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Wonca’s recommendations on NCDs
1. Think health, not disease.
Too few resources are devoted to research of and services for
disease prevention. Remaining fixated on an illness paradigm makes
it difficult to develop effective strategies for prevention.
2. Support primary care and mental/ behavioural health.
Most of the diagnosis and clinical care of the four NCD occur in the
primary care setting. There must be sufficient numbers of qualified
primary care and mental/ behavioural health professionals who have
enough resources before there will be a substantial and enduring
improvement in the disease burden of NCD.
3. Think integration, not fragmentation.
Many people with NCD have more than one chronic condition.
People do not think of themselves as a collection of diseases in
pursuit of a fragmented array of services. They prefer and deserve to
be viewed as whole persons with interconnected concerns. The
literature shows that people do best when their health care is centred
in a trusting relationship with a primary care clinician who provides
the most comprehensive services possible and coordinates other
needed services.
4. Support better science.
While most care occurs in primary care, most of the research and
clinical guidance on these NCD are drawn from sub-specialty
disciplines in academic health centres. Many policy makers think it is
simply a matter of translating the expert knowledge from the
academic health centre to the primary care setting. It is just the
opposite. Much of the science coming out of academic health
centres is not accurate or not relevant for those receiving or
providing most of the care. If we want more evidence-based practice,
then we must have more practice-based evidence. Research should
be supported that advances complexity science, develops measures
for continuity and comprehensiveness of care, and addresses social
determinants of health.
5. Invest resources wisely.
The 15 by 2015 campaign urges funders of vertical programs for
specific conditions to commit 15% of those funds for clinical care or
research to horizontal programs such as primary care services or
health services research. The only thing worse than insufficient
funding for NCD is funding that is wasted in pursuit of inadequate or
unwise strategies.
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Wonca’s NCD submission to UN:
too narrow a focus can obstruct our vision
	
  
	
  

This document together with the table on page 1 is a short version - for a complete and referenced
	
   version of this document please contact the Wonca Secretariat.

	
   Cancer, cardiovascular disease, chronic respiratory disease, and diabetes are the focus of the NCD
Summit. While not the only NCD, these four diseases dominate mortality due to NCD, share several

	
   important risk factors, and have an increasingly adverse impact on human health. These four

chronic conditions reflect the complex interplay of numerous genetic, biological, behavioral, social,

	
   economic, and political factors. Prevention and control of these NCD will require an ecological
approach that accounts for as many factors as possible.

	
   Objective 1: Specific contribution of Civil Society in NCD prevention and control.
	
   The protean nature and enormity of NCD make it essential that all levels of society participate in

their prevention and control. Civil Society can provide leadership and activists, stimulate research,
influence clinical services, raise funds, and educate professionals, patients, and the public. All of
	
   these important tasks can enhance the capacity of governments and others to better succeed in a
shared effort to prevent and control NCD.

	
  

Objective 2: Lessons learned from previous efforts.

	
   Other complex health issues, such as HIV-AIDS, malaria, and tobacco control, provide important
lessons on how to improve outcomes. Focused programs such as the Global Fund and PEPFAR

	
   have prolonged the lives of millions with HIV-AIDS, but without evidence that the overall health of

the community was improved and without sufficient consideration of the many other issues that loom
	
   large for those with HIV-AIDS, such as depression, stigma, unemployment, and so on. Malaria
eradication efforts built on narrow objectives such as mosquito control or medication prophylaxis
succeeded for a time, until resistance emerged and broader approaches became necessary using
	
   multi-modal and ecological strategies. The most effective tobacco control programs have
incorporated multiple interventions at all levels of society, including social marketing campaigns,
	
   government policies such as taxation, development of new products and engagement of clinicians to
assist tobacco users, etc.

	
  

Objective 3: Specific outcomes recommended for the outcomes document.

	
   Best is to focus on outcomes that people experience and care about (eg death, pain, disability,

hospitalisation). Thus, mortality, morbidity, and burden of suffering are essential outcomes to be
	
   tracked. More challenging however, is deciding on specific measures of morbidity. It is tempting to
use biometric measures or intermediate outcomes (eg blood pressure, lipid levels, glycated
hemoglobin) as proxies for better or worse disease control. These measures preoccupy health
	
   professionals, but are not felt or experienced by people. The value, stability, and appropriateness of
specific numerical targets for these measures are not as dependable as we hoped and should be
	
   used cautiously. Choosing the wrong number can be dangerous for individuals, confusing for
everyone, and diminish the public’s trust.

	
  
	
  

Complex problems demand comprehensive strategies. The risk of this initiative is not that we will try
to do too much, but that we will try to do too little.
Respectfully submitted,

	
   Richard G. Roberts, MD, JD
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Wonca President dedicates remarks at UN
to Barbara Starfield
The United Nations (UN) General Assembly in its resolution A/RES/65/238 decided that the high-level
meeting of the General Assembly on the prevention and control of non-communicable diseases (NCDs)
shall be held on September 19–20, 2011, in New York, and that the meeting shall address the
prevention and control of non-communicable diseases worldwide, with a particular focus on
developmental and other challenges and social and economic impacts, particularly for developing
countries.
The UN General Assembly organised an informal interactive hearing with non-governmental
organizations, civil society organizations, the private sector and academia to provide an input to the
preparatory process for the high-level meeting. This informal interactive hearing took place on 16 June.
Wonca president, Professor Richard Roberts addressed the hearing. On request, he diverged from his
prepared testimony to a more conversational approach. This is Prof Roberts’ testimony.
On behalf of the World Organization of Family Doctors, I’m honored to share comments at this hearing.
My remarks are dedicated to the memory and recent passing of Professor Barbara Starfield who
showed us the dangers, costs, and inequities of a fragmented approach to health care.
I have three messages and three outcomes that I’d like to share.
1. Integrate, not separate.
2. Promote better science.
3. Employ a broad strategy.
Health and health care should be more about making people whole than separating diseases. Many with
NCDs suffer more than one chronic condition. They don’t think of themselves as a bunch of diseases
pursuing fragmented services. Many work full-time. They don’t want 3 or 4 or more full-time jobs as
patients bouncing around from one clinical service to another. They do best with care centered in a
trusted relationship with a primary care clinician providing comprehensive services and coordinating
other needed services. Health care, like politics, is local. Most diagnosis and professional care of NCDs
occur in primary care. We’ll see substantial and sustained improvements in the disease burden of NCDs
only with enough qualified and well resourced primary care and mental and behavioral health
professionals.
Regarding science, the technical term I would use is the much of our science sucks. While most care
occurs in primary care, most research and clinical guidance come from sub-specialists in academic
health centers. Some think all we need is to transfer knowledge from sub-specialists to primary care. It is
just the opposite. The science from sub-specialists is often not accurate or relevant for those receiving
or providing most of the care. If we want more evidence-based practice, we must have more practicebased evidence.
Some may argue that adopting a broader perspective on these four NCDs risks losing focus or
confusing policy makers. These policy makers are the same people we depend on to resolve war and
manage the global economy. For simplicity, the UN Summit on HIV-AIDS, in 2001, gave us 3 by 5: three
million on anti-retrovirals within five years. This Summit, in 2011, will consider 4 by 4. We recommend 15
by 15.
By 2015, we’d like funders of vertical programs for specific conditions to commit 15% of those funds to
horizontal strategies such as primary care services or health services research. We think 15 by 15 better
serves the health of all 7 billion of us. The only thing worse than insufficient funding for NCDs is wasted
funding by pursuing inadequate aims.
The three outcomes we’d like to see are:
1. Adequate support of the primary care, and mental and behavioral health infrastructure.
2. Promote practice-based research.
3. Balance and integrate our usually narrow focus on disease with a broader perspective on health
using a strategy such as 15 by 15.
Complex problems demand comprehensive strategies. The risk of this initiative is not that we’ll try to do
too much, but that we’ll try to do too little.

