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NOTE

The views expressed in this report are those op#nticipants at the Regional Meeting on

National Multisectoral Action Plans for NCD Previentand Control, and do not necessarily
reflect the policies of WHO.

This report has been prepared for the Regionat®fbir the Western Pacific for the use of
governments from Member States in the Region anthfise who participated in the Regional
Meeting on National Multisectoral Action Plans fé€D Prevention and Control, Kuala
Lumpur, Malaysia, from 11 to 14 June 2012.



SUMMARY

Noncommunicable diseases (NCDs) and their four mislinfactors are responsible for an
estimated 30 000 deaths every day in the Westamfid®®Region and constitute one of the
critical development challenges for the 21st cgntiNCDs are a serious threat to the economies
of many Member States and are likely to increaegualities. Preventing and controlling NCD
is an urgent priority for all countries in the Rei Crucially, most of the drivers of NCDs and
their risk factors lie outside the control of thealth sector. The health sector alone cannot
adequately prevent and control NCD. Multisectaclon (MSA) is required to create enabling
environments in homes, villages and cities solteatthy choices are the easy choices. MSA is
required to implement a number of the “Best Buglghtified by WHO for NCD prevention and
control.

Through the Political Declaration on NCDs, headstafe and governments and their
representatives committed to establish or stremgblye2013 national multisectoral policies and
plans for NCDs, taking into account the Global &g for the Prevention and Control of NCDs
(endorsed by the World Health Assembly in 2000) isméction Plan (2008).

To assist countries in formulating these nationaltisectoral policies and plans for
NCDs, WHO and the Ministry of Health of Malaysiantty hosted this Regional Meeting on
National Multi-sectoral Action Plans for NCD Pretien and Control. The meeting was held in
Kuala Lumpur, Malaysia, from 11 to 14 June 2012.

The objectives of the meeting were:

(1) to review the progress of national policies anchglfor NCD prevention and
control in the Region and to identify gaps in tbenfulation of multisectoral
national NCD plans;

(2) operational aspects of the National Strategic RlialNon-Communicable
Disease in Malaysia; and

(3) to identify the roles and responsibilities of msgittoral partners, explore
feasible options for coordination in country-spectontexts and to work out
concrete next steps.

Examples of MSA on NCD from around the Region wshrared at the meeting. These
included approaches at a national level and aigtsvit a subnational or local level. Examples of
MSA also were shared in relation to the four ma@N\risk factors: unhealthy diet, physical
inactivity, tobacco use and alcohol consumptiomufnber of entry points and opportunities
were identified, along with key elements of suctidsspproaches, despite the common
challenges and gaps. In addition to plenary sessimuntries worked in small groups as
country teams in outlining the next steps in wogkout MSA plans for NCD in their specific
countries. WHO also used this meeting to informntoes of the process for reviewing the
Global NCD Action Plan and for the further develagrof the global monitoring framework
and voluntary global targets. Some preliminaryiesek was received from participants at the
meeting and Member States will have additional ofppdties to contribute feedback over the
coming months.
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1. INTRODUCTION

NCDs are a threat to the economies of many MemtasgeSand may lead to increasing
inequalities between countries and populationsve@unents have a primary role in responding
to the challenge of NCDs through the engagemeall gsEctors of society to generate effective
responses. Multisectoral actions through natiomatisectoral policies and/or plans are essential
for NCD prevention and control as many of the fesitors are outside the health ministry.
Multisectoral policies, plans and programmes amflaction of the ‘whole-of-government'
approach for integrated NCD prevention and control.

The Regional Committee Resolution WPR/RC62.R2 grarding and intensifying NCD
prevention and control urged Member States tolffulfgently the commitments made in the
Political Declaration of the High-level Meetingtble United Nations General Assembly on the
Prevention and Control of Noncommunicable Diseag&gagraph 45 of the political declaration
commits to "promote, establish or support and gtien, by 2013, as appropriate, multisectoral
national policies and plans for the prevention emtrol of non-communicable diseases".

In the Western Pacific Region, nearly all Membext& have an NCD plan or
programme; however, only very few low- and middieame countries have a truly
multisectoral policy or programme with allocatedoerces and an operational mechanism.
Responding to this need, the regional meeting d¢ioma multisectoral plans for NCD
prevention and control in Kuala Lumpur, Malaysiassweaganized, co-hosted by the Ministry of
Health, Malaysia. The meeting sought to assessutrent national plans for NCD prevention
and control and identify actions for advancing ol multisectoral NCD policies and
programmes.

The WHO action plan for the prevention and contfdNCDs during the period 2013-
2020 and the draft set of global voluntary targets indicators for NCD prevention and control
also were reviewed at this meeting.

1.1. Objectives

Q) To review the progress of national policies anahglr NCD prevention and
control in the Region and to identify gaps in tbenfulation of multisectoral
national NCD plans.

2) To discuss the best practices in the Region, ifmetuthe developmental and
operational aspects of the National Strategic RiahNon-Communicable Disease
in Malaysia.

3) To identify the roles and responsibilities of megitttoral partners, explore feasible
options for coordination in country-specific corteeand to work out concrete next
steps.



1.2 Participants

The meeting was attended by 36 delegates from MeBtiages, 17 observers and four
temporary advisers and resource persons. Theipating Member States were Australia,
Brunei Darussalam, Cambodia, China, Hong Kong (&hidapan, the Republic of Korea, the
Lao People’s Demaocratic Republic, Malaysia, Morgaihe Philippines, Singapore and Viet
Nam. The meeting was hosted by the Ministry oflthedalaysia. WHO staff from the
Western Pacific Regional Office, WHO Country Offic¢ghe Centre for Health Development in
Kobe, Japan and from WHO Headquarters in Genevidz&band, formed the Secretariat for the
meeting. The list of participants, temporary adiss resource persons and Secretariat members
are in Annex 1.

1.3 Organization

The meeting comprised nine sessions and the opanuhglosing ceremonies. The
sessions included presentations from temporarysadsjiresource persons, WHO Secretariat and
Country Representatives. Participants also weragatjin group discussions and presentations
on current policy and programme arrangements iin tioeintries and potential next steps for
action in their countries. A full outline of theqgramme is presented in Annex 2. A background
paper was developed with a brief review of theentrsituation and potential actions and was
provided to the participants (Annex 6).

1.4 Opening ceremony

The meeting was opened by Dato' Sri Liow Tiong Minister of Health, Malaysia. He
described how Malaysia had strengthened NCD prareand control by formulating and
implementing the National Strategic Plan for NC[1@62014. Malaysia has taken a 'whole-of-
government' approach to this NCD strategic plameaognition that most of the determinants of
NCD fall outside the health sector and those padidn sectors other than health are important in
preventing and controlling NCD.

Dr Shin Young-sooRegional Director, Western Pacific Regional Offitegnked the
Ministry of Health, Malaysia, for funding and hasgithis meeting. He noted that years of
advocacy have led to a truly global commitmentddrass NCDs and their risk factors. The
Political Declaration of the High-level Meeting tbie United Nations General Assembly was a
milestone in the fight against NCDs, reinforcediiy Western Pacific Regional Office Regional
Committee resolution. He explained that with tjiisbal and regional mandate, WHO has been
tasked with following up the commitments made i@ Bolitical Declaration of the High-level
Meeting and that WHO does not take this task lighWhile many countries have made
significant MSA progress, some countries have NGIbgpthat do not involve other sectors and
some have no clear targets or objectives.

Dr Shin congratulated Malaysia on having alreagnairup an MSA plan for NCD. Its
effort has been exemplary in having a high-leveltisectoral committee chaired by the Deputy
Prime Minister. He noted that in relation to tberfkey NCD risk factors, there are a number of
examples of cost-effective interventions from abtine Region. Examples he highlighted
included the president of Mongolia toasting the Néxar with a glass of milk rather than
alcohol and interventions in cities to promote [tgisactivity and reduce exposure to tobacco.

Datuk Dr Lokman Hakim Bin Sulaiman of the MiniswfHealth, Malaysia, was elected
as Chairperson, Dr Hiu Yeung Jacqueline Choi ofDhpartment of Health, Hong Kong
(China), was elected as Vice-Chairperson and Magrasita Cucueco of the Philippines was
elected as Rapporteur.



2. PROCEEDINGS

2.1 Session 1: Overview, current situation and e@gnes

Dr Hai-Rim Shin, Team Leader, Non-communicable Bé&s and Health Promotion,
Western Pacific Regional Office, provided an ovewif NCD prevention and control and
outlined the objectives of the meetin§he described the severity of the global thredtNi@Ds
pose, both to the health of populations and théthedeconomies. She described the burden of
disease for the major NCDs and their four commsk fiactors: tobacco, harmful use of alcohol,
unhealthy diet and physical inactivity. She ndteat the rising burden of NCDs is also because
of underlying drivers: population ageing, urbarnmatand the social determinants of health
(SDH).

Dr Han Tieru, Director, Division of Building HeaffCommunities and Populations,
Western Pacific Regional Office, gave an overvidéwhe current status of national multisectoral
plans for NCD in the Region and outlined some efky challenges. He emphasized that MSA
on NCD requires both:

Q) 'Whole-of-government' approaches: Public servianaigs working across

portfolio boundaries to achieve a shared goal andtagrated government
response to particular issues.

(2) 'Whole-of-society' approaches: Responsibility fealth and SDH rests with the

'whole-of-society' and health is produced in newsvaetween society and the
government.

Almost all countries in the Region have an NCD gahmany of the plans struggle with
a number of weaknesses in terms of MSA:

D) low priority, no high-level political commitment;

2) not integrated into national health and developrpéant;
3) no budget or resource allocation or a limited one;
(4) no monitoring and evaluation or inadequate; and

(5) no feasible or measureable targets.



Dr Han noted that there are a number of excitirapgdes of successful MSA on NCD
from around the Region. Having targets and indisatall provide a clear direction for MSA
and facilitate identifying the roles and accouritaés of different sectors. A number of the
WHO Best Buys involve MSA and provide an excellstatrting framework to consider MSA in
countries. Entry points exist at national, suloral and risk factor levels.

He outlined the following mechanisms, tools andrimeents for MSA on NCD:
) interministerial and interdepartmental committees;

2) community consultation and citizen'’s juries;

3) cross-sectoral action teams;

4) partnership platforms;

(5) integrated budgeting and accounting;

(6) cross-cutting information and evaluation; and

(7) joined-up workforce development.

Dr Han explained that this meeting was a goodistafoint to assist countries to
formulate national multisectoral plans by 2013. @des may have to organize national
consultations and build up the agenda for MSA.skid Day 3 of the meeting would be used to
formulate country-specific action plans and he hiojpese would produce a very practical set of
actions. WHO will be working further with Membetafes guided by the outcome of this
meeting.

Dr Zainal Ariffin Omar, Deputy Director, Disease i@ml Division, Ministry of Health,
Malaysia, presented Malaysia’s experience in foatingd the National Strategic Plan for NCD
Prevention and Control (NSP-NCD). Building uponN@D programme of work started by the
Ministry of Health in 1971, drawing up the NSP-N®Bgan in 2008 in response to a draft
document distributed by the Western Pacific Redi@ffice in 2008.

Initially, Malaysia’s efforts at NCD control focus@n specific diseases and risk factors.
Activities were disjointed, not well coordinateddamot truly multisectoral. In contrast, the NSP-
NCD targets the major common NCD risk factors aomprehensive and integrated way. To
help implement the strategy, the Cabinet Commftiea Health Promoting Environment was
created. This committee is chaired by the deptitggominister and includes 10 other ministers
from various sectors. The plan outlines the kégsrthat various sectors have in addressing
NCDs.

In Malaysia, the term “NCD” was not well understdmgdother sectors or the public. The
Ministry of Health therefore decided to use diabetad obesity as the entry points for NCD and
NCD risk factors, respectively. These were wetlenstood, made the NSP-NCD appear
specific and were responsible for a large parhefdisease burden. Input was sought from
sectors other than health through an extensiveuttation process.



Key lessons from the Malaysian experience:
D) start specific and simple;

(2) the process took almost three years; consultatitimadl stakeholders and
discussions with various committees within the Iginji of Health;

3) strong political will from the Ministry of Healthnal strong support from Director-
General as the technical lead;

4) perseverance and compromise are important whenngowkith other sectors;
(5) existing relationships and a history of collabaratamong ministries made the
process easier (e.g. Ministry of Health and Migistr Education had previously

worked together on health in schools); and

(6) the focus has to be healthy living and not disé@aseder to enable other
ministries to take ownership as well.

2.2 Session 2: Country presentations

Each of the participating countries provided anraiesv of the situation in their country,
with information regarding:

Q) burden and trends in NCD;

(2) current national plan, policy or programme for N@i2vention and control;

3) current intersectoral activities;

(4) plans for formulating and strengthening the natiomaltisectoral plan for NCD;

(5) lessons learnt;

(6) financing NCD prevention and control;

(7 targets and indicators;

(8) challenges; and

(9) support needed for MSA.

In Cambodia42% of men smoke tobacco, but obesity and overweighstill low. A
national NCD plan exists, but the role of non-heakctors is not defined in the strategy.
Priorities include tobacco control, salt reductaomd health-promoting schools. Interministerial
committees already exist for tobacco control amdte environment and health. These could be
used as a starting point for MSA on NCD. One ofléssons learnt is that MSA takes more time

than expected and that limited resources and cangpetiorities in each ministry create a
bottleneck.



In the Lao People’s Democratic Republic, 48% oftdeare from NCDs, but no trend
data is available. Risk factor trends show incregablood pressure (BP) and body mass index
(BMI). The budget for addressing NCD is very smahliere is an opportunity to work through
the Healthy Cities mechanism to progress with M&N&D. However, conflicts of interest
between the Ministry of Health and other sectois @nivate companies (especially tobacco and
alcohol) pose a significant challenge.

In Viet Namin 2009,63.3% of deaths were due to NCD, and this tremigiisg. Fully
56.5% of men smoke, 30% of adults have high chedekt80.4% have low fruit and vegetable
consumption, 29% do not have sufficient physicéivag but only 12% are overweight or obese.
To support MSA on NCD, Viet Nam has found it helgfuassign specific tasks and funds for
each sector. Viet Nam struggles with a lack ofredefrom other sectors, limited experience on
MSA and overload on members of multisectoral cornees.

Brunei Darussalaraxperiences a high and rising burden of NCDs. Laargcer is the
most common form of cancer death, 33% of adult®aeeweight and 27% are obese. Smoking
rates are decreasing overall but are rising in nddnohol is not available. A number of factors
have made MSA on NCD easier, including having arofampion, cost-sharing with
nongovernmental agencies (e.g. universities) anthgr@ng with private entities (e.g. banks) as
part of corporate social responsibility. Regulaetivgs are important to maintain momentum
and relationships as well as clear terms of refereobjectives and roles. As one innovative
example, the Department of Religious Affairs hasiesl a ban on smoking.

In China,NCDs currently cause 75% of deaths, mostly frondicaascular disease, and
this is increasing. The population’s salt intaks been decreasing since 1992, although it is still
high. China has implemented a number of healtresyseforms to strengthen the role of
primary health care as a basis for NCD preventi@hantrol. In addition, there are now 850
million electronic health records (a birth-to-deatfiversal record) covering over 70% of the
population.

In Mongolia, NCD deaths are high but stable. Hosvethe prevalence of NCD risk
factors is increasing. More than half of adults yé&rs old have three or more risk factors.
NCD prevention initiatives have been building si2082. The revised Health Law 2011 (stating
“every citizen is entitled to live free from heatibks”) is indicative of a very supportive policy
environment in Mongolia. Challenges faced by Mdiagimclude increased alcohol and tobacco
production and importation along with the incregdinfluence of alcohol and tobacco industries.
Many NCD prevention initiatives have been fundaddigh a Millennium Challenge project
grant and there is concern about how to ensuraisasility of funding after this project ends.

The Philippiness also facing increasing NCD mortality, currertbusing 80% of deaths.
There is an increasing prevalence of risk factbng rising female youth smoking rates are of
particular concern. Health education alone will leaid to the required behaviour change in the
population MSA for NCD in the Philippines has centred on l&agnpublic awareness), local
government action and legislation. The Philippiisesxploring the use of an excise tax on
tobacco and alcohol as a mechanism for financitigraon NCDs.

In Hong Kong (Chinajhe prevalence of NCD risk factors are stable. [Ehding cause of
death is cancer (lung first, but the incidenceaérectal cancer is rising). Intersectoral working



groups have been established to work on diet apsiqad activity (2008), alcohol and health
(2009) and injuries (2012). In Hong Kong (ChindKA for NCD involves government,
nongovernmental organizations (NGOs) and privatkestolders (not just government agencies).
Greater use of charitable funds based in Hong K@fmina) is being explored as a financing
option.

Japan’sxperience with MSA on NCD demonstrates that firgnncentives work and
that external pressure can be a driver of natiaaidn (e.g. the Framework Convention on
Tobacco Control (FCTC)). Active local governmerdas ©e role models and a specific
coordinating section is crucial for a successfulAMSchools should be included as an important
community partner (e.g. nutrition education, call8tokuiku”, and smoke-free schools). Japan
noted the time gap between interventions and owtsaas a particular challenge when
advocating for MSA for NCD.

The Republic of Korea emphasized the importanczedibility and trust between sectors
and setting a common target to share. For finantigRepublic of Korea has introduced a
surcharge on tobacco to be used only for diseaseption and control. Strong leadership has
been important for success. Housewives were itkxhths an untapped group of partners in the
fight against NCD.

In Singaporepremature deaths from NCDs are stable or decreabgtgly. Obesity,
however, is increasing. Singapore emphasized ttog-down prescriptive approach to health
education does not work. It emphasized the need:state a social movement, to apply bottom-
up pressure to support advocacy for NCD. A coimignghallenge Singapore faces is how to
encourage active citizenry. Singapore is incredgiexploring cyberspace as a setting for health
promotion. Itis also critical to make a strongimess case for MSA for NCD, especially when
trying to engage with the private sector.

2.3 Session 3: Path forward for multisectoral actidSA)

Building upon the country situation updates, Predefon Matheson, of Massey
University, New Zealand, provided an analysis ohemf the complexities involved with MSA
on NCD and suggested some ways forward. He nbadsbme of the key factors behind the
success of the Malaysian efforts on MSA for NCOude: being early adopters of WHO-led
reforms; a long history of action building over ddes; and communication about obesity and
diabetes, rather than the less well understood ‘t&@D”. Action on NCDs in the Region has
evolved from a communicable disease focus to an WI@ixal focus, to an NCD clinical and
lifestyle focus, to seeking an NCD MSA approaclhe Tiext step in this process may be an MSA
for health that more broadly addresses the soetakohinants of health.

Complex problems require complex solutions. The fGD risk factors involve a
spectrum of increasing complexity ranging from wtmaas the simplest issue to food with the
most complex array of actors and drivers. Countrieke Region are at totally different starting
points with different NCD risk factor epidemiology.

Bisectoral action may be more fruitful in some amstes than MSA. Start with the simpler
issues first and begin with existing relationshigsnphasis needs to be on integrating efforts to
control and tackle NCDs with efforts to tackle ictioeus diseases, not setting up NCDs in
competition with infectious disease or setting aprely new structures. It is important to view
MSA as a process of learning for the health andragbctors and partners.



Governments in the Region vary in their nature @mdposition and in their relationships
with citizens, NGOs and the private sector. Actlifier. While formal ‘whole-of-government'
mechanisms are needed, it is important not to gtioe informal relationships with other
departments. Other sectors are not focused otlihhE6A on NCD needs to help other sectors
meet their own agendas. A more helpful framing kg “intersectoral action for shared
societal goals”. For example, “equity” is being@dsas a unifying goal in the Philippines.

When we speak of a ‘whole-of society' approachmean partnerships. In these
situations, it is important to be clear about wheae dealing with and whether there actually is
a common goal. Not all situations are win-winsar@y about partners’ motivations is key. It is
important to understand the motivations and driugtaencing the private sector.

With the private sector, “brand” is more importantd valuable than the specific product,
meaning that it can be negotiable when it comésd@omposition of the product. Partners are
often highly interconnected. These linkages areontigmt to take into account (e.g. linkages
between tobacco and alcohol companies). Theyaéslihat any business is in business to make
money and will usually only support MSA on NCDtifrnproves or protects profits.

231 Learning from the field

There are many good examples of multisectoral @nand actions on identified themes.
This session illustrated some of these, using cpwxperiences from around the Region.
Australia, Japan and China shared their experienithaational-level planning. Mongolia and
the Republic of Korea shared their experiences \githtaxes” as a means of reducing unhealthy
habits and raising resources for NCD preventionamdrol. Singapore presented its experiences
in working with other sectors on the promotion eflthier dietary options and physical activity.

2.3.1.1 National-level plannirgnd action

Ms Sally Goodspeed, Assistant Secretary, Departofadealth and Ageing in Australia,
described the Partnership Agreement on Preventdadtiias a key mechanism to promote MSA
on NCD in Australia. This is a funding agreemesiil®een federal and state governments, not
from health ministers but at the premier level.e3é&agreements also include an accountability
framework with a set of performance benchmarkgirgldo NCD risk factors. There are also a
number of relevant initiatives led from outside Health sector, including the National
Partnership on Closing the Gap in Indigenous Heaitttomes and the National Partnership
Agreement on Indigenous Early Childhood Development

The National Urban Planning policy, which aims tomote healthy lifestyles,
demonstrates that the health sector does not regdgseed to take the lead. Australia has had
strong support from the prime minister in its tadmcontrol measures, including plain
packaging.

Professor Mike Daube, of Curtin University, West@mrstralia, described the process
leading to the establishment of Australia’s NatidPr@ventive Health Agency. The Government
set up the National Preventative Health Taskforite a/focus on obesity, tobacco and alcohol,
recognizing “preventative health care as a firdeoeconomic challenge”. The agency was
made up of government, NGO and private sector septatives, including the head of the Food
and Grocery Council.



The consultation process was extensive and timetooimg.The task force’s report
clearly explained why the status quo was not aimpgnd highlighted benefits of prevention in
terms of broad national and societal goals (e.grawved productivity). The comprehensive set
of recommendations ranged from addressing enviratahdeterminants to strengthening
primary health care. A set of targets was propegddfinancial penalties for jurisdictions if
these are not meflThe task force recommended the establishment oftineiing National
Preventive Health Agency to oversee, coordinatedsive prevention effortddigh-level
political leadership was present in the form ofrargy, determined minster of health, who
declared, “By not acting, we are killing people”.

Dr Tomofumi Sone, of the National Institute of Haliealth, Japan, described Japan’s
National Health Promotion and Disease Preventian Bk “Health Japan 21". It prioritizes
prevention and seeks an improvement of the sogiai@ment for staying healthy. It includes
specific targets and monitoring and involves coapen with various bodies, including NGOs
and private companies. A key function of this gkathe coordination of national and local
programmes, including health and nonhealth sectibrgas issued by the Ministry of Health
Labour and Welfare, but only after other ministryolvement.

Dr Kong Lingzhi, of the Bureau of Disease ContMinistry of Health, China, shared
China’s comprehensive new MSA plan for NCD prevamtind control. It was released in May
2012, jointly issued by multiple ministries. Stroggvernment leadership was a key factor in
formulation of the plan, with the participationrobltiple departments and the community.
Building upon current intersectoral mechanisms fén includes a coordination committee,
and establishes the platform for collaboration. plaa is accompanied by increased government
investment in NCD prevention and control.

2.31.2 Financing MSA

Dr Tumendemberel Namijil, State Secretary, of thaisdiy of Health, Mongolia,
described Mongolia’s health promotion fund. It iade up of funds from the government budget,
donor agencies a 2% excise tax on tobacco and extf4e on alcohol and imported drugs. Since
its inception, this fund rapidly has increasediae sfrom US$ 158 000 in 2009 to US$ 1.6
million in 2012. Both financial and technical resces from WHO were important to this
process. To fund further MSA on NCD, Mongolia iglgeg to allocate resources from other
budgets, e.g. the Ministry of Education and theingjrsector along with further increases in
tobacco and alcohol taxes. The Government aldsdeaebalance the allocation between
communicable diseases and NCDs.

Dr Seo Soon RywKorea Centers for Disease Control and PreventienRepublic of
Korea, explained how the establishment of the Kotdealth Promotion Foundation in 2012 was
associated with the doubling of the health pronmobadget. This is in part due to a 2.5%
surcharge on tobacco products, which only may e @ disease prevention and health
promotion.

Discussion by participants emphasized that haiegunds is only part of the issue and
that whether and how the funds are used is alfoatri A national plan needs to identify clearly
the actions that funds will be spent on so tha tre used well and within the required time. It
also was noted that hypothecation is not alwaysifaopvith ministries of finance, which do not
like “handing over” pots of money for particularrposes.
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2.3.1.3 Working with different sectors

Dr Noorul Fatha As'artNCD Epidemiology and Disease Control Division o tinistry
of Health, Singapore, described Singapore’s Healtdawker and Healthier Coffeeshop
programmes. They not only worked with food retaileut also with the public in a demand for
healthier food. Educating hawkers to produce healbptions was a key component (healthier
oil, brown rice) and results show that 100% are ngimg healthier oil and 70% are using whole
grains, leading to a 10% to 20% increase in sdlbgalthier ingredients.

Singapore’s approach has included measures tosadtire entire food chain, from
manufacturing to labelling to sales and to consionptmportant factors in success include the
alignment of objectives and priorities among sextord streamlining timelines (different sectors
use different financial years, different deadlirmsgigeting cycles, etc.).

Dr Truong Dinh Bacof the General Department of Preventive Medicinaistry of
Health, Viet Nam, shared Viet Nam'’s experience orking with the education sector to address
NCD risk factors in schools. He noted the impar&aaof the health sector being flexible and
responding to priorities, e.g. 10% to 15% of ranadl 30% to 35% of urban children in Viet Nam
have refractive errors and 85% of children 6 yeddgo 8 years old have tooth decay. The
ministries of health and education have a longhysof collaboration, including the provision of
health screening and first aid. Collaborationtretato NCD risk factors includes ensuring
smoke-free schools and promoting physical activithere is an opportunity to further build
upon existing food safety initiatives to include nmaf a focus on nutritional quality.

2.4 Session 4: Group work 1: Gaps and barriers$é&\M

Groups discussed the gaps in planning and implextientof MSA that exist in their
countries. The results are summarized in TabteAninex 3. Key common challenges and
barriers included the lack of data or evidencenaformat required to convince partners in other
sectors, limited dedicated budgets, a lack of gowent commitment and disinterested non-
health sectors. Competing government prioritiegflas of interests among ministries (and
between public and private interests) along withribed to make NCDs a health sector priority
first were cited as common barriers to MSA for NCD.

2.5 Session 5: The who, why and how of MSA?

Dr Belinda Loring, a consulting public health ptoyan from New Zealand, moved the
discussion from barriers and challenges to dessobee of the entry points and opportunities for
MSA for NCD along with key elements for succes$ere are multiple examples of MSA for
NCD already occurring around the Region, at natitmeels (e.g. Malaysia’s national
intersectoral committee), at local levels (e.g. IHgeCities) and for each of the specific NCD
risk factors. Countries do not need to start feoblank page but can build upon what they are
already doing.

Opportunities countries may wish to explore inctude

) Building upon existing structures for intersectoxalrk (e.g. emergency response,
food safety).

2) Working with the private sector to promote heakmyironments (e.g. mining and
manufacturing industries).
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3) Making better use of civil society and NGOs.
4) Turning special events and disasters into oppdrésio create a lasting legacy.

(5) Using international alliances for leverage and sup(e.g. United Nations High-
level Declaration, Southeast Asia Tobacco Contitdidice (SEATCA), the
Western Pacific Regional Office).

(6) Identifying the cobenefits for other sectors (slgpw how addressing NCD
contributes to poverty reduction and economic ghogrthow promoting physical
activity relieves traffic congestion).

(7) Converting data into stories to tell a compelliege (data will not speak for itself;
often a moving story of one person can be more gowan millions in
statistics).

Elements of successful approaches include

D a high-level commitment and champions (e.g. fronyans, royalty, health
ministers, prime ministers);

(2) having dedicated resources (the coordination fanaf MSA also needs
resourcing);

3) institutional structures (can be at a range ofle\adthough structures alone are
not sufficient and can add to overload);

(4) joint planning (quality of the planning is as imfzot as the plan; relationships
can endure beyond the structures or particulaejssu

(5) legislative tools (either to reduce specific NCEKS or to set up structures for
MSA);

(6) accountability (does not matter who, but it needsd clear. Can be shared or
not, health sector or others); and

(7) monitoring and reporting (targets focus action aedults are important for
advocacy).

There are many barriers to MSA for NCD, but theeeaso many opportunities in terms
of the level of entry, the topic and the scopehergectors involved. MSA for NCD is already
happening to some extent in all countries in thgiéte The challenge for countries is to build
upon what they are already doing, using the leefegm international partners and agreements
and the experiences shared by others. Thereas@gtarting point or approach and it is
important to build upon existing structures an@tiehships. Importantly, the health sector
cannot expect other sectors to see the benefitSét for NCD. It is the job of the health sector
to show other sectors how MSA on NCD will help athectors meet their own goals.



-12-

2.6  Session 6: Group work 2: Roles and responsisilof sectors

Groups discussed the roles and responsibilitiestftar sectors in relation to MSA for
NCD. The results are summarized in Table 2 of ArheThe participants from other sectors
generally reported positive experiences in workiridp the health sector. Bisectoral
collaboration was the most common experience, édpebetween health and education and
work on tobacco control. It was helpful for thealie sector participants to hear about the
priorities of other sectors. A common theme tmaémyed was that the health sector needed
greater negotiation skills in working with othectms

2.7 Session 7: Group work 3: Next steps

Countries worked as teams to identify the nextsstepformulating and strengthening
national multisectoral plans for NCD prevention aodtrol by 2013. The results for each
country (of those who do not already have an MS#pbr NCD) are summarized in Annex 4.
Countries were asked to consider the following tjols in their work:

D What is the overall goal?

(2) What are the priorities?

3 What are the strengths, weaknesses, opportuniteetheeats?

4) Who can do what?

(5) Technical and financial resources: What is needeldahat are the sources?

(6) Targets and indicators.

@) How to get an endorsement of an MSA plan for NCD.

(8) What are the institutional mechanisms for coordimaind implementation?

2.8 Session 8: Draft a global NCD action plan amgreach

Dr Nicholas Banatvala, Senior Adviser, Noncommubled®iseases and Mental Health,
WHO Headquatrters, discussed the approach to rguiserGlobal NCD Action Plan. He began
by reviewing the key objectives and content of@ebal NCD Action Plan. He then discussed
the changing political, technical and financialdacapes that have led to the need to revise the
plan. He outlined the process for revising the plan

D A revised draft will be submitted for endorsementha World Health Assembly
in May 2013. The draft would need to go to thedttiwe Board in January 2013,
meaning the draft would need to be completed bplaxat2012.

2) A mixture of technical and political processes amulits.

3 Civil society and private sector engagement woutteed in parallel.
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Dr Banatvala posed the following discussion questim participants:

D) How can the plan best serve you?

(2) What should be the objectives of the plan?

3) What key actions do you want to see in the plan?

4) How should health system strengthening and MS/AeBeated in the plan?
(5) What are your anxieties and concerns?

Feedback from participants:

D) About 50% of participants reported having seenGlabal NCD Action Plan.

2) There was no interest for a further discussion phap#re the production of a
revised draft; countries expressed concern abmiteld time and capacity to
comment on multiple drafts.

3 Can the associated mandates for MSA on SDH anthheaguiity be reflected in
the plan (to help build the case for MSA and tegnate and reinforce these
related objectives?

(4) Include access to medicines.

(5) Include practical suggestions for countries fa¢chmgydouble burden of
communicable diseases and NCDs.

(6) How can we reflect the spirit of partnerships ia thnited Nations High-level
Declaration and include other United Nations agesai this plan?

(@) Could this be instead a United Nations action pla#O have been tasked
with producing it but could it not be cobrandeddblyer United Nations
development agencies?

(b) We talk about MSA at a national level but Membext&t really need MSA
at a global level. How can WHO work not just witther United Nations
agencies but also signal a strong need to worksues such as trade? |If
WHO says it is going to work on trade, that progideeful leverage to
Member States to advocate for these with theirdesad

7 Can it be aligned to the targets and indicators?

(8) NCD is too much for the health sector to cope withn the plan reposition NCDs
so that they are not solely a health issue butjarmreaonomic and social challenge
to development and well-being.

(9) Providing input is a time-consuming matter for coi@s. It is important that the
plan builds upon what we already have rather tkenssfresh and that the plan is
ambitious but realistic for countries to achieve.
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2.9 Session 9: Draft set of voluntary global tasgetd indicators for NCD prevention and
control

Development of a global monitoring framework, irdihg indicators and a set of
voluntary global targets for the prevention andtamrof NCD, is an important mandate for
WHO and this session included a presentation ogltiteal process followed by a discussion.

Dr Timothy Armstrong, Coordinator, Surveillance dabulation-based Prevention Unit,
WHO Headquatrters, presented the process for daweloipof a global monitoring framework,
including indicators and a set of voluntary glotaabets for the prevention and control of NCD.
The Political Declaration of the United Nations Hhigvel Meeting on NCD requested that
WHO, by the end of 2012, in full participation withember States, put together a
comprehensive monitoring framework, including irdars, and a set of voluntary global targets.

The World Health Assembly 2012 requested WHO tagass on the work of global
targets and indicators and that Member States dhimutonsulted on this work, including
through Regional Committee meetings. The Worldithegssembly 2012 also recommended
adoption of a global target of a 25% reduction refhpature NCD mortality by 2025.

Work on the draft set of voluntary global targe¢gds to be completed by end of October
2012 to meet timeframes for the next Executive B@anrd World Health Assembly meetings.
Member States were to have the opportunity to comitieough a third web-based consultation
to be conducted from June to July 2012 (on a MHIO discussion paper). In addition, a formal
Member States meeting will be held in October 201 intention is to specify a small number
of “tracer” targets within a broader framework as&d of indicators (targets set for 2025, with a
baseline of 2010).

The following criteria have been recommended féect®on of targets:

) high epidemiological and public health relevance;

2) coherence with other global strategies (e.g. tHiéi¢zd Declaration of the United
Nations High-level Meeting on NCD, Global NCD Agti®lan, FCTC, Global
Strategy of Diet and Physical Activity)

3) evidence-driven targets and indicators (must bdemge for effective and feasible
public health interventions);

4) achievable at a country level (for high, middle émd income countries); and

(5) unambiguous data collection instruments in exisetacset baseline data and
monitor changes over time.

Feedback on the initial discussion paper highlidlgaps in indicators, including for
physical inactivity and dietary risk factors, apiaom salt and access to medicines and
diagnostics. Feedback also was requested forataticto monitor inequalities and ensure all
indicators are stratified by major equity strati$i¢e.g. sex, urban/rural, ethnicity). The global
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monitoring framework includes three thematic fazitcomes, risk factors and health systems
response, populated with 20 indicators. Natioaadts should be consistent with global targets,
but not necessarily the same. National targetd teeeeflect what is achievable for a specific
country and may be more or less ambitious thagltizal target.

Dr Cherian Varghese, Noncommunicable Diseases aadttHPromotion, Western Pacific
Regional Office, followed this presentation of tliebal context by describing some of the issues
relating to NCD surveillance and monitoring in fRegion. Mortality is a powerful target and
can reflect either both prevention efforts and ioyements in access to management and
treatment of NCD.

He said that the “25% by 2025” target refers t®d%b2elative reduction in deaths from
cardiovascular disease, cancer, diabetes and chespiratory disease in adults between 30
years old and 70 years old. For morbidity, thedatbr proposed is cancer incidence. This only
can be obtained through cancer registries; cowntae begin with hospital registries but need to
expand to population-based registries. This reguarunique identifier for each patient. Risk
factor indicators proposed include reduction in Bisical inactivity and salt intake. Standards
for the measurement of these have been set, enggththe STEPS survey. Comparability of
data over time is critical. Therefore, countries/maae consistent measures and parameters.
Monitoring of national policies is also importantterms of measuring health systems response.

Approach to strengthening surveillance:

(2) develop and strengthen vital registration, causteath certification, International
Classification of Diseases (ICD) coding and compzdion;

2) one national survey of NCD risk factors, e.g. STERSY five years;
3) policy monitoring; and
(4) disease registries, if feasible and sustainable.

Dr Oh Kyung-won from the Division of Health and Ntion Survey, the Korea Centers
for Disease Control and Prevention, Bepublic of Korea, presented the experience of his
country to illustrate the different components @M surveillance and monitoring. She
described the Republic of Korea’'s very comprehanajproach to NCD surveillance, consisting
of the Korea National Health and Nutrition ExamioatSurvey, the Korea Community Health
Survey, the Korea Youth Risk Behaviour Web-based&uand the Korea Central Cancer
Registry.

An open discussion on the draft monitoring framdwfollowed. The following comments
and inputs from countries on the draft global $enhdicators and country-specific support for
strengthening NCD surveillance and monitoring waised:

D) Human papillomavirus (HPV) vaccination is voluntarynot delivered in some
countries, so they will not be able to track timaticator.

(2) Definition of high intake differs among countri€ome countries do not agree
with 59 as a target (e.g. use 69 instead).
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Tobacco: Can we set a different target for low plence countries (e.g. for <10%
prevalence)?

Medicines and diagnostics: Many countries do raatkithis. Also how does this
sit with the Millenium Development Goal (MDG) tatge any post-MDG target?

How do we measure MSA? [WHO: This has been consitlier discussion on
health systems response indicators, but therdfisuly in finding a meaningful
indicator.]

Obesity: Is a relative reduction in obesity a feksgoal? [WHO: We do not have
an example of a country that has managed to ratiecebesity prevalence, so a
proposed global target is much less ambitious =ris@in prevalence”.]

Lack of capacity is a problem (e.g. in the Lao Re'sfpemocratic Republic) for
data collection. A long process of capacity-buitgis required. Also, mortality
data can be unreliable in cases in which most miatieave the hospital to die at
home and no death certificate is issued (hospit b not representative).

Salt intake is very important but is too diffictdt measure in many countries. Is
there a simpler method than a 24-hour urine tegt ¢pot urine?) [WHO: Salt
intake is of such public health importance thatslveuld not delay action because
of a lack of data. Also, spot urine can be coreldifor subsequent surveys after
an initial 24-hour urine survey.]

NCD budgets: Is it useful to monitor the percenthef health budget that is
earmarked for NCD and the overall health budget?

Ideally, national targets should be set first aseldito determine the global target,
although time does not permit this.

Hypertension: The more secondary prevention arg datection is scaled up on a
population basis, the prevalence of “identifiedpbstension will increase.

As a population ages, some NCD is inevitable. T¢wd o aged societies is not to
completely eliminate NCD and precursors but to emsihealthy old age. Quality
of life measures are important.

The age marker of 70 years old is too high for fipa&ure” mortality for some
countries. What about 60 years?

More transparency is required for the processnalifzing voluntary global targets.
Currently, it is not clear how inputs from Membédat8s are reflected in revised
drafts.

Exposure indicators: Age groups vary for thes¢hédse any flexibility on this?
[WHO: WHO has taken into account the availabilifydata in global surveys, and
surveys are often restricted to adults becauserfent issues. Does not preclude
countries including younger age groups to meet timumstances.]
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(16) Has any modelling been done to connect exposuresitwas to outcomes, e.g. to
help us demonstrate “how much of the burden ofedisevould be reduced by x
amount of progress on this indicator”? [WHO: Nastimodelling is complex and
has not been done at a global level. This typenafysis is more likely to be
meaningful at a country level.]

Finalization of country inputs

D) Country input required by end of July to feed ipaper for the Regional
Committee Meeting (RCM) 2012.

(2) However, the process for input will not be closavill be continuing, including
through web-based global consultation.

2.10 Closing ceremony

Dr Han Tieru, Director, Division of Building HeaffCommunities and Populations,
Western Pacific Regional Office, thanked the Miyistf Health, Malaysia, for hosting the
meeting, and for its leadership and technical stapple thanked the chairs, rapporteurs,
temporary advisers and resource persons for thsistance during the meeting and thanked the
participants for their enthusiastic and dedicatmutributions. The Chair, Datuk Dr Lokman
Hakim Bin Sulaiman, thanked WHO and all particigaamd support people for a productive and
successful meeting.
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3. CONCLUSIONS AND RECOMMENDATIONS

3.1 Conclusions

From the proceedings of the meeting and the graangvit was clear that MSA is not a
new concept to countries in the Region; all areaaly doing it in some capacity. The difficulty
is not in the understanding, it is in the implenagioh. The challenge for meeting participants is
to take home what they learnt from the meetingwaok to expand MSA on NCD in their
countries, building upon the structures, relatigosiand priorities that exist in their contexts.

There is no one-fits-all approach or step-by-stegriction manual for MSA; learning
needs to occur through doing. It is importantreate “learning systems” so that the lessons
from attempts at MSA are remembered and incorparate improving future approaches. The
country representatives demonstrated this at thedingeby the enthusiastic manner with which
they approached their work as country teams irrong the next steps in formulating MSA
plans for NCD in their specific countries.

Countries are aware of the process for reviewieg@obal NCD Action Plan and for the
further development of the global monitoring franosekvand voluntary global targets. Some
preliminary feedback was received from participattthe meeting and Member States have
additional opportunities to contribute feedbackrabe next few months.

3.2 Recommendations

3.2.1 Countries have the option to do the follayin

Q) To formulate a national MSA plan for NCD preventamd control, building on
the draft plans worked out during this meeting.

2) To use the Best Buys as the starting point for isedtoral activities.

3) To base multisectoral activity on an understanainipe shared goal among
sectors. Multisectoral activity is more likely tocgeed if it has resonance with a
higher societal goal than a sole focus on NCD préee and control.

4) To identify the entry points for MSA most suitalbte a specific country. These
may be built on existing activities (such as mekioral mechanisms already
established for tobacco or the environment), siiatgositioning of the NCD
prevention and control agenda at the national I@asin the example of Malaysia)
through action on a specific risk factor or thosgivnational action at the
provincial or urban authority level.

(5) To carefully consider which sector or sectors nedak involved in the
development of multisectoral activities based anlikelihood of positive NCD
prevention and control outcomes.

(6) To prioritize MSA such that engagement is with thesctors that can assist in
making the greatest gains for NCD prevention androb
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To consider the Global NCD Action Plan from a sfieciountry’s perspective
and to provide formal feedback on the revised dhaiugh the country’s
diplomatic channels.

To consider the global targets and indicators feooountry’s perspective and to
provide formal feedback on them through the cousidiplomatic channels.

WHO can do the following:

(1)

(2)

(3)

(4)

To offer tailored support to individual countrigsthe Region that still need to
formulate an MSA plan for NCD.

To facilitate the sharing of experiences and whed learnt on MSA for NCD
among countries of the Region and share key infoomérom elsewhere in the
world.

To facilitate further opportunities for countriesthe Region to provide feedback
to the revision of the Global NCD Action Plan, pr@posed global monitoring
framework and voluntary global targets.

To continue to support countries in the Regiomiprove surveillance and
monitoring systems for NCD.
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Mr Nguyen Tuong SarDeputy Director, Department of Labor,
Culture and Social Affairs, Ministry of Planningcamvestment,

Viet Nam, No. 6 Asley 28/29 Ongiehkhiem Street

Badinh District, HanoiTel. No.: (84) 438435531; mobile: (84)
913596898, Fax No.: (84) 08043986

E-mail: sonnt@mpi.gov.vn

Mr Nguyen Anh Son, Officer, Department of Pupil éstddent
Affairs, Ministry of Education and Training, 49 D@b Viet,
Hanoi, Tel. No.: (84) 912218578; (84) 38694029

Fax No.: (84) 38694029

E-mail: nason@moet.edu.vmason@moet.gov.vn




Annex 1

Dr Truong Dinh Bac, Head, NCD Control and Schooakte
General Department of Preventive Medicine, Ministiyealth,
Viet Nam, 138-A-Giang Vo-Ba Dinh, Handigl. No.: (844)
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ANNEX 2:
DETAILED PROGRAMME OF ACTIVITIES

ORGANISATION MONDIALE
DE LA SANTE

WORLD HEALTH
ORGANIZATION

REGIONAL OFFICE FOR THE WESTERN PACIFIC
BUREAU REGIONAL DU PACIFIQUE OCCIDENTAL

REGIONAL MEETING
ON NATIONAL MULTISECTORAL PLANS FOR NCD PREVENTION AND CONTROL
Kuala Lumpur, Malaysia, 11 to 14 June 2012

PROGRAMME OF ACTIVITIES

Monday, 11 June 2012

08:00-09:00 Registration
09:00-09:10 Security briefing Mr Devendra Patel
Security Advisor
United Nations
Department of Security
and Safety
Malaysia, Singapore
and Brunei Darussalam
09:10-09:30 Self-introduction of participants
09:30-10:15 Opening ceremony
Opening remarks Dato' Sri Liow Tiong Lai
Minister of Health
Malaysia
Opening address Dr Shin Young-soo
Regional Director
WHO WPRO
(Election of Chair and Co-Chair)
10:15-10:45 Group photo and coffee break
Overview, current situation and approaches
10:45-11:05 Overview of NCD prevention and control Dr Hai-Rim Shin
and objectives of the meeting Team Leader, NHP

WHO WPRO



Annex 2

11:05-11:25

11:25-11:45

11:45-12:00
12:00-13:00

13:00-13:45

13:45-14:00

14:00-15:15

15:15-15:30
15:30-16:00

16:00-16:45

16:45-17:00

19:30-21:00

National multisectoral plans for NCD:
Current status and challenges

National strategic plan for NCD prevention
and control in Malaysia

Discussion

Lunch

Country presentations
Group 1: Cambodia, Lao PDR, Viet Nam

Discussion

Group 2: Brunei Darussalam, China,
Macao (China), Mongolia, Philippines

Discussion
Coffee break

Group 3: Hong Kong (China), Japan
Republic of Korea, Singapore

Discussion

Welcome dinner hosted by MOH Malaysia

Tuesday, 12 June 2012

08:30-08:45

08:45-09:10

09:10-09:30

09:30-10:00

10:00-11:15

Recap of Day 1

Path forward for multisectoral action MSA)

Discussion
Coffee break
Learning from the field

(1) National level planning and action

Dr Han Tieru

Director, Divisibn o
Building Healthy
Communities and
Populations
WHO WPRO

Dr Zainal Ariffin Omar

Deputy Director
Disease Control Division
MOH Malaysia

Professor Don Matheson
Massey University, New Zealand



10:00-10:15

10:15-10:30

10:30-10:45

10:45-11:00

11:00-11:15

11:15-12:00
11:15-11:25

11:25-11:35

11:35-12:00

12:00-13:00

13:00-13:45

13:00-13:15

13:15-13:30

13:30-13:45

13:45-15:30

Australia

Japan

China

Discussion

(2) Financing MSA

Mongolia

Republic of Korea

Discussion
Lunch break
(4) Working with different sectors

Singapore

Viet Nam

Discussion
Group work 1: Gaps and barriers to MSA
Group 1: Cambodia, Lao PDR, Viet Nam

Group 2: Brunei Darussalam, China
Macao (China), Mongolia, Philippines

Group 3: Australia, Hong Kong (China), Japan
Republic of Korea, Malaysia, Singapore
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Ms Sally Goodspeed
Health in Social Policy
Branch, Department of
Health and Ageing
Canberra, Australia

Professor Mike Daube
Curtin University
Perth, Western Australia

Dr Tomofumi Sone
National Institute of Public
Health, Saitama, Japan

Ms Kong Lingzhi
Bureau of Disease Control
Ministry of Health, China

Annex 2

Mr Tumendemberel Namijil
State Secretary
Ministry of Health, Mongolia

Dr Seo Soon Ryu

Korea Centers for Disease
Control and Prevention
Republic of Korea

Dr Noorul Fatha As'art

NCD Epidemiology and
Disease Control Division
Ministry of Health, Singapore

Dr Truong Dinh Bac

NCD Control and School
Health, General Department
of Preventive Medicine,
Ministry of Health, Viet Nam
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15:30-16:00 Coffee break
16:00-17:00 Group presentations and discussion

Wednesday, 13 June 2012

08:30-08:45 Recap of Day 2

08:45-09:10 Who, why and how of MSA?

09:10-09:30 Discussion

09:30-10:00 Coffee break

10:00-11:15 Group work 2: Roles and responsibilities
of sectors

Group 1: NCD focal points
Group 2: Social sector focal points

Group 3: Finance/Planning focal points

11:15-12:00 Group presentations and discussion
12:00-13:00 Lunch break
13:00-14:00 Group work 3: Next steps

(Country groups to identify next steps
for devel oping/strengthening national multisectoral
plans for NCD prevention and control by 2013)

14:00-14:30 Coffee break

Presentation by countries and discussion

14:30-15:00 Cambodia, Lao PDR, Viet Nam
15:00-16:00 Brunei Darussalam, China, Macao (China)
Malaysia, Mongolia, Philippines

Thursday, 14 June 2012

08:30-08:45 Recap of Day 3

08:45-09:15 Draft global NCD action plan and approach
09:15-10:00 Discussion

10:00-10:30 Coffee break

Draft set of voluntary global targets and
indicators for NCD prevention and control

Dr Belinda Loring
Global Action for Health
Equity Network,

New Zealand

Dr Nicholas Banatvala
WHO Geneva



10:30-10:50

10:50-11:05

11:05-11:20

11:20-11:40

11:40-12:00

12:00-13:00

13:00-14:00

14:00-14:30

14:30-15:00

15:00-15:30

Annex 2

Process of development of a global monitoring Dr Timothy Armstrong
framework including indicators and a set of WHOea
voluntary global targets for the prevention

and control of NCD

NCD surveillance and monitoring in the Region Dr Cherian Varghese
WHO WPRO
Discussion

NCD surveillance and monitoring Dr Oh Kyungwon
Division of Health and
Nutrition Survey, Korea
Centers for Disease
Control and Prevention
Republic of Korea
Discussion

Lunch break

Country inputs into the set of voluntary
global targets and indicators and review
of the draft regional document
Finalization of country inputs

Coffee break

Closing ceremony Dr Han Tieru, DHP

Ministry of Health, Malaysia



SUMMARY OF COUNTRY GROUP WORK

Table 1 - Group work session 1: Gaps & Barriers taiMSA

ANNEX 3

Group 1: Cambodia, Lao PDR, Viet Nam Group 2: Brunei Darussalam, China, Group 3: Hong Kong (China), Japan,
Mongolia, Philippines Republic of Korea, Malaysia, Singapore
Gaps » Limited budget » Lack of data or evidence to convince > Different sectors have different goals
» Lack of commitment of non-health sectors partners of address problem and priorities
» Lack of NCD data » Absence of dedicated budget » Different mind-set
» No governance structure for MSA » Lack of commitment and » Need to have shared goals
» No specific MOH unit for NCD understanding of NCDs in other » MOH & environment have shared goals
» No national MSA committee — only ad hoc meeting sectors — but other sectors eg customs and
» Lack of budget/capacity for public information, » Lack of capacity to do advocacy industry are more dissimilar
communication and education about NCDs campaigns » Privacy protection is strong
» No policy or strategy for NCD prevention » Lack of coherence in mandates of > Gap in implementation
» Big gap between policy and implementation various sectors (eg ministry of » Gap in knowledge of what is effective
» No experience with community-based prevention for industry vs health on tobacco) between sectors
NCD » Lack of a mechanism to encourage, » Ministries used to working in silos
» Low commitment from government motivate other sectors to work with > Lack of leadership
other sectors » Have multiple forums for discussion,
» Poor co-ordination but implementation is a problem
» Good planners but not good
implementers
» Medical mindset — cure/health care
focused rather prevention
Barriers » Conflict of interest: » Lack of capacity in MSA —human  » Competing priorities not shared
0 Between public health and private sector, and  resources and expertise between sectors
0 Between ministries » Lack of leaders/champions in other > No MSA coordination at top level
» Non-health sectors do not understand NCD sectors » Priorities focused on KPI
» Difficulty finding win-wins » Industry interference (Philippines)  » All sectors have “politics” driven
» Lack of human resources/capacity to address NCD > Poor implementation and monitoring agenda
» Government has other priority — poverty reductemg and evaluation of policies » Civil society support needs to be
other priorities within MOH » Geographic and cultural peculiarities stronger
» Health sector does not have same targets as other > Mostly internal barriers, although » Need to address cultural barriers
sectors industry barriers both internal and > No clarity on who is host and who is
» Lack of evidence for best-buys and effectiveness of implementing — everyone wants to




v

actions (in terms of the strength of the sciennd, a
how this information is presented for advocacy
purposes) — need local data/evidence. Global data
lacks power.

Focus of health sector —is on treatment not prément
hospital-focus consumes health budget.

Ministry of health does not have any power
Tobacco and alcohol tax — Ministry of Finance suppo
raising revenue, but not hypothecation — additional
revenue should be allocated to priorities. Hesdittor
needs to make strong business case.

Perceptions of NCDs — slow, not urgent, also self-
induced through individual behaviour

Donor requirements — rigid — prevent flexible use o
existing structures, eg for infectious disease

external

YV V VYV

Y VY

minimise their task

Busy schedules

Need leadership at top and communit
levels

Implementation, resources, human
capacity, monitoring and targets
Trade issues — health sector not
involved in trade agreement
negotiations

Long economic recession

Political sensitivities between countrie

(2]

Opportunities

Need to make NCD a priority within health sectostfi >
Need to establish a co-ordination mechanism

Need to build alliances with other ministries (esp
finance) to advocate with Prime Minister)

Need to align NCD with poverty reduction goals

Make links between NCD and GDP

Set up high-level NCD committee >
Healthy Cities (eg Vientiane)

Expand smoke-free environments, schools workplaces
Expand scope of existing multi-sectoral committ@es
for tobacco or environmental health)

Lobby donors for investment in NCD

Scale up data collection for NCD — better utiliSEERS
data. Better utilise WHO's “Best-Buys” data

Build upon existing relationships eg between Migst

of health and education

Expand food safety measures to include nutritional
quality (eg salt).

Even in countries with “adequate
data” other sectors still need to be
convinced - turning evidence into
compelling story. Risk
communication is critical issue —
information alone is not sufficient

All sectors believe they are working
to promote good human development,
but the consequences reveal
unintended effects (eg obesity, food
poisoning from contaminants) —
health can work with other sectors to
influence policy decisions to avoid
these unintended consequences (eg
through HIA)




Table 2 - Group work 2: Roles & responsibilities olnon-health sectors

Sector

Interests

How NCD relevant

Experience with health

e

12

Office of the » Security » Health of the Military » NCD taken up on a national scale
Prime Minister » Economic Development » General Welfare of the Population » NCD should be discussed in Cabinet
(Brunei) » Welfare » Healthy Workforce contributes to Meetings

development and economy

» Socio-economic impact of NCDs
Ministry of » Safety and health in highly hazardous » Capacity Building to as entry pointfor > Member various Technical Working
Labor, » Capacity Building NCDs Groups
Occupational » Green Workplaces — using green » Civil Service Commission — taking care of> Working with MOH to push NCD goals
Health & Safety technologies (environmental concerns) Government Offices » Quite familiar with the NCD goals of MO}
(Philippines) » Big Issues like employment, wages and
migrant workers
Metro Manila » Traffic — to reduce traffic and improve » Traffic Management » Mandate of MMDA has health impacts
Development physical activity » Urban Planning to consider more  park® No difficulty working with MOH
Authority » Urban Planning walkable streets » With established working relationship
(Philippines) » Health — to bring down the air pollution level Smokefree transport terminals with MOH
of Metro Manila
Ministry of » Food Security — sufficient food » Food Security — sufficient food which » Long term relationship with MOH
Agriculture » Food Quality- nutrition, variety of food and available and affordable -especially fruits » Production of food has shifted from
(China) safety and vegetables guantity to quality to address health goal
» Increased Income for Farmers » Food Quality- nutrition, variety of food and> MOH should speak to Agriculture using
safety; food fortification program, pesticide their language
quality control » MOH should find the shared interest
» Increased Income for Farmers between Agriculture and Health

Ministry of » Our focus is education but not health per se> Nutritionist Skills needed in MOE - staff » MOE: Good working relationship with
Education we know what the children want to eat, but  are teachers, not health experts MOH, budget restrains with the MOE —
(Malaysia) not what is good for them; » Need a main committee at national level —

little control over hawkers outside the

school — local council’s jurisdiction
Prime Minister's  » PM'’s Department — Economic Planning Unie Economic impact of NCD on population is» Health is a federal matter — not very

Department
(Malaysia)

— looking at developmental issues and
budget (developmental budget)

huge — need more collaboration, dedicated
forum where related agencies come
together

engaged with the NCD unit — need more
engagement especially with central
agencies — our plans are general, enhan




social and economic status of population
and improve quality of life

Ministry of » Targets for tax collection » Collaborate on IMC on tobacco
Finance » Increase tax base
(Cambodia) » Increase excise tax on tobacco (from 10 to
20%)
» Licensing alcohol retailers
» Agricultural subsidies
» No food taxes (burden on poor)
» 5 key ministries: health, education, rural
development, agriculture
Ministry of » Government sector » Collaborates more commonly on non NCD
Industry, » Private sector production (including issues (eg food safety)
Investment & traditional alcohol)
Mining » Consumers
(Cambodia) » Marketing of alcohol
» Salt reduction & trans-fat
Ministry of » Plans budgets for government expenditure » Has to cooperate with MOH and Education
Planning (Viet each year on NCD
Nam) » Activities and budgets — approves annual » Contributes to National NCD policy
work plans of every Ministry and Province » Also works with Local authorities
Ministry of » Good learning » Collaborate with MOH on school health:
Education (Viet » Good teaching o No smoking
Nam & Lao PDR) > Good health 0 De-worming
o Safe foods
o Physical activity
0 Sanitation & water
» Annual report back to MOH
» Health, education & agriculture collaboralte
on “planting day”
» MOH staff assigned to support schools




ANNEX 4

COUNTRY SPECIFIC NEXT STEPS IN DEVELOPING NATIONAL MULTISECTORAL ACTION PLANS FOR NCD

Cambodia

Brunei Darussalam

R
D

iet

YV VVVVVVYY

Health Promotion Centre as focal point
Health Promotion Blueprint (2011-2015)
National Physical Activity Guidelines
Community-based wt management
program

Hospital-based obesity control program

What is the To prevent and control of noncommunicable A Nation That Embraces and Practices A 1. To prevent and control NCD in Lao PD
overall goal? diseases in Cambodia and address the effectHtealthy Lifestyle 2. To improve the health status in Lao PD
has on individuals, families and societies 3. To reduce the mortality rate due to NC
(2013-2020)
What are the Best buys: Obesity — 60% of population obese + » Consider national context
priorities? > Unhealthy diet and physical inactivity overweight (2“. NHANSS, 2010-2011) » NCDs major public health and
socioeconomic issue
Feasibility: » An opportunity to reduce modifiable ris
» Public awareness programme about diet factors
and physical activity » A whole of government and society
» Salt reduction through mass media response is needed and is possible
campaigns and reduced salt content in » Best buys
processed foods » Best buys for all major modifiable NCD
» Replacement of trans-fats with risk factors
polyunsaturated fats » This plan focuses on tobacco use, the
harmful use of alcohol and unhealthy d
Resources: » There are a set of cost effective and
» Human and financial resources evidence-based approaches for tacklin
these risk factors
Strengths » Pooled fund (Health Sector Support Leadership commitment and champion » FCTC ratified
Programme) National Health Promotion » National legal framework in place
» Commitment from Minsiter of Health Committee » National Committee in place




Weaknesses » Lack of technical capacities in » Human resource constraint —limited » Agreement in place between tobacco
implementation of existing NSP on NCD technical capacity and numbers industry and government that is in
» Coordination mechanism with other non- > No specified allocated funding for conflict with the national legal
health sectors NCD/obesity framework
» Limited budget » Food Culture, » limited NGO/agencies engaged on
» Body image & perception tobacco control
Opportunities » NCD Task Force » Royal Patronage for Health Promotion > Draft decree for tobacco taxation being
» Provincial NCD Focal Points » National Health Promotion Committee as debated
» IMC on Tobacco Control platform for MSA » TFI being implemented in one province
» IMC for Environment and Health » Partnership with media i.e. experience to build on
» Existing partnership PMO, MoE, MORA,
Mukim Consultative Councils
Threats » Low community participation (around » Food imports energy-dense, nutrient-poor> Challenge of turning legal framework
30% of the people under poverty line and  food (EDNP)& beverages into action
BCC) » Marketing of EDNP food & beverages- > Foreign investors encourage growing G
» Conflict of interest from food industries esp. cross-boarder tobacco
» Conflict of interest from different » Affordability of EDNP food & beverages
ministries » Relatively expensive healthier options
» Changing food habits
» Sedentary lifestyles
Priority selected  Diet & physical activity Obesity Tobacco

for remainder of

guestions
Who can do Prime Minister Office Excise tax increase
what? Develop Muntisectoral Plans for NCD » Policy directions on anti-obesity through >» Government and PM office to agree the

\7\7\7\7)=>

MoH:

Coordiantion

Advocacy for govenrment and
development partners to support NCD
prevention and control

Ministry of Industry Mine and Energy
(MIME):

>

>
>

Advocacy for political support from the
MIME

Raise awareness among food producers
Develop guidelines on reducing salt, suga¥jinistry of Industry & Primary Resources

trans-fat in processed foods

joint-committee HIAP, championing decree and MoJ to enforce
healthy workplace

» Price control of foods — making healthier
choice cheaper

Ministry of Development

» Parks and recreations, pedestrian walk-
ways, bicycle walkways

Ministry of Finance

» Dedicated budget allocation for obesity-

controlled programs at national level

Smoke free indoor workplaces and public
places

» Ministry of Health

» Local authority

Health information and warnings about
tobacco

» Ministry of Culture and Information ,
» Ministry of education and sport,
» Ministry of industrial and trade

1%

”

» Control importation fresh foods




MoEYS:

» Health Promoting School

» Ministry of Information:

» Ban advertisment on unhealthy foods

including non-alcohol beverages targetingMinistry of Home Affairs

to children

» Promote healthy lifestyles through mass » Healthy hawker stalls
Health sector

media
Ministry of Transport:
» Walking and cycling lanes
Ministry of Urban and Land Management:
» Place for doing physical exercise
Local authority:
» Healthy cities

>

Media partners

>

>

>

Development & Promotion of healthier
variety of rice e.g. high-fibre

Bans on advertising and promotion
» Ministry of industrial and trade

Marketing health promotion messages

Healthy Town

Engaging non-health sector and the public
on importance of healthy lifestyles, healthy
diets etc.

Provides technical expertise and advice to
non-health sectors through PA Guidelines,
National Dietary Guidelines

» Strengthen our own Programs on NCD
Control & Prevention
» Ensure integration of all NCD Programs
» Ensure implementation
» Monitor progress
Technical and What is needed? Technical What is needed?
financial » Development of healthy food standard > Dedicated NCD (Obesity) under the Healthh Task force available
resources » Capacity building Promotion Centre with adequate staffs an# Tobacco control committee/unit availak
» |EC materials skills » Funds for health promotion
» Local authority participation » Exploring Possibility of HPC becoming an> New agreement between Lao
» WHO independent board (statutory body) government and tobacco companies
» Capacity building What are the sources?
What are the sources? » Fact-finding mission » Technical assistance
» Government budget Financial » Capacity building for tobacco control
> Bilateral donor » Dedicated budget allocation for obesity- » Legal advice for deal with agreement
» WHO controlled programs at national level » Financial resources (for research,
advocacy, eftc...)
Target and 1. Age-standardized mean population intak&hort term (2013-2015) % of daily current smokers = 15% in 2020,
indicators of salt per day in grams in adults aged 18+ Halting the increase in prevalence of and 17% in 2015 (baseline = 19% in 2010

years = 10g in 2020 (2010 Baseline =17g) overweight and obesity
Age-standardized prevalence of Medium Term (2013-2018)
insufficient physical activity in adults aged> 5% relative reduction

e



18+ years = 5% in 2020 (2010 Baseline Long term (2013-2023)
=10.6%) » 20% relative reduction in overweight and
obesity prevalence

How to get » National advocacy forum » Stakeholder consultation-socializing the » Report to MOH minister
endorsement of » NCD agenda will be discussed in the IMC  proposal and getting feedback from non- » NCD Unit set up in MoH
MSA plan for for Environment and Health health sectors » MSA meeting
NCD » Submit Multisectoral Plans on NCDto  » Getting buy-in at Permanent secretary > National MSA committee
Council Minister for approval forum » Draft of National MSA plans to
» Approval from National Health Promotion ~ submitted to PM to consider and get it
Committee signed
» Chair of National HP Committee will
submit for Royal consent
What are the » IMC for Environment and Health » National Health Promotion Committee > Healthy city approach
institutional » Secretariat of Multisectoral Action » National Committee on NCD Prevention & Healthy village
mechanisms for » Preventive Medicine Department, MoH Control with 5 technical sub-committees —
coordination and  » Council of Agriculture and Rural reporting to NHPC
implementation? Development (CARD) » Health Promotion Centre as one of

secretariat




ANNEX 5

COUNTRY SPECIFIC NEXT STEPS IN DEVELOPING NATIONAL MULTISECTORAL ACTION PLANS FOR NCD (Continued)

What is the
overall goal?

Reduce NCD mortality by 15%

Mongolia

Philippines

Reduce NCD mortality and risk factors

Viet Nam

To reduce mortality and disabilities caused by
major non- communicable diseases to contribu
to improve health of population.

te

What are the 1. Health impacts assessment of other 1. Overweight and Obesity 1. Reduce population based salt consumption.
priorities? sectors’ policies 2. Reduce smoke prevalence.
2. Best buys: prevention, early detection 3. Race awareness of population on NCDs
and management of NCD risk factors prevention and control.
a) Harmful use of alcohol 4. Strengthen primary health care system to
b) Unhealthy diet (salt intake, fast respond NCDs prevention and control.
food and soft drinks marketing) 5. Improve preventive medicine system for
c) Tobacco use prevent NCDs risk factors.
d) Physical activity 6. Strengthen NCDs surveillance system.
Strengths 1. FCTC based law (2005) 1. DOH has an existing program with 1. “Best buy”
2. Standards on tobacco control budget 2. Experience in disseminating iodization salt
endorsed and implemented 2. Trained Health Workers on NCD for population.
3. Data available (WHO STEPS, GYTS,3. Has established networks and alliances 3. Impact come soon (hypertension).
GSHS) 4. Technical Expertise 4. Integration with national school health
4. NRT is included in the essential drug5. Public trust in DOH program.
and medicine list 6. Experience in multi-sectoral engagement
5. First integrated NCD prevention and in Tobacco and TB
control national programme has beer7. Available Data
implemented successfully. Funds 8. Physical Activity Guidelines
were raised to implement this
programme .
Weaknesses 1. Low tax and price on tobacco 1. DOH has not adequately engaged the 1. Low public awareness including health
products sectors outside of Health professionals.
2. Increasing import and local 2. Poor coordinating mechanism for 2. Traditional eating habits (pickle, bacon, use
production of tobacco multisectoral work fish sauce every meal)
3. No institutionalization of tobacco 3. Lack of leadership in other sectors 3. National data unavailable
prevention and control 4. No shared goals
4. Lack of regulation on tobacco control5. No sustained health promotion
5. Lack of strong commitment from campaigns

NGOs 6.

Lack of budget




Opportunities 1. Ratified FCTC 1. International donors and partners 1. Multisectoral committee are established.
2. HPF is functional and dedicate 2% of2. Strong NGO and LGU support 2. Authorities from national government.
excise tax 3. Presence of the Philippine Coalition for 3. Potential capacity of National Nutrition
3. Health warnings on cigarette packs the Prevention and Control of NCD Institute and preventive medicine system.
4. Health sector leadership at local and 4. Media Support 4. Support of WHO
national levels
5. NCD and tobacco control technical
committees in place
6. MSA Coordinator at local level
7. Healthy city and healthy settings
initiatives
Threats 1. Lack of interest from other sectors 1. Industry Interference 1. Food industry and restaurants, providers
2. High level lobbying from tobacco 2. More occasion in eating outside, free fish

industry

sauce in restaurants.

3. Lack of commitment from the 3. Low salt price and available.
Government
4. Lack of understanding from public
5. Lack of understanding of agriculture
sector and other sectors on tobacco as
it is considered as an ordinary
commodity
6. Turnover of high-level senior officials
(health and other sectors)
Priority selected  Tobacco Obesity Salt intake
for remainder of
guestions
Who can do Health sector Health sector (will provide leadership) Health:
what? » Play a leading role for MSA Directions, policies and guidelines » Develop national multisectoral action plan @

\ A%

» Provide technical guide to other
sectors (specific to each sector in line
with health in all policies)

» Invite all sectors to reflect health
aspects from each sector

» MOU for 4 years with each sector
(Cabinet term)

» Leadership on the healthy settings

YV VVYV

Provide Data and Information for

Advocacy >

Provide the coordinating mechanism

Provide preventive/ management services

Resource mobilization within

government and other sources

Regulation or Guidelines for >
0 Mandatory Labelling/ Health

how to reduce salt intake.

Raise awareness by conducting
communications campaign and advocacy
workshops (with Ministry of Culture-
Information and Communication, MOET,
Woman Union)

Develop technical guidelines on
implementation of reduce salt intake for

n



2.
3.

development

Other sectors
1.

Food, Agriculture and Light Industry
(special permit)

Finance (tax and funds allocation)
Education (school curriculum,
prohibition of tobacco retail around
school)

Foreign Affairs and Trade (special
permit for tobacco import and export
State Inspectorate Control (smoke-
free regulation)

Claims
0 Marketing of Food and Non-

alcoholic Beverages to Children >

Education

» Values Formation

Availability of Healthy Foods in the
Canteen

Increase Hours for Physical Activity
Integration of Good Nutrition and

) Physical Activity
Workplace/Labour/Civil Service:

>
>
>

VVY 'V

» Awareness Raising

» Risk Assessment as part of pre-
employment and annual Physical
Examination

» Healthy Canteen

» Fitness facilities in the Workplace

» Signage and IECs

» Incentives and Awards

Agriculture:

» Production of More Fruits and
Vegetables

» Establishment of Trading Centers
especially in urban areas

» Promotion of Backyard Gardening
through provision of seeds and seedlings

Metro Manila Development Authority :

» Engage 17 local government units
(LGUs) of Metro Manila

» Signage in Major thoroughfares and in
public places

» Promote use of pedestrian lanes and
overpasses

» Clearing of sidewalks

National Parks Development Committee
» Development of safe parks
» Provision of Healthy foods in the park

prevent NCDs (with National Nutrition
Institute)

Conduct national survey on salt intake to ge

first baseline information (with National
Nutrition Institute)

Improve capacity for primary health care
worker to provide counseling on salt intake
reduction for patients.

Pilot model on reduction salt intake in scho
and communities (with MOET)

Ministry of Trade and Industry.

Reduce salt in industry food (with MOH)
Food labeling(with MOH)

D

S



Media and Ad Board

» Educate the public on the importance of
healthy eating and physical activity

» Self-regulation of ads on food and
beverages

Department of Trade & Industry

» Awareness Raising

» Teach consumers how to read the label

» Ensure food and nutrition labels for food
and beverages

Technical and Needs: Needs: Technical support needed:
financial » Develop and endorse MSA on NCD > Clinical skills, e.g Health and nutrition » Documentations, guidelines of WHO, othel
resources » High level multisectoral committee counselling countries
comprised of vice ministers from » More tools on physical activity/ exercise » Best practice on salt intake of other countries
different ministries e.g video » Study tour in abroad on successful model an
» Conduct health impact assessment > Technical collaboration on development  reduction salt intake
(provision of tool, capacity building) of national preventative strategy » National survey for measurement of salt
» Capacity building of health sector to » Technical collaboration on intake by urine.
implement MSA implementation of healthy food inthe > Experience on develop and monitor food
» Establish a mechanism for park labelling, food with low salt.
mobilization, motivation and » Financial Resources » Multisectoral collaboration
accountability of each sector on MSA
Sources: Sources:
Sources: » Special societies / professional group > National target program on school health,
» Government of Mongolia » DOH NCDs.
WHO » Singapore experience » WHO, NGO
» Australia experience » Others?

tobacco) » Government
Other sources (INGOs including faith> Private Sector (CSR, Foundation, PPP)
based NGOs, , Bloomberg Initiativesy International Donors’ Support

>
» HPF funds (increase sin tax on
>

Target and
indicators

Tobacco prevalence — 10% reduction> Maintain current level of overweight and> An approved national multisectoral action
Tobacco prevalence in men — 20% obesity (27%) plan by 2012

reduction » Increase in per capita vegetable » Raised awareness of the population (60% by
» Tobacco prevalence in women —to be consumption from 111.0 g/day to 133.0g 2015, 80% by 2020)
confirmed per day » Reduced salt in industry food (10% by 2015

Y VvV




51
12)

» Tobacco prevalence in young people> Decrease prevalence of adults with 20% by 2020)
to be confirmed physical inactivity by 10% from 60.5% > Average salt consumption = 10g/day in 201
» Exposure to second-hand smoking - to to 50.8 by 2016 9g/day in 2020 (baseline = 10.8g/day in 20
be confirmed
» Import level of tobacco products - to
be confirmed
» Export level of tobacco products - to
be confirmed
» Number of retails points around
schools - to be confirmed
» Number of smoke free cities and
provinces - to be confirmed
How to get » To be endorsed by the Cabinet DOH-NCDPC » Multisectoral committee have meeting to
endorsement of » MOU for 4 years with each sector > Organize TWG discuss on NMP.
MSA plan for (Cabinet term) » Prepare Concept Paper » Consultation with relevant sectors from
NCD » Multisectoral Consultations beginning of developing NMP.
» Endorse to DOH Secretary » Advocacy
» DOH Sec. to present to social » Approval from the highest office

>

development cluster of Cabinet
President issues EO

/Cabinet/Prime Minister

What are the
institutional
mechanisms for
coordination and
implementation?

Coordinating Body
» Chair -Deputy Prime Minister >
» Members — Vice ministers of
participating ministries
Technical Committee
» Chair- Vice Minister for Health
» Members -Technical officers from >
participating ministries and agencies >
>
>

Permanent NCD Multisectoral Taskforce

To provide policy directions, oversee
implementation and M & E

Committees, Thematic (Healthy
Workplace, Health Promoting School,
Healthy Park, Healthy Cities)

Advocacy

Plan and Program Development
Research and Surveillance
Monitoring and Surveillance

A\

Multisectoral Steering Committee, Working
group established.

Leader: MoH

National Multisectoral Steering Committee
have annual meeting. Group working
monthly.

Budget mechanism:

+ All sectors have to allocate budget for thei

activities,.
+ National school health program, NCDs

program, WHO, NGOs etc.




ANNEX 6
EVALUATION OF THE CONSULTATION

A. Questionnaire

Evaluation of the Regional Meeting on National

Multisectoral Plans for NCD Prevention and Control

11-14 June 2012

This questionnaire aims to know your impressiorglaarnings in the Regional
Meeting onNational Multisectoral Plans for NCD Prevention an@ontrol.

This evaluation takes about 10 minutes to comg@letethis outcome will be used to
identify the achievements by the participant andeip us improve joint meeting
designs and content.

We sincerely appreciate your very kind assistance.

(Please check)

| was [0 a participant

O a facilitator/a resource person

0 an observer

[0 secretariat




Questionnaire 1

What was your overall impression of this meeting?

Please rate your impression of this meeting by{lthe applicable number.

1: Excellent2: Good4: Not very goodb: Not good

A. The participation in this meeting was

Comments, if any,

B. The facilitation in this meeting was

Comments, if any,

C. The leadership in this meeting was

Comments, if any.

D. Transport for the meeting was

Comments, if any,

E. Facilities of this meeting was

Comments, if any,

F. Accommodation of this meeting was

Comments, if any,

G. Meals of this meeting were

Comments, if any:

H. The overall impression of this meeting was

Comments, if any:

5~1




Questionnaire 2

Please rate your achievement by filling the applieaumber.

1: Excellent 2: Good 4: Not very good5: Not good

Day 1“Overview and situational analysis” 51

a. to understand the objectives

b. to participate in discussion (i.e., questionglgses, or remarks)

c. to collect information

d. to exchange views and information in group disimrs

e. to learn from the experience of other countries

f. Please add any specific experience/learning ghieaed.

Day 2 “Path forward for MSA and learning from the field” 51

a. to understand the objectives

b. to participate in discussion (i.e., questionglgses, or remarks)

c. to collect information

d. to exchange views and information in group distrs

e. to learn from the experience of other countries

f. Please add any experience/learning you achieved.

Day3“Roles and responsibilities of sectors and nesteps” 5~1

a. to understand the objectives

b. to participate in discussion (i.e., questionslgses, or remarks)

c. to collect information

d. to exchange views and information in group distrs

e. to learn from the experience of other countries

f. Please add any experience/learning you actueliieaed.

Day4“Draft global NCD action plan and set of NCD vduntary global
targets” 5~

a. to understand the objectives

b. to participate in discussion (i.e., questionslgses, or remarks)

c. to collect information

d. to exchange views and information in group disimrs

e. to learn from the experience of other countries

f. Please add any experience/learning you achieved.



Questionnaire 3

Please let us know your comments and suggestitemssd’provide a maximum of 5
comments per question.

1. How can your sector/department/agency contrilutiee national multisectoral plans for
NCD prevention and control?

2. What are the additional support/information thithelp you to do this work?

B. Results

QUESTIONNAIRE 1

Excellent Good Not very Not

good good
The participation in this meeting was 47% 53% 0% 0%
The facilitation in this meeting was 58% 39% 3% 0%
The leadership in this meeting was 65% 35% 0% 0%
Transport for the meeting was 33% 63% 7% 0%
Facilities of this meeting was 50% 50% 0% 0%
Accommodation for this meeting was 70% 30% 0% 0%
Meals of this meeting were 56% 44% 0% 0%
The overall impression of this meeting was 53% 47% 0% 0%

QUESTIONNAIRE 2

Day 1 “Overview and situational analysis” Not very Not

Excellent Good

good good

to understand the objectives 61% 39% 0% 0%
to participate in discussion (i.e., questions,

analyses, or remarks) 30% 70% 0% 0%
to collect information 27% 73% 0% 0%
to exchange views and information in group

discussion 35% 65% 0% 0%
to learn from the experience of other countries  45% 55% 0% 0%
Day 2 "Path forward for MSA and learning from theiéld"

to understand the objectives 47% 53% 0% 0%
to participate in discussion (i.e., questions,

analyses, or remarks) 39% 61% 0% 0%
to collect information 30% 70% 0% 0%
to exchange views and information in group

discussion 32% 68% 0% 0%
to learn from the experience of other countries  40% 60% 0% 0%
Day3 "Roles and responsibilities of sectors and heteps"

to understand the objectives 42% 58% 0% 0%
to participate in discussion (i.e., questions,

analyses, or remarks) 31% 69% 0% 0%
to collect information 29% 71% 0% 0%
to exchange views and information in group

discussion 28% 72% 0% 0%

to learn from the experience of other countries 30% 70% 0% 0%



Day4 "Draft global NCD action plan and set of NCDoluntary global targets”

to understand the objectives 44% 56% 0%
to participate in discussion (i.e., questions,

analyses, or remarks) 22% 78% 0%
to collect information 25% 75% 0%
to exchange views and information in group

discussion 25% 75% 0%
to learn from the experience of other countries 17% 80% 3%

Feedback on Questionnaire 3

1. How can your sector/department/agency contribute irthe national
multisectoral plans for NCD prevention and control?

Participants

Coordinate with MOH to initiate MSA on NCD

Increase the quality of food, make sure it is galt

Optimise the structure of food, make sure some lpdugve enough nutrition
Increase the income of people, make sure peopléwahigh quality food

Guide the tobacco farmer to plant other food — grérthey give up tobacco
production

Commitment in terms of:
o Provide dedicated staff to ensure implementatiothe@MNHP
o Provide budget support to activities under the NHP
o Institutionalise the NHP as a policy initiative
o0 Sustained leadership

Engage the local chief executives eg MetropolitaanNd: the 17 mayors are
the policy makers of the Metro Manila Developmenti#ority (MMDA)

Solicit support of the local chief executives thghiapproval of a resolution in
support of the national multisectoral plan on NCD

MMDA as an active partner of the department of Heah advancement of
NCD prevention and control

Assist in the advocacy campaign by providing ergtMMDA structures for
the display of IEC materials on NCD prevention andtrol

Utilising the existing partnerships of MMDA in tlemforcement of smoke-
free policy towards advancement of NCD preventiod eontrol

0%

0%
0%

0%
0%



By advocacy and using win-win approaches and shgoat$ in order to
persuade non-health sectors to take up NCD preareatid control in their
programmes and initiatives

MOH
o0 Head agency
o Provide guidance and expertise to other non-haalttors

0 Health sector must know negotiation and sociaketarg skills in
order for other non-health agencies to “buy-in”

0 Socialise the issue first to the public as welbteer non-health
agencies

o Draft the national NCD action plan
NCDs and their risk factors — advocacy to non-lmesdictors
Leadership in NCD multisectoral action plans

The health sector will definitely lead and initidte multi-sectoral planning
and implementation to prevent and control NCD. fbalth sector has the
responsibility to engage other sectors to addtessléterminants of NCD.

As part of a non-health sector:
o We will include NCDs as targets for our sector

o We aill always mobilise our own stakeholders toadte for the
prevention of NCDs

Happy to share experiences through learnings

Coordination with other sectors about NCD preventiad control plan in our
country

Involve all of NCD preventions and control contemt® subject of the main
curriculum of education system

Continue to implement all of the ways to preventIN&hd risk factors: safe
food and good nutrition; no smoking in schools arate physical activity in
schools.

Establish multisectoral steering committee for NCD
Stronger coordination of MOH

Roles/responsibilities are very specific

Budget to implement MSA

The role of multisectoral mechanisms in prevenM@p

To socialise the plan with non-health sectors



* To assist them in gathering the non-health settonseet
» To discuss the plan at the senior government level
* Through:
o Council of Ministers
o MOH
Education

Sport

o O O

Local government

* Report to the Minister on the NMP-NCD for suppagtin
* Set up the working group and role relevant NMP-NCD
* Prepare guideline

» Give awareness to private sector and SHEs assmtiati
* Provide more evidence for policy-makers process

» Technical support

» Strengthening surveillance and information systems

» Contribute by participation to develop inter-mieisal framework
* Increase awareness of people

» Convince civil society or other ministries to sugpo

* Mass media campaign

* Develop regulation for manufacturing products

* By:

o Expand members of technical working group on NCBhwelevant
minister’s concerned.

o ldentify role of each ministry in responding to N@iBk factor
prevention

o Develop action plan of each ministry related toréguction of NCD
risk factors (tobacco, alcohol, unhealthy food phgsical inactivity)

o Combine action plan into national NCD action plad advocacy for
political commitment on NCD prevention and control

0 Submit to Prime Minister’'s Cabinet for approval

» Consolidating the steering committee of NCDs préeanprogram to promote
ISA



Promoting and coordinating with relevant ministréesl sectors to develop,
improve and promulgate the policies, strategiespans in order to address
economic and social causes of NCDs. (Develop NGvartion strategies
under the preventive health system for the per@222020, making NCD
prevention policy in schools, policies relatingéalucing consumption of salt
and salt in food)

Developing and implementing programmes of the hesdttor on prevention
of NCD risk factors (Developing HP models)

Raising awareness and promoting risk behaviour@hgé through health
communication and education

Secretariat/observers

Excellent coordination and convening role
Building partnerships

Sharing info and knowledge

Help build capacity

By bringing together formal, informal, grassrootsldormal sectors into this
mission is what we strive to do

By advocating and voicing out for transparent dmlation and involvement
of industrial and trade sectors, especially prisaetor

We are willing to work with the government and NGOSNCD action on
prevention and control

Support government to develop MSA plans for NCDvprgion and control
Be proactive to engage other sectors

Raise importance at higher level in sense of natioontext

Advocacy to raise funds

Resource mobilisation

Strong commitment

We can contribute in the following ways:

o Development of plans, by bringing in the perspeiof civil society
and those outside of government structures, asasdhe perspectives
of communities

o Implementation of plans by mobilising our netwodsswell as
ongoing/future programs to address NCD issues

o Advocacy and M&E of plans if engaged



2. What are the additional support/information that will help you to do this
work?

Participants
*  MSA on NCD plan from high level such as Ministed®H of each country
» Health department must find the common interestis other sectors

* Have a larger view for this work — improve othepdgments to do the work
in relation with the NCD

» Political declarations from WHO, eg WHA reports; et

» Provision of IEC materials for distribution to léggvernment units, and
display along major thoroughfares

* Technical expertise in presentation of the NCD paiogplan to officials of the
local governments

» Capacity building by the team engaged in tobacedrob

* Open communication lines to orient us on the umdatel happenings about
NCD around the Western Pacific Region and the world

* Access to information on research and surveillance

e Computerise data on NCDs (DALYs, mortality, finealdourden, economic
considerations)

» Clear cut framework on the prevention and contfdiGDs (policy guidance
at global, regional and country level)

« Basic marketing concepts and strategies (as expeeby other countries)

e Capacity building, and bilateral arrangements sitie of the countries who
have developed “successful” programmes eg Singapoistralia etc

* More staffs who are competent, skilled , hard-wagkand committed in
carrying out this job

» Each country has their own situation - appropf&A approach should be
chosen according to the situation in their respeatbuntry

* We can learn from each other, and help othersigfigid.

* We need to experience and technical expertiseeoflttbal community in
terms of MSA

» Technical expertise
e Capacity building

» Facilitate experience sharing among member states



Stronger commitment of members of government on Bl@@vention and
control

More budget from government and more funds from WNGOs etc.
Technical support from WHO on NCD prevention andtoa

Global Strategy for NCD

Action plan for NCD of WHO

“Best buy” on NCD by multisectoral mechanism

Political commitment

Statistical evidence on NCD

The need for concrete proposals or plans

Share more experiences of health surveillancer@pdnation systems in
other countries

Best-buys of other countries

Experience sharing based on website?

Need WHO to engage Minister of Health to agreeothjective of WPRO
Need model strategy of development country

Need all health partner support

Need multi-sectoral support, and monitoring theiltes

Health impact assessment on urbanization effett©Ds risk factors (related
to transport, infrastructure, food processing &drages)

Financial support to implement the action plan
Regulation to scale up NCDs action
Develop national NCD norms in order to evaluateptogress of MSA

Negotiate with UN organisations and others partrnpss(eg Bloomberg,
Gates) to support NCD programmes.

Guidance document son risk factor prevention, teglas and processes to
implement early detection, prevention managemeninselling in the
community.

Training to improve capacity of preventative meakcnetwork in prevention
of NCDs, such as officials to study and exchangeeggnces.

Establishing a surveillance network for NCDs ars# factors in the
community, which bases on integrating into avadahlrveillance systems

Funding



Secretariat/observers

Compilation of all papers and presentations

Cooperation, collaboration and inclusion of NGO® igovernment planning
and action

Indicate more detailed steps/roadmap to estabtisfpeehensive MSA plans
for NCD prevention and control

In the future, continued inter-country exchangd & very helpful

Involvement and engagement in various relevanafimr us to better
understand the issues, needs and gaps, and how/wheran fit in/contribute.

Global action (2013-2020)

Technical support from WHO

Raise awareness of UN agencies at country level
Information sharing among countries

Tools for engagement of other sectors (negotiaimgpmmunication skills)
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1. INTRODUCTION

Noncommunicable diseases (NCDs) and their four main risk factors are responsible for an estimated
30,000 deaths every day in the Western Pacific Region and constitute one of the critical
development challenges for the 21st century. NCDs are a serious threat to the economies of many
Member States and are likely to increase inequalities. Through the Political Declaration on NCDs (1),
Heads of State and Government and their representatives committed to: establish or strengthen, by
2013, national multisectoral policies and plans for NCDs, taking into account the Global Strategy for
the Prevention and Control of NCDs (endorsed by the World Health Assembly in 2000) and its Action
Plan (2008).

To assist countries in developing these national multisectoral policies and plans for NCDs, this paper
describes examples of multi-sectoral action (MSA) on NCD from around the Western Pacific Region.
It considers approaches at a national level, as well as activities at a sub-national or local level. It also
describes MSA in relation to the four main NCD risk factors: unhealthy diet, physical inactivity,
tobacco use and alcohol consumption. The paper synthesises some of the common themes,
methods, challenges and opportunities that emerge from these experiences, and highlights key
elements of successful approaches.

2. WHY DO WE NEED MSA FOR NCD PREVENTION AND CONTROL?

Preventing and controlling NCD is an urgent priority for all countries in the Region. Crucially, most of
the drivers of NCDs and their risk factors lie outside the control of the health sector. The health
sector alone cannot adequately prevent and control NCD. Multi-sectoral action is required to create
enabling environments, in homes, villages and cities, so that healthy choices are the easy choices.
To achieve this, action is required in domains such as trade, food and pharmaceutical production,
agriculture, urban development, pricing, advertising, information and communication technology
and taxation policies (2). Multi-sectoral action is required to break the cycle of poverty and NCDs.
The prevention and control of NCDs and their risk factors have a positive impact not only on health,
but also on productivity and economic and social development.

Multi-sectoral action is required to implement a number of the “best buys” identified by WHO for
NCD prevention and control (Table 1). These best buys are interventions with compelling evidence
for cost-effectiveness that are also feasible, low-cost and appropriate to implement within the
constraints of the local health system (3). Policy-makers can consider best buys as a core set of
multisectoral interventions that are a priority to bring to scale.
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Table 1 - "Best Buys" for NCD Prevention and Control

Population- | Tobacco use - Excise tax increases
based - Smoke-free indoor workplaces and public places
interventions - Health information and warnings about tobacco
addressing - Bans on advertising and promotion
NCD Harmful use - Excise tax increases on alcoholic beverages
risk factors of alcohol - Comprehensive restrictions and bans on alcohol
marketing
- Restrictions on the availability of retailed alcohol
Unhealthy - Salt reduction through mass media campaigns
diet and and reduced salt content in processed foods
physical - Replacement of trans-fats with polyunsaturated
inactivity fats
- Public awareness programme about diet and
physical activity

Source: (3)

Governments have a key responsibility to coordinate action across sectors, if the NCD crisis is to be
averted. The recognition of whole-of-government responses by the Political Declaration on NCDs
highlights the responsibilities and opportunities of government to lead and facilitate actions of many
sectors (3). However, governments cannot do this alone — action also needs to come from the
private sector, community organisations and international organisations, and effective partnerships
are required to ensure that co-benefits are maximised.

3. WHAT IS MSA?

Working together across sectors to improve health and influence its determinants is often referred
to as multi-sectoral action on health. A number of terms are used, often interchangeably, for
engaging sectors outside of health. These include: intersectoral action for health, multi-sectoral
action, whole-of-government, health-in-all-policies, and healthy public policies (3). This paper uses
the term “multi-sectoral action” in line with its use in the Political Declaration on NCDs.

International experience indicates that governments can make substantial achievements in reducing
the disease burden, disabilities, and premature mortality caused by NCDs through multisectoral
approaches (4). While experience is still emerging, preliminary evidence shows that strengthening
commitment to address NCDs and forging new collaborations and partnerships to do so are critical
to making progress. Partnering can occur among and through different stakeholders (4):

» Individuals, families, and communities

> Government, communities and NGOs (including religious institutions, civil society, academia,
media, voluntary associations)

» Governments, the development partner community (within countries), as well as with civil
society and, as appropriate, the private sector

Countries in the Western Pacific Region are approaching the NCD challenge from very different
starting points. The priority issues and opportunities/entry points to initiate MSA vary. MSA on NCDs
is highly influenced by context. There is no “one-size-fits-all” approach, and the types of effective
approaches and processes vary between different socio-political contexts. An approach that works
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well in one country or with one issue, may not work in another. It is therefore of limited use to offer
countries prescriptive step-by-step instructions on how to implement MSA on NCDs. There are
however multiple examples of countries around the Region who have successfully undertaken MSA
for NCDs.

4. MSA IN THE WESTERN PACIFIC REGION

4.1 NATIONAL LEVEL APPROACHES IN THE REGION

Key messages:

» A high-level national government plan or vision can be a useful foundation for developing
national MSA for NCD.
» Many countries have existing multi-sectoral mechanisms for health that could be used.

Y

Existing HiAP or Healthy Islands approaches are well suited to be applied to the prevention and

control of NCD.

» Having a national multi-sectoral mechanism for identifying priorities and actions is helpful for
multiple “complex” problems beyond NCDs.

» Some countries have developed a national multi-sectoral strategy for NCD overall, others have
started with particular NCD priorities such as tobacco or nutrition.

» Some countries have used a very centrally led approach, where others devolve more
responsibility for integrated planning and implementation to local bodies.

» Countries in the Region have developed multiple approaches for sharing accountability across

sectors.

Multi-sectoral partnerships can take many forms, and can include partnering with communities,
NGOs, local governments, and the private sector. Not all MSA on NCD occurs at the national level,
however national level collaborations and partnerships are vital, because priority setting and
resource allocation occurs at this level (4).

National strategies for MSA on NCD across the Region broadly fall into two categories:

» A whole-of government or “Health in all policies” approach, which integrates a systematic
consideration of health concerns into all other sectors’ routine policy processes.

» More issue-centred approaches, aiming to integrate specific health concerns into relevant
sectors’ policies, programmes and activities.

WHOLE OF GOVERNMENT OR “HEALTH IN ALL POLICIES” APPROACHES

A whole-of-government or “health-in-all-policies” strategy aims to integrate a systematic
consideration of health concerns into all other sectors’ routine policy processes, and identify
approaches and opportunities to promote better quality of life (5). It is important to note that terms
such as “Health in All Policies” (HiAP) can work well in some settings, but can be problematic in
others. HiAP can be seen as health-centric, with the health sector imposing their objectives on other
sectors. MSA for NCD needs to seek out opportunities for enabling other sectors to achieve their
objectives in a way that supports better health outcomes.

Brunei Darussalam’s Health Promotion Blueprint 2011-2015 (6) has been developed to fulfil one of
the three aims outlined in the National Vision for 2035: for the country to be recognised for its
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quality of life. The Blueprint sets out a number of strategic objectives for the prevention and control
of NCDs and the promotion of healthy lifestyles:

1. Establishing and strengthening health in all policies across Government, where relevant
public policies will need to be strategically aligned and more inclusive of health and well-
being outcomes;

2. Developing effective, quality and innovative health promotion programmes, particularly to
address risk factors for NCDs;

3. Enhancing inter-sectoral collaboration and partnership between Government agencies,
NGOs, private sector, civil societies and communities in the implementation of specific
initiatives; and

4. Developing and enhancing skills and competencies in health promotion.

At the national level, an inter-sectoral mechanism on health promotion already exists: the National
Committee on Health Promotion. This multi-sectoral committee is currently chaired by the Minister
of Health and its members include representatives from several government agencies, non-
government agencies and the private sector.

Health in All Policies - South Australia

Acknowledging that the best opportunities to influence health lie outside the direct control of the
health sector, the Government of South Australia adopted Health in All Policies (HiAP) as part of its
Strategic Plan - the Government’s overarching vision to which all government agencies were
accountable. Oversight for HiAP was placed with a supra-ministerial committee (the Executive
Committee of Cabinet) reflecting the importance of the work. The HiAP health lens analysis process
builds on traditional health impact assessment methodology and provides a mechanism for
collaborative work to achieve goals of different sectors in a way that is also good for health. Key to
this approach is the understanding that Health in All Policies works on the issues of other sectors,
not just health issues in these sectors. Investing in building strong inter-sectoral relationships
provides an opportunity to explore some of the interconnections between strategic targets, and to
identify joint areas of work to achieve a win-win solution (7).

In the Pacific, a vision of “Healthy Islands” has proven to be a powerful unifying driver for taking a
more holistic approach to health and environmental wellbeing (8). This could equally be applied to
take a HiAP approach to the prevention and control of NCD.

Having a national multisectoral mechanism for identifying priorities, and determining a coherent
plan of action, can be useful for many issues (beyond NCD). Many of the major development
challenges facing low and high income countries alike (eg climate change, economic crises,
urbanisation) do not fit neatly in the realm of a single sector. These complex or ‘wicked’ problems
require a multi-sectoral assessment and response, and a single national co-ordination mechanism
could be set-up to address many of these problems as an ongoing governance structure.

OTHER NATIONAL LEVEL APPROACHES

Alternatively, a narrower, more issue-centred strategy can be used where the goal is to integrate a
specific health concern into other relevant sectors’ policies, programmes and activities (5). There
are a number of examples from around the Region, where countries have developed a national
multi-sectoral strategy either for NCD overall, or for particular NCD priorities such as tobacco or
nutrition. These examples emphasise the need for the policy response to be built out of the local
context - for instance the strong family structure in Philippine society is used as a core element of
the response in the country. Other examples reflect the degree of comfort in the society with
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centrally planned interventions. Understanding a society’s political economy is a crucial step in
designing what sort of approach would be most successful.

As an example of a centrally-led approach, Malaysia’s National Strategic Plan for Non-
Communicable Disease 2010-2014 (9) targets the major common NCD risk factors in a
comprehensive and integrated way:

“Prevention, control and management of Cardiovascular Disease and Diabetes will be made
accessible for all population with participation in partnership with various stakeholders and
integrated into the social, economic and environmental systems to establish a robust
platform for effective reduction of these diseases.”

Many activities in the national strategic plan fall out outside the mandate of Ministry of Health.
Therefore, to help implement the strategy, the “Cabinet Committee for A Health Promoting
Environment” was created. This committee is chaired by Deputy Prime Minister, and includes of 10
other Ministers from various sectors. The plan outlines the key roles that various sectors have in
addressing NCDs. For example, the Ministry of Agriculture is requested to promote the availability
of fresh local fruits and vegetables, via subsidies for farmers and to hold more regular agricultural
fairs. The Ministry of Information, Communication, Arts and Culture is tasked with regulating the
advertising of unhealthy food/drinks to children, and the Ministry of Domestic Trade, Co-operation
and Consumerism is responsible for using regulations and fiscal measures as a barrier to consuming
unhealthy food and drinks.

In other countries, the approach to MSA for NCD is centrally co-ordinated but more locally
implemented. The Philippines’ National Policy on strengthening prevention and control of lifestyle
related NCD (10) is centred around promoting an integrated approach to NCD prevention at the
family and community level. Responsibility for personal health services has been devolved to local
government units, and this strategy argues that the same should apply to NCD prevention. The
Department of Health takes lead, to develop a national program and plan of action for prevention
and control of lifestyle-related NCDs, and then advocates/provides template for this program to be
integrated into the annual health action plans of local government units and other partners. The
Department of Health will also focus on developing grassroots community partnership and
participation, to “establish broad base of support” for planned interventions.

Some countries have used specific NCD issues as the focus for multi-sectoral planning. Cambodia’s
Health Strategic Plan 2008-2015 (11) notes that NCDs are expected to increase, and “the Ministry of
Health needs to become a focus for inter-ministerial coordination to bring disease prevention
aspects into policy formulation work in all ministries.” In Cambodia, NCD related strategic plans
currently being developed include: the National Strategic Plan for Non-Communicable Diseases
2007-2010, National Environmental Health Action Plan for Cambodia 2007-2010 (NEHAP), Mental
Health Strategic Plan 2008-2012, and the Cambodia National Strategic Action Plan for Tobacco
Control 2006- 2010 (NSAP-TC). The draft National Strategic Plan for Non-Communicable Disease
provides the overarching framework for all NCD planning. The NSAP-TC and NEHAP are multi-
sectoral plans, engaging not only the Ministry of Health but also other Ministries and National
Authorities, including Environment, Education, Labour, Commerce, Justice, Water Resources,
National Assembly, and the National Disaster Management Committee.

Other countries demonstrate the opportunity for growing the NCD agenda as an extension of an
existing health agenda. Whilst the focus of the People’s Democratic Republic of Lao’s National
Nutrition Policy 2008 (12) is currently on under-nutrition, the approach outlined in the policy
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provides an equally applicable framework to address emerging NCDs. Key principles of the policy
include:

e Decentralization: bottom-up planning supported by increased implementation at provincial
and district level;

* Integration and effective cooperation: integrating nutrition interventions into all relevant
sectors;

e [Institutionalizing nutrition within government: establishing coordination mechanisms for
planning, implementation, management and monitoring of the nutrition program;

By Prime Ministerial decree, the Lao Ministry of Health is responsible for coordinating with other
Ministries, concerned organizations, and local authorities at all levels on nutrition, in order to
implement effectively the National Nutrition Policy.

Mongolia has consolidated several diffuse national strategies into an overarching national response
to NCD. Mongolia’s National Programme on Integrated Prevention and Control of
Noncommunicable Diseases 2007 (13) directs the Minister of Health, Minister of Finance, Minister
of Food and Agriculture and the Governors of Capital City and provinces to contribute funds towards
implementing the programme. Several separate national programs had previously been
implemented in Mongolia to combat with the increasing number of NCDs. Mongolia found that this
approach, based on multiple strategies for separate NCD risks/conditions, was a poor use of a
limited budget and capacity, and was exacerbated by a lack of cooperation between agencies.
Therefore, in line with WHO recommendations, this new strategy represents a move from old
risk/disease specific approaches towards integrated NCD risk factors prevention and control
addressing several risk factors. In order to create sustainable mechanism for coordination and to
improve participation of other sectors, the National Council of Public Health will be responsible for
overall coordination with other stakeholders in implementing the programme. Local Sub-councils of
Public Health headed by the local Governors will be responsible for management, coordination and
monitoring of the programme at the local level.

Mongolia’s plan outlines extensive specific responsibilities for other sectors — eg the Foreign Affairs
Ministry is to reflect national NCD policy in contracts with foreign donors, the Ministry of Justice is to
intensify implementation of alcohol control objectives, and Ministry of Finance is to implement
tax/pricing incentives to reduce consumption of tobacco, alcohol and unhealthy foods. This list
includes the military, private sector (eg food industry) and mass media. It is unclear how these
requirements will be enforced or enacted for those partners who are not government agencies.

In developing Hong Kong’s Strategic Framework for Prevention and Control of Non-communicable
Diseases (14), an important initial task was to set a clear vision, to provide focus and remind people
of the long-term purposes of their work. The following vision was developed:

“Hong Kong will have a well-informed population that is able to take responsibility for their
own health, a caring community that integrates public and private sectors to ensure healthy
choices for the public, a competent healthcare profession that views health promotion and
preventive medicine as priorities, and a sustainable healthcare system that incorporates
strong elements of health promotion, disease prevention and curative care for our people,
thereby significantly reducing the toll of disease burden including disability and premature
death related to NCD.”
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4.2 SUB-NATIONAL & LOCAL APPROACHES

Key messages:

» MSA for NCD has also been successfully used at a sub-national level in the Region, either as an
adjunct to or in the absence of national action.

» Successful local approaches commonly have a high-level local political leader (eg mayor) to
champion the cause.

» Existing Healthy Cities networks and Healthy Villages models provide a strong starting point to
enhance local MSA on NCD.

» Local approaches are often led by municipal authorities, rather than the health sector.

Intersectoral approaches have also been successful at a local level. Sub-national leadership can be
particularly important in a diverse and decentralized country. For example, a number of cities in the
Region have demonstrated the important role that local governments can play in promoting smoke-
free environments, especially if there is weak national tobacco control.

In Japan, Kanagawa became the first prefectural government to pass a local ordinance to restrict
smoking in indoor public places in March 2009 (15). It acted in the absence of effective national
tobacco control measures to protect people from exposure to second-hand tobacco smoke. The
ordinance aims to protect people from the negative health impacts of second-hand smoke. Its rapid
enactment benefited from the political leadership of the governor as well as intensive
communication between the government and a wide range of stakeholders in Kanagawa and
beyond. The smoke-free efforts of Kanagawa could facilitate smoke-free action by other subnational
and national governments for healthier environments.

HEALTHY CITIES/VILLAGES

The WHO Healthy Cities Program has encouraged MSA on NCD risk factors in many cities across the
Asia Pacific region. There is an active Alliance of Healthy Cities in the region, with members from
Australia, Cambodia, China, Japan, Republic of Korea, Malaysia, Mongolia, Philippines and Viet Nam.
Members of the Alliance are municipal governments, national governments, NGOs, private sectors,
academic institutions, and international agencies. The Alliance promotes the interaction of people
and information exchange, research development, and capacity building programs. It also issues
Partnership Development awards to acknowledge cities which demonstrate outstanding MSA.
Recent awardees include the Health Promotion Board, Singapore, for its successes with
partnerships; Sai Kung District, Hong Kong SAR, for extending the breadth and depth of intersectoral
partnership through a district-wide holistic health promotion campaign; and Gangnam-gu, Seoul, for
developing a partnerships to create a walking-friendly Eounju Street (16).

A “healthy villages” model, such as that being implemented in Lao PDR could be a useful entry-point
for building in MSA on NCD. At present, the Lao model focuses on primary health care, sanitation
and safe water supply, but this could easily be expanded to incorporate other priority NCD issues. To
qualify for a model healthy village, a village should maintain a clean environment and practice basic
hygiene principles: having safe water, eating well cooked food and maintaining clean housing. In
addition, primary health care, immunization, safe motherhood practices, medicines, etc, should be
available for the village.
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OTHER LOCAL EXAMPLES

Songjiang District in Shanghai established a working mechanism for comprehensive prevention and
control of chronic diseases called "government-led, multi-sectoral cooperation and professional
support, and social participation"(17). District government formulated a series of supportive policy
documents. Measures implemented included health education through media, schools, workplaces
and community markets, smoke-free hospitals and schools, In addition, tape measures and
measuring spoons to control salt and oil were distributed to homes, and 35km of walking paths were
constructed.

Let’s Beat Diabetes - Auckland, New Zealand

Let’s Beat Diabetes (LBD) is an example of a local level-community partnership multi-sectoral
approach, led by the health sector. A wide group of community partners, led by the Counties
Manukau District Health Board (DHB) developed a five year district-wide multi-sectoral strategy
aimed at long-term, sustainable change to prevent and slow diabetes. It was guided by the basic
concept that a ‘whole society, whole life course and whole whanau/family’ approach was needed
including action on social determinants (18). LBD has been successful in facilitating and supporting a
considerable range of collective action and broadened relationships from over 500 partners. These
partners range from ‘grassroots’ community groups, NGOs, and churches, to government agencies,
large employers and multinational food companies.

LBD demonstrates the potential for health led MSA action to leverage funding from other sources. A
small focus of LBD activity was to encourage the number of community vegetable gardens — this
activity drew attention and co-funding from the Ministry of Health, the Ministry of Maori
Development and charitable trusts; the local Manukau Institute of Technology developed an
accredited horticulture course, the local councils have supported the activity on council controlled
land, and neighbouring district health boards are introducing similar projects (18).

LBD also demonstrated some exciting partnerships with the private sector to address the
environmental determinants of diabetes. The DHB and food industry representatives collaborated
to undertake a range of practical activities, including making sugar-free drink the default option
across 21 McDonald’s restaurants, which saw a 17% reduction in sugar consumption across the
drinks range in 6 months, around 10 tonnes less sugar consumed (18). Other initiatives included
fruit and vegetable promotion though a low cost supermarket chain, with pricing discounts,
promotional activity and meal preparation demonstrations, as well as agreement by four large dairy
providers to work together on increasing milk consumption — but with a greater proportion being
low fat milk (18).
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4.3 MSA FOR SPECIFIC NCD RISK FACTORS

Key messages:

» Starting with one NCD risk factor or issue can be an entry point to initiate MSA for NCD.

> Bi-sectoral approaches (eg between health and education) can also be used as a starting point if
more comprehensive MSA is difficult.

» A number of countries have worked with the food industry and retailers to make progress with
salt and trans-fat reduction — usually led by the health sector.

A\

For NCD risk factors, MSA addressing both the demand and supply side is important.

» Trade interests can serve as a barrier to implementing MSA on unhealthy food, tobacco and
alcohol. Other governments, private corporations and international organisations can be
powerful sources of resistance.

» Most MSA for physical activity focuses on promoting physical activity in schools and workplaces.
Partnerships for physical activity could be strengthened, especially between ministries of
transport, education and public works/infrastructure, to modify built environments.

» Multi-sectoral collaboration has seen smoke-free legislation successfully introduced in a number
of countries in the Region.

» There are strong financial arguments for increasing taxation on tobacco and alcohol, making it
an easier “win-win” for health and finance sectors.

» The WHO FCTC and existing national MSA structures for tobacco controls, make tobacco control
a strong starting point from which to expand MSA for NCD.

» Ministries of Justice and the police are important allies in MSA on alcohol.

PROMOTING A HEALTHY DIET & SALT REDUCTION

Countries in the region have implemented a range of multi-sectoral strategies to promote a
healthier diet, including working with the food industry to reformulate foods, raising consumer
awareness/demand for healthy products, labelling and price mechanisms. In terms of improving the
nutritional quality of food, a number of sectors could take the lead, including the Ministry of Health,
Ministry of Agriculture or Ministry of Trade. The Ministry of Health may have the least power to act,
on issues of food standards and taxation. One strategy to take a whole-of-government approach
would be to set up a national agency to look not only at biological and chemical contaminants of
food (“food safety”), but also at nutritional quality (high level of trans-fat, salt etc) of the food (19).

Some countries in the region have been able to regulate the food industry, such as Singapore’s
legislation restricting trans-fat to no more than 2g per 100g product for fats and oils and requiring
mandatory labelling trans-fat levels (20). Other countries have been able to work with the food
industry (eg Malaysia, China) to implement voluntary labelling and guidelines to reduce the amount
of salt, sugar and trans-fat in food. The Malaysian Health Ministry has succeeded in getting major
food and drink manufacturers to commit to reducing the salt, sugar and trans-fat content in their
products, as well as provide nutritional content labels on the food and drink packaging (21). In 2011
manufacturers agreed to reduce the salt content in 11 food products; and in 2012 will expand this to
another five products (ketchup, sauces, biscuits, instant soup and instant noodles). Voluntary codes
of practice can be effective, but require monitoring and the threat of legislation. Voluntary systems
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are quicker and easier to implement and more flexible. They form part of a cascade of tools ranging
from guidelines, codes of practice, self-regulatory measures, to government regulation and
enforcement.

However in other countries in the region it can be more difficult to engage with the food industry (eg
Viet Nam) (19). This is especially true in countries highly dependent on imported food products from
neighbouring countries (eg Brunei Darussalam, Pacific Island Countries). Other governments have
bypassed the industry by banning the importation of certain unhealthy food items (eg Samoa
banning turkey tail imports). Countries that embark on these strategies must prepare themselves for
strong resistance from more powerful exporting nations and industry groups. For example, in
response to pressure from the WTO, Samoa has agreed to reverse its ban on turkey tail imports (22).
International co-operation across the region is desirable, for example to create multi-national
agreements for certain products. In countries such as Lao PDR the context for action on salt is
complex — domestic salt producers are lobbying for government help to enhance production (23),
salt is given away free to families in health and poverty alleviation programmes, and salt
fortification with fluoride and iodine is instrumental to other health and dental programmes (24).

Engaging directly with food retailers has proved successful in a number of countries (eg Singapore,
Hong Kong, the Philippines). Singapore has worked to stimulate public demand for healthier food
options, to apply bottom-up pressure on the food industry to produce healthier options. In Japan,
the Ministry of Health, Labour and Welfare, and the Ministry of Agriculture, Forestry and Fisheries
jointly compiled a “Dietary Guidelines for Japanese ”, and “Japanese Food Guide Spinning Top” to
provide easy-to-understand information on what and how much to eat and thus encourage
individuals to follow an appropriate lifestyle.

Promoting demand & supply for healthy food - Singapore

The Singapore Health Promotion Board (HPB) has worked with independent and chain restaurants to
provide healthier dishes (25). The HPB also works with the Ministry of Education to help schools
conduct culinary training for tuck-shop vendors and assess food and drinks sold in the tuck-shops.
Hawkers are encouraged to use healthier ingredients (e.g. brown rice, whole-grain noodles) and sell
those meals at a lower price. In addition the HPB has been gaining the support of local politicians
and working with community leaders to generate demand for healthier products (eg educating the
public to “ask for less oil” or “ask for the skin to be removed”).

The Healthier Coffeeshop initiative (26), a partnership between the HPB and Bukit Batok East
Constituency, has produced Singapore’s first healthy coffeeshop, aiming to make healthy lifestyle
choices accessible and affordable for residents. All eight food and beverage stalls are committed to
serving healthier choices using more wholesome ingredients such as brown rice, wholegrain noodles
and healthier oil, which is lower in saturated fat. The calorie count of these dishes is also displayed
at the stalls" menu boards. For example, the chicken rice is served with brown rice and skinless
chicken, and the Muslim dishes are cooked using healthier oil and less salt. The coffeeshop owner is
so convinced of the viability of this business model that he is currently working with HPB to convert
all nine of his coffeeshops into Healthier Coffeeshops.

Fiji, Samoa, Nauru and French Polynesia have all taken a MSA approach to implementing taxes on
sugary drinks (27). Samoa also introduced its 2011 Healthy Food Bill to control imports of unhealthy
food (28). Interaction between the Ministries of Health, Finance and Revenue occurred at almost
every stage of the policy making process in these countries. In regard to agenda-setting, relevance to
government fiscal priorities was important in gaining support for soft drink taxes. However, the
active involvement of health policy makers was also important in initiating the policies, particularly
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in Nauru and French Polynesia. The use of existing taxation mechanisms also appeared critical for
success.

Multi-sectoral action on salt: Shanghai, China

In 2008, multi-sectoral salt control action was launched by the Shanghai Municipal Health Promotion
Committee (SMHPC) (29). The project involved a range of government departments, organizations
and citizens in the city. In early 2008, the multi-sectoral cooperation mechanism was established
leading by SMHPC, including Shanghai Municipal Health Bureau, Shanghai Municipal Medical
Insurance Bureau, Shanghai Municipal Education Committee, Publicity Department of the CPC
Shanghai Municipal Committee and Shanghai Municipal Administration of culture, radio, film and TV.
Shanghai Municipal Transportation Bureau ran non-profit advertising for salt control on television
screens in the subway in rush hour. Major cinema chains played non-profit advertising for salt
control in conjunction with movie trailers. Control spoons which can contain two grams of salt were
delivered to 6 million families by Shanghai Post Company in one month. Shanghai Municipal
Education Committee distributed control salt spoons in all primary schools in Shanghai. Workplaces
and restaurants also received spoons and participated in education activities.

PHYSICAL ACTIVITY

Effective multi-sectoral interventions to promote physical activity include physical education in
schools; incentives for work-site healthy-lifestyle programmes; and increasing the availability of safe
environments in public parks and recreational spaces to encourage physical activity (3). A number of
countries have made progress with implementing these measures and others.

MSA to promote physical activity in the Region has largely occurred at a local government level. For
example, Shanghai’s “four controls, one move” initiative in 2007 focused on dietary salt control,
dietary oil control, weight control, smoking control and supporting citizens to take 10 000 steps per
day (30). The approach was to move the NCD control strategy “upstream” from a purely medical
model of treating disease. The key elements for success of this strategy were the high-level political
support and advocacy (from the Vice Mayor) as well as the engagement of individuals, families,
restaurants and the food industry.

Other key partnerships at a national level have involved ministries of transport, education and public
works/infrastructure. For example Malaysia’s National Strategic Plan for Non-Communicable
Disease (9) includes the expansion of an efficient public transport system throughout Malaysia, and
policies to limit the use of private transportation in the city centres to promote the use of active
public transport. It also plans to increase the availability of facilities in the community to promote
physical activity and exercise in a safe environment, e.g. public parks, public sports complexes,
jogging and cycling paths, and public gymnasiums.

Cambodia intends to work with municipalities, governors, the Ministry of Public Works and
Transportation, and schools to advocate for and develop a draft policy which may include:

e Provision of adequate footpaths, cycle ways and open spaces in new areas or development
sites including new slum areas

¢ Promote use of existing facilities and beautify/maintain existing green areas and walkways

¢ Urban planning policies that encourage walking or cycling rather than motorized vehicles eg
cycle ways

e Motor free zones
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Mongolia’s National Strategy on Healthy Diet and Physical Activity (31) is jointly the responsibility
of the Minister of Health and the Minister of Food, Agriculture and Light Industry. The action plan to
implement this strategy outlines an ambitious number of actions to promote physical activity, and
specifies which sectors/agencies are responsible for delivering these. Specific activities include:

e Create safe environments for commuting on bicycles and wheelchairs on grounds belonging
to state institutions and business entities.

¢ Include construction of sport grounds in city planning design, and improve quality of these.

¢ Increase number of parks and gardens for public physical activities and sports in aimags,
capital city, soums and districts.

e Provide state support through tax benefits and loans to organizations renovating or creating
new buildings to provide public sport services.

e Support domestic production of sport equipment and goods.

¢ Include in the physical education curricula in all educational institutions a test on physical
development of students, and make it one of the indicators to evaluate work of the gym
teachers.

e Establish indoor and outdoor sport facilities in dormitories of all schools and create
conditions for continuous operation thereof.

e Organize physical activity groups and training rooms within business entities and
organizations.

¢ Increase ratio of information on nutrition and physical exercise in mass media, radio and TV
programs, and enrich types and forms of information broadcasted.

TOBACCO CONTROL

Multi-sectoral collaboration has seen smoke-free legislation successfully introduced in a number of
countries in the Region, at both national and sub-national levels. For example, Hong Kong has
smoke-free legislation for all indoor public places, restaurants, workplaces, public transport and
some outdoor public spaces (32).

In other countries in the Region, tobacco control remains an area of enormous untapped potential
for action. The fact that all WPRO countries have signed the WHO FCTC means this may be an
“easier” place to begin MSA for NCD. Tobacco control in New Zealand has been boosted by the
announcement of a whole of government goal to be smoke-free by 2025 (28). The occurred as a
result of a Maori Affairs Select Committee inquiry into the tobacco industry and Maori smoking
rates, which received over 260 submissions from the public and from NGOs, health organisations,
universities, Maori tribal groups, and industry groups. A key strategic feature of this inquiry was that
the behaviour of the tobacco industry was being called to account, rather than smokers or the
health impact of smoking. In response, the Government agreed to develop targets for reducing
smoking rates with the goal of becoming a smoke-free nation. It will also consider law changes
around the promotion, packaging and display of tobacco products as part of the Smoke-free
Environments (Controls and Enforcement) Bill currently before Parliament. The Government agreed
to set specific mid-term targets as a means to ensure meaningful progress towards the longer term
goal of making New Zealand essentially a smoke-free nation by 2025 (33).
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Smoke-free public spaces — Davao, Philippines

Davao implemented a city ordinance prohibiting smoking in indoor and some outdoor public places
before a national tobacco control law was adopted. Its legislation process greatly benefited from
support of a local political leader, participation of wide range of local stakeholders, and long-term
awareness campaigns. Initiated by the Mayor, with support of the Council, in consultation with the
Davao City Chamber of Commerce, Davao Association of Tourist Attraction, City Health Office, City
Legal Office, the Davao City Police Office, owners and managers of various hotels, malls, department
stores, restaurants, bars, drivers association, and other establishments in Davao City (34).
Community leaders also participated. A “Smoke-free Prison” campaign for Davao City Jail inmates
was also launched. It led to the prison warden discouraging the selling of cigarettes inside the jail
and to implement a “no smoking policy” within the prison cells. Moreover, law enforcers were not
exempted from the orientation and training. Police were ordered not to smoke while on duty or
wearing uniforms.

A key lesson from Davao’s experience is to build a wide partnership. Initially, the Davao Anti-
Smoking Task Force consisted only of representatives from local government offices. In time, it came
to include a wider partnership of health professionals, religious leaders and other advocates tasked
to conduct awareness programmes and lectures in schools, workplaces and communities. This
valuable resource, formalised by the creation of the Association of Smoke-Free Davao Advocates,
enabled the reach and effectiveness of awareness raising and inspection to be enhanced
significantly.

ALCOHOL

The Korean National Alcohol Policy (Blue Bird Plan 2010) involves a wide range of multi-sectoral
activities to reduce the harm from alcohol use. It places restrictions on advertisement and
sponsorship of liquor companies and on liquor sales, drinking areas, age and hours (35). It includes a
number of activities to create alcohol-harm free environments, including alcohol-free zones in public
parks and compulsory treatment/education for drinking drivers and violators of other alcohol
regulations. NGOs and the community are key partners in the Korean strategy. Stores selling
alcoholic beverages are designated as “clean stores” if they refuse to sell alcohol to underage people
three times. Testing is carried out by an NGO, supported financially by the Ministry of Health, Social
Welfare and Family Affairs. The Blue Bird Plan also includes the establishment of the “Blue Bird
Forum” — a regular meeting with related organisations and civil groups to: promote a campaign to
advertise the seriousness of alcohol harm, create alcohol control friendly atmosphere (restrictions
on liquor drinking areas and hours) (35).

Cambodia, Lao PDR and Vietnam have yet to adopt alcohol policy, but a Parliamentary Seminar on
Alcohol Policy in Indo-China was held in September 2011, with high-level representation from health
and social government agencies from all three countries (36). High level champions can be
extremely useful. In 2008, the Cambodian Prime Minister issued a directive about not using and
selling alcohol before and after the election. Since then, at least 10 communes and sangkats have
issued orders banning alcohol consumption (36). In Viet Nam, the Ministry of Health’s 2007 draft
National Alcohol Policy proposes banning ads for all imported or local alcohol products with over
4.5% alcohol. It also proposes banning marketing that is targeted children and adolescents under 18
years of age, alcohol sponsorship for cultural, artistic or sporting activities, alcohol prizes in
promotions and competitions, alcohol brand names or icons on vehicles, and advertising alcohol-
based tonics. Alcohol advertisements inside alcohol outlets should not be visible from outside (37).
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Who should lead?

In Japan, the Ministry of Health, Labour and Welfare (MHLW) takes a major role in alcohol policy.
However, there is a higher level of coordination by the Cabinet Office, which ensures collaboration
between MHLW, National Tax Agency, National Police Agency and the Ministry of Education,
Culture, Sports, Science and Technology (37). The involvement of the Tax Agency in this coordination
is useful, given the importance of taxation policy for alcohol control policy. In New Zealand, a
separate government agency, the Alcohol Advisory Council (ALAC), funded from a levy on alcohol
sales, complements the work of the Ministry of Health on alcohol policy (37). One aspect of ALAC's
work is running regular conferences attended by people from many sectors involved in
implementing alcohol policy. These cover issues such as: monitoring and enforcement; initiatives to
reduce intoxication; policy, planning and evaluation; and evaluation of community projects. A
number of provinces in Papua New Guinea have introduced alcohol bans, led by the police.
Mongolia’s National Programme on Prevention and Control of Alcoholism 2003 was led by the
National Council on Prevention of Crime, in conjunction with the Ministry of Justice and Internal
Affairs and the Ministry of Health.

5. WHAT ARE THE BARRIERS AND CHALLENGES FOR MSA?

MSA is not easy. Barriers and challenges can include structural/organisational barriers,
culture/language barriers, challenges regarding the process itself, and capacity/technical barriers.
Countries will also be able to identify other challenges that they encounter in their specific context.
Table 2 summarises some of the common barriers and challenges encountered when undertaking
MSA.

Table 2 - Barriers and challenges to multi-sectoral action

Structural barriers

Different sectors work within very different organisational contexts

Collaboration between unequal partners — when sectors have different levels of resources and hence power

If donors and International organisations do not work collaboratively, it is very difficult to institute this way
of working further down the chain

Who has the overall responsibility for MSA?

Who is accountable for achieving objectives in joint working arrangements?

Cultural and language barriers

Health is seen as a dominating sector, with an attitude of superiority. (Public health is also “dominated” by
the curative health care sector)

Health is already seen as consuming more than its fair share of funding. Bulk of this expenditure is on
downstream health care services — it is difficult for policy makers to refuse additional funding for these
services.

Mismatch between values of recipients and donors

Corruption

Different sectors have different understandings of the world and ways of describing it.

Different sectors use different forms of evidence

Process challenges

How to manage conflicting interests, especially in situations where there is no clear win-win and trade-offs
have to be made

Trying to deal with long-term problems and solutions in short-term political cycles

Mismatch between donor project timeframes and long-term action on NCD prevention
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Who should be initiator/driver? Pros and cons of having central agency, health or non-health sectors lead.
Also pros and cons of existing system change versus setting up new agencies.

Capacity/technical challenges

Lack of data

Data is not in a format that is comparable

Poor mechanisms for sharing data between sectors

Data produced but not turned into usable information

Insufficient institutional capacity to meet demands for more data collection

Source: Adapted from World Health Organization (38)

Many positive aspects are emerging from the MSA plans for NCD in the Western Pacific Region.
However these plans also highlight a number of the common challenges involved in MSA:

» Implementation — many plans are clear on the high-level outcomes and objectives they wish
to achieve through MSA on NCD, but there is a lack of specificity about how these objectives
are going to be achieved, and how the MSA is to be implemented.

> Dedicated resources — MSA is all too often included as an “extra” requirement for
participating sectors, without any additional or dedicated resource. This serves as a barrier
to MSA, as sectors prioritise the activities that they are funded to deliver, and MSA is seen as
an additional imposition, rather than core-business.

» Human capacity — MSA requires people with the capacity, willingness and skills to make it
work. Very few MSA plans for NCD make mention of the human resource required to
implement it successfully. There is a lack of recognition that the “co-ordination” aspect of
MSA often requires dedicated personnel in itself, and that those involved may need
additional training to be able to understand and work with other sectors.

» Monitoring and targets — having clear targets for MSA on NCD is important to focus multiple
sectors on common goals. This challenge is reflected in the plans of a number of countries in
the Region. There is either a lack of targets altogether, high-level process targets only (eg
“the number of partnerships”) or so many pages of targets that there are no unified goals
between sectors.

» Accountability — accountability for MSA is a challenge. Ensuring all sectors are held
accountable for working with others is a key strategy to incentivise MSA. However working
out how to share accountability for joint outcomes is more complex. This becomes even
more complicated when working with stakeholders who are not directly controlled by the
government. A number of the MSA plans specify actions for the private sector and NGOs,
and it is not clear how these can be enforced.

Multi-sectoral co-operation is easiest when there is a clear win-win situation for all involved.
However situations where everybody wins are not the norm. How to manage situations that involve
costs or trade-offs for another sector, whilst preserving an effective collaborative working
relationship, is one of the biggest challenges for MSA (38). Trade-offs are often between long term
and short term options, and there will always be a tendency to favour the option that offers short-
term benefits. Those stakeholders who need to bear short term losses often do not benefit from
potential long term gains which are beyond both political and budgetary cycles.
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Challenges of “industry-led” MSA

The International Center for Alcohol Policies (ICAP), an organization supported by major producers
of beverage alcohol, has been attempting to pre-empt countries’ work on developing MSA plans to
reduce alcohol consumption, by organizing a series of multi-sectoral policy conferences that issue
industry-favourable policy recommendations (39). At these industry-sponsored conferences,
government officials, academics, and NGO representatives are asked to endorse the implementation
of national alcohol policies that differed markedly from those proposed by WHO. For example, the
policies proposed by ICAP discourage the use of taxation and controls on alcohol marketing (39). In
WPRO, ICAP have organised such conferences in Viet Nam, Singapore, China, and Korea.

For example, ICAP launched a training workshop for policymakers in July 2011 in Xi’an as part of the
Global Actions Drink Driving Initiative (40). The workshop was attended by a wide range of sectors,
including the Chinese Center for Health Education, Municipal Government, Bureau of Public Security,
Bureau of Transportation, Bureau of Education, Bureau of Cultural, Broadcasting & News, Xi’‘an
Institute for Health Education, China Alcoholic Drinks Industry Association, and members of the law
enforcement, transportation, and public health communities.

6. APPROACH TO MSA

6.1 STEPS FOR MSA

There are a series of steps that can be taken to initiate and accomplish multi-sectoral action on
health. The steps described below are relevant to both issue-centred approaches and to the general
Health in All Policies strategy (3):

1) Self-assessment

a) Assess the health sector’s capabilities, readiness, existing relationships with relevant sectors
and participation in relevant intergovernmental bodies.

b) Strengthen institutional capacity by improving staff abilities to interact with other sectors
(e.g. public health expertise, overall understanding of public policies, politics, economics,
human rights expertise etc.), in order to identify intersectoral opportunities and
communicate potential co-benefits.

2) Assessment of other sectors

a) Achieve a better understanding of other sectors, their policies and priorities, and establish
links and means of communication to assess their relevance to the established health
priorities.

b) Use health impact assessment as a tool to identify potential (positive and negative) health
impacts of other sectors’ policies, actions that can enhance positive impacts and reduce
risks; and the roles and responsibilities of other sectors in achieving healthy policies.

c¢) Conduct a stakeholder and sector analysis. Identify relevant intersectoral processes, bodies,
laws, mandates for intersectoral action.

d) Improve interaction and strengthen mutual, intersectoral engagement, including through
participation in activities led by other sectors.

3) Analyse the area of concern
a) Define the specific area of concern and potential interventions.
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4)

5)

6)

7)

8)

9)

b) Present sector-specific, disaggregated data focusing on the impact on other sectors and
analyse the feasibility of the intervention.

¢) Build your case using convincing data to describe how policies in the sector of interest affect
health, and propose ways these can be changed to promote health-related co-benefits. Use
evidence to highlight potential co-benefits.

Develop engagement plans

a) Develop a strategy to involve relevant sectors. The emphasis is on win-win and the creation
of a climate of trust. Salient features of the plan include shared goals and targets; pooled
resources; defined tasks, roles and responsibilities. Selection of an engagement approach is
a key component in the plan and the approach can be on sector, issue or even
“opportunistic” basis.

Use a framework to foster common understanding between sectors

a) A key factor for successful intersectoral action is the ability to identify a common
understanding of the key issues and required actions to address them. This can be aided
through the use of the same framework to facilitate a common understanding of the causal
pathways and key intervention points.

Strengthen governance structures, political will and accountability mechanisms

a) Establish/strengthen governance structures to ensure successful intersectoral action.
Examples include national constitutions, presidential mandates, adoption of new laws,
compulsory reporting, human rights accountability, shared budgets, and implementation of
international agreements such as the FCTC.

b) Develop accountability mechanisms by means such as promoting open access to
information, meaningful public/ civil society participation at all levels, disclosure, grievance
and ombudsperson functions.

¢) Utilize relevant sections of human rights treaties, and reporting mechanisms mandated by
international agreements, to support integration of health determinants across sectors.

Enhance community participation

a) Enhance community participation throughout the policy development, implementation and
evaluation processes through public consultation/hearings, disseminating information using
mass media, web-based tools and facilitating the equal and meaningful involvement of
constituency/NGO representatives at all levels.

Choose other good practices to foster intersectoral action

a) Join other sectors in establishing common policies/programmes/initiatives with joint
reporting on implementation with common targets.

b) Be an agent in other sectors’ policies/programmes/initiatives, and invite other sectors to be
an agentin yours.

¢) Provide tools and techniques to include health in the policies of other sectors and to address
health inequalities/inequities (eg health impact assessment, economic analysis, data
disaggregated by gender, class, ethnicity, participatory research, and qualitative analysis
etc).

Monitor and evaluate

a) Follow closely the implementation of intersectoral action through monitoring and evaluation
processes in order to determine the progress in achieving planned outcomes, and identify
opportunities for productive changes in approach.
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6.2 ELEMENTS FOR SUCCESS

Experience from the Region and around the world points to a number of elements for successful
MSA. A range of tools/instruments exist, although we still have insufficient information on “when”
to use a particular type of tool and “how” to use it most successfully. Given that there is no “one-
size-fits-all” approach to MSA, it is helpful to be fluent with a number of different methods.

HIGH LEVEL COMMITMENT

High-level commitment is critical — whether from the Prime Minister in progressing alcohol controls
in Cambodia, or from the Mayor in championing smoke-free legislation in a city such as Davao. Give
high-profile leaders a central role in driving initiatives. Strong personalities with influence on policy
makers and the general public are well placed for bringing different actors together to collaborate
towards a well-defined NCD prevention goal. Mayors, Presidents, Prime Ministers, and First Ladies
have frequently been at the forefront of national and other efforts (41).

DEDICATED RESOURCES

Options for financing MSA on NCDs include taxation for products such as tobacco and alcohol, and
potentially for foods that are unhealthy, as well as consideration of subsidies and incentives (3).
Other options include expanding universal access schemes to include NCDs, and incentivizing private
sector support through workplaces, insurance and other financial services (3).

A number of countries across the Region have dedicated taxation from tobacco and alcohol products
to health promotion activities, including the Republic of Korea, Tonga, Australia, and Mongolia.
Mongolia’s Health Promotion agency is funded from a 2% tobacco tax, a 1% tax on alcohol and a 2%
VAT on imported drugs (42). Progress is hampered by the influence of the alcohol and tobacco
industries. Brunei’s Health Promotion Centre (HPC) established in 2008 was funded by Royal Dutch
Shell. The HPC provides the secretariat for the national inter-sectoral mechanism on health
promotion, the National Committee on Health Promotion. The HPC is responsible for advocating
and influencing policy changes to integrate the promotion of healthy lifestyle into policies across
government ministries and departments, and other agencies.

INSTITUTIONAL STRUCTURES

A variety of institutional structures are being used to facilitate MSA on NCD in the Region, ranging
from existing committees within the health sector, to brand new multi-sectoral task forces. These
structural arrangements are also at different levels — including supra-Cabinet, Cabinet, Minister,
Ministerial advisory level, within departments of health or within local government structures.
Singapore has a number of multi-sectoral committees on NCD, including the National Smoking
Control Programme, Senior Physical Activity Committee, National Tripartite Committee on
Workplace Health, National Advisory Committees for Diabetes, Stroke and CHD. Viet Nam has a
national steering committee on NCD. Cambodia is advocating, both within the Ministry of Health and
with other ministries/sectors, for an inter-ministerial working group, to address issues and policies
that lie outside the Ministry of Health. These include urban policy, transport and school health
policies. Other countries such as Lao PDR do not currently have an inter-ministerial/departmental
mechanism or structure for addressing NCDs, except for tobacco control.

Conducive structures are necessary but not sufficient to achieve MSA on NCD. In 2002 Mongolia
established a National Public Health Council, headed by the Prime Minister and represented by all
line ministries. This exciting mechanism for nurturing and initiating intersectoral collaboration for
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public health, sadly remained almost inactive for a number of years, despite public health being a
major part of the Ministry’s and the Government’s remit (43).

JOINT PLANNING AND BUDGETING

Creating MSA plans for NCD has been easier in some countries in the Region because of a planning
process that establishes a long term vision for the country, combined with a government that has
sufficient capacity and will. It is critical to have an agreed instrument that sets out national goals
that all sectors can work towards.

When it comes to encouraging collaborative working, the quality of the planning is often more
important than the plan (38). Fundamental principles include ensuring that stakeholders are
engaged at the beginning of the planning process, at the problem definition stage rather than once
the policy solution has been formulated, taking the time to build relationships, and having the right
people at the table.

Incentivising joint planning at local level

Incentives for local authorities can be linked to their performance against a measure of joint
working, such as the Index of Decentralised Management in the Bolsa Familia programme in Brazil
(38). In this example, each municipality receives budget transfers that will increase or decrease
based on the achievement of specific process and outcome indicators selected to reflect MSA. The
peer pressure arising from comparison to the performance of other municipalities against the same
joint working indicators, acts as an additional incentive for MSA.

Budgetary tools

There are a number of specific budgeting mechanisms to encourage MSA. In participatory budgeting
an elected (often local) authority leads a discussion on priorities with all sectors, and there can also
be broader community involvement. Outcome oriented budgeting is a top down mechanism, where
central government sets national strategic goals many of which are multi-sectoral in nature (38).
Linking funding to these goals encourages several sectors to work together to achieve the goals.

LEGISLATION

A number of countries in the Region have used legislation to assist in setting up the institutional
structures for undertaking MSA on NCD. In Japan, the Health Promotion Law was enforced in May
2003 to establish legal foundations for facilitating greater health promotion efforts. The Basic Law
on Shokuiku (Food and Nutrition education), was enforced in July 2005 to assist in the dissemination
of basic food education principles, and to clarify the responsibilities of both national and local
governments. In 2000, Singapore passed legislation to establish the Health Promotion Board (HPB)
as a statutory body. The HPB acts as the main driver for national health promotion and disease
prevention programmes, "with a vision to build a nation of healthy people". Multiple countries in
the region have used legislative tools to address specific NCD risk factor areas such as tobacco
control and food labelling.

Whilst laws and regulations are valuable tools, it is important to recognise that laws by themselves
do not create a culture change. National constitutions can be instrumental in setting the basis for
multi-sectoral working and common social goals. Regulation can be used to align the budgets of
different sectors, or to require cross-sectoral consultation (38).

ACCOUNTABILITY

Accountability for MSA needs to be clearly defined. There are a number of approaches for this. In
some countries in the Region, multi-sectoral plans allocate particular responsibilities and actions to
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each sector or partner involved (eg Mongolia). In other countries, the responsibility for aspects of
the work is shared to a greater degree. For example, delivery may be jointly the responsibility of
two Ministers.

Hong Kong takes an even more inclusive multi-sectoral approach to implementing and overseeing
MSA for NCD. Rather than dividing up responsibilities to particular sectors, multi-sectoral working
groups are tasked with overseeing work on particular topics (eg healthy eating, physical activity). To
develop Hong Kong’s Strategic Framework for Prevention and Control of Non-communicable
Diseases (14), the Department of Health held an Expert Group Meeting with over 40 participants
from academic, business, education, healthcare and social sectors, other government departments
and NGOs to map out a strategic framework on prevention and control of NCD. To oversee the
development and implementation, a high-level steering committee which comprises representatives
of the Government, public and private sectors, academia, professional bodies, industry and other
local key partners will be set up. Under this, respective working groups will be formed to advise on
priority actions, draw up targets and action plans, including practical guides, tools and specifications
of how the various sectors of the society can participate as partners. While the Government will
have a leading role in taking the agenda forward and mobilise intersectoral collaboration, the
working groups are expected to develop the action plans.

MONITORING & REPORTING

Assessment, monitoring, evaluation, and reporting are required throughout the whole process.
Proper assessment of the problem, its determinants and social, political and cultural context are
crucial to frame the issue and benefits to various sectors. Regular monitoring and evaluation of
health impacts is required to maintain focus on outcomes and identify the strengths and weaknesses
of interventions.

In some areas, new data collection is required to assist multi-sectoral work on NCDs. It is also
important that adequate data is collected to be able to demonstrate outcomes of MSA. Often data
collection is of variable quality between sectors, and the capacity to collect and use data also varies
between sectors. We need to be careful that calls for more data collection do not paralyse rather
than accelerate the process, by consuming already scarce human, technical and financial resources.
Duplication in data collection and analysis weakens institutional capacity.

Often data is already being collected, but it exists in sectoral silos and there is poor sharing of data
between sectors. As well as being shared, data needs to be in a form that can be compared
between sectors. In order to ensure that data is comparable between sectors, this needs to be
resolved at the stage of data collection. It is important to acknowledge that different sectors
understand “evidence” differently — and place a different balance of importance on quantitative
versus qualitative sources of evidence. Data needs to be turned information — there cannot be
information without data, but data cannot be used without information. There is also a need to
translate data into stories for policymakers.

7. ENTRY POINTS AND OPPORTUNITIES

The core responsibility for MSA rests with government. However, governments cannot do it alone.
A number of other entry points exist, that can be acted upon by a range of actors including NGOs
and municipalities.
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7.1 BUILDING UPON EXISTING STRUCTURES

In countries where no multi-sectoral mechanism or structure exists for NCD, it may be possible to
utilise existing structures that have been established for other purposes, such as cross-agency
pandemic/emergency planning mechanisms, or bodies convened to respond to tobacco. That
approach was being used in Palau, which declared a state of emergency with regard to
noncommunicable diseases. Moving implementation of strategies for the prevention and control of
noncommunicable diseases from the health sector to a multi-sectoral entity with an emergency
orientation was good model for mobilizing communities (30). Another area worth exploring relates
to HIV/AIDS. The intersectoral response has been very strong in most countries with national and
provincial AIDS councils, business engagement etc. With a move now to “mainstream HIV”, it is an
opportunity to learn from the intersectoral experience and see if some of these structures can take
on additional mandate of NCDs.

7.2 WORKING WITH THE PRIVATE SECTOR

The private sector plays an important role in improving or undermining NCD prevention efforts.
Government agencies share an overall similar aim in pursuing a public interest. In the case of the
private sector, its main purpose is the maximisation of profits. Some industry profits support NCD
prevention (such as increased trade in fresh fruit and vegetables) and othesr are a threat to NCDs,
such as sale of tobacco, fatty and salty food. It is important to consider to what extent the private
sector should be engaged, and what their motivation might be. Advocates need to be able to
describe to the business sector the benefits that helping to prevent NCD will offer in achieving their
goals. Identifying and show-casing examples of good practice also provide good publicity for the
businesses involved. Governments need be made aware of the full spectrum of instruments that
they have to influence private sector activity on NCDs (eg regulation, taxations, incentives, public-
private partnerships, subsidies). Poorer countries could do with support from neighbours and other
partners in negotiating with more powerful industry stakeholders. MSA on NCD will most commonly
involve the tobacco, alcohol food and beverage industries. It is important that governments are
alert to the possible tactics of these industries (42).

Beyond the tobacco, alcohol, food and beverage industries, private sector partnerships can be a
powerful entry-point for MSA on NCD. Many countries in the region are currently experiencing
major growth in extractive industries. These industries usually operate mining or drilling activities for
defined periods, preceded by negotiations with governments on their social and environmental
impact. This negotiation phase is an opportunity to work with the company to address the NCD
implications of the industry’s activities, as well as garner support from the company for addressing
the NCD issues in the wider community where the mine is operating. Explicitly highlighting trade-
offs can be useful. For example, in Lao PDR, investments in agro-based industries, hydropower, and
mining sectors present economic development potential. However, uncontrolled development in
these sectors presents an increasing risk to food security and NCD, as people’s access to natural food
resources and environmental sustainability in general is compromised.

7.3 CIVIL SOCIETY/NGOS

Multi-sectoral alliances can also be initiated and led from outside government. The China Salt
Reduction Institute, co-hosted by The George Institute in China, and the Peking University Health
Science Center, launched a national salt reduction campaign in late 2010. The campaign brings
together professionals from medicine, science, the food industry, media, consumer associations,
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government and non-governmental organisations in China (44). NGO and community groups can be
powerful allies in applying bottom-up pressure for MSA on NCD. Including communities as partners
in the planning process to develop multi-sectoral solutions, creates policies that are more likely to be
relevant, appropriate, effective and supported by the public.

7.4 DISASTERS & SPECIAL EVENTS

A number of countries, including the Republic of Korea and China, have used major events as an
opportunity to undertake MSA for NCD. For example, Shanghai’s hosting of the 2010 World Expo
served as a stimulus for MSA on tobacco control (45). Shanghai People’s Congress passed the
“Smoking Control Regulation in Public Places” - the first provincial legislation on tobacco control in
the country. At the same time, the health related departments engaged in warning about the
hazards of smoking and building smoke-free social norms through establishing health
communication network. Shanghai hosted the first smoke-free World Expo in the history. The
progress Beijing made with tobacco control as a result of the Beijing Olympics is another example
(46).

Disasters can also be an opportunity to mobilise new resources or work in a different way. The 2009
tsunami in Samoa was associated with an injection of funds which helped in the short term to
resuscitate the economy (47). Village sustainable development plans are now being used in all 366
villages in Samoa as the basis for delivering services. The methodology for these plans was adopted
and scaled up from similar planning processes used in the 22 communities that had been affected by
the 2004 tsunami, emphasizing data collection and the prioritization of village goals through an
inclusive process involving traditionally marginalized groups (48).

7.5 INTERNATIONAL PARTNERSHIPS

The Southeast Asia Tobacco Control Alliance (SEATCA) is a multi-sectoral alliance established to
support ASEAN countries in developing and putting in place effective tobacco control policies, in
response to a grave need to fast track tobacco control policies in Southeast Asia (333). SEATCA is a
unique network that combines representation from various Governments, Non-Governmental
Organizations (NGOs), research institutions and WHO at national and regional levels. The alliance
works to identify tobacco control priorities in the region and to coordinate efforts on these
priorities, and promotes knowledge-sharing among countries for effective, evidence-based tobacco
control measures and regional cooperation among its advocacy partners.

Working with donors

A number of characteristics of donor agencies make MSA on NCD difficult. Donors often have
sector-specific focused interests. The current multilateral lending environment is not conducive to
MSA. Cambodia’s Health Strategic Plan 2008-2015 (11) identifies that the “fragmented aid
architecture prevents a broader systemic approach to health sector management and drives health
service delivery towards more non-integrated vertical approaches and project approaches”. The
Accra Agenda for Action, and Busan Partnership for Effective Development Cooperation (49) provide
a good framework to encourage more collaborative ways of working (between donors, between
donors and governments and between multiple sectors within governments), and a greater use of
aid to fund more long term activities on NCD prevention and addressing “the causes of the causes”.
South-South cooperation can play a role to show donor countries that integrated and broader
development goals are possible.
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Other governments can help as well as hinder

MSA on NCD not only requires a negotiation between sectors (eg health and trade) at a national
level, but can also run into opposition from other countries. For example, the Philippines’ proposed
law HB 5727, dubbed the sin tax bill, aims to replace the current multi-tiered tax system for alcohol
and tobacco products with a unitary tax rate that would impose a 1,000 percent excise tax increase
on low-priced cigarettes and a 1,500 percent increase on low-priced alcohol products (50). This has
drawn wide-spread national support from health and economic agencies (and was actually a
Department of Finance proposal, rather than a health one). The World Bank has agreed that the
Philippines “needs to introduce tobacco and alcohol tax to meet economic growth targets”. The
Philippines has some of the cheapest cigarettes and alcohol in Asia owing to low taxes imposed on
these products - increasing taxes on cigarettes and alcohol will give an additional 0.6 to 0.9 % of GDP
to economic growth. However the U.S. Chamber of Commerce and US ASEAN Business Council have
raised their concerns before the House of Representatives over the impact of a pending tax bill that
seeks to impose high tax increases on alcohol and tobacco products on investors and the domestic
economy.

International pressures and interests can also result in undoing of previous national efforts to
prevent NCD. The removal of tariffs on imported spirits and wine when China joined the World
Trade Organization (WTO) led to increased availability of imported spirits in city supermarkets and
hypermarkets (39). This undermined Chinese policy to reduce the total alcohol consumed. In Taiwan,
China, alcohol advertising was severely restricted, but this was eased as part of Taiwan’s bid to join
the WTO and in response to pressure from its trading partners (39).

7.6 IDENTIFYING COMMON INTERESTS & CO-BENEFITS

MSA for NCD can gain support because it aligns with broader government priority. For example, the
Government of Lao PDR’s ‘National Growth and Poverty Eradication Strategy’ has the ultimate goal
of shedding its Least Developed Country Status by 2020. This strategy recognises that MSA is
required to achieve the MDGs to reduce human poverty and hunger globally by 2015. This requires
effective cooperation between concerned development sectors in particular health, education,
agriculture, environment, industry/trade, social development sectors, and others in order to achieve
not only food security at household as well as at national level, but also nutritional well-being.

It is important to align NCD prevention with the objectives of other sectors. ldentifying the sectors
that share vested interests in activities on a particular issue, and highlighting to them how joint
action on addressing NCD can help them achieve their objectives is important. A good understanding
of the imperatives and objectives of other sectors is a key prerequisite for this. For example,
promoting active transport will also mean reduced traffic congestion, and tobacco control is also a
means to poverty alleviation. The argument for NCD prevention and control can be strengthened by
presenting the consequences of not taking action, as well as being able to demonstrate the cost
benefits of acting versus the status quo.

7.7 MAKING THE CASE FOR MSA — THE POWER OF STORIES

Policy is made irrationally, not based on statistics. Ultimately for policy-makers, it often comes down
to a story with a human face. Therefore, there is a need to use data sensitively to translate it into a
story that touches on emotions, and use these stories as a window to a broader issue (38). Stories
can also be used to shame policy makers, especially when the information is described according to
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the level of responsibilities (eg obesity or tobacco use by municipality, to identify poorly performing
mayors). At the same time, it is important to offer solutions when highlighting problems.

To be effective, people need to see themselves in issues/stories. Stories work best when they are
interesting, evoke emotion, have some tension, are a little surprising, and involve some element that
the audience can relate to. Sometimes a counter-intuitive messenger can be powerful. The health
sector often produces a continuous stream of bad news and there can be a degree of immunity to
bad news about health (38). Good news stories about health may be more unexpected, and could
come from other sectors.

The media

The media is a powerful ally in making the case for MSA on NCD. However it is important to
remember that a story has to meet a journalist’s agenda as well (eg to create tension and be
interesting). Success with the media is not a one day event — it has to be an ongoing strategy, to get
multiple hits in the media in a number of ways over a long time (38). It is helpful to make use of the
full repertoire of new social media, to harness the power of the “non-media media” (civil society,
NGOs, advocates) and actively integrate them into the conversation. These new technologies are a
means to an end, not a paradigm in themselves — an uninteresting message will still be uninteresting
in these media.

Advocacy

Organisational partnerships start with individual connections, and leaders need to do consciously
build in advocacy into their daily lives, to establish connections and ensure they are not alone on
issues (38). There is a need to be strategic about both the issue selected and the people involved.
Encouraging senior bureaucrats to champion the cause can be especially useful, as bureaucratic
willingness can be more enduring than political willingness. In any advocacy campaigns about NCD
issues, it is also important to include vulnerable groups who have the greatest potential to benefit —
both as audiences and as messengers.

7.8 ROLE OF THE HEALTH SECTOR: INITIATING VS ENABLING?

As the only sector with a mandate to approach health issues from a holistic point of view, the health
sector must play a central role in NCD prevention and mitigation efforts. This role includes: assessing
the size of the NCD problem and the nature of its drivers; initiating dialogue with relevant actors and
helping them develop priority interventions; and monitoring and evaluating outcomes.

The health sector also has a key role in influencing whether health issues, and NCD in particular, gain
traction as a national political priority. A number of criteria inform these decisions, including the
current and projected burden of diseases (or their underlying risk factors, such as tobacco use), the
cost-effectiveness, fairness and feasibility of implementing interventions, and political
considerations. The health sector is uniquely positioned to collect and provide the information that
is needed to stimulate the development and support the implementation of all kinds of initiative. It
can identify NCD risk factors and the immediate drivers of the epidemic. In this way, it can initiate
dialogue with relevant actors and help them identify priority interventions.

Finally, the health sector has the fundamental role of monitoring and evaluating the outcomes and
results of interventions, prompting any shifts that may be necessary to correct a course of action.
The health sector can act as a catalyst through identifying policy windows across various sectors
including international trade, climate change, education, and many others. Health Impact
Assessment (HIA) provides a systematic approach to determine the health effects of implementing
policies external to the health sector (3).
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Structure of the Presentation

1. Global and reglonal mandates of MSA
2, ‘Whaole-of-Government” and “Whale-of-

soclaty’ approaches
Mational Multisectoral Plans Tor MCDs: 3. Assessment of gaps in national plan of

action and multisectoral approach
Current Status and Challenges in 4, Targeis, Indicators, ‘Best buys’ and MSA
Developing Multi- Sectoral Approach 5. Examples of hﬂtg;mﬂm and effective
{MEA:I approaches for M
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Assessment of Gaps in MSA

= Mo or ineffective muliisecioral mechanism at
natianal level

* Mo high-level coesnmitment and support for

cocedinated operstion

Mo or kw level representation from d@ferent

sectors i M5 meechanioms

Mo mandate, agreed roles and responsibilicy

of seckors

* Mo joint plan with agreed target, indicator
Epproach, and inputs

s Mo suditing and valid reporting mechanium
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4. NCD Targets and MSA

» 25% relutive redusctian in MCD menality (between 30-
T0years) has been adopted as a gobal target

+ & sot of global targets and Indicators will be finally
decided in Oct 2012

* N well defined and shared targets and indicators, na
effective maliisectoral actions

* Having targets and indicatons will proside clear
direction for MSA and Facilitate identifying the rale
and responaibility and stcountability for the different
aciang
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Exsenples of best practices and offeclive <=
approsches for MESA =
= Promoting Healthy Dicd
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* Salt reduction in China and Mongalis

+ Eal smari restawrants (7004,
Kong (Ching) e

+ Eal smart @ schoal (400 Kan
{l‘.‘.hl’u} {400}, Heng Kong




Exampies of best pracilices and ofecthne
Approachss for MSA
— Promaling Phyalcal Activity

o [Exspiiid dgu [ i public parks
in Loo PDR, China, Korea

+ Walk paifs, and cycling trachs in
Cambodia, Korea, China, Malaysia

| exerrise groups
Karga and

+ Community
kb in Sgon
‘Shanghai, ©

« 'Walking days in Dalin, Seongbil,
Klamen
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Exampies of besi praciices and effective
approschees for WESA - Tobacoo Control
= Reducing Hasm brcem Aloohel

= The Mongodla's Preskdent initiative in
aluahald eantrol, nom- aleakel in
government's function and new alcohal

legislation
» Development of legislation: drinking
and driving, ml-;?hurnm.hlmd

testing: China, Cambodia,
Philippines, Vietnam

* Reguinting informal aleahol
controd In Vietnam

Emamples of best practices and efecte
approaches for MSA
- Huoalihy Cities
= Grvoke Free Cilies
Harhin, Oaa, China
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+ Ernirorsmintally sustainable healfy
wrban transport (ESHUT] in 5 Asfan ciies
Promsale walking. eycling

Examples of best practices and effective
mpproaches Tor M5 A==Healthy Seflings:
Hgalth Promsoling Scheols and Work Places

* Health Promoting schaols for
multiple health interventions-
Singapore, Hong Kong, Macao
(China)

* Healthy workplaces - Shanghal,

Heng Kang, China

6. Mechanisms , Tooks and Instruments Tar MSA

o Inler-ministerial and inter-dopartmanial
commilieas

= Community consultations and Citipens’
Juries

* Cross-seclof action teams

« Partnership platforms

= Inlegrated budgels and accounting

* Cross-culting infermation and evaluation
systems

* Impact assassmants

= Joined-up workforce development

* Legisiative frameworks

Adelaide Statement

Health in All Policies works best when:

* a clear mandale makes jained-up government an
imperative:

= syslemalic processes take sccount of inferactions
SEFOAE BECBIE

= miediakion SEcurs Acnoss inleresls:

« stecunlability, ransparency and participatory
proCeases are prosenk;

 ENGAGEMEN] GECUTS with stakeholders putside of
govermment;

» praciical cross-sechor Initiatives build partnerships
mnd trusk.




MSA-Entry Points
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MSA-Accountability and Reporting

Experiences from MDG 4 and 5 in
accountability frameawork

Agreed national targets and
indicatora

Sactor-apecific roles,
responsibility, target, inputs and
oulpuls

Joint statemaent and joint plan
Across sectors audil, evaluation
Public reporting

7. Next steps

MNational multisectoral plans by 2013
National multi-sectroal mechanisms
= The most feasible interventions

* MNational targets and indicators

= WHO country specific support
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