
Comment

www.thelancet.com   Vol 390   September 23, 2017 1473

*Churnrurtai Kanchanachitra, Viroj Tangcharoensathien
Institute for Population and Social Research, Mahidol University, 
Thailand (CK); and International Health Policy Program, Ministry 
of Public Health, Thailand (VT) 
churnrurtai.kan@mahidol.edu 

We declare no competing interests.

Copyright © The Author(s). Published by Elsevier Ltd. This is an Open Access 
article under the CC BY-NC-ND 4.0 license.

1 United Nations Development Programme, Human Development Report 
2016: Human Development for Everyone. 2016. http://hdr.undp.org/sites/
default/files/2016_human_development_report.pdf (accessed 
May 30, 2017).

2 Ikeda N, Saito E, Kondo N, et al. What has made the population of Japan 
healthy? Lancet 2011; 378: 1094–105.

3 Japan Statistics Bureau, Ministry of Internal Affairs and Communications. 
Japan statistical year book 2017. Population and Households. http://www.
stat.go.jp/english/data/nenkan/66nenkan/1431-02.htm (accessed 
May 30, 2017).

4 Nomura S, Sakomoto H, Glenn S, et al. Population health and regional 
variations of disease burden in Japan, 1990–2015: a systematic subnational 
analysis for the Global Burden of Disease Study 2015. Lancet 2017; published 
online July 19. http://dx.doi.org/10.1016/S0140-6736(17)31544-1.

5 Sugisawa H, Harada K, Sugihara Y, et al. Socioeconomic status and self-rated 
health of Japanese people, based on age, cohort, and period. 
Popul Health Metr 2016; 14: 27.

6 Kondo N, Subramanian SV, Kawachi I, Takeda Y, Yamagata Z. 
Economic recession and health inequalities in Japan: analysis with a national 
sample, 1986–2001. J Epidemiol Community Health 2008; 62: 869–75.

7 Hiyoshi A, Fukuda Y, Shipley M, Brunner E. Health inequalities in Japan: 
The role of material, psychosocial, social relational and behavioral factors. 
Soc Sci Med 2014; 104: 201–09.

8 Fukuda Y, Nakao H, Yahata Y, Imai H. Are health inequalities increasing in 
Japan? The trends of 1955 to 2000. Biosci Trends 2007; 1: 38–42.

9 Crombie I, Irvine L, Elliott L, Wallace H. Closing the health inequalities gap: 
an international perspective. Copenhagen 2005. WHO Regional Office for 
Europe.

10 Marmot M, Allen J. Social determinants of health equity. Am J Public Health 
2014: 104 (suppl 4): S517–19.

11 Williams DR, Mohammed SA, Leavell J, Collins C. Race, socioeconomic 
status and health: complexities, ongoing challenges and research 
opportunities. Ann N Y Acad Sci 2010; 1186: 69–101.

12 Fone DL, Farewell DM, White J, et al. Socioeconomic patterning of excess 
alcohol consumption and binge drinking: a cross-sectional study of 
multilevel associations with neighbourhood deprivation. BMJ Open 2013; 
3: e002337.

13 Nagassar RP, Rawlins JM, Sampson NR, et al. The prevalence of domestic 
violence within different socio-economic classes in Central Trinidad. 
West Indian Med J 2010; 59: 20–25

14 Hiscock R, Bauld L, Amos A, Fidler JA, Munafò M. Socioeconomic status and 
smoking: a review. Ann N Y Acad Sci 2012; 1248: 107–23.

In WHO’s drive to ensure good health and care for all, there 
is a pressing need to step up global and national action on 
non-communicable diseases (NCDs), and the factors that 
put so many people at risk of illness and death from these 
conditions worldwide. By action, we mean coordinated 
action that is led by the highest levels of government and 
that inserts health concerns into all policy making—from 
trade and finance to education, environ ment, and urban 
planning. Action needs to go beyond government and 
must bring in civil society, academia, business, and other 
stakeholders to promote health. 

But governments have to take the initiative. 
Governments are in the driving seat when it comes to 
motivating, and obliging, the private sector to prioritise 
the healthy—not the profitable—option, particularly those 
industries (eg, manufacturers, retailers, and marketers of 
tobacco, alcohol, sugary drinks, or foods containing trans-
fat and high levels of sodium) that make the products 
that jeopardise health. However, how can such action 
be achieved when the scale of the NCDs epidemic is so 
large—accounting for the premature deaths of 15 million 
people aged 30–69 years every year, including 7 million in 
low-income and lower-middle-income countries1—and 
the vested interests of powerful economic multinational 
operators so strong? 

The answer is to prevent exposure to NCD-causing 
risks, such as tobacco smoke, harmful use of alcohol, 
physical inactivity, unhealthy diets, and air pollution, and 
to provide universal health coverage thereby ensuring all 
people can access needed preventive and curative health-
care services, without falling into poverty.

WHO has developed a list of tried, tested, and 
affordable actions to improve prevention, early detection, 
treatment, and care of NCDs.2,3 These include prioritising 
essential medicines, counselling, and care for people 
living with an NCD, no matter where they come from 
or how much money they have. WHO has also made 
recommendations for using laws to help prevent people 
developing NCDs in the first place. This action means 
regulating the amount of salt and sugar in processed 
foods and drinks that fuel the epidemics of cardiovascular 
diseases and diabetes,4 and that are often cheaper than 
healthier options. Such regulation involves banning 
tobacco marketing, advertising, and promotion, and 
making all indoor public and workplaces smoke-free. 
Taxing tobacco, alcohol, and sugary drinks not only curbs 
consumption of unhealthy products, it can also generate 
revenue for disease prevention and treatment.

At the 70th World Health Assembly in 
May, 2017, governments endorsed the updated set of 
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Accountability is a loaded concept. For many, the term 
itself has negative and punitive connotations. When it 
comes to accountability to adolescents—who number 
1·2 billion today1—discourse is rare. Adolescents are 
the central promise for accelerated, lasting progress 
on the Global Strategy for Women’s, Children’s and 
Adolescents’ Health2 and the Sustainable Development 
Goals (SDGs). But for adolescents, who lack power, vote, 
and influential voice, the notion of accountability to 
their health, development, and rights is fragile. 

The Independent Accountability Panel (IAP) is 
mandated by the UN Secretary-General to provide 
an independent annual assessment of progress on 

implementing the Global Strategy. The IAP embraces 
a participatory, constructive approach based on its 
accountability framework: monitor, review, act, and 
remedy.3 It emphasises human rights and views account-
ability as a virtuous circle, with built-in learnings for 
continuous improvements in delivering on promises 
made about people’s health and rights. Monitoring is 
essential to reveal inequities and other inadequacies in 
quality, accessibility, and affordability of services through 
better data disaggregation. Beyond monitoring, the IAP 
framework places a premium on independent review, 
action, and remedy. Here, the oversight role of courts, 
parliaments, and human rights institutions, alongside 

Where is the accountability to adolescents? 

”best buys” and other recommended interventions 
for the prevention and control of NCDs, which—
when implemented—can support countries to reach 
Sustainable Development Goal target 3.4 of reducing 
premature deaths from NCDs by one-third by 2030.5

By implementing these measures, governments will 
protect health, make populations stronger and more 
productive, save on health-care costs, and—when 
they implement taxes on tobacco, sugary drinks, and 
alcohol—generate revenues that can be ploughed back 
into universal health coverage.

These measures and more, and the action needed to 
turn policy into reality, are central to the WHO Global 
Conference on NCDs that WHO and the Presidency of 
Uruguay are co-organising and holding in Montevideo, 
Uruguay, on Oct 18–20, 2017. This conference is 
important for many reasons. Its focus on enhancing 
policy coherence to prevent and control NCDs is key. 
The conference will also provide a moment to take 
stock of national progress ahead of the next UN General 
Assembly high-level meeting on NCDs in 2018.

There has been progress. Globally, the probability of 
dying prematurely from cancer, cardiovascular disease, 
diabetes, and stroke fell 17% between 2000 and 2015.6 
But the world is still far from meeting global targets to 
reduce premature NCD deaths by 25% by 2025 and then 
by a third by 2030.

Changing the NCD paradigm is essential. No longer 
can NCDs—and health in general—be seen as a matter 
of only stocking hospitals with medicines and training 

health-care workers. Fiscal policy is led by finance 
ministries. Trade agreements drive the export and 
import of unhealthy foods and beverages. Environment 
departments are responsible for cleaning up the air we 
breathe. Our children derive their learning, including on 
what it takes to be healthy, from schools.

No longer can we say that NCDs are a problem only for 
high-income countries, that regulating business is too 
hard, and that responsibility lies in the hands of individuals 
to make the healthy choice. Instead, we must expect—and 
help—governments to make the healthy choice the norm 
for their citizens. We look forward to meeting with govern-
ment leaders in Uruguay to discuss ways to do just that.
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