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May 15, 2018 
 
To: Commissioners addressing NCDs 
 
Re: Comments on the Draft First Report of the WHO Independent High-Level Commission 

on Non-Communicable Diseases 
 
Dear Commissioners, 
 
It is a pleasure to offer comments on the work of your Commission. It addresses the major drivers of 
global health for the foreseeable future and demands the type of attention, investment, and innovation 
proposed. Sadly, the draft appropriately indicates that progress will not be sufficient to achieve the SDG 
goals related to the NCDs for reasons we identified 15 years ago 
(https://www.ncbi.nlm.nih.gov/pubmed/15173153). We offer several high-level suggestions to consider. 
 
Specific comments: 
 
1. Better and more current data is available and should be used. For example, IHME provide updated 

trends with respect to all diseases and major risk factors for all countries at 
http://www.healthdata.org/. Trends indicate substantial declines in mortality rates for many NCDs 
but evidence that some categories are increasing. These relate primarily to conditions associated 
with longevity (musculoskeletal and brain disorders) and possibly to global obesity (diabetes and 
kidney diseases as examples). The report would do well to acknowledge where major progress is 
underway, where it has stalled, and consider policies to accelerate declines already underway while 
investing in research to address complex issues related to longevity. 

 
2. More of the same will not achieve better results. We note that the draft states that “because 

many policy commitments are not being implemented, countries will not achieve these targets” 
and later indicates the need for more resources (people and finance), private-public partnerships 
and new sources of funding.  
a. Experience suggests that what are classified as cost-effective interventions merely requiring 

implementation, are extremely complex to implement in most countries that lack even modest 
regulatory and enforcement capabilities; and in countries where food, tobacco and alcohol 
products are manufactured and sold in very large informal settings in massive sprawling urban 
areas. 

b. Most food is produced by local, small, informal and national companies and not by the leading 
multinationals in developing countries. https://www.ncbi.nlm.nih.gov/pubmed/21806827 and 
https://www.bmj.com/content/343/bmj.d5097 

c. Regulations (like reducing salt and trans fats) tend to be implemented by multinationals but 
rarely by the thousands of players serving most people in developing countries. This reality is 
rarely addressed. A serious effort is needed to adapt regulations developed in Geneva or 
nations’ capitals to the reality of the street. One example of why this is needed: in South Africa 
most salt (over 60%) in the diet comes from bread. Thousands of bakers, most outside of the 
reach of the regulatory capacity of the country, need to be involved in a coordinated plan to 
incrementally lower salt for ultimate success. This is possible, but few examples of success 
exist. The only we are aware of was led by England and did address salt. 

https://www.ncbi.nlm.nih.gov/pubmed/15173153
http://www.healthdata.org/
https://www.ncbi.nlm.nih.gov/pubmed/21806827
https://www.bmj.com/content/343/bmj.d5097
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d. The same principle applies to tobacco. In India (as an example) 90% of tobacco products are 
sold in the informal sector in the form of smokeless products and bidis. Taxing boxed cigarettes 
addresses 10% of the user base and as taxes increase, illicit trade and substitution of boxed 
cigarettes with lower priced products has been well documented to occur, undermining the 
public health goal. Many governments are quick to support laws but slow to put in place the 
very complex legal, enforcement and educational structures required for full implementation. 
Few cost-effectiveness studies seriously consider this. 

 
3. Multiple chronic conditions are a reality for many patients, especially over the age of 50 years of 

age. This has implications for the measurement of burden and risk, for medication adherence 
approaches, and for the need to better integrate PHC services for adults.  
a. Two recent reports highlighted the extent of the problem along with solutions worth tackling. 

See http://www.tevapharm.com/files/docs/Teva_MCC_Report.pdf and 
https://acmedsci.ac.uk/policy/policy-projects/multimorbidity The Commission is well placed to 
show global leadership in addressing this issue.  

b. They should also stress the value of linking lifelong NCD prevention as a major contributor to 
healthy aging and further, consider more intense age-sensitive approaches to reaching people 
over the age of 50 to stress that many interventions will have major benefits to them even if 
they had neglected prevention till then. Faced with increased longevity, the value of this would 
translate in longer and healthier lives (see a review on this at 
https://www.ncbi.nlm.nih.gov/pubmed/28604054 ) 

 
4. Behavioral economics has yet to be fully applied to NCD prevention and control. Major reports, 

for example a recent one by the World Economic Forum highlights many ways in which such 
insights could address a core issue effecting all unhealthy behaviors: namely hyperbolic discounting 
(putting off for tomorrow actions today that effect future health). 
http://www3.weforum.org/docs/IP/2016/HE/HCH_Report2017.pdf  
a. Related to this is a need to apply harm reduction approaches to all complex behaviors that 

underpin NCD risks and outcomes. This is especially topical in relation to smoking. Massive 
multi-million person “experiments” underway in Sweden, Iceland, the United Kingdom, USA, 
Japan and Korea all show that when given a choice, smokers are selecting a range of reduced 
risk products in preference to cigarettes and medicated solutions. Epidemiological, exposure 
and modeling studies suggests this could cut the risks of smoking related diseases 
substantially. This needs to be seen against the reality of there being a billion smokers in the 
world. 90% plus risk reductions could translate into hundreds of millions less premature 
deaths. Harm reduction is embedded in the FCTC text but has yet to be activated. 

b. The same principle applies to physical activity where efforts to modestly increase daily activity 
(below the WHO recommended 10000 steps a day) brings many activity related health gains 
and triggers uptake of other healthy behaviors (see case study on this in the WEF report 
above). Hundreds of millions of people live in a “gray zone” in terms of health behaviors. 
Eating slightly too much overall (and too few vegetables), being generally inactive, drinking 
alcohol modestly and often smoking. Strategies need to be designed to reach such people in 

http://www.tevapharm.com/files/docs/Teva_MCC_Report.pdf
https://acmedsci.ac.uk/policy/policy-projects/multimorbidity
https://www.ncbi.nlm.nih.gov/pubmed/28604054
http://www3.weforum.org/docs/IP/2016/HE/HCH_Report2017.pdf
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ways that nudge them towards better overall health without expecting all will adopt WHO 
ideal guidelines. The gains to their health and to population health of this would be massive 
(as predicted by Geoffrey Rose). 

 
5. Learn from experiences with “shared-value” as implemented by diverse corporate sectors. The 

language about private-public partnerships is welcomed and comes after years of extremely 
negative attacks by WHO on many corporate players. What is missing is a deeper understanding of 
how markets respond and transform. The “Shared Value” approach provides a framework to 
engage all companies committed to transforming their portfolios to make “healthy options the 
easy ones.” We outlined what this means for health recently in an IOM workshop entirely focused 
on advancing these ideas. (see https://www.ncbi.nlm.nih.gov/books/NBK395631/ ).  
 

6. New funding mechanisms need to be far better motivated.  The proposed multi-donor Trust Fund 
for NCDs and Mental Health and a Global Solidarity Tobacco and Alcohol Contribution (presumably 
built on the experiences of UNITAID) address the need for funding for NCDs.  
a. What is lacking are answers to two very basic questions: How much is needed? For what? Calls 

for more funds come as global funding for health appears to have peaked and is set to decline 
as increased humanitarian crises take up more development and philanthropic funds. 
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30698-6/fulltext  

b. Much could be learnt from the experiences of the Macro Economic Commission for Health that 
defined the economic imperative to invest along with setting specific funding levels and an 
indication what they would be needed for. 
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(11)61828-X.pdf Without 
better motivation, Commission calls for more funds are unlikely to be received positively. 

c. Two sources of funding should be proposed more stridently at this stage: increased domestic 
investment by governments in NCDs and MH (and matched with external funds); and increased 
taxes on combustible cigarettes with a proportion earmarked for prevention NCDs and MH. 
Earmarking has gone out of favor yet receives wide public support and is worth pursuing along 
the lines so well pioneered by Thailand.   

 
7. Focus advances in science and technology to specific NCD challenges. The Commission list 

many advances in science and technology of value to NCD prevention and control. They should 
consider support for a foresight process that identifies specific gaps in improving NCDs 
amenable to research and call upon groups like the Global Alliance for Chronic Diseases 
https://www.gacd.org/ to expedite their support.  

a. Examples might include: development of smoking cessation interventions that yield quit 
rates of 50% at one year (versus 5-8% today); reduced risk nicotine products that 
demonstrably lower risks for premature death by 95% compared to combustible 
cigarettes; polypills that address common NCD and MH risks; and better diagnostics for 
major mental health conditions. In all case such research should be specified to develop 
solutions priced to be affordable to low and middle-income countries. 

https://www.ncbi.nlm.nih.gov/books/NBK395631/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(18)30698-6/fulltext
https://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(11)61828-X.pdf
https://www.gacd.org/
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b. There is an historic need to build institutional and human capacity for research to 
address NCDs in most developing countries. The Commission should consider 
recommending that foundations, corporations and public funding bodies be convened 
to develop bold ways of addressing such gaps. It should be noted that countries with 
weak science capacity generally suffer in terms of government policy development. 
Investing in research and science capacity reverse this and builds a sustainable pipeline 
of expertise so needed. 

 
Sincerely, 
 
Derek Yach 
 
 


