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Executive Summary
Background
Non-communicable diseases (NCDs) and their risk factors are increasing globally. Out of the
many NCDs, four – cardiovascular diseases, diabetes, cancers and chronic respiratory illnesses
– have been identified as being responsible for the greatest burden. These four diseases/disease
groups also share a set of four risk factors namely tobacco use, unhealthy diets, harmful alcohol
consumption and physical inactivity. The impact of NCDs in African countries, that are already
struggling with the burden of communicable diseases, range from losses in economic productivity
to the diversion of resources towards management of these conditions. This report presents the
findings from a NCD benchmark survey conducted in six East African countries (Burundi, Kenya
Rwanda, Uganda, and Tanzania and Zanzibar) in 2017 to determine the progress made in
implementation of global NCDs priority actions in these countries. The survey was commissioned
by the East Africa NCD Alliance with support from the Danish Civil Society Fund.
The survey focused on four themes including governance, prevention and reduction of risk
factors, health systems, as well as monitoring, evaluation, and surveillance. The survey data were
collected through reviews of national level NCD related policy documents including strategic
plans and implementation plans. Key informant interviews were held with relevant NCD program
leads as well as other relevant stakeholders identified in each country. A standardized
questionnaire developed by the Global NCD Alliance was contextualized and used to guide data
collection. Content analysis of both document review and interview data was done based on the
survey objectives and areas of focus based on the tool.

Key findings
Governance
 East African countries have made some good progress in prioritizing NCDs at national levels.
Apart from Kenya and Zanzibar, the rest of the countries have mentioned NCDs in their
national development plans. In addition, most recent health sector strategic plans include
NCDs as one of their national priority areas.
 Apart from Burundi and Uganda, all the countries have operational national NCD
strategies/action plans. Implementation of the plans is weak due to low financial resource
allocation as well as inadequate human resource capacity.
 NCD units have been established in all the countries to coordinate policy development and
stakeholder engagement in implementation of NCD interventions. Some units are still
understaffed and lack funds for operations.
 Multi-sectoral action in NCD prevention is still inadequate. Only Zanzibar and Uganda have
established multi-sectoral committees for NCD prevention and control.
 Civil society engagement in NCD prevention is increasing. There are funded NGOs that are
implementing some NCD prevention and care interventions. National NCD alliances exist in
all countries and they work closely with the Ministries of health. However, the engagement
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is not well structured and coordinated. Some of the alliances face financial and leadership
challenges that have to be addressed.
Prevention and Reduction of Risk Factors
 All the countries apart from Burundi have ratified the WHO Framework Convention on
Tobacco Control. Apart from Burundi and Tanzania the rest of the countries have tobacco
legislation in place. However, implementation of most of the recommended interventions is
still weak.
 There has been very slow progress in alcohol control interventions in most of the countries.
Only Kenya and Rwanda have comprehensive Alcohol Control Acts that address the WHO best
buy interventions for alcohol control.
 All countries apart from Zanzibar and Burundi have developed nutrition action plans but they
are weak in addressing NCD related issues and interventions. None of the countries have
legislation or regulatory policies on marketing foods high in sugars and fats as well as salt
reduction.
 The countries have no strong national policies and strategies to address physical activity,
except for the physical education guidelines in schools. Even for schools there is no strict
follow up by governments to ensure that these guidelines are implemented.
Health Systems
 Quality of NCD services is still poor in the public health care facilities due to inadequate
infrastructure, inadequate financial resource allocation and inadequate commodities and
supplies.
 In most countries, NCD management guidelines have been developed for some NCDs but they
are not adequately disseminated and implemented.
 There are inadequate numbers of trained health professionals to manage and control NCDs
at primary levels.
 Most of the public health facilities lack various specialist and high level diagnostic equipment.
Thus, many patients tend to seek care from the costly private facilities or abroad.
 Primary health care facilities still lack the capacity to provide effective NCD preventive and
care services except in Rwanda where there are initiatives for NCD primary care.
Monitoring, Evaluation, and Surveillance
 All the countries apart from Burundi have set up some mechanism to undertake periodic
surveillance of NCDs and their risk factors. STEPS surveys have been conducted in all countries
except Burundi.
 On international reporting, most of the countries have been reporting on NCD prevalence,
mortality and morbidity as well as risk factor exposure to the WHO progress monitoring
framework.
 Generally, countries have not established strong national information systems with
surveillance mechanisms that monitor key risk factors, morbidity and mortality and healthsystem capacity for NCDs.
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Most governments have not set up NCD research priorities or set aside funding for NCD
research. Some NCD research is going on in some countries through academic and research
institutions. National research fund (NRF) in Kenya has recently committed funds for research
to support vision 2030 including NCD initiatives.

Key Recommendations
1. Enhance governance of NCD prevention and control activities in the East African countries by
prioritizing the NCDs agenda in the health development plans and ensure more effective
policy and programs development and implementation.
2. Full implementation of tobacco, alcohol control legislation and development of unhealthy
food and physical activity policies should be done.
3. Enhance multi-sectoral action for NCDs prevention and control by institutionalizing a multisectoral coordination process with clear coordination structures as well as clear roles and
mandate for each sector.
4. The government and other partners should mobilize more financial resources for NCD
programs through increased budget allocation to the health sector and other innovative
mechanisms.
5. Strengthen civil society engagement and coordination by creating a more favourable
environment for their engagement and contribution to NCD interventions.
6. Strengthen health systems to improve access and quality of NCD services at all levels. Improve
service delivery funding, infrastructure, human resource capacity as well as commodities and
supplies. Integrated NCD care packages and service delivery guidelines should also be
developed and implemented at primary care levels.
7. Strengthen NCD monitoring systems and frameworks and establish systems to improve
accountability for results and resource allocation. This includes systems to monitor NCD
morbidity, mortality and risk factors at population levels as well as facility levels.
8. Strengthen the use of research evidence in developing policies and interventions for NCD
prevention and management by identifying national NCD research priorities and allocating
funding for evidence generation and utilization.
9. Increase NCD actor sensitization and awareness creation on interventions to address the
major NCD risk factors and the need for multi-sectoral action. Develop key messages tailored
to different population groups. Involve people living with NCDs to increase awareness about
their individual conditions and overall about NCDs.
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Introduction
Non-communicable diseases (NCDs) and their risk factors are increasing globally. It is estimated
that NCDs account for abo ut 70% of mortality globally and the majority of NCD deaths (80%)
occur in low and middle income countries (LMICs).[1, 2] Out of the many NCDs, four –
cardiovascular diseases, diabetes, cancers and chronic respiratory illnesses – have been
identified as being responsible for the greatest burden. Globally, the four diseases account for
75% of all mortality.[3] These four diseases/ disease groups also share a set of four risk factors
namely tobacco use, unhealthy diets, harmful alcohol consumption and physical inactivity.
It is estimated that by 2020, NCDs will account for 27% of mortality in sub-Sahara Africa (SSA),
up from 23% in 2005.[6] NCDs are the leading cause of preventable morbidity and disability in
the region, and currently cause over 36 million deaths annually. More than 9 million of
these deaths occur before the age of 60 years.[6-8] Current projections indicate that by
2020, the largest increase in NCD deaths will occur in Africa and by 2030 NCD deaths will
have exceeded the combined deaths from communicable diseases, nutritional, maternal
and neo-natal deaths.[7] The impact of NCDs in African countries that are still struggling with
the burden of communicable diseases range from losses in economic productivity to the
diversion of resources towards management of these conditions. Further, the costs to families
and individuals incurred in managing NCDs are often considerable as these conditions require
long-term attention. This could have negative impacts on household incomes and even push
them into and trap them in poverty.
In East Africa, NCDs related morbidity and mortality is increasing with latest statistics showing
an average of 35.6% NCD mortality. The prevalence of major NCDs and major risk factors are
rising as presented in Table 1. In addition, there is high prevalence of other conditions like sickle
cell diseases, mental health as well as injuries and trauma. Various challenges to NCD prevention
and management exist including poor health care infrastructure, workforce shortages,
availability and affordability of NCD medicines including those on the WHO Essential Medicines
List (EML) as well. Other challenges common to the countries include: poor leadership and
governance for NCDs, inadequate legislations and policies, low level of awareness among the
population and poor NCD surveillance, monitoring and evaluation systems.

5

Table 1 East African Countries NCD Profile
Indicators
Population

Burundi
10M

Kenya

Rwanda

46M

11M

Tanzania
47M

Uganda
36M

Zanzibar
1M

Currently
9,3%* * *
Smoking
Heavy Episodic drinking

13.3%s

12,8%* *

14,1%* *

9,6%* *

7,3%* *

12.7%

23,5%* *

1,7%(men)
0,3%(women)* *

Fruit/vegetable
intake
(<
5
servings per day)
Physical inactivity (low
level
of
activity)
Biological risk factors
Overweight and 2,9%* * *
obese

94.0%

99,6%,
99,3%* *

27,4%(men) 16,7%* *
13,4%
(women)* *
97,2%* *
87,8%* *

6.5%

13,3%* *

7,5%* *

17,6%* *

27.0%

36,6%, 14,3%* *

Hypertension
Diabetes

23.8%
1.9%

4,3%* * 26%, 8,7%* 19,1%,
*
*
4,6%* *
11,2%* * 30,5%* * * 34,2%* * *
3,06%* *

33%*

45%*

34%*

35%*

-

18%*

20%*

18%*

22%*

-

5%* * *
2%* * *

8.0%**
7.0%
1.0%

13%* * *
7%* * *
1%* * *

9%* * *
5%* * *
1%* * *

9%* * *
5%* * *
2%* * *

-

1%* * *

1.0%

2%* * *

2%* * *

1%* * *

-

Behavioural risk factors

34,3%* * *

Mortality Due to NCDs
% of deaths from 31%*
NCDs
Risk of Premature 22%*
deaths from NCDs
CVD
10%* * *
Cancer
Chronic
obstructive
pulmonary
diseases18
Diabetes
Source
S
WR
*WHO
*
*
*
*

=
=
WHO
*

Latest
Latest
Progress
STEPS
WHO

WHO
Survey
NCD

4,3%* *

Step
data
Monitor
Country
Country

97,9%* *

-

Reports
Profiles

Survey
Repository
2017
2014
2014

There has been increased global advocacy and policy efforts to address NCDs. The United Nations
Political Declaration on the Prevention and Control of NCDs (resolution A/RES/66/2) was
followed by the 66th World Health Assembly endorsement of the WHO Global Action Plan for
the Prevention and Control of NCDs 2013-2020 (resolution WHA66.10).
The WHO Global NCD Action Plan has six priority areas including: 1. Raising NCD priority through
international cooperation and advocacy; 2. strengthening national capacity, multi-sectoral action
and partnerships for NCDs; 3. reducing NCD risk factors and social determinants; 4. Strengthening
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and reorientation of health systems; 5. Promoting National capacity for research and
development and 6. Monitoring and evaluating progress on NCDs. The WHO global Action Plan
emphasizes the need for member countries to embrace multi-sectoral action and implement cost
effective preventive interventions known as “best buy” interventions.
The WHO NCD “best buy” interventions are a set of evidence-based interventions identified by
the WHO as highly cost-effective, feasible and appropriate to implement within the constraints
of the local LMIC health systems.[1-2] The NCD prevention “best buy” interventions exist to reduce
the burden of chronic NCDs at the population level by targeting the shared risk factors. The ‘Best
Buy’ interventions include raising tax on tobacco and alcohol products, enforcing bans on tobacco
and alcohol advertising and reducing salt consumption, eliminating trans-fat in the food supply
chain, promoting physical activity and detecting and treating NCDs at an early stage.
Governments across the region have endorsed the WHO Global Action Plan for the Prevention
and Control of NCDs which was adopted at the 2013 World Health Assembly among other global
policies. By endorsing the plan, these countries have committed themselves to setting national
NCD targets that are in line with global targets as well as embedding multi-sectoral action in the
development and implementation of their national NCD action plans.
WHO developed a global monitoring framework to enable global tracking of progress in
prevention and control of the major NCDS and their risk factors. The framework is expected to
drive progress in prevention and control of NCDs and provide the foundation for advocacy, raising
awareness, reinforcing political commitment and promoting global action. The framework
comprises 9 voluntary global targets and 25 indicators aimed at combatting global mortality from
the four main NCDs, accelerating action against the leading risk factors for NCDs and
strengthening national health system responses.[9] The framework is applied to track
implementation of the "NCD global action plan" through monitoring and reporting on the
attainment of the 9 global targets for NCDs, by 2025, against a baseline in 2010. Following the
development of this framework, governments of member states were urged to (i) set national
NCD targets for 2025 based on national circumstances; (ii) develop multi-sectoral national NCD
plans to reduce exposure to risk factors and enable health systems to respond in order to reach
these national targets by 2025; and (iii) measure results, taking into account the Global Action
Plan.
In addition to the UN efforts, Civil Society Organizations (CSOs) are actively engaged in NCD
advocacy activities for prevention and care of NCDs. The NCD Alliance Global has played a key
role in global advocacy and in the formation of regional and national NCD Alliances and
coordination of their activities to achieve synergy. To this effect the Global NCD Alliance has
developed NCD advocacy strategies, frameworks and tool kits to support civil society at both
national and regional levels. Other country level NGOs and partners are also involved in NCD
prevention advocacy and implementation focusing on various aspects of NCDs prevention and
care and their risk factors.
The East African NCD Alliance (EANCDA) was formed in 2014 by NCD Alliance Kenya (NCDAK),
Uganda NCD Alliance (UNCDA), Tanzania NCD Alliance (TNCDA) and Zanzibar NCD Alliance
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(ZNCDA) with representations from NCD leaders from Rwanda and Burundi (which have since
also formed NCD alliances). EANCDA was formed in the five countries that comprise the regional
socio-economic block of The East African Community (EAC). With support from the Danish Civil
Society Fund (CISU) and tools from the NCD Alliance Global, EANCDA conducted the first NCD
benchmark survey covering five East African countries in 2014.[10] The current NCD benchmark
survey is the second and aims to determine the progress made since 2014 in implementation of
NCDs priority actions in health and development according to the commitments undertaken in
the 2011 Political Declaration on NCDs and the WHO Global Action Plan for the Prevention and
Control of NCDs 2013-2020. The survey results are to be used to develop a charter on NCDs which
will in turn be used as an advocacy tool on NCD prevention and control. The survey focused on
four themes including governance, prevention and reduction of risk factors, health systems and
monitoring, evaluation and surveillance. The aim was to capture and analyze how the countries
have adopted, contextualized, developed and implemented NCD action plans and related
programmatic interventions to prevent and control priority NCDs.

Methods
The survey primarily employed qualitative data collection methods including document reviews
and key informant interviews. The data collection was based on the revised NCD Alliance
benchmarking survey tool which was adapted to the East African context. The tool is structured
around the four objectives of the WHO Global NCD Action Plan 2013–2020. The four priority
objectives are: raising priority of NCDs through international cooperation and advocacy;
strengthening national capacity, multisectoral action, and partnerships for NCDs; reduce NCD risk
factors and social determinants; strengthen and reorient health systems to address NCDs;
promote national capacity for research and development on NCDs; and monitor and evaluate
progress on NCDs. The specific themes and questions under this survey are included in the
questionnaire in Appendix 1.
Desk reviews included identification and review of relevant National level NCD related policy
documents. The documents reviewed included, National development plans; Health sector
strategic plans; Country NCD policy documents including NCD strategic/Action plans/Guidelines;
Policy documents relating to the four major risk factors (Tobacco control policies, alcohol policies;
nutrition and healthy diet as well as physical activity policies). Other relevant documents relating
to the NCD policy and program implementation within the health sector and the WHO country
NCD monitoring document were also reviewed. Documents were obtained from relevant
websites and country MOH offices. A template to guide document reviews was used for data
extraction (Appendix x 2).
The data were collected from all six East African countries participating in the EANCDA. The
sampling of key informants was purposive. In total 28 program leads as well as other relevant
stakeholders identified participated by either face to face interview or by filling in the
questionnaire (Table 2). Complementary data from quantitative sources including NCD
monitoring statistics from the health sectors in each country were drawn and presented in the
background section. Content analysis of both document review and interview data was done based on
8

the survey objectives and areas of focus based on the tool. Analysis involved identifying text linked with
each content area and key themes. Document review data were integrated with the interview data.
Table 2 Survey Participants
Country
Burundi
Kenya
Rwanda
Tanzania
Uganda
Zanzibar
Total

MOH

Civil Society
3
3
2
3
3
3
17

Total
2
1
2
3
1
2
11

5
4
4
6
4
5
28

Results
The results are presented according to the four major survey themes which reflect the WHO and
NCD alliance framework for NCD management and control. The themes are governance,
prevention and reduction of risk factors, health systems as well as monitoring, evaluation, and
surveillance.

Theme 1: Governance
This section describes the extent to which NCDs are recognized as a health priority in the national
development plans and the health sector strategic plans as well as description of whether
countries have adopted a whole of government approach (multi-sectoral approach) to addressing
NCDs. All the six survey countries have national development plans and health sector strategic
plans but the extent to which NCD issues are addressed varies. Apart from Kenya and Zanzibar,
the rest of the countries mention NCDs in their national development plans. Most recent health
sector strategic plans include NCDs as one of their national priority areas. During the last survey
in 2014 none of the countries had launched national NCD strategy/action plans, currently Kenya,
Tanzania and Zanzibar have developed and launched their NCD action plans. All the countries
have established NCD units/departments within the ministries of health. The units coordinate
policy development with support from NGOs and oversee NCD programs nationally.
In Burundi, NCDs are not included in the national development plan (Vision 2015). NCD
prevention and control is included in the national health sector development plan 2016-2025. In
this plan three NCD related goals are stated: 1. To establish a national epidemiological data base
of NCD prevalence and socio-economic determinants; 2. To reduce the exposure to risk factors
and 3. To set up updated NCD protocols and guidelines at national level. All the four major NCDs
and the four major NCD risk factors are mentioned in the health sector development plan.
However, the country does not have a comprehensive NCD strategy or NCD targets and indicators
based on the WHO Global Monitoring Framework.
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Burundi has no formal structure for multi-sectoral engagement. The NCD unit is planning to work
with other partners to establish an NCD Commission with engagement of sectors such as health,
youth education, environment, agriculture, trade, telecommunication, finance, judiciary and
international organizations. The initial focus will be on fund raising and implementation. There is
no formal government mechanism to engage civil society. However, the civil society collaborate
with the Ministry of Health in developing policies and guidelines.
In Kenya, NCDs are not addressed in the National Development plan (Vision 2030). The plan has
a clause talking about transforming Kenya from a curative to a more preventive and promotive
health delivery system. This may encompass NCD deliverables. In the national health sector
strategic plan, NCDs are listed among the important outcomes and is included in the monitoring
and evaluation checklist with indicators and targets that are up-to-date. All the four major NCDs
and the risk factors are mentioned in the plan in addition to injury and mental health.
The Kenya NCD strategy was launched in 2015 and it addresses both NCD prevention and
management. Implementation is still in early stages. Planned prevention activities in the strategy
have not been started at national level although there are ongoing health sector initiatives as
described below. Some county governments are developing their own NCD plans but the extent
to which they have completed and implemented the plans is not known. The MOH has a
dedicated NCD Division with different sections including cancer, diabetes, cardiovascular
diseases, mental health, injuries, and nutrition.
In terms of multi-sectoral action, Kenya has no legislation that requires consideration of health
in the development of policy for other sectors. However, the government constitution requires
that all relevant sectors be involved in policy development. Currently, there is no national
functional multi-sectoral commission or mechanism to oversee NCD engagement, although
formation of an NCD Inter-sectoral Coordination Commission (NCD-ICC) and setting of terms of
reference has begun. This will involve both state actors (inter-governmental ministerial
participation) and non-state actors (both health and non-health sectors including the private
sector). NCD Alliance of Kenya (NCDAK) is advocating for the NCD-ICC to be coordinated from
high level of government such as office of the President or Deputy President. Civil society
engagement in NCD processes in Kenya is strong. CSOs/NGOs are involved, through invitation, in
planning committees of major NCD days/events and collaboration in organizing
conferences/trainings. However, there is no formal structure for coordination of the process.
There is a Public-Private Partnership frame-work that guides participation of private sector but
implementation requires strengthening and monitoring. There is no explicit conflict of interest
policy in place for these PPPs but the general ethics and governance laws are expected to help
address these to some extent. There are several patient-led organizations of people living with
NCDs in Kenya and most of them are NCDAK members and frequently engage the MOH through
NCDAK through the good relationship cultivated between NCDAK and MOH leaderships. There
are, however, no formal policy of engagement at the moment. Although there are provisions for
the public and NCD CSOs to participate in the National and County government budgetary
processes, the participation has been inadequate.
Rwanda’s national development plan (Vision 2020) mentions increasing malnutrition and noncommunicable diseases with an emphasis on the need for campaigns to eradicate malnutrition
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amongst children and the need to raise awareness of prevention and treatment of noncommunicable diseases but it has no specific NCD targets. NCDs are mentioned in the Third
Health Sector Strategic Plan (HSSPIII) 2012–2018. The main NCDs and risk factors are mentioned
under the strategic interventions for NCDs. In addition to the four major NCDs, injuries and
disabilities as well as oral health, ear-nose-throat, and eye diseases are mentioned. The risk
factors mentioned include adoption of unhealthy lifestyles, an increasing aging population and
metabolic side effects resulting from lifelong antiretroviral treatment. A comprehensive NCD
strategic plan was developed in 2016 but it has not been signed and launched and so its
implementation has not started. The plan covers all the risk factors and major NCDs and
addresses both prevention and management.
Rwanda has no national legislation that requires consideration of health in the development of
policy for other sectors. In addition, the country has no national multi-sectoral commission or
mechanism to oversee NCD engagement beyond the health sector. However, the Ministry of
health, through the NCD division is spearheading plans to establish a multi-sectoral committee
at the national level to oversee NCDs. There is no formal structure to engage civil society but the
relevant civil society organizations do participate in NCD activities through informal technical
working groups (TWG) for NCD prevention and control. There is no evidence of government
engagement of PLWNCDs in policy making, however, during the drafting of NCDs policy and
strategy the existing associations of NCD-affected people or advocates were part of the TWG.
The government of Rwanda is approaching the private sector and international investors that can
invest in NCDs national response, MOUs are being signed with pharmaceutical companies for
drug availability and others to build national capacity in terms of human resource and
infrastructure. From the prime minister’s order there are common public activities done by all
the public servants in order to prevent NCDs (physical activities/sports and free screening during
car free day)
Tanzania’s National Development Plan (Vision 2025) only mentions improvement of primary
health care services, which may include NCD care. The 5 year NDP (2016–2021) includes
management of NCDs as one of the strategic interventions under the health goals. The plan
mentions improvement of service provision at primary healthcare level. The previous 5 year
development plan also had an intervention on NCD prevention with a dedicated budget
allocation to training responsible personnel for prevention and control of NCDs from 2011–2016.
NCDs are included in the national health sector strategic plan with a focus to reverse trends of
increasing NCDs due to changing lifestyles and ageing of the population. Tanzania developed the
first NCD strategy in 2009 (covering 2009-2013) and the second more comprehensive NCD
Strategy and action plan for the prevention and control NCDs (2016 – 2020) in 2016. The action
plan addresses the major risk factors, the four major NCDs and other conditions like sickle cell
disease, mental health and oral health. It addresses both prevention and management. According
to a participant, implementation of the Strategy is low (estimated at 40%) due to lack of funding.
The Strategy includes targets and indicators stipulated in the WHO Global monitoring Framework
and has a costed plan. In terms of MSA, the NCD strategic plan has a multi-sectoral approach and
focuses on engaging several sectors to support implementation of interventions. There is a newly
constituted National NCD Coordination Committee with representatives from relevant line
ministries, civil society and academia. Civil society is well represented on the National NCD
11

Coordination Committee and the MOH NCD TWG. Although there is no formal government
engagement of PLWNCDs in the development of NCD policies, civil societies engage PLWNCDs.
Thus the PLWNCDs contribute through this process. The private sector is only involved during
physical exercise day, which happens once a month.
In Uganda the second National Development Plan (Vision 2040) recognizes the need to address
key health sector challenges through prioritization of Universal Health Coverage and reducing
premature deaths due to NCDs. The plan has NCD objectives that include promotion of healthy
lifestyles that contribute to prevention of NCDs, improving management of NCDs at all levels of
care and establishing a functional surveillance, monitoring and research system to support the
prevention and control of NCDs. However, the plan does not mention specific NCD targets or
indicators to be achieved but there are several NCD prevention and control strategies under
three key objectives of the plan. The Uganda Health Sector Investment Plan mentions efforts to
address NCDs through three priority thematic areas that include NCD prevention, capacity
building and management interventions that are key to the achievement of its health outcome
targets. Uganda has no comprehensive NCD strategy. The strategy has been under development
since 2013 and is currently at an advanced stage awaiting sharing with stakeholders for final
input. The draft addresses both prevention and management of NCDs.
In terms of Multi-sectoral action, both the National Development Plan II and the Health Sector
Development Plan 2015/16 – 2019/20 mention the need for a multi-sectoral approach. Uganda
has a newly constituted National NCD Coordination Committee with several relevant line
ministries, civil society and academia representatives. Civil society is well represented on the
National NCD Coordination Committee and the MOH NCD Technical Working Group (UNCDA
representative). Civil Society is usually invited to government conferences and workshops e.g.
the national palliative care conference. PLWNCDs have not been involved in the development of
NCD policies.
In Zanzibar, NCDs are prioritized in the NDP and Growth and Poverty Reduction Strategy 2010–
2015 as one of the key health issues. The strategic aim for NCD reduction is to improve health
delivery systems and reduce the morbidity and mortality due to NCDs. The strategy identifies the
most prevalent NCDs nationally as hypertension, diabetes, asthma, cancer as well as road
accidents and mental health. The Zanzibar NDP is the only plan with dedicated NCD targets. NCDs
are also addressed in the Health Sector Strategic Plan 2013/14 - 2018/19 with clear objectives,
strategies and indicators. The plan mentions the four major NCDs and the major risk factors and
it addresses both prevention and management. Zanzibar has an Integrated NCDs Action Plan
(2014 – 19). Though no evaluation has been conducted since implementation of the plan, it is
estimated that from 2014 to date the plan has been implemented to about 70% with good
countrywide coverage. The plan has targets and indicators for NCDs based on the WHO Global
Monitoring Framework.
The Public and Environmental Health Act. No. 11 of 2012 is the national legislation that requires
consideration of health in the development of policy for other sectors. A national NCD multi12

sectoral committee was established in 2016 under the chairmanship of the Principal Secretary of
the Ministry of Health. The committee met once and another meeting is planned since there is a
new principal secretary. The NCD unit has worked very closely with Zanzibar NCD alliance
(ZNCDA) in implementing various activities including community awareness through media and
support for community meetings. The ZNCDA has a membership of three associations; Zanzibar
Cancer Association (not active at the moment), Heart Foundation and Diabetes Association. The
role of the Alliance in NCD prevention and control includes advocacy and awareness creation on
NCD risk factors, collaboration with MOH to conduct other awareness creation activities and to
present live TV and radio programs on NCD prevention, during which listeners ask questions, and
to hold stakeholder meetings to discuss progress and challenges. Other NGOs/civil society
organizations are engaged in various NCD interventions and are also represented in the MOH
‘Service Delivery Technical Working Group’. A workshop with NGOs to discuss their role in
regulation and implementation of the NCD interventions is planned for November 2017. The NCD
Unit and some NGOs will start work on childhood obesity. They have plans to visits 40 schools
and target 2500 children who will be screened for BMI, oral health and heart conditions. The
results will be presented to policy champions, relevant authorities and Ministry of Education for
action. Evidence of existing formal partnerships with CSOs is not available. Engagement of people
living with NCDs is minimal. During the development of the NCD strategic plan, only people living
with diabetes were invited through the Diabetes association.
Table 3 Governance

Elements

Burundi

Kenya

Uganda

Rwanda

Tanzania

Zanzibar

NCDs included in the
national development
plan
NCDs included in national
health sector plan
NCD strategy / action
plan available

X

X

√

√

√

√

√

√

√

√

√

√

X

√

X

√

√

Presence of NCD
targets/indicators
Dedicated NCD
department
National multi-sectoral
commission/agency/
Formal Government
systems to engage Civil
Society
Government engagement
of PLWNCDs
Public-private
partnerships to improve
NCD prevention and
control.

X

√

X

X
Unlaunche
d
X

√

√

√

√

√

√

√

√

X

X

√

X

X

√

X

Partial

√

X

X

√

X

Occasional
ly
-

X

X

X

X

X

√

X

X

X
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Theme 2. Prevention and Reduction of Risk Factors
The East African countries have made progress in addressing the risk factors, especially by
including them in the National NCD strategic plans. Burundi is the only country that has no
operational legislation/policy addressing any of the major NCD risk factors and therefore the
FCTC and other WHO NCD “best buy” interventions are not being implemented.
Tobacco Control
Kenya signed and ratified the WHO FCTC in 2004 and then prepared a tobacco control bill which
was presented in parliament every year till 2007 when the Tobacco Control Act was adopted in
parliament. The Act addresses the FCTC elements as well as the WHO “best buys” interventions
for tobacco control. Implementation of some of the elements are ongoing. There have been tax
regimen changes since the Tobacco Act 2007 came into effect. Recently, the Finance Act raised
the excise duty rates on tobacco products up to 35% of the retail selling price though it is still
lower than the WHO tax recommendation of 75% - which is also reflected in the TCA. The tax
paid goes into general revenue. Ban on smoking in public places has only been partially
implemented mostly in medium to high end public areas and utilities. Tobacco advertisement,
promotion and sponsorship of all forms is also prohibited. However, outdoor advertisements on
billboards and buildings are still occurring in several parts of the country. Health information and
warnings have been implemented for tobacco packaging. These texts now cover 30-50% of the
front and back display of tobacco product packages. There are periodic television advertisements
on harms of tobacco use and the need to avoid its use. However, these are not very frequent and
are not aired across many TV and radio stations. Law enforcement agents have been trained on
tobacco control interventions.
Court cases against implementation of sections of the bill and amendments to the bill through
parliament instigated by the tobacco industry has been a challenge to implementation of the bill.
The areas of concern have been mainly around taxation methods (differential taxation), size of
warning labelling on packets and consumptions of non-cigarette products such as “Shisha” and
others. Despite the ban of sales of cigarettes by stick and ban of sale to minors, some retail outlets
still violate these laws and get away with it. The Kenya Tobacco Control Board formed by
government through MOH has the mandate to oversee the overarching strategy and monitoring
of tobacco control. Several NGOs such as Kenya Tobacco Control Alliance which work closely with
The African Chapter of Framework Convention Alliance and Kenya chapter of Institute of
Legislative Affairs which are all part of NCDAK have been active in advocacy and shadow
monitoring.
Rwanda signed the FCTC in June 2004 and ratified it in 2005. Rwanda has tobacco legislation that
has been under operation since March 2013. Some tobacco control elements have been
addressed through ministerial orders published by the government. For instance, the Official
Gazette nᵒ 26 of 29/06/2015 published the Ministerial Order determining the content and design
of the warning to be put on the package of tobacco and tobacco products and another Order
determining the characteristics of smoking areas and the content that should be included in the
notice to be displayed in the smoking area. Rwanda implements tax on tobacco products at 36%
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of retail price of a pack (of 20 rods) and 30 Frw per pack (Rwanda new law on consumption Tax).
Rwanda’s share of total taxes in the retail price of the most widely sold brand of cigarettes is 66%
(CTCA Factsheet on Tobacco Taxation in Africa). The tax funds are not re-invested directly into
health systems but go instead into general revenue.
Tanzania ratified FCTC in 2007 but does not have comprehensive tobacco legislation. Tanzania
also has a tobacco legislation that was drafted in 2003 but it does not align with FCTC and is not
an operational document at the moment. Although the CSO, Tanzania Tobacco Control Forum,
has been conducting advocacy for policy development, they are seen as noise makers since
tobacco farming generates income for the country. Industry has also been supporting farmers
and fighting against tobacco legislation. The WHO best buy interventions for tobacco control
have not yet been addressed.
Uganda ratified FCTC in June 2007 but the comprehensive Tobacco Control Act was only
developed in 2015 (Ref). Certain provisions are being implemented and other regulations are
being developed. According to a key respondent, the law was introduced to parliament through
a private member Bill and could not include components with financial implications such as tax
regulations and awareness creation. All activities that required funds for their implementation
were also not included. Although there are no sub-national tobacco laws, the tobacco control
team is planning to engage tobacco growing districts to institute separate anti-tobacco policies
such as alternative livelihood programmes. A draft National Tobacco Control Strategic Plan which
seeks to provide mechanisms for controlling tobacco use and exposure to tobacco smoke is also
available.
In terms of addressing the WHO tobacco best buy interventions, packaging and labeling of
tobacco products is addressed in the TCA. There is prohibition of tobacco products that do not
conform to packaging and labelling requirements prescribed by the law (warning to cover 65% of
display area) effective from 19th May 2016 under Tobacco Control Act (TCA) 2015. There is no
taxation policy although efforts are underway to lobby for a tax policy of at least 75% of retail
price. According to the WHO, general taxation of tobacco products is at 51% (WHO Global Report
2017). Prohibition of smoking in public places, workplaces and public transport was effective
from May 2016. The Uganda TCA prohibits sale to and by minors (below 21yrs of age) but
implementation has not started. Comprehensive ban on Tobacco Advertising Promotion and
Sponsorship and point of sale advertising is yet to be launched. However, selected initiatives have
been done in the past especially around annual commemoration of World Tobacco Day.
Generally implementation of the Uganda TCA is still very poor.
Zanzibar ratified FCTC in June 2007. Smoking is addressed in the Public and Environmental Health
Act of 2012 that regulates smoking in public places. Tobacco regulation was completed in July
2017 with assistance from WHO AFRO. An implementation plan has been developed but this is
yet to be implemented. Talks are ongoing with Zanzibar Food Authority to oversee the
implementation given the fact that they have experience and capacity in regulating issues of
licencing and inspection. Several sectors will be involved in the implementation eg. Ministry of
information to support awareness creation. Ministry of Education is also involved since many
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children are smoking in school. A recent survey shows that 9.5% of children smoke tobacco. Other
implementers will include the Ministry of Industry who are responsible for importation, Police,
Attorney General’s office and civil society. Tobacco sponsorship and advertisement in Zanzibar is
prohibited. Minors (under 18) are not allowed to access and smoke cigarettes all the other
recommended interventions are addressed apart from tobacco taxation.
Alcohol Control
Kenya has Alcoholic Drinks Control Act (ADCA) 2010 amended in 2014. The Act addresses the
WHO “best buy” intervention for control of harmful alcohol consumption such as taxation, bans
on alcohol advertising, and restricted access. Although the specific figures for taxation were not
provided, there has been slow annual increase in taxes for beer and spirits in the past few years.
There is a decline in sponsoring of events like sports tournaments and music concerts by alcohol
producers and importers. Alcohol advertising in media is restricted; adverts can only be aired
from 8.30 pm on TV and from 2pm on radio to reduce exposure to young people. Point of sale
advertising is not clear in the legislation, thus this has not been well implemented and most stores
still advertise at point of sale. Retailed alcohol is easily accessible to the population given the fact
that there is formal and informal brews. Restriction has been made on sale of alcohol to children
under the age of 18 years. Restricted access is also being achieved through regulation of bar
opening hours. The ADCA restricts the sale of alcohol to between 5 pm and 11 pm in bars. Alcohol
is also only sold in separate sections of shops and supermarkets where children are not allowed
to enter. Alcohol from supermarkets or retail outlets is only sold within certain daytime hours.
Issuing of licenses to alcohol sellers is ongoing. With the implementation of devolution the
alcohol licensing role was transferred to the county government who are now responsible for
issuing licenses to alcohol dealers including manufacturers, wholesalers and retailers. Drink
driving policy exists but is only being implemented in big cities like Nairobi. Further
implementation involves campaigns and education on the effect of drugs and alcohol to the
public. Some NGOs have been organizing public education activities, including campaigns
targeting the youth, in partnership with the Ministry of Health and Ministry of Education.
Significant part of the Kenyan population consume local brews which are not amenable to
regulation and taxation. The regulation of these drinks are vested in other trade and criminal
laws thus creating policy coherence problems when acting on this problem. Like tobacco taxation,
alcohol taxations are not differential and the revenue goes to the general pool and not specifically
ear marked for funding the health and social problems created by alcohol.
Tanzania and Uganda have no comprehensive alcohol policy in place although some
interventions are in place. The countries have draft policy in place including minimum age for
purchase and consumption of alcohol which is 18 years, licencing of retailers and drink drive law
which is not well enforced. General taxation of alcoholic products happens in the three countries
and the funds go into general revenue. In Uganda the draft Alcohol Control Policy is still at cabinet
level awaiting approval of financial components, especially medium term expenditure
framework, by the Ministry of Finance for its implementation. Plans are underway to increase
the minimum volumes of packaging alcohol (ban on sachets) for districts, especially those
severely affected by alcohol abuse e.g. northern districts, to create by-laws. Other plans are
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underway to tax informal/ illicit alcohol and encourage districts to enforce the taxation.
Advertisement and sale to minors continues to happen.
Zanzibar has no written standalone alcohol control act but alcohol control is addressed in the
Public and Environmental Health Act No. 11 of 2012. Restrictions on advertisement and
sponsorship are implemented but only through government verbal directive. There is no written
policy. Restriction of access by minors is, however, in place. Most of the measures including
taxation of alcohol are not in place.
Table 4 Tobacco and Alcohol Control

Elements
Tobacco

Burundi Kenya

Uganda Rwanda

Tanzania Zanzibar

Tobacco Legislation
Legislation on pack labelling and pictorial
health warnings
Tobacco taxation Policy
Smoke free public policy

X
X

√
√

√
√

√
√

X
X

√
√

X
X

Partial
√

X
√

Partial
X

X
X

X
√

Bans on tobacco
sponsorship

and

X

√

√

X

X

√

Comprehensive Alcohol control Legislation
Special tax on alcohol
Taxation for domestic brew
Restriction on alcohol advertising
Regulation to Control access to Alcohol
Restrictions on times and dates at which
alcohol can be purchased
Restrictions
in
place
government
legislated, co-regulations, or self-regulated
by industry
Licensing system for retailers
National drink driving law
Regulations that address different types of
media, format, times, and traditional and
digital media
Established Minimum age for purchase and
consumption

X
X
X
X
X
X

√
√
X
Partial

X
X
X
X
√
X

√
X

X
-

X
X
X

X

Partial
X
X
√
X
X

X

NR

X

X

X

X
X
X

√
√
√

√
√
X

√
√
X

√
√
√

√
X

-

√

√

√

√

√

advertising

Alcohol

√

Unhealthy Diet and Physical Activity
Kenya developed the National Food and Nutrition Security Policy in 2011 as an overarching
framework covering the multiple dimensions of food security and nutrition. The policy does not
promote healthy diet but focuses on enhancing local food production. The National Nutrition
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Action Plan (2012-2017) (MOH 2012) exists but it focuses on under-nutrition without giving
adequate attention to NCDs related to unhealthy diets. A revised draft school Nutrition and Meals
Strategy revised 2017-2022 is available. There is a draft guideline on healthy diet and physical
activity, but it is yet to be launched and implemented. The nutrition policies have not been
adequately implemented as planned. The MOH Division of Nutrition is working with other
development and implementing partners, particularly NGOs to support nutrition programs
addressing under nutrition and not directly linked to the WHO ”best buys” interventions. There
are also plans to establish Nutrition Interagency Coordinating Committee. There are no
restrictions on sugar, salt, and fat content on foods, legal requirements on labelling or ban on
advertising. The legal avenue for addressing the unhealthy foods and drinks is currently through
laws on consumer rights which have been used by NCDAK advocates successfully on some
occasions.
The country has no comprehensive physical activity policy and so there has been almost no
implementation of physical activity programs on a national scale. The National Physical Activity
Action Plan 2015-2020 is still in draft form. In addition the healthy diets and physical activity
guidelines have been drafted but not finalized.
Tanzania has no food and nutrition security policy but the country launched the National Multisectoral Nutrition Action Plan in September 2017. This five-year strategy comes after another
nutrition strategy that was launched in 2011. It focuses on Maternal, Infant, Young Child and
Adolescent Nutrition, Prevention and Management of Micronutrient Deficiencies, acute
Malnutrition and diet related NCD. The country has no legislation on salt reduction and
replacement of trans-fat with polyunsaturated fat.
Tanzania has physical activity guidelines. Physical education is covered in schools but the
recommended times were not mentioned. Mass media campaigns and physical activity have
been conducted in all regions and districts. Mass physical activity is held every second week of
the month and people are encouraged to exercise and walk or run. During the campaigns,
screening for risk factors is sometimes done and referrals made where necessary. The screening
includes screening for cancer, diabetes and hypertension as well as nutritional measures like
weight and BMI.
Rwanda has both a national food and nutrition security policy which was developed in 2014 and
a nutrition action plan but they do not address NCD related nutrition issues. There are no
legislations addressing salt reduction and replacement of trans-fat with polyunsaturated fat.
Public awareness on healthy diet is done through different channels including radio, TV, and
public campaigns.
Rwanda has no written physical activity policy, however physical activity is being implemented
through an order from the prime minister: All public servants are required to engage in sports for
physical fitness every Friday and the gym is paid for them to encourage physical activities.
Awareness campaigns and screening activities are held for staff in several ministries. Awareness
and screening for various NCDs is also done during events such as the monthly “car free” days,
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annual heart week, and during community outreach programs done by NGOs. However, there
are no regularized National physical activity campaigns. Rwanda has a car free day every first
Sunday of the month where all people are involved in sports activity and screened for common
NCDs for free. Health promotion activities are conducted in collaboration with the civil societies
implementing NCD interventions.

Uganda developed the first food and nutrition security policy in 2003. A new policy, currently
under development, is expected to be finished by the end of 2017. The nutrition action plan in
place was launched in 2011 but is currently under review. The document mainly addresses
malnutrition and stunting but not obesity related to NCDs. Several sectors were involved in the
development of the nutrition action plan. With regard to mandatory interpretive front-of-pack
nutrition labelling aligned with Codex Alimentarius standards, the Uganda National Bureau of
Standards developed the Food Safety and Standards regulations in 2011 but its implementation
and enforcement varies across foodstuffs. The national food based guideline was developed in
2014 and a school nutrition and feeding guideline was drafted in 2016 with an aim to reduce
hunger and malnutrition among school going children. The school guideline is limited to public
primary and post-primary education and training and as such, they do not apply to private
schools. The guidelines are also poorly disseminated.
Uganda has no physical activity policy/strategy at the moment but the MOH is developing the
National Physical Activity Guidelines that will soon be submitted to the top management
committee for approval. Physical education guidelines exist with recommended three 40 minute
periods per week (120 minutes) of exercise but the implementation coverage is low. With regard
to health promotion activities related to NCD prevention, there are no major activities to raise
public/population awareness & literacy on NCDs and their risk factors. However, MOH is
currently developing a communication strategy for all NCD risk factors. Commemoration of
specific world NCD days is marked with national campaigns. Civil society is involved in the
commemoration of world NCD days.
Zanzibar has a Food and nutrition security policy developed by the Agricultural sector in 2011
but there is no evidence of its implementation. There is a draft Nutrition Action Plan 2014 to 2018
developed in 2014 but it was not launched.
Zanzibar has no policy on physical activity. However public awareness on physical activity is being
conducted by ministry of health.
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Table 5. Unhealthy Diet and Physical activity

Elements
Unhealthy diet
National food and Nutrition Security Policy
Nutrition Strategy/action Plan
Overweight/obesity /diet-related NCDs
included Nutrition Plan?
Taxation of unhealthy food/beverages
Implementation of subsidies to incentivize
health food consumption.
Presence of national nutrient profile
National Food-Based Guideline
School food policies
Regulations on the commercial promotion of
unhealthy foods and beverages.
Implementation of the International Code of
Marketing of Breast milk Substitutes
Incorporation of WHO Guideline on
inappropriate marketing of Commercial foods
for infants and children into national law
Implement the UNICEF Baby Friendly Hospital
Initiative
Reformulation targets
salt reduction legislation
Policy to replace trans-fat with polyunsaturated
fat
Public awareness about healthy diet
Promotion (via mass media)

Burundi

Kenya

Rwanda

Tanzania

Uganda

Zanzibar

√
X
X

√
√

√
√
X

X
√
√

√
√
X

√
X
X

X
X

X
X

X
X

X
X

X
X

X
X

X
X
X
X

X
X

X

√
X
X
X

X
√
√
X

X
X
X
X

X

√

√

√

X

X

√

√

√

X

X

√

X

√

√

X

X
X
X

√
X
X

X
X
X

NS
X
X

X
X
X

X
X
X

X

Partial

√

√-Once a

X

X

X

X

X
√

month

Physical Activity
National physical activity action plan/ strategy
and/or guidelines
Provision for physical education in schools
Promotion of public awareness about physical
activity (via mass media)
Workplace physical activity policy

X

X

√

√

Draft

X
X

√
X

√
√

√
√

X

X
√

X

X

X

X

X

X

Theme 3. Health Systems
Generally, the health systems in all the survey countries are not well prepared to offer preventive
and care services for the rising NCD cases. Guidelines for management of NCDs are being
developed in most of the countries. However, the available ones are most often not adequately
disseminated and utilized. There are various government programs for NCD detection and
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treatment particularly at higher levels of health care delivery but with various challenges that
hinder service delivery such as funding, human resource challenges as well as inadequate access
to health care commodities and supplies.
Burundi has only drafted national guidelines for management of diabetes and chronic respiratory
diseases. NCD morbidity and mortality rates are high, but not all patients receive early diagnosis,
conventional treatment, education or care. For the past ten years, the NCD national programme
has focused on coordination, accessibility to medicine and laboratory tests in collaboration with
civil society. Burundi Diabetes Association is engaged in sensitization, training and screening of
adults and children with diabetes. However, the association only covers eight out of 18 provinces.
The government actions on NCDs are not sufficient.
Kenya has developed several NCD guidelines including the National Clinical Guidelines for
Management of Diabetes Mellitus 2010, National Guidelines for Prevention and Management of
Cervical, Breast and Prostate Cancers 2012, National Guidelines for Cancer Management Kenya
2013 and guidelines for tobacco treatment and cessation. CVD guidelines and prevention
programs are in the process of being developed. The guidelines have not been adequately
disseminated and adopted by the facilities nor awareness on them done at the county or facility
level. There are national asthma guidelines but regular screening and primary activities are not
taking place. Some of the guidelines only exist on the internet for downloading by keen health
workers. The resources required to implement them are not provided and there is no
standardization in their implementation. Compared to other diseases such as HIV and malaria,
there are no annual or biannual trainings on the revised guidelines.
Several NCD programs are being implemented mostly in partnerships with external funders. For
cancer prevention and control the government has formed a national Cancer Institute and have
invested in radiological and laboratory screening machines (CT scanners, radiography,
mammography and MRI machines) and modern radiotherapy equipment at the national referral
hospital and 2 regional referral hospitals. Apart from a cervical cancer screening programme,
there are no coordinated plans or activities for screening and prevention of other cancers. There
are well coordinated diabetes education, screening and primary care programs in some counties
but these are yet to reach many other parts of the country. Other initiatives have been carried
out but are not included in the strategies laid down e.g. installing of dialysis centers in several
county hospitals. A large hypertension screening and primary care programme has been initiated
through a private public partnership (PPP); The Healthy Heart Africa – HHA – programme is ongoing in several counties across Kenya. Palliative care only exists for cancer and diabetes. Alcohol
rehabilitation program exists and there is secondary and rehabilitation care provision for mental
health.
The government updated national EML in 2016 but not all NCD essential medicines / and
technologies are included in the previous updated list. There are clear standards for availability
of essential medicines and technologies at the county hospitals pharmacies. There are
mechanisms in place that enable fast moving medicines to be used to cover the costs of the more
expensive NCD drugs. For instance drugs like metformin are availed at affordable prices even
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lower than the wholesale prices. The sector, however, often faces challenges linked to lack of
adherence to these established standards due to other facility and external factors.
Rwanda has a general NCD management guideline that covers most of the conditions but specific
protocols for each disease are being drafted. There are no guidelines on mental disorders as well
as tobacco and alcohol dependency treatment. Government initiatives for management of NCDs
are available for the major NCDs, but not for the risk factors. The government updated the
Essential medicines and technologies list for NCDs in 2016 and included the items in the global
updated list before 2017. There are no studies published on availability / affordability of essential
medicines and technologies. NCD prevention and management literacy is being integrated into
training programmes for health care professionals. All NCD services listed in the WHO PEN
Package except cancers are covered by the country’s essential health package.
Tanzania has developed guidelines for management of cancer, cardio vascular disease and sickle
cell. Palliative care guidelines are also in place. Development of guidelines for renal care is
ongoing. The available guidelines have interventions for all levels of care. Training of health care
workers on NCD management has been done widely with support from Tanzania Diabetes
Association. The health sector is implementing disease specific programs including diabetes,
cancer, sickle cell, CVD programs from primary to tertiary care levels. Other programs like cervical
cancer screening are ongoing with support from partners like PATH, JHPIEGO among other NGOs.
Cancer outreach services are ongoing.
Uganda developed NCD Clinical Guidelines in 2016 which includes management of all the major
NCD conditions at all levels of care. Guidelines for alcohol and tobacco dependency treatment
are only available in some high level hospitals. Selected interventions are implemented at
different levels of care with referrals to higher levels from lower levels. Screening is available at
higher level health facilities under normal service delivery arrangements. Generally the HR
capacity at the Ministry has increased but there are still gaps at the facility level. There are no
designated NCD medical officers at the facility level or designated NCD clinics. In terms of
Essential medicines and technologies for NCDs, the government updated the EML in 2016.
However, drug stock outs of essential NCD medicines at health facilities are still very common.
With regard to health professional capacity, Uganda has started a continuous Medical Education
programme which includes NCDs but this has not been widely scaled up.
Zanzibar developed a Desk Guide for Chronic NCD Care in 2013 for primary and secondary health
facilities. There are no guidelines for cancer management, mental disorders or tobacco and
alcohol dependency treatment. The EML was last updated in 2014 and it contains all the NCD
essential medicines / technologies included in the global updated list. NCD prevention and
management literacy is being integrated into training programmes for health care professionals
and several in service providers have been trained in NCD management. The country has
developed a training manual for health care workers that includes all NCDs except cancer
management guidelines. The respondent are not aware of the percentage of NCD services listed
in the WHO PEN Package that are covered by the country’s essential health package as well as
household expenditure that is spent on health.
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Table 6 Health Systems

Elements
National guidelines/protocols/ for
management of major NCDs
Guidelines for Mental and
neurological disorders
Guidelines for tobacco dependence
treatment
Guidelines for alcohol dependence
treatment
Government initiatives delivering
NCD detection, treatment and care
Updated national EML list
Standards for availability/
affordability of NCD essential
medicines/technologies
Studies published on availability/
affordability of essential medicines
and technologies?
NCD prevention and management
integrated into training programmes
for health care professionals
NCD services listed in the WHO PEN
Package are covered by country’s
essential health package?
Proportion of household expenditure
spent on health

Burundi Kenya
Partial Partial

Rwanda
Partial

Uganda
Partial

Tanzania
Partial

Zanzibar
Partial

X

√

X

√

√

X

X

√

X

Partial

X

X

X

√

X

partial

X

X

Partial

√

√

√

√

√

√

√

√

√

Partial

X

√

√

√

√

-

X

X

X

X

X

X

X

Partial

√

√

√

√

NS

NR

NA

90%

Partial

NR

NS

NR

NA

8.65%

33%
(2015)

NS

Theme 4. Monitoring, Evaluation, and Surveillance
Generally, all the countries apart from Burundi have set up some mechanism to undertake
periodic surveillance of NCDs and their risk factors. STEPS surveys have been conducted in all the
countries except Burundi. Burundi did a pilot STEPS survey in one province in 2014. They are
planning to mobilize funds to conduct a national survey in 2018. On international reporting, all
the countries apart from Zanzibar and Burundi have been reporting on NCD prevalence, mortality
and morbidity to WHO Progress Monitoring Framework. They have also reported on risk factor
exposure and country capacity. None of the six governments have set up NCD research priorities
or set aside funding for NCD research.
Kenya has started conducting periodic monitoring of NCDs and risk factors. The national NCD
STEPS survey was conducted and results launched in 2015. The STEPS data is population based
and is stratified by gender. Specific diseases such as diabetes and cancers are also under
surveillance through the integrated disease surveillance and response program by the MOH
Division of Disease Surveillance and Response. The Demographic and Health Survey was last
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conducted in 2014 and National Household Expenditure Survey in 2013. The country has a
functioning system to respond to WHO or UN NCD surveillance frameworks. It provides annual
reports on NCD prevalence, mortality, NCD morbidity and risk factors. NCD research is not robust
yet but some government funding is channeled through Kenya Medical Research Institute. NCD
researchers can now also access funding aligned to Vision 2030 from National Research Fund
(NRF), National Council for Science and Technology which has started regular funding cycles.
Rwanda’s last STEPS survey was conducted in 2012 and they intended to conduct another survey
in 5 years. The last DHS was conducted in 2014-2015. Other than this, there is no evidence for
National-level NCD risk factor surveillance mechanisms in place. The household expenditure
survey is ongoing but there is no evidence on data availability for estimated cost of the disease
burden. On international reporting, Rwanda submits data annually and the last submission was
done in May 2017. They report on NCD prevalence, mortality, risk factors exposure, country
capacity but not morbidity.
In Tanzania, the last STEPS survey was conducted in 2013 and they intend to conduct another
survey in 5 years. The district health information system captures some data for diabetes,
hypertension and BMI which is sent to the surveillance office at Directorate of Preventive
Services. Data are both population and hospital based and is stratified by gender. The last DHS
was conducted in 2015 and there are plans to update indicators to include all NCD indicators. The
last household expenditure survey was conducted in 20016/2017. Data on cost of disease is only
available for diabetes. They report on prevalence, mortality and morbidity, and risk factor
exposure to WHO Progress Monitor but the respondent was not sure of when the last reporting
was done.
Uganda’s government undertakes periodic surveillance on NCDs including prevalence, associated
morbidity and mortality. The first NCD STEPS survey was done 2014 but there are plans to
conduct it every 5 years. The data is population based and stratified by age and gender. NCDs
and their risk factors are also captured in the DHIS2. The last National Demographic and Health
Survey was conducted in 2016 and the National Household Expenditure Survey in 2013. Uganda
responds to WHO NCD surveillance frameworks. Reporting is made on NCD prevalence, risk
factor exposure and country capacity but not on morbidity or mortality, and sometimes the
reporting is ad hoc.
Zanzibar undertakes periodic surveillance on NCDs prevalence, associated morbidity and
mortality. The last National STEPS Survey was done in 2011. There are plans to do another one
in 2018 through technical and financial assistance from WHO. The last National Demographic and
Health Survey was done in 2016. The most current data is health facility based data which is
reported on a monthly basis. Zanzibar is the only country that has established an electronic NCD
information management system that can be accessed from anywhere. There are registers at the
health facilities (NCD clinics) where clinics are held four times a month. The data is collated by a
District health information systems manager. Zanzibar is the only country with no functioning
mechanism to respond to WHO or UN NCD surveillance frameworks.
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Table 7. Monitoring, Evaluation, and Surveillance

Elements
Periodic surveillance on NCDs
National STEPS Survey done
Demographic and Health Survey
done
National Household Expenditure
Survey done
Government funded health-cost
studies on treatment of NCDs
Periodic assessment of exposure
to modifiable NCD risk factors
Functioning
mechanism to
respond to WHO or UN NCD
surveillance frameworks
Has the government set up NCD
research priorities
Availability of funding for incountry research into NCDs and
their risk factors

Burundi
X

Kenya
√

Uganda
√

Rwanda
√

Tanzania
Partially

Zanzibar
√

X
X

√
√

√
√

√
√

√
√

√
√

X

√

√

√

X

X

X

√

Survey
ongoing
X

X

√

√

√

√

Partial

√

√

√

√

Partial

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Challenges
Various challenges that are common to the six countries have been identified as follows.

Governance








There are gaps in policy development with some countries making slow progress in coming
up with policies to address some of the risk factors. Most countries that have developed NCD
strategy/action plans and other relevant policies have not made good progress in terms of
implementation. There is limited geographical coverage of the NCD interventions with most
of the activities being implemented in urban areas.
Implementation is hampered by lack of government budgetary allocation for NCDs. In most
of the countries, there is no financial allocation from the government for implementation of
the action plans and other NCD interventions. Most of the countries rely on donor support
for implementation of activities. For instance, in Zanzibar, the NCD program receives huge
support from WDF and a bit of support from WHO, but the funding is ending soon.
Multi-sectoral coordination for NCD prevention is inadequate or lacking in some countries.
There is the assumption that it is the role of MOH to address NCDs. This is the reason why
MOH struggles alone and engaging other sectors has been difficult according to some of the
key informants.
The engagement of CSOs is not well structured and coordinated. Some of the alliances face
financial and leadership challenges that have to be addressed in order to sustain the alliances.
For instance Zanzibar NCD Alliance funded mainly by CISU which is ending by end of 2017 and
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they are not sure how to manage the office that has three staff members after the funding
ends.
Health systems










There is inadequate well trained human resource allocation for NCDs care provision. Some
countries like Zanzibar, Tanzania and Burundi experience low human resource capacity both
at coordination level and in health facilities. In Zanzibar, many health professionals have been
trained to provide care at primary levels, but about 50% of them are no longer in the facilities.
They are often transferred to facilities that do not provide NCD care. In addition most of the
public health facilities in the countries lack various specialist and high level diagnostic
equipment. Thus, many patients tend to seek care from the costly private facilities or abroad.
There is lack of consistent availability of essential drugs and supplies for NCD management in
almost all the countries.
Primary health care facilities still lack the capacity to provide effective NCD preventive and
care services.
In some countries traditional healers are mushrooming and they claim to treat all NCDs. Many
patients tend to default from medication as they seek the cheap services form the traditional
healers. In certain cases, patients have been referred to hospital due to overdose of
traditional herbs.
There is poor NCD information management systems. Routine data coming from different
health care levels are not available and utilized in most countries. Generally, the countries
lack central information system for patients with chronic diseases.
Poverty is another major challenge mentioned by some respondents. In most of the countries
community members cannot afford most of the NCD drugs which are considered expensive.

Monitoring and evaluation




Generally, countries have not established strong national information systems with
surveillance mechanisms that monitors the key NCD risk factors, morbidity and mortality and
health-system capacity for NCDs. This is also due to resource challenges. For instance
countries have relied on donors to support the STEPs surveys, some have been unable to
repeat the survey after 5 years due to lack of funding.
Governments have not set up NCD research priorities or set aside funding for NCD research.
Some NCD research is going on in some countries through academic and research institutions.

Conclusion
The East African countries have made some good progress in prioritizing NCDs at national levels
since the last survey conducted in 2014. However, progress is rather slow and should be hastened
in order to achieve the global NCD targets. There has been improvement in policy development
since 2014 with two more countries launching their NCD strategic plans; Tanzania (second),
Kenya (first). There is improvement in NCD coordination at health sector levels with the
strengthening of NCD Units with some increase in number of staff. However, apart from Kenya
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the rest of the countries have very few staff in the NCD units. While improvements in health
systems elements would require more in-depth evaluations, progress has been made in
developing care guidelines for various NCD conditions. Some countries like Kenya and Tanzania
have acquired more equipment for specialized care. Zanzibar, Kenya and Tanzania have
developed NCD training manuals and trained some health cadres on NCD management since
2014. With regard to surveillance, monitoring and evaluation Tanzania, Rwanda and Uganda had
conducted STEPs surveys by 2014, Kenya completed its survey in 2015. Countries that are due for
another survey like Rwanda, and Tanzania are facing financial challenges that may delay the
processes. Burundi is facing challenges coupled with political and economic set back that has
hindered progress in NCD governance, leadership and program development.
Generally, with the current slow pace in addressing NCDs in the region, some of the countries are
unlikely to achieve the global NCD targets. To enhance NCD prevention and control in East African
countries, the gaps and challenges identified in this benchmark survey may be addressed by
acting on the following recommendations.

Recommendations
1. Enhance governance of NCD prevention and control activities in the East African countries
The governments should prioritize the NCDs agenda in the development plans and ensure more
effective policy and programs development. Consider health as a human development agenda
and Health in all policies with a focus on NCDs policy coherence. There is need to review the
existing policies and strategies to ensure that the NCD prevention “best buy” interventions are
all included with clear strategies to guide implementation. Countries that have no policies
addressing the four major risk factors should develop and implement them. The implementation
plans should also have clear targets for monitoring progress and costs for implementation of
major activities. Full implementation of tobacco, alcohol control legislation and development of
unhealthy food policies should be done, in particular taxation, banning of advertising, and
warning messages on products.
2. Enhance multi-sectoral action for NCDs prevention and control.
Governments should institutionalize multi-sectoral coordination process with clear roles and
mandate for each sector. To be effective, strong coordination and governance at different levels
and among the different actors involved – public, private, and Non-state actors is required. The
WHO recommended multi-sectoral steering committees should be established and
operationalized in all countries. This would involve enacting of NCD inter-ministerial coordination
at high level of government and broad involvements of state and non-state actors from all
sectors. MOH can play a leadership role in sensitizing other sectors on the need for their
involvement in NCD prevention. This will require a strong political backing to ensure that
ministries with potentially conflicting mandates work together. At global level engage the UN
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organizations to support NCDs prevention at national levels eg UNICEF can support prevention
and management of childhood NCDs, UNFPA to support gestational diabetes etc.
3. Increase financial allocation for NCD prevention and control
There is need for countries to increase national budgetary allocations for health (aimed at
achieving the Abuja Declaration of 15% of the national budget) to support Universal Health Care
through strengthened Primary Health Care system with specific activities for NCD prevention and
care. For countries with devolved governments, the lower government budget allocation to the
health sector should mirror the Abuja Declaration. Other innovative financing models and use of
taxes on tobacco, alcohol, sugar drinks and foods to finance control and care of their harmful
effects can also be explored to increase resource generation for planned NCD activities. The
government and other partners should mobilize more financial resources for NCD programs and
where possible establish a basket funding mechanism.
4. Strengthen civil society engagement and coordination
Civil Society Organizations should enhance their advocacy role to ensure global NCD
commitments are adopted and implemented by East African country governments. They can
also work with the governments to develop effective accountability mechanisms to ensure
actions are taken and progress/best practices are shared at a regular forums for NCD
coordinators and CSOs.
5. Strengthen health systems to improve access and quality of NCD services at all levels.
Health systems improvement will require needs assessment at all levels and development of
action plans to address the identified gaps. Areas that require strengthening include funding to
support NCD service delivery, infrastructure development as well as commodities and supplies.
Emphasis should be laid on strengthening primary health care services to provide preventive
services. The public and private health care sectors should improve access and affordability of
essential medicines and technologies for NCDs. Further efforts should be made to build the
capacity of health personnel to effectively diagnose, treat and manage NCDs at all levels of care.
Integrated NCD care packages and service delivery guidelines should also be developed and
implemented.
6. Strengthen national mechanisms for NCD monitoring, evaluation, and surveillance
Develop effective NCD monitoring systems and frameworks and establish systems to improve
accountability for results and resource allocation. This includes systems to monitor NCD
morbidity, mortality and risk factors at population levels. NCD indicators can also be included in
the existing information systems such as the DHS. At facility levels, NCD indicators should be
integrated into the existing health management information systems. Develop mechanisms for
capturing NCDs related information at all levels of health facilities and utilize this information to
plan for services.
7. Strengthen the use of research evidence in developing policies and interventions for NCD
prevention and management
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The East African countries should generate national NCD research priorities and allocate funding
for research evidence generation and utilization. Funds can also be solicited from global research
bodies. The EANCDA can facilitate cross country evidence generation to maximize resources and
learning within and across countries and create synergy in NCD prevention and control efforts.
8. Increase NCD awareness with clear messaging to galvanize action
Actor sensitization and awareness creation on interventions to address the major NCD risk factors
and the need for multi-sectoral action should be done. These should target the different actors
and stakeholders. Focus on the vulnerable populations such as the poor (awareness, education
and access to healthy foods), women (obesity and smoking), children and adolescents (healthy
foods, smoking and alcohol). People living with NCDs can play this role in increasing awareness
about their individual conditions and overall NCDs.
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APPENDIX 1: EAST AFRICA NCD BENCHMARK SURVEY TOOL – 2017

Are NCDs included in your national health sector plan?

1.2

If yes to 1.1 is there a mention of specific diseases, or risk factors? Name them.

1.3

Is there a dedicated NCD strategy / action plan? (Year Launched )

1.4

Does this address both prevention and management?

1.5

If yes to 1.2 What is the status of implementation of the action plan
To what extent has the national NCD policy/Plan been is implemented – e.g. budgeted, monitored or
actively enforced: what proportion of proposed budget in the NCD plan for last year was actually funded?

1.6

Comment on implementation coverage

1.7

Are there national time bound targets and indicators for NCDs based on the WHO Global Monitoring
Framework?
(i.e., is there an associated indicator framework)

1.8

Is there a dedicated NCD department, team or focal point within the Ministry of Health? (Name the
departments/units)

2.1

Are NCDs included in national development plan?

2.2

If yes to 2.1 Does the development plan include a goal or target on NCDs

2.3

If NO to 2.1 are NCDs included in subnational development plans?

3.1

Is there national NCD plan with a whole of government approach’ i.e. with areas of action beyond the
health sector.
If yes, are specific sectors or stakeholders mentioned?

3.2

If no to the question 3.1 above, is reference made to a ‘whole of government’ / ‘multisectoral’ / ‘Health
in All Policies’ approach in any other health / development documents on NCDs?

3.3

Is there national legislation to which requires consideration of health in the development of policy for
other sectors? I.e. to ensure a Health in All Policies Approach / policy coherence for health.

3.4

Is there a national multi-sectoral commission, agency or mechanism to oversee NCD engagement, policy
coherence, and accountability of sectors beyond health? If yes, who sits on this commission?

3.5

Is there a government mechanism to formally engage civil society? E.g. civil society participation on
National NCD Commission, task force, or expert committee to shape policy making and programme
implementation.

3.6

If there is no institutionalized mechanism, is there other evidence of partnership? E.g. civil society
participation in government-led consultations or conferences?

3.7

Is there evidence of government engagement of people living with NCDs? E.g. are PLWNCDs consulted
when shaping national policies or programmes for NCDs?

3.8

Are there public-private partnerships to improve NCD prevention and control? I.e. partnerships between
government and private sector?

`3. “Whole of government/ whole of society” approach to
addressing NCDs?

3.9 Is there a publicly available conflict-of-interest policy guiding these partnerships?
THEME 2. PREVENTION AND REDUCTION OF RISK FACTORS
THEME
QUESTIONS

4. Tobacco control
interventions?

RESPO
NSE)

1.1

2. NCDSs
recognize
d as
developm
ent

1. NCDs Recognized as a health priority?

THEME 1: GOVERNANCE
SECTIO
QUESTION
N

4.1

Is your country Party to the Framework Convention on Tobacco Control
If yes indicate year of ratification /adoption of FTCT

4.2

Is there a comprehensive tobacco control legislation?
(If yes indicate year of development)

4.3

If no are there subnational tobacco control laws?

4.4

Is there a legislation on pack labelling and pictorial health warnings and/or plain packaging

4.5

Is there a tobacco taxation policy in the country?

COMM
ENTS

RESPONSE COMMENTS
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THEME

QUESTIONS
4.6

If yes, what is the lower level of taxation for the country? (Check if between 2/3 and 3/4 of retail
price)

4.7

If so, what are the funds levied used for?
Are they, for example, reinvested into health systems?

4.8

Is there legislation on smoke free public places?

4.9

Is there a ban on sale to and by minors (below 18 years, or as defined by domestic law)?

RESPONSE COMMENTS

4.10 Is there a ban on direct and indirect forms of tobacco advertising, promotions and sponsorships?
4.11 Is there an overarching strategy / action plan / programme / law encompassing any or all of the
elements above?
4.12 Are there punitive measures in place for any of the above legislative areas?
4.13 Are there effective mass media campaigns that educate the public about the harms of
smoking/tobacco use and second hand smoke
5.1

Is there a comprehensive national alcohol control legislation?

5.2

If no are there subnational alcohol control laws?

5.3

Is there special tax on alcohol?

5.4

If yes, has there been tax increase since 2011?

5.5

If yes are taxes or Minimum Unit Pricing (MUP) applied across all alcohol product concentrations,
or to a specific concentration range?

5.6

Is there an established system for domestic taxation of local brews?

5.7

If so, what are the funds levied used for? Are they, for example, reinvested into health systems?

5.8

What measures are in place to address alcohol advertising?

5.9

Are there specific regulations in place that address different types of media, format, times, and
traditional and digital media?

5.10 Are there regulations in place to control access to alcohol?

6. Healthy diets?

5 Alcohol control interventions?

5.11 Is there an established minimum age for purchase and consumption?
5.12 Are there restrictions on times and dates at which alcohol can be purchased?
5.13 Are any restrictions in place government legislated, co-regulations, or self-regulated by industry?
5.14 Is there a licensing system for retailers?
5.15 Is there a national drink driving law?
5.16 Is there an overarching strategy / action plan / programme / law encompassing any or all of the
elements above?
5.17 Are there punitive measures in place for any of the above legislative areas?
6.1

Is there national food and Nutrition Policy? (If yes, year it became operational)

6.2

Is there specific nutrition action Plan? (Year of launched)

6.3

If yes above are overweight/obesity and diet-related NCDs included in the country’s Nutrition
Plan?

6.4

Is this plan multisectoral, i.e. involving the Ministries of health, Agriculture, Commerce, Education,
and Social Protection?

6.5

Does your country implement taxation of unhealthy food/beverages product to discourage
consumption? Examples could include taxation of sugary drinks, or products high in salt or
saturated fats.

6.6

Is the revenue of these policies earmarked for health-promotion? If yes, what percentage?
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THEME

QUESTIONS
6.7

Does your country implement subsidies to incentivise consumption of healthy foods? Examples
could subsidies for fruits and vegetables.

6.8

Does your country have a national nutrient profile?

6.9

Does your country have mandatory interpretive front-of-pack nutrition labelling aligned with
Codex Alimentarius standards?

RESPONSE COMMENTS

6.10 Does your country have a national Food-Based Guideline?
6.11 Does your country have a national Food and nutrition security policy
6.12 Does your country have school food policies (If yes what is the goal)
6.13 Are there national policies and mandatory regulatory controls on the commercial promotion of
unhealthy foods and beverages to children and adolescents (in accordance with WHO guidance)?
6.14 Has your country implemented the International Code of Marketing of Breast milk Substitutes?
6.15 Is your country taking steps to incorporate the WHO Guidance on inappropriate marketing of
Commercial foods for infants and children into national law?
6.16 Does your country implement the UNICEF Baby Friendly Hospital Initiative?
6.17 Does your country have reformulation targets?
6.18 Does your country have a salt reduction legislation/strategy?
6.19 Is there a policy to replace trans-fat with polyunsaturated fat

8. Air Pollution

7. Physical inactivity
interventions?

6.20 Is there a strategy to promote public awareness about healthy diet (via mass media)
7.1

Is there a national physical activity action plan, strategy and/or guidelines incorporating all ages
and a range of settings – such as workplaces, schools and communities?

7.2

Is there provision for physical education in schools with resources and incentives?

7.3

If so is this for a minimum of 30 minutes per day?

7.4

Is there a strategy to promote public awareness about physical activity (via mass media)

7.5

Is there a workplace physical activity policy?

7.6

Has the country implemented at least one recent national public awareness and motivational
communication for physical activity,
including mass media campaigns for physical activity behavioural change

8.1

If your country has a national NCD action plan, is there an associated target on air pollution?

8.2

Are there national policies or regulations to limit industrial emissions?

8.3

Are there national policies or regulations to limit vehicular emissions

8.4

Is there a national plan to increase availability of sustainable, clean energy sources for indoor cook
stoves?

8.5

Are there strategies in place to address social determinants of health and reduce NCD inequities in
vulnerable groups, such as people with low socio-economic status, women, children and
adolescents; refugees; or indigenous populations?
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9. Health
promotion?

THEME

QUESTIONS
9.1

Are there national government-led efforts to raise public/population awareness & literacy on NCDs
and their risk factors?
(This could include national campaigns / mass media strategies to promote nutrition guidelines,
benefits and support available for tobacco cessation, cancer self-check or screening services)

9.2

Are these activities carried out in collaboration with civil society partners?

12. International report back

11. NCD risk factor surveillance
mechanisms

10. National-level disease surveillance mechanisms in place

THEME3: MONITORING, EVALUATION, AND SURVEILLANCE
SECTION
QUESTIONS
10.1

Does the Government undertake periodic surveillance on NCDs (overall, or single diseases) in
terms of their prevalence, associated morbidity and mortality?

10.2

Is data population based, hospital based, or other?

10.3

Is data stratified by e.g. age / gender / urban-rural?

10.4

How often such reporting is completed? When data was last submitted?

10.5

When was the last National STEPS Survey done?

10.6

When was the last National Demographic and Health Survey done?

10.7

When was the last National Household Expenditure Survey done?

10.8

Is data available on estimated cost of the disease burden?

10.9

If no surveillance system, is NCD related information included in any other national health
information system/mechanism?

RESPONSE COMMENTS

RESPONSE COMMENTS

10.10 Are there any government funded health-cost studies on treatment of NCDs?
11.1

Does the Government undertake periodic assessment of exposure to modifiable NCD risk
factors? (Tobacco consumption, alcohol use, unhealthy diet and physical activity)

11.2

Is data population based, hospital based, or other?

11.3

Is data stratified by e.g. age / gender / urban-rural?

11.4

How often such reporting is completed? When data was last submitted?

11.5

If no, are such indicators included in any other national health surveys?

11.6

Are there any official mechanisms for social oversight and social participation in the design
and monitoring of policies

12.1

Is there a functioning system / mechanism to respond to WHO or UN NCD surveillance
frameworks?

12.2

Prevalence

12.3

Mortality

12.4

Morbidity (DALYs)

12.5

Risk factor exposure

12.6

Country capacity
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13. NCDs
research?

SECTION

QUESTIONS
12.7

How often such reporting is completed?

12.8

When data were last submitted?

13.1

Has the government set up NCD research priorities
If yes, what are they?

RESPONSE COMMENTS

15. Government programmes
on NCD detection, treatment
and care?

14. National guidelines for management
of NCDs

13.2 Is government funding available for in-country research into NCDs and their risk factors?
HEALTH SYSTEMS
THEME
INDICATOR AREAS TO EXPLORE
14.1

Are there evidence‐based national guidelines / protocols / standards for management of major NCDs?
If yes, fill in for each level of care, the numbers available for each, year of last update and implementation
status.

14.2

Cardio Vascular diseases: In the comments column , specify conditions covered eg Hypertension, heart failure,
myocardial infarction
-State the levels of care (Primary, Secondary, Tertiary, )

14.3

Cancer: In the comments column, specify types of cancer that are emphasized

14.4

Chronic respiratory diseases: Specify in comments column Eg Asthma, COPD and others

14.5

Diabetes: Specify types emphasized in comments column

14.6

Mental and neurological disorders

14.7

Are there guidelines for tobacco dependence treatment?

14.8

Are there guidelines for alcohol dependence treatment?

15.1

Are there government programmes / initiatives delivering NCD detection, treatment and care?
If yes, they are available, for each one below indicate whether they address screening/early detection,
treatment/referral, rehabilitation, and palliative care. (tick the appropriate column)

15.2

Cancer

15.3

CVDs

15.4

Chronic respiratory diseases

15.5

Diabetes

15.6

Alcohol dependence

15.7

Mental and neurological disorders

16.1

When did your government do the last update of the national EML list?

16.
Essential
medicines 16.2
and
technologi 16.3
es for
NCDs
16.4
17.
17.1
Training
of health
profession
al
18.
National
context
for UHC?

RESPONSE

Are all NCD essential medicines / technologies included in the previous global updated list (before 2017) also
in the national list?
Does the national government have established standards for availability / affordability of these essential
medicines / technologies?
Are any studies published on availability / affordability of essential medicines and technologies?
Is NCD prevention and management literacy, integrated into training programmes for health care
professionals including medical (doctors, nurses) and allied health (physiotherapists, counsellors)?

18.1

What percentage of NCD services listed in the WHO PEN Package are covered by Country’s essential health
package?

18.2

What proportion of household expenditure is spent on health?
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Appendix 2: Document review template
Author

Document
title

Date
of Publisher/
Source/
publicatio journal title (website
n
Govt
Office)

Elements of
NCDs
prevention
addressed and
key objectives

Key Strategies
for NCD
prevention

Summary of
key document
analysis
findings
relating to NCD
best buys

Appendix 3: East Africa NCD Alliance research committee members
1.
2.
3.
4.
5.
6.
7.

Prof. G. Yonga-Chair, East Africa NCD Alliance
Prof. Andrew Swai
Dr. Catherine Karekezi
Prof. Per Kallestrap
Prof. Jospeh Mucumbitsi
Dr. Francoise Ndikumwenayo
David Mulabi

Appendix 4: Individuals who supported the field work process
1. Dr Sarah Maongezi-MOH Tanzania
2. Dr. Joseph Kibachio-MOH Kenya
3. Dr. Innocent Nkuruniza-Burundi
4. Dr. Omar Mwalim-MOH Zanzibar
5. Dr Sarah Maongezi-MOH Tanzania
6. Happy Nchimbi-Tanzania NCD Alliance
7. Zuhura : Zanzibar NCD alliance
8. Dr. Christopher Odok – YP-CDN Kenya
9. Dr. Alexis Nzigiyamana- YP-CDN Burundi
10. Dr. Elicien Ishimwe YP-CDN Rwanda
11. Dr. George Msengi- YP-CDN Tanzania
12. Dr. Marvin Lubega-YP-CDN Uganda
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