
Country Team. Consultation and 
In-House Round Table Discussion 
on NCD Prevention and Control 

'·•· . 

I 

16 to 18 February 2011 
Manila, Philippines 

(r?t~, World Health 
~~§ Organization 

;;: .... 
Western Pacific Region 



(WP)2011/DHP/03-E English Only 

Report series number: RS/2011/GE/33(PHL) 

REPORT 

~TRY TEAM CONSULTATION AND IN-HOUSE ROUND TABLE DISCUSSION ON 
!/"'~" NCD PREVENTION AND CONTROL 

Convened by: 

WORLD HEALTH ORGANIZATION 
Regional Office for the Western Pacific 

Manila, Philippines 
16 to 18 February 2011 

Not for sale 

Printed and distributed by: 

World Health Organization 
Regional Office for the Western Pacific 

Manila, Philippines 

May 2011 

WHOIWYRO LlBkAI' • 
MANILA. PHILIP"PINES 

0 5 AUG 2011_ 



NOTE 

The views expressed in this report are those of the participants of the Country Team Consultation and 
In-House Round Table Discussion on NCD Prevention and Control and the project advisers and do 
not necessarily reflect the policies of WHO. 

This report has been prepared by WHO's Regional Office for the Western Pacific for governments of 
Member States in the Region and for those who participated in the Country Team Consultation and 
In-House Round Table Discussion on NCD Prevention and Control, which was held in Manila, 
Philippines, from 16 to 18 February 2011. 
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SUMMARY 

The WHO Regional Office convened the Country Team Consultations and In-House 
Roundtable Discussions on Noncommunicable Disease (NCD) Prevention and Control for the 
Western Pacific from 16 to 18 February 2011 in Manila, Philippines. There were 10 participants from 
nine WHO Country Offices in Cambodia, China, the Lao People's Democratic Republic, Mongolia, 
the Philippines, Samoa, the South Pacific Country Office, Vanuatu and VietNam. 

The objectives were: 

Technical consultation 

(1) To update current developments and plans for 2011 for NCD. 
(2) To get Country Offices' inputs and suggestions for formulating draft outcomes of the 

Seoul meeting. 
(3) To get Country Offices' inputs and advance the NCD agenda at different meetings, 

including in the Regional Committee Meeting (RCM) this year and their suppmt for 
participation and contribution ofMembers States. 

( 4) To prepare country roadmaps for NCD prevention and control in 2011. 
(5) To work on joint planning for the 2012-2013 biennium. 

Roundtable discussion 

(1) To discuss the challenges and needs for NCD prevention and control in the Region. 
(2) To discuss and formalize the approaches and specific action points for scaling up NCD 

prevention and control in the Region, including multisectoral action, strengthening 
healthy systems for NCD, strengthening partnership and networking and working out 
collaborative approaches for major disease control. 

The consultation consisted of roundtable discussions about NCD and health systems and 
multisectoral interventions for NCD. It also included group sessions about delivering health services, 
community linkages and financing for N CD and priority multi sectoral interventions, use of settings
based approaches and monitoring NCD and risk factors. Brown bag sessions also were conducted on 
NCD prevention-- the road ahead and the country experience of the Republic of Korea on NCD and 
health systems. There also was a session on programme monitoring and strategic framework. 
Preparations for the United Nations General Assembly High-Level Meeting and country roadmaps 
also were discussed. 

The country team meeting and roundtable discussions identified approaches for scaling up 
NCD prevention and control in the Region. 
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1. INTRODUCTION 

The Country Team Consultations and In-House Roundtable Discussions on NCD Prevention 
and Control were held in Manila, Philippines, from 16 to 18 February 2011 and was organized by 
WHO Regional Office for the Western Pacific. There were 10 participants from nine WHO Country 
Offices in Cambodia, China, the Lao People's Democratic Republic, Mongolia, the Philippines, 
Samoa, the South Pacific Countly Office, Vanuatu and VietNam. 

1.1 Background 

Noncommunicable diseases are a priority for 2011 and will be an agenda item for the 
62nd Regional Committee Meeting (RCM). At the global level, there will be a high-level meeting of 
the United Nations General Assembly in September preceded by the Global Ministerial Meeting in 
Moscow in April and a Global Forum as part of the World Health Assembly in May. 

The Western Pacific Regional Office is planning a series of events to prepare for the United 
Nations High-Level Meeting (HLM). In order to support the preparations for these meetings and to 
get the country perspectives, a three-day country team consultation on NCD prevention and control 
was held in Manila, Philippines, from 16 to 18 February 2011. As a part of the consultation, an in
house round table discussion on NCD was conducted, with the participation of relevant units of the 
Western Pacific Regional Office. Similarly, two brown bag sessions were held on the first two days 
for all professional staff in the Western Pacific Regional Office. 

1.2 Objectives 

Technical consultation with NCD focal points of Country Offices: 

(I) To update current developments and plans for 2011 forNCD. 

(2) To get Country Offices' inputs and suggestions for formulating draft outcomes of the 
Seoul meeting. 

(3) To get Country Offices' inputs and advance the NCD agenda at different meetings, 
including in the RCM this year and their support for participation and contribution of 
Members States. 

( 4) To prepare country roadmaps for NCD prevention and control in 2011. 

(5) To work on joint planning for the 2012-2013 biennium. 

Roundtable discussion (Western Pacific Regional Office technical units, country focal points): 

(1) To discuss the challenges and needs for NCD prevention and control in the Region. 

(2) To discuss and formalize the approaches and specific action points for scaling. up 
NCD prevention and control in the Region, including multisectoral action, 
strengthening healthy systems for NCD, strengthening partnership and networking 
and working out collaborative approaches for major disease control. 

The participant list is attached as Annex 1. 
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2. PROCEEDINGS 

2.1 Agenda and programme of the meeting 

The three-day consultation consisted of roundtable discussions and group sessions. The 
objectives of the technical consultations were to update the plans for NCD and prepare country road 
maps, gather inputs to advance the NCD agenda at different meetings and work on joint planning for 
the 2012-2013 biennium (See Annex 2 for detailed agenda). 

2.1.1 Day 1 

2.1.1.1 Opening 

Dr Han Tieru, Director of Building Healthy Communities and Populations (DHP), 
welcomed the participants. Dr Hendrik Bekedam, Director of Health Sector Development, 
provided the opening remarks, highlighting the need for health systems to work closely with 
NCD. Dr Shin Young-Soo, Regional Director ofthe Western Pacific Region, delivered the 
opening address. 

2.1.1.2 Setting the agenda 

Two background presentations described the context of the consultation and provided 
guidance for the discussion. 

(1) Robert Beaglehole, Professor Emeritus ofthe University of Auckland, presented the 
global efforts for scaling up NCD prevention and control. 

(2) Dr Han Tieru, Director ofDHP, presented the Western Pacific Regional Office's 
preparations for the United Nations General Assembly High-Level Meeting and scaling 
up actions on NCD prevention and control. 

2.1.1.3 Roundtable discussion on NCD and health systems 

The roundtable discussion consisted of four presentations, and the main topics and key 
findings were as follows: 

(1) Dr Hai-Rim Shin, Team Leader ofNCD and Health Promotion, presented the data and 
information needs for NCD control that covered NCD mortality, the prevalence and 
incidence of diseases and risk factors, health service information, health finance 
information and health systems data. 

(2) Dr Cherian Varghese, Technical Officer for NCD, presented the challenges ofNCD 
management. The main challenges the Region faces are: 

(a) same type and magnitude of diseases experienced in different income 
categories of countries; 

(b) huge investments of high-income countries in people, technology and drugs 
but still have very high levels of risk factors; and 



- 3 -

(c) low- and middle-income countries' health systems are in acute care mode and 
no quick fixes will decrease NCD mortality, but there is a need to scale up and 
sustain health systems interventions for NCD in those countries. 

(3) Dr Dean Shuey, Team Leader of Health Services Development, presented the various 
approaches in addressing the needs ofNCD and health systems in low- and middle
income countries. The significant points stressed were taking NCD to the national level, 
where the action is, having a robust national health policy, the strategy and planning 
process, shared resources and a continuum of care. 

(4) Dr Manju Rani, Senior Technical Officer of Health Research Policy, presented the use 
and limitations of STEPS survey data and how treatment gaps are assessed from the 
same data set. 

2.1.1.4 Group discussion 

The participants were divided into two groups as listed below: 

Group 1: China, Mongolia, Malaysia, the Philippines, VietNam, 
Group 2: Cambodia, the Lao People's Democratic Republic, Samoa, the South Pacific Country 

Office, Vanuatu 

Both groups addressed the delivery ofhealth services, community linkages and financing 
forNCD. 

( 1) Brown bag presentation 

Professor Robert Beaglehole presented the NCD Prevention: Road Ahead to all 
professional staff in the Western Pacific Regional Office. 

(2) Roundtable discussion on multisectoral interventions for NCD 

The expected outcome of the discussion was to identifY approaches and to suggest 
measures to sustain integrated risk reduction. There were four presentations. The main 
topics and key findings were as follows: 

(a) Dr Han Tieru, Director ofDHP, presented health challenges resulting from rapid 
urbanization and the strategies and actions in developing and scaling up of healthy 
cities in the Region. 

(b) Dr Susan Mercado, Team Leader of the Tobacco Free Initiative, presented the 
lessons learnt from tobacco control through multisectoral interventions. 

(c) Dr Cherian Varghese, Technical Officer for NCD, presented the multisectoral 
interventions for risk reduction. 

(d) Dr Temo Waqanivalu, Nutrition and Physical Activity Officer of the South Pacific 
Country Office, presented the Pacific Food Summit. 

(3) Group discussion 

Both groups addressed the priority multisectoral interventions, use of settings-based 
approaches and monitoring NCD and risk factors. Details of their outputs are in Annex 3. 
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( 4) Discussion 

Professor Robert Beaglehole presented the draft Seoul Declaration and facilitated the 
discussion to obtain more inputs from the participants. The revised draft of the Seoul 
Declaration is in Annex 5. 

2.1.2 Day2 

2.1.2.2 Country Presentations 

The second day of the consultation started with country presentations. Each countly 
representative covered the following: 

(1) The current situation ofNCD prevention and control (policy, programme, operational 
structure, financing, strengths and weaknesses, what can be done and surveillance) 

(2) Funding for NCD and effectiveness 

(3) Effectiveness of WHO (support provided, expectations, impact and skills of WHO staff) 

(4) Organization ofNCD/Health Promotion within a WHO Country Office 

2.1.2.3 Brown bag session 

Dr Kim Yuna, Principal Researcher of the Korea Centers for Disease Control and 
Prevention, presented the experience of the Republic of Korea in the integration of NCD 
control and health systems. 

2.1.2.4 Programme monitoring and strategic framework 

A session was organized on technical and country strategic framework, budget and finance, 
human resource and workplan implementation. This was guided by Dr Lokki Wai, Programme 
Development Officer, and Dr George Slama, Programme Management Officer. 

2.1.3 Day 3 

The third day of the consultation started with a session by Dr Cherian Varghese on supporting 
the countries for the United Nations General Assembly High-Level Meeting. The regional roadmap 
and activities were likewise presented. 

Unit briefing for the Noncommunicable Diseases and Health Promotion (NHP) with the 
Regional Director also was arranged as part of the Country Team Consultation. Dr Hai-Rim Shin 
presented the work ofNHP followed by a discussion and guidance by the Regional Director. The unit 
briefing, according to the Regional Director, was an opportunity to observe the regional level NCD 
programme since NCO focal points from Country Offices also were present. The Regional Director 
clarified the areas covered by NCD within Strategic Objective 3 and Strategic Objective 6 and 
commented that there can be a better alignment of areas of work in the strategic objectives. 

The final session identified the next steps and roadmap of countries. Closing remarks were 
given by Dr Han Tieru. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions from the Country Team Consultation 

( 1) Priority for NCD, HLM and related meetings discussed; regional and country 
roadmaps identified 

(2) Collaborative work with health systems/Demographic Health Surveys (DHS) 

• More work needed to support countries for NCD management 

(3) Integrated risk reduction 

• Collaboration with the Tobacco Free Initiative (TFI), nutrition 

( 4) Challenges and opportunities for NCD prevention in countries discussed 

(5) Programme implementation, TSF/CSF and workplan development for the 2012-2013 
biennium was discussed. 

(6) Countries to allocate a fixed proportion of WHO funds for NCD (10%) 

(7) Advocacy for NCD prevention 

(8) Joint efforts from related units in the Westem Pacific Regional Office 

(9) Reduce duplication of surveys. Move towards simple practical and integrated 
surveillance, which is sustainable. Improve mortality data. 

(I 0) Skills of WHO staff in the areas of advocacy, networking to be enhanced 

(11) Ensure salaries for NCD staff in Country Offices, additional staff required in 
Cambodia 

3.2 Recommendations from the btiefine: with the Regional Director 

3.2.1 Surveillance 

Interventions should result in an outcome and there should be good data. STEPS has been 
widely used, but there has to be data once in two years, iffeasible. Dr Varghese indicated the scope 
of STEPS as it is used currently. Dr Temo Waqanivalu informed the use ofMini STEPS. Dr Li Dan 
suggested that it is feasible to conduct nationwide STEPS once in 5-7 years and that in between data 
may not show much change, especially if there are no major interventions programmes. 
Dr Wang Xiangdong suggested that we can look at existing data sources such as pre-employment 
screening and can use them even though they are not representative of the population. 
Dr Govind Salik mentioned the multiple surveys and vertical programmes and the need to have an 
integrated approach. 
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3.2.2 Approaching NCO prevention 

NCO has to be approached in two parts. The first is to support the prevention and control of 
NCO, which is the core business of WHO. The other is to develop partnerships with work of other 
sectors for reducing the risk factors of NCO. 

In detection and management in NCO, the Regional Director referred to the work in Deagu, the 
Republic of Korea, which demonstrated a structured approach and outcome. He indicated that strong 
leadership, participation of health centres, academic expertise, financial resources and innovative 
schemes such as incentives and government support are key components of such programmes. They 
also have regular data collection for monitoring the programme. There are many challenges in 
applying such models to low- and middle-income countries. 

The Regional Director said that once the United Nations High-Level Meeting is over, 
Member States will look for guidance for working with non-health sectors. While there currently is 
technical work and some capacity-building, there should be a manual that illustrates work by other 
sectors in preventing NCO. This manual should reflect the multisectoral approach, indicating 
different sectors and their potential activities. The manual also should mention the areas in which 
WHO can play a role and in which other agencies and partners can be effective. The Regional Office 
for Europe is working on health impact assessment models. The Regional Director suggested that we 
should formulate guidance specifically for NCO and that it should be done shortly. 

Dr Julie Hall informed about the work in DHS for developing policy briefs for other sectors. 
Dr Han Tieru, DHP, informed that NCO risk factor policy briefs are available from NHP but will be 
expanded as per the guidance of the Regional Director. 

In order to advance the activities in policy-based interventions, the Regional Director suggested 
that NHP should work with academicians with expertise in social policy and can organize 
consultations with experts at the regional and country levels. 

The Regional Director suggested that we should be able to demonstrate effective programmes 
and gave the example of the Maternal Mortality Reduction Programme in the Lao People's 
Democratic Republic, where the model developed by WHO is being recommended to donors and 
partners. NHP can consider establishing such models with regular monitoring, which will help the 
countries learn the process. 

3.2.3 NHP capacity 

The Regional Director noticed that the NCO Country Office focal points are multitasking and 
that there should be more attention to NCO staff.. 
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PROGRAMME 

Day 1: 16 February 2011, Room 210 

8.30-8.35 

8.35- 8.40 

8.40- 8.50 

8.50- 9.10 

9:10- 9:20 

9.20-9.30 

Session 1 

9.30- 9.40 

9:40-9:50 

9.50- 10.10 

10:10-10:20 

10.20-10.30 

I 0.30 - 11.30 

Both groups to address: 

11.30- 12.00 

12.00- 1.30 

Welcome- Dr Han Tieru, DHP 

Remarks - Dr Hendrik Bekedam, DHS 

Opening address - Dr Shin Y oung-Soo, Regional Director 

Scaling up NCD prevention and control
Professor Robert Beaglehole 

WHO's preparation and road map for UN High Level Meeting- DHP 

Coffee break 

NCD and health systems 

Data and information needs for NCD control- Dr Hai-Rim Shin 

Challenges ofNCD management- Dr Cherian Varghese 

Addressing NCD in LMIC: What health systems are delivering now 
and what are the options to achieve the desired? - Dr H. Bekedam 

Estimating treatment gaps in NCD- Use of STEPS data
Dr Manju Rani 

Introduction to group discussion - Dr Han Tieru 

Group discussion 

Group I: China, Mongolia, Malaysia, VietNam, Philippines 
(Facilitators: Dr D. Shuey, Dr D. Bayarsaikhan, Ms C. Timmermans, 
Dr Manju, Dr Hai-Rim) 

Group II: South Pacific, Cambodia, Laos, Samoa, Vanuatu 
(Facilitators: Dr C. James, Dr B. Santoso, Ms K. Fritsch, Dr Cherian) 

A. Delivering NCD services 

B. Community linkages 

C. Financing for NCD 

Group presentation - Chair - DHS/DHP 

Lunch (Brown bag- Professor Robert Beaglehole: NCD 

prevention: The road ahead) 
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Session 2 

1.30 - 1.40 

1.40- 1.50 

1.50-2.00 

2.00- 2.10 

2.10- 3.10 

Both groups to address: 

3.10-3.30 

3.30-3.45 

3.45 - 5.00 

Multisectoral interventions for NCD 

Expected outcomes: How to introduce and sustain integrated 
risk reduction? 

Healthy cities for healthy living - Dr Han Tieru 

Lessons learned from tobacco control- Dr Susan Mercado 

Salt reduction/ healthier choices - Dr Cherian Varghese 

Pacific Food Summit- Dr Temo Waqanivalu/Dr L.T. Cavalli-Sforza 

Group work 

Group 1: China, Mongolia, Malaysia, VietNam, Philippines 
(Facilitators: Ms A. Bhushan, Dr Cherian, Dr Susy) 

Group II: South Pacific, Cambodia, Laos, Samoa, Vanuatu 
(Facilitators: Dr Tommaso, Dr Hai-Rim, Mrs Nina Rehn-Mendoza) 

A. Priority multisectoral interventions 

B. Use of settings based approaches 

C. Monitoring NCD and risk factors 

Group presentation - Chair - DHP 

Coffee break 

Presentation and discussion of draft Seoul Declaration
Prof Beaglehole 

Day 2: 17 February 2011, Room 210 

8.00 am- 10.30 

10.30- 10.45 

10.45- 12.00 

12.00- 1.30 

1.30- 3.00 

Country presentations 

Coffee break 

How to advance NCD surveillance, monitoring, multisectoral actions 

Brown Bag (NCD and Health systems in Republic of Korea) 

Round table: Way forward: Agreeing on key priority action areas in 
short- and medium-term to prepare health systems for delivering 
services for NCD- Dr Dean Shuey 



3.00-3.30 

3.30- 5.00 

6.00pm 

Coffee break 

TSF /CSF /Budget/Finance/HR/W orkplan monitoring 

Reception by NHP 

Annex2 

Dav 3: 18 Februarv 2011. Room 210 

8.30 am- l 0.00 

10.00- 10.30 

10.30- 12.00 

12.00-1.30 

1.30- 3.00 

3.00-3.30 

How to support countries for the UN HLM-Advocacy 
communication, engaging other ministries, donors, UN Agencies 

Coffee break 

NHP briefing with RD 

Lunch 

Next steps and roadmap for countries 

Closing 
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OUTPUT OF GROUP WORK 1 

Group 1: China, Mongolia, Philippines, VietNam 

Delivery ofNCD basic services (diet, PA, tobacco, alcohol) 

First Level of Care: 

China: Community health centres manned by doctors, supported by nurses; with health 
promotion staff 

Mongolia: Community level; trained health workers based at home provide services on risk 
reduction and basic treatment 

Philippines: Barangay ("village") health stations manned by midwives, supported by 
volunteer village health workers 

VietNam: Community/commune level, with 4-5 staff (usually 1 doctor, 1 assistant doctor, 1 
nurse, 1 midwife) 

Some Issues 

Need to provide systematic evaluation for pilot/demonstration projects 

Need to identify basic NCD package of interventions to deliver 

Need to work with existing systems and policy dialogue for efficient use of resources 

Discouraging too much reliance on outside resources and incentives: consider sustainability 
issues 
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Group 2: South Pacific, Cambodia, Laos, Samoa, Vanuatu 

Group Discussion First Level of Reorganization District level Community Financing for 
on Health Systems PHCforNCDs of human/ more Linkages NCD services 
andNCD financial appropriate for 

resources at strengthening 
primary level to service 
provide primary provision? 
clinical services 
forNCDs? 

Pacific Island Community/rural Yes Maybe Skills and mindset 3-5% overall 
Countries health clinics of health workers GDP for health 

(nursing need to be 
stations) changed/developed 

(very territorial) 

Cambodia Health centres Yes Maybe Information gap 
(nursing staff) between 

community 
programs and 
overall health 
programmes 

Laos Provincial level Yes Maybe No official l-2% overall 
for treatment and permission to form GDP for health 
care community groups 

however can be 
District level for used to deliver 
prevention and health services 
promotion (women/youth); 

need resources 
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OUTPUT OF GROUP WORK 2 

Group 1: China, Mongolia, Philippines, VietNam 

Current Multisectoral Interventions 

China: Salt reduction project, with MOH, Agriculture, Academe, etc .... 

Mongolia: Salt reduction project, led by MOH with Trade and Commerce, Food and 
Agriculture, State Inspector Agency, Education, Food Industry, WHO, FAO, UNICEF, others 

Philippines: Good For You food certification project with DOH, nutritionists professional 
group, Food and Drug, food manufacturers and restaurants, NCO Coalition 

VietNam: salt reduction project, in collaboration with MOH, Food Industry, Agriculture, 
Education, Media 

Other Possible Areas for Multisectoral Interventions 

Tobacco Control 

Physical Activity 

In urban areas 

In workplaces 

How to Bring Sectors Together 

China: Through the Healthy Cities Initiative 

Mongolia: Through Intersectoral Committee chaired by MOH 

Philippines: Through the NCO Coalition 

VietNam: Through NCO Alliance/existing intersectoral committees 

Monitoring Salt Intake 

Baseline monitoring through 24-hour urine determination in some small areas (VietNam) 

Household food consumption surveys (Philippines) 

Distribution of measuring spoons and cups 

Need to determine impact through direct measurements on salt intake or indirect through BP 
measurements 
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Some Recommendations 

Monitor food items that contribute the most to salt intake of populations (e.g. UK and 
Australia) 

KCl as substitute, but more expensive 

Legislation takes time, generally not advisable 

Use Codex, but need to reclassifY salt out ofGRS (generally regarded as safe) 

Education to promote behaviour change (difficult) 

Recommendations for Settings-Based Approaches 

Countries should have successful models at the ground level 

Can use multisectoral approach to initiate in specific places (like healthy airports) 

NCO Monitoring 

China: NCO risk factor monitoring (government/CDC) 

Mongolia: STEPS, Cancer registry established 

Philippines: NNHes, GSHS, Cancer and NCO registry, mortality statistics 

VietNam: STEPS (2009) in small areas 

Issues and Suggestions 

Utilization of data for policy or programme 

WHO can engage media consultant for policy advocacy sheets 
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Group 2: South Pacific, Cambodia, Laos, Samoa, Vanuatu 

Multi-sectoral Interventions for NCD 

• Priority Multi-sectoral Interventions 

Tobacco 

Salt Reduction 

Healthy Diets 

Physical Activity 

Alcohol 

• How do we introduce and sustain them? 

Taxation/Health Promotion Foundations 

Legislation (Laos) 

Coordination Mechanism 

Role ofNGOs 

Healthy System Capacity 

Integrated programming within WHO Country Offices i.e. "their priorities are made 
our priorities" 

• Use of settings-based approaches 

Community ownership 

MoUs between relevant sectors e.g. Min of Health and Min of Education (PICs) 

Use Political Momentum e.g Healthy Villages (Laos) 

- Resourcing 

• Monitoring NCD & Risk Factors 

2nd round STEPS Survey at national level (every 7 years) (PICs) 

Consolidation of existing WHO Survey Tools (GATS, GYTS, GSHS, etc) 

- Mini-STEPS at community level 

- Need a surveillance guide/framework for NCDs (from/by WHO) 
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Health Challenges from Rapid Urbaniza,l n 

Strategies and Actions: - Development and 51 ing up of 

Healthy Cities in the Western Pacific Re on 

. __._ ·-
Dr. Han Tieru, 

Proportion bf Urban Popu lation In .Selected Countries 

Socio-Economic Dimension 

• lrrcreasing inequity between rich 
and poor 

Poor access to and quality of healtrr 
care and public services 

• less available and unsafe food, 
Poor housing and essential 
infrastructur-e 

• Growing concern over social issues: 
crime, violence, and lack of 
community suppor-t 

Almex 4 

Rapid Urbanization In the World and Asia and Pacific 
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2. Addressing Social Determinants of Health in Multi-Sectors 

NCD Country Team Coniildtation 2, 2011, DH P /WP~O J 

Environmental Dimension 

Unsafe work environment 

• poor water quality and sanitation 

waste management problems 

• air, water, noise pollution 

congested traffic and increasing 
accidents 

• Vulnerability to natural and 
made emergencies 

1 



Human and Health Dimension 

Three major health cl1allenges: 

infectious diseases are major threats: 
HIV,TB, outbreaks 

NCD and injury become top killers, 
tobacco and substance use, 

Urban violence due to social 
exclusion, poverty, unemployment 
and poor housing 

Health inequity between rich and poor; 
residents and migrants; developed and 
less developed districts etc 

Insufficient support for aged, disables, 
women and young cllildren 

®~ 
--~~~ _NCD5:ountryTeam Consultation 2, 2011, DHP/WPRO , 

Key Component of Healthy Cities 

Key components: 

• Multi-sectoral cooperation 

• City governance and 
leadership 

• Community participation 

• Enabling supportive physical 
and social environment 

• Sustained interventions 

• Measurement 

NCD Country Team Consultation 2, 2011, DHP/WPRO . 

Partnership in Healthy Cities 

The A.ll hmcc ot Hoa lth y clt.J.et 

157 Members, 5 Country, and sub-country Chapters 

Since 2004 General Assembly and Conference every two years 
with WHO participation and technical support 

WHO Collaborating Centre for Healthy Cities and Urban Policy 
Research, Tokyo Medical and Dental University as Secretariat 

Healthy Cities in China 

128 Hygienic Cities1 extending to townships and villages 

Comprehensive set of indicators, evaluation mechanisms with 
official national and local recognition 

Strong government leadership and coordination 

The Shanghai Municipal Health Promotion Committee as the 
WHO Collaborating Centre for Healthy Urbanization, National 
Centre for Health Education and Communication in Beijing 

Healthy Cities development ~'to~ utr-fl<:;-1-

fa>prft.) ~ 
LL_~""! 

• !Strategies--Development of Healthy Cities 

What Is Heel thy 

Goal, process, mechanism, project 

• What are in our mind? 

• Clean, safe, beautiful and conformable 
environment 

• Promoting healthy living 

• Aged, disables and child friendly 

• Healthy and convenient transport . --------• Supportive, interactive and caring 
public and community services ~-= -~~~ ·. -_ 4 ~-~ 
Green, and low carbon dioxide 

Brief History of Healthy Cities in Western Pacific Region 

Development of Healthy Cities: 

Stage 1 (Initiation): 1987- 1996: 

Australia, Japan, New Zealand, Ch1na, Malaysia and V1et Nam 

Stage 2 (Standardization and Expansion) 1996- 2002: 

Cambodia, Lao PDR, Mongolia, RepubliC of Korea, and the 
Philippines 

Stage 3 (Institutionalization) 2003 -To date 

--the All1ance for Healthy CJt1es 

-- Healthy Cit•es movement m Ch1na 

-- More than 600 cit1es 

Next stage: Scaling up and expanding of Health Cities 

_NCD Country Team Consultation 2, 2011, DHP/WPRO ~ 

Healthy Settings 

• Health promoting schools, 
workplaces, hospitals and 
markets, healthy community etc 

• Basic steps, and starting point 
for Healthy Cities 

• Small scope of work with all the 
required features for Healthy 
cities 

_N_CD Country Team. Consultatio!J Z, 2~).1 ·.DH(l'/\'lfPRO.,.. 
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Healthy Cities to Ensure Clean, Safe Environment, 
Sustainable and Healthy Transport 

Clean lind Safe Environm(:rtt 

WatE:r, Sanitation, Waste managcm~nt 

Public toilets 
City green fields and parks 

Clean roads, public parks, and play 
grounds 

Community and personal safety 
en ... ironme.ntaUy Sustainable c:nd Healthy 

UrUan Tran sport (ESHUB) 

Walking, cycling 

Reduce energy us, carbon emissions, 
less air and sound pollution 

Reduce use of private motor vehicles 

~~~~~~~~~s~~~~~~!'~oeaJ't~~rli~rt 
ao::icle-nts 

Five project cities: Pnom Penh, t-1arikina, 
Nagoya, Changown, Hong Kong, 

~ ~P. r;9.j!J.~ Team Consultation 2 1 2011, .DHP/WPRO ! 

Smoke Free Cities 

Hong Kong, China: Smoking bans 
in public places, public transpo1i:, 
restaurants, Internet cafes, most 
public parks, and some bars . 
karaoke, nightclubs, and indoor 
workplaces, 

• Singapore: prohibited smoking m 
air-conditioned public places, all 
indoor public places, some outdoor 
places , such as playgrounds and 
exerCise areas 

• Shizuoka City, Japan, ban 
smoking on the streets 

• Shanghai EXPO 

WHO Regional Awards for Healthy Cities 

• WHO Regional Recognition through partnership 
with the Alliance of Healthy cities 

Two types: "Best Practices" and "Best 
Proposals". 

Since 2004, 37 best practices and 17 best 
proposals 

The WHO awards in specific categories in 
2010 

Regional Director's Award for outstanding 
achievements- 7 cities 

• Joint recognition with country: China (.x.'.:o"P-IIr-i-:~ 

t.~r.nml) ,_ __ ~..., 

Healthy Cities to Promote Healthy Living 

M Phi'Si<:a l Activity 

~i~~~~ea~~~ t'~~ne~~g'n~ fnendly urban 

Commumty phys1cal acr~vity l'actl!tre:s, 
Hong l<ong, Dallan, Seijtng, 

Walk Paths: in publiC parks 

Community groups 

Community health and safety education 
centres, Shuzhuo, Dalian, 

EatSmart@schoor .h k, Eatsmart@restaura nt 
hk. Health@work.hk 

Distribution of kits of salt spoons, and 
cook1ng orl measurement pot, Shanghai, 
Beijing 

Addressing Urban Health Inequity 

• WHO Global Forum in Health and 
Urbanization , Nov 2010, Kobe, 
Japan 

• WHO Global Report: HIDDEN 
CJTIES··Unmasking and 
overcoming health inequities in 
urban settings 

• Urban Heart: (Urban Health Equity 
Assessment and Response Tool) 

• Partnership with WHO Kobe Centre 
• Regional t1·aining: Gungnan, 

Korea 
• Pilot testing: PHL, MOG, VTN 
• Country training: SouZhou, 

China, 

_ N_(:D Coun~ Team .Consulta_tion 2, 2.11.U~: . D~P /WPRO .· 

Scaling up and Expanding Healthy Cities 

• ~g~g ~i~i~~h18~6 ~~~sq':Tgg:)'~ities 
out of the 1400 global registrations 

• RCM Resolution in Oct 2010 

• Regional F1·amework of Scaling Up 
and Expanding of Health Cities 

• National Focal points of Healthy 
Cities 

• National policy and programmes in 
Healthy City and national 
coordination mechanisms 

• Technical Network and Resource 
Centres 
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Scaling up and Expanding Healthy Cities 

Healthy Cites 1S a powerful and effective 
veh1cle to address NCO and promotion of 
lifestyles; Integrate NCO and HPR as 
much as possible 

Scaling Up and Expandmg of Healthy 
Cities 

Increase population coverage 

Increase number of priont\' work 
areas 

Increase number of cit1es 

Increase number of cOuntries 

Increase number of intersectoral 
act1ons 

P.eg1onar workshop m Promotmg Healthy 
Uv1ng 1n Health Clt1es in Shanghai, Nov 
2011 

@)~ 
-·~.__. ~ NCD ~untry t:eam Consultatign 2 r 2011,-.:_ DH P /ll!fP.RO ! 

Let Us Work Together 
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~P.WPRO 

WHO's Role in The Preparatory Process Leading 
Towards The UN High-level Meeting on NCDs 

~P.WPRO 

WPRO Preparation for UN Summit and 
Scaling Up Action 

Internal Brain storming 
Develop the Wor"k plan and a 
road map for preparation for 
UN Summit 
Country Team Consultation 
Establish joint approach for 
NCO and HSS 
Develop communication plan 
and advocacy materials 
Dialog, briefing, consultation 
and support for countries 
preparations and action 
Communicate with UN and 
other partners 
Prepare scaling up plans and 
documE:nts 

~P,M'RO 

The United Nations High Level Meeting on NCDs 

• Formal plenary meetings chaired by tile President of the General 
Assembly 

• Three round tables 

Outcome Document 
("We, Heads of State and Government, commit ourselves to ... ") 

~P,WPRO 

First Global Ministerial Conference on Healthy Lifestyles and 
NCO Control (Moscow, 28-29 April 2011) 
To raise political awarenes5 

To accelerate integration of prevention and control of NCOs into tile gloi>al 
development agenda 

To highlight evl~nce relating to the impact of NCDs on health and socioeconomic 
OUt COOle$ 

To profile available effective lnstrumeniS, strateg.es and policies botl1 w1th111 a!. well 
as outside of the l1ealth sector 

WHO Global Forum (Moscow, 27 April 2011) 
Provide an opportunity for a WJde range of !.takeholder!. to discuss global IKD issues 

Understand expectations, role!. and contributions of d1fferent Hakehoklers 

Update knowledge and share experience, accelerating implementing the Action Plan 
for the Gk>bal Strategy tor the Prevention and Control of fofC.Os 

t>1obllize a broader base of stakeholders ill support of NCO preventiOn and control in 
particular in developing countr1es 

~P- \"/PRO 

WPRO-Roadmap for NCO - 2011 



WPRO-Products for NCO- 2011 

Pac1fic Health Min1sters Meeting, (Solomon Islands, June 28-29,2011) 
NCD, PFS follow-up, Healthy Islands as agenda 1tems 
Scalmg up action on NCD in PICs 

• Nadi statement to be endorsed to communicate with UN 
• Mtntsters support and endorsement to take NCO issues up to Pact fie 

Leader Forum for political commitment 
Regtonal NCO Forum 

Discuss expectations, roles and contributions of different 
stakeholders 
Mobilize a broader base of stakeholders in support of NCO 
prevention and control 
Share knowledge and share experience, acceleratmg implementtng 
the Regtonal Action Plan for the Prevention and Control of NCDs 

P.CI~ 

To advocate political commitment, and integration of preventton 
and control of NCDs into the development agenda 
To rev1ew and discuss effective strategies for multi-sectoral act1ons, 
highlight NCO in national health pol1cy and planning process, 
strengthening health system for NCO, and partnership 
Resolution to support scaling up action on NCO 

~P. \"JPRO 

Steering Group Meet1ng·of Healthy Islands lhladi, FiJI, Feb 3-5, 2011) 
- Finalized Framework of Healthy Islands 
- Developed f.Jadi Statemem to commun1cate w1tl1 the UI'J coordmators 

for UN NCO summit preparat1on 
- Ident1f1cd part1c1pant to attend Seoul meetmg and Moscow meeting to 

bnng 1n the Nad1 Statement 
Advocate PICs for country champ•onsllip 

Seoul Higll Level NCO r•1eet1ng, l17·18 March, 2011) 
- Advocate for political comm1tment and 1ntegrat1ng NCO into 

development agenda 
- Rev1ew and discuss effective strategies for scaling up action 
- Engage key technical partners, donor ancl development partners to 

close collaborate 
- Seoul Declaration to be communicated further in t>'loscow meetmg and 

the HLM-UI~GA 
- Advocate for country cllamp,onshlp 

Consultation on obesity prevention (l"lelbourne, Australia, 11-13, April, 2011) 
Set as prionty public health problem 

- Develop prionty Interventions for Hember States in different 1ncome 
groups 

- Develop recommendations for systematic and comprehensive 
approaches for obes1ty prevention and control 

~P,WPRO 

WRs and NCO Focal Pointes at Country Offices 
Evidence/analysis: 

Analysis and synthesiS of data on NCO burden, socio-economic impact 
• Policies/guidance on cost effective strategie~ 
• t"'ake a case for rKOs in the context of health inequities, human ngl1ts, 

devebpment and economic impac! 
Communications 

Raise awarenes5 about the problems of NCD~ and aboul the historic oppo1tUn1ty 
1-''esented by tl1e UNHLI•1 
P1ovide briefing and key messages to policy makers and sensitize public through 
media to build public o;upport 
Prepare f-10H and 1'1FA in communiCation with the J'l.1issions to Ul~ 

~~~~~n~~~~h a~l~ J~a~:~b~l~~;~~egnoc'f:~']~~nc~~~a~~~~~ ~~~s~'n~~ivate sectors, 

Advocate for attendance of Heads of State at the UNHLI-1, and country 
championships 

Consultation: 
Support with national multi-sectoral com.ultations, facilitate sharing information 
and experiences, best practices 

• Review implementation of c.ountry NCO plans and develop a plan in scaling up 
action on I'.ICD 

Resource 1'1obilization 
Help to mobilize significant new resources for prevention & control 



Multisectorallnterventions 
for Risk Reduction 

Dr. Cherian Varg hese 

Structure 

Opening the pathway 

IP Umt 

Structure 

Causation pathway for NCD 

~LP UnH 

Think big , act on your tummy 
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Why do we need a public health approach? 

. :ll : ~ ~ 

~ : g 

I! 0 . 

3,000,000 
individuals 

~ ~ 
0 -

WAIST CIRCUMFERENCE (em) 

N.HP Unit 

. 

Population means predicts the high risk 
• All factors are distributed in the population 

- Mean and extremes 
More and more people will move to high risk, if the mean 
risk is increasing 
Less people will be in high risk if the mean is decreasing 
Most of the health outcomes occur in those who are slightly 
more than the mean- not only in the very high risk 
Individual approach- may be effective- for a few 
- but very resource intensive, cannot reach all high risk people, 

more important, number of high risk people are increasing by 
the day 

• Population interventions-less expensive, impacts millions 
of people, prevents more people from being obese in the 
long run and better heath outcomes. 
Shift population mean 

Determinants of obesity 

• Energy imbalance 

• High intake, less expenditure 

• High intake of energy dense foods 
-Cheaper, tastier, easily available, marketed 

-Healthier foods-expensive, not marketed well, not 
easily available 

• Physical inactivity 
-Easier to be inactive- entertainment, transport . 

infrastructure- all makes us less physically active 

• Socio-cultural norms and practices 

~tP Unrt 

Structure 

1\~P. Ur.it 
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Rapid transition 

tHP Unlt 

Hidden fats .. 

How can people make a choice? 

Junk food generation 

• Average amount of 
typical snacks, fast 
food and treats eaten 
by children between 
the ages of four and 
ten in just one year. 

Marketing 
• They work on our 'desire' 

Traffic light labels - UK 

tiP UnH 

HF- Unlt 
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Ban transfats 
• With the stroke of a pen this 

afternoon, Governor Arnold 
Schwar-zenegger w ill mal<e 
California the firs t state in 
t he nation to make its 
restauran t foods free of 
artificial t r ans fat . 
lr's a bold move that w ill prt'!Vem: 
thousands of heart a.ttack deaths In 
that state and save millions of health 
care dollars. 

WHO Recommendations 
1. The policy aim should be to reduce the impact on 

children of marketing offoods high in saturated fats, 
trans-fatty acids, free sugars or salt. 
• Effectiveness depends on two elements 

• Roach, frequency and impacl (exposure) 
• Conlon! doaign and execution (power) 

2. Overall policy objective should be to reduce both the 
exposure of children to, and power of, marketing of 
foods high in .... 
• Depending on national circumstances and resources 

• Comprehensive approach-reobicling all marketing lo chDdren 
• Hlghoollmpoct 

• Slopwiso app.,ach-oilhor exposure or power 

4f' unrt 

Taxation as a means to change behaviour 
The tobacco experience 
- education is not enough: regulation, litigation, and 

legislation are needed too 
- Increasing taxes on cigarettes has been the single 

most effective strategy in reducing smoking. 

The best chance for success is to 
impose a penny per ounce Sugar 
Sweetened Beverages SSB tax, 
resulting in a rise of a dollar or two in 
the price of a six pack of sodas or a 2 
litre bottle. 
- Most people favour such taxes, 
- In New York state, projections found that a penny per 

ounce tax on SSBs could prevent 145 000 cases of 
adult obesity and 37 000 cases of diabetes in a 
decade_ It could save S2bn in healthcare costs. 

Source: The case of the sugar sweetened beverage tax 
:Douglas Kamerow, BMJ 2010;341:c3719 

Food and beverage marketing 
Array of marketing venues and 
vehicles 
- School based, promotions, television, 

movie product placement, internet, mobile 
phones 

Over the ages 2-11 years, children 
develop consumption motives and 
values 
- Develop strategies for purchase requests 

and negotiation 
- Candy, carbonated soft drinks and salty 

snacks 
- Children aware offood brands as young 

as 2-3 yrs of age 

Controls on advertisement 
• EU television without frontiers 

directive 
- TV adverts shall not cause moral or 

physical detrime nts to minors 
• Ireland-bans cartoon cha racters 

and celebrities to promote foods 
• France - mandatory health 

messages should accompany 
adverts on TV and radio 

• Sweden-total ba n for adverts 
aimed at children less than 12 
yrs 

Salt reduction 

Three things are good in little measure and 
evil in large: yeast, salt and hesitation. 

-The Talmud- Text of Judaism 
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Evidence 

• There is sufficient evidence 
• Salt reduction is cost 

effective 

• Total population salt 
consumption and blood 
pressure has to decrease 
- Focus on high risk group may 

not bring down the health 
outcomes 

• Success story of UK 

Creating Conducive __ 
Environments: ' 

The Healthier Choice svmbollabelling 
Pr~gramme 

~~HPUnit 

WHO Technical Meetings 
WHO Forum & Technical Meeting 

held in Luxembourg (March 2007) 

~F" Unit 

A VJ/.I.SH S!\ L T l"-<EDUCTION STR/-\ TEG\' 

Communication 
Conduct situational analysis and 
needs assessment 
Understand major sources of 
sodium, target groups, current 
perceptions, best medium to 
reach target population (engage 
experts) 
- Suggestion: use Life Cycle 

Approach, target both fathers and 
mothers 

Policy briefs 
Country templates 

- (.!iP Un!t 
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Awareness and education 
Remember three S 
- Structured 

• Based on a definite plan, what is the first 
message, what follows-based on needs 

• Should be relevant to the recipient 

- Sustained 
• A medium term plan to sustain the campaign in 

different avenues 

- Service linked 
• Make Sl.lfe IO::~t wh9t is"':lnnouncod ls av:tJJabfe 

- Eat low salt products> make sure that low salt 
products are available 

Remember three Cs 
- Coverage, Coverage, Coverage 

Remember three Ts 
- Things Take Time 

How to engage food industry 
High level government commitment and threat 
of legislation 

Transparent processes to agree what foods to 
focus on, how to set targets etc 
International food and beverage alliance
translate to regional situation 
Work with importers and distributors 

Cross industry agreements for certain 
products 

Support through education and guidance fo 
companies like SMEs/ cottage industries to 
meet criteria set by agencies 

Creating an enabling environment for 
population-based salt reduction strategies 

_ P Vnil 

Measures needed to monitor 
population levels of salt intake 

Baseline data: 24-hr urinary collection 
Sample size= 100 for each sub-group 
Spot urine for1rending purposes 
Monitoring of urinary sodium shouldn't be 
too frequent inability to establish 
significant difference 
Possibility of using overnight urine? 
Found to correlate well with 24-hr urine 
based on published studies In China 
But no general consensus among the 
scientific community yet 

Checklist 
Data on population levels of salt 

- From dietary surveys Yes/No 
- Urine sample studies Yes/No 

Food composition table 
- Yes 
- No (what can be done?) 

Mo5t common •food ilnms 
- How to identify them 

Objective 
- Reduce salt consumption 10·15% per year 

Time frame 
- What needs to be done? 

Working with industry 
Public awareness 
Targeted programmes- schools/workplaces 
Supported by Government actions 
Group/agency/person responsible for the programme- has a name and 
phone number 
Resources 
Engaging the civil society 
Monitorin 

Physical inactivity 
• Work- mostly sitting 
• At home - in front of TV 

• Play-on computer 

• Travel-motorized 

• Everything to make us more 
sedentary 

• 'Obesogenic' environment 
• We need to change the 

environment which will 
facilitate physical activity 

~ Unit 
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WHO Global Physical Activity Recommendations 

5-17 years 

Accumulate at least 60 minutes of moderate to vigorous intensity 
physical activity daily. 
18-64 years 

Do at least 150 minutes of moderate-intensity aerobic physical 
activity spread throughout the week .Q! do at least 75 minutes of 
vigorous-intensity aerobic physical activity spread throughout the 
week .Q! an equivalent combination of moderate-and vigorous
intensity activity. 

Aerobic activity should be performed in bouts of at least 10 
minutes. 

.F Un11 

Policy in action 

Structure 

Enabling environment 
Whole of Government approach 

Health in all policies 
- Strong policies and their implementation to 

control tobacco and alcohol 
- Reduce market pressures from influencing 

dietary choices 
• Control on advertisement of food to children 
• Food labelling to help consumer choice 

- Make local fruits and vegetables available and 
affordable 

- Control fat, sugar and salt in mass 
manufactured products and restaurants 

- Provide parks and cycle lanes to promote 
physical activity 

HP Umt 
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'Settings' based approach 

Health promoting schools, 
workplaces. markets etc. 
Healthy Cities/ Islands 

Multiple sectors working together 
- 'Captive' population 
- Usually under one command 
- Facilitates policy level changes 
- Can create enabling environment 
- Availability of resources 
- Ability to demonstrate results 

Sustainability of interventions 
- Participation by beneficiaries 

Primary health care 

I 

• A Green Prescription (GRx) 
is a health professional's 
written advice to a patient to Rongoaman'ki 
be physically active, as part 
of the patient's health 
management. 

(New Zealand) 

HEALTH BENEFITS 

.J, Cancer 
,).CVD 

Tobacco .J, Diabetes 
.J, Chronic Lung Disease 

What Is evident 

I [ I I t------1 J ,J, BUndne~ (D;•bot;o J Alcohol 
retinopathy) I J, Ren01lfill!ure H- Unhe.ahliy Dietj CO-BENEFITS ,J, OM I HTtompllcatitms 

t•t ou r.m:.tN 

I ,::~~~~~ I -, -1- Suicide 
.J.. Domestic violence 

_ .J, Roa d Tr;affic Accidents 

.J, Injuries 
J.. Cirrhosis 

J..O•n.t•lcarrii J 
'tO•al i'I Wth 

......_.... 1' lotomotor function 
- "-'Depression 

. l.j. c .. •'" lcclpr nt ~ 
.l,. Impact of climate -
Chi11U 

I "t S:Ocbiii"'L•rillruGIII r--

~P Vrtil 

Schools 

Coordinated 
Approach 
To 
Child 
Health 

CATCH" 

Untt 

Who is an expert.. 

'An expert is somebody who is 
more than 50 miles from 
home, has no responsibility 
for implementing the advice 
he gives, and shows slides' 

Edwin Meese Ill 

fHP Unlt 

8 



Information needs Health 
System Strengthening for NCO 

Hai-Rim Shin 
Cherian Varghese 

Non communicable Disease and Health 
Promotion 

16 Fe b 2011 

Monitoring and evaluation 

• Increased demand for statistics 1) to 
accurate track health progress and 
performance 2) evaluate impact, 3) 
emsure accountability at country and 
global level 

• Further demand for timely and reliable 
data for decision-making 

• There are major gaps in data availability 
and quality 

16 P'e b 2011 

Burden of Disease 

Mortality 
Global Burden of Disease (GBD) 
• Death certificate (Accurate cause of death) 

immediate/preceding cause of death 
lCD code (ICD-10, ICD-0-3) 

Completeness 
Validity 

• The postmortem examination in determining 
an accurate cause of death? 

• Autopsy report vs Verbal autopsy 

16 Feb 2011 

Strategy of NCO prevention and 
control 

• Three Pillars 
-Surveillance 
-Primary Prevention 
- Strengthened 

health system 
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Health Data and Information 
- NCO and Health system strengthening -

1. Burden of disease 
2. Health service availability 
3. Health service coverage 
4. Health financing 
5. Health system data? 
6. Special purpose information 
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Trends of deaths in Japan {1958-2003) 
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Age-standardized death rates 
for cancer 

(per 100,000, on the 1985 Jpn Po p) 
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Trend of NCO mortality 
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Burden of Disease 

Morbidity 
Cancer incidence: 

Few registries in LMIC 
recent info: Globocan 2008 (IARC)- estimation by 
country 

Prevalence 
Prevalence: estimate using survival and 
incidence 

STEPS survey: risk factors 

occasional survey: make it sustainable 
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Mortality data availability in 
WPR 

No. of countries for GBD 2004 (as of Dec2003) 

~PUrul 

Complete 
data available 

No data 
available 
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Mortality data used for GLBOCAN2008 

Estimated death data China 

Sample mortality data Philippines, VietNam, 

No data available Cambodia, Laos, New Caledonia, PNG, 
Solomon Island, Vanuatu, Samoa, 
(Marshal Island, Micronesia, Palau) 
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Trend of NCO mortality 
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Focusing NCD 

• Cardiovascular 
- Stroke registry 
- Case fatality 

• Cancer 
- Cancer registry 
- Cancer survival (by stage) 

• Proxy indicator: M/1 ratio 

• DM 
- Prevalence vs mortality (not cause of death) 
- Complication rate 

• Chronic respiratory disease 

~F- Unit 

- Proportion among death: not so high immediate cause of 
death 
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Death registration and 
Quality 

• Completeness and coverage 
• Timeliness 
• Coding : ICD-10 

- Percentage of deaths assigned to ill-defined codes 

• Quality of death data 
- High: ICD-9 or ICD-10, completeness >90°/o, 

ill-defined code <10% 

-Medium: completeness 70-90%, Ill-defined 10-
200/o 

-Low: Completeness <70%, ill-defined >20% 
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Discrepancy of Mortality rates between 
National report and GBD estimation 
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c. National official mortality rates In Korea (A) 

• Mortality tates in WHO GBO proJ•ct (B) 

Tot;aJ e .. ,,..., (;.aM~h:III'JID CWI~rd ll •• l .. t 

Exam le: Re ubli~ of Korea 
16 Feb 2011 

lHP Unit 

Cancer Incidence in WPR 
(GLOBOAN 2008) 
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Global Burden of Cancer Estimation 2008 

ht1p:l/globocan,iarc fr/ 
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Comparison of Cancer mortality 
GLBOCAN2008 vs WHS 2009 

WHS 2009: World Health Statistics 
16 Feb 2011 
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Health Service Information 
Health service availability 

a. Public/private sector 
• Services offered 
• Infrastructure 
• Personnel 
• Drugs 
• Technology 

• Health service coverage 
a. Proportion of population covered by NCO 

services 
b. Treatment gap 
c. Waiting times 
d. Referral chain and its functioning 

16 Feb 2011 ilf(;r Unit 

Health System Data? 

Health system data? 
a. Information collected in health facilities 
b. How useful? 
c. Duplicate registrations- how to eliminate them? 

(and multiple notification?) 
d. Institutional capacity to analyse and use data 
e. Compliance to treatment- any means to ascertain 

this 
f. Clinical audits- capacity to undertake audits 
g. Exit interviews, patient satisfaction 
h. Measures to reflect health care waste management 

16 Feb 2011 lf:rP Urut 

Data Sources 

,. 1. Med Records Dept 

,. 2. Outpatient clinic 

,. 3. Pathology lab 

,. 4. Hematology lab 

,. 5. Radiol Oncology 

,. 6. Diagnostic Rad 

,. 7. Health Insurance 

,. 8. Screening 

,. 9. Death certificates 

10. Autopsy 

11. Others 
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Health Finance Information 

• Health financing 
a. How much money goes in for NCO, what are 

the sources? 

b. How much is needed to achieve a certain °/o 
coverage? 

c. Population covered by health insurance? 

d. NCO Services covered under the insurance 
scheme? 

16 Feb 2011 Jlllf:AP Unlt 

Special purpose database? 

• Screenee registry? 
- cancer screening (cervix and breast?) 

• Vaccinee registry 
- HBV vaccination 

- HPV vaccination 

• National Health Examination and 
Nutrition Survey 
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Evaluation of cancer screening 

• Outcome of Cervix cancer screening: 
mortality reduction 
-Cause of death: "unspecified Uterus 

cancer death" 
-Example: Spain (Liorca J 2006) 

Cervical cancer mortality is increasing in women 
younger than 50 

• The percentage of uterus cancer deaths recorded 
as site unspecified has fallen from 90% in 1965 to 
25% in 1995 
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Mortality of Uterine Cervix in Korea 
1993-2002 

Per 100,000 
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• An additional 2% reduction of deaths 
every year over the next years would 
mean 10 million lives saved in the 
Western Pacific in the next 10 years. 

???? 
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Mortality of Uterine Cervix in Korea 
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Challenges for 
NCO 

management 

Dr Cherian Varghese 

Premature mortality in LMIC 

Middle and Low lncamo 

NCO services- Demand side 
No acute symptoms, so no need to visit 
doctor 
Would like to go to the clinic in the 
evening after work, but no one in the 
clinic , Saturday?? 
Clinic visit not useful as the doctor will 
anyway refer me to the private hospital 
Expensive drugs will be prescribed -
cannot afford, will wait and see 
Have insurance, but they do not cover 
regular medication 
Will try some other remedies 
If it is cancer, there is no hope!! 

Communicable Diseases Vs NCO 
Disease characteristics 

Diarrhoea 

Jio Simple diagnostics 
.> Only one discipline 

needed 

.'> Generalists can treat 
Y Short duration of 

Trtmnt (days/weeks) 
»- Immediate recovery 

> Return back to 
normalcy 

> Short follow up 

Diabetes Mellitus 
;. Multiple tests 

r Many disciplines, referral 
care 

:;. Specialists 
:,.. Prolonged, often lifelong for 

OM and HT (decades) 

;.;. Improvement in quality of 
life, care instead of cure 

;,.. Lifelong foll ow up 

> Rehabilitation 

NCO services- Supply side 
Current health systems, personnel and processes are 
developed and operated for communicable disease 
management and acute care 
where each episode is limited in itself (like measles, 
pneumonia etc) 
- Outcome is cure or death 
- Patient's voice and opinion is not really needed 
- Set of medications familiar 

Limited capacity for systematic diagnostic work up 
No systems for long term record keeping 
- No linkages 
- No established referral systems 

No guidelines, audit, SOP in Public and Private sector, 
market driven treatments 
Health insurance is minimal and when exists does not 
cover NCO services 

Prevalence of Raised Blood Pressure - WPR 
(SBP;,140 osp;,go mmHg or on medication 25-64yrs) 

Souroe: STEPS risk factor sul"\\&ys 
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Prevalence of Diabetes-WPR 
(FBG ~ 6.lmmoi/L and known diabetics 25-64yrs) 
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Components related to NCDs that are integrated 
into the health care system .... ..., 

~t t.U.lo l U\tppot1 'Ill' 
CoLIIIII Y p:•y_.rrt(DI'I 11\.tit t..C:I.:!/ 

l,lt.-~U:ll! _r;df .l!e1p;~~f'Ci 
U lllfl l lll1ho ailn~ro~~fl 

,.Rnlg~ni~" ' .. JfCIII pnnn1111Uti no 

'" '" 
CCIO~bl.mcls "' f' lj l ... Yu 

-Kjnb;tt ... 
~afU\II ItLu.d• "' fAkronub '" Yu Yu Yu 

NIIIIU '" Nllll 

P" l"' Yu 

P1Lpu1N1W 
oul-o 

SO!otllC'Ib:i.Nidl '" "' f!d~tl.l" No 

TI)I:I9D •.. 
Tln'lolll ,,. 

'" ,,. Yu ,,, '" -

Ground reality 
High income countries are practising 
interventions which are very expensive (do 
they use cost effective measures given in 
Lancet? Don't they want to contain costs? 
Who will enforce these, how do we know as 
what is being practiced? (prescription audit??) 
Patients: What about all the rich people, they 
get all sorts of treatment? Are they not good? 
Health Minister-When I visited another 
country, their hospital has all the latest 
gadgets, are they not needed for my country? 
Clinician: For this patient, this is the best 
treatment, if it is not affordable what can I do? 
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Components related to NCDs that are integrated 
into the health care system 
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Railways- an analogy with health systems 

WHERE WE ARE NOW 
Crowded, limited capacity, no 
referral systems, lack of unique 
ID numbers, just not enough 
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Obesity among adults is increasing in all OECD countries. 
More than one in three Americans are obese 

... too many persons are admitted to hospitals for diabetes 
complications, highlighting the need to improve primary care 

Diabetesac:utecompllcatlon5admisslonrate5,poplllationa,cd1Sandover,2007 

United States1 (2006) 
r~rand 
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8elplum (2006) 
Austria (2006) 
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The number of physicians per capita has increased in all OECD 
countries since 1990, except in Italy 

However, the prevalence of chronic diseases such as diabetes 
is rising, due to population ageing but also to changes in lifestyle 

PreViilence ertim•~e1 o:~f db~ter, 01dults aced 20·79 ynn, 2010 
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In-hospital mortality rates following heart attack 
are decreasing in all OECD countries 

The United States has the highest number of MRI and CT exams 
per capita, followed by luxembourg, Belgium and Iceland 
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Nore: Sevu~l <ountrln.lncluding Iapan. have roo I provided ally data 

•• 

3 



OECD countries allocate about 9% of their GDP to health. 
This share varies from 16% in the United States to less than 6% in Mexico and Turkey 

l Publlcandprivat11 expendltures;m~currentexpenditures (excludtncrnve:.tm entsj , 
J ~Curt ~/11 ~ ~ ~allh ~IPHil--111.1/111 ,. 

llllle- isfortheinsuredpopulationratherthanreslden\pOpUIHtion, 

Fragmented approach 

Same lab, doctor and technician seen by 
different programmes 

TB- m lab, TB quality control, TB technician, 
TB doctor 

Malaria-Malaria lab, malaria quality control , 
Malaria technician, Malaria doctor 

This lab also tests for blood glucose and 
cholesterol, technicians does ECG, doctor 
treats hypertension and diabetes -NCD lab?? II 

What is seen, studied and taught (60 years of 
health services 

How can we bring in a paradigm shift? 

--- -- --~ -- - - -- --~ ----
AREAS WHICH CAN CONTRIBUTE TO NCO PREVENTION 

THROUGH THEIR EXISTING PROGRAMMES 

Physicians per 1,000 people 
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I" 
3 doctors 
managing 1000 
people: 

1 doctor managing 
20.000 people 

Health system coverage -China 
(1) curative interventions to treat 
different diseases (eg, tuberculosis 
treatment and hypertension 
control); (2) preventive interventions 
(eg. immunizations); 
(3) behav1oral interventions (eg, 
smoking cessation); and 
(4) intersector public-health 
interventions (eg, safe drinking 
water) 

·-

Prevention and Control of Major NCDs 

• Identification of people at risk of NCDs and 
those with NCDs 
Better quality of diagnosis, case management 
and follow-up 
Support for adherence and change of health
related behaviour 

• Clear guidance on diagnostic and referral 
procedures 

• Strengthening the health management 
information system for NCO prevention and 
control. 

·--
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Key Features of a Health System-for managing NCO 

A person focus across the lifespan rather than 
a disease focus 
Accessibility with no out-of-pocket payments 
Distribution of resources according to population 
needs rather than demand 
Availability of a broad range of services including 
preventive services and coordination between 
different levels in the health system 

Figure 4. WHO/ISH r1sk pred1ct1on chort for WPR R. 10-yoar risk of a fatal or non
fatal carlliovascular ow;nt by gonder, age, systolic blood pressure, smoking status and 
preSE!nce or absence of diab~tes mellitus. 
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Intervention strategies categorized by level of health 
system and cost-effectiveness. 
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Services at the first level of care 
• WHO Package of essential NCO services to 

be made available 

• Special OPO for high risk subjects and for 
NCO 

• Register of high risk subjects and NCO 
patients in the catchment area of the health 
centre/hospital 

• Referrals-clear criteria and pathways of 
referral 

• Linkage with community and workplaces 

Estimated cost per capita per year 
for selected interventions 

lablell Estmattd cost per capita per year lor selected irUI'W!rt:ions 
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tolBa.:o control. 
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Cost of interventions 
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The change in incidence of stroke after a community-based 
intervention for nine years in three cities of China 

Wang wz, Wu SP, Hong z, et at, Chin J Gerlalr Heart Brain Vessel Dis 2002; 4: 30-33. 

• Three cities-Beijing, Shanghai, and 
Changsha-piloted a community-based 
intervention in 1992 and 2000, 
- consisting of blood-pressure screening, treatment for 

hypertension, and disseminated health education. 
- Two cities (with almost 140 000 participants) 

introduced the intervention, and one was used as a 
control site (with 153 805 participants). 

- Results after 9 years showed that strokes fell by 
51 ·5% in men and by 52 7% in women, compared 
with 7 3% and 15·7% respectively in the control city. 
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Services at the second level of care 

• To introduce management of most of the NCDs at 
secondary health care (District hospital) 

Specialists to be made available monthly 

Acute care and ambulance services 

Linkage with first level facilities, back referral 

Periodic audit of NCO services 

Records of complications and deaths from NCDs 

Training for staff from 151 level of care 

Empowered patients and peer support 

"8765 hours a year patients live with 
diabetes. For 1 of those hours, we 
doctors have contact with them. If 
we think in that 1 hour we can 
change things-how a patient eats, 
lives, we are really kidding 
ourselves". Ed Fisher 
"I realized, it is the person who has 
to live with diabetes, who has to be 
empowered to look after themselves 
and to learn they are not alone" -
Prof. Juliana Chan, CUHK 

Organization of services-
Community 

Risk assessment 
- Risk assessment using WHO/ISH colour coded charts 
- By health workers who are visiting the houses for other health 

related issues 
- Risk assessment in workplaces 

Compliance to treatment 
- Regular visits to NCO patients 
-List of NCO patients to be maintained in the PHC 
- Prompt for periodic checks for complications 

Patient support groups 
-To provide information, counselling, peer to peer education 
- Shared resources 
- Linkage with hospitals 
-Hospital teams to visit the patient groups periodically 

Continuing Care in the Community 
(Volunteers linked to health system) 

Emotional support 
Basic nursing 
Diabetic foot care 
Follow up 
Linking up with the professional team 
Social support to the affected family by way 
of 
- Helping with transport to hospital 
- Linking with other support groups 
- Helping to get benefits from various sources 
- Rehabilitation 
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Change in outlook as disease advances 

Death 

l 
Curative Trt 

Bereavemen t 

Referral chain for continuum of care 
Demonstration for AIC Ml and Stroke in Mongolia 

Interventions for different levels 
One size does not fit all 

Points to ponder 
High income countries have reduced NCD mortality 
through huge investments in people, technology and 
drugs 
- They sti ll have very high levels of ri sk factors- smoking , obesity, 

hypertension 

Low and middle income country health systems are in 
acute care mode 
Diseases are the same 
No quick fixes for getting NCD mortality down through 
treatment in low and middle Income countries (little more 
training, few more guideline:;, one more cost effective 
analysis will not do the job) 
Market driven treatments and profit driven private sector. 
How do we scale up and sustain health system 
interventions for NCD in LMIC? 
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NCDs and Health Systems: 
Addressing needs in LMIC 

Dean Shuey 
Health Services Development 

16 February 2011 

Are there answers? 

• No single one 

• Robust national policy dialogue part of it 
• Robust National Health Policy, Strategy 

and Planning process 
• NCDs needs to be part of the process 
• Shared resources- equitable and efficient 

allocation 

What is "a coherent and balanced health plan"? 

Coverage Scope of plan 
of 

programs Narrow (sub~set of Broad (whole of Health sector & 
health sector) health sector) beyond - ~ ,.-....... 

None 

IIIII IIIII I IIIII III - ~ 
,.-....... 

Partial Ill II I II I II Ill II Ill 

- ~ ,.-....... 
Full 

IIIII 111111 11111111 

Current Services for NCO or 
Chronic Care 

• Ad hoc- not systematic 
• Continuum of care not well covered -

- Health promotion (individual and population) 
- Detection and management of risk factors 
-Curative- prevent and treat complicationis 
- Rehabilitation and Palliation 

• Often based on acute care model 
• Wide national and sub-national variations 
• Services fragmented 
• Coverage not universal -inequity 

What is a robust NHPSP process? 

1. Sound process (inclusive) 
2. Realistic (within system capacity) 
3. Comprehensive, balanced, coherent 
4. Linked with medium-term and sub

national plans 

5. Linked with programmes 

The challenge 

We know the 
components of a 

health system 

We know what an 
effective health 

system looks like 

1 



The challenge for NCDs 
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Sy stem !'ui!dlng blocll; Goals/outcomes 

s ervlce..DaUvney 
Improved health 
(level and equity) 

Access 
Coverage 

Responsiveness .. 
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Service Delivery 
Individual and Population Based 
Service delivery model definition- along the continuum 

Service delivery package - each level on the continuum 

Quality vs. Quantity of services 

- What does universal access mean? 

Referral links - seamless 

Continuum of care- across levels, but also AAQA 

- Availability- quantity of services 

- Afford ability- if not affordable, won't access 

- Quality- low quality, limited health gain 

- Acceptability- even if available, affordable, and 
scientifically sound, if not used, no health gain 

Health Financing 

• Huge variation in spending in the region 

• High dependence on OOP 

• OOP is an obstacle to services 

• Catastrophic expenditure causes poverty 

• Financial incentives for both providers and 
patients are irrational 

• Subsidies - how to finance & administer 

• Root out inefficiency 

Improved NCO implementation requires 

A health system is a set of inter
connected parts. that have to 
function together to be 
effective 

Priorities at country 
level 

Improved capacity to diagnose 
and act on health system 
constraints 
More intensive engagement in 
sector policy processes; 
coordination and investment 
strategies 
Bu ild national capacity in policy 
analysis and management 
Support monitoring of trends in 
health systems performance 
Holistic took- if you work on 
only one thing, may not 
strengthen the system 
Build capacity, don't just borrow 
it! 

Health Workforce 

• Must have a context to work in - motivation 
supplies, infrastructure, quality ' 

• Teams- most think are needed 
• Training alone is not the answer- can be a 

problem 
• Skill mix- who does what? 

- Evidence-# of generalists & specialists 
- Role of mid-level practitioners 
- Role of community- volunteers 

Medical Products and 
Technologies 

• Medical products 
- Essential drug lists/Treatment guidelines 

- Drug quality, procurement, storage 

- Drug pricing -cheapest or best 

- RDU/HCF/HRH- intertwined 

- Innovation - patents and access issues 

• Health technology 
- Health technology assessment 

- Standardization -Maintenance 

- Universality or state of the art? - Prestige 
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Information- need for coherent, unified 
information systems- the right amount, used 

properly, at the right cost 

• Information 
- Often lacking 

- When present, may be low quality 
- Uncoordinated and often massive 
- If collected, frequently not used 
- Fragmented- both routine and su!Veys 

• Evidence and research 
- Evidence not used for policy making 
- 90/10 gap in research - need for operational rsch. 

Cross cutting areas 

• A systems approach requires a broad view 
-there might be other things just as 
important as your own programme 

• Examples of cross cutting issues 
- Gender 
- Human Rights- Equity 
- Trade and Health- both opportunities and ill effects 
- Acceptability/People centred ness 

It is the process, not the plan 

"In preparing for battle I have always found 
that plans are useless, but planning is 
indispensable". 

-Dwight D. Eisenhower, Allied forces general 
in WW II and American President 

Leadership and Governance 

• Policy setting 
-Health sector and beyond- HIAP 

• Priority setting 
-Within political constraints 

• Regulation/Law 
• lntersectoral work 
• Consumer protection 

• Balancing interests- advocates/planners 

Summary 

• National level is where the action is 
• Robust NHPSP 

- Inclusive, realistic, coherent, linked to sub
national, linked to other programmes 

• Shared resources 
• Continuum of care- levels, types, lifespan 
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Scaling up NCO prevention and control 

6 reasons for global action against NCO 

o NCO is a barrier to development and a threat to 
health systems 

o Political neglect remains a barrier 

o Cost-effective and cheap interventions are available 
o Collaboration between all (disease) groups will 

strengthen health systems 

o Without prevention and control, the NCO burden 
will continue to rise 

o Co-benefits will be huge 

The evidence base for global action 

• Comprehensive 

• Compelling 

• Multiple sources, esp WHO 

Outline 

• Reasons to act 

• The evidence base- Lancet series x 3, etc 

• Are we ready for the UN HLM? 

• What would be a good outcome? 

The neglect of NCDs 

• Fixation on communicable diseases, MNCH 
• Lack of credible data 
• Obsession with individual approaches 
• Reluctance to address the causes 
• Reluctance to use powerful policies: 

regulation; taxation; legislation 
• Persistent misunderstandings 

First Lancet series (2005) 
The neglected epidemic: key findings 

o Most of the NCO burden is in low- and middle
income countries; 

o Reducing death rates by 2% p.a. 
would avert 35 million deaths by 2015; 

o Chronic disease should be addressed at the same 
time as infectious diseases. 



Second Lancet series (2007) 
The case for ur ent action: ke 

• Three highly cost-effective interventions in 23 high 
burden countries 

Avert 32 million deaths over 10 years 

Salt reduction +tobacco control 
- $0.40 pppy 

Generic drugs for people at high risk of 
cardiovascular disease - $1 .10 pppy 

Criteria for priority interventions 

• Cost-effectiveness documented- either cost saving or 
less than approximately US$1000 per DALY averted; 

Implementation costs known -less than approximately 
US$1.50 per person per year; 

• Will make a major contribution to achieving the global 
goal; 

• Are affordable and feasible to scale up. 

Population impact and feasibility 

Low/moderate H.BV immunUati:J:f1 
Pilll~ttlve eare 

Alcohol control 
Physical acti vity 
Diabetes drugs 

The third Lancet series (2010) 
Chronic disease and develo ment 
• Failure to prevent chronic disease is a political, 

not a technical, failure. 

• Action is inadequate- nationally and by 
development agencies and foundations . 

UN High-level meeting 
September 2011 -

a major opportunity! 

What are the key actions? 

1. Action against major risk factors, esp 
tobacco 

2. Essential drugs and technologies to manage 
NCD 

3. Health system strengthening 

4. International cooperation 

5. Monitoring and accountability mechanisms 

Getting ready for the UN HLM 
•WHO leadership 

•Coordination of the many actors 

•Communication 

•Continued political commitment 

-attendance by HOG 

-attention to the preparatory process 

•Focus and simplicity 



Action against major risk factors: 
blood pressure 

• Reduction of population levels of salt intake to 
achieve the goal of Sgms per person per day 

lobal obesity rates double since 1980 

e world is becoming a heavier place, especially in the West. 
besity rates worldwide have doubled in the last three decades 
veri as blood pressure and cholesterol levels have dropped, 
ew research says. 

eo pie in Pacific Island nations like American Samoa are the 
eavlesl, the study shows. Among developed countries, 
rnericans are the fattest and the Japanese are the slimmest. 

Action against major risk factors: 
tobacco 

• Accelerated FCTC implementation with the 
goal of: 

"Freedom from tobacco by 2050" 

Action against major risk factors: 
obesity 

• Reduce trans- and saturated intake 

• Reduce sugar intake 

• Increase opportunities for physical activity 

Essential drugs and technologies 

Ensure access to cost effective and affordable 

therapies, including: 

• Combination drugs for high CVD risk 

• Insulin and oral medications for diabetes 

• Anti-cancer vaccines 

• (asthma inhalers) 

• Palliative care 



Costs of interventions 

Risk factor 

Tob:.cco use 

Alc:ahui Wie 
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Yearly implementation cost per capita 

$0.37 $0.19 $0.22 $0.76 $0.65 $0.75 

$289 $172 $152 $453 $408 $388 
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Chronic care components 
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Positive policy environment 
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Health system issues 

• Current expenditure- World Health Report, 
2010 

• PHC approaches- World Health Report, 2009 

• Secondary care and continuity of care 

• Synergies across all major health issues 

• Health sector leadership 

Primary health care: reducing risk 

Assessment and management of CVD 
risk 

Management of diabetes 

Tobacco cessation 

International cooperation 

• Engage all UN agencies 

~ ~~ ••. .u. _ .. , ·---···_. 
H""'JI''""' ' ' r l~ ~ ... o...-. 1:-

• Raise priority of NCDs on all agendas 

• Support key role of WHO 

• Build role of international NGOs 

• Engage with private sector 



Monitoring and accountability 

• Monitor priority interventions 

• Use WHO STEPS 

• Establish national NCO commissions 

• Encourage national goals and targets 

• Establish international monitoring 
mechanism, e.g. through WHO 

Prospects for major global impact on 
NCDs are excellent: 

• Political agreement 

• Good data 

• Emerging consensus on desired outcomes 

• Growing vocal NCD community 

• Interest of the private sector 

Pathway to UN HLM 

Why is the HLM important? 

• Spectrum and size of political support 
• Its originality-a "first" 

• The potential for 

* Mobilizing attention before and after 
*Further political commitment 
*Whole of government action 
* Mobilization of NGOs, private sectors 
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