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Council for Economic and Social Policy), Colombia

Coordinadora de las Industrias de Productos Alimenticios
(Coordinator of Food Product Industries), Argentina

chronic obstructive pulmonary disease

civil society organization

cardiovascular disease

disability-adjusted life years

diastolic blood pressure

demographic and health survey

Direccion General de Salud (Directorate General of Health),
Uruguay

Department of Transportation

Declaration of the Americas on Diabetes

Empresa de Acueducto y Acantarillado de Bogota (Bogota
Water Supply and Sewage Company)

Encuesta de Condiciones de Vida (Quality of Life Survey),
Colombia

Encuesta de Hogares de Propodsitos Multiples (Multiple
Purpose Household Surveys), El Salvador
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Instituto Nacional de Salud Publica (National Institute of
Public Health), Mexico

Instituto Nacional de Tecnologia Industrial (National
Institute of Industrial Technology), Argentina

industrially produced partially hydrogenated fat

Instituto de Seguridad y Servicios Sociales de los Trabajadores
del Estado (Institute for Social Security and Social Services
for State Workers), Mexico

Japanese International Cooperation Agency
low- and middle-income
Latin America and the Caribbean

Liga Uruguaya de Vooulntarios de Educacién para la
Prevencién y Control del Cancer (Uruguayan League of
Education Volunteers for Cancer Prevention and Control)

Mothers Against Drunk Driving

Mercado Comun del Sur (Common Market of the South)
1 kcal/kg/hour

Mexican Health and Aging Study

minimum legal drinking age

Ministry of Agriculture, Livestock, and Fisheries
Ministerio de Salud (Ministry of Health)

Ministerio de Salud Publica (Ministry of Public Health)
Mexican Family Life Survey

noncommunicable disease

noncommunicable disease and disability

National Center for Health Statistics
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Organisation for Economic Co-operation and Development
out-of-pocket expenditure

physical activity

Pan American Health Organization

Mexican Petroleum
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PMC Plan Maestro de CicloRutas (CicloRutas Master Plan),
Bogota, Colombia

PNAD Pesquisa Nacional por Mostra de Domicilios (National
Household Sampling Survey), Brazil

POT Plan de Ordenamiento Territorial

PROFECO Federal Consumer Protection Agency

PROPIA Programa de Prevencion del Infarto en Argentina (Program
to Prevent Heart Attacks in Argentina)

PSA public service announcement

R&D research and development

RENALOA Red Nacional de Laboratorios Oficiales de Analisis de

Alimentos (National Network of Official Laboratories for
Food Protection), Argentina

RENAPRA Red Nacional de Proteccién Alimentaria (National Food
Protection Network), Argentina

S/. Peruvian nuevos soles

SAGARPA Secretaria de Agricultura, Ganaderia, Desarrollo Rural, Pesca
y Alimentacion (Secretariat of Agriculture, Livestock, Rural
Development, Fisheries, and Nutrition), Mexico

SBP systolic blood pressure

SE Secretaria de Economia (Secretariat of Economy), Mexico

SEDENA Secretaria de la Defensa Nacional (Secretariat of National
Defense), Mexico

SEDESOL Secretaria de Desarrollo Social (Secretariat of Social
Development), Mexico

SEMAR Secretaria de Marina (Secretariat of the Navy), Mexico

SEP Secretaria de Educacion Publica (Secretariat of Public
Education), Mexico

SFLAC Spanish Fund for Latin America and the Caribbean

SHCP Secretaria de Hacienda y Crédito Publico (Secretariat of
Finance and Public Credit), Mexico

SMU Sindicato Médico del Uruguay (Uruguayan Medical Union)

SNDIF Sistema Nacional para el Desarrollo Integral de la Familia
(National System for Comprehensive Family Development),
Mexico

STPS Secretaria del Trabajo y Previsién Social (Secretariat of Labor
and Social Welfare), Mexico

SUMEFA Uruguayan Society of Family Physicians

SUT Uruguayan Tobaccology Society

TB tuberculosis
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United States Agency for International Development
United States Department of Agriculture
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Overview

Maria Eugenia Bonilla-Chacin

The purpose of this report is to contribute to the design and implementation of
policies that promote healthy living in Latin America and the Caribbean (LAC),
thus effectively preventing premature mortality from noncommunicable diseases
(NCDs) in the region. It examines the health and economic impact of NCDs in
the region and the governance challenges in the design and implementation of
multisectoral policies to prevent these conditions, including polices to improve
diet, increase physical activity, and reduce tobacco use and alcohol abuse. The
study focuses on how policy decisions involving multisectoral interventions to
prevent health risk factors are taken, which stakeholders directly or indirectly
participate in those decisions, which incentives they experience, and what strate-
gies they use in these processes.

The document is based on desk reviews, an analysis of existing databases, and
commissioned case studies. In analyzing the health and economic burden of
NCDs and their risk factors, this study incorporates new detailed analysis of
dietary patterns in selected countries in LAC. It also includes new analyses
of household surveys that explore the potential impact of NCDs on labor mar-
kets and on households’ health expenditures in the region. Finally, for the analysis
of the governance challenges involved in the design and implementation of
selected multisectoral policies in LAC, country case studies were commissioned.
These case studies were mainly based on interviews with key stakeholders that
participated in these processes.

The Health and Economic Burden of NCDs in LAC

The Latin American and Caribbean region has been experiencing a rapid demo-
graphic and epidemiological transition. Not only is the region’s population aging
fast, it is also experiencing major lifestyle changes, including dietary alterations
and more sedentary ways of life. These changes, in turn, have led to shifts in
LAC'’s disease and mortality profiles, which have translated into a greater propor-
tion of NCDs within the overall burden of disease.

NCDs such as heart disease, stroke, cancer, and diabetes are the main causes
of death and disability in the region. In addition, NCD death rates in LAC
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(adjusted by age) are higher than those prevalent in higher income countries; in
fact, the region has some of the highest diabetes death rates in the world. And
not only are death rates higher in LAC than in higher income countries, people
in the region are also dying from these conditions at younger ages. NCDs affect
everyone in the region, rich and poor, urban and rural residents, men and women.

NCDs also represent an increasing economic and development threat to
households, health systems, and economies in the region. NCDs require continu-
ous contact with the health system for long periods of time and, if not controlled,
can result in costly hospitalization. Moreover, out-of-pocket payments for health
services, particularly for drugs, can impoverish households that have members
with these conditions. Data from Colombia, Jamaica, Nicaragua, and Peru show
that out-of-pocket expenditures in households that include someone with a
chronic condition are more than double those of households that do not; the
greatest difference is in expenditures on drugs. In Colombia and Nicaragua,
households with a chronic disease patient are also more likely to have catastrophic
health expenditures. NCDs also generate a large negative impact on the labor
market, particularly in countries where most workers are in the formal sector.
Evidence from Brazil, Chile, Colombia, El Salvador, and Honduras suggests that
NCDs have a greater negative impact (5 percent or higher) on labor market par-
ticipation in more formal economies such as Chile’s or Brazil’s. The combination
of NCDs’ effect on labor participation, hours worked, and productivity suggests
that in these countries these diseases could have a negative impact of about
0.25 percent of gross domestic product (GDP), which could increase to
0.40 percent once the effect of related disability is included.

Much of this health and economic burden can be avoided, however, since an
important share of NCDs is due to exposure to preventable risk factors, such as
an unhealthy diet, a sedentary lifestyle, tobacco use, and alcohol abuse (WHO
2005). Indeed, there are cost-effective, population-based interventions designed
to reduce exposure to these risk factors (WHO 2011a).! Many of these interven-
tions require the active participation of several sectors outside of the health sector,
although the health sector’s involvement is key to ensure that these needed inter-
ventions actually occur.

Risk Factors for NCDs in LAC

An unhealthy diet represents an important health risk for the LAC population.
Diets in several countries in the region are dense in energy and high in sodium,
refined sugar, and fats. An analysis of household surveys from Bolivia, Costa
Rica, Ecuador, Guatemala, Honduras, Nicaragua, and Panama shows that, on
average, the consumption of added sugar and fat in these countries’ diets is
higher than WHO's recommended levels. Moreover, estimates from all these
countries indicate that caloric intake in a large share of households is higher than
necessary to maintain a healthy weight. Average sodium intake is also higher
than recommended levels, while the intake of fruits and vegetables is lower.
These dietary patterns are likely to increase the risk of developing NCDs.
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Energy-dense diets, and diets rich in salt, sugars, and fats and poor in fruits and
vegetables increase the risk for cardiovascular diseases, diabetes mellitus, certain
cancers, dental caries, and osteoporosis (WHO 2003).

Energy-dense diets, combined with a sedentary lifestyle, are responsible for the
large percentage of overweight and obese adults in the region, particularly among
women. According to WHO data, half of adult men and two-thirds of adult
women in the region are overweight or obese, greatly exceeding the average rate
in the Organisation for Economic Co-operation and Development (OECD)
countries. Indeed, due to the disability-adjusted life years (DALYs) lost attributed
to high body mass index (BMI), the Burden of Disease Study 2010 ranked high
BMI as the first health risk factor in some Southern Cone countries (Argentina,
Chile, and Uruguay); the second in the Caribbean and in Central America,
Colombia, and Reptblica Bolivariana de Venezuela; and the third in the rest of
the region (Lim and others 2012).

In several countries, high rates of overweight and obesity coexist with high
rates of chronic malnutrition. Three of the four countries in the world with the
highest percentage of overweight mothers and malnourished children are in
LAC—Bolivia, Guatemala, and Nicaragua (Garret and Ruel 2003). Often, these
conditions are related; for instance, low birthweight and child malnutrition
have been associated with increases in the rates of hypertension, cardiovascular
diseases, and diabetes in adults (WHO 2005).

Tobacco use remains among the first five health risk factors in the region, due
to the DALYs lost attributed to it (Lim and others 2012). Nearly one in four
adult men and one in seven adult women in the region smoke; smoking preva-
lence is also high among youth. Argentina, Bolivia, Chile, Cuba, Uruguay, and
Republica Bolivariana de Venezuela are the countries in the region with the high-
est percentage of adults who are tobacco users (WHO 2011b).2

Alcohol abuse is the leading health risk factor in most Latin American and
Caribbean countries. In fact, in 2010 alcohol use was estimated to be the leading
health risk factor in all LAC subregions, with the exception of the Caribbean and
of countries such as Argentina, Chile, and Uruguay, where alcohol ranked among
the first five risk factors (Lim and others 2012). WHO ranked Belize, Ecuador,
Guatemala, Mexico, Nicaragua, and Paraguay as the region’s countries with the
highest alcohol-related health risk. These countries have the highest consumption
of alcohol per drinker and the largest percentage of drinkers reporting binge
drinking (WHO 2011c). Alcohol abuse not only increases the risk of developing
some NCDs, but it also increases the risk of injuries, including those related to
traffic accidents and violence.

International Experience in Multisectoral Interventions to Prevent
Health Risk Factors: Overcoming Governance Challenges Involved in
Their Design and Implementation

These changes in lifestyle and in the disease profile in the region present impor-
tant demands on policymakers. Many of the interventions needed to prevent
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some of the negative economic and health impacts of NCDs go beyond the health
sector and beyond interventions that it traditionally delivers. Thus, health-sector
policymakers not only must ensure that the prevention, control, and surveillance
of these diseases take place within the sector but also must ensure that multisec-
toral preventive interventions are implemented. Improving diet, increasing physi-
cal activity, and reducing tobacco use and alcohol abuse require the concerted
effort of various stakeholders working in multiple sectors (see table O.1). In addi-
tion to the public sector’s participation, the private sector and civil society also
must participate. Given the involvement of so many stakeholders, often holding
opposing views, policymakers and other health advocates must cope with various
challenges in the governance of the decision-making process of these interventions.

Despite these challenges, there are many promising or successful international
experiences, including promising examples in LAC, such as are listed in table O.1.
The table’s second column classifies the different groups of interventions to
improve nutrition, promote physical activity, and reduce tobacco use and alcohol
abuse, according to their cost-effectiveness following WHO (2011a). Most inter-
ventions included in the table are those that WHO (2011a) considers as “best
buys,” in that they are “cost-effective, low cost, and can be implemented in low
resource settings”; the majority of these aim at controlling tobacco use and alcohol
abuse, but some target improving diet. Other cost-effective interventions, as well
as effective interventions whose cost-effectiveness evidence remains limited, are
also listed in the table.

In order to learn from these successful or promising international examples, it
is important to understand the processes whereby they were developed and
implemented. To that end, it is important to examine the major stakeholders
who influenced and shaped policy decisions, their positions, incentives faced, and
strategies used; the institutional arrangements that framed the decision-making
process; public perception of the policies; interaction between different stake-
holders during the decision-making and implementation process; and lessons
learned from these experiences. Table O.2 maps the main stakeholders, their
position and strategies, and the results obtained for some of the policies reviewed.

Main Stakeholders

Many different stakeholders participate in the design and implementation of
interventions aimed at improving diet, promoting physical activity, and reducing
tobacco use and alcohol abuse (table O.1 and table O.2). In policies aimed at
improving diet, many government actors outside the ministries of health or local
health authorities have played important roles, such as ministries of agriculture,
institutes of industrial technology, and consumer protection agencies (e.g., the
United States Food and Drug Administration [FDA]). The food industry also has
actively participated, sometimes opposing government actions, sometimes work-
ing with the government to advance public health goals. Restaurant associations
and the advertising industry also have become involved. In many policies to
promote physical activity, local authorities (e.g., cities, municipalities, and com-
munities) had leading roles in their design and implementation, particularly
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Table 0.1 International Examples of Multisectoral Interventions Designed to Reduce Noncommunicable Disease Risk Factors

Risk factor Cost-effectiveness Intervention Examples Sectors involved
Unhealthy diet Best buys? Salt-reduction strategies North Karelia, Finland, community program Agriculture, health, food industry, food retail
subsequently extended nationwide. industry, advertising industry, restaurant
Argentina, agreements with the food industry associations, ity governments, the legislature,
to reduce sodium in processed foods. others.

Other cost-effectiveP

Replacing trans fats

Regulating advertising on
marketing of foods and
beverages high in salt, fat,
and sugar, especially to
children

Taxes and subsidies to promote
healthy diets

New York City, ban on trans fats.

Denmark, legislation regulating trans-fat levels
in processed foods.

Puerto Rico, ban on trans fats.

Argentina, reform of the Food Code to regulate
amount of trans fats in processed foods.

United Kingdom, statutory regulation on
advertising

Poland, elimination of butter and lard subsidies.

Physical inactivity Effective with
insufficient
evidence on its
cost-effectiveness.

Modifying the built
environment to increase
physical activity

New York City, bike lanes and bike paths. City governments, urban planning, transport,
Bogotd, Colombia, sustainable public health, civil society organizations (CSOs), and
transportation, Ciclovia, CicloRutas, and the media.
outdoor gyms.

table continues next page



Table O.1 International Examples of Multisectoral Interventions Designed to Reduce Noncommunicable Disease Risk Factors (continued)

Risk factor Cost-effectiveness Intervention Examples Sectors involved
Community- Effective with Work-based programs United States, “Treatwell 5-a-Day” program to Agriculture, health, food industry, food retail
based insufficient increase fruit and vegetable consumption. industry, schools, work places, food retailers,
programs evidence on its others.
to improve cost-effectiveness.©
nutrition . . .
and increase School-based programs United States, Child and Adolescent Trial for
R Cardiovascular Health (CATCH).
physical
activity United States, Pathways (randomized
control study among Native American
schoolchildren).
Other community-based North Karelia, Finland, decreasing salt and
programs fat consumption and increasing fruit and
vegetable consumption.
Europe, EPODE.
Tobacco use Best buys? Fiscal Measures Several successful examples worldwide. Finance, health, agriculture, legislature,
Banning smoking in public Uruguay, tobacco-control policy is one of international organizations, tobacco industry,
places. LAC's most successful efforts in this regard. farmers, CSOs.

Raising awareness and
increasing knowledge about
dangers of tobacco use.

Enforcing bans on tobacco
advertising, promotion and
sponsorship.

table continues next page



Table 0.1 International Examples of Multisectoral Interventions Designed to Reduce Noncommunicable Disease Risk Factors (continued)

Risk factor Cost-effectiveness Intervention

Examples Sectors involved

Alcohol abuse Best buys® Fiscal policies

Restrictions on availability and
access to alcohol

Limiting the hours of alcohol
sales

Age restrictions on alcohol
purchase and sale

Other cost-effective BACY

effortsP

USSR, Gorbachev anti-alcohol legislation. Federal and state governments, city
governments, health sector, police, agriculture,

alcoholic-beverage industry, and CSO.

Sweden, state monopoly on alcohol sale
(Systembolaget).

Various U.S. states’alcohol licensing systems

Australia, Halls Creek Aboriginal town limit of
alcohol sales.

New Zealand, liquor bans and limitations on
alcohol-sale hours.

Brazil, city of Diadema alcohol-sale restrictions.
United States, raising the Minimum Legal
Drinking Age (MLDA).

United States, “Checkpoint Tennessee” program
to decrease drunk driving.

Source: Author, based on data from chapter 4 of this publication.

Note: The table includes most of the programs reviewed for this study. The cost-effectiveness classification in the second column of the table refers to the intervention in general (in the abstract) as per WHO
(2011a). It does not necessarily refers to each particular example provided of each intervention.

EPODE = Ensemble Prevenons I'Obesite Des Enfants (Together Let's Prevent Childhood Obesity); LAC = Latin America and the Caribbean.

a."Best buys"are interventions that WHO (2011a) considers as ‘cost-effective, low cost, and can be implemented in low resource settings."

"

b. These are other cost-effective interventions that are not among WHO's "best buys."

c. These are effective interventions for which there is insufficient evidence on their cost-effectiveness.

d. Blood alcohol concentration.



Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor

Intervention

Key stakeholders

Positions

Strategies

Outputs or outcomes

An unhealthy diet

Salt and saturated fat
reduction strategies in
North Karelia, Finland.

(This community-based
program aimed
at reducing risks
for cardiovascular
disease and included
a component aimed
at decreasing tobacco
use and promoting
vegetable and fruits
intake.)

Agreements with industry
to reduce sodium in
processed foods and to
amend the Food Code
to regulate trans fats in
Argentina

Local government, health

services, schools, social
services, nongovernmental
organizations (NGOs),
supermarkets, food industry,
community leaders, and
media.

Ministries of Agriculture and of

Commerce

National Nutrition Council

Ministry of Health (MOH)
National Food Institute (INAL)
National Institute of Industrial

Technology (INTI)

Ministry of Agriculture,

Livestock, and Fisheries
(MoALF)

COPAL (Coordinator of Food

Product Industries), which
included FAIPA (Argentine
Federation of Baked
Products Industries) and
ASAGA (Argentine Fats and
Qils Association)

The government: reducing salt intake benefits
the population’s health.

The food industry: salt is an inexpensive way to
add taste and to preserve food.

Ministries of Agriculture and of Commerce:
support to farmers and businesses affected
by the change in consumption patterns.

Dairy farmers: reduction of dairy consumption
has negative economic effect.

MOH: protect the population against harmful
effect of excessive sodium and trans fats.

INAL: as part of the Ministry, held similar
position.

INTI: similar position to the Ministry, but with a
few disagreements.

MoALF: promote value added of healthy foods.

The government: (1) informational
and awareness campaign, which

guaranteed consumer demand for

less salty products; this pressured
industry to lower sodium content.
(2) Labeling regulations, which
required listing sodium levels on
prepackaged foods.

Ministries of Agriculture and
of Commerce financed a
collaborative project between
berry farmers, the berry industry,
and commercial and health

authorities to find innovative ways

and new product development to
promote berry consumption and
help dairy farmers switch to berry
production.

MOH: (1) Coordinated the process,
(2) articulated actions with other
public agencies, (3) negotiated

actions with the private sector, and

(4) disseminated information to
consumers.

INAL: Contributed regulatory,
technological, and monitoring
knowledge. With INTI, MoALF, and
COPAL, it designed a manual to

help small and medium enterprises

to eliminate trans fats in their
production processes.

20 percent decrease in salt

intake in 20 years.

Decreased cardiovascular

disease rates by 80
percent among men in
North Karelia between
1969-71 and 2006 (Puska
and others 2009).

8,000 bakeries have signed

agreements to reduce salt
in bread.

In addition, more than 20

large companies signed
agreements with the
Government to reduce
sodium in several
processed foods in 2011
and more in 2012.

Outputs: Currently about

Outcomes: Both policies
still need to be fully
monitored and their
impact evaluated.

table continues next page



Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention Key stakeholders Positions Strategies Outputs or outcomes

COPAL/FAIPA/ASAGA: representing INTI: In terms of sodium, it provides
the industry wanted to avoid sudden training to bakeries. In the case
implementation of policies that could be of trans fats, it presents and
costly and respond to demands from public disseminates evidence on the
for healthier foods. In terms of trans fats, the viability of replacing trans fats and
industry had already started to eliminate sodium in food.
them and there were technologies available.  MoALF: Contributed regulatory and
In terms of sodium, it was considered as an technological knowledge.
inexpensive way to add flavor and preserve ~ COPAL/ASAGA: Organized meetings
foods and it has fewer replacements. with companies to agree on the

terms and goals to be discussed
with the MOH. Collected and
delivered information on sodium
content in food. Through ASAGA,
it contributed technical know-how
to replace trans fats and organized
meetings with companies to

agree on the terms and goals to

be discussed with the MOH. It also
helped design the manual for small
and medium size enterprises with
INTI and MoALF.

table continues next page
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Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention Key stakeholders Positions Strategies Outputs or outcomes
Replacing trans fats in New York City Board of Health ~ The government: reducing trans-fat intake Board of Health: (1) first strategy This regulation is enforced.
restaurants in New York ~ New York State Restaurant benefits the population’s health. was to convince restaurants to The city has fines of
City, United States Association (NYSRA) NYSRA: changing production processes is voluntarily reduce trans fats. up to US$2,000 for
costly. City provided training for this. noncompliance.

When this failed, strategy moved
to ban trans fats. (2) To address
restaurants concerns, the city

gave an extension to reach goal

of reducing trans-fat levels to 0.5
grams per serving. (3) Effective
communication campaign linking
trans fats to coronary heart disease

Physical inactivity
New York City bike lanes, New York City Departmentof =~ NYCDOT: bike lanes promote environmental NYC DOT made all information
United States Transportation (NYC DOT) sustainability, attract businesses and tourism, available, showing that the increase
Neighbors for Better Bike Lanes and increase physical activity. in bike lanes actually reduced the

Seniors for Safety
Businesses
The public

number of pedestrian killed in

Neighbors for Better Bike Lanes and Seniors et e e

for Safety: Both sued NYC DOT, charging that
DOT provided named information about the
benefits of the bike lanes.

Businesses: bike lanes would inconvenience city
drivers, would limit parking for deliveries, and
would hinder sales.

The public: A poll showed a higher than 60
percent support for bike lanes

table continues next page
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Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention

Key stakeholders Positions Strategies Outputs or outcomes
Tobacco use
Tobacco-control policies, The presidency The presidency: Supported tobacco control The presidency: Enacted several From 2006 to 2009 there

Uruguay

MOH and, since 2005, the
Tobacco Control Program

National Alliance for Tobacco
Control (ANCT), which
includes the MOH, and
several parastatals,
international organizations,
NGOs, CSOs, and others.

The tobacco industry.

Trade associations of bars,
restaurants, casinos, and
businesses.

Bus-drivers union.

MOH: Supported tobacco control
Alliance: Strong advocate of tobacco-control
policies

The tobacco industry: tried to avoid these
policies.

Trade associations of bars, restaurants,
casinos, and businesses: Originally opposed
the smoke-free environments as they
thought it would have negative economic
impacts on them. They also wanted to ensure
transparency in the implementation of
penalties for noncompliance with smoke free
environments.

Bus-drivers union: opposed the smoke-free
environment decree.

executive decrees to fast track
tobacco-control policies.

The Alliance: lobbied in Parliament

for tobacco control; worked toward
the ratification of the Framework
Convention on Tobacco Control
(FCTC); and provided lawmakers
with scientific evidence on the
extent of the tobacco problem.

MOH and National Tobacco

Control Program, since 2005:
launched broad media campaign
to ensure public support of

the smoke-free environment
decree; developed and launched
the country’s controls and, at the
national level, coordinated its
efforts with the other groups that
were developing policies; and
checks policy’s compliance.

was a 10 percentage point
decline the prevalence
of daily smokers among
people 15-64 years old
in urban centers (95
percent of population)

table continues next page



Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention

Key stakeholders

Positions

Strategies

Outputs or outcomes

New York City Smoke-free
Air Act (the ban was
combined with a tax
increase).

NYC Board of Health
Tobacco industry

New York Nightlife Association.

Empire State Restaurant and
Tavern Association
Public

The New York City Board of Health: measure
would educe exposure to second-hand
smoke.

The tobacco industry: measure would lead to
loss of revenues.

New York Nightlife Association and Empire

State Restaurant and Tavern Association:

the ban would harm the city’s economy
by decreasing profits on the city’s bars and
restaurants.

The public: poll showed a 59 percent approval
rate of the ban among NYC residents.

The tobacco industry: (1) When
Uruguay became a smoke-free
country in 2006, the industry
claimed the controls limited
“freedom” and smokers"“rights;”

(2) further, when parliament
debated the tobacco law, it lobbied
lawmakers to reject it; (3) finally,

it used litigation at national and
international levels. In 2008, it filed
judicial and administrative lawsuits
in the country against all the
regulations. In 2012, it requested
arbitration to the International
Centre for Settlement of Investment
Disputes (ICSID) (World Bank).

New York Nightlife Association
and the Empire State Restaurant
and Tavern Association: A study
prepared for the associations
stated that, following the ban,
staffing had been reduced by
16 percent in bars, hotels, and
nightclubs, and that three-fourths
of bars and restaurants had
experienced a 30 percent decline in
patronage (Ridgewood Economic
Associates 2004).

The tobacco industry: it financed
the restaurant and bar associations’
opposition to the ban.

After the ban and the

tax increase, smoking
decreased by 11 percent
(from 21.6 percent to 19.2
percent) between 2002
and 2003, following the
intervention. The decrease
occurred in all five
boroughs across all age
groups, race/ethnicities,
education levels, and
gender. AImost half of all
respondents attributed
the air free act, and the
decreased exposure to
smoke, as the primary
reason for the decrease

in smoking (Frieden and
others 2005).

table continues next page
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Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention Key stakeholders Positions Strategies Outputs or outcomes

The New York City Board of Health:
sponsored an evaluation that
contradicted the associations’
findings. Its study found that,
despite the smoking ban, the city
had experienced increases in jobs,
liquor licenses, and business tax
payments since the law had taken
effect. Moreover, data from the
city’s Department of Finance found
that, from April 2003 to January
2004, city restaurant revenues had
increased by about US$ 1.4 million,
compared to the same period the
year earlier (Elliott 2004).

Alcohol abuse
USSR, 1985 Gorbachev Ministry of Finance Ministries of Finance and of Trade and the Between 1985 and
anti-alcohol legislation  Ministry of Trade Central Planning Commission: Opposed 1987, years when the
Central Planning Commission the law because it drastically reduced anti-tobacco policy
Health authorities revenues from alcohol sales of government was in effect, male life
distilleries and from excise taxes. expectancy in Russia

increased from 61.7 to
64.9, and female life
expectancy increased
from73to 74.3.In
contrast, from 1988 to
1994, after the legislation
was rescinded, male life
expectancy decreased
to 57.6 and female life
expectancy to 71 years
(Leon and others 1997).

Health authorities: wanted to reduce the
burden of disease created by alcohol abuse.

table continues next page
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Table 0.2 Design and Implementation of Population-Based Preventive Polices, by Risk Factor (continued)

Intervention Key stakeholders Positions Strategies Outputs or outcomes
U.S. National Minimum Advocacy groups such as Advocacy groups: wanted to increase the Advocacy groups: presented a
Drinking Age Act Mothers Against Drunk MLDA to reduce traffic accidents produce by large body of research showing
increased the MLDA to Driving (VADD) drunk driving. the benefits of increasing MLDA,
21 years. Different Conqress sl e e T partlcul.arlly in rega@rd to the '
representative L e dramatic increase in fatal accidents
. representatives introduced a bill to increase . "
Alcohol industry . following less restrictive alcohol
A MLDA to 21; some senators opposed it, ..
President - L o policies.
Public sustaining that it violated the Constitution,

as it ran against principles of federalism; in
their view this should be a responsibility of
the states.

The alcohol industry: opposed the measure, as
it would reduce sales.

The president: originally opposed the federal
mandate, but eventually supported measures
to increase MLDA.

The public: strong support for the measure.

Note: — = not available.
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local transportation, sports and recreation, and urban-planning agencies.
In tobacco- and alcohol-control policies, various governmental agencies were
important players, not just those within the health sector, but also agencies in
agriculture, commerce, economy, and finance sectors, as well as the legislative
branch of government. In tobacco- and alcohol-control policies, the role of civil
society organizations has been particularly important and effective in advocating
for and supporting control policies. In both alcohol- and tobacco-control poli-
cies, particularly in the case of tobacco control, industry and producers can
become stakeholders who effectively oppose control efforts.

The mobilization toward a public health goal does not necessarily originate
with the government, but can arise with external interest groups that advocate for
reform. These groups can be provider groups, such as doctors or nurses; consumer
groups; or groups advocating for specific issues, such as preventing underage
drinking (the United States), reducing tobacco use (Uruguay and Argentina), or
temporarily closing roads to motor vehicles for recreational activities (Bogots,
Colombia). These groups’ legislative success depends on various factors, including
their ability to convince and mobilize enough political players and to develop
sound, evidenced-based solutions to public health challenges.

Governments and health advocates face no shortage of difficulties in promot-
ing healthy living. On the one hand, companies and businesses tend to resist
measures they view as overly intrusive or that could lower their profits; on the
other, citizens may oppose the idea because they may feel that it infringes on
their personal liberties or lifestyle, or that it tells them how to live. Some of these
stakeholders can be very powerful in terms of the resources they can bring to
bear in opposing these policies. This is particularly so regarding the transnational
tobacco, alcohol, and food and beverage industries. Efforts to improve public
health by reducing salt intake, eliminating trans fats from processed foods, levy-
ing taxes on alcohol, adding bike lanes, or banning smoking in public places, are
far from immune to such opposition.

Governments also face internal hurdles. Often, policymakers have differing
views on what public goals are valid and on how best to pursue them. For
instance, in the case of tobacco control in producer countries, health ministries’
views may differ from those held by agriculture and finance ministries. The devel-
opment and later removal of the Gorbachev-era alcohol control policies in the
USSR is a case in point of policies that faced strong opposition within the govern-
ment. Legislative or regulatory success often hinges on the effectiveness of a
government’s strategy to align the interests of political parties and agencies, civil
society groups, private businesses, and the public toward common public health goals.

Stakeholder Strategies

In the design and implementation of these policies, policymakers, politicians, and
other health advocates have been able to overcome the different governance
challenges. This has required, among other things, intense dialogue and negotia-
tion with all parties involved, strong coordination mechanisms, the assessment
and mobilization of public opinion, the use of information and research to steer
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public opinion and important stakeholders, strong leadership of politicians and
policymakers, and taking advantage of favorable conditions for the design and
implementation of these policies.

As a result of the government’s initiating a dialogue, an industry may develop
its own guidelines and standards to improve public health. Such was the case in
the United Kingdom, when the food manufacturers developed their own nutri-
tional labeling standards (Traffic Light System [TLS]).

Because these voluntary actions can be ineffective, policymakers have had to
impose regulations to replace them. In Europe, Canada, and the United States,
early voluntary nutrition labeling actions failed to meet government standards
and expectations, leading governments to switch to mandatory guidelines. In
New York City, encouraging restaurants to voluntarily provide customers with
nutrition information in plain sight also proved ineffective, and the city man-
dated regulation. Industry-led initiatives to pursue public health goals and pre-
vent NCDs also have proven to be less satisfactory in the case of food advertising.
For example, industry guidelines restricting inappropriate advertising, such as
promoting unhealthy foods to children, proved weak and resulted in low levels
of adherence across the industry. This led the U. K. government to impose statu-
tory regulations that restricted advertising for unhealthy foods by limiting the
hours during which ads for foods high in fat, sugar, and salt could be aired on
television (Hastings and Cairn 2010).

Sometimes the interplay between the government and the sector it seeks to
regulate can be highly confrontational, and governments should be prepared for
this. The regulation of the tobacco industry is one such example. Until recently,
the tobacco industry was one of the most powerful industries in the consumer
market. It is not a coincidence, then, that tobacco-control policies sometimes
took decades to take effect and, in the success stories reviewed here, required the
commitment of many political players. The steadfastness of policymakers, cou-
pled with popular support, becomes even more critical in tobacco-producing
countries such as Brazil and Argentina. But even those countries that have suc-
cessfully reduced tobacco prevalence through strong control policies still face
hurdles, as does Uruguay. In 2010, Phillip Morris International brought to the
International Centre for Settlement of Investment Disputes (ICSID) an arbitra-
tion procedure against the Government of Uruguay for its tobacco-control poli-
cies, specifically for the requirement that 80 percent of the packages display
health warnings and for the prohibition for companies to differentiate their
brands across products.

Most successful efforts required strong coordination among the many partici-
pating stakeholders. Often, this coordination was made possible through the
leadership of ministries of health and through institutional arrangements that
favored such coordination. The role of the health sector has been key in many of
the examples reviewed. Often it initiated the dialogue among relevant actors and
ensured coordination among them. Such was the case in Argentina’s agreements
to reduce sodium and the revision of the country’s Food Code to reduce trans
fats in processed foods. To this end, a Ministry of Health (MOH) initiative
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created a National Commission to Eliminate Trans Fats and Reduce Salt that
included several public and business organizations, scientific associations, and
civil society groups. Similarly in Uruguay, at the request of the MOH, the
National Alliance for Tobacco Control (ANCT) was established; this coordinat-
ing entity comprised government agencies, parastatal organizations, international
organizations, academic institutions, and nongovernmental organizations
(NGOs). Finally, in the case of the Ciclovia in Bogot4, Colombia, the creation
early on of the Ciclovia multisectoral committee (composed of bicycle activists,
the police, the Traffic and Transport Department, and the National Cycling
Federation) bolstered its development.

Policymakers and health advocates in general often gauge and mobilize public
opinion in support of health promotion policies and ensure their design and
implementation. For instance, while the regulation to reduce trans fats was being
discussed in New York City, the city government provided constant and persua-
sive messages to the public on the links between trans fats and coronary heart
disease; this concerted information campaign contributed to garner public sup-
port for the regulation. The policy to promote smoke-free environments in
Uruguay also was accompanied by strong communication campaigns to ensure
public support. Similarly, in the city of Diadema, Brazil, through education cam-
paigns and discussions with alcohol retailers, public opinion quickly turned favor-
able to alcohol restriction policies (Pacific Institute for Research and Evaluation
2004).

In many of these ventures, research played a critical role in the adoption of
population-wide preventive interventions. Independent research institutions
were fundamental in moving policies forward, and their participation often rep-
resented the turning point toward reform. A solid and convincing research base
is indispensable for shaping public opinion and raising support for policies. In the
United Kingdom, for example, the decision to create a statutory regulation on
advertising foods to children was influenced by research that found an association
between advertising and children’s food preferences and by a study showing that
a large percentage of the expenditure on food advertising during children’s air
time was for foods high in fat, sugar, and salt (Hastings, Stead, and McDermott
2003). In Brazil, the National Cancer Association organized meetings and confer-
ences following the circulation of alarming data on the health consequences of
tobacco consumption (Da Costa and Goldfarb 2003), but that research needs to
be communicated effectively to policymakers and the public. Both in the United
Kingdom and in Brazil, civil society groups played a crucial role in publicizing
that data and raising awareness among the population.

Whether an initiative is community-based or national in scope, whether it
tackles obesity, enforces alcohol restrictions, or limits tobacco use, the leadership
and political commitment of a few key political figures has been at the heart of
many of the successful cases. For example, Brazil and Uruguay are countries
where a group of committed politicians and policymakers, supported by strong
advocacy groups, effectively fought efforts from tobacco lobbyists and put in place
comprehensive and effective tobacco-control policies. In Brazil, which is a major

Promoting Healthy Living in Latin America and the Caribbean - http://dx.doi.org/10.1596/978-1-4648-0016-0

17



18

Overview

tobacco producer, the leadership and commitment of key political players, such as
the director of the National Institute of Cancer, Marcos Moraes, and the then-
Minister of Health, Jose Serra, were crucial in leading the country along the path
of tobacco control. In Uruguay, President Tabaré Vasquez played an important
role in moving policies forward. In Bogot4, Colombia, the continuous effort of
two mayors, Antanas Mockus and Enrique Pefialoza, was behind the consolidation
of the city’s built environment. The leadership of New York City Mayor Michael
Bloomberg also deserves mention as an important factor behind the healthy life-
style initiatives in that city.

Often, policymakers’ engagement is shaped by the advocacy and persuasion
of civil society groups. Such was the case for policies involving the Minimum
Legal Drinking Age (MLDA) in the United States. One organization in particu-
lar, Mothers Against Drunk Driving (MADD), founded by the mother of a vic-
tim of a repeat drunk driver, was fundamental in convincing politicians and
policymakers, including then-President Ronald Reagan, to pass a bill that
awarded highway funds to states with anti-drunk-driving measures in place
(Grant 2011).

Taking advantage of favorable conditions or moments has also been key in
the successful enactment and implementation of some of these policies. In the
case of tobacco control, the international context created by the Framework
Convention on Tobacco Control (FCTC) has facilitated the adoption of
tobacco-control policies worldwide. The signing and ratification of the FCTC
in Uruguay gave strong impetus to that country’s tobacco-control policies.
Similarly, Colombia’s decentralization process made it possible for elected
mayors to independently pursue policies that changed Bogotd’s built
environment.

Multisectoral Interventions to Prevent Health Risk Factors in LAC—
The Unfinished Agenda

Given LAC'’s disease profile and the existing evidence on cost-effective inter-
ventions to prevent NCDs at the population level, it is important for the
region’s countries to strengthen their multisectoral efforts to reduce health risk
factors, particularly those targeting tobacco use and alcohol abuse. Although
there are several cost-effective interventions to decrease exposure to tobacco
use and alcohol abuse, there are fewer measures intended to improve diet and
promote physical activity, with the exception of interventions aimed at decreas-
ing the intake of sodium and trans fats. Thus, controlling tobacco use and, par-
ticularly, alcohol abuse, the main health risk factors in most of the region,
should be the main priority. That said, given the importance of overweight and
obesity as a risk factor, the region’s countries also should experiment with dif-
ferent programs and policies aimed at stopping the increase in BMI and even to
reverse it.

The region has seen several examples of successful or promising interven-
tions to promote healthy living, such as the agreements between the
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government and industry to reduce sodium and the reform of the Food Code
to reduce trans fats in processed foods in Argentina; the establishment of a built
environment that promotes physical activity in Bogota, Colombia; the national
agreement for food health in Mexico (Strategy against Overweight and
Obesity); and tobacco-control policies in Uruguay (table O.1). And there are
additional examples: at both the local and national levels, groups of motivated
and deeply committed policymakers and health advocates have effectively
countered opposition and been able to put in place effective and long-lasting
policies to prevent NCDs.

Despite these successful and promising examples, however, there is scant evi-
dence of ongoing activities to fight NCDs at the population level in LAC, with
the exception of tobacco control. Much remains to be done in the region to
improve diet, promote physical activity, and reduce tobacco use and alcohol
abuse.

For example, even though Argentina, Brazil, Chile, Costa Rica, and Mexico are
pursuing reductions in the intake of sodium and trans fats, these efforts are the
exception, rather than the rule. Moreover, these measures have yet to be consoli-
dated and evaluated. And the region is only starting to design and implement
community-based interventions to prevent and control overweight and obesity.
Although halting the increasing trend in the percentage of overweight and obese
persons has proven difficult across the globe, there are some policies that have
proven effective in improving diet and promoting physical activity. Since nutri-
tion habits start very early on in life, and since a growing number of children in
the region are overweight, interventions at the school level would be important
to consider and evaluate.

An example worthy of closer examination was Mexico’s National Agreement
for Food Health, a promising blueprint for action in the fight against obesity.
With high rates of obesity in the country, the government set up a compre-
hensive strategic plan that involved the collaboration of multiple actors,
including different government agencies, the private sector, civil society, and
academia. The government intended to reduce overweight and obesity by
increasing opportunities for physical activity and improving the population’s
diet. According to the plan, increased physical activity was to be pursued
throughout schools, workplaces, neighborhoods, and communities. The plan
also sought to ban trans fats and to implement programs across different sec-
tors of society to encourage a greater consumption of fruits, vegetables, and
grains.

Some of the region’s cities are implementing policies aimed at building envi-
ronments that facilitate physical activity. For example, many cities in the region
have Ciclovias,? sustainable public transportation systems, and/or bike routes.
One of the best examples of this approach is in Bogoti, Colombia. Mostly,
though, these efforts concentrate in large urban centers and in upper-middle-
income countries. In the case of Ciclovias, for instance, although a majority of
countries have at least one, most are in one or two large urban centers. Only

Colombia, Brazil, Mexico, and Peru have several active ones.#
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In terms of tobacco control, almost all the region’s countries have ratified the
FCTC and have passed laws and regulations accordingly. But often these laws are
not fully enforced. Moreover, there is also much improvement to be done in
terms of fiscal policies, since many countries still have room to increase taxes on
tobacco products. In 2010, in only 4 out of 32 countries for which data was avail-
able, did taxes represent more than 70 percent of the price of the most fre-
quently sold brand of cigarettes (WHO 2011b).

Most countries have in place some cost-effective interventions needed to
control alcohol abuse, but often these are not adequately enforced either
(WHO 2011b; Monteiro 2007). For instance, most countries in the region
have laws on blood-alcohol concentration levels and restrictions on hours
when alcohol can be sold, but their enforcement is inconsistent. In addition,
because there are many gaps in these laws, particularly in terms of restricting
alcohol sales, legislation needs to be strengthened. As mentioned earlier, alco-
hol abuse is the leading health risk factor in the region, as it increases the risk
of injuries and of developing NCDs. Despite this, information about compre-
hensive strategies to control alcohol abuse in the region is scanty. In the litera-
ture review conducted for this study, only two good examples were found of
comprehensive strategies, both at the local level: initiatives in the cities of
Diadema and Paulina in Brazil.

Because some multisectoral interventions to prevent health risk factors are
more effective at the regional level, it is important that regional and subregional
approaches to promote healthy living be developed. This is true for fiscal policies,
particularly tobacco and alcohol taxation policies. Further, harmonizing tobacco
and alcohol pricing (through tax levels) at the regional level would reduce
the incentive for smuggling. And harmonizing tobacco advertising bans and
nutrition labels would also make these policies more effective. There are some
subregional efforts under way in this regard, such as the work by Common
Market of the South (MERCOSUR) countries in nutritional labeling and the
work of the intergovernmental Commission for Tobacco Control, which also is
part of MERCOSUR.

Strengthening the countries’ surveillance systems should be part of any strat-
egy to prevent and control NCDs. There is little information on some health risk
factors and, when it is available, it is not standardized and thus is difficult to
compare. This is particularly true for information on sedentary lifestyle, over-
weight and obesity, abnormal blood-glucose levels, high blood pressure, and high
blood-lipid levels. Some countries do not even have available data on tobacco use
and alcohol abuse. Information on the prevalence of NCDs, although available
for most countries, is usually based on administrative data, which makes it very
difficult to disaggregate by socioeconomic group, rural or urban residence, or
level of education. This, in turn, makes it difficult to target interventions to
groups that need it most.

Little research and evaluation has been conducted on existing policies
and interventions in LAC countries. This is particularly important in the case of
policies aimed at improving diet and promoting physical activity, as there is less
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international evidence on cost-effective interventions targeting these risk factors.
Project Guide for Useful Interventions for Physical Activity (GUIA), an initiative
funded 