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Preventing chronic diseases: taking stepwise action

JoAnne E Epping-Jordan, Gauden Galea, Colin Tukuitong, Rabert Beaglehale

The scientific kmowledge to achieve a new global goal for the prevention of chrenic diseases—a 2% yearly reduction in
rates of death from chronic disease over and above projected declines during the next 10 years—already exists. However,
many low-income and middle-income countries must deal with the practical realities of limited resources and a double
burden of infecttous and chronic diseases. ‘This paper presents a novel planning framewerk that can be used in these
coniexts: the stepwise framework for preventing chronic diseases. The framework offers a fiexible and practical public
health approach ia assist ministries of health in balancing diverse needs and priorities while implementing evidence-
based interventions such as those recommended by the WHO Framework Convention on Tobacco Conlrol and the
WHO Global Strategy on Diet, Physical Activity and Health. Countries such as Indonesia, the Philippines, Tonga, and
Vietnam have applied the stepwise planning framework: their experiences illustrate how the stepwise approach has
general applicability to solving chronie disease problems without sacrificing specificity for any parlicular country.

introduction

As described in the first paper of this series, from an
estimated total of 58 million deaths worldwide this year,
heart disease, stroke, cancer, and other chronic diseases
will account for 35 million, more than 15 million of which
will occur in people younger than 70 years. Approximately
four out of five of all deaths from chronic disease now
oceur in low-income and middle-income countries, and
the death rates are highest in middle-aged people in these
couriries {panel 1).

While the age-specific rates of death from chronic
diseases are declining in many high-income countries, the
burden of these epidemics is accelerating in low-income
and middle-dincome countries, driven by both population
ageing and rapid social and environmental changes that
are increasing the prevalence of common risk factors in
these countries. This aceeleration is alarming considering
that clironic diseases are highly preventable. At least 80%
of heart digeage, stroke, and type 2 diabetes, and 40% of
cancer could be aveided through healthy diet, regular
physical activity, and avoidance of tobacco use® Cost-
effective interventions to reduce chronic digease risks
exist, and have worked in many couniries (panel 2); the
mnost successful strategles have used z range of
population-wide and individual approaches. Yet the
upsurge of chronic disease risks in many low-income and
middie-income countries exposes the paucily of
successfilly implemenied preveniive population-based
interventions. For those at high risk or with established
disease, many medications and other {reatments are at
best intermittently available in these countries. The stark
conseguence s that people are suffering needlessly for
lack of inexpensive and off-patent treatments (panel 3}.

To address the divergence between escalating numbes
of deaths from chronic disease on one hand, and the
existence of eflective inierventions on the other hand, a
plobal goal for preventing chrenic diseases has been
proposed.! The targel is a 296 antmal reduction in chronic
disease death rates over and above projecied declines

during the next 10 years. This reduction would result in
36 million deaths averted over this period, of which
28 million would be averted in low-income and middle-
income countries. The targetis based on the achievements
of several countries over the past three decades in which
comprehensive chronic disease prevention programrmes
have been introduced.™™ Subsequently, a vast amount of
published work has accumulated to show that health gains
can be obtained over a relatively short period of time,
especially in the area of tobacco control, in which benefits
accrue almost inumediately.

Although the scentific knowledge to achieve the global
goal exists now, many low-income and middleincome
countries must deal with the practical realities of lirnited

" resources and a double burden of infecticus and chronic

diseases. The WHO Global Strategy on Diet, Physical
Activity and Health® and the WHO Framework
Convention on Tobacco Control" describe the actions
needed to reduce tobaceo use and support the adoption of
healthy diets and regular physical activity. Yet policies to
encourage these actions rmight seem out of reach for some
ministries of health, who are charged with the task of
putting .such approaches into practice in the face of
pressing, competing priorities. Here, we propose a novel
planning framework that can be used in these contexts:
the stepwise framework for preventing chronic diseases.

Taking action
Creative solutions are necessary o address the egcalating

demands of chronic digeases and their common risk
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jPanelz Common mythssurwundmg chromcdlseases o

" .countries. Recent evidence poln’rs to thefact thiat chronic dlsease risks becorre mdespread
. muich earlierin a country's econamic deveiopmentthan Is Usually realised., Forexample, "
" population body-mriass index arid total chilesterd] increase fapiclly as the mationakincore af
| "poor cotntriestises. They remain steady oncea certaln Ievel G‘F natlnnal income is reached,
3 before eventually declining : :

L Myth “People must dle of somethlng” ST
;pamf UI orpremaLure Most chrcnlc dlseases do noL resulL in suclden death; Rather they dre
©likely lo cabse-people to become procressively ifl and-debiiitated, especially if 1he|rd1sease5
“"are not rnanaged correctly. This s especlallytrue in low-income and middle-income .- .

& countriss, where people tend to develop disease at younger ages, suffer longer— often WIt
= preventable compllcanons—and dié sooner'than those in h[gh income cauntnes Death is
: mewtable buta I\fe o[prutractedlll health ismot:. - -

¢ Myth: "Chronlc I:|15E35E5 develap overa l|fet|rne of exposure tn risk and hence eﬁectlve .
© prevention will take generations, far beyond political attention spans” e
Fact: Itis not nec&ssaryto wait decades te reap the benefits of prevention and control
! activities. Risk factor reducuon can ]eadto sur;ansmg[y rapld heealth gains, athoth populatmn
. “and individual levels. In the case of tohacca control, the effect of-proactive policies and..

|- programmes is almost :rnmedlato_ ‘The implementation of tahacco-free policies ledds to
{.quick degreases in tobacco'use; rates of cardmvascu lar dlsease, and hospltal admsssmns d
1o myocardial |nfarcticm LI : :

i Myth “Interventlons forchromc cllsease preventmn and cuntml are necessarlly Ie55 cost—
- effective than those for acute and |nfect1nus diseases” :
Fact: Afull mnge of chronic disease intevéntions has been Judgedto be very cost—ef‘fectlve

“farall reglons of the'world, |nc|ud|ng sub-Saharan Afnca Many of these sclitiohs are hot
£ only very cost—eﬁectl\/e, they are also mexpenswe to |mp|ement 7 Examples of very cost-

: '|ndustry, taxation oftobacco producrs Whi[h i nu‘r Dn|y cost effectiva but als raises - g
“revenues far govemments; comprehenswa ‘bans on advertising af tobacco products; and.
i combination drugtherapy based onan o_vera_il_n$l_~ approach_to_ |der_|t1[y|r|g |nd|vxduals_a'€ hig
£, tisk# The ideal companenits ofa medicatien o prevent complications in peaple with heait
- disedsa are na longer covered by patent restrLctmnsand could be produced for llttle more

thanadollaramanth“ g

factors in couniries with limited or stressed health
systems, such as Vielnarn, where annual heslth
expenditures amount to Intl$148 per person (Intl$l has
the same purchasing power as US$1 has in the USA).
With this limited funding, the country must contend with
a high prevalence of chronic malnutrition of children,
relatively high maternal and neonata! mortality, an
unfinished agenda around infectious diseases, and a
steady increase in cardiovascular diseases, cancer, and
other chronic diseases.” In urban areas near Hanoj, 15%
of adulls are overweighl (body-mass index >25);* in
He Chi Minh City, 7% of adulis have diabetes.”

Within contexts such as these, ministries of health are
faced with a seemingly daunting task: io rally support for
chronic disease prevention and conirol; to provide a
unifying vision and aclion plan o ensure that imersecloral

action is emphasised at all stages of policy formulation

~ and implementation; and to make certain that actions at

all levels and by all sectors are mutually supportive.

Additionally, actions need to be prioritised in keeping with
the specific population needs for chronic disease

prevention and control, range of possible interventions,
and availability of human and financial resowces to
implement them.

Stepwise framework for preventing chronic diseases
The stepwise framework offers a flexible and practical
approach 1o assist ministries of health in balancing diverse

needs and priorities while implementing evidence-based

interventons. The framework is guided by a set of

principles based on a public health approach to chronic

disease prevention and control:.

o The pational level of government provides the unifying
framework for chronic disease prevention and control,
so that actions at all levels and by all stakeholders are
mutually supportive.

¢ Intersectoral action is necessary at all stages of policy
formulation and implementation because major
determinants of the chronic disease burden lie outside
the health sector.

» Policies and plans focus on the cormmen rigk factors and
cut across specific diseases.

eAs part of comprehensive publichealth action,
population-wide and individual interventions are
cornbined.

e In recognition that most countries will not have the
resources to immediately do everything implied by the
overall policy, activities that are immediately feasible and
likely to have the greatest irnpact for the investment are
selected first for implementation. This principle is the
heart of the stepwise approach.

¢ Locally relevant and explicit milestones are set for each
step and at each level of imervention with a particular
focus on reducing health inequalities.

Detail of the stepwise framework

The figure outlines the key steps of the stepwise
framework, which includes three main planning steps
and three main implementation steps.

The first planming step is to assess the current risk factor
profile and burden of chronic diseases of a country or sub-
population. The dishribution of risk factors among the
population is the key information required by couniries in
their planning of prevention and control programmes,
and can be assessed using WHO's stepwise surveillance
approach.® This information must then be synthesised
and disseminated in a way that successfully argues the
cage for the adoption of relevant policies. This is a key
aspect of making the case for action.

Indonesia’s experience illusirates the importance of this
firet step. For many years the scale of the chronic disease
problem in Indonesia went unvecognised because of a
shorlage of reliable information. Prevention and contrel
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activiies were scattered, fragmented, and lacked
coordination. Periodic household surveys later revealed
that the proportion of deaths from chwonic diseases
doubled between 1980 and 2001 (from 25% tc 49%6). The
econornic implications and the pressing need io establish
an integrated prevention platform at national, district, and
commmumity level became clear, In 2001, Indonesia’s
Ministry of Health initiated a broad consultaiive process
that resulted in a natonal consensus on dironic disease
policy and strategy. A collaberative network for chronic
diseage prevention and conirol was established, involving
health programmes, professional organisaiions, non-
governmental organisations, educational institutions, and
other parimerg from both the public and private sectors
(including those not direcily concerned with health). This
enterprise was followed by further action that ultimately
led to a national policy and strategy document in 2004.

The second planning step is to formulate and adopt a
chronic disease policy that sets out the vision for prevention:
and control of the major chronic diseases and provides the
Dbasis for action in the next 5-10 years. In all couniries, a
national policy is essential fo give chronic diseases
appropriate priority and to organise resources efficiently.
For example, China’s Ministry of Health, with the support
of WHO and the cooperation of relevant sectors, has been
developing a national plan for chronic disease prevention
and control that focuses on cardiovascular diseases,
stroke, cancer, chronic obstructive pultmonary disease,
and diabetes. It will include an action plan for 3-5 years.”
Depending on the configuration of each country's
governance, complementary policies also can be devel-
oped 'at the state, province, district, or municipal levels. In
these cases, it is vital that subnaticnal policies are fully
integrated and aligned with national policies.

The third planning step is to identify the most effective
means of implementing the adopted policies. The

:_":'Panel 3 Face to face Wlth. hron chseases
-_ Roberto Seyanno Campos hves' na shantytc:wn

Roberto had hls ﬁ rst stroke 6 years ago atthe age 0f46——rt paraiysed hls legs. He then lost h1s ablllty to speal\
o arftertwo consecutivestrokes 4 years: [ater. Roberto Used to worl. asa pubiu: transport agent, but now depends

: ;the rnnney forthe I:ous o take us to the ioczl medr:al centre Noernla continues:

Bt the burdén is even greatar thlsfarnlly no‘c ohly lost its bteadwinner, but also a devoied father and

j jgmndfather Robeito s now tranped in his gwn bodyand always needs somepne to feed himand see to his
" 'most basic needs. Noamia carries him in and-out' of the house'so he antakea b:eath of air from tln"le 1o tlme

“We all wish we could get im.a wheeichair”, she says.

: :Noemla anclfbur of her brothers andsusters also suﬁ'erfrorn hlgh blnod pressure .

Excequetl wnh permlssmnfmmWHD Frevrmhn_q Chrnn.cDisenss A\f:uJ lnw:stmenf” e

in tﬁe outsklrts f éﬁo Paula with his sevén childreh'ahd

Figure: WHO stepwise framework for preventing chronic diseases

comprehensive approach requires a range of inter-
ventions to be implemented in a stepwise manner,
depending on their feasibility and likely impact in the
local conditions, and taking into account potential
constraints and barriers to action. Some of the selected
interventions might be primarily under the contrel of the
health ministry, such as realigning health systems for
chronic disease prevention and control. Others might be
primarily the responsibility of other government sectorg
or the legislative branch, such as health financing, laws
and regulations, and improving the built environment.
In these cases, the ministry of health must ensure
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: EPcmeM. Vletr:am and Tonga - . . .

- Vigtnam and Tonga could not be Iess allke yel bolh e earlyadopters of the sLepwrse S
. approach to planring i their region. The former is alarge Asizn country of 80 millioh people,
wrth a double burden of infectioys and ch rariic drsease anda rapldly grUW| ng econcmy iThe

: When the stepmse approach o plannlng Wwas ﬁrst :ntrociuced Vietnam anc[ Tonga faced

Livery differert: -chalfeniges, Tong had no national chronicdiséase plan butwas committed to
'developlng one,” whereas Vi fetnam! had an ambltlous natlonal programme’3 but ho I'neans
. ‘tomonitorits mplementatmn ' :

“Hnbath countrm resource 5r3n:|tywas a rnajor lrnpedrrnenl In Tonga the scan:lty, especlall
of human resources, s absolte, with aveny sl number ofprofessronah avallable towork
= |n the ﬁeld of chron ic drsease In Vletnam that scarcity is compounded by speqahsahon into

Consensus an a pnontlsed list ofpossrbleactmns, maklng n'lost effectlve usé of § rrs searce
‘- humian résourees. I Vietnam, there was anged: toagres oria commion set 5f measures and:

_ AR |neffec1: e plannlng model could have d storted the outcome for both countrles In

'pet proJects of mﬁuentrai proponents I Vietnarm, the dangerwou d have been ofproducmg :
asu rvelllance system overburdened withthe research pTOJeCtS of speuallst interests. :

: 'A sefies Df consultatmns Were held in both countrles i 2003in Tonga, and in 20041!1
"Vietnam—arge formal meetmgs |nvohn ng multlple partners,. mcludl ng international’

- developrment agericies; and smaller, more direct, negetiations betweei parties. |n alt these ‘
- meetlngs, the stepw:se approach was expllcrtly used asa plannlng and recordlng too!

1 These examples showthat the stepwme approach can raprdly 1 ranslate ewdence-based u
¢:-standafds on the prevanticn and centrol of chi
o that are relevantto the resource consl.ralms and polltlcal real;tres ofdevelopxng countrles

lndlcatorsthat would ba used to monltor the effect of the wotk of several drverse mstrtute_ ;

digeasg into. coherent action: programm

coordinaden and cocperation with all government
partners, civil society, and the private sector.

Planning is followed by & seriez of implementation
steps: core, expanded, and degirable, The chosen combi-
nation of interventions for core implementation forms
the starting point and the foundation for further action.
Each country must consider a range of factors in deciding
the package of interventions that constitute the first, core
implementation step, incuding capacity for implemen-
tation, likely impact, acceptability, and political support.
Selecting 2 smaller number of activities and doing them
well is likely to have more effect than tackling a large
number haphazardly. Countries should also try to ensure
that any new actvides complement those aiready
mderway locally, provincially, or nationaliy.

Putting the framework into action

A number of countries, such as Vietmam and Tonga

(panel 4) have successfully used the stepwise framework

for policy forrmalation and implementation. They show

how the stepwise approach has general applicability to
solving chronic disease problemis without sacrificing
specificity for any given country.

Acrogs these and other countries, the following factors
have been associated with successful implementation:

¢ A high-level political mandate to develop a mational
policy framework.

® A committed group of advocates who are often involved
with estimating need, advocating for acton, and
developing the national policy and plan.

e International collaboration providing political and
technical support.

e« Wide consultation in the process of drafting, consulting,
reviewing, and re-drafiing the pelicy until endorgement
is achieved.

o Development and implementation of a consistent and
compelling comrnunication strategy for all stages of the
Process. '

¢ Clarity of vision on 2 small set of out¢ome-oriented
objectives.

Civil society and the private sector

Any single organisation or group is unlikely to have
enough resources to address the complex public health
izsues related to the prevention and management of
chronic diseases. The stepwise framework initiated by
governments allows all health and non-health sectors o
see how their role is an integral part of an overall
framework. It becomes quickly apparent that it can be best
implemented by working with the private sector, civil
society, and international organisations. In the
Philippines, for example, the Departinent of Health has
assumed a coordination and advocacy role in the
development of a response to chronic disease, marshalling,
the multiple inputs of local governments, non-
governmental associations, and the Philippine Health
Insurance Corporation. Using the stepwise framework as
a basis for plarming, a Philippine Coalition for the
Prevention of Noncommunicable Diseases has been
formed and a Memorandurm of Undergtanding for action
between these parties was signed in 2004* The relations
between government, civil society, and the private sector
also apply at the international level, where WHO
collaborates with a range of pariners on chronic dlsease
prevention and control.

Conclusion

Every country, regardless of the level of its resources, has
the potential to make substantal improvements in
chromic digease prevention and control, and to take steps
towards contribuling towards the global goal for
preventing chromic diseases by 2015. A 2% anmual
reduction in chronic diseage death rales, above and
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beyond currently projected declines, will regult in
36 million fewer deaths by 2015, half of which will be in
people younger than 70 years.!

A range of effective interventions for chronic diseage
prevention and control exist, and many countries—mostly
those with high inceme—have already made major
reductions in chronic disease deaths through their
implementation. Yet more focused action and politcal
commitment is needed in many parts of the world,
especially Jow-income and middie-income countries.

In low-income couniries, it is vital that supporive
policies are in place now to reduce rigks and curb
epidemics before they take hold. In countries with
established chronic disease problems, additional meas-
ures will be usefid not only 10 prevent diseages through
risk reduction but also to manage illness and prevent
complications, Everyone has a role to play in advancing
the agenda. As a starting point, the full WHO publication,
Preventing Chronic Diseases: A Vital Investment, supple-
mentary information, and an online advocacy toolldt, can
be dowrloaded from WHO's website.”

Thig publication describes a comprehensive public health
approach for implementing chronic diseage policies and
programmes in an integrated and stepwise manner. As
there cannot be a universal prescription for implemen-
tation, the feasibility of the stepwise approach is thai it
allows each countty to consider a range of factors in
Ppriority setting. Stepwise implementation of evidence-based
interventions will make a major contribution to prevention
and control of chronic disease, and will assist couniries to
contribute towards achieving the global goal by 2015.

Taking up the challenge for chronic disease prevention
and control, especially in the context of competing
priorities, requires a cerlain amount of courage and
ambition. On the other hand, the fajlure o use available
knowledge zbout chwonic dizease prevention and control
is  unjustfied, and recidessly endangers future
generations. There is simply no excuse for chronic disease
to continue taking millions of lives each year when the
scientific understanding for how to prevent these deaths is
available now. The agenda iz broad and bold, but the way
forward is clear.
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