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Abstract
The greatest burden of disease, at both the global and the European levels, is attributable to 
noncommunicable diseases. Health-promotion and disease-prevention activities aimed at reducing 
this burden need to involve non-health sectors and actors. This document provides an overview of the 
existing tools for implementing intersectoral action and highlights developments in this respect in the 
fields of tobacco and nutrition in south-eastern Europe. It also contains recommendations on key action 
to strengthen intersectoral collaboration in the prevention and control of noncommunicable diseases in 
the future, and guidance for the South-eastern Europe Health Network and Slovenia on designing and 
implementing joint action to this end.
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Foreword
Increasingly, we are able to demonstrate that improvements in population health depend on the work 
of non-health sectors. It is, therefore, not surprising that the health in all policies (HiAP) approach has 
become a priority in many countries and that it is being adopted at various levels of policy-making: 
regional (European), national and local. For their 3rd Forum of Health Ministers in Banja Luka, Bosnia and 
Herzegovina, on 13–14 October 2011, the Member States of the South-eastern Europe Health Network 
(SEEHN)1 and Slovenia chose to focus on HiAP, which is seen by these countries as essential to public 
health development and social progress. In addition, HiAP has been given a high profile in the new WHO 
European health policy – Health 2020 − which is currently being developed by the WHO Regional Office for 
Europe and its 53 Member States. The goal is to have a policy framework that facilitates – in an equitable 
and sustainable way − the protection and promotion of population health, the reduction of health inequity 
and the creation of conditions conducive to good health.

At the present time, economic difficulties are at the fore and governments are constantly under pressure 
to contain public-sector expenditure through the optimal use of existing resources and, at the same time, 
to deliver improved results. Thus, there is a strong need to “make the case” for HiAP and clearly illustrate 
that it makes good sense to promote equitable population health. It is recognized that mortality and 
prolonged disability from noncommunicable diseases (NCD) have a sizeable economic impact on the whole 
of society. It is projected that, for the period 2011–2025, there will be a cumulative loss of output of more 
than US$ 7 trillion in low- and middle-income countries, which can be attributed to the four NCD that are 
the focus of the Action Plan for the implementation of the European Strategy for the Prevention and Control 
of Noncommunicable Diseases, 2012–2016,  and the Political Declaration of the high-level meeting of the 
United Nations General Assembly on NCD prevention and control, which took place in New York, United 
States of America, in September 2011 .

During the past year, the field of NCD prevention and control has attained a high position on the 
international agenda. In April 2011, the First Global Ministerial Conference on Healthy Lifestyles and 
Noncommunicable Diseases Control was organized in Moscow, Russian Federation, followed five months 
later by the aforementioned meeting of the United Nations General Assembly. This was only the second 
time in the history of the United Nations that the General Assembly met on a health issue (the first time 
being on AIDS). Also within the WHO European Region, 2011 has been a year of immense progress. At the 
sixty-first session of the WHO Regional Committee for Europe in Baku, Azerbaijan, on 15 September 2011, 
the Member States agreed on the Action Plan for the implementation of the European Strategy for the 
Prevention and Control of Noncommunicable Diseases, 2012–2016.

The vision, commitment and plans embodied in the Banja Luka Pledge echo and reinforce the importance of 
working across sectors for the prevention and control of NCD. The Pledge provides a pioneering framework 
for strengthening public health capacities and services to this end. The SEEHN should be praised, 
encouraged and supported in its great work. I strongly believe in the saying, “If you want to go fast, go alone; 
if you want to go far, go together”.

Zsuzsanna Jakab 
WHO Regional Director for Europe

1  Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Israel, Montenegro, Republic of Moldova, Romania, Serbia and the former 
Yugoslav Republic of Macedonia.

NCD_publication_2012.indd   4 09-05-2012   15:20:51



V

Acknowledgements
The WHO Regional Office for Europe wishes to express its appreciation of the technical contributions 
made to this publication by: Belinda Loring, Senior Policy Officer, Global Action for Health Equity Network 
(HealthGAEN), Wellington, New Zealand; Eeva Ollila, Ministerial Adviser, Health Department, Ministry of 
Social Affairs and Health, Helsinki, Finland; Vesna Petrič, Head, Sector for Health Promotion and Healthy 
Lifestyles, Ministry of Health, Ljubljana, Slovenia; and the following staff of the Regional Office: Caroline 
Bollars, Technical Officer (Policy), Nutrition, Physical Activity and Obesity; Rula Khoury, Technical Officer 
(Regional Surveillance Officer), Tobacco Control; Sarah Simpson, Project Manager, Social Determinants 
of Health in Health Systems Equity, European Office for Investment for Health and Development; Trudy 
Wijnhoven, Technical Officer (Surveillance), Nutrition, Physical Activity and Obesity; and Erio Ziglio, Head, 
European Office for Investment for Health and Development. 

Sincere thanks are extended to the noncommunicable diseases (NCD) counterparts in the SEEHN Member 
States and Slovenia, who, during telephone interviews, shared their views on the ongoing processes in their 
countries on NCD prevention and control, and who contributed to reviewing the document. The very useful 
comments received during the 3rd Forum of Health Ministers of the South-eastern Europe Health Network, 
which took place in Banja Luka, Bosnia and Herzegovina, on 13–14 October 2011, are also gratefully 
acknowledged. 

The publication was compiled by Frederiek Mantingh, Technical Officer, Noncommunicable Diseases; 
Gauden Galea, Director, Division of Noncommunicable Diseases and Health Promotion, WHO Regional 
Office for Europe, provided overall coordination and support.

NCD_publication_2012.indd   5 09-05-2012   15:20:51



NCD_publication_2012.indd   6 09-05-2012   15:20:51



1

Introduction
The burden of noncommunicable diseases (NCD) is the predominant public health challenge in the WHO 
European Region. The new WHO estimates presented in the Global status report on noncommunicable 
diseases 2010 (1), launched in Moscow, Russian Federation, in April 2011, illustrate its dimensions. Among 
the six regions of WHO, those for Europe and the Americas share the dubious honour of having the highest 
proportions of deaths from NCD and injuries. Furthermore, in relation to the risk factors for NCD, the 
European Region has the highest overall smoking rate, the highest per capita consumption of alcohol, the 
highest proportion of dietary-energy intake from fat, the highest rate of raised cholesterol, and the second-
highest rate of overweight and obesity. 

This burden is addressed in The new European policy for health – Health 2020: vision, values, main 
directions and approaches (2), which responds to the changing context in Europe, including the glaring 
health inequities found in and among countries, and the alarming increase in rates of NCD. Health 2020 
(2) also acknowledges that health and quality of life are influenced by a complex web of interrelated social, 
environmental and economic factors related to the broader determinants of health. This complexity leads to 
the necessity to take measures to promote and protect health and well-being that require the involvement 
of both the health and non-health sectors, making intersectoral collaboration a necessity for combating 
NCD. 

Working across sectors is not a new concept. Already in 1978, WHO emphasized intersectoral action for 
health in the Declaration of Alma-Ata (3) as part of its primary health care (PHC) approach. The concept 
of strengthening healthy public policy was highlighted in the Ottawa Charter for Health Promotion in 1986 
(4) and further developed in 1998 in the Adelaide recommendations on healthy public policy (5). In 2006, 
the Finnish Presidency of the European Union identified health in all policies (HiAP) as one of their main 
themes, thus raising this approach on the European agenda (6).

In 2010, the Government of South Australia, together with WHO, organized a meeting on the HiAP approach. 
Here, discussion between senior experts from a wide range of countries and sectors on the implementation 
of the approach resulted in the Adelaide Statement on Health in All Policies (7). 

Introducing the value and priority areas of the HiAP approach, and action to implement it, was one of the 
main goals of the 3rd Forum of Health Ministers of the South-eastern Europe Health Network (SEEHN) and 
Slovenia that took place in Banja Luka, Bosnia and Herzegovina, on 13–14 October 2011. 

This publication was prepared as background information for the Forum with the aim of:

1. informing the Forum about state-of-the-art intersectoral action taken in the SEEHN countries and 
Slovenia in the area of NCD in accordance with strategies developed by WHO; 

2. presenting an overview of existing tools for implementing intersectoral action in these countries;

3. highlighting development in intersectoral action for the prevention and control of NCD in SEEHN 
countries and Slovenia;

4. providing recommendations on key action for strengthening intersectoral collaboration in SEEHN 
countries and Slovenia with the goal of enhancing the prevention and control of NCD. 
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Intersectoral action for the prevention and control of NCD and 
their key determinants

Recent NCD prevention and control strategies and intersectoral action

Recently, four important documents relating to NCD have been released by the United Nations and WHO, 
namely: the Global status report on noncommunicable diseases 2010 (1); the Moscow Declaration (8); the 
Action plan for implementation of the European strategy for the prevention and control of noncommunicable 
diseases 2012−2016 (9); and the Political Declaration of the high-level meeting of the General Assembly on 
the prevention and control of non-communicable diseases (10). These documents all acknowledge the fact 
that health-promotion and disease-prevention activities relating to NCD must involve non-health sectors and 
actors.

The Global status report on noncommunicable diseases 2010 (1) is the first report of its kind to contain 
information on ways to map the epidemic, reduce the major risk factors for NCD and strengthen health 
care for people already suffering from these diseases. The report was prepared by WHO in accordance with 
the 2008–2013 action plan for the global strategy for the prevention and control of NCD (11). It includes a 
“best-buys” action package to accelerate results in terms of saving lives, preventing disease and avoiding 
heavy costs. To implement the interventions considered as “best buys”, such as raising taxes on tobacco 
and alcohol, enforcing bans on advertising tobacco and alcohol, and reducing the content of salt in food, the 
integrated action of multiple sectors is required. 

The Moscow Declaration (8) is one of the outcomes of the First Global Ministerial Conference on Healthy 
Lifestyles and Noncommunicable Diseases Control, which took place in Moscow, Russian Federation, on 
28−29 April 2011. It expresses the belief that “NCD should be considered in partnerships for health and that 
they should be integrated into health and other sectors’ planning and programming in a coordinated manner”.  
It also commits to developing “strengthened and reoriented policies and programmes that emphasize 
multisectoral action on the behavioural, environmental, social and economic factors ... Effective NCD prevention 
and control require leadership and concerted, whole-of-government action at all levels (national, sub-national 
and local) and across a number of sectors, such as health, education, energy, agriculture, sports, transport and 
urban planning, environment, labour, industry and trade, finance and economic development” (8).

The Action plan for implementation of the European strategy for the prevention and control of 
noncommunicable diseases 2012−2016 (9), which was agreed at the sixty-first session of the WHO Regional 
Committee in Baku, Azerbaijan, on 15 September 2011, identifies specific areas in which the Member States, 
WHO and partners have committed to taking action and achieving certain deliverables in the five-year period 
from 2012 to 2016. The plan takes a comprehensive and integrated approach to tackling NCD, in line with that 
of the European strategy for the prevention and control of noncommunicables diseases (12). It is organized 
into four priority action areas, five priority interventions and two supporting interventions (Table 1).  

Table 1. Action plan for implementation of the European strategy for the prevention and control of NCD 
2012−2016: priority action areas, priority interventions and supporting interventions

Priority action areas Priority interventions Supporting interventions

Governance for NCD

Surveillance, monitoring 
and evaluation, and 
research 

Health promotion and 
disease prevention 

Health services 

Promotion of healthy 
consumption via fiscal and 
marketing policies

Replacement of trans-fats in 
food with polyunsaturated fats

Salt reduction

Cardiometabolic risk 
assessment and management

Early detection of cancer

Promotion of active mobility

Promotion of health in settings

Source: Action plan for implementation of the European strategy for the prevention and control of 
noncommunicable diseases 2012−2016 (9).
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These action areas and interventions link the health sector with other sectors in multiple ways. For 
example, the action plan stresses that “governance for NCD prevention and control requires mechanisms 
that are participatory, cross-sectoral and multilevel, and which extend from local to global arenas”. It also 
states that “such mechanisms include action to define shared goals and resources, identify the co-benefits 
of NCD prevention, assess the health impact of policies, and implement intersectoral action accountably 
and sustainably”. (9) 

The following priority intervention areas of the NCD action plan (9) have multisectoral elements: fiscal and 
marketing policies; replacement of trans-fat in processed food with polyunsaturated fat; and salt reduction. 
Both the supporting interventions imply collaboration with other sectors.

One week after the sixty-first session of the WHO Regional Committee for Europe in September 2011, global 
leaders met at the United Nations in New York for a high-level meeting of the General Assembly on the 
prevention and control of NCD. In the ensuing Political Declaration (10), there are multiple references to 
intersectoral collaboration, for example, in connection with the commitment to strengthen national policies: 
“To promote, establish or support and strengthen ... multisectoral national policies and plans for the 
prevention and control of noncommunicable diseases...”. Even one of the two follow-up activities requested 
of the Secretary-General relates to multisectoral action: “To submit by the end of 2012 to the General 
Assembly ... options for strengthening and facilitating multisectoral action for the prevention and control of 
non-communicable diseases through effective partnership”. 

Mental health

Mental health interacts strongly with NCD and is also a determinant of morbidity and mortality. Mental 
health and mental disorders will be addressed separately in the forthcoming European mental health 
strategy and action plan, which will also address co-morbidities.

Intersectoral action to tackle NCD risk factors

The burden of NCD is the result of a complex, but well-understood, sequence of causation in connection 
with which there is potential for intervention at multiple points. The main risk factors for NCD are the focus 
of fresh attention at both the global and European levels. The Global status report on noncommunicable 
diseases 2010 (1) identifies the following aims for immediate action:

1. to protect people from tobacco smoke, warn about the dangers of tobacco, enforce bans on tobacco 
advertising, and raise taxes on tobacco;

2. to restrict access to retailed alcohol, enforce bans on alcohol advertising and raise taxes on alcohol;

3. to reduce salt intake in the population, replace trans-fat with polyunsaturated fat and to promote public 
awareness about the dangers of unhealthy diet;

4. to promote physical activity through the mass media.

These interventions are identified in the report as “best buys” because they are cost-effective (US$ per DALY 
prevented < GDP per person) with low implementation costs (US$ per capita < US$0.50), and because it is 
considered feasible to implement them (vis-à-vis health-system constraints). It is clear that, although these 
interventions are the responsibility of the health sector, collaboration with other sectors in implementing 
them is necessary if they are to be effective. The following examples of possible interventions are provided 
to illustrate why collaboration with other sectors is important and how it can be achieved. They were 
extracted from recent European and global strategies and action plans developed to guide the current work 
of WHO in the area of NCD.

Tobacco use

WHO plays a leading role in coordinating global and regional action in the area of tobacco control. This has 
resulted in several World Health Assembly resolutions, the latest being on the Framework Convention on 
Tobacco Control (WHO FCTC) (13). Being the first international treaty negotiated under the auspices of WHO, 
it includes provisions to reduce both supply and demand. As it was signed at the government rather than 
the ministry-of-health level, it requires interministerial collaboration, which makes it a true example of the 
whole-of-government approach. 
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The MPOWER2 package (14) contains six evidence-based and cost-effective key tobacco control measures, 
which can be used for implementing the WHO FCTC (15), providing Member States with a road map for use 
in meeting their commitments and legal obligations under the Treaty.

Increasing tax on tobacco is the most effective way of reducing tobacco use and has the added benefit of 
increasing government revenue. The WHO FCTC  (15) recommends increasing the excise tax on tobacco 
products to at least 70% of the price. It is clear that to implement this measure, collaboration between 
the health and the finance sectors is necessary. In addition, to control a possible increase in illicit trade 
as a result of the higher taxes, the customs and trade sectors should also be involved. Intersectoral 
collaboration is also essential for the successful implementation of other key measures, such as banning 
advertising, protecting people from second-hand smoke and warning the public about the dangers of 
tobacco use. 

Harmful use of alcohol

The European action plan to reduce the harmful use of alcohol 2012–2020 (16) was adopted at the sixty-first 
session of the Regional Committee in Baku, Azerbaijan, in September 2011. It is closely linked to the Action 
plan for the implementation of the European strategy for the prevention and control of noncommunicable 
diseases 2012−2016 (9) and The new European policy for health – Health 2020: vision, values, main 
directions and approaches (2), which prioritize NCD and their risk factors. 

Although it is clear that effective alcohol policy would ensure collaboration among the different sectors, 
the European status report on alcohol and health 2010 (17) shows that alcohol policies in many countries 
still fail to be properly integrated with policies on overall health, social issues, agriculture, trade, industry 
and development. In addition, countries fail to provide adequate capacity to ensure intersectoral and 
interdepartmental action at government level. Therefore, the alcohol action plan (16) names concerted 
action as one of its five main objectives, in connection with which many of the action points have raised 
interest, such as that entitled “marketing of alcoholic beverages”, which is identified as a “best buy”. The 
alcohol action plan (16) states that whatever system is adopted to limit exposure to commercial advertising, 
“joint work between government, health systems, the media and all forms of telecommunications is 
essential”. In addition, it underlines the fact that action related to leadership, community and the workplace, 
drink-driving policies, availability and pricing, all demand intersectoral collaboration.

Unhealthy diet

Several international agreements have been drawn up in the field of nutrition, such as the Global Strategy 
on Diet, Physical Activity and Health (18), the European Charter on Counteracting Obesity (19), and the 
WHO European Action Plan for Food and Nutrition Policy 2007–2012 (20). The last mentioned encompasses 
six key action areas with goals and targets for the various health challenges. One of the specific actions 
mentioned in relation to supporting a healthy start is the development of policies on nutrition in schools, 
including, for example, the provision of healthy options in canteens and the establishment of fruit- and 
vegetable-distribution schemes. It is obvious that collaboration with the education sector is of the utmost 
importance in this connection. With respect to action to inform and educate consumers about healthy 
nutrition, it is stressed that collaboration with the consumer-protection sector is essential to “ensure that 
appropriate information is provided to consumers and that a suitable system is in place to assess, manage 
and communicate risks related to the nutritional characteristics of food and the presence of contaminants”. 
This action to promote public awareness about diet is also referred to as a “best buy”.

However, it is not only the action areas of the plan (20) that demonstrate the importance of collaboration 
with other sectors; the chapter that defines participation also makes this clear.  It stresses that “whole-
of-government commitment is necessary for implementation ..., in the spirit of health-in-all policies“ and 
lists the sectors, which should be involved, i.e. those for agriculture, fisheries, food, consumer protection, 
education, sport, transport, urban planning and housing, environment, labour, social policy, and research (20). 

2 The WHO FCTC and its guidelines provide the foundation for countries to implement and manage tobacco control. To help make this 
a reality, WHO introduced the MPOWER package of six evidence-based measures contained in the WHO FCTC (i.e. monitoring tobacco 
use and prevention policies; protection from tobacco smoke; offering help to quit tobacco use; warning about the dangers of tobacco; 
enforcing bans on tobacco advertising; promotion and sponsorship; raising taxes on tobacco). These measures are intended to assist in 
the country-level implementation of effective interventions to reduce the demand for tobacco.
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Physical inactivity

The Global Strategy on Diet, Physical Activity and Health (18), and the European Charter on Counteracting 
Obesity (19), mentioned earlier, both stress the importance of physical activity for tackling obesity, among 
other things. The Parma Declaration on Environment and Health (21), adopted by WHO European Member 
States at the Fifth Ministerial Conference on Environment and Health, Parma, Italy, on 10–12 March 2010, 
underscores the importance of providing safe environments conducive to physical activity, and commits 
countries to working towards the achievement of targets to that effect. 

While the Parma Declaration on Environment and Health (21) is an example of intersectoral collaboration 
by definition, another document worth highlighting is Steps to health. A European framework to promote 
physical activity for health (22), one of the working papers presented at the Ministerial Conference on 
Counteracting Obesity, held in Istanbul, Turkey, in 2006. One of the objectives of this document is to provide 
guidance on, and tools for use in, implementing multisectoral public health action related to physical 
activity at the national level. The recommendations contained in the document are organized according to 
sectors and settings and emphasize the importance of working across sectors, such as those for health, 
transport, urban planning and housing environment, schools and kindergartens, workplaces, and leisure-
time activities. The chapter on building networks and alliances mentions that working across sectors in 
both the public and the commercial arenas will do much to facilitate progress towards healthier and more 
sustainable lifestyles, i.e. the synergies involved create a win-win situation for all actors.

Intersectoral action and inequities

The rapidly growing burden of NCD disproportionally affects people of lower socioeconomic status, 
e.g. people living in poverty and those with lower levels of education and/or income (1). The successful 
implementation of intersectoral action to tackle NCD should, therefore, go hand in hand with an 
understanding of how its impact might potentially be distributed among the population, in that some groups 
would probably benefit more than others. As a minimum, it is important to ensure that interventions to 
prevent and control NCD do not exacerbate existing inequities by improving the health of those in the higher 
socioeconomic groups at a faster rate than in other groups of the population. 

For example, as a result of work carried out in 2007–2008, the Global Task Force on Social Determinants 
and Cardiovascular Disease3 recommended a combination of approaches to tackling the risk factors for 
cardiovascular disease (CVD), including proportionate universalism (i.e. focusing the scale and intensity of 
action proportionately to the level of disadvantage), as well as a whole-of-government approach to ensure 
the involvement of the sectors for finance, transport, education, agriculture, social security and youth affairs 
(23).

As regards measures aimed at reducing the use of tobacco, it is important to bear in mind that it is just 
as likely for people of low socioeconomic status, or those experiencing multiple disadvantages, to attempt 
to quit smoking as it is for others but they may not be as successful. For example, in the United Kingdom, 
60% of the most affluent smokers are now ex-smokers, compared with 15% of those living in the poorest 
circumstances (24). An evaluation using longitudinal data from 2002 to 2009 revealed that having financial 
difficulties remains a key barrier to smokers’ quit success. In fact, smokers reporting financial difficulties 
were 41% less likely to achieve quit success than their wealthier counterparts (25). 

What are the implications of this knowledge with respect to action and “best buys”? There is a clear 
relationship between the cost of cigarettes and the consumption rate. Increasing the tax on tobacco 
products is an effective upstream intervention for reducing their availability, notably to those in the most 
vulnerable groups, the young and the poor in particular. Studies have shown that a 10% increase in price 
reduces the smoking rate by as much as 8% in low- or middle-income countries, as opposed to 4% in 
high-income countries (26). However, this intervention needs to be coupled with a mechanism to earmark 
a certain proportion of the revenue created by tobacco taxes for measures to tackle social inequity. An 
example of such measures could be to increase accessibility to PHC services and tobacco-cessation 
programmes, especially since smokers of low socioeconomic status who are unable to quit will be forced 
to spend even more and their families will often have to bear the cost. Other appropriate measures might 
include: eliminating fees for cessation programmes; subsidizing and deregulating nicotine-replacement 

3 Comprising representatives of the Priority Public Health Conditions Knowledge Network of the global Commission on Social 
Determinants of Health and its cardiovascular diseases group.
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therapy and other cessation aids; bringing cessation services to disadvantaged communities and settings 
where the poor, informal settlers and other disadvantaged groups congregate; and incorporating brief 
cessation activities in the basic-health-services package.

Looking through an equity lens at measures to reduce alcohol use, the relationship between alcohol, 
social determinants and equity is complex and has implications for universal interventions. For example, 
the above-mentioned Global Task Force on Social Determinants and CVD found that “… for a given 
consumption, poorer populations may experience disproportionately higher levels of alcohol-attributable 
harm” (27). In the European Region, the findings of the Priority Public Health Conditions Task Group, 
established in connection with the strategic review of health inequalities in England post-2010 (28), were 
similar, i.e., while people of a lower socioeconomic status are more likely to abstain, if they do consume 
alcohol, they tend to form problematic drinking patterns and dependence. In 2009, the same Task Group 
conducted a study on the use of screening and brief interventions to manage alcohol-related harm, mainly 
in primary-care settings, and found that this approach could inadvertently widen the gap. The rationale was 
that certain population groups, such as those of low socioeconomic status, may be less likely to be seen by 
a primary-care provider and, therefore, more likely to have limited access to brief interventions (29). This 
underlines the importance of population-based preventive action, which reduces exposure to alcohol and 
harmful levels of drinking in the first place, such as enforcing bans on alcohol advertising and raising taxes 
on alcohol.

Evidence from interventions indicates that the rates of response to health-promotion programmes 
among the lower-income groups are likely to be lower and drop-out rates higher (30). Being often of 
short duration, the interventions fail to take sufficient account of ethnic and social diversity. The evidence 
suggests that educational information alone is relatively ineffective among the lower-income groups and 
may increase inequities (31). In relation to diet, for example, this underlines the importance of designing 
public-awareness strategies that make it possible to reach the lower-income groups and tackle social 
determinants, such as poverty, low-level family income and the relative cost of healthy food. For example, 
if the cost of a healthy food basket takes up a greater proportion of a family’s disposable income than a 
less healthy basket, it could be a challenge for the family members to act on the educational information 
they receive. Changing this situation requires joint action and attention to equity issues, e.g. monitoring 
and evaluating different population groups (e.g. women in lower-socioeconomic groups) with a view to 
determining whether there are barriers to and/or differences in the adoption of healthier behaviour.
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Working across sectors: basic concepts

Strategies to promote intersectoral action for health

In 2010, Kickbusch and Buckett concluded that, since the late 1970s, three intellectual policy waves have 
contributed to the emergence of a 21st century model of horizontal health governance: intersectoral action 
for health, healthy public policy, and HiAP (32). They define the three waves as follows.

•	 Intersectoral action comprises efforts by the health sector to work collaboratively with other sectors of 
society to achieve improved health outcomes (3).

•	 Healthy public policy is characterized by an explicit concern for health and equity in all areas of policy 
and by accountability for health impact (5).

•	 HiAP is a horizontal, complementary, policy-related strategy with a high potential for contributing to 
population health. The core aim of HiAP is to examine determinants of health, which can be influenced 
to improve health but are mainly controlled by the policies of sectors other than health (33).

Steps towards implementing intersectoral action for health

The Global status report on noncommunicable diseases 2010 (1) defines several steps that can be taken 
by the health sector to initiate and accomplish intersectoral action on health. These steps, which are 
relevant both to issue-centred approaches and to the general approach of the HiAP strategy, are: to carry 
out self-assessments and assessments of other sectors; to analyse the area(s) of concern; to develop 
plans on engaging other sectors in action to address these areas; to develop a framework for use in 
fostering common understanding among sectors; to strengthen governance structures, political will and 
accountability mechanisms; to enhance community participation; to choose other practices to foster 
intersectoral action; and to monitor and evaluate action taken. 

A survey was conducted among health-promotion practitioners in Israel in 2003 (34) to identify the 
factors that either enhance or hinder intersectoral partnerships for health promotion and the partnership 
structures that are best suited to certain types of projects, participating organizations and teams. The three 
factors most important to intersectoral partnerships were related to project management, i.e. effective 
leadership, clear project goals and a shared vision. The greatest barriers to partnerships were related 
to malfunctioning of the steering committee and the lack of explicit procedures for collaboration. These 
results emphasize the importance of guidance and training to the success of intersectoral partnerships.

In analysing the steps of the Global status report (1) in light of the conclusions of the 2003 survey of health-
promotion practitioners in Israel (34), it is possible to make a distinction between the steps related to: 
expertise and competencies; project management; and governance.  

Expertise and competencies

To ensure the necessary expertise and competencies for successful intersectoral action, the health sector 
needs to carry out self-assessments and assessments of the other sectors with a view to:

•	 clarifying the capability and readiness of the health sector for intersectoral collaboration;

•	 clarifying existing relationships;

•	 strengthening institutional capacity;

•	 gaining a better understanding the policies of other sectors;

•	 identifying the potential health impact of action (using health impact assessment as a tool);

•	 conducting stakeholder and sector analyses;

•	 improving interaction between, and strengthening the engagement of, the sectors involved; 
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•	 collaborating with other sectors in establishing common policies, programmes and initiatives;

•	 becoming involved in the policies, programmes and initiatives of the other sectors;

•	 providing tools and techniques for including health in the policies of other sectors.

The health sector must learn to work in partnership with other sectors in exploring policy innovation, new 
mechanisms and tools, and advanced regulatory frameworks. In seeking the agreement of other sectors 
(or actors), it is important not only to be able to make the case to them but also to understand that they may 
feel threatened. For example, during discussions with manufacturers and entrepreneurs on issues relating 
to tobacco, alcohol and nutrition, it would be natural for them to have their own opinions on potential policy 
changes and do their best to ensure their interests were not in jeopardy. If there is any conflict of interest, 
it is important to acknowledge it. It is also important to identify at which point in the policy-making process 
stakeholders with highly vested interests may be included and to which extent they should take part. 

According to the Adelaide Statement on Health in All Policies (7), in connection with its new role in 
advancing HiAP, the health sector needs to be outward oriented, open to discussion, and equipped with the 
necessary knowledge, skills and mandate. It also needs to improve coordination within the health sector 
itself and to support its champions.

Project management 

With a view to improving the management of intersectoral projects, the health sector should:

•	 define the areas of concern and potential interventions to deal with them;

•	 analyse sector-specific data to determine the feasibility of intervention;

•	 build the case using convincing data and evidence to highlight potential mutual benefits;

•	 develop a strategy to involve relevant sectors, with emphasis on win-win;

•	 use a single framework to facilitate a common understanding among sectors;

•	 monitor implementation closely to determine progress.

It is always useful to seek measures that are of mutual benefit to those involved. For example, it may be 
hard to convince the ministry of finance to commit to funding expensive activities, the benefits of which will 
be seen only years later. The ministry is more likely to be interested in cost-neutral measures, or measures 
that can increase revenue, such as raising taxes on products that are harmful to health.

The Adelaide Statement on Health in All Policies (7) highlights potential mutual benefits, as follows: 

Good health enhances quality of life, improves workforce productivity, increases the capacity for learning, 
strengthens families and communities, supports sustainable habitats and environments, and contributes 
to security, poverty reduction and social inclusion. 

It describes them in more detail through specific examples of intersectoral relationships, such as that 
between the economy and employment sectors, which, according to the Adelaide Statement (7), is 
stimulated by a healthy population.

Healthier people can increase their household savings, are more productive at work, can adapt more 
easily to work changes, and can remain working for longer. Work and stable employment opportunities 
improve health for all people across different social groups.

Examples are also given on the mutual benefits of the following interrelationships: security and justice; 
education and early life; agriculture and food; infrastructure and transport; environments and sustainability; 
housing and community services; and land and culture.

The Adelaide Statement (7) also contains an overview of tools and mechanisms, which can be used for 
developing strategies and frameworks, and for monitoring and evaluation. These include: interministerial 
and interdepartmental committees; intersectoral action teams; integrated budget and accounting 
mechanisms; cross-cutting information and evaluation systems; joint workforce development teams; 
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community consultations and citizens’ juries4; partnership platforms; health-lens analysis5; impact 
assessment; and legislative frameworks. This topic is also covered in Health in All Policies. Prospects and 
potentials (35).

Governance 

To assure successful intersectoral action, good governance is crucial. To this end, it is necessary for the 
health sector to:

•	 establish new or strengthen existing governance structures;

•	 develop political will and mechanisms of accountability;

•	 utilize the relevant sections of human-rights treaties and international agreements;

•	 enhance community participation through consultations, the mass media, web sites and 
nongovernmental organizations (NGOs).

In 2008, St-Pierre (36) looked into the governance tools that allow the central government to promote 
collaborative work and policy coherence for the health and well-being of the population. He classified them 
into four categories: structures (e.g. committees and organizations dedicated to collaboration); processes 
(e.g. joint planning and evaluation); financial frameworks (e.g. mechanisms fostering intersectoral 
activities), and mandates (e.g. laws or regulations imposing accountability), illustrating in a chart those 
mentioned most frequently in the literature on governance, as well as the keys to success outlined therein.

Slovenia was one of the first European countries to introduce laws and regulations addressing intersectoral 
cooperation (37). Joining the European Union (EU) triggered stronger intersectoral action in the areas 
of health, safety at work and food safety. As a result of cooperation between the health and agricultural 
sectors, it was decided to assess the health impact of proposed agricultural and food policies. This was 
the first time that any government had attempted to assess the health effects of agricultural policy at the 
national level. 

Strong political will is one of the cornerstones for implementing the HiAP approach in Bosnia and 
Herzegovina and the former Yugoslav Republic of Macedonia (38). In Bosnia and Herzegovina, HiAP is 
supported by the tradition and firm foundations of public health organization, and affords opportunities 
for the more active involvement of community members in decision-making on health care. In the former 
Yugoslav Republic of Macedonia, the creation of strong partnerships and alliances among sectors is 
emphasized in the Law on Public Health. This law supports the strengthening of multisectoral approaches 
and processes at the national, regional and local levels by establishing national and local public health 
councils.

It is crucial that the public has a sense of ownership of policies requiring behavioural change and is 
encouraged to participate in their implementation. This is especially true of measures directly affecting 
citizens’ lives, e.g. limiting smoking areas, protecting children from the social and psychological effects of 
the harmful use of alcohol by adults, or changing the quality of food available to the public. 

In order to implement some of the “best buys” included in the Global status report on noncommunicable 
diseases 2010 (1), interaction with the private sector is needed. For example, to reduce salt intake and 
replace trans-fat with polyunsaturated fat (two of the “best buys”), dialogue with the food industry and 
the development of accountability mechanisms are important. Food manufacturers nowadays are able to 
reduce the levels of saturated fats, added sugars and salt in products and remove trans-fatty acids by using 
the relatively low-cost alternatives that are available to them. They could also consider introducing products 
with more balanced nutritional value that would be accessible to most groups of society.

There is a need to ensure that the parties that comply with the health requirements do not find themselves 
at a disadvantage compared to those that do not comply. For example, reducing salt in food products is a 
measure that should be taken step by step so that people do not become alienated to these products but 
gradually become used to the new levels of salt contained in them and begin to relate to their health qualities. 

4 Information available at: www.jefferson-center.org/, accessed 9 February 2012.
5 Information available at: http://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/health+reform/

health+in+all+policies, accessed 13 February 2012.

NCD_publication_2012.indd   9 09-05-2012   15:20:51



10

Evidence and experience 
There is growing evidence about the need for intersectoral action in the prevention and control of NCD and 
the potential effect of this action. This chapter discusses relevant experience gained in the SEEHN countries 
and Slovenia, starting with an overview of the burden of NCD.

As mentioned earlier in the publication, the underlying risk factors for NCD are tobacco use, harmful use of 
alcohol, unhealthy diet, and physical inactivity. Various intersectoral interventions exist for addressing them. 
This chapter looks at those relevant to taxation on tobacco and the reduction of salt in food, and highlights 
the results of national surveys conducted to reveal current mechanisms for intersectoral action in the area 
of NCD.

Methodology

Data were collected from the following sources:  

•	 the European Health for All Database (39) (on the burden of disease); 

•	 the WHO report on the global tobacco epidemic, 2011 (for the highlight on mechanisms of intersectoral 
collaboration in the field of tobacco) (26); 

•	 the Global Health Observatory Data Repository (on the burden of overweight and obesity) (40);

•	 the WHO Global Database on Child Growth and Malnutrition (on childhood overweight) (41); 

•	 the country information templates completed in 2010 by nutrition counterparts and focal points at the 
national level (for the highlight on mechanisms of intersectoral collaboration on the marketing of food 
and salt reduction); 

•	 raw data gathered through the global survey of country capacity for the prevention and control of NCD 
conducted by WHO in 2009 and 2010 (for the highlight on intersectoral capacity to tackle NCD)6. 

In addition, a literature review was carried out to locate current evidence relating to use of the HiAP 
approach in the SEEHN countries and Slovenia. Of particular interest were the approaches proposed for 
tackling the priority areas of the Action plan for implementation of the European strategy for the prevention 
and control of noncommmunicable diseases 2012–2016 (9).

Through individual country reports and examples of the use of the HiAP approach, the publication, 
Opportunities for scaling up and strengthening health in all policies in south-eastern Europe (38), gives 
great insight into this situation in each of the SEEHN countries and Slovenia. This publication was prepared 
for the 3rd Forum of Health Ministers on Health in All Policies in South-eastern Europe in Banja Luka, 
Bosnia and Herzegovina, in October 2011.

In August and September 2011, semi-structured telephone interviews were conducted with key people 
working in the field of NCD in each of the SEEHN countries and Slovenia. Country examples included in this 
publication have been reviewed by the national counterparts.

Burden 

Fig. 1 shows life expectancy at age 15 in the SEEHN countries and Slovenia. Fig. 2 illustrates the age-
standardized death rates for diseases of the circulatory system in those aged 0–64 years. For reasons of 
comparison, graphs for Eur-A7, Eur-B+C8, and the WHO European Region have been included. These data 
are reported by the countries on an annual basis. The graphs are smoothed curves to soften fluctuation. 

6  As the selected survey data included in the report, Noncommunicable diseases country profiles 2011 (42) (which follows on from the 
Global status report on noncommunicable diseases 2010 (1)) were not relevant for this analysis, raw unpublished data from the survey 
were used for the highlight on intersectoral capacity to tackle NCD.  

7 Andorra, Austria, Belgium, Croatia, Cyprus, Czech Republic, Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Israel, Italy, 
Luxembourg, Malta, Monaco, Netherlands, Norway, Portugal, San Marino, Slovenia, Spain, Sweden, Switzerland, United Kingdom.

8   Albania, Armenia, Azerbaijan, Belarus, Bosnia and Herzegovina, Bulgaria, Estonia, Georgia, Hungary, Kazakhstan, Kyrgyzstan, Latvia, 
Lithuania, Montenegro, Poland, Republic of Moldova, Romania, Russian Federation, Serbia, Slovakia, Tajikistan, the former Yugoslav 
Republic of Macedonia, Turkey, Turkmenistan, Ukraine, Uzbekistan. 
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Fig. 1. Life expectancy at age 15 in SEEHN countries, Slovenia, Eur-A, Eur-B + C and the WHO European 
Region, 1985−2010

Source: European Health for All Database (39). 

Fig. 2. Age-standardized mortality (SDR) from diseases of the circulatory system in SEEHN countries,  
Slovenia, Eur-A, Eur-B + C and the WHO European Region, 0–64 years, per 100 000, 1985−2010

Source: European Health for All Database (39).

The overall trend is promising. There was a clear increase in life expectancy and decrease in the rates of death 
from diseases of the circulatory system between 1995 and 2010. Although there is much variability, the graphs 
for each country (or group of countries) in Figs. 1 and 2 are almost horizontal mirror images of each other. This 
could be explained by the large contribution made by diseases of the circulatory system to loss of years of life. 

The figures also show that the SEEHN countries and Slovenia represent the full range of those in the WHO 
European Region. Their trends in mortality from diseases of the circulatory system are uniformly better 
than the averages for Eur-B+C countries but worse than those for Eur-A countries. These observations 
suggest that the rates seen in the Eur-A region could serve as an attainable goal for CVD control in the 
SEEHN countries and Slovenia. In addition, the diversity of experiences in these countries is fertile ground 
for exchange and mutual learning.
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The graphs for Bulgaria, the Republic of Moldova and Romania show a reversal of the upward trend for 
mortality from diseases of the circulatory system. This could be associated with social and economic 
transition (e.g. the possible effects of changing patterns in death certification). Further study to determine 
the reasons for this change (e.g. policies adopted) is warranted.

The data for a number of countries are incomplete, a fact, which only reinforces the importance of data 
collection as a basis for policy-making. 

Highlight:  mechanisms of intersectoral collaboration on taxation in the field 
of tobacco

One of the underlying risk factors for NCD mentioned earlier in this paper is tobacco use. Fig. 3 shows the 
estimated prevalence of smoking in adults (current smokers and any product) in SEEHN countries and 
Slovenia. It should be noted that these data are all weight-adjusted estimates for the purpose of comparison 
across countries. The report does not contain prevalence estimates for Montenegro or the former Yugoslav 
Republic of Macedonia.

Fig. 3. Estimated prevalence of smoking in adults (currently smoking  any tobacco product) in SEEHN 
countriesa and Slovenia, 2009

a Excluding Montenegro and the former Yugoslav Republic of Macedonia.
Source: WHO report on the global tobacco epidemic, 2011: warning about the dangers of tobacco (26).

Fig. 3 illustrates that the prevalence estimates (for both sexes) in the majority of the countries (with the 
exception of Israel, the Republic of Moldova and Slovenia) are higher than the WHO European average. The 
male:female ratio varies among the countries; Bosnia and Herzegovina, Croatia, Serbia and Slovenia have 
narrower sex ratios than the other countries. The general (sometimes drastic) rise in the prevalence of 
female smoking across the WHO European Region is alarming. Therefore, efforts should continue not only 
to sustain the downward trend of smoking among males seen in some of the countries in the Region, but 
also to focus more attention on reversing the levels of smoking among females.

Several intersectoral measures exist for counteracting these trends, one of them being to increase the 
price of tobacco products by raising the taxes on tobacco. This is the single most effective way of decreasing 
consumption and encouraging tobacco users to quit. In addition, higher prices (through raised taxes) are 
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particularly effective in preventing young people from starting to smoke. There are many different types of 
taxes on tobacco products, but excise taxes (specifi c and ad valorem)9  are the most important due to their 
specifi city to tobacco products. The recommendation is that a combination of excise taxes constitutes at 
least 70% of the retail price of the product. Overviews of the taxes on and prices of cigarettes in the SEEHN 
countries and Slovenia are given in Figs. 4 and 5, respectively. 

Fig. 4 shows that only one of the countries under review – Bulgaria – levies excise taxes at the recommended 
70% level. Of the other countries, Bulgaria, Israel and Romania are among the top 10 countries in the WHO 
European Region with the highest percentage of excise tax on tobacco. In contrast, the Republic of Moldova is 
among the bottom 10, and Albania, Bosnia and Herzegovina and Montenegro among the bottom 20.

Fig. 4. Percentage of excise tax on a pack of the most-sold brands of cigarettes in SEEHN countries and 
Slovenia, 2010

Source: WHO report on the global tobacco epidemic, 2011: warning about the dangers of tobacco (26).

It is important not only that tobacco taxes are high but also that cigarette prices are high. Less affordable 
retail prices will contribute to reducing consumption. Fig. 5 illustrates the prices of one pack of the 
cheapest brand of cigarettes and one pack of the most sold brand of cigarettes in the SEEHN countries and 
Slovenia. In the WHO European Region, the 20 countries with the lowest prices include: Albania, Bosnia and 
Herzegovina, Montenegro, the Republic of Moldova, Serbia and the former Yugoslav Republic of Macedonia. 
Montenegro and the Republic of Moldova are among the bottom 10. The 20 countries in the Region with 
the highest prices include Bulgaria, Israel and Romania, Bulgaria and Israel being among the top 10. It 
is also worth mentioning that the price difference between the cheapest and most expensive cigarette 
brands (not shown) should be minimal to avoid brand-switching, especially in response to tax increases. In 
comparing the difference in price between the cheapest and most sold brands (Fig. 5) (as opposed to the 
most expensive brands), one can see that the phenomenon of a minimal price difference between brands 
has been accomplished in several countries, such as Bulgaria, Romania and Slovenia. In contrast, in the 
Republic of Moldova, there is a substantially large price difference between the two categories. There is no 
record of the price of the cheapest brand in Bosnia and Herzegovina. 

9 Specifi c (or fi xed) excise taxes are imposed as a set duty per unit of product. The same amount of tax is applied, whatever the base 
price, thereby not increasing the differences in price between cheaper and more expensive brands. Ad valorem excise taxes are a 
proportion of the retail price of tobacco products (i.e. a set percentage of the manufacturers’ or retail prices). Unlike specifi c excise tax, 
ad valorem taxes increase with infl ation, such as manufacturers’ or other price increases.
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Fig. 5. Price of one pack (20 pieces) of the cheapest and most sold brands of cigarettes, international 
dollars, 2010

a No record available of the price of the cheapest brand in Bosnia and Herzegovina.
Source: WHO report on the global tobacco epidemic, 2011: warning about the dangers of tobacco (26).

For maximum policy impact, and to counteract smuggling, national efforts to raise the prices of and taxes 
on tobacco products should be coordinated with those of neighbouring countries. For example, there is a 
great variation in the prices of the most sold brands among the SEEHN countries and Slovenia. The highest 
price (US$ 5.58) is found in Bulgaria, followed by Romania (US$ 4.88); the prices in Serbia and the former 
Yugoslav Republic of Macedonia are almost half as much (US$ 2.19 and US$ 2.24, respectively).

To reduce tobacco consumption and improve public health, the taxation on tobacco should render tobacco 
products progressively less affordable by offsetting the combined effect of infl ation (through ad valorem 
excise taxes, for example), increased consumer incomes and purchasing power. In many countries, tobacco 
products are becoming increasingly affordable because taxation does not keep pace with infl ation and 
incomes. Fig. 6 indicates the affordability of cigarette prices by evaluating them as a percentage of the gross 
domestic product (GDP) per capita. Among the SEEHN countries and Slovenia, affordability compared to 
income is lowest in Albania, the Republic of Moldova and the former Yugoslav Republic of Macedonia. This 
is interesting since these three countries have the lowest percentages of excise taxes (Fig. 4 ) and one would 
expect that, in countries with the least affordability, there would be high excise taxes (more specifi cally, high 
ad valorem taxes). However, this requires a more in-depth look at the distribution of specifi c and ad valorem 
taxation within the excise systems in these countries.
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Fig. 6. Affordability of cigarette prices in SEEHN countries and Slovenia, % of GDP per capita, 2010 

Source: WHO report on the global tobacco epidemic, 2011: warning about the dangers of tobacco (26).

Highlight: mechanisms of intersectoral collaboration on marketing of food 
and salt reduction

At the global level, overweight and obesity are the fi fth leading cause of death. At least 2.8 million adults die 
each year as a result of these risk factors; in 2008, 1.5 billion people of 20 years and older were overweight 
(1). Fig. 7 shows that in the SEEHN countries and Slovenia, the prevalence of overweight (defi ned by a body 
mass index (BMI) of 25 (kg/m2) or higher) among adult males ranged from 39% in the Republic of Moldova 
to 68% in Slovenia. 

Fig. 7. Age-standardized prevalence of overweighta (%) among males over 20 years in SEEHN countries, 
Slovenia and the WHO European Region, 2008

a Includes obesity: BMI >=25.0 (kg/m2). 
Source: Global Health Observatory Data Repository (40).
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Among adult females (Fig. 8), the prevalence of overweight ranged from 45% in Croatia to 58% in Israel. 
While the prevalence of overweight among men was higher than the average estimate for the WHO 
European Region (58.3%) in most countries (except the Republic of Moldova and Romania), the prevalence 
of overweight among women was lower than the average estimate (51.3%) in most countries (except Bosnia 
and Herzegovina, Israel, the Republic of Moldova and Slovenia).

Fig. 8. Age-standardized prevalence of overweighta (%) among females over 20 years in SEEHN 
countries, Slovenia and the WHO European Region, 2008 

  

a Includes obesity: BMI >=25.0 (kg/m2). 
Source: Global Health Observatory Data Repository (40).

Worldwide, nearly 43 million children under the age of fi ve were overweight in 2010 (43) (defi ned as a 
BMI-for-age Z-score above the +2 standard deviations of the 2006 WHO child growth standards (44). The 
prevalence of overweight among boys in this age group ranged from 9% in Romania to 27% in Bosnia and 
 Herzegovina; the pattern for girls was similar (Fig. 9).

Fig. 9. Prevalence of overweighta (%) among preschool children aged 0-5 years in eight SEEHN 
 countriesb

a Includes obesity: BMI-for-age >+ 2 standard deviations of the 2006 WHO child growth standards (44).
bData unavailable for Croatia, Israel and Slovenia.
Source: Global Health Observatory Data Repository (40).
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In 2005, the WHO European Member States recognized the need for standardized and harmonized 
surveillance systems in connection with the development of policy on obesity in the Region. In response to 
this need, the Regional Office established a childhood-obesity surveillance system in 17 countries. The aim 
was to measure trends in overweight and obesity in primary-school children (6–9 years) on a routine basis 
to understand the progress of the epidemic in this population group and allow intercountry comparisons. 
The first data collection took place during the 2007−2008 school year with the participation of 13 countries: 
Belgium (Flemish region), Bulgaria, Cyprus, Czech Republic, Ireland, Italy, Latvia, Lithuania, Malta, 
Norway, Portugal, Slovenia and Sweden. The second round took place from spring to autumn 2010 with 
the participation of four additional countries: Greece, Hungary, Spain and the former Yugoslav Republic of 
Macedonia. 

In the field of nutrition, intersectoral action is taking place in several countries of the European Region in 
connection, for example, with the marketing of food to children and the implementation of strategies on the 
reduction of salt intake. The Regional Office follows and supports the European Marketing Network (led by 
Norway) that coordinates the efforts of 19 countries of the Region to find ways of reducing the pressure put 
on children by the marketing of unhealthy food and beverages. Currently, the European Marketing Network 
includes four of the SEEHN countries (namely, Bulgaria, Israel, Montenegro and Serbia) and Slovenia. 
Taking part in the network does not imply any particular policy preference regarding regulatory approach. 
Some countries have introduced statutory regulations banning advertising and others have implemented 
non-statutory guidelines and self-regulation imposing some limitations, and various accountability models. 
Policy tools range from legislation to public-private partnerships, which attach particular importance to 
regulatory measures. 

Tables 2 and 3 provide an overview of how the SEEHN countries and Slovenia have implemented the policy 
action recommended in the WHO policy framework for nutrition10. According to WHO, specific regulatory 
measures could be the adoption of regulations substantially reducing the extent and impact of the 
commercial promotion of energy-dense foods and beverages, particularly to children, and the development 
of international approaches to preventing this, e.g. a package of essential preventive action. Countries could 
prioritize interventions from this package, according to their national circumstances and level of policy 
development.

Table 2 gives an overview of policy action taken in the SEEHN countries and Slovenia on the marketing of 
food to children. The information was compiled from the country information templates completed by WHO 
nutrition counterparts at the national level. This also applies to Table 3.

10 Comprising the European Charter on Counteracting Obesity (19) and the WHO European Action Plan for Food and Nutrition Policy 
2007–2012 (20).
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Table 2. Overview of policy action taken in SEEHN countries and Slovenia on marketing of food to children, 
2006–2010

Country Description of action taken 

Albania No action.

Bosnia and 
 Herzegovina

No action.

Bulgaria A national food and nutrition plan was developed for the period 2005−2010 
(45). The plan had a multisectoral approach and included activities to address 
overweight, obesity, and the development of new standards for the marketing of 
foods. In 2010, implementation had reached the stage of preparation of a panel 
discussion with stakeholders (including institutions, producers, traders, NGOs  
and the media) on the initiation of national measures to reduce the advertising of 
‘unhealthy’ foods and beverages to children

Croatia The development of the National action plan for overweight prevention and 
treatment (46) facilitated the issuance of a government regulation (which came 
into effect in 2008) to prohibit vending machines in primary schools, the so- 
called “State pedagogy standard for elementary school education”. 

Israel The Ministry of Education has published guidelines on nutrition in educational 
institutions (47) to prevent the marketing of energy-dense nutrient-poor foods 
and beverages in schools and other educational locations.  

Montenegro No action.

Republic of Moldova The Ministry of Health issued Decision No. 13 (31 July 2007) of the Main State 
Sanitary Inspector (48) prohibiting the sale of energy-dense nutrient-poor foods 
in schools. The Decision came into force on 1 September 2007.

Romania Ministerial Order No. 1563 on approval of the list of foods not recommended for 
preschool children and schoolchildren and of the principles underlying healthy 
diets for children and adolescents (49) was issued in 2008 establishing the 
criteria for recommending specific food items for sale in schools with the aim of 
creating healthy dietary habits in schoolchildren.

Serbia No action.

Slovenia The Ministry of Education adopted the Act on School Nutrition (50) in May 2010, 
introducing a ban on vending machines for foods and beverages in all Slovene 
primary and secondary schools. The Act came into force in June 2010.

The former Yugoslav 
Republic of Macedonia

The second national action plan for food and nutrition policy (51), developed in 
2009, covers marketing of food to children. It was based on the WHO European 
Action Plan for Food and Nutrition Policy 2007–2012 (20).
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Table 3. Overview of policy action taken in SEEHN countries and Slovenia to reduce salt intake, 2010 

Country Description of action taken 

Albania No action.

Bosnia and 
 Herzegovina

No action.

Bulgaria Bulgaria is a member of the EU Salt Action Network. Round-table discussions 
with food producers at the national level and forums on developing a salt-reduc-
tion strategy in line with the national food and nutrition action plan have taken 
place. A formal agreement on joint action to implement the plan has been signed 
by the national committee on implementation of the plan and dairy producers. 
Reduction of salt content in some foods has been realized in a number of enter-
prises thanks to activities at the regional and local levels.

Croatia Action aimed at reducing salt intake in the population is being carried out (in 
cooperation with the WHO Regional Office for Europe), in accordance with the 
national food and nutrition action plan (52).

Israel The promotion of reduced salt intake in the population is included in the general 
guidelines on nutrition issued by the government (53).

Montenegro No action.

Republic of Moldova No action.

Romania The Ministry of Health and the Romanian Food Industry Federation have entered 
into negotiations on reformulating salt content in food (54). Action to this end will 
include an evaluation of the current status of salt intake in the population and 
the provision of information to consumers on salt-related health risks.

Serbia The national programme for prevention, medical treatment and control of cardio-
vascular diseases in Serbia until 2020 (55) covers all CVD risk factors and ad-
dresses the reduction of salt intake at population level.

Slovenia Discussions with the food industry started in 2009 (54). A national salt campaign 
was conducted from May 2010 to March 2011. The national action plan for salt 
was adopted in July 2010.

The former Yugoslav 
Republic of Macedonia

No action.

Highlight: intersectoral capacity to tackle NCD

In 2010, as part of implementing the action plan for the global strategy for the prevention and control of 
noncommunicable diseases (11), WHO conducted a global survey of country capacity for the prevention and 
control of NCD, which was completed very successfully in the European Region. The results of this survey 
presented below provided valuable information on the capacity available for intersectoral action. Responses 
were in the form of “yes”, “no” and “don’t know”. 

Table 4 presents information on the partnerships for and collaborative agreements on the implementation 
of key activities for NCD prevention and control, which exist in the SEEHN countries and Slovenia. The 
telephone interviews confirmed that many of the countries have established intersectoral mechanisms, 
such as working groups, boards and committees, on the development of strategies and action plans. 
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Table 4. Existence of collaborative mechanisms in the implementation of NCD-related activities in SEEHN 
countries and Slovenia, 2010

Country
Main collaborative mechanisms for implementing NCD-related activities

Interdepartmental/
interministerial committees

Interdisciplinary 
committees

Joint task forces

Albania No No No

Bosnia and 
Herzegovina Yes Yes DKa

Bulgaria Yes Yes Yes

Croatia Yes Yes No

Israel Yes Yes Yes

Montenegro Yes Yes Yes

Republic of 
Moldova Yes Yes Yes

Romania Yes Yes No

Serbia No Yes Yes

Slovenia DKa Yes Yes

The former 
 Yugoslav 
 Republic of 
Macedonia

Yes Yes Yes

aDK = don’t know.

The most common collaborative mechanism in operation is the interdisciplinary committee, which exists 
in all of the countries reporting the existence of partnerships. In the EU, the most common collaborative 
mechanism used is the interdepartmental or interministerial committee (56). 

Although Albania did not report collaborative mechanisms for NCD-related activities, a recent study on the 
opportunities for scaling up and strengthening the HiAP approach in south-eastern Europe (38) revealed 
the establishment (under the Albanian Public Health Law) of the National Public Health Council with 
effect from end 2011. The Council is responsible for coordinating the activities of the public health system 
and for facilitating policy development. In addition, it advises the Minister of Health on the development 
and implementation of coordinated public health policy on preserving and protecting the health of the 
population. 

In Croatia, a national environmental health review conducted in 2009 found that, owing to a lack of 
horizontal collaboration among ministries, vertical laws and by-laws had been developed, which had 
resulted in a significant duplication and overlapping of responsibilities and a lack of the appropriate 
capacity for enforcing and implementing the laws. As a result, the National Chemical Safety Committee 
was established, comprising representatives of different ministries (57). As a candidate for EU membership, 
Croatia has sought to review its processes of and capacity for monitoring and addressing environmental 
health, and developed a national chemical safety strategy, which clarifies the functions and responsibilities 
of the different sectors. Intersectoral cooperation is critical to enabling small countries with little capacity 
to develop specialist institutions that could facilitate fulfilment of the requirements for EU accession (57). 
However, in spite of the success of the National Chemical Safety Committee, which is a good example of 
intersectoral collaboration, there has been no follow up in this area (57).

Information collected through the WHO global survey of country capacity for the prevention and control of 
NCD also gave an insight into which stakeholders are the key in partnerships and collaboration (Table 5). 
Non-health ministries, academia and nongovernmental organizations (NGOs) and civil-society organizations 
were those most frequently reported. 
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Table 5. Key stakeholders involved in partnerships and collaborative agreements on NCD-related 
activities in SEEHN countries and Slovenia, 2010

Country

Key stakeholders

Non-health 
ministries

United  
Nations 
agencies

Interna-
tional or-
ganizations

Academia 
(including 
research 
centres)

NGOs,  
community-
based  
organiza-
tions, civil 
society

Private
sector

Albania -a - a - a - a - a - a

Bosnia and 
 Herzegovina Yes Yes Yes DK b Yes DK b

Bulgaria Yes Yes Yes Yes Yes No

Croatia Yes Yes No Yes Yes No

Israel Yes No No Yes Yes No

Montenegro Yes Yes No Yes Yes No

Republic of 
 Moldova Yes Yes Yes Yes Yes Yes

Romania Yes Yes Yes Yes Yes Yes

Serbia No Yes Yes Yes Yes No

Slovenia Yes DK b DK b Yes Yes DK b

The former 
 Yugoslav Republic 
of Macedonia

Yes Yes Yes Yes Yes Yes

aNo information received.  bDK = don’t know.

The telephone interviews confirmed that most of the SEEHN countries and Slovenia have adopted strategies 
developed in cooperation with WHO, other international agencies and relevant government ministries. 
Although, in the main, NGOs only become involved in the development of strategies at the stage of public 
debate, they are perceived as important implementation partners and are often included in action plans.

At the local level, joint health campaigns and other health-related activities involving the community, the 
media and NGOs are organized in connection, for example, with World Health Day. Their aim is generally to 
raise awareness of the importance of healthy lifestyle.  

In some countries, there is a long tradition of the involvement of public health institutes in NCD prevention 
and control. They often take the lead in initiating processes in this area (e.g. monitoring) at the national and 
local levels, as well as in assuring the implementation of national strategies and the coordination of related 
action at all levels. The public health institutes provide the media with evidence and information. Most of 
them regard the media as an important ally. 

In Romania, an intersectoral approach involving the community and governmental and nongovernmental 
agencies, resulted in the success of a local copper-smelting plant in reducing the blood-lead levels of plant 
workers and young children living in the vicinity of the plant (58). 

In the Republic of Moldova, the national programme on the promotion of healthy lifestyle for 2007−2015, has 
brought together the following stakeholders: the Ministry of Health; the Ministry of Finance; the Ministry 
of Education; the Ministry of the Environment; the Ministry of Youth and Sport; the Ministry of Social 
Protection, Labour and Family; the Ministry of Regional Development and Construction; the Academy of 
Science; and the National Health Insurance Company. In addition, local public authorities are nominated as 
competent bodies (38). 

Montenegro has included an action plan with a multisectoral approach in its 2009 strategy for the 
prevention of chronic NCD (38). Before the strategy was introduced, members of the public, journalists 
and representatives of NGOs were able to participate in a debate on its content. The action plan itself 
outlines many activities to be undertaken in non-health sectors, such as the construction of recreational 
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facilities (cycling and running tracks), the introduction of healthy meals for children in schools (education 
sector), and the mandatory inclusion in school curricula of “healthy lifestyle”, which is currently optional. In 
connection with the implementation of the national tobacco strategy, the Ministry of Health cooperates with 
the Ministry of Economy on the pricing and taxation of cigarettes, with the Ministry of Tourism on the use of 
tobacco products in restaurants, and with the Ministry of Education on tobacco control in schools. 

Partnerships or collaborative agreements related to tobacco use and unhealthy diet exist in all the countries 
that reported intersectoral collaboration on NCD prevention and control (Table 6). 

Table 6. NCD-related areas in which partnerships or collaborative agreements exist in SEEHN countries 
and Slovenia, 2010

Country
NCD-related areas in which partnerships or collaborative agreements exist

Tobacco Harmful use of 
 alcohol Unhealthy diet Physical inactivity

Albania a - a - a - a

Bosnia and 
Herzegovina Yes Yes Yes Yes

Bulgaria Yes Yes Yes Yes

Croatia Yes Yes Yes Yes

Israel Yes Yes Yes Yes

Montenegro Yes Yes Yes Yes

Republic of 
Moldova Yes Yes Yes No

Romania Yes No Yes Yes

Serbia Yes Yes Yes Yes

Slovenia Yes Yes Yes Yes

The former 
Yugoslav 
Republic of 
Macedonia

Yes Yes Yes Yes

a No information received. 

An example of collaboration in the field of tobacco is the Council for Tobacco Control in Serbia. As a result 
of an initiative of the Ministry of Health, this multisectoral body was established by the Government in 
April 2006 and comprises representatives of ministries and professional organizations involved in tobacco 
control; observers from international organizations (WHO, UNICEF) are also included. The Council serves as 
a tool to ensure the involvement of all key stakeholders in tobacco-control activities, and to coordinate the 
implementation of the WHO FCTC, which was ratified by Serbia in 2005. 

The law on the restricted use of tobacco products of the Federation of Bosnia and Herzegovina (38), as 
well as the law on prohibition of the sale and use of tobacco products to persons under the age of 18, the 
law on prohibition of smoking tobacco products in public places, and the law on prohibition of advertising 
tobacco products of the Republic of Srpska are also good examples of intersectoral collaboration since their 
enforcement is supervised through sanitary inspections, labour inspections and market inspections. 

In Bulgaria, an intersectoral approach to improving diet and reducing diet-related NCD involves the 
establishment of the National Coordination Council in connection with the implementation of the national 
food and nutrition action plan 2005–2010 (38). Membership of the Council includes representatives of 
all ministries involved in the areas of food, nutrition and physical activity (such as those for agriculture, 
education and science, economics, and labour and social policy), the Agency for Youth and Sports, 
representatives of food producers’ associations, professional organizations and NGOs, such as the National 
Association of Municipalities.  

A range of health-promotion initiatives have been implemented based on the Health-promoting Schools 
(HPS) and Healthy Cities projects; these focus most frequently on NCD and least frequently on workplace 
wellness (Table 7). The telephone interviews confirmed that, in most of the countries, there is evidence of 
good and continuous cooperation between the health and school sectors.  In most of the countries, to some 
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extent at least, programmes have been implemented to improve the quality of nutrition in schools and to 
ensure that children from the lower-socioeconomic groups have access to meals at school. In some of the 
countries, health has been included in the school curricula.

Table 7. Implementation of health-promotion activities in SEEHN countries and Slovenia, 2010

Country

Health promotion activities aimed at:

fiscal 
 interventions 
influencing 
behavioural 
change

regulating 
 marketing of foods 
to children 

community empowerment

HPS projects 
with NCD focus

projects on 
workplace 
wellness

Healthy Cities/
municipalities 
projects

Albania Yes No Yes - a No

Bosnia and 
Herzegovina

No Yes Yes DKb Yes

Bulgaria Yes Yes Yes - a Yes

Croatia No No Yes - a Yes

Israel Yes No Yes Yes Yes

Montenegro No Yes Yes - a Yes

Republic of 
Moldova

No Yes Yes Yes Yes

Romania Yes Yes Yes - a Yes

Serbia Yes Yes Yes No Yes

Slovenia Yes No Yes - a Yes

The former 
Yugoslav 
Republic of 
Macedonia

Yes Yes No DKb Yes

a No information received. bDK = don’t know.

The intersectoral approach used in Sarajevo in the prevention of drug use in schoolchildren and adolescents 
could be applied more broadly as a model for initiating and progressing intersectoral collaboration for 
health promotion (59).

The Healthy Cities approach, which seeks to put health high on cities’ political and social agenda and build 
a strong movement for public health at the local level, is a true example of intersectoral collaboration. It 
strongly emphasizes the importance of working across sectors in addressing the determinants of health. 

The 2000 Sarajevo Healthy City Project is a successful local experience, which illustrate the importance of 
municipalities in the process of implementing HiAP (38). Between 2000 and 2002, representatives of the 
project actively participated in the work of the Sarajevo Environmental Council to ensure that environmental 
conservation policy and spatial planning were based on experience gained in intersectoral cooperation 
and responsibility for health. In 2004, the Sarajevo City Council approved the health plan for the citizens of 
Sarajevo. This plan and the studies behind it represent a significant contribution to a holistic understanding 
of health and to improving multisectoral responsibility for it.

The Israeli network of Healthy Cities has been operating since 1990. When the Israeli Healthy Cities 
approach was evaluated in 2005, intersectoral partnership achieved the highest score of the six dimensions 
of the approach assessed in most of the participating cities (60). These partnerships also pursued 
community participation, on which “Project Renewal”, an earlier initiative targeting distressed residential 
areas, was based, and which may have paved the way for the further development of intersectoral and 
participatory approaches in Israel (61). A significant predictor of Healthy Cities’ success in Israel was the 
political support and commitment enjoyed by the project (60).
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Refl ection and proposals for action

Refl ection

This publication describes the burden of NCD and their major risk factors and outlines recently developed 
global and European strategies in this fi eld. It also discusses “best buys”, i.e. cost-effective action to 
accelerate results in terms of saving lives, preventing disease and avoiding heavy costs (1).

The health sector needs to ensure the quality, universality and accessibility of its services. This means 
implementing cost-effective, evidence-based interventions aimed at assuring quality care for all, according to 
their health needs. It also means placing appropriate emphasis on health promotion and disease prevention.

Public policies can have a rapid effect on the burden of NCD. For example, as illustrated in Fig. 10, mortality 
from circulatory diseases has been declining fast in many European countries over the last three decades. 
While at individual level, heart disease is a chronic condition, at population level, the risk of dying from it can 
be reduced remarkably quickly if the right policies are in place.

Fig. 10. Age-standardized mortality from diseases of the circulatory system, all ages, per 100 000, in 
selected Member States of the European Union, 1980-2005

Note: The light blue line in each graph represents the weighted average for the WHO European  Region.
Source: European Health for All Database (39).

Several theoretical frameworks are available to help analyse problems in managing policy change. Kingdon’s 
theory (62) simplifi es the policy-making process into three main issues: problems, policies and politics.

•	 The problem needs to be acknowledged and included in the policy-making agenda.

•	 Policies to address the problem need to be in place.

•	 Political agreement is needed to address the problem.

To adapt the tasks involved in HiAP decision-making, this framework is used in the following refl ections 
on some of the challenges relating to the three main issues of policy-making in the light of Ollila’s 
observations on creating windows of opportunity for HiAP (63). 
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Problem

The description of a health problem is usually based on evidence, such as epidemiological data and medical 
literature related to the problem, its risk factors and their determinants and distribution (aggregated by 
sex, age and socioeconomic factors). It is, therefore, important that countries invest in reliable systems of 
surveillance, monitoring and data analysis. In the absence of data, literary examples of the health effects of 
measures taken to tackle NCD risk factors and their determinants are helpful in making the case. This is 
also an obvious way of providing evidence on the predicted trends and consequences of NCD when evidence 
is not available.

Surveillance data and research results should be easily accessible to the public, politicians and policy-
makers alike. The format in which they are presented should be clear, making it possible for the audience 
to understand how the diseases, their risk factors and determinants are linked, and how important it is to 
consider this scenario in formulating related policy and, later, in implementing it.

It can be difficult – if not impossible – to implement measures that are seen to restrict people’s lives or 
affect them negatively. It is, therefore, important to enhance public knowledge about measures that are 
conducive to good health. Ensuring the transparency of planned policies is also important. 
 
Policies

WHO has defined policies to improve the NCD situation, such as those outlined in the Global status report 
on noncommunicable diseases (1), and in the newly adopted Action plan for the implementation of the 
European strategy for the prevention and control of noncommunicable diseases 2012–2016 (9). Decision-
making on, or even the implementation of, many of the identified priority actions appears very simple. In 
practice, this is not the case, since action is often required by non-health sectors and stakeholders that may 
be seen to impinge on their interests. It may well be necessary to adjust policy to accommodate the goals, 
objectives and interests of various actors. This is especially true in connection with the technical feasibility 
and cost of proposed policies, as well as with their political and public acceptance. 
 
Politics

Politics is about creating agreement on what is to be done and how it is to be done. The role of the health 
sector in the process of finding appropriate solutions to health problems is to make the case for health. This 
requires a good surveillance and monitoring system, the capacity to identify the right policy solutions and the 
capability to adjust them, in collaboration with other sectors. It is important that health-sector professionals 
have the mandate to work across sectors, as well as the appropriate resources, including well-qualified staff 
who have an understanding of public health and health policy and good negotiating skills. 

Various structures and processes exist for building intersectoral collaboration, ranging from permanent 
committees and partnerships to public consultations to plain communication with other sectors. To ensure 
optimal consideration of equity issues, provision should be made for involving the community, especially the 
groups known to be more adversely affected by and/or vulnerable to NCD and their risk factors than the 
rest of the population;  the potential distribution of the impact of policies should also be taken into account. 
Intersectoral committees on public health, including, when appropriate, various levels of government and 
bodies comprising representatives of different political parties and civil-society organizations, can be very 
useful, not only in long-term processes of consensus-building and policy planning, but also in dealing with 
more focused problems or ad hoc matters. For the work of such bodies to be fruitful, they should be fed 
with concrete, well-prepared issues for discussion and all parties involved should have the opportunity to 
present their ideas and problems. 
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Proposals for action

The Banja Luka Pledge, adopted during the 3rd Forum of Health Ministers of South-eastern Europe in Banja 
Luka, Bosnia and Herzegovina, in October 2011, commits to resolving to work towards “...strengthening 
public health capacities and services for the control and prevention of NCD by accepting, adhering to and 
implementing … the European action plan for preventing noncommunicable diseases …”and “...developing 
and implementing national action plans…” (64). The following proposals for action are based on discussion 
in Banja Luka and aim to reflect the message conveyed in this publication. They are organized according to 
Kingdon’s policy streams to create the windows of opportunity for HiAP described by Ollila (62, 63).

Proposed problem-related action Points for consideration

Set up appropriate surveillance 
systems for gathering data on 
NCD (aggregated by age, sex and 
socioeconomic status) and their main 
risk factors and determinants.

Build capacity for analysing data from a 
public health and health determinants’ 
perspective, and other evidence on 
health situations, policies, policy 
proposals and policy trends.

The lack of monitoring, reporting on, and evaluation of the 
effectiveness of action taken to prevent and control NCD 
constitutes a main weakness in almost all of the countries 
assessed. External evaluations of strategic action for use in 
preparing a new strategy or action plan had been carried out 
in only a few of the countries.

The existing information systems do not respond well to the 
current demands of monitoring NCD trends and the impact 
of action taken in this area. There has been little monitoring 
of the social determinants of NCD and related inequities, 
partly due to the fact that data are not always available. Even 
where data are available (mainly sex- and age-disaggregated 
data), the extent to which they have been analysed or linked to 
socioeconomic determinants, such as level of education, place 
of residence and family income, is limited.

In discussions with other sectors, the health sector should 
ensure that appropriate evidence and information is made 
available to them.

At the 3rd Forum of Health Ministers of the SEEHN, it was 
suggested that the Member and partner States of the 
SEEHN join forces to contribute, as a network, to the input 
of the European Region to the Global Monitoring Framework 
developed in response to paragraphs 61 and 62 of the Political 
Declaration of the General Assembly on the prevention and 
control of NCD (10), and to the development of an information 
system for the WHO European Region within the Framework. 
The SEEHN is well equipped to emphasize the importance of 
inequity, migration and vulnerable populations.

NCD_publication_2012.indd   26 09-05-2012   15:21:02



27

Proposed policy-related action Points for consideration

Develop sustainable funding sources In most of the countries, the main reason for the failure to 
implement strategies and action plans as planned is the 
lack of resources (both human and financial) and assurance 
of continued funding, particularly for health promotion and 
NCD prevention. To successfully prevent and control NCD, 
substantial investment is needed in order, for example, to 
develop the public health workforce, upgrade information 
systems (including those related to equity), assure the 
continuous funding of NGOs, and develop the infrastructure 
necessary for building supportive environments. The additional 
financial resources required are difficult to assure in times of 
crisis.

Many initiatives in south-eastern Europe are supported by and 
dependent on international funding. Assuring the continuation 
and systematization of projects when such funding runs out 
could present an additional challenge.

The existing collaboration among the SEEHN countries 
and Slovenia also represents an opportunity for developing 
common projects and combining resources. The joint training 
of health and public health professionals in different areas 
of NCD, organized within this framework in cooperation with 
WHO, could serve as a model of good practice and could be 
further developed in the form of a summer school.

Set up collaborative projects At the 3rd Forum of Health Ministers of the SEEHN, a proposal 
to establish a regional health development centre on NCD was 
accepted. This centre, which will be set up in Montenegro, 
will coordinate cross-border projects on, for example, the 
strengthening of national NCD plans to develop, evaluate 
and advocate cost-effective methods of reducing the risks for 
chronic disease and assist national and international health 
agencies in the development, implementation and monitoring 
of NCD programmes. 

Albania suggested setting up a flagship project on cervical 
cancer. 

Croatia was in support of collaboration on NCD-related action, 
for example, to strengthen or develop national public health 
strategies (taking the social determinants of health into 
account), and on activities related to mental health and to the 
implementation of the WHO FCTC. 

Israel highlighted the added value of collaborative action.
The Republic of Moldova stressed the importance of regional 
collaboration in the area of physical activity.

Romania requested that the development of a regional 
approach to cancer be considered.
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Proposed action related to politics Points for consideration

Strengthen the ability to identify policy 
contexts conducive to dialogue on 
health perspectives.

Make the case in a way in which non-
health professionals, politicians and 
the public alike will understand it. To 
this end, strengthen negotiating and 
networking skills.

To implement international and national NCD action plans, 
it is important that the mandate and responsibility of the 
health sector with respect to health promotion and disease 
prevention reaches beyond service provision. 

It is clear that the action required to implement “best buys” 
will inevitably vary, as do the country contexts. For example, 
to be successful in raising taxes on alcohol and tobacco, 
negotiations would need primarily to be with the ministry of 
finance, and when preparing a budget proposal for submission 
to the ministry of finance, it would be wise to include 
information about revenues.  

It is likely that the alcohol and tobacco industry and 
enterprises involved in the delivery of “best buys” will be 
opposed to them. To influence the content of processed food, 
it is necessary for the health sector to negotiate with the 
producers at an early stage. At the same time, regulation of 
this area must remain with the public sector. 

Planning a comprehensive tobacco or alcohol policy, requires 
comprehensive discussion between the various public sectors 
and, most likely, the establishment of an intersectoral working 
group to prepare it. 

At the 3rd Forum of Health Ministers in South-eastern Europe, 
cross-border issues were discussed, including fiscal policies, 
nutrition, and the Common Agriculture Policy (CAP) reform. 
The SEEHN underlined the importance of working on these 
issues as a region in order to make a strong case. The former 
Yugoslav Republic of Macedonia stressed the importance of 
collaborating on climate change.

Enhance community participation 
throughout the processes of policy 
development, implementation 
and evaluation through public 
consultations, the dissemination of 
information (using the mass media and 
web-based tools) and facilitation of the 
equal and meaningful involvement of 
constituency and NGO representatives 
at all levels.

The assessment revealed that only few countries have 
developed special mechanisms at the governmental level 
for involving representatives of civil society in developing 
strategies, or in decision-making in general. NGOs are 
struggling with cuts in funding; in addition, they are seldom 
involved in coalitions or international networks. 

Improving strategies and processes to ensure greater 
inclusion, particularly of the marginalized and disadvantaged, 
is a key recommendation of the Global Commission on the 
Social Determinants of Health.  Increasing the participation 
and active engagement of those most affected by NCD in 
the development of strategies would be taking an important 
step towards a more equitable distribution of the health 
improvements achieved by interventions to tackle these 
diseases. 

At the 3rd Forum of Health Ministers of South-eastern Europe, 
Bulgaria stressed the importance of using the media to ensure 
behavioural change.
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Proposed action related to politics Points for consideration

Utilize experts, networks and examples 
of good practice to foster intersectoral 
action

One of the main capacities of the SEEHN countries and 
Slovenia comprises the expertise of a number of health 
professionals (national counterparts) who, for many years 
have been collaborating with WHO on different aspects related 
to NCD prevention and control and with various relevant 
networks in Europe. These experts have access to evidence-
based information and, through international networks, to 
information on the different practices followed and measures 
used in the countries for the prevention and control of NCD. 

The countries of the SEEHN and Slovenia possess an 
enormous wealth of information on good practice in the area 
of NCD in south-eastern Europe, such as initiatives to:  involve 
ethnic minorities (e.g. the Roma population) in NCD prevention 
and control; tackle health determinants by linking health 
and development at the local level with the aim of reducing 
inequity in health; introduce taxes on earmarked tobacco 
products; and to promote taxation on unhealthy food products.
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