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POLICYFORUM

            I
n September 2011, the United Nations 
(UN) convened a High Level Meeting 
(HLM) of member states to address a 

largely neglected, global reality: Noncom-
municable diseases (NCDs)—including 
heart disease, stroke, cancer, diabetes, and 
chronic lung diseases—kill more people 
than other causes, health and non–health 
related, and the world is ill-prepared to 
respond. This was only the second such UN 
meeting of heads of state focused on a health 
issue, the fi rst having been on HIV/AIDS in 
2001. Without more effective and focused 
action, the growing burden of NCDs threat-
ens to undermine increasingly interdepen-
dent development and economic agendas 
( 1– 3). The 2011 meeting ushered in the 
potential for an orchestrated response, facil-
itated by a mandate that the World Health 
Organization (WHO), in consultation with 
member states, develop a global monitoring 
framework with key indicators and targets to 
be achieved by 2025.

The task is to be completed by the end of 
2012 ( 1). Only one global voluntary indica-
tor with a target has received formal member-
state endorsement thus far: reduce the prob-
ability of premature mortality from NCDs by 
25% by 2025. Another 10 indicators with tar-
gets, and 9 indicators without targets, are pro-
posed and under development ( 2), with the 
deadline just months away.

Although we focus on technical aspects, 
it is important to note that they are just one 
of the determining factors of the national 
and international processes of NCD indi-
cator selection and target setting. Through 
member-state agreement, the WHO process 
is informed by a diversity of stakeholder 
interests, from public to private and civil 
society, as well as by foreign policy and eco-
nomics. Sustainable changes in NCD out-
comes will demand a whole-of-government 
and multisectoral engagement, and global 
targets have implications for foreign assis-
tance. All of these factors make the process 
of goal setting both political and scientifi c.

Technical Criteria and Selection Process

The creation of indicators, measurable char-
acteristics that describe an aspect of health, 
and targets, specifi c time-bound changes in 
indicators expected to be achieved, is not new 
to global health and development ( 4). In addi-
tion to providing an objective means to assess 
progress and impact, indicators and tar-
gets express a collective commitment to act, 
which can spark coordinated action and the 
mobilization of resources ( 4,  5). For example, 
a 1958 World Health Assembly (WHA) reso-
lution to eradicate small pox globally was fol-
lowed by a ratifi ed plan and budget 10 years 
later, and eradication of the disease by 1979. 
The UN Millennium Development Goals 
(MDGs), adopted in 2000, are credited for 
increased funding ( 6) and likely contributed 
to the large observed reductions in under-5 
child mortality ( 7).

Reflecting this experience, WHO has 
identified specific criteria to guide global 
NCD indicator and target development ( 8). 
They include that indicators have unam-
biguous measurement tools, epidemiologic 
and public health relevance, and relate to 
established priorities and strategies. Targets 
must be supported by evidence that they are 
achievable, with effective and feasible evi-
dence-based interventions available ( 2). Pro-
posed indicators and targets meet these crite-
ria variably. For example, a clearly defi ned set 
of interventions with demonstrated effective-
ness at the national level exists in support of 
the Framework Convention on Tobacco Con-
trol, yet evidence-based nationally scalable 
models to challenge upward trends in global 
obesity are yet to be determined.

The technical process of indicator selec-
tion has been guided by a focus on the 
four modifi able risk factors that lay claim 
to the majority of NCD-related morbidity 
and mortality: tobacco use, unhealthy diet, 
physical inactivity, and harmful use of alco-
hol. None of these risk factors can be fully 
addressed through work in a single sector. 
For example, diet is infl uenced by culture, 
geographic location, income, education, and 
available foods, which in turn are infl uenced 
by city planning and infrastructure, trans-
portation, trade, agriculture, and energy, just 
to name a few.

Determinants of NCDs go well beyond 
the traditional domains of public health. Yet 
the process of indicator and target setting is 
headed by the UN specialized health agency, 
WHO, with technical input largely from 
health experts and member state consulta-
tions dominated by ministries of health. It is 
thus no surprise that proposed indicators with 
targets seem to focus on health measures. Pro-
posed indicators include tobacco use, raised 
blood pressure and serum cholesterol, physi-
cal inactivity, harmful use of alcohol, obesity, 
high salt and fat intake, treatment of those at 
risk for cardiovascular disease, and access 
to medications and technology. Where is the 
call for government multisector response and 
engagement from private industry and civil 
society? Is this a failure to capitalize upon the 
UN HLM, which transcended boundaries of 
health by engaging heads of state?

A comprehensive set of global indicators 
and targets specifi c to the multitude of rele-
vant parties is not feasible. This would require 
years to negotiate and resources for monitor-
ing well beyond those that exist. A technical 
solution is to select indicators proximate to 
NCDs and risk that will capture the aggregate 
of contributions from a multitude of sectors. 
Experience from implementing the MDGs 
also favors selection of indicators that cap-
ture multiple interventions ( 6) rather than sin-
gly focused measures. For example, an indi-
cator that measures the prevalence of raised 
blood pressure, one of the leading global con-
tributors to death, would refl ect the combined 
impact of medical treatment for hypertension, 
as well as initiatives to improve diet (e.g., to 
reduce dietary salt), increase physical activ-
ity, and decrease alcohol intake. These actions 
will require contribution from the private sec-
tor, such as the food and beverage industry, 
agriculture, and pharmaceuticals, and from 
multiple government sectors, such as transit 
and energy, and others. Bringing these stake-
holders to the table will be no easy task and 
is the subject of two related UN HLM man-
dated processes: an update of the WHO Action 
Plan on the Global Strategy for the Prevention 
and Control of NCDs ( 9), which is expected to 
include a road map for implementation of the 
commitments from the UN HLM, and a report 
on strengthening multisectoral action.
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Marrying Measurability, Form, and Function

If an indicator does not include a feasible and 
valid mechanism of measurement, analysis 
of resulting data may indicate success where 
there was none or report failure in the face of 
achievement. This may support inappropri-
ate use of resources and missed opportuni-
ties to prevent disease or death. For example, 
although there are some objective measures of 
NCD risk factors, such as direct measurement 
of weight or analysis of 24-hour urine col-
lection for salt intake, measurement of many 
behavioral risk factors will depend on surveys 
where respondents self-report their actions. 
These data may be less reliable, as responses 
are infl uenced by culture, environment (such 
as rural versus urban), ethnicity, race, and 
gender, among other variables. The adopted 
indicator for mortality relies on vital registra-
tion systems, which only exist at the level of 
completeness needed to determine all-cause 
death in about two-thirds of the world’s coun-
tries ( 2) and cannot be reliably disaggregated 
to estimate specifi c cause of death in most. To 
increase reliability, the global mortality indi-
cator and target were created as an aggregate, 
capturing all major causes of NCD mortality, 
rather than a separate target for each individ-
ual cause of NCD death.

Data limitations are expected, as data col-
lection and reporting, especially in the set-
ting of nascent surveillance systems, require 
resource investment. For these reasons, care-
ful consideration of the capacity of the tool 
to measure the variable of interest consis-
tently across populations, within countries, as 
well as between countries over time, should 
be central. Additional resource investment 
will be needed for surveillance and vital reg-
istration systems capturing risk and cause-
specifi c morbidity and mortality.

For many NCD risk factors, such as blood 
pressure and serum cholesterol, risk varies 
over a continuum. Within a normal range, 
lower is generally better, but no specific 
level indicates “no risk.” Rather than focus-
ing on just those at the high end of the distri-
bution, interventions that shift the mean risk 
of an entire population may result in greater 
reductions in events. Indeed, a large propor-
tion of heart attacks and strokes occur in 
people without “raised blood pressure,” that 
is blood pressure below 140/90 mmHg, the 
level at which hypertension is defi ned for 
most. Yet, for many conditions, interven-
tions targeting populations and high-risk 
individuals are conducted concomitantly 
( 10). How should the spectrum of interven-
tions for a specifi c condition and the contin-
uum of population risk infl uence the design 
of indicator development? When a condi-

tion is common globally—for example, 
raised blood pressure, which affects 40% 
of the world’s adults—the discussion may 
be largely academic. The impact of inter-
ventions targeting populations and high-
risk individuals will both be captured by an 
indicator defi ned by mean population blood 
pressure or by percentage of the population 
with blood pressure below 140/90 mmHg.

In this case, a key function of indicators—
to communicate information on the status 
of a health condition to the broader commu-
nity—should guide the decision. Our expe-
rience suggests that, compared with a mean 
reduction in population risk, an indicator that 
reports the percent of people at risk is more 
easily understood by the lay community and 
policy- and opinion-makers and should be 
used as the form of indicator.

The better we are at preventing death 
from communicable diseases, the more 
likely we are to die from NCDs. The oppor-
tunity is not to eliminate NCDs, but rather 
to limit early disease by reducing modifi -
able risk factors. To translate this goal into 
an indicator and target, the population mea-
sured should be limited to those whose risk 
can be modifi ed. For example, the approved 
mortality target for NCDs is a measure of 
premature mortality: reduce the probabil-
ity of death in the population ages 30 to 70 
years by 25% by 2025 ( 2).

The Technical Process

Scientifi c consensus takes time to be achieved 
and is uncommon in new and evolving areas, 
such as NCDs. Tobacco use may be the best 
example of global scientifi c consensus with 
respect to risk and evidence for action, and this 
took decades to achieve. The technical process 
of developing indicators and targets provides 
a means to make recommendations based on 
the best evidence, but it cannot be a forum to 
reconcile all related scientifi c debates. Fur-
ther, the direction of the technical process is 

ultimately defined by member-
state decisions, as part of the 
political process. For example, at 
the WHA in May 2012, indicators 
and targets that would require fur-
ther development by WHO were 
specifi ed by member-state agree-
ment. The recent set of proposed 
indicators and voluntary targets, 
including those for obesity, fat 
intake, harmful use of alcohol, 
serum cholesterol, and the avail-
ability of essential medicines 
for NCDs, reflect this demand. 
Regional WHO meetings will 
discuss the proposed indicators 

and targets. WHO will hold a fi nal member-
state consultation in November 2012, before 
fi nal revision.

Although ultimately this process should 
strive to produce indicators and targets of 
scientifi c excellence, as Voltaire wrote, “the 
best is the enemy of good.” The best technical 
set of measurable, ambitious, and achievable 
indicators with targets is the ideal, but in the 
end, it is not the indicators or targets, rather 
the political commitment to achieve them, 
that is the main determinant of outcomes. 
Final endorsement by member-states, and 
interventions to prevent and control NCDs, 
are the real prize.
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Port-au-Prince, Haiti, January 2010. A nurse takes a woman’s 
blood pressure at a makeshift camp soon after the earthquake.
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