertising is 
prohibited, and the amount of alcohol content is 
lowered.  Furthermore, they agreed that alcohol 
containing products must be heavily taxed, to 
minimize or stop increased alcohol production 
and use.

The group also discussed community participation 
in the development of alcohol legislation.  In some 
countries, politicians are shareholders of the 
alcohol industry, and therefore are faced with a 
conflict of interest in formulating anti-alcohol laws 
and regulations. Such politicians should be barred 
from running for public office

This group believes that alcohol control 
mechanisms are disorganized in the handful of 
countries where there is some sort of regulatory 
system. In some countries, the industry has 
assumed a regulatory role by developing policies 
themselves. 

More should be done to improve the coordination 
between all the stakeholders—including the 
community—to come up with better solutions 

and to improve regulations and legislation.  There 
must also be enhanced coordination between all 
nations, traditional leaders and the community at 
large—including women groups and the youth.

The group also mentioned that in some countries 
some politicians were involved in the running of 
the alcohol industry or supply of liquor, and as 
such had vested interests in the companies. This 
had to be stopped, and those engaged in such 
tactics must be exposed to the public, so that they 
would not be elected for public office.

On the other hand, there are politicians whose 
public good is suppressed or antagonized because 
they promote alcohol control policies. The 
general public, in this case, needs to be sensitized 
and educated in order to value and appreciate the 
good deeds of such politicians.

We must also work towards an effective  
implementation of the laws and by laws, through 
the police and other government institutions, 

Is the alcohol industry prospering 
because of weak coordination among 
stakeholders, such as public/private 
sectors at different jurisdictional 
levels? Or is the scope of policies and 
regulations limited in many countries 
and enforcement of measures weak?

Shabeens in South Africa are generally located 
in informal settlements and squatter camps 
where they are often run from a shack, making 
a lot of noise pollution. Due to the loud disco 
base sound and the running of generators at 
night, the surrounding community cannot 
sleep, and children cannot concentrate on 
learning,. Some of the owners who reap the 
financial benefits live in wealthy suburbs such 
as  Sandown where they escape the risk of 
arrest.

Closing down and removing the beer and 
liquor is only a temporary measure;  even 
seizing the fridges and generators does not 
help, because the next day they are up and 
running again. It is also interesting to note that 
most Shabeens are run by poor people but 
It was pointed out that in South Africa those 
who manage these facilities make an annual 
income of 9 billion Rands, but the direct and 
indirect health-related costs to the community 
and the government is estimated to be over 
17 billion Rands 

The time has come, to look for alternative 
income-generating activities for the poor; this 
is also a major challenge calling for a different 
view and mindset.
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the community, traditional leaders, schools, and 
volunteers, across all sectors.

The group felt that the resources—both human 
and financial--are inadequate to reduce the 
harmful use of alcohol.  It is an uphill battle against 
an adversary with a lot more resources.   Innovative 
ways of funding alcohol control programmes must 
be explored in order to counter the growing 
tactics of the industry.

Another issue that came up during the discussions 
is the fact that many poor families depend on the 
income from the sale of alcohol and, therefore, 
alternative ways of maintaining their livelihoods 
should be explored. 

It was noted that alcohol brings about behavioural, 
social and cultural changes in the people and 
community, culminating in related anti-social 
problems such as domestic violence, rape, 
killings, and other domestic issues, such as difficult 
husband-wife relationship, teenage pregnancy, 
child and youth violence. 

In conclusion, the group identified the following 
challenges and opportunities:

•	 Low	 awareness	 of	 the	 harmful	 effects	 of	
alcohol – alcohol use is deeply entrenched in 
the society and is seen as normal. However, 
in some countries where consumption is low, 
the use of alcohol is becoming problematic.

•	 Strong	cultural	pressures	to	consume	alcohol,	
especially during social events

•	 Industry	 influence	 is	 very	 strong	 in	 changing	
cultural values to encourage consumption 
even among the youth as part of globalization

•	 In	many	countries,	selling	alcohol	is	an	essential	
way of generating income, although the 
managers are not the owners of the shabeens/ 

taverns. There is a dearth of studies on this 
area, such as alternative income generating 
activities and the economic impact of alcohol 
in  general

•	 Traditional	 brews	 are	 not	 regulated	 and	
where regulations exist, enforcement is a 
challenge. Many products are added to brews 
to strengthen their effect and enhance their 
flavour, but without any controls

•	 Alcohol	 outlets	 are	 often	 in	 close	 proximity	
to schools and the density is not regulated. 
Alcohol is often sold in small units that are 
very accessible and affordable to the youth. 
They often have  high alcohol content.

•	 Africa	 has	 become	 the	 target	 for	 increased	
marketing and sales for the alcohol industry 
/ global producers, especially toward women 
and the youth.

•	 Regulation,	legislation	and	policies	are	needed	
at global, regional and national levels to 
address and counteract the strong influence 
of the alcohol industry

•	 There	 are	 cases	 of	 government	 members	
being shareholders in alcohol industries who 
influence government policies that benefit the 
industry 

•	 Politicians	that	lobby	and	address	the	harmful	
effects of alcohol are re-elected to office 
because of their strong opposition to the 
industry’s influence.

Unhealthy diet and physical inactivity 

The group was tasked to discuss the challenges 
(e.g. access, affordability and availability) and 
opportunities for governments and relevant 
stakeholders in dealing with (i) the low intake 
of fruits and vegetables and high intake of foods 
high in salt, sugar, saturated fats, trans-fatty acids 
and calories (ii) low levels of physical activity 
in the population and (iii) the formulation and 
enforcement of policies, regulations and legislation 
for diet and physical activity.

Main issues and challenges 
(Unhealthy Diet)

 The growth and spread of supermarkets that 
are making refined foods more accessible

Are resources for alcohol control 
adequate? Are human resource 
capacity and health systems for 
reducing the harmful use of alcohol 
adequate to tackle the rising 
consumption levels of alcohol and 
its harmful consequences? 
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 Fruits and vegetables are more expensive to 
purchase

 Culture and changing attitudes towards food: 
what is fashionable and trendy versus what is 
healthy

 Traditional approach to food production, 
preparation and consumption (e.g. fruits are 
for children)

 Limited awareness of the importance of fruits 
and vegetables (e.g. children playing with 
fruits and not eating them)

 Poor production, storage and distribution 
strategies (e.g. excess production that goes to 
waste)

 Seasonality of the production of fruits and 
vegetables – imported fruits are more 
expensive 

 Cost of cooking (both time and financial) is 
higher than purchasing ready-made food

 Inadequate technical capacity at the country 
level to assess the quality of food in the market

 Land ownership is the preserve of men who 
would rather engage in cash crop farming than 
in the production of fruits and vegetables

 Opportunities

 Availability of  fruits and vegetables throughout 
the year in some countries

 Schools can be used to demonstrate the 
importance of consuming fruits and vegetables 
(e.g. vegetable gardens) and schools can 
provide healthy foods

 The extensive network of distribution (e.g. 
by supermarkets) could be used to distribute 
healthy food

 Use of media to sensitize communities (e.g. 
local media, community groups, mobile 
telephony)

 Leveraging resources from industry (e.g. 
Singapore has a health promotion board that 
sets standards on diets)  

 Production for export that can be re-
channelled for in-country consumption

Main issues and challenges 
(Physical Inactivity)

 Increased access to motorized transport 
(including motor cycles)

 Poor attitude towards walking and cycling 
(those who do these are poor) 

 Lack of facilities – public spaces have 
disappeared in most urban areas

 Insecurity, more so in urban areas and 
exposure to pollutants for walkers in urban 
areas (exposing them to CRDs

Opportunities

 Physical education is compulsory in some 
countries (in some countries it is an examinable 
subject)

 Health literacy can help in uptake of physical 
activity

 Existence of civil society groups that work 
with the MOH

 Use of community structures (such as schools, 
youth and women groups) to promote 
physical activity

 Behaviour change through learning from 
others (e.g. Dubai which has seen an increase 
in physical activity)

 Challenges for formulating & enforcing 
policies, regulations and legislation for diet 
and physical activity

 Lack of enforcement of policies (many 
countries have policies that are not 
implemented) – inability to ‘walk the talk’

 Competing interests by industry

 Corruption is a key barrier to policy 
formulation and implementation

 Competing political agendas and limited level 
of exposure of legislators
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Objective 3
To reach consensus on priority actions and 
the roles and responsibilities of the various 
stakeholders

Round table II: Priority actions on NCDs 
risk factors

The chair of the panel, reiterated the content of 
the Moscow Political Declaration on NCDs. Five 
panellist made key remarks on priority actions 
and stakeholders’ involvement in DRF.

The first panellist stressed the need to look 
into development in a multifaceted manner and 
to remember that there is a concept of human 
development. The increase in purchasing power, 
might ultimately lead to an increase in the purchase 
of alcohol and tobacco and to changes in lifestyle. 
We should always consider SDH, and consider 
that poor people are most at risk of burden of 
disease. Civil Society needs to be brought on 
board at all levels and to act as a pressure group 
and a watchdog.

The second panellist dwelt on issues of private 
sector involvement and salt reduction. She 
highlighted the South African experience and 
stressed the government’s strong commitment 
to reinvigorating the PHC approach. The role 
of academia and research institutes was key in 
informing the initiative. Draft regulations on salt 
reduction have been developed. The challenge 

is implementation, and monitoring, specifically, 
monitoring of the industry.

The third panellist shared the experience of Ghana 
in developing and implementing several NCD 
legislative and frameworks with multisectoral 
involvement. The challenge, however, is limited 
resources for implementation. On a positive note, 
Ghana is revisiting the health insurance fund to 
include the treatment of NCDs.

The fourth panellist dwelt on the role of 
engagement of a wider group of stakeholders 
and highlighted the involvement of UN agencies 
within the platform of the UNDAF approach at 
country level. Advocacy is key and should be part 
and parcel of the action leading to development, 
implementation and evaluation of NCD action 
plan at country level.

The fifth panellist stressed the need to 
contextualize health as human rights. He dwelt 
on the fact that many countries are lacking 
updated health acts, and this has given leeway to 
the industry to promote DRF. He suggested the 
introduction of health literacy as a cornerstone of 
health promotion to address DRF.

Round Table II: Panel Discussion



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 21

The ensuing debate focused on: How countries 
can implement strategic plans in a coordinated 
manner; The need to advocate r a new funding 
approach that privileges integrated interventions 
rather than vertical health programmes; How 
could we leverage and make use of current debate 
on post 2015 MDGs; A health systems approach 
would greatly contribute to integration; There is 
a need a to strengthen community participation 
in DRF and NCD intervention; There is need to 
think outside the box and work with other sectors 
and; Develop legislation to reinforce physical 
activity, and encourage the creation of bicycle and 
walking tracks.

Concurrent session II: Priority actions 
on NCDs risk factors

Harmful use of alcohol

The group discussed the following four topics 
on reducing the harmful use of alcohol: (i) Policy, 
legislations, and regulations; (ii) Innovative 
financing; (iii) Individual and community 
participation; (iv) Gathering evidence to monitor 
progress and evaluate impact.

For policy, legislation, and regulations, the group 
agreed on the following priority actions: 

•	 As	 a	 cross-cutting	 priority	 action,	 there	 is	 a	
need for multisectoral intervention, which 
warrants lobbying, advocacy, and initiative 
(drafting etc.) to involve government 
machinery other than health. 

•	 Challenge	for	the	lead	department/ministry	to	
identify and involve other relevant stakeholder 
departments/parliament. Often ministries of 
trade, industry, finance etc will have other 
interests. 

•	 Need	 to	 collect	 and	 consolidate	 data,	 for	
evidence-based policy formulation. How to 
do that where there is an informal sector – 
need to engage them

•	 Involve	a	broad	spectrum	of	actors,	including	
NGOs. Often treatment NGOs are involved, 
but who else? 

 o for example, Women’s organizations, 
Human Rights, HIV/AIDS, youth (in 
school, in out of school activities etc.)

 o communities, traditional authorities, 
confessional organizations,

 o research institutes

 o media

•	 Focus	on	 three	cost	effective	and	affordable	
interventions (ref. draft GAP app. 3):

 o regulate marketing, (including advertising, 
sponsorship, etc.)

 o limit availability

 o regulate price through taxation 

•	 Informal	 alcohol	 needs	 to	 be	 addressed	 as	
part of a comprehensive approach

•	 Civil	 society	 should	 take	 the	 initiative	 to	
approach ministry of health

•	 NGOs	could	launch	the	debate	in	the	media,	
engage politicians and ministry of health 
officials

•	 Work	with	local	and	regional	governments

•	 Control	and	implementation

•	 Be	 aware	 of	 challenges	 related	 to	 trade	
treaties

•	 Regional	cooperation	(e.g.	SADC)

Tobacco use

The discussions of the group on priority actions 
for addressing tobacco use focused on the 
following topics: (i) The roles of the various 
stakeholders in supporting action to accelerate 
the ratification and implementation of the WHO 
FCTC at country level; (ii) Innovative financing to 
support tobacco control activities particularly at 
country level and allocation of adequate resources 
commensurate with the burden of tobacco in 
the country; (iii) Ways to support countries to 
build capacity in tobacco control, particularly 
in the emerging areas of tobacco taxation, illicit 
trade, alternative livelihoods to tobacco growing 
etc.; and (iv) Protection of public health policy 
formulation from interference by vested interests 
of the tobacco industry.
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After fruitful discussions, the participants 
agreed on the following as priority actions to be 
implemented for addressing tobacco use:

In some countries regulatory authorities need 
to be strengthened. Once the regulations are 
adopted, the texts for their application might be 
developed to avoid dragging the implementation;

The strong weapon for fighting tobacco use is 
taxes. The other ones are advertising ban and 
pictorial health warnings. Countries need to 
develop and effectively implement legislation to 
increase taxation on tobacco products, to have 
a comprehensive ban on tobacco advertising, 
promotion and sponsorship and to have pictorial 
health warnings on tobacco packages;

Countries should prioritize the multisectoral 
approach and strengthen intersectoral 
collaboration in developing and implementing 
tobacco control policies and strategies;

Taxation and taxes must be applied for the 
traffickers. All countries having ratified the 
convention have to adopt the protocol on the 
illicit trade; 

Customs and exercise duty departments need to 
be engaged;

•	 Tobacco	 growing	 countries	 need	 to	 set	
the norms and recommend for future 
diversification; and farmers growing tobacco 
should be offered alternatives, so that they 
diversify their crops and abandon tobacco 
production; 

•	 Countries	should	go	beyond	the	International	
Trade Organization through bilateral 
agreements. The ITO is not an instrument 
for solving the industries and governments 
conflicts;

•	 Smuggling	 has	 the	 same	 negative	 impact	 as	
free circulation of harmful products. Countries 
could use 2/3 of the income generated by 
taxes on tobacco to strengthen regulations;

•	 Countries	 need	 to	 ensure	 that	 benefits	 are	
earmarked for tobacco control activities while 
raising tobacco taxes;

•	 Countries	 should	 take	 the	 responsibility	 for	
smokers’ care and disabilities linked to tobacco 
use; and set up a multisectoral programme to 

develop care capacity  for smokers and help 
those who wish to quit smoking;

•	 Awareness	 raising	 needs	 to	 be	 reinforced	
both qualitatively and quantitatively;

•	 Countries	need	to	improve	the	monitoring	of	
implementation of the different measures and 
sharing of best practices;

•	 Countries	 should	 not	 involve	 the	 tobacco	
industry when writing up legislation and 
must ensure that the tobacco industry does 
not influence and weaken the formulation of 
tobacco control policies and strategies.

Unhealthy diet and physical inactivity

The group was tasked to discuss the priority actions 
governments and relevant stakeholders can take 
to deal with (1) low intake of fruits and vegetables 
(e.g. access, affordability and availability) and 
high intake of foods high in salt, sugars, saturated 
fats, trans-fatty acids and calories, (2) low levels 
of physical activity in the population and (3) 
the formulation and enforcement of policies, 
regulations and legislation that will help improve 
diet and physical activity in the population. 

Participants agreed to the following priority 
actions to address diets:

•	 Study	what	large	food	industries	are	doing	in	
developing countries to maintain their market 
share.

•	 Target	children	through	comprehensive	health	
promoting initiatives.

•	 Pay	attention	to	food	vendors	around	schools	
and in communities to ensure that they serve 
healthy foods (focus on hygiene to ensure the 
safety of the food).

•	 Need	 to	develop	a	government	organogram	
that shows how the different ministries are 
linked in addressing food and nutrition.

•	 Impose	 duty	 on	 unhealthy	 food	 products	
and processors that would make them more 
expensive (the income should be channelled 
to health promotion).

•	 Implement	 home-grown	 school	 feeding	
programmes (e.g. in Nigeria piloted in 12 
states), it is multi-sectoral – involves ministries 
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of education, health, agriculture, etc.

•	 Promote	 urban	 agriculture	 (vegetables	
are easier to produce than fruits in such 
environments).

•	 Ensure	food	safety:	set	up	systems	of	testing	
locally produced and imported food products.

•	 Encourage	 and	 support	 the	 production	 and	
transportation of locally produced fruits 
and vegetables within countries (reduce the 
different levies and give incentives, e.g. fuel 
vouchers).

•	 Engage	the	food	industry	in	the	production	and	
distribution of healthy foods (e.g. reduction of 
salt, fatty foods, etc).

•	 Limit	 and/ban	 the	 marketing	 of	 unhealthy	
food to children (WHO has the tools that can 
be used by countries).

The priority actions to improve physical activity 
are the following:

•	 Re-launch	 physical	 education	 in	 schools	 in	
countries where this has taken a back seat 
(e.g. Togo has a physical activity charter).

•	 Make	provision	for	open	spaces	and	walkways/
cycle-ways in urban areas.

•	 Work	 with	 sports	 organizations	 and	 other	
partners (including communities) to invest 
and engage in physical activity.

•	 Support	 community	 groups	 to	 form	walking	
clubs Work with non-health related sectors 
such as ministries of environment.

•	 Use	 health	 and	 education	 facilities	 for	
physical activity such as yoga and meditation 
in the evenings (this could target mothers/
housewives).

•	 Designing	teaching	programmes	and	curricula	
for physical activity and sports.

•	 Reduce	tax	for	home	exercise	equipment	and	
incentivize individuals/groups that take up 
physical activity.

•	 Encourage	worksite	physical	activity	(provide	
facilities such as showers, etc).

•	 Seal	 off	 busy	 streets	 to	motorized	 traffic	 to	
allow people to exercise (this has been tried 
in South America).

•	 Organize	 walks,	 led	 by	 celebrities	 that	
encourage people to take up physical activity 
(champions).

•	 Dedicate	national	periods/days	for	recreation	
(e.g. Rwanda every Friday afternoon is a 
recreation day) but encourage sustained 
actions.

Participants identified the following priority policy 
actions to address diets and physical activity: i) 
Generate data for evidence-based policy making 
and implementation but assess the sources of 
data to ensure that there is no conflict of interest; 
ii) Enforce the global commitments by the large 
food manufacturers; iii) Define and enforce the 
reformulation of food products sold in the Region 
to Western standard (e.g. cornflakes produced 
with different quantity of salt for different 
markets); iv) Provide guidelines that ensure the 
safety of people when exercising; v) Engage 
with trade institutions/agencies to facilitate the 
implementation and enforcement of regulations 
and policies and; vi) African trade organizations 
should work to harmonize trade policies to ensure 
that people in the region access and consume 
healthy foods.

It was also emphasized that cross-cutting actions 
are needed in order: to document and disseminate 
best practices; to work with the media and use 
other mechanisms of getting health messages to 
people; to invest in health literacy by working 
with communities and other stakeholders; to 
develop and adequately resource action plans 
and; to adopt a development approach to diet and 
physical activity.
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Objective 4
To propose mechanisms for facilitating 
national dialogue and promoting public 
awareness about the risk factors for NCDs

The session was chaired by Dr Luis Sambo, 
Regional Director. It comprised of three 
presentations. The first was an overview of 
the introduction of proposed priority areas for 
future national dialogue presented by Dr Ouma. 
The second presentation was on public-private 
partnerships for multi sectoral action by Prof 
Prakitt from the Thai Health Foundation. The 
third presentation was on using innovative ways 
to finance NCDs activities at country level by the 
Acting Director, Department of Public Health 
from Botswana. 

The highlights of presentations were the following:

Dr Ouma highlighted some of the main proposed 
areas and actions to be undertaken at country 
level.  These included policy, legislation, regulation 
development implementation and enforcement, 
importance of engaging citizens before enactment 
of laws, taxation and innovative financing.

Prof Prakitt outlined the rationale for setting up 
Thai Health Foundation, its mandate and activities 
undertaken since its establishment in 1995. He 
highlighted some of the main achievements made 
by the foundation in tobacco prevention and 
control, as well as lessons learned and challenges.

The Director of Public Health from Botswana 
gave an overview of the history and objective 
of the alcohol levy fund in Botswana. The main 
interventions being implemented were highlighted. 
He elaborated on some of partnerships forged 
with other sectors and wider communities. He 
also presented the opportunities and challenges 
experienced in the implementation of the alcohol 
levy fund.

Discussion: The participants’ reactions were as 
follows:

Clarity was sought by Namibia on how the 
community was involved in establishment of the 
alcohol fund both in Botswana and Thailand.

Uganda wanted to know how relationships on 
the fund are maintained between the Ministry of 
Health, Finance and Trade.  

The need for putting in place sustainability and 
autonomous mechanisms on alcohol was raised.

Some of the responses from presenters were as 
follows:

The establishment of alcohol fund from Thailand 
was informed by health systems research 
conducted to assess the magnitude of alcohol use.

In Botswana both the community and the 
government were the driving forces behind 
the establishment of the alcohol levy fund. In 
order to ensure that the alcohol prevention 
fund is supported, it needs to be backed by a 
parliamentary act.

The existing regional and national bodies (e.g. 
SADC, revenue authorities) administered the 
taxation on alcohol and tobacco  

Concurrent session III: Future dialogue 
and coordination

Tobacco use

The group was tasked to discuss future dialogue 
and coordination to address tobacco use, mainly 
on (i) how policy, legislation and regulations can be 
made effective; (ii) how adequate resources can 
be secured for tobacco control; (iii) how individual 
and community can be more involved; and (iv) 
how gathering evidence to monitor progress and 
evaluate impact can be made a regular activity.

The group agreed that while developing policy and 
legislation, countries need to exclude the tobacco 
industry. Comprehensive policy and legislation 
are needed and actions at primary health care 
level are important in addressing NCDs and their 
risk factors. Countries also need capacity building 
to address NCD risk factors.

The involvement of all stakeholders is needed in 
formulating and implementing tobacco control 
policy and legislation. Policy actions should involve 
MoH, civil society organizations, office of attorney 
general, lawyers and local authorities. The 
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ministry of education is an important stakeholder 
responsible for children’s education. Patients in 
hospitals are the best ambassadors for NCDs 
and should be included in the platform for action 
against NCDs and their risk factors.

It was suggested that the Conference of the 
Parties to the WHO FCTC set up a working 
group to assist countries to generate financial 
support for tobacco control. There are six 
recommendations on how to dedicate tobacco 
revenue to fund tobacco control activities. When 
setting up a tobacco control fund, countries need 
to explore the possibility of addressing a wide 
range of activities. There should also be a bill 
ready to go to parliament to avoid that the next 
new government changes it.

It is important to have a credit line for tobacco 
control activities with the MoH in charge of 
the distribution of funds. There should be an 
independent system that would monitor the 
management of these funds. Advance planning for 
the use of funds is required and relevant strategies 
should be formulated. 

Countries proposed to establish compensation 
for non-smokers. Non-smokers suffer the smoke 
of others while smokers benefit from the break 
for smoking during the working time. In the same 
vein, taxation should be applied to the tobacco 
companies. Countries stated that the tobacco 
industry has the primary liability for tobacco 
harm so they need to bear the full costs related 
to consequences of tobacco use and exposure to 
tobacco smoke.

The group has also defined other innovative ways 
of financing.  A few examples were shared such 
as funds raised through passenger travelling with 
specific airlines to specific countries; use of funds 
kept by banks in individual accounts for which the 
owners have no more use; use of bank interests 
which become available after closure of bank 
accounts as well as life insurance 10 years after 
contract termination. Countries pointed out that 
a lot of funds remain with the banks which do not 
belong to them and could be used to fund health 
activities. Individuals can donate funds as well as 
development partners who can dedicate funds to 
specific areas. 

Different stakeholders have specific responsibilities 
for fund raising. The MoH has to formulate the 
rationale and put forward a proposal; then the 

ministry of finance has to approve and a revenue 
body has to collect the funds. The community 
needs to involve its various leaders while the MoH 
caters for the treatment portion. The ministry of 
trade has to monitor all packages containing the 
stickers. NGOs are responsible for providing 
support and advocacy. Academic institutions will 
conduct research.

The group agreed that it was important to ensure 
community participation and to know its capacity 
as far as tobacco control was concerned. It is 
necessary to work with musicians, sportsmen, 
and people from the fashion world. Initiative to 
produce music for awareness raising, promote 
musical contests, and sports competition could 
generate revenue, combined with advocacy and 
awareness raising. Countries need to convince 
celebrities to refuse all partnership with tobacco 
industry. 

The group agreed that for any activity to be carried 
out, evidence based data is needed if we want to 
convince and succeed. Non health baseline data 
is missing and other existing data are outdated. 
Economic baseline information on countries 
is missing. A national plan for monitoring and 
evaluation should be developed. Supplementary 
economic studies specifically on taxation are 
needed. Academia and research institutions can 
produce evidence through research and studies. 

Obtaining evidence on different topics including 
health and non-health topics is crucial. Information 
on health impact (cancer, stroke…) is needed. 
Gathering such kind of evidence takes long but 
countries need to convince. Countries have 
research institutions that need to bring together 
all existing information and share reports. The 
group also discussed its concerns about the 
expenditures allocated to smokers and inquired 
how much this amounted to at country level.

A local study involving academia and postgraduate 
students is needed. Countries need to know 
what percentage of family’s income is spent on 
smoking; what is the impact of the smoker’s 
tobacco expenses on household incomes and 
on the population in general and what is the 
environmental cost of all these given the damage 
caused by the production of tobacco. The tobacco 
industry is making cigarettes more toxic creating 
higher dependence levels. Countries need to 
share information on the content of cigarettes 
and their smoke, as well as share information 
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and conduct more studies on the relationship 
between tobacco and poverty. 

The group agreed that that initiation and 
implementation of all activities and initiatives 
mentioned during the discussions should happen 
at country level. A dialogue can therefore happen 
at country level involving all stakeholders dealing 
with risk factors for NCDS. Countries need to 
have the same activities to ensure information 
sharing and best practices.

In summary, the delegates participating in the 
work group stressed that tobacco use is a problem 
in many countries leading to diseases and deaths 
and there is a need for coordinated country level 
actions to control it. These coordinated actions 
were categorized into four:

•	 Policy,	legislations	and	regulations:

 o Development and implementation of 
comprehensive policies legislations and 
regulations; 

 o Exclusion of tobacco industry from policy 
formulation developments;

 o Involvement of all stakeholders in policy 
formulation and implementation;

 o Deep involvement of parliamentarians to 
ensure sustainability;

 o Necessity of having a good regulatory 
authority to enforce regulations

•	 Innovative	financing

 o Increasing taxes

 o Establishment of specified funds as well as 
effective management

  No fiscal incentive to tobacco industry

 o Having budget lines for risk factors of 
NCDs

•	 Define	multi-stakeholders	responsibilities

 o  Individual and community participation

 o Individuals and communities need to be 
mobilized for action

 o Use of musicians, celebrities and 
sportsmen and women to raise awareness

 o Promoting musical competition to create 
awareness

 o Putting up trophies and prizes for non-
smokers

 o Using traditional and community leaders 
to control tobacco use

•	 Gathering	evidence	to	monitor	progress	and	
evaluate impact 

 o Defining baseline on non-health data

 o Conducting innovative and complementary 
studies

 o Use of tertiary institutions and research 
bodies to gather evidence

 o Conducting economic, environmental 
impact studies as well relationship 
between tobacco and poverty

 o Improvement in data dissemination and 
use

Unhealthy diet and physical inactivity

The group was tasked to discuss future dialogue 
and coordination to address unhealthy diet and 
physical inactivity, specifically on how  governments 
and relevant stakeholders can carry out dialogue 
and coordinate activities in the future on issues 
related to diet and physical activity with regard to 
the following - policy, legislation and regulations 
to encourage the population to improve their 
diet and increase physical activity; innovative 
financing to support priority actions; fostering of 
individual and community participation; gathering 
of evidence to monitor progress and evaluate 
impact of priority actions.

For unhealthy diet, participants classified their 
contributions into 4 categories:

1. Policy

	 •	 Provide	incentives	to	improve	production	
and distribution of fruits and vegetables 
and traditional foods (government to 
subsidize the production of fruits and 
vegetables).



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 27

	 •	 Lowering	 the	 cost	 of	 permits	 for	 those	
selling fruits and vegetables.

	 •	 Legislation	 to	 reduce	 sugar,	 salt	 and	 fat	
content of processed foods.

	 •	 Support	fortification	of	staple	diets.

	 •	 Ban	marketing	of	unhealthy	foods.	

	 •	 Promote	marketing	of	healthy	foods	(e.g.	
lower tariffs).

	 •	 Educate	 communities	 on	 healthy	 foods	
(using appropriate signs).

	 •	 Institute	 compulsory	 labelling	 as	 part	 of		
enforcement strengthening.

2. Innovative financing

	 •	 Impose/increase	 taxation	 of	 unhealthy	
foods.

	 •	 Provide	financial	support	for	horticulture.

	 •	 Impose	extra	tax	on	industries	that	do	not	
reformulate their products.

	 •	 Identify	partners	who	can	promote	health	
food marketing.

	 •	 Free	airtime	from	public	stations.

	 •	 Work	with	mobile	phone	companies.

	 •	 Use	community	structures.

3. Individual and community participation

	 •	 Support	 urban	 farming	 to	 produce	
vegetables.

	 •	 Strengthening	farmers’	cooperatives.

	 •	 Designing	 and	 implementing	 community	
level by-laws.

	 •	 Support	 campaign	 to	 reduced	 sugar,	 salt	
and fat consumption at the household 
level using community radios, personal 
testimonies, public meetings etc. 

	 •	 Seek	 leadership	 of	 national	 and	 local	
leaders.

4. Gathering evidence to monitor progress and 
evaluate impact

	 •	 Use	available	tools	(e.g.	STEP	surveys).

	 •	 Strengthen	technical	capacity	(institutions	
of higher learning should train people).

	 •	 Foster	national,	regional	and	international	
collaboration.

	 •	 Undertake	cross-country	studies.

	 •	 Disseminate	 best	 practices	 from	 other	
countries.

	 •	 Monitor	 changes	 in	 marketing	 and	
behaviour.

For physical activity the same categorization was 
done by delegates:

1. Policy

	 •	 Urban	planning	to	provide	access	to	non-
motorized transport.

	 •	 Encourage	 worksite	 physical	 activity	
facilities.

	 •	 Dedicate	 national	 periods/days	 for	
physical activity.

	 •	 Remove/reduce	tax	on	sports	equipment.

	 •	 Ensure	 compulsory	well	 defined	physical	
education curricula in schools.

	 •	 Implement	health	promoting	schools.

	 •	 Organize	 competitive	 sport	 at	 national	
and local level.

2. Innovative financing

	 •	 Use	 existing	 facilities	 (stadiums,	 schools,	
health facilities) for physical activity.

	 •	 Worksite	programmes	as	part	of	corporate	
social responsibility of institutions.

	 •	 Provide	 incentives	 to	 organizations	 that	
support physical activities.
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3. Individual and community participation

 a. Use community facilities.

 b. Worksite programmes.

 c. Encourage formation of walking clubs and 
groups.

 d. Use of new ways of exercising (dancing, 
walking, on-spot exercise).

 e. Support competitive sports at the 
community level.

 f. Use champions as role models.

 g. Institute awareness days to promote 
physical activities.

 h. Produce and distribute promotional 
materials (e.g. leaflets, brochures, etc).

4. Gathering evidence to monitor progress and 
evaluate impact

 a. Undertake STEP and GSHS and other 
surveys to document.

 b. Generate national data (census, DHS, etc) 
that monitors physical activity.

 c. Monitor changes in physical activity and 
behaviour change.

 d. Regular dissemination of evidence to 
communities.

Following discussion, it was agreed that the 
following were cross-cutting actions to be 
implemented: 

i) Develop partnerships/coordination (multi-
sectoral); 

ii) Formulate action plans that are resourced; 

iii) Implement the healthy cities’ programme and;

iv) Institute and observe healthy lifestyle days.

Harmful use of alcohol

Four action areas had been identified by the 
delegates. For each of them priority actions to 
be implemented as well as responsible institution 
were defined:

1. Policy, legislations, and regulations – the 
responsible parties are government (especially 
ministry of health); civil society (NGOs may 
take initiatives and work with MoH) and the 
priority actions are the following:

	 •	 Cross-cutting	 –	 need	 for	 multisectoral	
intervention – warrants lobbying, 
advocacy, and initiative (drafting etc.) 
to involve departments other than just 
health.

	 •	 Challenge	 for	 the	 lead	 department/
ministry to identify and involve other 
relevant stakeholder departments/
parliament. Often the ministries of trade, 
industry, finance etc will have other 
interests. 

	 •	 Need	to	collect	and	consolidate	evidence	
based data. How to undertake that; 
where there is an informal sector – need 
to engage them.

	 •	 Involve	 a	 broad	 spectrum	 of	 actors,	
including NGOs. Often treatment NGOs 
are involved, but who else? e.g. women’s 
organization, human rights, HIV/AIDS, 
youth (in school, in out of school activities 
etc.), communities, traditional authorities, 
confessional organizations, research 
institutes, media.

	 •	 Focus	 on	 three	 cost	 effective	 and	
affordable interventions (ref. draft GAP 
app. 3); regulate marketing, (including 
advertising, sponsorship, etc.) limit 
availability and regulate prices through 
taxation.

	 •	 Informal	alcohol	needs	to	be	addressed	as	
part of a comprehensive approach.

	 •	 Civil	 society	 should	 take	 the	 initiative	 to	
approach ministry of health.

	 •	 NGOs	 could	 launch	 the	 debate	 in	 the	
media; engage politicians and ministry of 
health officials.

	 •	 Work	with	local	and	regional	governments.

	 •	 Control	and	implementation.

	 •	 Be	 aware	 of	 challenges	 related	 to	 trade	
treaties.



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 29

	 •	 Regional	cooperation	(e.g.	SADC).

2. Innovative financing

	 •	 Levy/surcharge	 combine	 limiting	
availability with raising funds for 
interventions.

	 •	 Challenge	 western	 donor	 agencies	 and	
development partners to include this 
in programming (they often have little 
interest and need requests from the 
South).

	 •	 Civil	 society	 should	 build	 fund	 raising	
capacity.

3. Individual and community participation

	 •	 Enforcement	 of	 policies	 that	 have	 been	
developed is often a local government 
responsibility.

	 •	 Need	to	involve	NGOs,	civil	society.

	 •	 Role	for	those	who	sell	or	serve	alcohol.

	 •	 Local	 structures	 need	 to	 be	 engaged	
to be heard and to develop community 
ownership.

	 •	 Traditional	 local	 chiefs	 have	 enormous	
influence.

	 •	 Health	committees/HIV/AIDS	structures.

	 •	 Religious	leaders.

	 •	 sports	associations

	 •	 Community	 media	 (e.g.	 local	 radio	
stations) etc.

	 •	 Enabling	communities	to	engage	in	policy	
development – requires training in how 
policy processes function, how to get 
access to policy development processes 
etc.

	 •	 Engage	 illegal/informal	 serving	 venues	 to	
establish certain requirement to improve 
the conditions in these venues (lighting, 
water sources, etc.).

	 •	 African	forum	to	exchange	experience	and	
inspiration on community engagement 
(jointly between WHO, MS and civil 
society).

4. Gathering evidence to monitor progress and 
evaluate impact – Main actors are the MoH 
(as focal points). WHO may guide Member 
States and Civil Society may gather alternative 
information. The priorities highlighted by the 
participants are as follow:

	 •	 Evidence	 needs	 to	 be	 gathered	 at	 a	
national level from various sources (tax 
registers, health records, police records 
etc.). 

	 •	 Communities	 need	 to	 be	 involved	
(e.g. community health workers can 
contribute). 

	 •	 Dissemination	 to	 stakeholders	 is	 a	 key	
issue to be able to make use of the data 
– should not be considered sensitive, but 
be utilized to guide activity – may even be 
utilized locally to identify trouble spots.

	 •	 Global	 voluntary	 targets:	 10%	 relative	
reduction in harmful use of alcohol – 
together with three indicators (per capita 
alcohol consumption, prevalence of 
excessive alcohol use, alcohol morbidity 
and mortality).

	 •	 Need	 to	 make	 efforts	 to	 make	 data	
reliable and collection sustainable (routine 
data gathering).

	 •	 Monitoring	 of	 Member	 State	
implementation of measures identified in 
the WHO AFRO Regional Strategy.

	 •	 National	health	observatories	need	to	be	
engaged.

	 •	 Pilot	 committees	 should	 include	
researchers from different disciplines.

	 •	 Utilize	 new	 information	 and	
communication technologies.

	 •	 Need	innovative	mechanisms.	Possible	to	
generate data regularly from the formal 
sector.

	 •	 Financial	accountability.
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Wrap Up Session
Closure

In his closing speech, Dr Sambo, the Regional 
Director of WHO African Region, reiterated the 
fruitfulness of the debate during the three days. 
The debate served as a platform to exchange 
information, experiences and ideas in tackling the 
risk factors associated with NCDs in the African 
environment. 

He said that there is no doubt that this forum 
provided insight that triggered new ideas about 
how best to move forward in this regional 
undertaking – to enable us to put health promotion 
higher on the agendas of  governments, ministries 
of health and health stakeholders in general. 

The RD mentioned the following highlights of the 
dialogue:

For harmful use of alcohol:

The delegates widely recognized that the majority 
of people in the region are not well-informed about 
the facts regarding the harmful effects of alcohol. 
And the reality is that alcohol has historically been 
part of cultures, attitudes and practices. 

Much of the discussion focused on the impact of 
alcohol marketing and promotion, particularly 
on the youth. The industry has used aggressive 
advertising and promotion practices, which 
have increased access and consumption among 
individuals, families, and communities. 

Furthermore, delegates of this multi-stakeholder 
dialogue stated that alcohol marketing is fast-
globalizing, and targeting the trade opportunities 
in the Region.

Delegates also recognized the challenges of 
regulating traditional brewers in local communities, 
as well as the sale of alcohol to minors.

It was strongly recommended that we should take 
a more inclusive approach to involve communities 
and relevant stakeholders in policy development, 
and in relation to legislation, enforcement, and 
enactment. 

The participants also called for greater involvement 
of development agencies, in addressing risk 
factors. 

For Tobacco use:  

Many delegations reported their initiatives to 
ban smoking in public places.  However, the 
multi- stakeholders have highlighted continued 
challenges in tobacco control—particularly the 
influence of the tobacco industry, which is quite 
powerful and has had a negative impact on policy-
making at the country level

There are also challenges in terms of sustaining 
a multi-sectoral   approach.  Coordination in the 
implementation of the FCTC is weak in some 
countries.  In addition, budgets for tobacco 
control remain insufficient for the implementation 
and enforcement of legislation and regulations. 

Delegates have emphasized the urgency for 
countries to have clear action plans for the 
implementation of FCTC, and monitor its 
implementation. 

Much was discussed in the area of taxation.  A 
need was felt for stronger economic capacity 
across countries, so that countries can advance 
price and tax measures. 

For unhealthy diet and physical inactivity:

Delegates recognized that the region is faced with 
a double burden --- while we face food shortages 
in some regions, we also face the increasing 
consumption of refined foods rich in fat, salt and 
sugar.

The problem of overweight is becoming 
increasingly serious because of urbanization and 
increased processing of our food. In some cases, it 
is cheaper and faster to eat refined and packaged 
foods as opposed to home-cooked meals.

This is an unfortunate trend that needs to be 
tackled now. This risk factor is already having 
harmful effects on cardiovascular diseases, and 
other major NCDs. However, as governments 
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and communities are now becoming more aware 
of this problem, relevant legislation and regulation 
should be put into place to counter this trend and 
protect public health.

Again, we turn to the need for more evidence 
to inform our policies and strategies, and also 
to inform the public.  Educating the public on 
nutrition and health remains a critical element – 
to ensure that people are fully informed about 
their dietary choices.

In terms of physical inactivity: 

Stakeholders at this meeting recognized the 
growing trends in physical inactivity – mainly 
due to the rise in motorized transportation and 
the lack of recreational space in urban and peri-
urban settings. Here delegates have emphasized 
working in close collaboration with a wide range 
of stakeholders:  the private sector, NGOs, local 
governments, education and sports sectors among 
others. By working together we can improve 
the community environment and increase the 
opportunities for people to stay physically active. 

The  importance of school as an entry point 
for encouraging children and youth to increase 
their physical activity, and strengthening physical 
education as a part of the school curriculum was 
underscored.  

In all of these areas, the delegates have discussed 
common challenges and opportunities.

Throughout the dialogue, common themes 
emerged regarding the challenges and 
opportunities associated with addressing these 
risk factors in the African Region.  

These include:

5. The need for policy, legislative and regulatory 
frameworks at national level to reinforce the 
multi-stakeholder efforts to promote and 
protect health;

6. Strengthening data gathering, analysis and 
dissemination as well as operational research 
in order to inform decision making;

7. Participation of the communities 
throughout the whole process, including 
planning, implementation, evaluation and 
documentation

 and

8. Establishing sustainable resources for financing 
relevant interventions - including innovative 
financing of NCD prevention and control.

Finally, the Regional Director thanked all panellists 
and participants in the  dialogue

He especially thanked the Honourable Minister 
of Health of the Republic of South Africa and 
his team for their substantive contributions to 
the success of the meeting. He also thanked the 
Birchwood Hotel management and staff for the 
accommodation and working conditions. He 
conveyed a word of thanks to the translators 
and all of the support staff, and also a special 
recognition to colleagues from the WHO HQ, 
Regional Office, and Country Office in South 
Africa for all the efforts made in the preparation 
and performance of the meeting and dialogue. 
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Opening Address of Dr. L. G. Sambo at the 
Multi-Stakeholders’ Dialogue on Addressing Risk 
Factors for Noncommunicable Diseases in the 
African Region

18 – 20 March, 2013, Johannesburg, South Africa.

•	 Dr	Aaron	Motsoaledi,	Honourable	Minister	of	
Health of the Republic of South Africa

•	 Honourable	Deputy	Minister	of	Health

•	 The	 Director	 General	 of	 Department	 of	
Health

•	 Distinguished	Delegates,	Participants

•	 Dear	Colleagues,

•	 Ladies	and	Gentlemen

•	 Members	of	the	Press:

Good morning! It is a great pleasure and honour 
for me to be here on the occasion of this multi-
stakeholders dialogue on risk factors associated 
with non-communicable diseases (NCDs). 

I wish to thank the Government of the Republic 
of South Africa for hosting this first-ever event.  
We are indebted to your leadership, Hon Minister 
of Health, and your team, for all of the support 
provided to organize this gathering.

Honourable Minister

Distinguished Participants:

Non-communicable diseases are on the rise in 
the African Region. At the same time, we face 
the unfinished business of major communicable 
diseases and maternal and child health problems. 
We have many priorities that compete for limited 
resources and time. However, we must take 
action to address the rising burden of NCDs in 
Africa. 

In our Region, the main NCDs include 
cardiovascular diseases, chronic respiratory 

illnesses, diabetes, cancer, and the consequences 
of violence and road traffic accidents. Addressing 
the common risk factors can prevent these 
diseases to a great extent.

Sound health policy and preventive actions on 
the risk factors and their determinants taken at 
government, community and individual levels 
have the potential to halt or reverse the rising 
trend of NCDs.

Honourable Minister

Distinguished Participants:

In 2008, about 2.8 million deaths in the African 
Region were attributed to NCDs. This figure is 
projected to increase by 27% over the next 10 
years. 

About a third of NCD deaths occur prematurely 
during the most productive years of life, and this 
negatively impacts economic development. Most 
of the risk factors associated with these diseases 
are behavioural and lifestyle related and, therefore, 
amenable to change.  For example, at least 80% 
of deaths from cardiovascular diseases, diabetes, 
and chronic respiratory diseases, and 40% of 
deaths from common cancers are preventable. 

Non communicable diseases pose a serious threat 
to the health and welfare of people in the African 
region. These threats are related to very well 
established risk factors.

Tobacco use continues to be the leading cause 
globally of preventable deaths.  It kills nearly 6 
million people annually, and causes hundreds 
of billions of dollars of economic loss globally 
each year. Low and middle-income countries 
are most affected. The prevalence of tobacco 
use among youth in the African Region ranges 
from 6.6% to 36.1%. In addition, about 48% of 
youth in the region are exposed to second-hand 
tobacco smoke in public places thus making them 
susceptible to respiratory diseases.

With regards to alcohol, it is the third leading 

Annex 1 Opening Address



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 33

global risk factor for disease and disability. Four 
percent of all deaths worldwide are attributable 
to alcohol. Harmful use of alcohol has acute 
consequences, including road traffic accidents and 
violence particularly against children and intimate 
partner, child neglect and abuse, absenteeism in 
the work place among others. Alcohol is further 
associated with cancers, cardiovascular diseases, 
liver diseases, neuropsychiatric disorders, 
traumas, weight gain and obesity; and these may 
lead to disability and death.

According to the most recent estimate by WHO, 
in the African Region, 30% of the population 
drink alcohol regularly. Overall adult per capita 
consumption of pure alcohol is 6.2 liters. The 
statistics show that men drink more than women 
- 3.0 liters for women and 9.5 liters for men on 
average. At global level, the average per capita 
consumption is also 6.2 liters. Meanwhile, among 
people who drink alcohol, the average per capita 
consumption stands at 19.2 liters (ranging from 1.1 
to 37 liters). Therefore, the two characteristics of 
alcohol consumption in Africa are the high level of 
abstention (averaging 70%), and the high volume 
consumed per drinker.

Therefore, we can assume that, by increasing the 
level of abstention and reducing the volume of 
consumption among drinkers, we could reduce 
the harm associated with alcohol.

Concerning unhealthy diet, this is a major risk 
factor for non communicable diseases.  In many 
countries of the Region, stunting and underweight 
among children as a result of food shortages and 
inappropriate feeding patterns remain issues of 
public health concern.  However, overweight and 
obesity are on the increase especially in urban 
areas. Due to lifestyle changes, people are moving 
away from traditional foods to diets rich in fats, 
sugars and salt, but low in fruits and vegetables. 
Data gathered from STEPS surveys in the African 
region in the past 10 years show rates of obesity 
ranging from 1–31% among adults with higher 
percentages among females.

Physical inactivity is an equally important risk 
factor that needs to be addressed, given the high 
rates of urbanization. Within countries, high rates 
of physical inactivity are seen among women and 
children, in particular.  WHO recommends that 
adults undertake 150 minutes per week of physical 
activity, for NCD prevention and maintenance of 
health.  

Honourable Minister

Distinguished Participants:

The risk factors for NCDs are driven by modern 
life styles and behaviors -- in relation to which 
policy makers and people are, in general, poorly 
informed.

Governments and parliaments -- together with 
representatives of civil society organizations and 
consumer associations – have the responsibility 
to develop policies, set norms, and pass and 
enact legislation that protect public health and 
give individuals reliable facts to make informed 
choices.

Honorable Minister

Distinguished Delegates, Ladies and Gentlemen

You all agree with me that, all stakeholders have 
a collective responsibility to work together to 
promote and protect public health.

WHO will continue to support Member States in 
the prevention of diseases risk factors, and also 
emphasize the systemic use of evidence as the 
basis of national policies and strategies. WHO 
has established the most effective “best buys” 
such as limiting the availability of tobacco and 
alcohol through higher prices, as well as bans 
on advertising and promotion. Implementation 
requires fostering broad involvement among 
government, communities and other relevant 
stakeholders.

And we have established a strong foundation for 
moving this agenda forward jointly with Member 
States and partners. Allow me to highlight a few: 

The WHO Framework Convention on Tobacco 
Control (WHO FCTC) that has been ratified or 
acceded by 41 of our 46 Member States in the 
Region;

Global and regional Strategies to reduce harmful 
use of alcohol;

the Global Strategy on Diet, Physical Activity and 
Health;

the 2012 Strategy for health promotion in the 
African Region, which calls for innovative financing 
of health promotion, including a special levy on 
alcohol and tobacco.
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Honorable Minister

Distinguished Participants

I once again welcome all participants to this 
forum. Let us take this opportunity to update 
ourselves on the best available evidence about 
the current situation and trends of NCDs, and 
their common risk factors. We can use the next 
few days to explore how best to introduce policy 
and structural changes that promote and protect 
health.

In this meeting, we focus on risk factors.  However, 
the majority of NCDs is not diagnosed nor are 
they treated.  There is a need also to strengthen 
the capacity of the health services to tackle the 
clinical aspects of chronic diseases using the 
primary health care approach –including ensuring 
qualified staff, and making relevant medicines and 
technologies accessible.

Honorable Minister

Distinguished Participants

I look forward to a very productive dialogue 
with high participation, in which the different 
stakeholders´ views could be debated and a 
common platform generated to promote health 
and avert deaths.

Finally, I remind you that “Today’s risk factors are 
tomorrow’s diseases”.

Thank you!
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Programme Director 

Dr Luis Gomes Sambo Regional Director WHO 
Afro 

Dr Aaron Motsoaledi Minister of Health South 
Africa 

Ms Malebona Precious Matsoso Director - 
General of Health South Africa 

Dr Sarah Barber WHO Country Representative 
in South Africa 

Representatives from WHO HQ in Geneva 

Country Representatives 

Representatives of Non-governmental 
Organizations  

Representatives of the Private Sector 

Honoured Guests 

Ladies and Gentleman 

Good morning! 

It is indeed a great privilege for me to open this 
prestigious and critically important stakeholder 
dialogue which seeks to address risk factors for 
non-communicable diseases in the WHO Afro 
region.   

Over the past 2 years there has been extensive 
global as well as continental focus on non-
communicable diseases and I doubt that anyone 
in this audience still needs to be reminded of the 
significant increases in conditions such as diabetes, 
hypertension, cardiovascular disease, cancers and 
chronic respiratory disorders.  

The message is clear: we need to act rapidly and 
we need to act comprehensively.  

This consultative meeting is part of our collective 
response because unless we dialogue very 
seriously with all role-players that are either 

Annex 2 Speech of the Hon Minister of Health,
South Africa

contribute to NCDs or who are charged with 
the task of reducing NCDs, we will fail in our 
responsibility to our citizens and to our continent.  

Social, economic and human development will all 
suffer if decisive action is not taken now.  

Having borne the brunt of the HIV and AIDS 
epidemic and still being in the process of 
fighting the massive scourge of this and other 
communicable diseases, as well as high rates of 
child and maternal mortality, if any continent 
should be awake to and aware of the potential 
consequences of the rise of another disease tide, 
or should I perhaps call it a tsunami, that is hitting 
us, it must be us in Africa.   

I therefore want to congratulate the WHO Afro 
for organizing this meeting and for assembling 
official representatives from many members of  
AFRO, experts from in and outside of Africa as 
well as other stakeholders for this dialogue.  

NCD prevention and cure needs to be firmly 
located in global and regional initiatives to reach 
universal health coverage. With limited resources 
in all our countries, universal health service 
coverage will become even more difficult unless 
more attention is given to prevention of illness and 
promotion of health. This means seriously tackling 
the known social determinants of health and the 
specific risk factors for NCDs. If we fail to do this 
with the growing numbers of ill people our health 
services will become even more overwhelmed 
than they already are.  

We have no option, we must put more effort into 
prevention of diseases and promotion of health 
and healthy lifestyles. 

As South Africa has been honoured to host this 
meeting I want to take a few minutes to outline 
some of the initiatives that we are taking with 
regard to preventing and controlling NCDs in this 
country.  

In 2010 we passed regulations on restrictions on 
use of trans fats in food production processes. 
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While we are confident that this legislation will 
play an important role in reducing the incidence of 
NCDs we have to acknowledge that monitoring 
is proving a challenge to us. We think that most 
stakeholders are complying with the regulations 
but unless legislation and regulations are followed 
by inspections and possibly prosecutions we can 
end up undermining our own efforts. We know 
that in Africa our resources for monitoring are 
limited and when we make laws we need to think 
carefully about the follow-up. Notwithstanding, 
these challenges we can count the regulation of 
trans fat is an important achievement in reducing 
NCD risk factors.    

In order to plan for and develop strategies for 
NCDs we needed to consult stakeholders and also 
to set targets for the reduction of NCDs.  I hosted 
a summit  on NCDs before that UN High Level 
meeting in September 2011 with all major role-
players who all agreed and committed themselves 
to reach 10 ambitious goals. I am pleased to say 
that a number of these goals coincide with those 
that have recently been agreed by member states 
through WHO processes and which now stand 
as part of the proposed WHO action plan. One 
difference though is that we set our targets for 
2020 whereas the WHO targets are for 2025. 
This means that we have to move even faster than 
other countries in order to reach the targets! As 
I said before we have no choice but to take very 
decisive action! 

On the 7th of next month, which is World Health 
Day, we will be formally launching our Strategic 
Plan for the Prevention and Control of NCDS 
2013-2016. This plan is our sketch of what we 
intend to do in order to reach the targets I just 
mentioned. This plan has time frames and activities 
that must be undertaken, primarily within the 
health sector, in order to reduce NCDs and their 
risk factors. 

Programme Director and distinguished guests, 

While we all agree that the Health Sector is 
undoubtedly a major player in the fight against 
NCDs, we are very aware that we are by no 
means the only player that is needed in this battle. 
Frankly speaking, we cannot tackle this challenge 
alone! 

In line with recommendations made in the UN 
political Declaration, the Moscow Declaration 
and our own NCD Declaration, we have taken 

the first steps towards the establishment of what 
we are calling a National Health Commission. 
At the ruling party’s conference late last year 
government was tasked with setting up this 
Commission. We anticipate that it will be made up 
of a number of government departments, experts 
and other roleplayers and will be chaired from the 
Presidency.  As this Commission is a long term 
investment for health it is very important that it is 
set up and constituted carefully, and so we will not 
rush its creation.  

We are examining other models and learning from 
other countries in this regard. For example this 
issue was discussed recently as a BRICS Health 
Minister’s meeting and we learned that Russia has 
already set up an intersectoral structure. Similarly 
we will learn from the experiences of other 
countries like Australia and Thailand as well. What 
we need as the African region of WHO is to set 
up mechanisms and processes to learn from each 
other as well. I hope that this dialogue will help us 
in the process of learning from each other now 
and into the future with facilitation from AFRO. 

Salt reduction is an absolutely critical element 
in the fight against hypertension and other 
NCDs. Hypertension is one of the main causes 
of mortality and morbidity in Africa and salt is 
responsible for around a third of all hypertension. 
The WHO has set the target of 5 grams a day 
and we are determined to reach this goal. In July 
last year we gazetted draft regulations for the 
compulsory regulation of salt in foodstuffs which 
are responsible for the major salt intake in our 
population. We received comprehensive input 
from many organizations including  a significant 
part of the the food industry Some organizations  
suggested that we needed to go further with our 
targets. An expert team considered these inputs 
and recommended certain changes based on the 
comments received.  

I am very pleased to announce today that I 
have signed the new regulations and this week 
regulations that will reduce the amount of salt 
permitted in a number of foodstuffs will be 
published in our government gazette.  

As we believe that salt reduction needs to be a 
gradual process so that people get used to less 
salty palates the regulations have set 2 targets 
for the food manufacturers to reach. In addition, 
we plan to have a major public education and 
information campaign so that at the same time 
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as salt will be reduced in foodstuffs, people will 
also reduce their discretionary intake. We are 
partnering with the South Africa Heart and Stroke 
Foundation and other roleplayers so the message 
of less salt is not just from the government but 
represents a national position.    

Many in the audience are probably aware that 
South Africa was one of the pioneers of the global 
regulation of tobacco use and that we played a 
critical role in the writing and passing of the 
Framework Convention on Tobacco Use. Again 
I am very happy to announce that we have not 
stopped in our regulation process and will not 
stop while people are still choosing to smoke 
tobacco!  

This week also to coincide with this meeting we 
will be issuing regulations that further tighten 
tobacco use. These new regulations will inter 
alia restrict the smoking of tobacco outside of 
buildings. We have all become familiar with the 
sight of people congregating outside buildings in 
which the use of tobacco has been prohibited, so 
people stand at the entrance of buildings polluting 
the air just outside the entrance. People entering 
or exiting these building have up to now been 
subject to walking through a haze of smoke to the 
detriment of our health. This is unacceptable and 
these new regulations will prohibit this practice.   

The next development that I would like to share 
today is our initiative to reduce the use of alcohol 
and other substances. South Africa is taking 
this issue so seriously that an Inter-ministerial 
Committee has been established consisting of 
10 different Ministries that are working together 
to reduce alcohol related harm. Some of the 
main initiatives that are being considered include 
increasing the age of legal drinking from 18 to 21; 
introducing a policy of zero alcohol for drivers 
and a complete ban on alcohol advertising and 
sponsorships that promote alcohol or brands 
of alcohol. Other initiatives including pricing 
of alcohol are being considered by the relevant 
department. Moreover provinces in South Africa 
have their own alcohol legislation and some have 
already published proposals for public comment 
on for example restricting hours and days of sale 
of alcohol.   

One of the factors holding back progress in fighting 
NCDs in Africa is the poor data that we have on 
NCDs and their risk factors. I was hoping that 
today I was going to report on findings from the 

South African Nutrition and Health Examination 
Survey (SANHANES) which has been in the field, 
collecting data, over the past year. Unfortunately 
the results are still being analysed but we are 
hoping that useful information will be available to 
us very soon that will help with both our planning 
of services and our ability to monitor progress in 
meeting our NCD targets. 

These are some of the examples of some of the 
steps we are taking to reduce NCDs. In keeping 
with our commitment to reaching our own targets 
as well as the global targets we realize that we 
also must strengthen our screening and treatment 
regimes. We are not happy for example that over 

half of all people with NCDs are not aware 
that they have any disease, and we are equally 
concerned that studies show that a large 
proportion of people that are on treatment are 
not properly controlled on treatment. One of 
the things that must change is seeing diseases in 
silos and thereby potentially wasting resources 
and opportunities. For example in South Africa 
we have been running very extensive testing and 
counseling programmes. We have campaigns that 
in addition for testing for HIV and TB also test 
for hypertension and blood glucose at the same 
time. We have also introduced an Integrated 
Chronic Disease Management model which 
combines the treatment of all chronic conditions 
whether the cause is from a communicable or 
non-communicable source. In this way we both 
improve efficiencies and provide more holistic 
treatment. Currently this model is in place in 
three districts but we are planning to roll it out 
over a period of time. 

I am sure that representatives from other 
countries represented at this dialogue will share 
similar experiences and practices. By sharing 
what we are doing we can learn from each other. 
AFRO can assist by helping us to document these 
experiences so that we can have robust evidence 
of what works and what does not!  

I must acknowledge, in conclusion, Programme 
Director, that much more is needed if we are to 
achieve an increase in life expectancy through 
reducing NCDs and if we are to have successful 
universal health coverage in Africa. I do not have 
time to go into details of South Africa’s plans for 
a National Health Insurance but I want to end by 
saying that unless we and other countries are able 
to effectively address the risk factors for a range 
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of diseases, including NCDs, our health services 
will be overwhelmed with people requiring 
expensive long term tertiary health services and 
this will undermine attempts to achieve universal 
coverage. 

Finally, allow me to wish this meeting well in 
coming up with solutions through dialogue and 
exchange of ideas that will lead to practical 
implementation. 

 

I thank you.  
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1. The WHO African Region faces a rapidly 
increasing burden of noncommunicable 
diseases (NCDs) alongside a continuing 
threat of communicable diseases.  The main 
NCDs and related conditions in the Region 
include cardiovascular diseases, diabetes, 
cancer, chronic respiratory diseases, 
haemoglobinopathies (in particular sickle 
cell disease), oral and eye diseases, mental 
disorders, the consequences of violence and 
unintentional injuries particularly road traffic 
injuries. 

2 The African Region remains the only WHO 
region where communicable diseases 
still account for more deaths than non-
communicable diseases1. However, about 2.8 
million deaths were attributed to NCDs in 
2008 and this figure is projected to increase 
by 27% over the next 10 years2. It is notable 
that about 33% of these deaths due to NCDs 
occur in persons who are less than 60 years 
of age2.  This increases the demand for health 
services which adds pressure to the already 
stretched health care systems. Since most of 
the affected are in the productive age group, 
this trend also impacts on national economic 
development.  

3. NCDs are associated with four (4) main 
risk factors namely tobacco use, harmful 
use of alcohol, unhealthy diet and physical 
inactivity. Others include environmental 
factors, particularly chemicals, radiation and 
food contaminants. The drivers for these 
risk factors include, globalization of trade 
and marketing, rapid unplanned urbanization, 
demographic transition, as well as changes  in 
social, behavioural, cultural beliefs and values 
among others. These major drivers influence 
consumption patterns of products such as 

Annex 3 Concept note

alcohol, tobacco and unhealthy foods. They 
also affect access to health information among 
individuals, households and communities. In 
the long term, the drivers therefore influence 
levels of health literacy leading to an increase 
in risk-taking behaviours and a decrease 
in health-promoting behaviours including 
physical activities.  

4. The observed trend in risky behaviour that 
negatively impacts on the prevalence of 
NCDs is on the ascendency.  The prevalence 
of tobacco use among the youth ranges from 
6.6% to 36.1%, and the use of tobacco 
products other than cigarettes among girls is 
now almost as high as that of boys.3  Alcohol 
use is the highest lifestyle related risk factor 
accounting for death and disability in the 
African Region4. Weekly heavy episodic 
drinking in the Region is the highest in the 
world and is linked to acute consequences of 
alcohol use, such as road traffic injuries and 
violence. Documentation of the magnitude 
and impact of risk factors in the Region 
remains weak and needs to be addressed.  

5. Physical inactivity, unhealthy diet and low 
consumption of fruits and vegetables are on 
the rise. These contribute to increasing the 
prevalence of overweight and obesity, raised 
blood pressure, and elevated blood sugar 
and lipids. The prevalence of overweight 
and obesity among adults in our Region 
ranges from 6% to 51% among males and 
9% to 68% among females while that of 
insufficient physical activity ranges from 6% 
to 63% among males and 9% to 70% among 
females.5 This is contributing to the rise in 
Type 2 diabetes, which is predicted to increase 
by nearly 100% in the next two decades if 
current trends are not reversed6. 

1 Global status report on Noncommunicable diseases 2010 (http://www.who.int/nmh/publications/ncd_report2010/en/index.html) 
2 World Health Statistics, 2010, http://www.who.int/whosis/whostat/2010/en/index.html 
3 Global Youth Tobacco Survey (2003-2010) 
4 Global Health Risks. Mortality and burden of disease attributable to selected major risks. WHO 2009. 
5 Global status report on noncommunicable diseases 2010, WHO
6 International Diabetes Federation: www.idf.org.
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6. Governments and the international 
community have recognized the importance 
of NCDs and have taken concrete measures 
to address them through legislative 
frameworks, policies and strategies. These 
include the WHO Framework Convention 
on Tobacco Control (WHO FCTC)7; the 
Global Strategy on Diet, Physical Activity 
and Health8; and the Global and Regional 
Strategies to Reduce the Harmful Use of 
Alcohol9.  These commitments and required 
actions on NCDs are also reflected in regional 
and global resolutions and declarations such 
as the Brazzaville Declaration on addressing 
noncommunicable diseases;10 the Nairobi Call 
to Action on closing the implementation gap 
in health promotion;11  the UN High Level 
Political Declaration on NCDs12 and the Rio 
Political Declaration on Social Determinants13.  
These efforts constitute important political 
landmarks in building momentum to address 
NCDs through multisectoral actions at 
national, regional and global levels.  

7. Despite the current efforts and commitments 
to implement effective interventions, NCDs 
continue to rise.  The interventions are being 
hampered by a wide range of complex issues 
including the diverse and competing interests 
within the various sectors of government 
as well as between the public and private 
sectors. This means that resource allocation 
within government is not adequate for the 
prevention and control of NCDs while as 
attempts to control products such as tobacco 
and alcohol are hampered by resistance 
from the private sector.  This is largely due 
to the absence of a mechanism for dialogue 
among various players in order to reach 
an understanding on what is required to 
implement relevant programmes, policies and 
legislative frameworks at country level.   

8. Governments are therefore faced with the 
difficulty in aligning broader government 
systems such as regulatory and tax policies 

to effectively address risk factors for NCDs. 
Health should be reflected in all public policies 
in sectors such as trade, customs, public 
finance, education, transport, agriculture, 
urban and industrial development as an 
essential requirement to address NCD risk 
factors. Although public-private partnership 
is important in addressing these risk 
factors, minimizing conflict of interest and 
interference particularly from industries who 
want to protect their profits and interests, 
should be a priority when entering into such 
a relationship. The public good should be the 
main objective of such partnerships.   

9. Promoting healthy life styles is not well 
resourced in most countries of the Region. 
This low priority accorded to NCDs and the 
competing priorities within the government 
sectors, results in insufficient allocation of 
resources for prevention and control activities. 
There is therefore a need to tackle the NCDs 
epidemic by focussing more on the risk factors 
and by clearly understanding the roles of the 
various stakeholders in reversing the trends. 
A stakeholder dialogue at the Regional level 
would contribute to this understanding.  

JUSTIFICATION 

10. From the foregoing, the burden of NCDs in 
the Region is on the increase.  There appears 
not to be a common understanding among 
key stakeholders on how to tackle the risk 
factors. To effectively address the emerging 
epidemic of NCDs and reverse the trends 
in risk factors in the African Region, it is 
critical that stakeholders develop a common 
understanding and define the roles and 
responsibilities of the various players. These 
include governments, private sector, civil 
society, partners, academic and research 
institutions and communities to address risk 
factors for NCDs.  

7 The WHO Framework Convention on Tobacco Control, World Health Organization, 2003. 
8 The Global Strategy on Diet, Physical Activity and Health, Geneva, World Health Organization, 2004. 
9 Global Strategy to reduce the harmful use of alcohol, World Health Organization, 2010; Reduction of the harmful use of alcohol: A strategy 

for the African Region, World Health Organization, Regional Office for Africa, 2010. 
10 The Brazzaville Declaration on addressing noncommunicable diseases. WHO AFRO, April 2011 
11 WHO: The Nairobi Call to Action for closing the implementation gap in health promotion. The 7th Global Conference on Health Promotion, 

Nairobi, Kenya, Oct 2009. 
12 UN: Political Declaration of the High Level Meeting of the General Assembly on the prevention and control of noncommunicable diseases, 

New York, 16 September, 2011 
13 The Rio Political Declaration on Social Determinants of Health. Rio de Janeiro, Brazil, 19-21 October, 2011. 
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11. The WHO Regional Office for Africa is 
therefore organising a regional stakeholders’ 
dialogue, which will bring together all the 
key players, to address the risk factors and 
effective interventions for NCDs.  

OBJECTIVES 

General objective 

To provide a platform for a multi-stakeholder 
dialogue to address the risk factors for NCDs in 
the WHO African Region. 

Specific objectives  

a) To share information about trends of NCD 
risk factors and burden of disease in the WHO 
African Region; 

b) To identify challenges and opportunities for 
governments and relevant stakeholders in 
addressing the risk factors for NCDs in the 
African Region; 

c) To reach consensus on priority actions and 
the roles and responsibilities of the various 
stakeholders; 

d) To propose mechanisms for facilitating national 
dialogue and promoting public awareness 
about the risk factors for NCDs. 

EXPECTED OUTCOMES 

a) Information on trends of NCD risk factors 
and the burden of disease shared; 

b) The challenges and opportunities to address 
the risk factors for NCDs identified;  

c) Priority actions and roles and responsibilities 
of the various stakeholders agreed upon; 

d) Mechanisms for facilitating national dialogue 
and promoting awareness about the risk 
factors for NCDs proposed; 

e) Proceedings and conclusions arising from 
the dialogue on addressing the risk factors 
for NCDs in the WHO African Region 
documented. 

 

FOLLOW UP ACTIONS 

Short Term 

a) WHO to finalize and disseminate the meeting 
report to all stakeholders. 

b) WHO Country Office to follow up with 
Ministry of Health to set up or strengthen 
mechanisms for the multi-stakeholder 
dialogue at country level; 

Medium to Long term 

a) WHO and partners to support countries 
in scaling up agreed priority actions for 
addressing risk factors for NCDs. 

b) WHO and partners to provide support for 
monitoring and evaluating the implementation 
of the priority actions according to the 
milestones agreed upon. 

METHODS OF WORK 

The stakeholder dialogue will use plenary and 
parallel working group sessions to address each of 
the identified thematic areas. Discussion papers 
on the thematic areas will be used to guide the 
parallel sessions. 

REFERENCE DOCUMENTS 

•	 WHO	 Framework	 Convention	 on	 Tobacco	
Control, Geneva, World Health Organization, 
2003 (WHA56/2003/REC/1); 

•	 Global	Strategy	on	Diet,	Physical	Activity	and	
Health, Geneva, World Health Organization, 
2004 (WHA57.17/2004); 

•	 Reduction	 of	 the	 harmful	 use	 of	 alcohol:	 a	
strategy for the African Region, Brazzaville, 
World Health Organization, Regional Office 
for Africa, 2010 (WHO AFR/RC60/4); 

•	 Noncommunicable	 diseases:	 a	 strategy	 for	
the African Region, Harare, World Health 
Organization, Regional Office for Africa, 2000 
(AFR/RC50/10); 

•	 Framework	for	implementation	of	the	Action	
Plan 2008-2013 of the Global Strategy for 
NCDs prevention and control, WHO 2008; 
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•	 Diabetes	prevention	and	control	in	the	WHO	
African Region, Brazzaville, World Health 
Organization, Regional Office for Africa, 2008 
(AFR/RC57/7); 

•	 Cancer	prevention	and	control:	a	strategy	for	
the WHO African Region, Brazzaville, World 
Health Organization, Regional Office for 
Africa, 2008 (AFR/RC58/4); 

•	 Global	 Status	 Report	 on	 Noncommunicable	
Diseases 2010, WHO 2011; 

•	 Achieving	 Sustainable	 Health	 Development	
in the African Region Strategic Directions for 
WHO 2010-2015. Brazzaville, Regional Office 
for Africa, 2010; 

•	 The	 Ouagadougou	 Declaration	 on	 Primary	
Health Care and Health Systems in Africa. 
WHO 2008;  

•	 Brazzaville	Declaration	following	the	Regional	
Consultation of Member States on NCDs 
prevention and control in Brazzaville, Congo, 
from 04 to 06 April 2011; 

•	 Political	Declaration	of	the	High-level	meeting	
of the General Assembly on the Prevention 
and Control of Non-Communicable Diseases. 
United Nations General Assembly, September 
2011. (Resolution A/RES/66/2).  

•	 Prevention	and	control	of	noncommunicable	
diseases: follow-up to the High-level Meeting 
of the United Nations General Assembly 
on the Prevention and Control of Non-
communicable Diseases,  20 January 2012. 
(Resolution EB130.R7).  

•	 Libreville	 Declaration	 on	 Health	 and	
Environment in Africa. WHO Regional Office 
for Africa, 2009. 

•	 World	 Report	 on	 Violence	 and	 Health.	
Geneva, World Health Organization, 2002. 

•	 World	Report	on	Road	Traffic	Injury	Prevention.	
Geneva, World Health Organization and the 
World Bank, 2004. 

DATES AND VENUE 

The meeting will be held in Birchwood Hotel, 
Johannesburg, South Africa, from 18 to 20 March, 
2013. 

WORKING LANGUAGES 

The working languages will be English, French, 
and Portuguese with simultaneous interpretation. 

PARTICIPANTS 

The expected number of participants will be 
around 200 drawn from: 

a) Regulatory authorities comprising of 
Ministries of Health and other government 
sectors; 

b) Relevant Economic operators;   

c) Non-Governmental and Consumers 
Organizations;  

d) Partners;  

e) Observers.  
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Annex 4 Programme

Programme

17th March 2013

14:00 – 18:00 Registration

DAY 1: 18th March 2013 

TIME ACTIVITY CHAIRPERSONS/ 
MODERATORS/RAPPORTEURS

8:00 - 8:30 Registration MC: 
D. Munodawafa & 
DG NDoH

8:30 – 9:00 Security briefing and administrative announcements

9:00-10:00 OPENING SESSION:  

Welcome remarks 
Deputy Minister, NDoH, South Africa

Keynote address 
WHO Regional Director

Official Opening 
Minister of Health, South Africa

Objectives and expected outcomes 
Director, HPR, WHO/AFRO

10:00 – 10:30 TEA/COFFEE BREAK, Group photo, Joint WHO/NDoH Press Conference

OBJECTIVE 1: To share information about trends of NCD risk factors and 
burden of disease in the WHO African Region

Chairperson: 
- RD, WHO

10:30 – 10:45 Global update of NCDs and their risk factors 
ADG, NMH, WHO

Rapporteurs : 
- Botswana, Togo, and 
Mozambique

10:45 – 11:00 Situation of health risk factors for NCDs and burden of NCDs in the 
African Region 
Director, HPR, WHO/AFRO

11:00  - 13:00 High level Roundtable I: NCDs risk factors

A moderated roundtable with each panelist giving an initial 3-5 
minutes statement followed by discussions

STAKEHOLDERS: PANELISTS:

• WHO ADG, NMH, WHO 
• Minister of Health South Africa  
• Minister of Finance Mauritania 
• Minister of Trade Botswana 
• Private sector  IFBA 
• Parliamentarian Lesotho

Moderator: 
- V. Gupta-Smith, WHO

13:00-14:00 LUNCH BREAK
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14:00-16:00 Roundtable I: Experiences from countries on  addressing risk 
factors for NCDs

A moderated roundtable with each panelist giving an initial 3-5 
minutes statement followed by discussions

THEMATIC AREAS: PANELISTS :

• Harmful use of alcohol Dr G. Ramokgopa,  
  Deputy Minister, NDoH,  SA

• Tobacco use Dr Y. Saloojee, NCAS/SA

• Unhealthy diet and Dr G. Xuereb, WHO 
 physical inactivity

• Violence and injuries Dr G. Gathecha, MOH/Kenya

Moderator: 
- V. Gupta-Smith, WHO

Rapporteurs: 
- Ghana 
- Senegal 
- Angola

16:00-16:30 TEA/COFFEE BREAK

OBJECTIVE 2: To identify challenges and opportunities  for governments and 
relevant stakeholders in addressing risk factors for NCDs 

Chairperson: 
- DG, DoH, SA

16:30 – 18:00 Concurrent sessions I:  Country level challenges and opportunities 
for addressing risk factors for NCDs

THEMATIC AREAS: RESOURCE PERSONS:

• Harmful use of alcohol C. Ferreira-Borges, WHO & A. 
   Pluddemann, MRC 

• Tobacco use A. Ouma, WHO & PRAKIT/Thailand 

• Unhealthy diet and C. Sookram, WHO & WASH 
 physical inactivity 

• Violence and injuries M. Ekeke, WHO & R. Mtonga, IPIFA  

- Each group to select 
rapporteurs

18:00-19:00 RECEPTION WR, SA

DAY 2:  19 March 2013 

TIME ACTIVITY CHAIRPERSONS/ 
MODERATORS/ RAPPORTEURS

OBJECTIVE 2: To identify challenges and opportunities  for governments and 
relevant stakeholders in addressing risk factors for NCDs 

Chairperson: 
- Dr M. Freeman, NDoH, SA

08:30 – 10:00 Plenary session:  Report back from concurrent session I, on 
country level challenges and opportunities

THEMATIC AREAS:  PRESENTERS

• Harmful use of alcohol Chairperson/Rapporteur

• Tobacco use Chairperson/Rapporteur

• Unhealthy diet and Chairperson/Rapporteur 
 physical inactivity 

• Violence and injuries Chairperson/Rapporteur

 10:00 - 10:30 TEA/COFFEE BREAK
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OBJECTIVE 3: To reach consensus on priority actions and the roles and 
responsibilities of the various stakeholders

Chairperson: 
- Dr. D Bettcher, WHO

10:30 - 13:00 Round table II: Priority Actions on NCDs risk factors 

A moderated roundtable with each panelist giving an initial 3-5 
minutes statement followed by discussions

STAKEHOLDERS:  PANELISTS:

• Development Partner AfDB 
 Representative 

• Civil Society CWGH, Harare 
 Representative

• Government Ministry of Finance Ghana 
 Representative

• Representative of RECs WAHO

• Private Sector Kraft Foods/SA 
 Representative

• WHO Representative WR/Mauritania

Moderator: 
- V. Gupta-Smith, WHO

Rapporteurs: 
-Ethiopia, Gabon, and 
G/Bissau

13:00-14:00 LUNCH BREAK

14:00-16:00 Concurrent sessions II: Priority Actions for addressing NCDs risk 
factors

THEMATIC AREAS:  RESOURCE PERSONS:

• Harmful use of alcohol C. Ferreira-Borges, WHO & A. 
   Pluddemann, MRC 

• Tobacco use A. Ouma, WHO & PRAKIT/Thailand 

• Unhealthy diet and  C. Sookram, WHO & WASH 
 physical inactivity 

• Violence and injuries M. Ekeke, WHO & R. Mtonga, IPIFA  

- Each group to select 
rapporteurs

16:00-16:30 TEA/COFFEE BREAK

16:30-18:00 Plenary session: Report back from Concurrent Sessions II: Priority 
Actions for addressing NCDs risk factors

THEMATIC AREAS: PRESENTERS

• Harmful use of alcohol Chairperson/Rapporteur

• Tobacco use Chairperson/Rapporteur

• Unhealthy diet and  Chairperson/Rapporteur 
 physical inactivity

• Violence and injuries Chairperson/Rapporteur

18:00-18:30 Meeting of the Secretariat
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DAY 3:  20 March 2013

TIME ACTIVITY CHAIRPERSONS/ 
MODERATORS/ RAPPORTEURS

OBJECTIVE 4: To propose mechanisms for facilitating national dialogue and 
promoting public awareness about the risk factors for NCDs  - 
(Platform for Action)

Chairperson: 
- Minister of Finance, 
Mauritania

08:30-09:30 Plenary presentations: Experiences on Public-private partnerships 
as part of multi-sectoral action against NCDs and their risk factors

1. Introduction of proposed priority areas for future national 
dialogue 
Dr Ouma, WHO

2. Public-private partnerships for multi-sectoral action 
Thai Health Foundation, Thailand

3. Using innovative ways to finance NCD activities at country level 
MOH, Botswana

Moderator: 
- V. Gupta-Smith, WHO

Rapporteurs: 
- Kenya, Niger, and Cape 
Verde

- Each group to select 
rapporteurs

09:30 - 10:30 Concurrent Session III:  Future dialogue and coordination—
“Platform for Action” centering around the following 5 action areas: 

1. Policy, legislations, and regulations

2. Innovative financing

3. Health promotion

4. Individual & community participation

5. Gathering evidence to monitor progress and evaluate impact

THEMATIC AREAS:  RESOURCE PERSONS

• Harmful use of alcohol C. Ferreira-Borges, WHO & A. 
  Pluddemann, MRC 

• Tobacco use A. Ouma, WHO & Prakit/Thailand 

• Unhealthy diet and C. Sookram, WHO & WASH 
 physical inactivity 

• Violence and injuries M. Ekeke, WHO & R. Mtonga, IPIFA  

10:30-11:00 TEA/COFFEE BREAK

11:00-12:00 Continuation of concurrent session III: Future dialogue and 
coordination

12:00-13:00 Plenary Session: Report back of Concurrent Sessions III—Future 
dialogue and coordination

THEMATIC AREAS:  PRESENTERS

• Harmful use of alcohol Chairperson/Rapporteur

• Tobacco use Chairperson/Rapporteur

• Unhealthy diet and  Chairperson/Rapporteur 
 physical inactivity 

• Violence and injuries Chairperson/Rapporteur

13:00 – 15:00 LUNCH BREAK



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 47

15:00 – 16:00 WRAP UP SESSION:

High level Roundtable II: A moderated roundtable session to 
conclude proceedings of the stakeholder dialogue on addressing 
risk factors for NCDs in the African Region.

STAKEHOLDERS: PANELISTS:

• Minister of Health South Africa 

• Minister of Finance Mauritania

• Minister of Trade Botswana

• World Health Organization Dr T. Ketsela, Director, AFRO

• Private sector  IFBA

• Parliamentarian Lesotho

• Non-governmental organization People’s Health Movement

Moderator: 
- V. Gupta-Smith, WHO

CLOSING 
REMARKS 

Regional Director
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Annex 5 List of Participants

Num. Countries Name Title Institution

Government

1 Algeria Mr Samir GRAICHE First Secretary of the 
Embassy

2 Benin

Pr Houinato Stephan Dismand Coordonnateur du 
Programme National de 
lutte contre les MNT

MOH

Mme Adelakou-Houssou 
Marcelle Brigitte

Journaliste de la Santé en 
service à l’Office de Radio 
diffusion et Télévision du 
Bénin

Ministry of Information

3 Botswana JIBRIL HARUNA Acting Director of the 
Department of Public Health 

MOH

4 Burkina Faso Dr Jean Baptiste KIWALLO MOH

5 Burundi

Dr Pierre Bukuru Conseiller au Ministère de 
l’Agriculture

Ministry of Agriculture

Dr Godefroid Kamwenubusa Directeur du Programme 
national intégré de lutte 
contre les maladies 
chroniques

MOH

6 Cap Verde Dr Soares Irenita Figueredo MOH

7 Chad

Dr Hamid Djabar Directeur adjoint des 
activités sanitaires

MOH

Mr Mbairo Dermbaye 
Djelamdé

Ministry of Education

8 Comores

Dr Younoussa Assoumani Directeur National de la 
Santé 

MOH

Mme Moinafatima Abdallah - 
née Djalim

Chef de service chargée 
de la petite enfance, 
Direction de la Politique et 
Programme

Ministry of Education

9 Congo Prof Obengui Direceteur de 
l’épidémiologie et de la 
lutte contre la maladie

MOH

10 Côte d’Ivoire

Dr Doua Kouamelan Directeur Coord. du 
Programme national de 
Prévention des MNT 

Ministère de la Santé et 
de la lutte contre le Sida

Dr Diabate Moussa Ministry of Transport

11 Equatorial 
Guinea

MADJA BAKALE Patricio

12 Eritrea Dr Andebrhan Tesfazion MOH

13 Ethiopia
Dr Mahlet Kifle Habtemariam MOH

Dr Melaku Assefa Kiros Ministry of Africulture

14 Gabon Dr Ombanda Ondamba Faustin Directeur de 
l’Environnement 

Ministry of Environ.



Multi-stakeholder Dialogue on Risk Factors 
for Non-Communicable Diseases 49

15 Gambia Mr Omar Badjie NCD focal point in the 
Ministry of Health and 
Social Welfare

MOH

16 Ghana Dr Joseph Akwesi Amankwa Representative of MOH MOH

17 Guinea Bissau
Dr Cristovao Manjuba National Director for NCD MOH

Mr Malam Djassi President of the Association A Parliamentarian

18 Guinea Conakry
Younussa Ballo MOH

Dr TOURE HAWA A Parliamentarian

19 Kenya
Dr Glawel Gathecha MOH

Mr Bramah Lito Kaleva Ministry Trade and 
Industry

20 Lesotho
Mr Lefu Manyokole Permanent Secretary, 

Ministry of Health

Dr Mpolai Moteetee DG of Health Services MOH

21 Madagascar

Dr Henri Fidèle  Marie 
Raharivohitra

MOH

Dr Randrianomenjanahary 
Hanitriniana Liliane 

Ministry of 
Environnement

22 Malawi Mr Hastings Chiumia MOH

23 Mauritania

Dr Cheick Baye M’Kheiriratt Conseiller chargé de la 
Communication 

MOH

Mr Mohamed El Moctar 
Ahmed Beddy

Conseiller technique du 
Minstre des Finances

Ministry of Finance

24 Mauritius
Dr Anil Deelchand Ag Director Health Services MOH

Mr Vidyalall Padaruth Coordinator Health and 
anti-Drug

Ministry of Education

25 Mozambique

Dr Marcelino Lucas Permanent Secretary of 
the Ministry of Health of 
Mozambique

MOH

Dra Teodora Cassamo Head of School Health 
Program at Ministry of 
Education of Mozambique

Ministry of Education

Dra Sinesia SITAO Focal point of NCDs MOH

26 Namibia Ms M. Nghatanga Director of Primary Health 
Care

MOH

27 Niger

Dr YAYE Youssouf Coordonnateur Programme 
National de Lutte contre les 
MNT  

MOH

Mr Ali Seydou Resp. Volet Santé, Cabinet 
du Ministre de la Comm & 
de Nlles Technologies de 
l’Info

Ministry of Information

28 Nigeria

Dr Anthony Usoro Coordinator Non 
Communicable Disease 
Control Programme

Ministry of Health

Mr Aliyu Mohamed Abubacar Assistant Director NCDs Ministry of Trade and 
Investment

29 Sao Tome

Dr Elisabete Maria de Barros Coordonnateur du 
Programme National de 
lutte contre les MNT

MOH

Maria Edith Salvaterra Député A Parliamentarian
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30 Senegal
Dr Idrissa TALLA Directeur de la lutte contre 

la Maladie
Ministère de la santé

Mr Moustapha LY Député A Parliamentarian

31 Seychelles
Dr Meggy Louange Ministry of Health

Mrs Gina Michel Programme Manager for 
Cancel and Mental Health

MOH

32 South Africa

Dr Aaron Motsoaledi Honorable Minister of 
Health

MOH

Dr Gwen Ramokgopa Deputy Minister of Health MOH

Ms Precious Matsoso Director General of Health MOH

Ms Jeanette Hunter Deputy Director of Health 
Care Services

MOH

Prof Mel Freeman Cluster Manager NCD MOH

Ms Sandya Singh Director NCD MOH

Ms Vimla Moodley Director Health Promotion MOH

Ms Pamela Mallela Dept of Communication

Duduzile Mthombeni Manager Deputy Director 
General Gauteng Health

MOH

33 Swaziland
Dr MAGAGULA Samuel Vusi Deputy Director of Health 

Services
MOH

Mr John Hlophe Ministry of Education

34 Tanzania

Dr Ayoub Magimba Assistant Director NCDs MOH

Mr Juma Kujavara Engineer from the 
Ministry of Works which is 
responsible for Raod safety

Ministry of Transport

35 Togo

Dr Damorou Findibé Prof agrégé de cardiologie, 
Point focal prévention 
et contrôle maladie 
cardiovasculaire au PNLMNT

MOH

Mr Yevou Soklo Secrétaire Général du 
Ministère des Sports et des 
Loisirs

Ministry of Sports and 
Youth Development

36 Uganda Dr MUTUNGI GERALD MOH

37 Zimbabwe

Mrs Pamela Chisidzo Maringire Director Human Resouces 
for Ministry of Transp., 
Comm & Infrastructural 
Development

Ministry of Transport

Brigadier General Dr G. Gwinji Permanent Secretary for 
Health and Child Welfare

MOH

AFRO Secretariat

1 Luis Gomes Sambo RD

2 Tigest Ketsela HPR

3 Davidson Munodawafa HPR

4 Chandralall Sookram HPR

5 Nivo Ramanandraibe HPR

6 Ezra Ogwel Ouma HPR

7 Abdikamal Alisalad HPR

8 Carina Ferreira-Borges HPR

9 Michèle Hombessa RSU

10 Jean-Marie Dangou DPC
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11 Gisèle Nitcheu RSU

12 Génil Mavounia RSU

13 Tésor Ampa GMC

14 Eniko Toth GMC

15 Collins Boakye CAM

16 Sounga Carine LIB

IST

1 Ouagadougou/
IST

Oladapo Walker

2 Zimbabwe/IST
Dr Cossa Odete Focal Point HPR

David Okello

Countries Offices

1 WR/Mauritania Jean Pierre Baptiste Représentant

2 WR/South Africa Dr Sarah Barber Représentant

3 Mozambique MAHOQUE,Dr Raquel Dulce NPO

4 HPR/Togo AGBEKOU JEROME NPO DPC

5 WHO South 
Africa

Kofi Houngbo OO/WCO South Africa

Petja Lebogang Administrative Assistant

Mr Rodney Maswanganyi RD’s driver

Mr Daniel Morulane ADG’s driver

Ms Othelia Modise Administrative Support

Ms Sindi Keswa MedEvac Nurse

Mr Sello Pila ICT Support

Mahlehla Eugene NPO/HPR

6 WHO Gabon Dr Hama Boureima-Sambo Représentant

7 WHO Kenya Dr Custodia Mandlhate Représentant

8 WHO Senegal Dr A. Diarra Nama Représentant

9 WHO Lesotho Mr Peter Phori NPO HPR

Moderator

1 New Delhi, 
India

Ms Vismita Gupta Smith Moderator, WHO SEARO

HQ

1 Geneva

Dr Godfrey Xuereb Coordinator NCD Prevention

Dr Douglas Bettcher Director NCD Prevention

Dr Shanthi Mendis NCD/NMH HQ

PARTNERS

1 Canada Greg Hallen Team Leader NCDS International 
Development Research 
Center  (IDRC)

2 Kenya Christopher Lovelace World Bank

3 Tunisia Fabrice Sergent Principal Health Analyst African Development 
Bank (ADB)

RESEARCH INSTITUTIONS

1 South Africa Dr Andre-Pascal Kenge Research Director Medical Research Council 
(MRC), 

Andreas Plüddemann Medical Research Council 
(MRC), 
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2 France Dr Christopher Wild Director International Agency 
for Research on Cancer 
(IARC)

3 Benin Prof. Michel Makoutode Directeur Institut Régional de santé 
Publique de Ouidah (IRSP)

NON GOVERNMENTAL AND CONSUMERS ORGANIZATIONS

1 Zambia Dr Robert Mtonga Vice-President Injury Prevention 
Initiative for Africa

2 South Africa

Mrs Savera Kalideen Soul City Institute for 
Health and Development 
Communication SOA

Dr Krisela Steyn President Heart and Stroke 
Foundation- Chronic 
Disease

Ms Sarah DAVIDS People Health Movement

3 Kenya

Mr Moses Waweru Chairman Eastern Africa Alcohol 
Policy Alliance (EAAPA)

Dr Mary Amuyunzu-Nyamongo Executive Director Consortium on NCDs 
Nairobi Kenya

4 Norway

Torunn Saether International Blue Cross

Mr Oystein Bakke Project Manager FORUT

Mr Dag Endal Project project FORUT

5 Zimbabwe Mr Itai Rusike Director Community Working 
Group on Health (CWGH)

6 Thailand Prof Prakit Vathesatogkit Executive Secretary Action on Smoking and 
Health Foundation - 
Thailand

7 Cameroon Mr Martial Missimikim President Executif SECOUROUTE Cameroon

8 Congo Dr Evariste Bouénizabila Chair International Diabete 
Federation (IDF) Africa

9 Nigeria Dr Kingsley Kola Akinroye President Africa Heart Network

10 Zimbabwe Dr Cory Couillard Zimbabwe Diabetic 
Association

11 Uganda Ms Constance Kekihembo Chief Executive Officer The Uganda NCD Alliance

12 Mozambique Mr. Francisco Cabo Project coordinator  and 
Tobacco focal point

Associação Moçambicana 
de Saúde Pública 
(AMOSAPU)

13 Burkina Faso Dr Mathias Some Chair Fédération africaine des 
Associations de Santé 
publique (AFPHA)

14 Switzerland Dr Adeleke Olusegun Pitan Former Commissioner 
for Health in Lagos and 
currently Special Advisor to 
IHF for Africa

International  Hospital 
Federation (IHF)

Interpreters

1 Cameroon Mrs Antje Witzel English

2 Zimbabwe Ms Tania Dos Remedios English

3 Burkina Faso Mr Hervé Songre French

4 Senegal Mrs Marie Aida Diop-Wane French
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5 Portugal

Ms Patricia Rodrigues Roman French

Ms Catarina Machado French

Ms Vera Curiel Portuguese

Ms Mariam Do Rosario 
Moreira

Portuguese

Mr Miguel Dele Peixoto Portuguese

Ms Jeronim Duarte Laracristina Portuguese

Mrs Eduardo Fordham Maria

Ms Kathryn Watson
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