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Thegovernmenthas considered healthcare asone ofitsimportantpriorities
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Healthcare has priority over many otherissuesaround the country

Iranian National Committee for NCDs Preventionand Control | 5 —— |




FirstEdition

Statement of the Chair of the National Committee of
Prevention and Control of Non-Communicable Diseases

hronicand non-communicable diseasesareamongthe main reasons of mortalityand

disability nowadays. Non-communicable diseases refer to aseries of diseases, which

are not basically created with an acute infection; these diseases have long-term impacts

on health, generally need long-term treatmentand care. The main types of these diseases

DrSeyyed  includevariouscancers, cardiovasculardiseases, diabetes and chronicrespiratory diseas-
Hasan . . .

Ghazizadeh €S- Many of the non-communicable diseases can be controlled and prevented by risk fac-

Hashemi {515 such as smoking consumption, alcohol consumption, insufficient physical activities

The statement

Qithechair - and inappropriate diets. Chronic and non-communicable diseases are not limited to the
hational -~ above-mentioned causes and could include other causes such as accidents, catastrophes

orevimionand and mentally disorders. Given the broad range of the non-communicable diseases and the

control spread of these conditions, the importance of paying attention to these diseases would be
doubled.

In recent decades, the remarkable emergence and prevalence of non-communicable diseases have
caused concern in health systems of different countries as well as various health agencies. United Na-
tions Organization and World Health Organization are among organizations which have implemented
programs for prevention and controlling non-communicable diseases worldwide and are involved in
promoting health in this area. Their activities are reflected in holding meetings and setting guidelines
and workbooks which address non-communicable disease. In sum, one can conclude thatthe issue of
non-communicable diseasesis notlimited to one country or region. All countries in the world are deal-
ingwiththe problem of non-communicable diseases.

There is an estimate that non-communicable diseases annually cause 35 million deaths in the world.
This number is about 60 percent of the total deaths of the world. Out of the above-mentioned statis-
tics, 80 percent of them occur in developing countries. Therefore, the problem of non-communicable
diseases in developing countries, especially in our country, requires more attention. World Health Or-
ganization has a strategy to prioritize only four non-communicable diseases. These four diseases in-
clude cardiovascular diseases, different cancers, diabetes and chronic respiratory diseases. However,
it should be noted that this prioritization should not divert the attention of health policy-makers from
other chronicand non-communicable diseases such as mental disorders, musculoskeletal disorders,
oraland dental disordersaswellasaccidentsand catastrophes.

Overtime, people have been facing differentsocialand environmental factors which eventually lead
themtoan unhealthyand unsafe life style. Although control of risk factors such as smoking, insufficient
physical activities, improper diets and etc can have an important role in preventing and controlling of
non-communicable diseases, we should not neglectthe role of interventions including activities relat-
edtothe promotion of people’s knowledge and the change of their attitudes towards risk factors. Since
a major burden of disease in our country concerns non-communicable diseases, it should be noted
that prevention and control of non-communicable diseases could be one of the most effective solu-
tionsinreducingthe burden of disease imposedto the country’s health sector.

National Committee of Prevention and Control of Non-Communicable Diseases, consisting ofa group
of health sector experts of the country in the area of non-communicable diseases, is established to re-
duce the burden of non-communicable diseases in the country. We hope that, with reliance on God, and
with the endeavors of health sector experts in the area of non-communicable diseases, we will observe
the swiftachievementof the health sector of the countrywillto its eventual goal i.e. the reduction of prev-
alence, outbreak and mortalities caused by non-communicable diseases in our dear country. Atthe end
Iwould like to thank the chairand members od the Non-Communicable Diseases Research Center (NC-
DRC), Endocrinology and Metabolism Research Institute of Tehran University of Medical Sciences for
preparingthe presentdocument.
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The Statement of the Deputy Chair of Iraninan National
Committeefor NCDs Preventionand Control

Dlrﬁi%::?r p to a few decades ago, infectious diseases such as AIDS, various types of viral Hep-
Thestatement atitis, tuberculosis and other different infections were the biggest health-related
“haroime’  problemsin the world to the extent that countries spent most of their health capacities to
Irac:{r;NmnEE{Qal preventand control prevalence of those diseases. In recentyears, due to achievements in
preventionand - promotion of health sector,and new technologies, ahuge progress is made with respectto

the controlofinfectious diseases such thatnon-communicable diseases nowtakeahigher

priority than infectious diseases in prioritization of health-related problems. As aresult of
anincrease inmortality rate caused by non-communicable diseases especiallyin developing countries,
World Health Organization has declared that non-communicable diseases are among health priorities
indeveloping countries since two decadesago.

Currently non-communicable diseases are the main reasons of mortality and disability in the world
to the extent that non-communicable diseases are accounted for a significant portion of global burden
of disease. A main reason for this issue is the provision of a suitable background condition created by a
growthintherisk factorsofthese diseasesoverpastyears.Achangeinlifestyle hasincreased someimpor-
tant risk factors such as smoking consumption, lack of physical activities, inappropriate diet, accidents
as well as the number of people with high blood pressure and sugar in society. The growth of these risk
factorsisanalarm for the rise of mortalities and disabilities caused by non-communicable diseases in de-
veloping countries.

As mentioned before, the main reason for this situation could be changes which have been happen-
ing over lastyears in people’s lifestyle. Perhaps, one of the reasons of these changes, besides necessities
of current life, is rooted in people’s awareness and their conducts. Currently, cardiovascular diseases
and cancers are the leading causes of mortality and accountable for large portion of deaths in developed
countries. In many countries prevalence and incidence of non-communicable and chronic diseases
have had an ascending trend. Also it is expected that this trend would continue. One of the reasons for
this growth could be the increase of life expectancy in many countries which leads to a higher number of
the elderly who are more likely to have chronicand non-communicable diseases. Another reason is that
people’s lifestyle is changing quickly. This change would make individuals prone to non-communicable
diseases.

Identifying risk factorsand activities designed to promote individual’s health status with the aim of pre-
vention such as erasing or reducing risk factors as well as changing lifestyles are among the most impor-
tantand effective meansin preventingand controllingnon-communicable diseases. Evidence shows that
activities such as detection through screening, health examination, accurate diagnostic, treatment and
rehabilitation methods, fight against pollution of air, water and food, activities related to risk reduction,
influence on behavior patterns and lifestyle through intensive training, raise in the standard of medical
careinstitutions, and establishmentand implementation of more effective medical care such as primary
health services make the preventionand control of non-communicable diseases possible.

Currently, the importance of paying attention to non-communicable diseases in the world, especially
indeveloping countries, is more evidentthan before. Our countryis notan exceptionin thisrespect. The
importance of paying multilateral attention to non-communicable diseases made health authorities to
establish a national committee, called “National Committee of the Islamic Republicof Iran on Prevention
and Control of Non-communicable Diseases”, which focuses on non-communicable diseases to prevent
and controlthese diseases,and organizesalltheactivities inthisarea. We hope that, with reliance on God,
and with the endeavors of committee’s members, we will observe remarkable changesin preventionand
controlof non-communicable diseasesinthe country.

Iranian National Committee for NCDs Preventionand Control | 7 |
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“lwillfocus onachievingthe results thatwe, collectively,
know are essential, especially in tackling the health
challengesimpacting the region during the currenteco-
nomicand political climate.”

Preparationandrevision of the presentdocumentwas not

possible without valuable comments and fruitful supports

of Dr.AlaAlwanand his colleagues inWHO regional office
for the Eastern Mediterranean.
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Oponions of Dr. Margaret Chan, director general of WHO
towards developmentofIranian national action planfor

NCDs preventionand control
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Oponions of Hassan Rouhani, president of I.R.Iran
towards development of Iranian national action plan for

NCDs preventionand control
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Oponions of AliLarijani, chairman of the parliament

I.R.Iran towards development of Iranian national action

planfor NCDs prevention and control
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The Islamic Republicof Iran

A memorandum of intersectoral cooperation
(The corresponding) Ministry and Ministry of Healthand Medical Education
For prevention and control of non-communicable diseases and relevantrisk factors

Article 1. Introductionand the necessity of the present memorandum

Nowadays, the developmental processand especially the aging population have caused fastand significant
social changes. Asaresult, non-communicable diseases (e.g. cardiovasculardisease and cancers) areplay-
ing an increasingly significant role in death rate and are imposing a greater health-related financial load.
Most of these non-communicable diseases can be prevented if their risk factors are dealt with on time and
in an effective way. Some of these risk factors involve insufficient physical activity, smoking, environmental
pollutants, unhealthy nutrition, and high blood pressure. On the other hand, treating these diseases in the
primary stages of their development and preventing their debilitating complications have a significant ef-
fect on maintaining people’s health. According to world statistics, at the present time, non-communicable
diseases are responsible for 53% of all illnesses. This figure is estimated to rise to 60% by 2020, when death
rate related to non-communicable diseases is predicted to be 73%. Eighty percent of non-communicable
diseases occurindeveloping countries. Itis predicted that the same patternis followed in our country, with
over76% ofallinfections caused by these diseases. Dealingwith the spread of non-communicable diseases
and their risk factors naturally requires the wide scale, effective, and active intervention of all concerned
organizationsand ministriesinsideand outside the health sector.

Because of the importance of this issue, the necessity of coordination among various decision-making or-
ganizations, as well as execution, supervision, and evaluation of all activities, Ministry of Health and Medi-
cal Education has established a “national committee for prevention and control of non-communicable
diseases and relevant risk factors.” In line with legal obligations of Islamic Republic of Iran at national and
international levels, this committee is responsible for planning, prioritizing, monitoring, and evaluating all
actions related to the control of non-communicable diseases and their risk factors within the framework
of acomprehensive and national document. Furthermore, according to the adopted intersectoral horizon
and outcomes of the fourth and fifth developmental plans, “the supreme council of food’s health and secu-
rity,”which aims at providing health for citizens as the pivotal factor for healthy development, is responsible
forratifying executive intersectoral health-related policies. By sodoing, it tries to provide, maintain,and en-
hance health in a fair way, provide access to healthy and good food basket for all people, and improve the
quality of life style. This council will cooperate with the national committee for prevention and control of
non-communicable diseases and relevantrisk factorsin orderto pursue some crucialaimswithin intersec-
toral plans to fight non-communicable diseases. These aims, which are among international obligations of
Islamic Republic of Iran within “the national document for prevention and control of non-communicable
diseasesandrelevantriskfactors,” include:

W Decreasingtherisk of early deaths duetonon-communicable diseases by 25%
B Reducingthedegree of sedentary lifestyle by 20%

B Diminishingtheamountofusingalcohol by 10%

M Decliningtheamountofusing Sodium saltby30%

B Decreasingthe degree of smokingby30%
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M Reducingthedegree of highblood pressure by 25%

EPreventingfurtherspread of obesityand diabetesamongpeople

B Providing 100% access to suitable drugs and fundamental and necessary technologies for treating non-
communicablediseases

[l Providing at least 70% access to necessary drugs and counseling for preventing cardiovascular diseases
and cerebrovascularattacks

W Gettingrid of Transfattyacidsin edible oilsand food products

In order toachieve the above mentioned aims, the present memorandumi is signed by the highest officials
of Ministry of Health and Medical Education (henceforth, Ministry of Health) and Ministry of Education in
order to take health-based actions which aim at preventing non-communicable diseases and promoting
controllinginterventionsinthisregard.

Article 2.The aim of the memorandum

Thismemorandum is an attempt to facilitate and accelerate the access to upgrade indices for preventingand
controllingnon-communicablediseases. Tothisend, differenthealthmeasures, onwhichbothorganizations
haveagreed (and may bedifferentdependingonthecorresponding ministries),will betaken.

Article 3.The twosides’ obligations
A.Ministry of Health

1.Determining expectationsfromandactions that mustbe taken by the otherside of the memorandumand
raisingtheminmeetings ofjointcommittees

2. Introducing and promoting health measures of the corresponding organization and encouraging influ-
entialindividualsinthesocietyinannualreports

3. Directing and facilitating the process of formulating policies and health-based interventions related to
non-communicablediseases inthe organizational contextofthe otherside ofthe memorandum
4.Providing necessaryand relevanttechnical training for the employees introduced by the other side of the
memorandumwiththeaim offormulatingand executinginterventions

5.Monitoringagreed upon operations in cooperation with the other side of the memorandum and report-
ing the results to “the supreme council of food’s health and security” and “national committee for preven-
tionand controlof non-communicablediseasesandrelevantrisk factors”

B.The corresponding ministry

Theobligationsinthis partmay differdepending onthe corresponding ministry.

Article 4. Conditions forimplementing thismemorandum

1. At most, a month after signing this memorandum, the two sides should form a joint committee consist-
ing of competentand qualified experts. In order to operationalize the obligations and determine tangible
health measures, this committee must hold at most monthly meetings to formulate necessary operational
plans. The agendawill be immediately sent to “the supreme council of food’s health and security” and “na-
tional committee for preventionand control of non-communicable diseasesand relevantrisk factors.”
2.Jointmeetings will be held amongadministrators and relevantexperts from both sides, as well as the leg-
ate of Managementand Planning Organization in orderto execute operational plans.

3.Health measuresin each operational planwill be financed by the corresponding organization’s budget row
aswellastheresourcesof Managementand Planning Organization speciallyallocated for health-based plans.
Therefore, thebudgetrepresentative ofthe correspondingorganizationmustbe presentinmeetings.
4.Thehighestofficial of each organizationis responsible forthe enforcement of thismemorandum.
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Exclusive Summary

General information on NCDs in the world

Non-communicable diseases (NCDS), alsoknownas chronicdiseases, are notpassed from personto
person.Theyare of longdurationand generally slow progression. The 4 main types of non-communi-
cablediseases are cardiovascular diseases (like heartattacksand stroke), cancers, chronicrespiratory
diseases (such aschronicobstructed pulmonarydiseaseand asthma) anddiabetes. NCDs already
disproportionately affectlow-and middle-income countries where nearly three quarters of NCD
deaths (28 miIIion) occur. Evidence shows that 16 million of all deaths attributed to non-communicable
diseases (NCDs) occurbeforetheage of 70. Of these “premature” deaths, 82% occurredinlow-and
middle-income countries. Children,adultsand the elderlyareall vulnerable to therisk factors that
contribute to non-communicable diseases.

Status of NCDsinIran

Ischemicheartdisease, back pain, road accidents, major depressive disorder, and stroke have had the
highestburdeninlranin2010; this patternis more similartothe pattern of diseases in developedrather
than developing countries. Asitis evident, some cases such as the group of diarrhea diseases have
moved to lowerranks. Amongallnon-communicable diseases, cardiovasculardiseases, cancers, dia-
betes,and chroniclungdiseasesare regarded as more serious threats to the health of peopleall over
theworld, and, as such, they call for the allocation of substantial financial resources from privateand
state sectors, notonlyinlranbutalsoaroundthe globe.

Risk factors of NCDsin Iran

Amongtherisk factors, the highest DALY rate is related to nutritional factors; Iran, when compared with
theworld, reportedly has the highest rate with respectto factors related to nutrition and insufficient
physical activity. As for therisk factor of smoking and tobacco use, Iran hasalower rate in comparison
totheworld. Similarto that of DALY, the highest mortality rate, amongthe five risk factors, is also related
tonutritional factors; inall the years under study, Iran, compared with the world, has always witnessed a
higher rate interms of factors related to nutrition and insufficient physical activity.



National and Sub-national Burden of Diseases NASBOD ) study

TheNationaland Sub-national Burden of Diseases, Injuries, and Risk Factors (NASBOD) isasystem-
aticeffortforestimating the magnitude of health loss due to diseases, injuries of Diseases 2010. Health
policy makersatnationaland subnationallevels, national levels, health sector leaders, researchers
and citizens could directly use the produced estimates in NASBOD 2013. The NASBOD 2013 providesa
“bird’s eye view “of health status of populations across the country to compare the burden of different
diseasesandtheirdistributionsatonce.

Analysis onthe world health organization’stargets on NCDs

Theworld health organization has developed 9 targets for prevention and control of non-communi-
cablediseasesaroundtheworld, interms of the four main components including “governance, risk
reduction, healthcare, and surveillance”. Based on the assumption of the currentdocument, it seems
thatsome of these targets should be modified based on the existing socio-culturaland demographic
parameters of Iran.

Formation and interventions of INCD

“Nationalaction planfor prevention and control of non-communicable diseases and related risk
factorsinthelslamicRepublicof Iran”isastrategic plan that determines the strategies of the Ministry
of Health and Medical Education for the prevention and control of non-communicable diseasesand
related risk factorsfor10years (until 2025).T0 carryoutthe plan,acommittee called “the National Com-
mittee for Prevention and Control of Non-communicable Diseases and Risk Factors”was formedin
ordertofulfillthe legal obligations of the Ministry of Health and Medical Education, with the aim of in-
tegration of policy-making, planning, and monitoring of all activities in the areaof non-communicable
diseasesand relatedrisk factorsinthe IslamicRepublic of Iran.

Challengesand opportunities

Existing structure of the healthcare systemin Iran can facilitate reaching the INCD goals per se. In this
regard some components such as primary healthcare (Behvarz system), andintegration of healthand
medical educationsareamongthe opportunities which could be helpful for policy-makersand INCD
staffto preventand controlthe non-communicable diseasesin Iran.
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Overview of
non-communicable
diseasesand the
related riskfactors

Key Points

Non-communicabledis-
eases (NCDS) kill38 million
people eachyear.
Almostthree quarters of
NCD deaths-28 million
-occurinlow-and middle-
income countries.

Sixteen million NCD deaths
occurbefore the age of 70;
82% ofthese“premature”
deaths occurredinlow-and
middle-income countries.
Cardiovasculardiseasesac-
countformostNCD deaths,
or17.5million peoplean-
nually, followed by cancers
(8.2mil|ion), respiratory
diseases (4mi|lion),and
diabetes (1.5 million).
These4 groupsof diseases
accountfor82% ofalINCD
deaths.

Tobaccouse, physical
inactivity, the harmful use of
alcoholand unhealthydiets
allincreasetherisk of dying
froman NCD.
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1.1 Overview

on-communicable diseases (NCDs), also known as chronicdiseases, are not passed from person

toperson.Theyareoflongdurationand generally slow progression. The4 main types of non-com-
municable diseases are cardiovascular diseases (Iike heart attacks and stroke), cancers, chronic respi-
ratory diseases (such as chronic obstructed pulmonary disease and asthma) and diabetes. NCDs al-
ready disproportionately affectlow-and middle-income countrieswhere nearly three quarters of NCD
deaths—-28million—occur.

Figure 1.1 shows the mortality rate due to diabetes per 100,000 people, in different countries of the
world, in 2010. In this figure, the countries shown with a range of green color have the lowest rates of
mortality caused by diabetes in the world. Countries with the yellow color have amoderate rate of mor-
tality and the countries in red have the maximum range of mortality caused by this disease in the world.
Itisworth mentioning that the figures and statistical datamentioned here are the results of the study of
global burden of diseases that was published in 2013 and as a source of credit has been cited in the re-
port.Based onthefigure presented below, itseems thatthe death rate from diabetesin the world follow
apatternwhichisassociated with the countries’level ofincome.

. —

3

Rate per 100,000

W 0-1125

11.26 - 2212
22.13-31.55 = =

m 31.56-41.74 =

B 4175+

B NoData

Figure 1.1:The rates of mortality due to diabetes per 100,000 people in the worldin2010
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Figure 1.2 presents the rate of mortality due to ischemic heart diseases per 100,000 people in the world
in 2010. Similar to Figure 1.1, in this figure the range of green color indicates the lower mortality rates
while the range of red color shows the higher rates of mortality due to this group of diseases in the
world. Based onthe existing evidences, it may be possible to presentaregional model for mortality due
to ischemic heart diseases in the world, so that Africa has the lowest rate of mortality, America has an
average rate, and European countries have the highest rate of mortality caused by this group of diseases
intheworld.

Rate per 100,000

0-67.23

67.24 - 80.69
80.70 - 104.97
104,98 - 152.64
152.65+
No Data

Figure 1.2:The rates of mortality due to ischemic heart disease per 100,000 people in the worldin2010

Figure 1.3 shows the rate of mortality due to strokes per 100,000 people in countries around the world
in2010. Like the figures presented above, the range of green color indicates the lowest rate of mortality
and the red coloris asign of the highest rate of mortality due to stroke in the world. In view of that, the
rates of mortality from stroke in North America, Western Europe, and Australiaare lower than the rates
inothercountries. Ontheotherhand, the Centraland Eastern European countries have the highestrate
of mortality caused by stroke.
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Figure 1.3:Therates of mortality due to stroke per 100,000 people in the worldin2010
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Figure 1.4 shows the rate of mortality due to road accidents per 100,000 people in different countries of
theworld in2010. Based on the data presented in the figure, the highest rate of mortality due to this fac-
torisobserved in Africaand South America, followed by Russiaand countries in East Asia. On the other
hand, the West Europe countries, Canada, and Australia have the lowest rates of mortality due to road
accidents.
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Figure 1.4:Therate of mortality due toroad accidents per 100,000 people in the worldin 2010

Figure 1.5 shows the mortality rate from cancer per 100,000 people in the world in 2010. Concerning
cancer, itseems thatthe mortality from cancersalso follow aregional pattern. This means that the high-
estrates of mortality are observed in Europe and East Asia, followed by North Americaand Australia. In
addition, compared with the other regions of the world, the countries located in Africaand the Middle
Eastregion have the lowestrates of mortality from cancers.
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Figure 1.5:The rates of mortality due to cancers per 100,000 people in the worldin2010
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1.2. Riskfactors
1.2.1. Modifiable behavioral risk factors

Il Tobacco use, physical inactivity, unhealthy diet and the harmful use of alcohol increase the risk of
NCDs.

H Tobacco accounts for around 6 million deaths every year (including from the effects of exposure to
second-hand smoke), andis projectedtoincrease to8 million by2030.

B About3.2milliondeathsannually can beattributed to insufficient physical activity.

M Morethan half of the 3.3 millionannual deaths from harmfuldrinkingare from NCDs 1.

M 1n 2010, 1.7 million annual deaths from cardiovascular causes have been attributed to excess salt/so-
diumintake.

1.2.2. Metabolic/physiological risk factors

Thesebehaviors lead tofour key metabolic/physiological changes thatincrease the risk of NCDs: raised
blood pressure, overweight/obesity, hyperglycemia (high blood glucose Ievels) and hyperlipidemia
(high levels of fatinthe blood).

In terms of attributable deaths, the leading metabolic risk factor globally is elevated blood pressure
(to which 18% of global deaths are attributed) followed by overweight and obesity and raised blood
glucose. Low- and middle-income countries are witnessing the fastest rise in overweight young chil-
dren.

Figure 1.6 shows the mortality rate from tobacco smoking per 100,000 people in the world in2010. The
mortality from this risk factor also follow a regional pattern. This means that the highest rates of mor-
tality are observed in Europe and East Asia, followed by the US. In addition, compared with the other
regions of theworld, the countrieslocated in Africaand have the lowest rates of mortality from tobacco
smoking.
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Figure 1.6:Therates of mortality due to tobacco smoking per 100,000 peoplein the worldin2010

Asfigure 1.7 demonstrates, mortality per 100,000 due to physical low orinactivity had the highest ratein
the Russia, Middle Eastand west Europe in 2010. The lowest mortality rates due to this risk factor relate
to some African countries and Australia followed by Canada, China and the US. In this regard South
American countriesare located inthe middle of the range.
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Figure 1.6:Therates of mortality due to physical low or inactivity per 100,000 people in the worldin 2010

Mortality rates per 100,000 people due to the dietary risk factors in 2010 are demonstrated in the figure
1.7.Similarto the figures bellow, highest rates of mortality were seen in the eastern European countries
and the Middle East. The lowest rates of mortality due to dietary risk factors belong to the North Ameri-
cancountriesand Australia. Inthisregard therearealsoadiversity of ranges fromthe lowestto the high-
estinAfrica.
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Figure 1.7:The rates of mortality due to dietary risk factors per 100,000 people in the worldin2010

Asthe Figure 1.8 demonstrates, compared to the other countries, Eastern European countries as well
as the countries located in South Africa had the highestamount of mortality due to alcohol use in 2010.
Drawing on the figure, North Africa and Middle East as well as Australia showed the lowest mortality
rates due to alcohol use in 2010 in the world. North American countries had a mortality rate between
12.77 and 23.64 per 100,000.
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Figure 1.8:Therates of mortality due to alcohol use per 100,000 people in the worldin2010

1.3.Whatare the socioeconomicimpacts of NCDs?

NCDs threaten progress towards the UN Millennium Development Goals and post-2015 development
agenda. Poverty is closely linked with NCDs. The rapid rise in NCDs is predicted to impede poverty
reduction initiatives in low-income countries, particularly by increasing household costs associated
with health care. Vulnerable and socially disadvantaged people get sicker and die sooner than people
of higher social positions, especially because they are at greater risk of being exposed to harmful prod-
ucts, suchastobacco orunhealthyfood, and have limited access to health services.

In low-resource settings, health-care costs for cardiovascular diseases, cancers, diabetes or chron-
ic lung diseases can quickly drain household resources, driving families into poverty. The exorbitant
costs of NCDs, including often lengthy and expensive treatment and loss of breadwinners, are forcing
millions of peopleinto poverty annually, stifling development.

In many countries, harmful drinking and unhealthy diet and lifestyles occur both in higher and low-
er income groups. However, high-income groups can access services and products that protect them
fromthe greatestrisks while lower-income groups can often notafford such productsand services.

1.4.Prevention and control of NCDs

Tolessen the impact of NCDs on individuals and society, acomprehensive approach is needed that re-
quires all sectors, including health, finance, foreign affairs, education, agriculture, planning and oth-
ers, towork togetherto reduce the risks associated with NCDs, as well as promote the interventions to
preventandcontrolthem.

An important way to reduce NCDs is to focus on lessening the risk factors associated with these dis-
eases. Low-cost solutions exist to reduce the common modifiable risk factors (mainly tobacco use, un-
healthy dietand physical inactivity, and the harmful use ofalcohol) and map the epidemicof NCDs and
theirrisk factors.

Other ways to reduce NCDs are high impact essential NCD interventions that can be delivered
through a primary health-care approach to strengthen early detection and timely treatment. Evidence
shows thatsuchinterventions are excellenteconomicinvestments because, ifapplied to patients early,
can reduce the need for more expensive treatment. These measures can be implemented in various
resource levels. The greatest impact can be achieved by creating healthy public policies that promote
NCD prevention and control and reorienting health systems to address the needs of people with such
diseases.
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Lower-income countries generally have lower capacity for the prevention and control of non-com-
municablediseases.

High-income countries are nearly 4 times more likely to have NCD services covered by health insur-
ance than low-income countries. Countries with inadequate health insurance coverage are unlikely to
provide universalaccesstoessential NCD interventions.

Whatis done by the World Health Organization

Under the leadership of the WHO more than 190 countries agreed in 2011 on global mechanisms to
reduce the avoidable NCD burden including a Global action plan for the prevention and control of
NCDs 2013-2020. This plan aims to reduce the number of premature deaths from NCDs by 25% by 2025
through nine voluntary global targets. The nine targets focus in part by addressing factors such as to-
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bacco use, harmful use of alcohol, unhealthy diet and physical inactivity that increase people’s risk of
developingthesediseases.

The plan offersamenu of “bestbuy” or cost-effective, high-impactinterventions for meeting the nine
voluntary global targets such as banning all forms of tobacco and alcohol advertising, replacing trans
fats with polyunsaturated fats, promoting and protecting breastfeeding, and preventing cervical can-
certhroughscreening.

In 2015, countries will begin to set national targets and measure progress on the 2010 baselines re-
portedinthe Globalstatus reporton non-communicable diseases2014. The UN General Assembly will
convene a third high-level meeting on NCDs in 2018 to take stock of national progress in attaining the
voluntary globaltargets by 2025.
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2.1.Background

urrently, non-communicable diseases account for more than 53% of burden of diseases world-

wide, and itis expected that, by 2020, these diseases will be responsible for 60% of the total burden
of diseasesand73% of all deaths, 80% of which will occurin developing countries. Moreover, more than
76% of the total burden of diseases are associated with non-communicable diseases. The basic preven-
tion of non-communicable diseases includes early detection of their main risk factors and the preven-
tionand control of these factors with the aim of avoiding the epidemic of the diseases in the location of
their occurrence as much as possible. Determinants of non-communicable diseases have been shown
schematicallyin Figure2.1.

Figure 2.1: Determinants of non-communicable diseases
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As outlined in Figure 2.2 (categorized by year), according to the data obtained from the study of “global
burdenofdiseases,”thereweretwentydiseaseswith the highest DALY ratesin theworld from1990t02010.

Iran
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Ischemic heart disease

Forces of nature

Low back pain

Stroke

Congenital anomalies
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Global

Ischemic heart disease
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Iron-deficiency anemia Osteoarthritis Major depressive disorder Major depressive disorder
Diarrheal diseases COPD Protein-energy malnutrition Tuberculosis
COPD Anxiety disorders Neonatal encephalopathy Diabetes
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Fire Drug use disorders Congenital anomalies Iron-deficiency anemia
Hypertensive heart disease Falls Diabetes Neonatal sepsis
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Asthma Asthma Meningitis Lung cancer
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Falls Diarrheal diseases Falls Measles
Neck pain Fire Lung cancer Meningitis
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Stomach cancer
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Communicable, maternal, neonatal, and nutritional
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Figure2.2: DALY rates (standardized basedongenderand age) of twenty diseasesin the worldfrom 1990102010

Figure2.2 suggeststhat:

1. Currently, ischemic heart disease, back pain, road accidents, major depressive disorder, and stroke
have had the highest burden in Iran in 2010; this pattern is more similar to the pattern of diseases in
developedratherthandeveloping countries.

2. Asitisevident,some casessuchasthe group ofdiarrheadiseases have movedtolowerranks.As men-
tioned before, among all non-communicable diseases, cardiovascular diseases, cancers, diabetes,
and chronic lung diseases are regarded as more serious threats to the health of people all over the
world, and, as such, they call for the allocation of substantial financial resources from private and
state sectors worldwide. Therefore, these four diseases have long been among the operational pro-
grams of the World Health Organization. Other non-communicable diseases, which are assigned a
secondary level ofimportance, include:
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A) Mental disorders

B) Accidents

C) Violence

D) Disabilitiesincluding blindnessand deafness

E) Kidney diseases; endocrine, neurological, hematologic, gastroenterological, liver, musculoskeletal,
skin,and oral diseases; and geneticanomalies

The mainbehavioralrrisk factors of non-communicable diseases include tobacco use, unhealthy diet,
insufficient physical activity, and alcohol consumption. The metabolic/physiological risk factors of
these diseases include high blood pressure, elevated blood sugar, elevated cholesterol, and obesity/
overweight.

Considering the above, this chapter relates to the major non-communicable diseases in Iran and in
theworld, and the nextchapterwill discuss the mainand modifiable risk factors.

2.2 Main Non-communicable diseasesin Iran
2.2.1.Cardiovascular diseases

Cardiovascular diseases are the resultof problemsin the heartand blood vesselsand include coronary
heartdiseases (heartattacks), cerebrovasculardiseases (stroke), hypertension (high blood pressure),
peripheral vascular diseases, rheumatic diseases, heart diseases, congenital heart diseases, and heart
failures.

Cardiovasculardiseasesare thefirstcause of death worldwide, and, annually, many people diedue to
such diseases. In2012, about 17.5 million people died of the disease in the world, comprising 31% of all
deathsworldwide. Of this mortality rate, 7.4 million people died due to coronary heartdiseases, and 6.7
million died of stroke. Three fourths of deaths due to coronary heart diseases occur in low- to middle-
income countries.

Sixteen million deaths of people under 70 years have been due to non-communicable diseases, 82%
of which have occurredinlow-and middle-income countries, and 37% were associated with cardiovas-
cular diseases. Most cardiovascular diseases can be prevented by a change in lifestyle and by adopting
healthy habitsandbehaviorssuchasavoiding tobacco useandalcohol consumption, keepingahealthy
diet, controlling obesity, and performing physical activity. This is feasible by adopting population-wide
strategies. Peoplewith cardiovasculardiseases orthose atahighrisk of the disease (dueto oneormore
risk factors such as high blood pressure, diabetes, and hyperlipidemia) require immediate diagnosis
and control of the disease through counselingand pharmaceutical treatment.

In2014, the global prevalence of diabetes inadults older than 18 years was estimated to be 9%, and, in
2012,1.5 million deaths were directly caused by diabetes. More than 80% of all deaths occurin low-and
middle-income countries, and, according to the World Health Organization’s projects, diabetes will be
the seventh cause of death in 2030. Keeping a healthy diet, performing regular physical activity, main-
taininganormalbodyweight, and avoiding tobacco use can preventdiabetes or delayits onset.

DALY and mortality rates of cardiovascular diseases per 100,000 peoplein Iran, the world, and five oth-
er countries from 1990 to 2010 are shown in Figure 2.3. Based on this information, the mortality rates in
countries such as Pakistan and the United States of America are reportedly lower than those in other
countriesand even below the global average. In contrast, Iran’s mortality rate due to cardiovascular dis-
easesisabove the global average, although the rate has been gradually declining over the course of the
years under study. However, DALY rates associated with cardiovascular diseases in Turkey and Egypt
is way above the global average and even higher than that for Iran. It seems that, this rate, similar to the
mortality rate, is below the global average in Pakistan and America. Iran’s DALY rate is lower than those
for Turkeyand Egypt, buttherateisstillabove the global average. Similar toits mortality rate, Iran’s DALY
rate hassignificantly declined overtime.

L 36 | Chapter2




June2015

Cardiovascular and Circulatory Diseases

Global || Egypt | fran | Iraq || Pakistan || Turkey || Siited

600 12000

United

Global Egypt ‘ Iran fraq Pakistan Turkey ey

500

9000

400

Zf i

100

6000 -

Deaths per 100,000
DALYs per 100,000

3000

Figure 2.3: Mortality rate per 100,000 people due to cardiovascular diseases in the world, Iran, and five other
countriesfrom1990t02010

2.2.2.Cancers

Cancers are among the main causes of diseases and deaths in the world. In 2012, about 14 million new
cases and 8.2 million deaths due to cancer have been reported. It is expected that the number of new
cancer cases increases by about 70% over the next two decades. In 2012, five of the most common can-
cers among men included lung, prostate, colorectal, stomach, and liver cancers, and five of the most
common ones among women were breast, colorectal, lung, cervical, and stomach cancers. About a
third of deaths due to cancer occur as a result of five behavioral problems: a high body mass index, low
consumption of fruitand vegetables, physical inactivity, smoking, and alcohol consumption. Smoking
is the most important risk factor of cancer and accounts for about 20% of deaths due to cancer world-
wide. About 70% of deaths due to lung cancer are also related to smoking. Viral infections that cause
cancer, such as HBV, HCV and HPV, account for about 20% of deaths due to cancer in low- and mid-
dle-income countries. Over 60% of new cases of cancer each year occur in Africa, Asia, and Central and
South America. These regions experience 70% of all deaths due to cancer. It is expected that the annual
cancer casesincrease from 14 millionin2012to 22 million over the nexttwo decades.

As a generic term, cancer refers to a broad group of diseases that can affect any part of the body. In
2012, the mostcommon fatal cancerswere as follows:
MLung (1.59 million deaths)
MLiver (745000 deaths)
B Stomach (723000 deaths)
B Colorectal (694000 deaths)
M Breast (521 000 deaths)
B Esophagus (40000deaths)
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Factorsthatcancause canceraredivided intothree categories:

M Physical carcinogenssuchas ultravioletandionizing radiation

B Chemical carcinogens suchasasbestosis, substancesintobacco smoke, aflatoxin, and arsenic
M Biological carcinogens suchasinfections caused by viruses, bacteriaand certain microbes

Ageingisanotherfundamental factor as the cause of cancer. Cancer prevalence dramatically increases
withage.

Global risk factors of cancer include smoking, alcohol consumption, unhealthy diet, and physical in-
activity. Someviruses such as hepatitis B (HBV), hepatitis C (HCV), and some types of the human papil-
lomavirus (HPV) increase therisk of such cancersas cervical cancer.

Cancer can be prevented through raising awareness of its causes and implementing interventions to
preventand manage diseases. Cancer can also be reduced and controlled through implementing evi-
dence-based strategies for cancer prevention and early detection and management of cancer patients.
With early detectionand propertreatment, mostcancersare likely to be cured.

More than 30% of deaths due to cancer can be prevented with applying changes in lifestyle and avoid-
ingthe mainrisk factors. Theserisk factorsinclude:

B Smoking

H Overweight, obesity

B Unhealthydietand low consumption of fruitand vegetables

M Physical inactivity

B Alcoholconsumption

B HPV sexually transmitted infection

B HBVinfection

B Exposuretoionizingand non-ionizingradiation

W Airpollution

B Indoorfumesresultingfromincomplete combustion of solid fuels

Smoking is the most important risk factor of cancer that accounts for about 20% of all deaths due to
cancerand70% of deathsduetolungcancerasaresultof HBVand HPV infections. With preventionand
earlytreatment, cancerrate can bereduced.

Cancer prevention strategiesinclude:

Mavoidingtheabove-mentionedrisk factorsas muchas possible

Mvaccinatingagainsthuman papillomavirus (HPV) and hepatitis B (HBV)

B controlling occupational hazards

M reducingthe exposuretosunlightnon-ionizing radiation (UV)

Breducingthe exposuretoionizingradiation (occupational or medical diagnosis scanning)

Amongtheregionsunder study, the highest mortalityand DALY ratesdue to cancerare related to Amer-
ica, and the lowest rates belong, respectively, to Egyptand Irag. Overall, DALY and mortality rates in the
world have been declining, atrend whichis also evidentin Iran and America. However, both DALY and
mortality rates in Egyptand Iraqfollowan ascending trend. Inaddition, Pakistan initially had an upward
trend, and afterward, it experienced a decreasing trend. In contrast, Turkey started with a declining
trendfollowedbyanincreasingone (Figure 2.4).
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Figure 2.4: DALY and mortality rates per 100000 people due to cancer in the world, Iran, and five other coun-
triesfrom 199002010

2.2.3. Chronic Respiratory Diseases

ChronicRespiratory diseases are aset of diseases thatimpose limitations onairexchangeinthelung. A
major portion of such diseases include chronic obstructive pulmonary diseases or COPD. The familiar
words “chronic bronchitis”and “emphysema”are not used anymore, and, now, the term COPD is used
inthediagnosis.

The mainrisk factors of chronicRespiratory diseasesare:

B Smoking

M Indoorairpollution (such asthe use of biological fuels used for cookingand heating)

HAirpollution

B Occupationaldustand chemicals (vapors, irritants, fumes)

According to the latest estimates by the World Health Organization, 64 million people are currently di-
agnosed with COPD, and in 2005, three million people died of COPD, which, overall, accounts for 5% of
alldeathsinthatyear. The World Health Organization predicts that COPD will be the third leading cause
of death in 2030. Nevertheless, even in developed countries, collecting accurate epidemiological data
on COPDisdifficultand expensive.

About 90% of deaths due to COPD occur in low- to middle-income countries. In the past, COPD was
more commonamongmen, butthedisease currentlyaffectsmenandwomen equally because ofthein-
crease in smoking rate forwomen in high-income countries as well as the higher risk of their exposure
toair pollutioninside the house (such as biological fuels used for cookingand heating) inlow-income
countries. In2002, COPD was the fifth leading cause of death; itis estimated that, over the next 10 years,
the number of deaths due to COPD will increase by more than 30% unless urgent measures to reduce
risk factors of the disease, especially alcohol consumption, are taken. The estimates suggest that COPD
willbethethird cause of death inthe worldin2030. The objectives of COPD managementare:

B Preventionof disease progression
ERelieving symptoms

B Improvingexercisetolerance

B Improvinghealth status

B Preventionand treatmentof complications
EPrevention of disease severity
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Among the regions under study, the highest DALY and mortality rates due to obstructive lung diseases
belongto Pakistan, and the lowest ones are for Iran. Overall, DALY and mortality rates in the world have
beendecreasing;atrend whichisalso evidentin Egyptand Pakistan. Thereisaslightly downward trend
in Iran and Iraq as well. However, the trend for both DALY and mortality rates in America and Turkey
wereinitiallyascending, and then, ithas followed adownward pattern (Figu re2.5).
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Figure 2.5: DALY and mortality rates per 100,000 people on Chronic Respiratory Diseases in the world, Iran,
and five other countries from 1990 t0 2010

2.2.4.Diabetes

Typelldiabetes, whichisgenerally the resultof bodyweightand physical inactivity, affect90% of people
with diabetes in the world. Diabetes increases the risk of heartdiseases and stroke. A study conducted
insome countries indicated that50% of people with diabetes die of cardiovascular diseases. The aim of
the World Health Organization is to support effective measures for the surveillance, prevention, and
control of diabetesand its complicationsinlow-and middle-income countries.

Among the regions under study, the highest DALY and mortality rates due to diabetes belong to Iraq.
Overall, DALY and mortality rates have followed an upward trend in the world; a trend whichis also evi-
dentin Iraq, Pakistan, and America. Nevertheless, the trend is downward in Egypt for both DALY and
mortality rates. In addition, Iran and Turkey initially had a descending trend for both rates, and after-
ward, the trend hasbeendownward (Figu re2.6).
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2.3.1.Kidney Disease
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2.3.2.Mental diseases

Among the regions under study, the highest DALY rate due to diseases associated with anxiety belongs
to Turkey, and the second highestis for Iran. Overall, DALY rates in the world have had a steady trend,

which is also evidentin Egypt, Iran, Iraq, and Pakistan. In addition, Turkey and America had a slight up-
ward trend until 2005, while this rate declined in2010 (Figure2.8).
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Figure 2.8: DALY rate per 100,000 people due to anxiety in the world, Iran, and five other countries from
1990102010

Among the regions under study, the highest and the lowest DALY rates due to major depressive disor-
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Figure 2.9: DALY rate per 100,000 people due to major depressive disorder in the world, Iran, and five
other countries from 1990 to 2010
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2.3.3. Injuries

Among the regions under study, the highest DALY and mortality rates due to road injuries belong to
Iran. These rates initially followed an upward trend during the early years of the study, and afterward,
they decreased. Overall, DALY and mortality rates in the world in the early years of the study showed a
slight upward trend, which is also evident in Iran. In addition, Iraq, Pakistan, and America have an up-
ward trend. For both DALY and mortality rates, Turkey has witnessed an upward followed by a down-
wardtrend (Figure2.10).
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Figure 2.10: DALY and mortality rates per 100000 people due toroad injuries in the world, Iran, and five other
countriesfrom1990t02010

The highest mortality rates due to road accidents in 2005 have been observed forboth menand women.
The biggest share in the mortality rates due to road accidents is related to motor vehicles with three or
morewheels (Figure 2.11).
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Figure2.11:Mortality rate per 100,000 people due toroadaccidentsinlranfrom 1990t02010 (in terms ofgender)

Similar to the mortality rate, the highest DALY rate due to road accidents in 2005 is for both males and
females, and the major share in DALY rates due to road accidents is related to motor vehicles with three
ormorewheels (Figu re 2.12).
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Figure2.12: DALY rate per 100,000 people due toroad accidentsinIranfrom 1990t0 2010 (in terms ofgender)

2.3.4.Violence

Ingeneral, DALY and mortality rates due to self-harmand individual violence are very high in the world.
Among the regions under study, the highest rates belong to America, which experiences a decreasing
trend. Unlikein America, DALY and mortality rates followan upward trendinlraq (Figu re 2.13).
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Figure 2.13: DALY and mortality rates per 100,000 people due to self-harmandindividual violence in the
world, Iran, and five other countries from 1990 t0 2010

2.3.5.Sense organ diseases

Among the regions under study, the highest and the lowest DALY rates due to sense organ diseases
belong to Egypt and America, respectively. In general, DALY rates in the world have seen a decreasing

trend; atrend that also exists in Egypt, Iran, Pakistan, Turkey, and America. Among the countries under
study, Iragisthe only one followinganascendingtrend (Figure2.14).
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Figure 2.14 DALY rate per 100,000 people due to sense organ diseases in the world, Iran, and five
other countriesfrom 199002010
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2.3.6.Low Back pain

Among the regions under study, the highest DALY rate due to low back pain is for Iran. Overall, DALY
rates in the world follow a slightly downward trend; atrend which is most evident in Egypt, Iran, Turkey,
and Americaand has been constantin Iragand Pakistan. However, in 2010, Iraq’s DALY rate experienced
arelativedecline (Figure2.15).
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Figure 2.15: DALY rate per 100,000 people due to low back pain in the world, Iran, and five other countries
from1990t02010

2.3.7.Alcohol use disorders

Generally, DALY and mortality rates due to disorders caused by alcohol use are very high in the world.
Among the regions under study, the highest rates belong to America. DALY and mortality rates in the
world hadan upward trend until 1995, but they beganto decline afterward (Figure2.16).
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Figure 2.16: DALY and mortality rates per 100,000 people due to Alcohol use disorders in the world, Iran, and
five other countriesfrom1990t0 2010 (in termsofage groups)
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2.3.8. Drugusedisorders

Among the regions under study, the highest DALY and mortality rates due to disorders caused by drug
use belongto America. Similar to the rates for all the countries under study, DALY and mortality rates in
theworldfollowanascendingtrend (Figure 2.1 7).
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Figure 2.17: DALY and mortality rates per 100,000 people due to drug use disorders in the world, Iran, and
five other countries from 199002010 (in terms of age groups)
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igure 3.1 shows twenty main risk factors of non-communicable diseases based on DALY rates from

1990t02010inIranandintheworld.
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Figure 3.1: changes in twenty mainrisk factors of NCDs in Iranand in the world from 1990 to 2010

Amongfiverisk factors, the highest DALY rateis related to nutritional factors; Iran, when compared with
the world, reportedly has the highest rate with respect to factors related to nutrition and insufficient
physicalactivity. Asfortherisk factor of smokingandtobaccouse, Iran hasalowerratein comparisonto
the world. Nutritional factors in Iran and in the world show a rising trend until 1995, and afterward, the
trend has been decreasing. The risk factors of insufficient physical activity, smoking, and tobacco use
show adownward trend in Iran and in the world. However, alcohol consumption shows a steady trend
inlranandintheworld (Figure3.2).
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Figure 3.2: DALY rates per 100,000 people due to five mainrisk factors from1990t02010in Iranand in the world

Similartothatof DALY, the highestmortality rate, amongthefiverisk factors, isalso related to nutritional fac-
tors; inall the years under study, Iran, compared with the world, has always witnessed a higher rate in terms
of factors related to nutrition and insufficient physical activity. In contrast, Iran has alower rate with respect
tothefactors of smokingand tobacco use. Nutritional factors in Iranand in the world showed arising trend
until 1995, and afterward, the trend has been downward. Risk factors of insufficient physical activity, smok-
ing, and tobacco use in Iranand inthe world have adownward trend. Like that of DALY, the mortality rate re-
lated to alcohol consumption shows a relatively consistent trend in Iran and in the world; nonetheless, this
rateislowerinIranincomparisontothe globalaverage (Figure3.3).
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3.1.1. Unhealthy Diet

About 80% of the world’s population do not consume the five recommended units fruitand vegetables
on a daily basis. Fourteen of the globally recommended dietary habits for controlling non-communi-
cable diseases include: seafood ?Omega—fi fatty acids), no consumption of trans fats, consumption of
whole grains (carbohydrates quality) and fruitand vegetables, no consumption of saturation fats, use
of nutsand grains, lowsaltconsumption (high blood pressure), smaller meals, and low consumption of
beverages.

Amongthree age groups, the highest DALY rate due to nutritional factors belongs to the age group of
70years and older; in all the years under study, Iran has shown a higher rate compared with the world.
Moreover, in Iran and in the world, for all age groups, there is an upward trend until 1995 and a down-
ward one afterward (Figure 3.4).
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Figure 3.4: DALY rate per 100,000 people due to nutritional risk factors from 1990 to 2010 in terms of age
groupsinlranandin the world

Amongthree age groups, like DALY rate, the highest mortality rate due to nutritional factors belongs to
theage group of 70 yearsand older; inall the years under study; for this age group, Iran has a higher rate
than the world. Moreover, for all age group, the world has experienced a rising trend until 1995 and a
falling one following thatyear. In Iran, there has been an upward trend until 1995 for age groups of 15 to
49and50to 69years and until2000for the age group of 70 years and older; after 2000, the rates have been
declining (Figure3.5).
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Figure 3.5: Mortality rate per 100,000 people due to nutritional risk factors from 1990 and 2010 in terms of
agegroupsinlranandin the world

Amongthe countries underinvestigation, Iran has the highest mortality rate due to high sodium con-
sumptionintheworld. However, the mortality rates in Egypt, Iraq, and Turkey along with thatof Iran are
above the global average. Based on the reported results, the mortality rate due to high levels of sodium
consumption in the United States of Americais lower than other countries under study and even lower
than the global average rate. As for DALY rates, the countries under study including Iran exhibit a pat-
tern similar to the mortality rate pattern. It is worth mentioning that DALY and mortality rates due to
high sodium consumptioninlranhasshownasignificantdecline from2000 onward (Figure 3.6).
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Figure 3.6: DALY and mortality rates per 100,000 people due to highsodium consumption from 1990 to 2010
inlranandin the world
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Turkey’s mortality rate due to low fruit consumption in 1990 was higher than those for the other coun-
tries under study and more than the global average rate; nevertheless, it has significantly declined in
the years following 1990. Iran’s mortality rate due to low fruit consumption has shown a similar pattern
to that of the world so that there was an increase until 1995 and then a decline in the mortality rate. As
for DALY rate, during the course of time under study, the pattern of changes was similar to that of the
mortality rate. Fortunately, mortality and DALY rates related to this issue in Iran were below the global
averagein2010 (Figure3.7).
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Figure3.7: DALY and mortality rates per 100,000 people due to low fruitconsumption from 1990 to 2010
inlranandintheworld

In1990, Iran’s mortality rate due to low consumption of vegetables has been higher than that of other
countries under study and the global average rate. Among the countries under study, Pakistan has had
the highest mortality rate due to the above factor during the years of the study. However, over time, a
significant reduction in Iran’s mortality rate has been observed, but the rate was still above the global
average in2010. As for DALY rate, the evidence suggests a pattern similarto that of the mortality rate due
tothe aforementioned factor(Figure3.8).
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Figure 3. 8: DALY and mortality rates per 100,000 people due to low consumption of vegetables from 1990 to
2010inIranandinthe world

Among the countries under study, Egypt and Iraq show ascending mortality rates due to low consumption of
wholegrainsfrom1990t02010. However, Egyptand Turkey have the highestmortality rateswhencomparedwith
the other countries under study as well as the global average rate. As for Iran, there has been an increase until
2000and, afterward, asignificantdecreaseinthe mortality rate due to the above-mentionedfactor. Nonetheless,
Iran’s mortality rate is still above the global average. DALY rate due to low consumption of whole grains, like all
otherfactorsduringtheyearsof study, hasfollowedasimilarpatternasthatofthe mortality rate (Figu re3.9).
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Figure 3.9: DALY and mortality rates per 100,000 people due to low consumption of whole grains from 1990
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Egypt, Iran, and Iraq have the highest mortality rates due to low consumption of polyunsaturated fatty
acids. Pakistan’s mortality rate has shown to be even below the global average, which is considerable
and noteworthy. Like for the other factors, the pattern of changes in DALY rates for the consumption of

unsaturated fattyacidswas similarto that of the mortality rate (Figure 3.10).
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Figure 3.10: DALY and mortality rates per 100,000 people due to low consumption of polyunsaturated fatty
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acidsfrom 1990t0 2010 in terms of age groups in the world, Iran, and five other countries

Among the countries under study, the mortality rates due to the consumption of trans fatty acids in
Egyptand Pakistan are the highestfrom 1990 to 2010. After Egypt and Pakistan, the highest mortality rate
due to this factor belongs to Iran, which has experienced an upward trend from 1990 to 2000 and, af-
terward, adownward trend. Except for Turkey, all other countries under study have had mortality rates
above the global average. The pattern of changes in DALY rates from 1990 to 2010 is similar to the pat-

terns of mortality ratesinthe world and the countries understudy(Figure3.11).
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3.1.2. Physicallow and inactivity

Among the regions under study, the highest and lowest mortality and DALY rates related to the risk
factor of insufficient physical activity belong, respectively, to Iraqg and America. Overall, mortality and
DALY ratesintheworld, like all the countries under study, exhibitadownward trend (Figure 3.12).
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Figure 3.12: DALY and mortality rates per 100,000 people due to insufficient physical activity from 1990 to
2010interms of age groupsin the world, Iran, and five other countries

Among three age groups, the highest DALY rate due to the risk factor of insufficient physical activity belongs
tothe age group of 70 years and older; in all the years under study, for this age group, Iran has had the highest
rateincomparisontothatoftheworld.Iran’s DALY rates forallage groupsarealso higherwhen comparedwith
those oftheworld. DALY ratefortheage group of 50yearsand olderin2010is lower compared with thatin2005;
incontrast, theratefortheage groupof 15to49yearsin2010is higherthanthe ratein2005 (Figu re 3.13).
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Figure 3.13: DALY rate per 100,000 people due to the risk factor of insufficient physical activity in 2005 and
2010in terms of age groupsin Iranandin the world
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Amongthreeage groups, the highest mortality rate due to the risk factor of insufficient physical activity
is related to the age group of 70 years and older; in all of the years under study, for this age group, Iran
has had the highest rate in comparison to that of the world. Iran’s mortality rates for all age groups are
alsohigherwhen compared with those of the world. The mortality rate for the age group of 50 years and
olderin2010is lowercompared with thatin2005 (Figu re3.14).
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Figure 3.14: Mortality rate per 100,000 people due to therisk factor of insufficient physical activity from
2005 to2010in terms of age groupsin Iranandin the world
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3.1.3.Tobacco use

Each year, tobacco use leads to at least one million deaths in the world. All over the world, there are
about 250 million smokers as well as the same number of people chewing tobacco, most of them also
use other carcinogenicsubstances.

Amongtheregionsunderstudy, the highestand lowest mortalityand DALY rates due to the risk factor
of tobacco use ?excluding non-smokers exposed to second-hand smoke) are related, respectively, to
Turkey and Iraq. Overall, the mortality and DALY rates in Iran, Turkey, and America show a trend similar
tothe generaldownwardtrend intheworld (Figu re 3.15).

Tobacco Smoking, Excluding Second—hand Smoke

Global Egypt iran | Iraq Pakistan || Turkey i Global'l Egypfl
6000

Iran Iraq Pakistan || Turkey || grited

5000 -
200 -

4000

@
8
L

3000 |

fi fi

Deaths per 100,000

3
8
DALYs per 100,000

1000

Figure 3:15: DALY and mortality rates per 100,000 people due to tobacco use (excluding non-smokers
exposed tosecond-hand smoke) from 1990 to 2010 in the world, Iran, and five other countries
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Among the regions under study, the highest DALY and mortality rates related to non-smokers exposed
to second-hand smoke belong to Egypt. Overall, DALY and mortality rates in Egypt, Iran, Pakistan, Tur-
key,and Americafollowthe same generaldownward trend as the one for theworld (Figure 3.16).
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Figure 3.16: DALY and mortality rates per 100,000 people related to non-smokers exposed to second-hand
smoke from 1990 to 2010 in the world, Iran, and five other countries

Amongthethreeage groupsunderstudy, the highest DALY rate due to therisk factor of tobacco use (ex-
cluding non-smokers exposed to second-hand smoke) belongstothe age group of 70 years and older;
inall the years under study, for this age group, Iran has alower rate when compared with the world. For
allage groups, DALY rates showadecliningtrendinIranandin theworld (Figure3.1 7).
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Figure 3.17: DALY rate per 100,000 people due to the risk factor of tobacco use (excluding non-smokers
exposed tosecond-hand smoke) interms of age groups between 1990and 2010in Iran and in the world
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Amongthethreeage groups understudy, the highest mortality rate due to therisk factor of tobacco use
(excluding non-smokers exposed tosecond-hand smoke) belongstotheage group of 70yearsand old-
er;inall the years under study, for this age group, Iran has alower rate when compared with the world.
Forallage groups, DALY ratesshowadecliningtrendinIranandintheworld (Figure 3.18).
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Figure 3.18: Mortality rate per 100,000 people due to therisk factor of tobaccouse (excluding non-smokers
exposed tosecond-hand smoke) in terms of age groups between 1990and 2010in Iran and in the world

Amongfouragegroups, the highest DALY rateduetotherisk factor of non-smokers exposedto second-
hand tobacco use belongs to the age group of 5 years and younger; in all the years under study, for this
age group, Iran has a lower rate when compared with the world. For all age groups, DALY rates show a
downwardtrendinlranandintheworld (Figu re 3.19).
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Figure 3.19: DALY rate per 100,000 people due to the risk factor of second-hand tobacco use in terms of age
groups from1990t0 2010inIranand in the world
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Among four age groups, the highest mortality rate due to the risk factor of tobacco use is related to the age
groupof70yearsandolder;inalltheyearsunderstudy,forthisagegroup, Iranhasalowerratewhen compared
withtheworld.Forallage groups, DALY rates haveadownwardtrendinIranandintheworld (Figu re3.20).
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Figure 3.20: Mortality rate per 100,000 people related to non-smokers exposed to second-hand smoke in
terms of age groups from 1990 to 2010inIranand in the world

3.1.4.Alcohol Use

Alcohol consumptionimposes harmful effects greater than health, social, physiological,and economic prob-
lemsaswellasissuesrelated toaccidentsandviolence. Amongtheregions understudy, Americahasthe high-
est mortality rate due to the risk factor of alcohol consumption. Overall, the world’s DALY and mortality rates
showedanascendingtrend until 1995,andsince then, theyfollowedadownwardtrend (Figu re3.21 )
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Figure 3.21: DALY rate due toalcohol usein2010in Iranandin the world
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As itis evidentin Figure 3.21, DALY rates for all age groups in the world are higher than those for Iran.
However, it should be noted that for both Iran and the world, DALY rates due to alcohol consumption
are the lowest for the first two age groups and the highest for the other three age groups. These rates
seemto resultfromindirect effects and direct effects of alcohol consumption for, respectively, the first
twoage groupsand the otherthree groups (Figure3.22).
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Figure 3.22: DALY rates per 100,000 people due to therisk factor of alcohol use in terms of age groups from
1990102010 inthe world, Iran, and five other countries

Figure 3.22 presents the mortality rate due to alcohol consumption in 2010 in Iran and in the world. It
seems evident that, for the age group of over 70 years, the mortality rates caused by alcohol consump-
tionare higherthanforotherage groupsinboth Iranandintheworld. Following thisage group, the age
group of 50 to 69 years has the highest mortality rate. Given the available evidence, the issue of paying
special attention to older groups of society with respect to the consequences of alcohol consumption
becomesincreasinglyimportant (Figure3.23).
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Figure 3.23: Mortality rates per 100,000 people due to the risk factor of alcohol use in terms of age groups
from 1990 to 2010 in the world, Iran, and five other countries

3.1.5.Druguse

Amongthe regions under study, the highest DALY and mortality rates due to the risk factor of drug use
relateto America. Overall, like theworld’s rates, DALY and mortality rates alsoshowan upward trend for
allthe countries understudy(Figure3.24).

Drug Use
elobal|5gypf Iran mmlmmm Global || Egypt || Iran Iraq || Pakistan || Turkey || Ynited
12 1200
9 4 900
g g
8 &
i 6 g 600 -
§ 5
3 3
3+ 300 A l\k‘
l”’ | i
0 . ey 0 T

Figure 3.24: DALY and mortality rates per 100,000 people due to the risk factor of drug use from 1990 t0 2010
inthe world, Iran, and five other countries
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3.2.Other Risk Factors of Non-communicable Diseases
3.2.1.AirPollution

Among the regions under study, the highest DALY and mortality rates due to particulate matter pollut-
ants are related to Egypt. Overall, similar to the global pattern, DALY and mortality rates in Iran, Turkey,
and Americafollowadownwardtrend (Figure 3.25).
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Figure 3.25: DALY and mortality rates per 100,000 people due to the risk factor of particulate matter pollut-
antsfrom 1990t0 2010 in the world, Iran, and five other countries

Among the regions under study, the highest and lowest DALY and mortality rates due to the risk factor
ofambient ozone pollution are related to Pakistan and Iran. Overall, DALY and mortality rates forall the
countriesunder study followasimilar,downward trend as the global pattern (Figure 3.26).
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Figure 3.26: DALY and mortality rates per 100,000 people due to the risk factor of ambient ozone pollutionin
terms of age groups from 1990 t0 2010 in the world, Iran, and five other countries
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3.2.2.Lead

Among the regions under study, the highestand lowest DALY and mortality rates due to the risk factor
oflead exposure belongto Egyptand America. Overall, similarto the global pattern, DALY and mortality
ratesforall the countries under study show downward trend (Figu re 3.27).
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Figure 3.26: DALY and mortality rates per 100,000 people due to therisk factor of lead exposure from 1990 to
2010 intheworld, Iran, and five other countries

3.2.3. Infections and Environmental Factors

Infections and environmental factors also increase the risk of non-communicable diseases. Infections
are responsible for a fifth of cancers in developing countries. For example, human papilloma virus
causes cervical cancerinwomen and also increases the rate of oral cancers in men and women. Hepa-
titis Band Hepatitis C viruses cause hepatocellular carcinoma, and helicobacter pylori results in gastric
cancer. Indoor air pollution caused by the incomplete combustion of solid fuels is regarded as an im-
portant risk factor of chronic respiratory diseases. Main environmental and occupational risk factors

of non-communicable diseases include exposure to asbestos, the emission of gas from vehicles, and
ionizingand ultravioletradiation.
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4.1. Introduction

The National and Sub-national Burden of Diseases, Injuries, and Risk Factors (NASBOD) is a system-
atic effort for estimating the magnitude of health loss due to diseases, injuries of Diseases 2010. Health
policy makers at national and subnational levels, national levels, health sector leaders, researchers
and citizens could directly use the produced estimates in NASBOD 2013. The NASBOD 2013 provides a
“bird’s eye view “of health status of populations across the country to compare the burden of different
diseases and theirdistributions at once. This chapteraims to explain metrics, and the challenges due to
limitation in dataavailability.

4.2.Background

The World Bank commissioned the first round of GBD study in 1992 for providing a comparative and
comprehensive assessment of the disease burden in 1990. The study was done for the world and for 8
regions.

The methods, measuresand findings of the 1990 GBD study were accepted globally. The investigators
believed thatall sources of health data contain useful information on epidemiology of diseases and for
those with some source of selection orinformation bias, using afew mathematical and statistical meth-
ods they could be used to provide unbiased representative estimates includes incidence, prevalence,
duration,and mortality foralmost500squeals of diseases, injuriesand risk factors.

Many diseases, for example, psychiatric diseases and sense organ disorders may cause significant
contribution in the non-fatal outcomes of health but no or few fatal outcome. Therefore measures of
survival or mortality are not providing a broad picture of health status of the population. Burden of dis-
eases study needed a measure, which combines fatal and non-fatal outcomes. To measure the burden
of disease, the 1990 GBD study used a metric that measures both premature mortality (years of life lost
because of premature mortality orYLL) and disability (years of healthy life lost due to disability or YLD,
disabilityweightwas based on expertopinions).The sum of the two componentsis called DALYs.

The main criticism of the GBD study focused on the structure of DALYs particularly the social choices
pertainingtoageweightsand severity scoresfordisabilities.

The criticism of the 1990 GBD, especially of the assessing the disability weights, changed to use of
population-based valuation rather than expert opinion as used in the 1990 study. In addition, improved
population datasets such as national surveys, censuses, surveillances, and electronic medical records
have led better estimations and less dependency to the models. The other advancement in 2001 GBD
compare to 1990 GBD was major methodological progress for quantification of the attributed burden
tomajorrisk factors. The final developmentin2001 GBD was the quantification of the uncertaintyinthe
estimates.

In2010 GBD estimates provided from 1990 to 2010 for 291 diseases 67 risk factors, 1,167 sequelae in 187
countries from 21 regions around the world by sex and 20 age groups. Institute for Health Metrics and
Evaluation conducted 2010 GBD, in collaboration with, Harvard University, Imperial College London,
John Hopkins University, University of Queensland, University of Tokyo, and World Health Organiza-
tion. In this new iteration of GBD there were many modification in methods and advancement in re-
sults. In methods, the new DISMOD were used, which a few changes in the measures. For example in
the new DALY, age weight and discount weight are not employed and disability weights are estimated
using a new approach. In the results, the estimations were for a broader range of diseases and risk fac-
tors,age groups, countries,and time period.

Iran burden of diseases study for the first time has been conducted in 2003, by estimating burden of
diseasesfor213 diseasesand no successto estimate the attributed burden to risk factors. The study was
acrosssectional study for2003 at national leveland for six provinces. The estimates were reported with-
outuncertainty interval and no success to estimate the burden attributable to risk factors. A decade af-
terthefirstburden ofdisease studyinlran needsforassessingthe burdenofdiseasesandtheirdistribu-
tionwas enough to motivate Ministry of Health to conducta new round of the burden of diseases study
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called NASBOD 2013. This round aims to provide estimates from 1990 to 2013 at national and provincial
levels.

4.3.Why NASBOD study is needed?

The NASBOD study aims to estimate the burden of 290 diseases and injuries and 67 risk factors from
1990to0 2012 at nationaland provincial levels. The NASBOD study provides information that can be used
to evaluate the progression in health status over time within a province or relative performance across
provinces. In this case, NASBOD should be considered as other developmental indicators in econom-
ics such as nationalincome and productaccounts, which had a great contribution to economic knowl-
edgeinUnited Kingdom.

The NASBOD is the main resource that could be used for identifying the national and sub-national pri-
orities.Many national interventions are implemented in Iran health system that could be cost-effective
and addresses the health problem for some geographicareabut notall sub-national geographicareas.
Providing the distribution of diseases and risk factors at sub-national level would be a guide for select-
ingtheinterventionsthataddress main health problemsamongsub-national populations.

Medical and public health schools in Iran are dedicating a number of credits for their students towork
on specific research topics. Due to sub-optimal data availability, especially from national surveys, and
duetolack ofanavigating system for research on health, mostall those potential of knowledge genera-
tionresources are not well utilized. The NASBOD study will addresses both sub-optimal data availabil-
ityand lack of navigating systemforthe healthresearchinIran.

4.4.NASBOD organization

The NASBOD 2013 study is ordered and supported by Ministry of Health, deputy minister for public
health and is conducted by a steering committee includes principle investigator, top policy makers
from Ministry of Health, those managers in Ministry of Health with more focus on diseases, and those
scientist with more focus on population health. An external evaluation committee includes interna-
tional experts and representative of international organizations such as World Bank and World Health
Organization EMRO with interests of the burden of diseases.

The executive partof NASBOD organization includes a core team, which is responsible for providing
the definitions on measures, standardizing processes and protocols such as systematic review proto-
col, trainingall researchers involved in NASBOD, data hunting and gathering, data cleaning, modeling,
interpreting results and providing reports, and 34 technical teams which are responsible for providing
the practical definition of diseases and risk factors, and contributing in accessing surveys datasets, in-
terpreting of resultsand preparing the reports.

4.5. Definitions

The NASBOD will use DALY (Disability Adjusted Life Years), YLD (Years Lost due to Disability), YLL
(Years Life Lost) and death as measure in rate and cause fraction to depict the fatal and non-fatal health
outcomes of diseases, risk factors, and injuries. DALY, YLD and YLL will be estimated without consider-
ing age weightand discount rate to make the estimates compatible with GBD 2010. The age limit will be
86yearsforboth male and female and YLD will be estimated based on the prevalence of diseases rather
thantheirincidence. Allmeasureswillbe provided for both sexesand 20 age groupsatnationaland pro-
vincial levels.

4.6 Examples of NASBOD results

Some oftheresults of the NASBOD study are presented as following:
In general the mortality rates among under-5 childrenis decreasing. For instance, Khorasan e Razavi,
Azarbaijan e Gharbiand Sharghihave the lowestrates compared to the otherprovinces (Figu re4.1 )
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Figure4.2illustrates the trend of under-5 mortality from 1960 to 2013 at national level.
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Figure 4.2:Trend of under-5 mortality from1960 to 2013 atnational level

Results of NASBOD demonstrate thatas the time goes by obesityamongwomenisincreasing,asin2013
women in 45-54 year age group had the highest prevalence, and women between 75 and 79 showed the
lowestprevalence of obesity (figure4.3).
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Figure 4.3: prevalence of obesity among Iranian women in 1990, 1995, 2000, 2005,2010,and 2013
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Asthetime goes by obesityamong menis decreasing, asin2013 men in45-54 year age group had the high-
estprevalence,andwomen between 75and 79 showed the lowest prevalence of obesity (figu re 4.4).
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Prevalence of Diabetes Mellitusamongwomen isincreasing, as in 2013 men between 55 and 64 had the
highestprevalence,and those between25and 34 had the lowestrates (figu re4.5).
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Trend of Diabetes Prevalence in Iranian adult females from 1990 to 2013

Figure 4.5: Prevalence of Diabetes Mellitusamong womenin 1990, 1995, 2000, 2005,2010,and 2013
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Prevalence of Diabetes Mellitus among men is also increasing, as in 2013 men between 55 and 64 had
the highestprevalence, andthose between 25 and 34 had the lowestrates, similartowomen (figure4.6).
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Figure 4.6: Prevalence of Diabetes Mellitusamong menin 1990, 1995, 2000, 2005,2010,and 2013

4.7.Functions

Following functions are the main processes of the NASBOD:

4.7.1.Standards and regulations

The core team provides standards for the processes of choosing diseases, risk factors and injuries that
theirburden will be estimated, systematic searches, and intellectual properties. Based on standards pro-
vided by the core team, all systematicsearches have to be done for PubMed, ISIWeb of Sciences, and Sco-
pusamongallinternational search engines and IranMedex, SID, and Iran.docamongall domestic search
engines. The reason for choosing these search engines was their effective coverage of almost most pa-
pers published about Iran’s diseases, risk factors, and injuries’s distribution among general population.
Standards for search terms provides also by the core team. The details of systematic searches and search
terms are explained for each group of diseases, risk factors and injuries in other papers published in this
issue.29-38 Visual Impairment Burden in Iran; VIBI study protocol. The other standards that have to be
determined by the core team are those thatwill explain how the technical teams have to choose diseases
using GBD listand expertopinioninthe way thatdiseases be chosen thathave the highestburden for Ira-
nian population. The lastlist of standards will be involved with the intellectual properties since the NAS-
BOD studyisformed through teamworkwith collaborations of more than 300 researchers. The standards
willdeterminetherights of researchersonthe producedreportsand publications.
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4.7.2.Training

The NASBOD study needs expertise and knowledge from different disciplines. Since most of re-
searchersinthe NASBOD study are notfamiliar with all needed skills, designing and conducting work-
shops and courses related to the needed skills and expertise regarding the NASBOD study is crucial.
Workshops on the systematic review with focus on burden of diseases, comparative risk assessment,
demographic methods on child and adult mortality estimations, burden of diseases and DISMOD 11,
modeling, multilevel analysis models, spatio-temporal models, dealing with incompleteness and mis-
classification of death and cancer registry systems, Gaussian Process Regression models, and other
needed packages in Rand Stata are designed and gradually will be held for those who need to partici-
pateintheseworkshops.

4.7.3.Datagathering

The NASBOD study will use all possible data sources that help estimating prevalence and incidence of
diseases, or premature deaths by cause. The existing data sources in Iran includes all published data,
death and cancer registry systems, national and sub-national surveys within health sector, mostly fo-
cused on behavioral, lifestyle, and metabolic risks among general populations such as NCDSS 2005
—2009 and 2011, NHS 1991 and 2000, DHS 2000, House Hold Expenditure, IHHP 2001 and 2007,46 TLGS
2001 up tonow, MONICA 2003, national and sub-national surveysamong non-health sectors, mostly fo-
cused onthe demographic, human capital, expenses, and other needed covariates (such ashousehold
expenditure survey.48-50 Censuses are another source for NASBOD study, which provides needed de-
mographicdataandincludessome useful health data.

The health information system in Iran does not support hospital and outpatient data in the way that
makes them useful in the NASBOD study. The core team designs and conducts a national survey on
inpatient data to obtain a representative valid data from all 863 hospitals (aII existing hospitals) admis-
sionsfrom1996t02011. The details of the Hospital Data Surveyare explained in other paperinthisissue.
For outpatient data the NASBOD study will use a representative sample of all prescription (23 million
samples) forlast5years, whichare obtainableinthe Drugand Food Organization. Drugand Food Orga-
nization could provide all dataon medicine purchasing from pharmacies at district level too. The other
data source in Drug and Food Organization is on special diseases since the patients with special dis-
easesareeligibleforthe cashtransferprogramassubsidy for their medicine.

4.8. Materials and Methods

YLLand YLD estimates are prerequisites for estimating DALY. Figure 1,2and 3 depictall data sets, process-
es and computations in NASBOD study for YLL, YLD, and attributable DALYs to risk factors, respectively.
For estimating the YLL, we mostly rely on death registration system, which is administered by Ministry of
Health and provides deaths counts by age, sex, and causes. Since death registration system in almostall
developing countriesare suffering fromadegree ofincompleteness and misclassification, the core team
decided to address the incompleteness and misclassification problems of death registration system. For
more explanations of the methods, detailsare provided somewhere else. Since death registration system
is available since 2004, we need to address the missing data for years from 2003 back to 1990. We will ex-
plain the models forimputation briefly later in this paper. For YLD and so prevalence of diseases, risk fac-
torsand injuries, the core team focuses on the published data, cancer registry, national and sub-national
surveys, Hospital Data Survey, and outpatient data sources. However, due to data scarcity at national and
sub-nationallevels, the core team needs to address the suboptimal data availability for prevalence of dis-
eases, risk factors and injuries. After using models for imputing missing data, YLD will be estimated for
diseases in the list of NASBOD. Summation of YLLs and YLDs will provide DALYs caused by each disease.
Comparativerisk assessmentwill be used for estimating population attributable fraction for each diseas-
es risk factor pair and the attributed DALY to each pair will be calculated and finally all those attributed
DALYsto eachriskfactorwillbe summed to estimate the burdenattributed to eachrisk factor.
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Statistical methods for data imputation are discussed in more details somewhere else.55-56 These
methodsare sophisticated regression models, whichare using existing data, models forage, models for
hierarchical pattern of data, spatial and temporal pattern of data, and covariates to impute and estimate
forthe missing data. There are technical challengesforeach method inthe NASBOD contextthat might
beinterests of those with quantitative concentration. Covariates needed for these models will be gath-
ered during data gathering phase and it’s estimated that about 84 covariates will be created to be used
in the imputation methods. In the imputation models, we will use two dependent variables includes
rate and cause fraction. We will fit models for these two dependent variables and those two methods
(multilevel autoregressive and spatio-temporal) using a few covariates, which ends up with hundreds
of models. The NASBOD study has no intention to throw out some of those models with performance
worse off than others. Instead, the core team will rank all those models based on their performance and
using the rank will produce aweight foreach model. The weights will be used to sum up all results from
allmodelsasimputedvalues.

4.9. Interpretation of the results

The final results will be discussed in technical teams and after modification the models if it’s necessary,
they will be shared with experts, epidemiologists, clinicians and policy makers in a conference on the
NASBOD studly.

4.10. Policy implications

The NASBOD study addresses health gaps among Iranian population and their differences between
provinces. Burden of diseases study will provides vast data on diseases, injuries and risk factors levels
anddistributions, which navigates policy makers for resource allocations. The next stepintheresearch
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domain might be to estimate the cost of each disease, injury, and risk factor for the health system and
comparing distribution the burden with the distribution of the costs. These two pieces of information
along with health system performance assessmentwill provide all needed evidence for policy making
in health system. The other application of the NASBOD study will refer to its implications in the health
insurance industry. Knowing the distribution of diseases and average cost of treatment will provide the
opportunity for premium estimationatsub-national levels.

4.11.Conclusion

The NASBOD study is a systematic effort to quantify the distribution of diseases, injuries, and risk fac-
tors. The NASBOD study is one of the pioneers of burden of disease studies, which aims to estimate the
burden of diseases, injuries and risk factors at sub-national levels. This study collects almost all data
sources regarding deaths, prevalence, incidence, and burden of diseases in Iran and will compile them
in a standard format. All estimates produced in the NASBOD study will be provided with their uncer-
tainty intervals. Based on our preliminary search on the data sources, the study faces sub-optimal data
availabilityand needsto use statistical methods toaddress the scarcity of data. We strongly recommend
Ministry of Health to take a systematic approach for establishing a comprehensive data gathering pro-
cessinthe nearfuture to make sure thatall needed dataregarding policy making is produced and avail-
able. The other concern of the core team of the NASBOD is the quality of produced data. Considerable
missing data among variables in the datasets, inconsistencies in questions among repeated surveys,
inappropriate sampling and weighting, low reliability on the results due to sub-optimal standards and
supervision, lack of identifier for district and province of the observations, and no consistency in the
sampling method among population are major concerns of the quality of national surveys and registry
systems, which hastobe addressed by Ministry of Health.
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o assess the first target of the World Health Organization, i.e. reduction in preventable death from
cardiovascular disease, cancers, diabetes, and chronic respiratory diseases by 25% by 2025 (in
5-yearage groups, e.g.30-34... 65-69, for those between 30 and 70), itis necessary to estimate the popu-
lation and the rate of mortality due to diseases listed above, classified by age in 2025.
For that reason, the population data obtained from the National Population and Housing Census in
1986, 1996, and 2006 were used to calculate the growth rate using Equation 5.1.

Growth = (Poppresent l/n -1
OPpast

Equation 5.1:The process of calculating the growth rate

Where Poppresent and Poppast, respectively, indicate the population in the last and the first year of the
specified period of time, and indicates the number of years in the period. Thus, we will have two dif-
ferent growth rates through the calculation of the growth rate in 2006 compared with 1996, and in 2006
compared with 1986.

Thenthetwo calculated growth ratesare used in Equation4.2, to estimate the populationin the year2025.

Popfutu‘re = Poppresent X (1+ GT’OWth)n

Equation 5.2:The process of estimating the populationin the year 2025

AsshowninFigure5.1,thereisnosignificantdifference between the populations estimated forthe year
2025 based onthe two calculated growth rates.

Growth rate based on time period:
—— from 1986 to 2006
60,000,000+ —— from 1996 to 2006

50,000,000 -

40,000,000 -

Population

30,000,000 -

20,000,000 -

1986 1989 1992 1995 1998 2001 2004 2007 2010 2013 2016 2019 2022 2025
Year

Figure 5.1:The estimated population of the age group over 30 years

To calculate mortality rates itis required to estimate the proportion of diseases listed in the first goal to
theentirediseases. So, usingthe regression coefficientsinthe equation5.3, the desired proportionwas

estimated forthe year2025.
Number of Deaths

Total Number of Deaths

= o+ B Year

Equation 5.3:The process of estimating the desirable population in the year 2025
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In this equation, Number of Deaths and Total Number of Deaths, respectively, indicate the deaths
due to cardiovascular diseases, cancers, diabetes, and chronic respiratory diseases and deaths due to
alltypesofdiseases.

Assuming that the number of deaths classified by sexand age group in the year 2025 is similar to thatin
the year 2010, the rate of mortality due to the diseases listed in the first goal was calculated using equa-

tion5.4.
Number of Deaths

~ Total Number of Deaths

y X Pop Xm

Equation 5.4:Estimating mortality rates based on the diseases of the first goal

where m represents the rate of mortalityineach sexand age group.

Table 4.1: Number of mortality in the years 2010 and 2025

Year Value Growth rate Number of death
Total - 75150
2010 75% - 56362
from 1996 to 2006 107602
2025 Total
from 1986 to 2006 103239

Accoringto Table 5.1, the number of deaths due to diseases listed in the first target in both sexes and in
theage group 30to70yearsoldwas 75150 deaths. However, if the 25% reduction in the mortality occurs,
that number of deaths will reduce to 56362 deaths. According to the estimates made for the year 2025
and the growth rate based on time period from 1996 to 2006, a total of 107602 deaths for this age group
are estimated. So, areduction of 51240 death is needed. In addition, according to the growth rate based
ontime period from 1986102006, areduction of 46877 death is needed.

5.1.Evaluation of the WHO targets

Now the main question is: with the implementation of the targets 2 to 9 of the World Health Organiza-
tion,whicharelisted below, is thisnumber of reduction reachable?

B 10% reductioninalcohol consumption,

M 10% reductionin physicalinactivity,

W30% reductioninsodium consumption,

M30% reductionintobacco use,

W 25%reductioninhighblood pressure,

B Noincreaseinobesityanddiabetes,

B Reaching50% coverage in medicationand counseling,

B Achieving 80% coverage intechnologiesand essential medicines fornon-communicable diseases

Ifwe supposethat10% reductioninalcohol use resultsin 10% reduction of mortality due to this risk fac-
tor,and this situation is the same for the otherrisk factors, the entire reduced deaths due toalcohol use,
low physical activity, sodium consumption, high blood pressure, tobacco smoking, and diabetes would
be 19323 in the age group of 30-70 years (Table 5.2).This should be mentioned thatin calculation of the
reduced deaths from targets 2 to 9, the entire deaths due to each risk factor (Communicable diseases,
Non-communicable diseases, and lnjuries) have been considered in the process, and consequently
deaths of these goals would be less than the reported deaths. About the risk factors it is necessary to
note that the percentage of reduction in them will not lead to that specific percentage of reduction in
deaths due to them. Nevertheless, in this report we analyzed regardless of this assumption. Also, we
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count the number of death due to smoking risk factor without considering the cumulative effect of it.
So, inthisreportwe assumed thatall individuals after quitting smoking, have same chance to don’tface
deathassociated to this risk factor regardless of the time duration of smoking.

The 8th goal of the World Health Organization is to reach an at least 50% drug coverage and consul-
tation. Drawing on the Farzadfar et al, the coverage of diabetes mellitus and blood pressure in Iranian
community found to be 39.2% and 35.7%, respectively. A50% coverage of diabetes and blood pressure
would lead to decrease 1152 deaths (Table 5.3). The 9th goal of the World Health Organization is to
reach 80% coverage in technologies and necessary drugs for treating the main NCDs at governmental
and non-governmental scales. Atthe momentthis coverage exists inboth ruraland urban areas of Iran.

Based on the first goal of the World Health Organization and considering the growth rate from time
period 1996 to 2006, a reduction of 51240 death is needed; however, if reaching all of the goals, total
number of death would decrease by 20475. Therefore, even if reaching 100% of the goals, based on the
growth rate fromtime period 1996 to 2006 and 1986 to 2006, there are still 30765 and 26402 deaths left, re-
spectively (Figu re 5.2). In general, it seems that the goals of WHO won’tlead to 25% decrease in the en-
tire deaths by 2025. Despite the above-mentioned circumstance, it should be noted that reaching 100%
of the goals might be somehow optimistic. Since most of the NCDs are preventable, attention to the
lifestyle change mightbe mosteffective to control these types of diseasesinIran. So, itseems necessary
tomodify the targets, forinstance decrease the 25% reductionin thefirsttargetorincrease the percent-
age of reductionin targets 2 to 7 and increase the percentage in coverage of drug therapy and counsel-
ing and availability of the affordable basic technologies and essential medicines and adjust them with
considerationtothe Iranian population.

Target Risk Factor Value Female = Male  Both Sexes
Total 927 2,020 2,947
2 Alcohol consumption
10% Reduction 93 202 295
Total 5,827 10,446 16,273
3 Physical inactivity
10% Reduction 583 1,045 1,628
Total 4,063 8,316 12,379
4 Sodium consumption
30% Reduction 1,219 2,495 3,714
Total 1,899 14,351 16,250
5 Tobacco use
30% Reduction 570 4,305 4,875
Total 12,337 22,910 35,247
6 High blood pressure
25% Reduction 3,084 5,727 8,811
Total 9,977 12,891 22,868
Obesity
Without Reduction - - -
7
Total 4,657 6,712 11,369
Diabetes
Without Reduction - - -
Table 5.2: number of death by therisk factors
Coverage
Target Sex
Hypertension Diabetes
Female 365 29
8 Male 704 54
Both Sexes 1,069 83

Table 4.3: Reduction in deaths by reaching 50% coverage
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Figure5.2: Number of reductionin deaths based on two growth rates and risk factors

Table 5.4 displays the reported values in 2010 as a baseline and the expected values for years 2018 and
2025 for Iranian population. It should be noted that the baseline values for targets 2,3, 6, and 7 were ex-
tracted from the Global Status Report on non-communicable diseases 2014. Also, meta-analysis was
done in order to achieve the mean population intake of salt/sodium. Indeed, the prevalence of smok-
ingwas obtained from the IRAN STEPS Survey 2009. Finally, availability of the affordable basic technolo-
giesand essential medicineswas derived from Service Availabilityand Readiness Assessmentsurvey.

Target Year

2010 (Baseline) 2018 2025
1-A25%relative reductionin risk of premature mortality from CVDs, cancer, dia- ~ 18.1% 15.7% 13.6%
betes, chronicrespiratory diseases
2-Atleast 10% relative reductioninthe harmful use of alcohol 0.3% 0.3% 0.27%
3-A10%relative reduction in prevalence of insufficient physical activity 33.5% 31.7% 30.2%
4-A30%rrelative reduction in mean population intake of salt/sodium 10g/day 8.4g/day 7g/day
5-A30%relative reductionin prevalence of currenttobaccouseinpersonsaged  10.8% 9.1% 7.6%
15+years
6-A25%relativereductioninthe prevalence of raised blood pressure 25.6% 22.2% 19.2%
7-Halttheriseindiabetes 11.5% 11.5% 11.5%
7-Halttherisein obesity 23.9% 23.9% 23.9%
8-Atleast50% of eligible people receive drugtherapyand counselling 37.5% 44.2%  50%
9-An 80% availability of the affordable basictechnologies and essential medicines  70% 75.3% 80%

Table 5.4: Status of Iranin2010,2018,and 2025
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Flowchart1.5: Overview of the nine targets of the World Health Organization
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Chapter 6

Formationofthe
Iranian National
Committeefor
NCDsPrevention
and Controlinthe
Islamic Republic of
Iran

Key Points

“National Plan forthe pre-
vention and control of non-
communicablediseases
andrelatedrisk factorsin
the Islamic Republic of
Iran”isastrategic plan that
determinesthestrategies
ofthe Ministry of Health
and Medical Education for
the preventionand control
of non-communicable
diseasesand related risk
factorsfor10years.

Itis crystal clearthatthe
national objectiveswould
be determinedbased onthe
country’s conditions,and
the progress rate wouldbe
specifiedaccordingtothe
national requirementsand
resources.

86 Chapter6







FirstEdition

5.1.Introduction

“National Plan forthe preventionand control of non-communicable diseasesand related risk factorsin
the Islamic Republic of Iran” is a strategic plan that determines the strategies of the Ministry of Health
and Medical Education for the prevention and control of non-communicable diseases and related risk
factors for 10 years (until 2025). To carry out the plan, acommittee called “the National Committee for
Prevention and Control of Non-communicable Diseases and Risk Factors” was formed in order to ful-
fill the legal obligations of the Ministry of Health and Medical Education, with the aim of integration of
policy-making, planning, and monitoring of allactivities intheareaof non-communicable diseases and
related risk factors in the Islamic Republic of Iran. The national committee is a policy-making, regula-
tory, scientific,and planning committee thathas subcommittees to performitsdutiesinallareas related
tothe control of non-communicable diseases and risk factors; the committee is regarded as a decision-
making body of the Ministry of Health and Medical Education with respect to non-communicable dis-
eases.

Because of the importance of non-communicable diseases and given the international commitment
ofthe IslamicRepublicof Iran with respect to this group of diseases and related risk factors in the coun-
try, the committee was headed by the Minister of Health and Medical Education.

With the help of valuable international experience and given the real needs of the countryin the area
of non-communicable diseases and related risk factors, the committee prepared the national docu-
ment on non-communicable diseases, which mainly oversees the macro policies and main strategies
related to the control of these diseases and, at the same time, oversees the effective implementation of
programs, strategies, and intra-sectoral and extra-sectoral policies.

5.2.Conceptual Framework of the Committee

The conceptual framework of the National Committee for Prevention and Control of Non-communica-
ble Diseasesand Risk Factorsisasfollows:

S P P
Socioeconomic position ™

Individual:
*Education
*Employment
*Occupational prestige

Intermediate outcomes:
*BMI
*FPG
*SBP

*Total Cholesterol

Healthy/unhealthy behavior:
*Exercise

*Smoking/ smoking cession
Fruit and vegetables

Salt intake

*Calorie intake

«Adherence to
medication/diet/other
regiments

Household
*Income
*Wealth

ultimate outcomes:
*|HD

*Stroke

*Respiratory diseases
*Renal diseases
*Cancers

Community/neighborhood :
*Income

*Education

*Residency area
(rural/urban)

Government:
*Provider of service

*Provider of information
*Rules and regulations

Health care system

1.PHC

2.5creening

3.Tertiary services

4 Hospitalization

5.0ther part of health system

Changein life
expectancy

Critical variables:
*Sex
*Age
*Race/ethnicity

Followup
Guideline
Density of
HR
insurance
Ratiening
benchmar
kirg
Financing
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5.3. Committee Partners

The committee partners are divided into two main categories: the deputies, organizations, and offices
thatare the subdivisions of the Ministry of Health and Medical Education, and other ministries, organi-
zations, and institutions.

1. Deputies, organizations, and offices thatwere the subdivisions of the Ministry of Healthand Medical Education
Deputy health, deputy treatment, deputy food and drugs, deputy education deputy research and tech-
nology, deputy developmentand managementof resources, general relations, policy-making council,

the national institute of health research, and the board of trustees at universities.

5.4.Ministry of Health and Medical Education of Iran

[ Ministry of Health and Medical Education (MOH)]

—[ Health Policy Secretariat ]

IAD PR office
IT Dep. 4[ Inspection Dep. ]
[ Pasture Institute} IBTO

Deput Deput
Deputy Deputy Deputy Deputy puty puty
Deputy for for for for for FDO
for for . o ) )
Nurser Resources Education Traditional Public Curative Research
Y Med Health Affairs and Tech

2. Other ministries, organizations, and institutions

Ministry of Education and Training, Ministry of Industries and Mines, Ministry of Cooperatives, Labor,
and Social Welfare, IslamicRepublicof Iran Broadcasting, Ministry of Youth Affairsand Sports, Ministry
of Roads and Urban Development, Ministry of Agriculture, the Police, the Parliament, the Joint Com-
mand of the Armed Forces, the Judiciary, Expediency Discernment Council, Organization of Manage-
mentand Planning, Ministry of Energy, Ministry of Oil,and municipalities.

5.5.Committee Objectives

The committee was set up with the overall goal of reducing the mortality rate due to non-communica-
ble diseases by25% up to 2025, areduction rate thathas been recommended by the World Health Orga-
nization for all countries. However, it is crystal clear that the national objectives would be determined
based on the country’s conditions, and the progress rate would be specified according to the national
requirementsand resources. These objectivesinclude:

1. Reducingtherate of early deathdue tonon-communicable diseases

2. Reducingtherate of physical inactivity

3. Reducingsodium consumption

4. Reducingtobaccouse

5. Reducingalcohol consumption
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. Reducingthe casesofhighblood pressure

. Preventingtherates of obesityand diabetesfromincreasing

. Increasing the coverage of pharmacotherapyand consultation

. Increasing the coverage of technologies and essential drugs required
for patients of non-communicable diseases

5.6. CommitteeActionPlan

he intended action plan of the “National Committee for Prevention and

Control of Non-Communicable Diseases and related Risk Factors in the Is-
lamicRepublicoflran”forthe preventionand control of these diseasesand
related risk factorsinclude the following sixactivities:

1.

Giving priority to non-communicable diseases at national level and

merging the prevention and control of these diseases in the policies of

all government sections (placing a high priority on non-communicable
diseases)

. Establishing and strengthening the national policies and plans for the
prevention and control of non-communicable diseases (strengthening
national plans)

. Encouraging research for the prevention and control of non-communi-
cablediseases (prioritizing research)

. Promoting interventions for reducing the main, common, and modifi-
able risk factors of non-communicable diseases such as tobacco use,
unhealthy diet, physical inactivity, and harmful consumption of alcohol
(reducing riskfactors)

. Increasing cooperation for the prevention and control of non-commu-
nicablediseases (enhancing cooperation)

. Monitoring non-communicable diseases and their determinants and
assessing the progress rate at the national level (monitoringthetrend of
non-communicablediseases)

. Along with the implementation of the above six activities, the following

outcomesare expectedtobeachieved:

. Developing the map of epidemicincidence for non-communicable dis-
eases and analyzing their social, economic, behavioral, and political de-
terminants as the basis of providing guidance for political, legislative, fi-
nancial, and planning measures required for protectingand monitoring
the preventionand control of non-communicable diseases

. Reducingtheindividuals’and groups’exposure to common and modifi-
able risk factors of non-communicable diseases (such as tobacco use,
unhealthy diets, physical inactivity, and harmful consumption of alco-
hol) and their determinants and also reinforcing the individuals’ and
groups’ capacities for adopting healthier options and following the pat-
ternsof lifestyle thatlead to the health promotion in the community.

. Strengthening the health and care associated with individuals suffer-
ing from non-communicable diseases through setting evidence-based
norms, standards, and instructions related to expenses, the efficacy of
interventions, and the reorientation of the health care system toward
accountability to the available need for the effective management of
chronicdiseases.
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and to provide leadership or sirategic
partnerships
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Inactivity
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A 25% relative reduction in NCDs by
2025

WHO Principles:

Focus on equity

Multisectoral actions and multistakeholder involvement
Life-course approach

Balance between population-based and individual approaches
Empowerment of people and communities

Health systems strengthening

Universal health coverage

Evidence-based strategies

Management of real, perceived or potential conflicts of interest

Diabetes Cancer
Unhealthy R
Diets

Iran National
NCD Targets

Chronic
Respiratory
Diseases

Harmful use
of Alcohol




Governance

1G6.Comprehensive
health information
system CDSS

1G7.National service
framework (N.S.F)

1G1.Strengthening the
supreme council for
Health & Food Security

1G3-1.Advocacy for NCDs
prioritization in all policies

1G3-2.sertion of NCD's
oriented overarching
policies in National
Development Plans of Iran

1G3-3.Advocacy for
allocation of 0.5% of each
public institution for
materialization of the
National Plan

1G2.Formation of NCDs’
National Committee

1G4-1.Finalizing national
plan

1G4-2.Provision of
resources, tools and
techniques
1G4-4.Coordination of
inter-sectoral activities
(agreements)

1G3. Formation of NCDs’
Provincial Committees
1G5-1.Finalizing national
plan
1G5-4.Monitoring and
evaluation
1G4. Upgrading and
Promotion of NCDs’
Directorate within
MoHME

1.A 25% relative reduction in risk of
premature mortality from CVDs, cancer,
diabetes, chronic respiratory diseases

Risk Reduction

1RR1.Fruit and
vegetables

1RR2. Reducing air
pollution

1RR2-1.Inventory of air
pollutant resources
(PM2.5,PM10)

1RR2-2.Enforcement clean
air act by health approach

1RR2-3. Supervision and
monitoring of man-
made mobile source on
the critical air pollution
sources, semi-critical and
non-critical approach on
the health affected.

1RR2-4. Implementing
green strategy by
MoHMEto build energy
efficient premises, i.e.
Health Houses, Healthcare
centers, and hospitals,
align with WHO & IPCC
Guidelines

1G4-3.Implementation of
intra-sectoral activities

1G4-5.Monitoring and

evaluation

1G5-2.Provision of
resources, tools and

techniques

1G5-5.Coordination of inter-sectoral activities

(agreements)

1G6-1.Restructuring organizational chart of NCD
Directorate to accommodate current status

1G6-2.Achieving financial
independence of NCD
directorate under new
organization

1G5.Provision of National Plan to

manage stroke and CVDs

1G7-1.Developing a
National plan for
Prevention and
Control of CVDs, in
line with the
WHOPEN approach

1G7-3.Integration of
National plan for
Prevention and
Control of CVDs into
PHC

1G7-5. Holding
training workshops
for health workforce

1G7-2. Developing
national diagnosis
and treatment
guidelines for self-
care, outpatientand
inpatient services

1G7-6. Expanding
access to the

on implementation of = essential

National CVD Plan

technologies and

1G7-4. Engaging with
medical universities

to integrate National
NCD Planinto in PHC

necessary drugs to
control CVD/HBP and

1G7-7. Integrating
required measures
(prevention &

their risk factors,
particularly at PHC
levelHolding training

treatment)to prevent ' workshops for health

heart attack and
stroke into PHC

workforce on
implementation of
National CVD Plan

1G5-3.Implementation of
intra-sectoral activities

Health Care

1HC1. Emergency care

1HC1-1.Performing CVD
emergency care and CPR
course for population

1HC1-3. Public Education
by mass media on CPR

1HC1-5.Reducing the
duration of on time
treatment (through
process refinement and
guidelines implementation)

1HC1-7. Improving quality
of hospital CCU wards
(inpatient services)

1HC1-2.Performing CVD
emergency care and CPR
course for Health
workeforce

1HC1-4. Providing CPR
equipment(defibrillator)
for public places; work
places; ambulances

1HC1-6.Improving hospital
emergency ward
(outpatient) services by
early diagnosis
measures(improving PPCI)

1HC1-8. Strengthening MI
registry in CCU wards in
Hospitals

1HC2.Rehabilitation care

1HC2-1. Strengthening and
performing CVD
rehabilitation Program in
all the hospitals having
CCU wards

1HC2-3.Developing CVDRP
guidelines for different
levels of staffs and
educating them

1HC2-2. Integrating
rehabilitation program at
PHC level

1HC2-4.Performing
compulsory Continuous
Education for physicians

1HC2-5.Integrating the
CVDRP in PHC

1HC2-6.Ensuring CVDRP staffs(rehabilitation
medicine specialist, nurses and etc)

1HC3.Community
participation

1HC3-1. Community

partnerships or Charities

helping in equipping
Hospitals’ CVDR wards

1HC4. PHS reform and family
physician in Iran and urban

area

1HC4-1.Ensuring provision of Psychology and
nutrition services at lowest level of PHC

1HC4-2.Public education

Surveillance

151.Death
Registry

1S1-1.Developing NCDRFs
surveillance system to
NCDs death registry
system

1S1-2.Making electronic
system for data registry

1S1-3.Strengthening
routine data registry

1S1-4.Strengthening MI
registry system

1S1-4.Educating physicians
for accurate death registry
based on death registry
guideline(compulsory
continues education
course)

1S2.Cardiovascula
r & Chronic
Respiratory
disease Registry

1S2-1.Creating a system of
identification, Surveillance,
monitoring and reporting
of morbidity and mortality
associated with inhalation
of air quality (Air Borne
Disease) in country

1S3.PM2.5 &
PM10 monitoring
in Mega and
Metropolitan
cities

-Benzene &
Benzo a Pyrene

183-1. Establish evaluated
monitoring Stations for
goal air pollutants
(PM2.5,PM10,Benzene,
Benzo a Pyrene) atleast 43
cities over 300 thousand
inhabitants

Target
Scope
Strategy

Activity
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Governance

2G1.Comprehensive Plan “Prevention,
Treatment, and Reduction of Alcohol
Intoxication, 2011-2015” endorsed by
supreme Council of Health and Food
Security and supreme Social Council of
Mol National Policy Document
"Prevention, Tackle, Treatment, Harm
Reduction and Rehabilitation of Alcohol
Use, 2013-2017"

2G1-1.National Committee of Alcohol
Prevention and Control Meetings

2G1-2.Substance Abuse Prevention and
Treatment Office (SAPTO), Mental
Health, Social Health and Addiction
Department (MeHSHAD) meetings

2.A 10% relative reduction in

the use of alcohol

Risk Reduction

2RR1.Primary prevention & integration
in general health system

2RR1-1.Development of a service
package for integration of alcohol
services in primary health care system
[The family physician program]

2RR1-2.Standardization of AUDIT in Fars

2RR1-3.To strengthening outpatient
alcohol treatment in 150 outpatient
treatment centers

2RR2.Treatment

2RR2-1.To strengthening inpatient
alcohol treatment servicesin 6
academic psychiatric ward

2RR3.Education

Health Care

2HCL1. Primary
prevention & integration
in general health system

2HC1-2. Standardization
of AUDIT in Farsi

2HC1-3. To

strengthening outpatient
alcohol treatment in 150

outpatient treatment
centers

2HC2.Treatment

2HC2-1. To
strengthening inpatient
alcohol treatment
services in 6 academic
psychiatric ward

2HC1-1. Development of
a service package for
integration of alcohol
services in primary
health care system [The
family physician
program]

Surveillance

2S1.STEPS- GSHS-GYTS

251-1. To conduct a KAP study on
alcohol, and other main drug of
abuse including opioids and
stimulants Development of health
related alcohol information system

Target
Scope
Strategy

Activity
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Governance

3G1.Budget
allocation in MOHME

3G1-1.

National plan for
physical activity
promotion

3G2.National plan

3G1-2. Enforcement
The *" Five Years Law
development
Program in |.R of
Iran,

3.A 10% relative reduction in prevalence

of insufficient physical activity

Risk Reduction

3RR1.School based approach

3RR1-1.Health promoting
school program ,dynamic 3RR1-2.Encourage schools and

area established, integrate ~ universities to adopt standards for
PA in health identification

Health Care ,
Surveillance

3HC1.Use a health care systems
approach to promote physical
activity and prevent and treat

351.STEPS-GSHS- GYTS

the inclusion of physical activity in
before and after-school programs

3RR1-3.Require pre-service and continuing education for
physical education and elementary classroom teachers to
deliver high-quality physical education and physical activity
programs.

3RR2.Work place
based approach

3RR2-1.Identify key policies and activities that
employers, both private and public, can implement to
promote physical activity in the workplace.

3RR2-2.Develop legislation and policy agendas that
promote employer sponsored physical activity program

3RR2-2.Develop and implement an advocacy agenda. Work with
employers to make physical activity practices and policies.
Identify funding sources for advocacy activities

3RR3.Community based

approach
3RR3-1.Use community mobilization techniques to recruit and engage
members, volunteers, and constituents.

3RR3-2.Use all available communication channels to members,
volunteers, and constituents, including print publications, websites, social
media, broadcast media, and newsletters to promote engagementin
behavior change and advocacy

Use enhanced strategies, such as culturally tailored programs, materials,
and communication channels, to reach special populations,

3RR3-3.Develop a highly visible national logo, campaign brand, and
physical activity messages

3RR3-4.Develop a style guide and training manual on the use of the mass
media messages and national logo and branding stakeholders. Involve
users in creating these tools

physical inactivity such as Obesity
clinicsObesity clinics

3HC2-1.Establish a specific unit for
coordinating of physical activity
programs in ministry of health
&medical education

3HC2.Assess and discuss with their
clients regard to physical activity by
all health care providers

3HC2-1.Establish a national network
of programs, providers and
advocates for physical activity

3HC3.Create, maintain, and
leverage cross-sector partnerships
and coalitions thatimplement
effective strategies to promote
physical activity

3HC3-1.Ensure that all health care
professional organizations
encourage their members to assess
clients’ physical activity

3HC3-2.Include fields for tracking
clients’ physical activity in electronic
health records

3HC3-3.Develop a Healthcare
Effectiveness and Data Information
Set (HEDIS) measure for physical
activity

3HC3-4.Encourage health care
professionals to be role models for
active lifestyles for peoples

3HC3-5.Encourage public health
professionals to both educate and
learn from partners in order to
strengthen the effectiveness of the
partnership and the efforts of each
member

3HC3-6.Examine successful cross-
sector partnerships to identify and
incorporate key elements of success

3HC3-7.Provide sustained resources
public health agencies that support
physical activity practitioners to act
as conveners of multi-sector
coalitions and to provide leadership
for strategic partnerships

3S2.STEP, National monitoring and
evaluation framework for physical
activity

3S2-1.Data collection, Data analysis,
Data entry

Target
Scope
Strategy

Activity
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4G1.
Revising
Standards
regarding
salt in food
products

4G2.
Regulating
unhealthy
food
marketing

L 100 | Chapter7

Governance

4G1-1.Establishing
the technical
committee

4G1-2.To
categorize and
develop the list of
food products

4G1-3. revise the
standard of salt with
priority of most
frequent consumed
food products

4G2-1. Forming a
technical work
group

4G2-2.To develop
Iranian nutrient
profiling module

4G2-3.To develop
the list of unhealthy
food product based

on the nutrient
profile modules

Target
Scope
Strategy

Activity

4.A 30% relative
reduction in mean
population intake of
salt/sodium

Risk Reduction

4RR1. Enforcement
the standards

4RR2. Enforcement
on food marketing
regulatory

4RR3. Substitution
of sodium in salt
with KCL

4RR4.Community
based approach

4RR5.School based
approach

4RR6. Workplace
based approach

4RR1-1.To form a work
group for developing draft
of resolutions to be
approved by the supreme
council

4RR3-1. Meetings with food
industry to encourage
producing low sodium salt

4RR3-2. Support and
facilitate producing low
sodium salt (loan, ...)

4RR4-1. Annually
educational campaigns

4RR5-1. Establishing healthy
School canteen

4RR5-2. Conducting
workshops, seminars and
training courses

4RR5-3. Developing
educational materials

4RR5-4. Encourage food
industry to produce healthy
snacks

4RR6-1. To develop
guideline on healthy diet
regarding to salt
4RR6-2. Seminars ,
workshops and training
courses

4RR6-3. Developing
educational materials

4RR6-4. Enforcement to
implement guideline

Health Care

4HC1. Education

4HC1-1. Developing
educational
materials

4HC1-2. conducting
workshops, training
courses and
seminars for
different levels of
health workers

4HC2. Nutrition
counseling centers

4HC2-1. Developing
guideline

4HC2-2. Training
courses and
workshops for
nutrition experts

453-1.Health
promoting through
school program

454-1.Health
promoting through
Workplace program

Surveillance

4S1.STEPS

451-1.To form a
technical work group

4S1-2.To develop the
proposal

451-3.To conduct
national survey

4S1.Substitution of
sodium

4S1-1.Encourage food
industry for usage low
sodium salt (replaced
with KCL)

4S2. Community based
approach

4S52-1.community
mobilization

452-2.Use all available
communication
channels

4S3. School based
approach

4S3-2. Appropriate
health education
for students

453-3.To make available
healthy food

4S4.Workplace based
approach

454-2 . Appropriate
health education for
employers




June 2015

Governance

5G1. Enforcement/
smuggling

5G2.Tax/ Retail price

5G3. Enforcement

5G3-3.Market control
through operating the
licensing system from whole
up to the retail sale

5. A 30% relative reduction in prevalence of

current tobacco use in
persons aged over 15 years

Risk Reduction

5G1-1. Strengthening S5RR1
National Tobacco Control

Community
Headquarters (HQ)

based approach

5G1-2. Ratifying the protocol

on eliminating R —_—
.Schoo

based approach

5G2-1. Proposing the draft
law on Tobacco Excise tax
system to the Parliament

5G3-1. Boarder control for

smuggled tobacco products il ER e plas

based approach

5G3-2.Implementing
controlling measures
including tracking and
tracing tobacco products

5G3-4.Implementing Tobacco Plain

packaging

5G3-5.Ban all forms of tobacco advertising,

promotion and sponsorship

5RR1-1.Implementing
community based
awareness raising campaign

5RR2-1.Implementing
School based awareness
raising campaign

5RR2-2. Integration of
smoking prevention in
school educational
curriculum

5RR3-1. Implementing
awareness raising based
campaign

5RR3-2. Ban of tobacco
smoking in public places
traditional restaurants
and coffee- shops

Health Care Surveillance

5HC1.Smoking caseation clinics
5S1.STEPS-GSHS-GYTS

5HC1-1.Expanding Smoking

caseation services 5S1-1. Implementing Tobacco

Target
Scope
Strategy

Activity
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Governance

6G1.Alignment of preventive
and diagnostic guidelines

6G2.Revising medical students
curriculum to make them
capable to manage
Hypertension

6G3.All salt reduction
governance strategies

6G4. Regulating food
marketing

6G5.Pay for performance

6G6.All physical activity
governance strategy/Budget
allocation in MOH

6G7.National plan

Target
Scope
Strategy

Activity

6G1-1. Holding on National
Scientific/technical CVD
Committee(hypertension
subcommittee) sessions

6G1-2.Revising Hypertension
assessment, diagnosis and
treatment guidelines by making
new approach to Hypertension
diagnosis and treatment based
on WHO PEN

6G2-1.Developing localized
Hypertension Prevention and
Control guideline(text)
6G2-2.Prophecy the new
Curriculum to Medical
Universities

6G3-1.Establishing technical
committee

6G4-1.To develop nutrient
profiling module

6G4-2.To develop the list of
unhealthy food product based
on the nutrient profile modules

6G6-1.Enforcement The “" Five
Years Law development
Program in I.R of Iran

6G7-1.National plan for PA
promotion

6. A 25% relative
reduction in prevalence of
raised blood pressure

Risk Reduction

GRRI'AII salt 6RR1-1.To form a work
reduction group for developing
governance suggestions to be approved
strategies by the supreme council
6RR2.5ubstitution | BRR2-1.Encourage food

" industry for usage low
of sodium

sodium salt (replaced with
KCL)

6RR3.All physical
activity governance
strategy

6RR4.School based
approach

6RR3-1. Health promoting
school program

6RR3-2. dynamic area
established

6RR3-3. integrate PAin
students health
identification

6RR5.Work place
based approach

6RR6.Community
based approach

Health Care

6HCL.Effective continuous
education

6HC1-1.Prophesy the new
Hypertension guideline to
MOHME Continuous
Education Center

6HC1-2.Making compulsory
the Continuous Education
course

6HC2.Effective public
education

6HC2-1.Education in health
centers based on validated
document based guidelines
and educational package
and respondent to the
different programs target
groups needs

6HC2-2.Education by mass
media and other
organizations and offices
based on validated
document based guidelines
and educational package and
respondent to the different
programs target groups
needs

Surveillance

6S1.Continuous research on
population based
intervention

6S1-1.Strengthening NCDRFs
surveillance system

6S1-2.Prioritizing the
researches needed for
prevention and control of
Hypertension

6S1-3.Prioritizing the
researches needed for
evaluation of Hypertension
population based
intervention

651-4.Making electronic
system for data registry

6S1-5.Strengthening routine
data registry

651-6.Codification of
monitoring and evaluation
indicators of the programin
the health sector

6S1-7.Analyzing and
interpreting monitoring and
evaluating results at the
national and provincial
levels for giving feedback to
different levels of health
network

651-8.Prioritization of cost-
effectiveness interventions
for early diagnosis and
treatment of CVDs

651-9.Using successful
experiences of pioneer
settings

6S2.CVD registry

6S2-1.Strengthening NCDRFs
surveillance system

652-2.Developing NCDs
surveillance system

6S2-3.Strengthening NCDs
death registry system

652-4.Making electronic
system for data registry

652-5.Strengthening routine
data registry

6S2-6.Strengthening and
developing Ml registry
system to other CVDs




Target
Scope
Strategy

Activity

Governance

7G1.Alignment and
implementing the
preventive and
diagnostic guidelines

7G2.All physical
activity governance
strategy:

7G1-3.Designing and
following up the
performing of food
labeling law

7G1-4.Codifying
policies for control
and restriction of
advertizing and
marketing on
beverages, snakes
and unhealthy foods
for children

7G1-6.Designing and
following up the
approval and
performing of laws
and regulations
related to restriction
of advertising on
harmful foods in
mass media

7G1-1.Holding on
National Scientific/
technical CVD
Committee sessions

7G1-2.Revising
obesity prevention,
assessment and
treatment guidelines
by making new
approach to WHO
PEN

7G1-5.Designing and
following up the
approval and
performing of laws
and regulations
related to updating
the production,
preparation and
distribution of food
substances standards
(from farm to table)

7G1-7.Subsidizing
the healthy foods

7. A Halt the rise in
diabetes and obesity

Risk Reduction

7RR1.Revision and
enforcement of
standards

7RR1-1.Holding on
National Scientific/
technical CVD
Committee sessions

7RR2.All harmful use
of alcohol
governance strategy

7RR3.All physical
activity risk reduction
strategy

7RR3-2. Advocacy for
partnership and
collaboration of
related private
sectors

7RR3-3. Developing
nutritional guideline
for prevention and

7RR1-2.
Collaboration with
nutrition technical
committee

7RR2-1.
Strengthening the
implementation of
National
Comprehensive CVD
Prevention and
Control Program

7RR3-1.
Strengthening the
intersectoral
coordination by
developing National
intersectoral
collaboration
program for CVD
control

7RR3-4. Developing
counseling guidelines
and self-care

7G3.Enforce integrated action plan for
prevention and control of diabetes,
hypertension, overweight and obesity
and dyslipidemia in Primary Health
Care (PHC)

7G3-1.Establishing
technical committee
and risk factors

7G3-3.Approve the integrated action plan by

The national advisory committee

7G4.Effective
Implementation of
integrated program for

prevention and control 7Gé6.Increase and

of diabetes, prioritize
hypertension, budgeting
overweight and obesity || allocation
and dyslipidemia based

on Population wide and

individual intervention

approaches 7G7.Engage

private health
sectors and related
non-health sectors
(multi-sectorial
actions)

7G4-1. Implementation
of integrated program
in the Health System

7G8.Reinforce
health system and
efficient use of
health care
resources

7G5.Strengthen
capacity of Health
System particularly
atprimary care level

7G5-1.Re-
orientation of

7G5-2. Employment
of needed educated

health system = manpower

to address the

prevention of

NCD and the 7G9.Provide
underlying equitable

social opportunities for

determinants 2
effective

intervention for all

7G10.Accomplishing applied
research on NCD and its risk
factors

7G10-1. Conduct

early detection and

control of materials for

overweight and prevention and

obesity control of
overweight and
obesity

7RR4.Promote public health literacy and culture
regarding diabetes and other CV via healthy behaviors
and self-care and avoiding exposing to risk factors

7RR4-1.Produce Educational Material

7G3-2.Integrated the action
plans forindividual disease

7RR4-2.Education
7RR5.Primary prevention with
Assessing and Managing CVD risk in
population with risk factors
7RR5-1.Using WHO/ISH risk
prediction Charts

7G6-1. Precise
Financing
7G6-2.Raising
adequate funds for
universal coverage

7RR5-2.Proper Intervention

7RR6.Community
engagement and
empowerment of people for
self-care

7RR6-1.Collaboration &

7G7-
1 Third party & Education

.Collaboration
7G7-2.Sign of
Agreement

7G8-1.Need
assessment

7G8-2.Define basic
diagnostics and
essential
medications

7G9-1.Easy access
to health system

7G10-2.Appropriate NCD subjects

applied research for student thesis

Health Care

7HC1.Identifying and
treating overweight
and obesity From
childhood

7HC1-2.Providing
weight scale
equipment for public
places

7HC1-3.Capacity
building and Ensure
nutritionist/ dietician
atthe lowest level of
PHC for counseling
and prescribing
healthy diet

7HC1-6. Giving
incentives to obese
people( weight scale,
measurement tape,
cooking book) in
7HC1-8. Healthy diet
Counseling in health
events

7HC2.Provide
prevention, early
detection and cost
effective case
management

7HC3. Access to basic
diagnostics and
essential medications
to prevent
complications,
improve quality of
life and productivity
7HCA.
Standardization of
diagnosticand
investigation
procedures and
medications
prescription

7HCS. Efficient
referral and follow-
up system

7HC6. Define the
monitoring and
evaluation indicators

7HC7. Insurance
coverage for all PHC
services

7HC8. Empowerment

of patients and their
families for self-care

7HC1-1.Revising
obesity prevention,
assessment and
treatment guidelines
by making new
approach to WHO
PEN

7HC1-4. Encouraging
people to have
weight scale

7HC1-5.Educating
people by mass
media and health
workers for
identifying BMI

7HC1-7. Screening
weight measurement
in health events

7HC1-9. Printing BMI
chart

7HC2-1. Education &
early detection &
Cost Effective
management based
on national

Surveillance

7S1.Strengthening
the weight
registration system

751-1.Establishing
registration system

751-
2.Strengthening
the NCDs
surveillance
system(STEPs)

7S2. .Strengthen
and Upgrade the
DM registry
system Gathering
reliable health
information of
people via SEPAS
system

guidelines

7HC3-1.Provide
accessible Health
system

& Provide essential
and effective
medication

7HC4-1.Update
guidelines

& To equip health
system with
necessary diagnostic
equipment

7THC5-
1.Implementation of
referral and follow-
up systemin PHC

& Effective
collaboration with
higher levels of
health system

7HC6-1.Define the
“Health Panel”
including important
indicators of
integrated program
& Distributed in all
universities

& Request the Panel
a

7HC7-1.Insurance
coverage

7HC8-1.Education
& Provide Self Care
Materials, facilities
and devices
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8. A 50% of eligible people receive drug
therapy and counselling
to prevent heart attacks and strokes

Risk Reduction Health Care

Governance Surveillance

8HC1.Engagement
of private Sectors

8G1.Developing and
integration of the national

R 8S1.Healthcare
guidelines

quality survey

8HC1-1. Advocacy for partnership and
i g (HQS)

collaboration of related private
sectors

8HC1-2. Strengthening the
inter sectoral coordination by
developing national
intersectoral collaboration
program for CVD control

8G1-2.Developing and
Preparing commitments and
standards of integration of
National CVD Prevention and
Control Program in Health
care Networks

8G1-1.Developing
National Comprehensive
CVD Prevention and
Control Program with
the WHOPEN approach

8HC1-3.Engaging the representatives
of private sectors in CVD risk factors
subcommittees

8HC1-5. Coordination and
advocacy for considering the
attached health document in

8HC1-4.Engaging NGOs in planning
the program(for approval of extent of

Target
Scope

Strategy

851-1. Strengthening the
data gathering system.

851-2. Strengthening the
reporting system and
mechanizing it at different
levels.

851-3. Strengthening the
applied researches quality
on the NCDs and their risk

8G1-3.Developing CVD
prevention and control
guideline

8G1-4.Developing counseling
guidelines and self-care
educational materials

8G2.Enforcement of the
national guidelines

8G2-1.Prophecy the
(NCVDPC) to the MS&HS
universities and
integrating the program
in PHC level

8G2-3.Making access to
the essential
technologies and
necessary drugs to
control CVD/
Hypertension and their
risk factors by prediction
and supplying the anti
hypertension drugs and
provide requisite
resources at different
particularly lowest level
of the PHC

8G2-7Collaboration and
corporation in capacity
building and training
staffs and manpower via
needs assessment.

8G2-2. Holding
workshops for training
health workers on how
to implement the
(NCVDPC)

8G2-4.Integrating the
counseling to prevent
heart attack and strokes
in the first level of PHC

8G2-5.Ensuring the
counselors
(Psychologists,
nutritionist) at lowest
level of the PHC

8G2-6.Using mass media
for public education

8G2-8.Intersectoral
coordination and
advocacy for legislation
in the field of reduction
of risk factors

duties and commitments of
partnerships in the program
implementation )

8HC1-6.Intersectoral collaboration

with the non-governmental

organizations in the line of building\
establishing healthy environment
(work places in offices and factories,
schools, green spaces and lands,
universities, health centers and....)

8HC2.CVD Risk score

8HC2-2.Grading people(30 years
and more) by developing CVD risk

score chart

8HC2-3. Identifying the high risk

people(30 years and more)

8HC3.Improving the quality of
healthcare (private/ public,
outpatient/inpatient)

8HC3-1.Improving the health care
delivery at secondary and tertiary

levels by advocacy and

strengthening the referral system

8HC3-5.Updating and making

planning the developmental
programs

8HC1-7.Preparing and
printing educational
materials

8HC2-1.Developing guideline for CVD risk
scoring

8HC2-4.Counseling and Treatment based
on risk score

8HC2-2.Providing and printing localized
Risk Score Chart for health centers/settings

8HC3-2.Appropriate case finding in health houses,
health centers and health posts according to age
groups of people referr to health houses/centers

8HC3-3. Initial assessment of population under
coverage of health centers to identify risk factors and
high risk groups

8HC3-4.Regular managing and caring of identified
patients and refer them to specialized level if
necessary

factors

851-4. Implementing the
national surveys related to
CVD and its risk factors
healthcare quality in
appropriate periodical
time

851-6. Designing and
performing localized
survey according to the
results of analyzing and
with collaboration and
participation of all of the
organizations and
stakeholders in local
communities

851-7. Giving priority to
research plans related to
NCDs in universities and
research centers and or
allocating part of research
budget of research
centers and universities to
research plans pertain to
NCDs

851-8. Establishing
surveillance system
technical committee
considering the whole

native and localizing the
screening, case finding , treatment
and prevention of CVD and their
risk factors guidelines and
protocols

8HC3-6.Establishing electronic record and information
system of health care in delivering CVD prevention
and treatment services

8HC3-8.Designing technical and up-down managerial
monitoring and evaluation system at different levels
of health system for promotion of the quality of the
NCDs prevention and control program.

8HC3-7.Designing and performing
programs on increasing access to
the necessary counseling services
(website, phone counseling,
mobile health)
8H(C3-9.Designing and performing audit system for
prevention and control of NCD
8H(C3-10.Monitoring and
Evaluation of the trend of CVD
complications and deaths

8HC4-1.Developing home care guideline for CVD and

ol its risk factors

8HC4-2.Routine screening and case
finding of high blood pressure and
high blood sugar through home

8HC4-3.Routine screening and case finding of high
blood lipid through home care and self care according

care and self care according to LClRUIEl e
guideline
8HC4-4.Control of blood pressure , blood sugar and
blood lipid by patients according to guideline
8HC5.Self-care

8HC5-1.Promotion of public health cultural and health
literacy in the field of healthy behaviors and self care

8HC5-2.Developing and and avoiding exposing to risk factors

dissemination of the self care
culturein all of the Health system

TS VS 8HC5-1.Designing and performing self care program at

different levels of health care network and at different
organizations

aspects of surveillance
(exposed, outcome,
health system and other
sectors response)
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Governance

9G1.Increase availability
to appropriate
treatment for STEMI &
stroke

9G1-1.Determine and
equip center for PPCl
treatment

9. An 100% availability of the affordable
basic technologies and essential
medicines, including generics

Risk Reduction

9RR1.- Promote
utilization all patients at
risk to diabetic,
hypertension and lipid
modifying medicines at
affordable cost.

9RR1-1.Assess to best
thrombolytic therapy( r-
tpa) and PPCI in hospital

Health Care

9HCl.Increase effective
stroke unitin hospital &
centers with active
cathlab (24/7) for PPCI

9HC1-1.Equip hospitals-
rehabilitation services
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Surveillance

9S1.registry of stroke
case & STEMI case in
hospital

951-1. Determine a
responsible person for
registries in each step of
treatment

Target
Scope
Strategy

Activity
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Governance

10G1 Enforcement by
supreme council

10G2.Revision and
enforcement of standards

10G3.Targeting oil

subsidies

10G4.Food marketing
regulatory

10. Zero trans fatty
acid in food & oily
products

Risk Reduction

10RR1.Community

10G1-1.To restrict palm oil import based approach

10G1-2. increase the import of
edible oil with high quality

10G1-3.Taxation of oils with high
TFA and SFA

10RR2.School based
approach

10G1-4.Local producing of seeds
oil

10G1-5.Supporting o
improve technology

ndustry to

10RR3.Workplace

10G2-1. Establishing the technical based approach

committee

10G2-2. Food labeling (Traffic light)

10G3-1.To form a working group

10G3-2.To determine the
vulnerable groups to receive
subsidies

10G4-1.To form a work group for
developing thelist of food
products to be restricted
advertising

10RR1-1.Educational
Camping’s

10RR2-1.Healthy School
canteen Conducting
workshops, seminars

10RR2-2.Conducting
workshops, seminars,..
(teachers, school children,
parents)

10RR3-1.To develop
guideline on healthy diet
regarding to edible oil

Health Care

10HC1.Education

10HC1-1.Developing
educational materials

10HC1-2.Conducting
workshops, training courses
and seminars for different
levels of health workers

10HC2. Nutrition counseling
centers

10HC2-1.Developing
guideline

10HC2-2.Training courses
and workshops for nutrition
experts

Surveillance

10S1. Food
Consumption
survey

10S1-1.To forma
technical
committee

10S1-2.To develop
proposal

Target
Scope
Strategy

Activity
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Formation of NCDs’
Provincial
Committees

Upgrading and
Promotion of NCDs’
Directorate within
MoHME

Provision of National
Plan to manage stroke
and CVDs

Finalizing provincial plan
Provision of resources, tools and techniques
Implementation of intra-sectoral activities

Coordination of inter-sectoral activities
(agreements)

Monitoring and evaluation

- Restructuring organizational chart of
NCD Directorate to accommodate
current status

- Achieving financial independence of
NCD directorate under new
organization

- Developing a National plan for Prevention
and Control of CVDs, in line with the
WHOPEN approach

-Integration of National plan for Prevention
and Control of CVDs into PHC

-Developing national diagnosis and
treatment guidelines for selfcare, outpatient
and inpatient services

- Engaging with medical universities to
integrate National NCD Plan into in PHC

-Holding training workshops for health
workforce on implementation of National
CVD Plan

- MOHME-
Deputy for
Curative affairs

- MOHME-
Deputy for
Public Health
(NCD
Management
Center
(Suggested to be
promoted), PHC
development
Center, Family
and population
Health Center,
Health Education

Approval of the National
Plan

100% engagement with
intra/inter sectoral
stakeholders (Based on the
list included in the National
Plan)

Quarterly report of the
implementation of the
National Plan

Summative evaluation of the
National Plan in 2018, 2021
& 2025

Annual report of financial,
HR and other resources
status for the National Plan

Benchmarking provincial
activities to promote best
practice in the
implementation of the
National Plan; and reporting
the results on the yearly
basis

- ANCDs national
office that is
internally capable

to address the
requirements of the
National NCD Plan

-Wide adoption of national
guidelines into PHC (by
2017) -National Plan for
Prevention and Control of
CVDs, aligned with the
WHOPEN approach, to be
ready by 2017

- Standards of integrating
National Plan for Prevention
and Control of CVDs to be
integrated into PHC (by
2017)

-Integrated counseling
required services into PHC to
prevent heart attack and
strokel(hv 2017))

Appointment of independent
internal auditor

Appointment of independent
external auditor

- Improvement of HR,
available finance
resources, and the

position of the
Directorate in
MoHME's hierarchy

-Integration of National CVD
Program into PHC

- No of required staff for
implementing National Plan
Psychologists, nutritionist, ..)

-Proportion of trained staff

-Increased volume of supplied
drugs

-No. of workshops to be hold

-CVD mortality rate

Budget for :

Resource, tools and
techniques provision

Resource for
implementation of the
intra-sectoral acti

Resource for
coordination of the
inter-sectoral acti

ties

Resource for internal
and external auditing

Budget for:
- HR

- Financing
required
interventions

-Budget allocation

By the
end of
2025
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1- A 25%
relative
reduction in risk
of premature
mortality from
cardiovascular
diseases,
cancer,
diabetes, or
chronic
respiratory
diseases

Governance

Strengthening the
supreme council for
Health & Food

Advocacy for NCDs prioritization in all
policies
Insertion of NCD's oriented overarching

policies in National Development Plans

At least quarterly

convention of the
Council

60% of all rectified

Reporting achievements
of desired outcomes in
NCDs' National
Committee

Budget for :

— Establishment of
Secretariat

Ongoing

Sty of Iran decisions addresses Formative evaluation of - M&E
- Advocacy for allocation of 0.5% of each NCDs stakeholders' — Advocacy
public institution for materialization of commitment to desired - Staff
the National Plan targets of the National — Equipment
Plan
Formation of NCDs’ | Finalizing national plan - Approval of the - Appointment of Budget for :
National Committee . National Plan independent internal
- Provision of resources, tools and - 100% engagement auditor - Resource,
techniques with intra/inter - Appointment of tools and
- Implementation of intra-sectoral sectoral independent techniques
activities stakeholders (Based external auditor provision
- Coordination of inter-sectoral activities on the list included _ - Resource for
(agreements) in the National implementati
- Monitoring and evaluation Plan) on of the
- Quarterly report of intra-sectoral
activities

the implementation
of the National Plan

- Summative
evaluation of the
National Plan in
2018, 2021 & 2025

- Annual report of
financial, HR and
other resources
status for the
National Plan

- Benchmarking
provincial activities
to promote best

- Resource for
coordination
of the inter-
sectoral
activities

- Resource for
internal and
external
auditing

practice in the
implementation of
the National Plan;
and reporting the
results on the
yearly basis
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- Supervision and monitoring of man-made
mobile sources (motorcycles, private cars,
motorized fleet of public transport within
and suburban trains, aircraft) on the critical
air pollution sources, semi-critical and non
critical approach on the health affected.

-Enforcement of clean air act through health
approach

-Implementing green strategy by MoHMEto
build energy efficient premises, i.e. Health
Houses, Healthcare centers, and hospitals,
align with WHO & IPCC Guidelines

-Security forces To determine shareof air
(Traffic police) , - | pollutant related to mobile
Ministry of resources

Interior (Home

Office), -Ministry

of Industry,

Mining and

Trade

(Department of

Industry and

Mines), Ministry

of Transfer and

Urban

Development

(the country's

transportation

terminals

Civil Aviation
Organization,

The Islamic
Republic of Iran
Railway
Company )

Iran’ Institute of
Standards and
Industrial
Research

Cabinet , Health
Policy
Secretariat

Ministry of Low emission of air pollutant
Health and by MOHME

medical

Education

Identifying subcategories of 3 years
mobile resources to emission

air pollutants

(PM2.5,PM10,Benzene,

Benzo a Pyrene)

30% of each air pollutants 5 years
decrease after 5 years

50% energy efficiency in 10 years
MOHME and emission
reduction of air pollution
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Risk
Reduction

Comprehensive
health information
system (HIS), in
particular: EHR &CDSS

National service
framework (N.S.F)

Reducing air pollution | -Inventory of air pollutant
resources(PM2.5,PM10)

development
Center, Family
and population
Health Center,
Health Education
and Promotion
office )

- MOHME-
Deputy for
Development
and HRH-
MOHME- Deputy
for Education

-Food and Drug
Organization

-Department of | To achieve National profile National profile
Environment - of air pollution, by each
Ministry of resources of particulate

Interior -Ministry = emission
of Petroleum,

Ministry of
Agriculture

Ministry of
Transferand
Urban
Development
Ministry of
Industry mine
and trade.

2 years

M —
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Community
participation

PHS reform and
family physician in
Iran and urban area

CcvD - MOHME
Deputy for

-Strengthening and performing CVD AT S

rehabilitation Program in all the hospitals
having CCU wards -Health
Insurance

-Integrating rehabilitation program at PHC D

level
lopi idelines for diff - VIOHME

_._um<_m ow_:m%<oﬂv mo_:_ e ._:mm _Joﬂ ifferent Deputy for
eve m.o. staffs and educating them Health(NCD
(Physicians, nurses, health workers

management
(Behvarses, health care providers),,health

Center)
volunteers,..)

-CVvD

-Performing compulsory Continuous Rehabilitation

Education for physicians subcommittee

-Integrating the CVDRP in PHC

-Ensuring CVDRP staffs(rehabilitation

t, nurses,
nutritionists/dietician, psychologist, physical
activity training coaches)

Mentioned points could be consider for:

Cancers

Diabetes

Chronic Respiratory Diseases

- Community partnerships or Charities
helping in equipping Hospitals’ CVDR wards

Ensuring provision of Psychology and
nutrition services at lowest level of PHC

-Public education

-Integrating rehabilitation
program at PHC level(by
2017)

-Integrating rehabilitation
program in hospitals with
CVD ward:

-Equipped hospitals for
strengthening or establishing
rehabilitation ward(20%
every year)

-Hospitals with ensured
staffs (at least 80%, 20%
increase every year)

-Trained staffs at different of
health levels(hospitals, PHC)
(20% every year)

-Participated patients in
rehabilitation program( at
least 80%, 20% increase
every year)

-Reduced recurrent Ml and
strokes in one month
later(at least 80% , 20%
every year)

-Charities help in equipping
Hospitals CVDR wards ( at
least 20%)

-Mortality rate resulting from
CVD (IHD,CAD,MlI,Stroke,..)

-Percent of equipped
rehabilitation wards in
Hospitals

-Percent of trained staffs

-Percent of Participated CVD
patients in Rehabilitation
Program at different levels of
health network

-Percent of recurrent Ml and
strokes(in one month later)

-Percent of hospitals with
required rehabilitation wards
manpower

-Percent of equipped
hospitals by community
partnerships

-Budget allocation By the
X . end of

-curriculum for CVD 2020

-National program on

CVDR

—Guidelines for CVDR

-Educated manpower
By the
end of
2025
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Health Care

Emergency care

CvD - MOHME-
Deputy for

-Performing CVD emergency care and CPR Curative affairs

course for general population
(staff,workers,students,soldures,militaries,...) | - MOHME-
Deputy for

- Performing CVD emergency care and CPR public Health

course for Health workforce
-Mass media (IRI

-Public Education on CPR by mass media .
Broadcasting

-Providing CPR equipments(defibrillator) for

X , press, magazine
public palces; work places;

, Newspapers,...)

ambulances (prehospital services)

-Reducing the duration of on time treatment
(through process refinement and guidelines
implementation)

-Improving hospital emergency ward
(outpatient) services by early diagnosis
measures(improving PPCI)

-Improving quality of hospital CCU wards
(inpatient services)

-Strengthening Ml registry in CCU wards in
Hospitals

Mentioned points could be consider for:

Cancers

Diabetes

Chronic Respiratory Diseases

-Reduced deaths resulting
from CVD emergencies(Ml,
Stroke) (at least 80% of
patients receive on time
care,20% increase every
year):

-Equipped ambulances with
defibrillator (20% every
year)

-Trained health workforce
(20% increase every year)

-Trained population (10% of
target groups every year)

resulting from CVD
attacks(Ml, Stroke)

-Patients receiving the
essential drugs after
discharging (at least 90%,)

-Increased the mean age of

death resulting from CVD
attacks(Ml, Stroke)(10%
every year)

-Reduced mortality

resulting from CVD
attacks(Ml, Stroke) (at least
80% reduction in deaths in
the first month after CVD
events(Ml,stroke),20%
decrease every year)

-Mortality rate resulting from
CVD (Ml &Stroke)

-Percentage of CVD patients
(IHD,CAD,MlI,Stroke,..)
receiving on time health care

before and in hospitals

-Percent of equipped

ambulances with defibrillator

-Percent of trained health
workforce

-Enhanced people Awareness
- The mean age of death
resulting from CVD attacks
(M, Stroke)

-Percentage of patients
receiving essential drugs
after discharging

By the
end of
2020
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health system

Treatment

health care system [The family physician
program]

Standardization of AUDIT in Farsi

To strengthening outpatient alcohol
treatment in 150 outpatient treatment
centers

To strengthening inpatient alcohol
treatment services in 6 academic
psychiatric ward

Medical Universities

Private Sector

Drug Control
Headquarter

State welfare
organization

general health settings

Availability of standard
treatment programs at
outpatient and inpatient
level

2- Atleast 10% @ Governance | Comprehensive Plan National Committee of Alcohol Prevention | Ministry of Health Availability of national Availability of national policy 2011-
relative and Control Meetings policy document document 2015
L “Prevention, Ministry of Interior
reduction in the
harmful use of M«mmg,_.m:v and Ministry of Welfare
eduction of Alcohol
alcohol, as Intoxication, 2011- Substance Abuse Prevention and
appropriate, HES U Treatment Office (SAPTO), Mental Health, State Welfare
within the 2015” endorsed by Social Health and Addiction Department Organization
national High Council of Health | (MeHSHAD) meetings
context and Food Security and IDifuy Citirel
High Social Council of Al
Mol IRIB
National Policy Police
Document
Justice System
“Prevention, Tackle,
Treatment, Harm
Reduction and
Rehabilitation of
Alcohol Use, 2013-
2017”
Risk Primary prevention & | Development of a service package for MoH Availability of standard 2011-
Reduction integration in general | integration of alcohol services in primary package for PHC and 2015
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Surveillance

Death Registry

Death Registry

Cardiovascular &
Chronic Respiratory
disease Registry

--PM2.5 & PM10
monitoring in Mega
and Metropolitan
cities *

- Benzene & Benzo a
Pyrene 2

CVvD

-Developing NCDRFs surveillance system to
NCDs death registry system

-Making electronic system for data registry
-Strengthening routine data registry
-Strengthening Ml registry system

-Educating physicians for accurate death
registry based on death registry
guideline(compulsory continues education
course)

Creating a system of identification,
Surveillance,monitoring and reporting of
morbidity and mortality associated with
inhalation of air quality (Air Borne Disease) in
country

Establish evaluated monitoring Stations for
goal air pollutants (PM2.5,PM10,Benzene ,
Benzo a Pyrene)

at least 43 cities over 300 thousand
inhabitants

- MOHME
Deputy for
Curative affairs

- MOHME
Deputy for
Health(NCD
Management
Center, Health
Network
Development
Center, Family
and population
Health Center )

-Vital Sign
Registry
Organization

-NCD
Committee

Ministry of
health and
Medical
education

Department of
Environment,
Ministry of
health and
Medical
education

-On time Registry (at least
90% of data)

-Correct and valid registered
data(at least 90% of data)

-Active major NCDs’ Deaths
registry (4 major NCDs
surveillance) (100%)

-Trained physicians(at least
50%, 10% every year)

To implement and
evaluation of good
surveillance of air borne
diseases to find Health
Impact assessment of air
pollution

To achieve National profile
of all air pollution by
approach habitant exposure
and at risk group

-Quality of Death registry
system (Percent of on time
registered data and Percent
of Correct and valid
registered data)

-Percent of trained physicians
on the Death Registry system

-Electronic system By the
X end of
-Registry form 2020
-HIS in hospitals
2 years
2 years
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Surveillance

STEPS- GSHS- GYTS

To conduct a KAP study on alcohol, and
other main drug of abuse including opioids
and stimulants

Development of health related alcohol
information system

MoHME

Legal Medicine
Organization

Medical Univers

Private Sector

Drug Control
Headquarter

State welfare
organization

To improve the routine
data gathering and surveys
on health related alcohol
indicators

2011-
2015
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Health Care

Education

Primary prevention &
integration in general
health system

Treatment

Development of a service package for
integration of alcohol services in primary
health care system [The family physician
program]

Standardization of AUDIT in Farsi

To strengthening outpatient alcohol
treatment in 150 outpatient treatment
centers

To strengthening inpatient alcohol
treatment services in 6 academic
psychiatric ward

MoHME Availability of standard
package for PHC and
general health settings

Medical Universities

Private Sector

Drug Control
Headquarter

Availability of standard

State welfare
treatment programs at

organization outpatient and inpatient
level

2011-
2015

117 —
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Risk
Reduction

School based approach

Health promoting school program Education, Health,
,dynamic area established, integrate PA | media
in health identification ,

Encourage schools and universities to
adopt standards for the inclusion of
physical activity in before and after-
school programs.

Require pre-service and continuing
education for physical education and
elementary classroom teachers to
deliver high-quality physical education

Standard guidelines for
physical activity in schools,
increased walking /cycling
to and from school,

Overweight and obesity
reduction,

— Existence of academic
centers of excellence
with focus on diet and
physical activity.

— Coordinating
mechanism headed or
chaired by Ministry of
Health.

— Existence of clear and

sustainable national

and/or sub-national

budget for action on
physical activity.

— Existence of a
resource
mobilization plan for
action on physical
activity.

Number of physical activity
standard training in schools
and universities , Number of
pre-service and continuing
education for physical
education coaches and
elementary classroom
teachers,

Provide facilities,
equipments, appropriately
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3-A20%
relative
reduction in
prevalence of
insufficient
physical
activity

Governance

Budget allocation in
MOHME

National plan

Enforcement The °™ Five Years Law

development Program in I.R of Iran,
National plan for physical activity
promotion

Governmental
specially

- Ministry of
education

- Ministry of health
and medical
education

- Ministry of higher
education

- Industry

- Ministry of sport
&youth

- Media

- Ministry of rods
and urban
development

Intersectional coordination
in physical activity
promotion,

Budget allocation,

Number of sessions for
Organizing and forming
advisory committee
sessions

Existence of suitable
process for reporting of
physical activity
guideline ,

Existence of an expert
advisory mechanism
with active
responsibility to advise
on the development and
implementation of the
action plan.

Existence of
coordinating mechanism
(an organization,
committee or other
body) to oversee,
develop and implement
the national plan.
Expert advisory
mechanism with
representation from all
key sectors and
disciplines.

Expert advisory
mechanism with clear
mandate, lines of
accountability and
ability to influence

2015 -
2020
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Community based
approach

-Use community mobilization Municipality ,ministry
techniques to recruit and engage of health, ministry of
members, volunteers, and constituents. | sport and youth, high
-Use all available communication provincial council,

channels to members, volunteers, and
constituents, including print
publications, websites, social media,
broadcast media, and newsletters to
promote engagement in behavior
change and advocacy

Use enhanced strategies, such as
culturally tailored programs, materials,
and communication channels, to reach
special populations,

- Develop a highly visible national logo,
campaign brand, and physical activity
messages.

-Develop a style guide and training
manual on the use of the mass media
messages and national logo and
branding stakeholders. Involve users in
creating these tools.

e the proportion of people
who agree with the
statement: ‘I don’t have the
time to walk to work,” before
and after the intervention ,

* Number of NGOs working
on physical activity.

o Active NGO participation in
the implementation of the
national policy on physical
activity.

* Number of awareness-
raising activities for
consumers performed by
NGOs.

-Existence of a clear national
programme or campaign for
physical education and public
awareness.

-Existence of sustained
institutional support to
promote and implement
national physical activity
guidelines.

-Number of channels used to
communicate the messages
on physical activity.
-Percentage of the
population or specific target
population reached with the
physical activity
communication campaigns or
messages.

-Number of lessons
curriculum for Physical
Activity promotion.

-ldentify different target
group for educational plan.
-Number of key messages
related to promoting physical
activity for health.

-Number of materials, and
communication channels, to
reach special populations.
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Work place based
approach

and physical activity programs.

Identify key policies and activities that
employers, both private and public, can
implement to promote physical activity
in the workplace.

Develop legislation and policy agendas
that promote employer-sponsored
physical activity program.

Develop and implement an advocacy
agenda. Work with employers to make
physical activity practices and policies.
Identify funding sources for advocacy

Ministry of industry,
mine and trade,
ministry of work,
welfare and social
affairs

More than 50 % be active
in work place,

Increased the physical and
sport facility equipment in
work place

trained staff to provide high-
quality physical education
and activity programming,
number of children who walk
to school daily , Number of
children active for 60
minutes+ per day.

Number of persuasive
policies and laws that
employers, both private and
public, can implement to
promote physical activity in
the workplace.

* Number of companies
implementing the national
policy on physical activity.

¢ Number of companies
engaging in activities related
to physical activity with the
relevant government sectors.
® Percentage of companies
engaged in diet and physical
activity education campaigns
in accordance with national
guidelines.

¢ Number of national
projects promoting physical
activity funded by industry.
* Number of public—private
partnerships promoting
physical activity.

¢ Percentage of nationally-
represented companies
having a corporate social
responsibility policy that
includes a physical activity
dimension in line with
national policies and
priorities.

¢ Percentage of private
companies supporting
physical activity promotion
campaigns nationally.

e Percentage of food and
non-alcoholic beverage
companies sponsoring sports
events.
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population offered advice on
physical activity by primary
care team.

Surveillance

STEP, - GSHS- GYTS-
CASPIAN National
monitoring and
evaluation framework
for physical activity

Data collection, Data analysis, Data

entry

Ministry of Health,
Ministry of sport and
youth , Ministry of
Education, Ministry of
roads and urban

development

Evaluate and monitor the
national physical activity

every year

4- A 30% Governance | Revising Standards -Establishing technical committee Nutrition Department, Reformulate food products = Number of food products By the
relative regarding salt in food FDA,ISIRI, Ministry of regarding to salt with reduced salt standard end of
reduction in products Industry , Trade and 2016
mean Mines,
population
intake of Regulating food - Todevelop nutrient profiling Nutrition Department, | The list of forbidden Number of restricted By the
salt/sodium marketing module FDA,ISIRI, advertised unhealthy foods = advertising of unhealthy food end of
- Todevelop the list of unhealthy will be developed and products 2016
food product based on the Weidtere] NUireR revised annually according
nutrient profile modules iz IRy @ to article 37 of 5" five years
Industry , Trade and dvatemme
Mines, IRIB, Ministry of
Finance
Risk Enforcement the - Toform a work group for Supreme Council of - Legislation for By the
Reduction standards developing suggestions to be Health and Food obligatory end of
approved by the supreme security implementing the 2016
council revised salt
standards
Substitution of sodium - Encourage food industry for - FDA - Low sodium salt By the
usage low sodium salt (replaced - Nutrition will be produces end of
Surveillance with KCL) Department and used in food 2016
- National products
Nutrition
Institute
- ISIRI
- Food Industry
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Health Care

-Use a health care
systems approach to
promote physical
activity and prevent and
treat physical inactivity
such as Obesity clinics.

-Assess and discuss with
their clients regard to
physical activity by all
health care providers.

-Create, maintain, and
leverage cross-sector
partnerships and

implement effective
strategies to promote
physical activity.

-Establish a specific unit for
coordinating of physical activity
programs in ministry of health &medical
education

-Disseminate current best-practice
guidelines for promoting physical
activity in high risk subpopulations.

-Establish a national network of
programs, providers and advocates for
physical activity as a key component of

I.R.IRAN health system.

-Ensure that all health care professional
organizations encourage their members
to assess clients’ physical activity.

Include fields for tracking clients’
physical activity in electronic health
records.

-Develop a Healthcare Effectiveness and
Data Information Set (HEDIS) measure
for physical activity.

-Encourage health care professionals to
be role models for active lifestyles for
peoples.

-Encourage public health professionals
to both educate and learn from partners
in order to strengthen the effectiveness
of the partnership and the efforts of
each member.

-Examine successful cross-sector
partnerships to identify and incorporate
key elements of  success.

-Provide sustained resources public
health agencies that support physical
activity practitioners to act as conveners
of multi-sector coalitions and to provide
leadership for strategic partnerships.

Ministry of health and
medical edcation

Classification of

physical activity sautés of
client in health care
centers,

Number of PA center,

ePresence coordinating
program center for Physical
Activity promotion in MOH.

eNumber of physical activity
consultant centers.

ePresence of advocacy plan
in Physical Activity
promotion.

eProvide reporting system
current national Physical
Activity promotion program.

ePresence of an advocacy
health center for Physical
Activity promotion

eSupport research on
Physical Activity promotion.

eNumber of evidence based
and low cost interventions.

ePhysical activity assessment
integration in provider health
services

ePresence referral system for
health problems related to
Physical inactivity.

e Provision of counseling on
physical activity, by a
qualified professional,
included in the national
primary health care plan.

* Percentage of government
health facilities offering
physical activity counselling.

¢ Relevant physical activity
content integrated into
university curricula for health
professionals.

¢ Percentage of the
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Risk
Reduction

Tax/ Retail price

Enforcement

Community based

approach

-Proposing the draft law on Tobacco
Excise tax system to the Parliament

-Boarder control for smuggled tobacco
products

-Implementing controlling measures
including tracking and tracing tobacco
products

Market control through operating the
licensing system from whole up to the
retail sale

Implementing Tobacco Plain

packaging

Ban all forms of tobacco advertising,
promotion and sponsorship

-Implementing community based
awareness raising campaign

-Parliament
-National HQ of tobacco

-High level council for
health and food security

-Ministry of Economy
and Financial affairs

-National HQ of tobacco
control

-National HQ of fighting
against smuggling

-Ministry of Industry

-National HQ of tobacco

-Ministry of industry

-National HQ of tobacco
control

- National Standard
Organization
-Ministry of industry

-National HQ of tobacco
control

-All relevant Agencies

Ministry of health
I.R.I.B

-Reduction of tobacco
consumption

-Reduction of accessi
tobacco products

reduction in tobacco
smuggling

Decreased smuggled

tobacco products at Market

levels

Better controlling the

and market level

Comprehensive

implementation of banning

tobacco advertisement

-Increased knowledge about

adverse health effects of
tobacco

Decreased tobacco
consumption

ity of

cit
tobacco products at boarder

60% of the retail price
will be raised by tax

10% relative

reduction in tobacco
smuggling

Licensing all tobacco sellers

All tobacco packaging of
products are in plain format

Zero Tobacco
advertisement, Promotion
and Sponsorship

- Knowledge, Practice and
Attitude

_ tobacco prevalence

2016

2016

2016

2016

2016

2015 -
2025
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Community based - community mobilization - MOHME - By the
approach - Ministry of end of
-Use all available communication sport and 2016
channels youth
- Ministry of
industry
School based approach -~ Health promoting through school —  MOHME By the
program —  Ministry of end of
—  Appropriate health education for Education 2016
students —  Ministry of
To make available healthy food industry
Workplace based — Health promoting through - MOHME By the
approach Workplace program —  Ministry of industry end of
—  Appropriate health education for —  ministry of work, 2016
employers welfare and social
affairs
STEP To determine average salt consumption - Nutrition Data on average salt 2018
Department, consumption
National
Nutrition
Institute
NCD
Committee
Targets Dimension Strategies Activities Related Stakeholders Desired _,\_o::o_‘_:m. RN Resources required ._._:.Jm
Outcome/Output/Process indicators Period
Indicators
5- A 30% Governance | Enforcement/smuggling = Strengthening National Tobacco Control Ministries of Better enforcement of 2015-
. Headquarters (HQ) Health, Education, Tobacco Control Laws and 2025
relative c . ) Number of HQ session (At
I ulture and Islamic | Regulations
reduction in . least two session per year)
prevalence of guidance, Industry,
current Police force,
ebecon Parliament, I.R.l.B,
persons aged hietes
15+ years. Ratifying the protocol on eliminating Parliament International cooperation in | protocol on eliminating 2015
controlling illicit tobacco tobacco trade ratified
National HQ of
trade will increased

tobacco control
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Surveillance

STEPS- GSHS- GYTS

Tobacco Surveillance

All standard tobacco
questions integrated into
relevant national surveys

Ministry of health Tobacco control monitoring

. . system improved
National Statistical

Centre
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School based approach

Work place based

approach

Health Care | Smoking cessation

clinics

-Implementing School based awareness
raising campaign

-Integration of smoking prevention in
school educational curriculum

-Implementing awareness raising based
campaign

Ban of tobacco smoking in public places

traditional restaurants and coffee- shops

Expanding Smoking cessation services

Ministry of education

Ministry of health

-National HQ of tobacco
control

-Ministry of health
-Syndicates

-High level council for
health and food security

-National HQ of tobacco
control

Ministry of health
Health deputy

Center for health
networks

National HQ of tobacco
control

-Increased knowledge about
adverse health effects of
tobacco

-Smoking prevention
material is integrated into
primary school curriculum

-Increased knowledge about
adverse health effects of
tobacco

Public places protected
from tobacco smoking

-Increased Tobacco quit rate

- Knowledge, Practice and
Attitude

tobacco prevalence

- Knowledge, Practice and
Attitude

tobacco prevalence

100% coverage of defined

public place, Except licensed

tea shops

100% coverage of defined
public place,

One Tcc in each District at
health network in the
country

2015 -
2025

2016

2025

2016
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7- Halt the rise = Governance | Alignment and -Holding on National Scientific/technical = - MOHME Deputy for - CVD Committee held -No. of CVD Committee held | -Current obesity By
in diabetes implementing the CVD Committee sessions Health(NCD sessions(2 times per year) sessions guidelines 2020
and obesity preventive and . . . Management Center) . . . .
dlizEmesiie muidiiines -Revising obesity prevention, -Revised and Developed -Developing obesity -Budget allocating
assessment and treatment guidelines by | - MOHME Deputy for obesity guideline (by 2017) guideline
All physical activity making new approach to WHO PEN Curative Affairs
-Food labeling(at least 80%  -Percent of food labeling
governance strategy L . .
-Codifying policies for control and -CVD Committee of foods) .
restriction of advertizing and marketing . .P.m<m_m3.nm of overweight
onlbeverages,snakesiandlunhealthy -NCD Committee .cvamnwa laws and and obesity
foods for children regulations and standards
AR .m:m. BIRYE (at least 80%)
-Designing and following up the Slzanizaten X .
performing of food labeling law(by esiivieied)  EChERiEaTEnE
. . on harmful foods in mass
traffic light system or coloring for i | N
showing the risk of food nutrients) .Bm B mﬁ. el EU @
illegal advertisements)
-Designing and following up the L
h -Subsidized the healthy
approval and performing of laws and - : - —
regulations related to updating the oods(atileastitheR20%:R0
. . them)
production, preparation and
distribution  of food substances _Reduction or halt the
standards (from farm to table) prevalence of obesity
-Designing and following up the
approval and performing of laws and
regulations related to restriction of
advertizing on harmful foods in mass
media
-Subsidizing the healthy foods
Enforce integrated e  Establishing technical e High level NCD e Theintegrated e Presence of e Individual By end
action plan for committee committee action plan integrated action Action plans of
prevention and control e Integrated the action plans for e Health Deputy plan for DM and 2015
of diabetes, individual disease and risk of MOH other risk
hypertension, factors e NCD factors
overweight and obesity e Approve the integrated action Department e WHO
and dyslipidemia in plan E\ The national advisory . ._.:m.:mﬂ_o:m_ wmnoagm:amﬁ
Primary Health Care e ma<_mo.~JM fons
(PHC) committee
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Accomplishing applied e Conduct applied research e Research Deputy of = e Developing research e Atleast 50% projectsin | e  Published Thesis By
research on NCD and its | ©  Appropriate NCD subjects for MOH network each university on NCD and Articles June
student thesis e Health Deputy of e  Useful scientific and e At least 40% of all e  Projects’ Reports
risk factors MOH documented finding for postgraduate research 2017
e NCD Department promotion of NCD topics related to NCD
e Research Centers program
and institutes e Useful information for
e Universities intervention program
designing
Risk Revision and -Holding on National Scientific/technical = -FDO -Integrated CVD Program -Integrating the National - Current obesity By
Reduction enforcement of CVD Committee sessions . . CVD Program guideline 2017
standards -Nutrition Department, = -Developed counseling
-Collaboration with nutrition technical . guidelines and self-care -No. of CVD Committee held = -Budget allocating
committee = RS Iy i IREl iy, educational materials sessions
Trade and Mines,
All harmful use of -Strengthening the implementation of -Developed nutritional -Developing counseling
. . -Ministry of Sport and AR -
alcohol governance National Comprehensive CVD guideline guidelines and self-care
strategy Prevention and Control Program Youth educational materials
-Strengthening the intersectoral - MOHME Deputy for -Developing nutritional
. K . Health(NCD S
. L coordination by developing National guideline
All v:<.w_8_ activity risk intersectoral collaboration program for Management Center, .
reduction strategy Lo Health Network -Prevalence of overweight
CVD control (for approval in high level .
. development Center, and obesity
health council ) - -
Family and population
-Advocacy for partnership and Health Center, Health
collaboration of related private sectors | Education and
. . o Promotion office )
-Developing counseling guidelines and
self-care materials for prevention and -CVD Committee
control of overweight and obesity .
-NCD Committee
-Developing nutritional guideline for
prevention and control of overweight ek .Ea. DIt
. Organization
and obesity
Promote public health e  Produce Educational Material e MOH e Perform the e Atleast 5 Mass Media e  Published Media Yearly

literacy and culture

e  Education

e NCD Department

International Diabetes’

subjects

Broadcasting
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Effective .
Implementation of
integrated program for
prevention and control
of diabetes,
hypertension,
overweight and obesity
and dyslipidemia based
on Population wide and
individual intervention
approaches

Strengthen capacity of .
Health System
particularly at primary

care level .

Increase and prioritize .
budgeting allocation .

Engage private health .
sectors and related .
non-health sectors
(multi-sectorial actions)

Reinforce health system | o

health care resources

Provide equitable .
opportunities for early
detection and effective
intervention for all

Implementation of integrated
program in the Health System

Re-orientation of health system to
address the prevention of NCD and
the underlying social determinants

Employment of needed educated

manpower

Precise Financing Calculation
Raising adequate funds for
universal coverage

Collaboration
Sign of Agreement

Need assessment
Define basic diagnostics and
essential medications

Easy access to health system

High level NCD o
committee

Health Deputy of .
MOH .
Office for Health
Network

NCD Department

High level NCD .
committee

Health Deputy of

MOH

Office for Health .
Network

MOH .
Health Deputy of

MOH

NCD Department

MOH .
Supreme Council of
Health and Food
security

NCD Department
Office of health
education at MOH
Universities

Privet Sectors

NGOs

Mass Media

MOH .
Health Deputy of

MOH

MOH .
Health Deputy of

MOH .
NCD Department

Food and Drug o
Administrative

Welfare ]
Organization

Identification of people | o
with risks .
Intervention .
Stop or delay

progression toward
developing overt

diseases or

Complications

Presence of sufficient .
Health facilities with
standard equipment

and manpower

Providing standard

health services

Proper Health Coverage
particularly in remote
regions and poor
communities

Allocate enough budget e

Proper collaboration .
based on the
agreements substances

Provide standard .
services

L]
Proper coverage for .
female and Male
Proper coverage for .
poor people

Proper coverage for city = e
margin

Proper coverage for .
remote areas

% Coverage

Situational Analysis
Trends of DM and other
risk factors

Number of standard
Health Homes and
Centers at national and

Provinces levels

Compare needed
budget and allocate
budget

% obtained budget

% of achievement of the
agreements substances

Evaluation of service
compare to standard
10% Increase compared
to previous year

%50 coverage for
female and Male

%50 coverage in poor
regions

%50 coverage for city
margin

%50 coverage for
remote areas

Reports from By end
Universities of
Reports of 2018
monitoring and

Evaluation

Universities’ By end
Reports of
Reports of

monitoring and 2018
Evaluation

Budget allocation Yearly

Progression Yearly
Reports

e Family Filesat | Yearly
health Home
and Health
Centers
Reports from By
universities June
Reports of 2017
monitoring and
Evaluation
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scale -Mass media (IRI

Broadcasting
- Providing weight scale equipments for

public places , press, magazine,

newspapers,...)
-Capacity building and Ensure

nutritionist/ dietician at the lowest level
of PHC for counseling and prescribing
healthy diet

-Educating people by mass media and
health workers for identifying BMI

-Giving incentives to obese people(
weight scale, measurement tape,
cooking book) in health events

-Screening weight measurement in
health events

-Healthy diet Counseling in health
events

-Printing BMI chart

-Identifying and treating overweight
and obesity

From childhood in child hood care

- Identifying and treating overweight
and obesity

in schools (by students Health
Identification)

-Promotion of exclusive breast feeding
by 6 months and continue to breast
feeding to 2 years

20% increase every year)

-Increased using of weight
scale(self care) ( 10% every
year)

-Increased weight loss in
overweight and obese
people ( 10% every year)

- Increased weight loss and
maintain to normal weight
in obese people(well weight
controlled ) ( 10% every
year)

-Obese people receiving
dietitian counseling ( at
least 50%)

- Weight screening at health
workers visits ( at least 30%
of visits once a year)

-Identified obese children

-Percent of weight loss in
overweight and obese
people

-Percent of well controlled

obese people

-Percent of people having
weight scale at home

-Percent of obese people
received dietitian counseling

-Percent of weight screening
at health workers
visits(once a year)

-Percent of obese children at
each level of school based
screening
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regarding diabetes and
other CV via healthy
behaviors and self-care
and avoiding exposing
to risk factors

e Office of health
education at MOH

e Mass Media

e Ministry of
Education

e Municipalities

day
e Atleast one national
Campaign regarding

Diabetes and other risk

factors

e 1Teasers media
e 5TV and Radio Program

Primary prevention
with Assessing and
Managing CVD risk in
population with risk
factors

e  Using WHO/ISH risk prediction
Charts
e  Proper Intervention

e MOH
e NCD Department
e Universities

e  Risk prediction

e Intervention based on
PEN guideline

e follow-up

e 50% Risk prediction in o Family files By
people living in rural, e Datafiles June
cities borders and cities 2017
with less than 50000
population

e  Starting intervention in
50% of people with
more than 20% risk

e At least Follow-up of
50% of people with
more than 20% risk

Community
engagement and
empowerment of
people for self-care

e Collaboration
e Third party
e  Education

e MOH

e NCD Department

e  Mass Media

e  Ministry of
Education

e  Municipalities

e Ministry of culture

e Religious Places,
Mosques, ...

e NGO, Groups and
Associations

e  Private sector

e Collaboration in
performing Diabetes
and other risk factors
occasions

e Collaboration in social
activities and
campaigns

e  Public education

e Atleast one e  Universities’ Yearly
collaboration in Reports
performing diabetes
and other risk factors
occasions in each
university

e Published one
Educational Material for
Religious Places
regarding management
of diabetes and other
risk factors during
meeting or trip

Health Care

-Identifying and
treating overweight and
obesity

From childhood

-Revising obesity prevention,
assessment and treatment guidelines by
making new approach to WHO PEN

-Encouraging people to have weight

- MOHME Deputy for
Curative affairs

- MOHME Deputy for
Health

-Reduction of overweight
and obesity(at least 10%
every year)

-Receiving consultation (at
least 80% of obese people,

-Prevalence of overweight -Budget allocating By the
and obesity end of
2025

-Percent of Receiving
consultation by dietician
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Define the monitoring

e Define the “Health Panel” including

e NCD Department

e Continued and timely

All operational

Universities’ Yearly

and evaluation important indicators of integrated evaluation of the indicators based on the Reports
indicators program national program Integrated National Family Files
e Distributed in all universities Program The NCD Health
e Request the Panel o Panel
Insurance coverage for e Insurance coverage e |nsurance e  Full coverage of % of Medications under Universities’ Yearly
all PHC services companies patients regarding Insurance coverage Reports
e MOH Diabetes and other NCD % of diagnostic Family Files
risk factors procedures under Hospital Records
Insurance coverage
% of treatment
procedures under
Insurance coverage
Empowerment of e Education e MOH e  Better patient % of active files in each Universities’ Yearly
patients and their e  Provide Self Care Materials, e NCD Department compliance to Health Home and center Reports
families for self-care ies and devices (glucometer, e  Universities treatment based on national Family Files
e NGOs e Effective self- guideline
e  Municipalities monitoring by patient % of patients with good
e Ministry of culture and their family metabolic controls in
during religious e Achieving better each Health Home and
meetings and trips management of health center based on
problems national guideline
Surveillance  Strengthening the -Establishing registration system - MOHME Deputy for -Ponitoring the trend of By
weight registration -Strengthening the NCDs surveillance Health (NCD overweight and obesity 2017
system system(STEPs), Management Center, -
-Developing and monitoring and Health Network
evaluation of overweight and obesity Development Center,
prevention program in schools Family and population
-Designing and using data management = Health Center)
panel of NCDs and their risk factors at
different levels of health system
-Strengthening the routine survey on
children ,adolescence and youth
obesity
Strengthen and Provide Computer and High-speed MOH Reliable data Gathering % of records Universities’ Reports Yearly
Upgrade the DM Internet for all levels of Health System NCD Department system
registry system Educate personnel for data entrance Universities Ability to link all health

Gathering reliable
health information of
people via SEPAS
system

STEPs

To complete the DM registry system
regarding data on Hypertension,
Obesity, and Dyslipidemia

information of a person
regarding the National Code
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- Routine screening of overweight and
obesity in PHC

- Providing counseling by die
lowest level of PHC

-Integrating weight screening at every
health workers visit

-Developing and monitoring and
evaluation of overweight and obesity
prevention program in schools

Provide prevention, e  Education MOH e Continuous education e Number of Educational Universities’ Yearly
early detection and cost = e  early detection NCD Department GPs and other health workshop seminars, ... Reports
effective case e  Cost Effective management based Universities services providers e Prevention of MI registry System
management on national guidelines Scientific e Distribution the hospitalization due to
Associations national guidelines hypoglycemia or
Private sector e Properc hyperglycemia
e Prevention of disabling
outcome ( blindness,
dialysis, foot
amputation, Ml , and
Stroke)
Access to basic e Provide accessible Health system MOH e Availability of health e 10% Prevention of Universities’ By
diagnostics and e Provide essential and effective NCD Department services and disabling outcome Reports June
essential medications medication Universities medications (blindness, dialysis, foot Ml registry System | 2017
to prevent Ministry of e  Prevent disabilities amputation, Ml and Projects’ Reports

complications, improve
quality of life and

Industry, Tradeand | e
Mines, Oil Industry

improve quality of life
and productivity

Stroke)
10% improvement in
quality of life and

productivity productivity
Standardization of e Update guidelines MOH e Providing standardized e % of improved Universities’ By
diagnostic and e To equip health system with NCD Department health services HbA1C in diabetics Reports June
investigation necessary diagnostic equipment Universities e % of improvement in 2017
procedures and Scientific Pre-diabetics
medications Associations
prescription National Advisory
Committee

Efficient referral and e Implementation of referral and MOH e Increase patients e Up to 90% of patients Universities’ By
follow-up system follow-up system in PHC NCD Department referral rate to higher refereed to higher levels Reports June

e Effective collaboration with higher Universities levels Family Files 2017

levels of health system (Clinics,
Hospitals , palliative centers,

Privet sectors
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Health Care

Engagement of private
sector

-Integrating the counseling to prevent | - MOHME Deputy for
heart attack and strokes in the first Development and
level of PHC(by Behvarz/Health care Manpower

providers)

-MOHME Deputy for
-Ensuring the counselors Education
(Psychologists, nutritionist) at lowest

level of the PHC -Mass Media

-Using mass media for public
education

-Collaboration and corporation in
capacity building and training staffs
and manpower via needs assessment.

-Intersectoral coordination and
advocacy for legislation in the field of
reduction of risk factors

CVvD -Iran Heart Associations

-Atherosclerosis
Association

-Strengthening the inter sectoral
coordination by developing national
intersectoral collaboration program for
CVD control (for approval in high level
health council )

-Endovascular
Association

- Deputy for Health(NCD

-Advocacy for partnership and
Management Center )

collaboration of related private

-Trained staff ( at least 80%)

-Spplied drugs (at least
90%)

- CVD patients receiving
drug therapy and
counseling ( at least 50%)

-Ensuring  coverage  of
accessibility to the drug
treatment and counseling
for the prevention of heart
attacks and strokes for the
eligible persons(at least
50% by the end of 2025).

-Ensuring essential drugs
and technologies for
treatment of NCDs in
governmental and private
sectors

( at least 80% by the end of
2025)

-Reduced burden of Health
costs on CVD

-Collaboration between
private sectors and NGOS
and Deputy for Health(NCD
Management Center )

essential  drugs

technologies for treatment
of NCDs in governmental

and private sectors

-No. of private sectors
partnerships (or percent)

-Regulations and
programs for
partnerships and
collaboration

By
2020
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8- At least
70% of eligible
people receive

drug therapy
and
counseling

(including

glycemic
control) to
prevent heart
attacks and
strokes.

Governance

Developing and -Developing National Comprehensive - MOHME Deputy for - Prepared National CVD -Integrating the National -Budget allocating By
integration of the CVD Prevention and Control Program Curative affairs Prevention and Control CVD Program 2018
national guidelines with the WHOPEN approach Program with the WHOPEN
- MOHME Deputy for approach(by 2017)
-Developing and Preparing Health(NCD
commitments and standards of Management Center, -Prepared commitments
integration of National CVD Health Network and standards of
Prevention and Control Program in development Center, integration of National CVD
Health care Networks Family and population Prevention and Control
- . ; Health Center, Health Program in Health care
e o_ujm O\_u [FrEYEED el Education and Networks(by 2017)
control guideline . y
Promotion office )
- i - . -Developed counseling
-ARVEERE @Rl E s &1 -CVD committee guidelines and self-care
self-care educational materials .
materials
NCD committee
Enforcement of the -Prophecy the (NCVDPC) to the MS&HS | MOHME Deputy for - integrated the national -Percent of ensured needed By
national guidelines universities and integrating the Curative affairs guidelines(by 2017) counselors (Psychologists, 2020

program in PHC level

-Holding workshops for training health
workers on how to implement the
(NCVDPC)

-Making access to the essential
technologies and necessary drugs to
control CVD/Hypertension and their
risk factors by prediction and supplying
the anti hypertension drugs and
provide requisite resources at different
particularly lowest level of the PHC

- MOHME Deputy for
Health(NCD
Management Center,
Health Network
development Center,
Family and population
Health Center, Health
Education and
Promotion office )

-Food and Drug
Organization

-List of predicted drugs(by
2017)

-List of needed Health
workers(counselor)(by
2017)

-Percent of ensured
needed counselors
(Psychologists,
nutritionist,..)(10% every
year)

nutritionist,..)
-Percent of trained staff
-Percent of supplied drugs

-Percent of ensured needed
counselors

-Percent of CVD patients
receiving drug therapy and
counseling

-Percent of ensuring

Iranian National Committee for NCDs Preventionand Control | 139 |




FirstEdition

Improving the quality of
healthcare (private/
public,
outpatient/inpatient)

-Improving the health care delivery at
secondary and tertiary levels by
advocacy and strengthening the
referral system

-Appropriate case finding in health
houses, health centers and health
posts according to age groups of
people referr to health houses/centers

3-Initial assessment of population
under coverage of health centers to
identify risk factors and high risk
groups

-Regular managing and caring of
identified patients and refer them to
specialized level if necessary

-Updating and making native and
localizing the screening, case finding,
treatment and prevention of CVD and
their risk factors guidelines and
protocols

-Establishing electronic record and
information system of health care in
delivering CVD prevention and
treatment services

-Designing and performing programs
on increasing access to the necessary
counseling services (website, phone
counseling, mobile health)

-Designing technical and up-down
managerial monitoring and evaluation
system at different levels of health
system for promotion of the quality of
the NCDs prevention and control
program.

-Designing and performing audit
system for prevention and control of
NCD

-Monitoring and Evaluation of the
trend of CVD complications and deaths

- MOHME Deputy for -Reduced CVD

Health(NCD complications(5% reduction
Management Center, in CVD complications every
Health Network year,

Development Center,
Family and population
Health Center )

- Reduced CVD mortality(
25% reduction in CVD
mortality by 2025)

- MOHME Deputy for

Curative affairs -Increased CVD patients'

quality of life
-Insurance Organization

-Percent of CVD -budget allocating
complications incidence in
patents

-Mortality rate of CVD in
patients

-Quality of life

By the
end of
2025
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CVD Risk score

sectors -Other CVD NGOs’ and

. . public institutions
-Engaging the representatives of

private sectors in CVD risk factors
subcommittees

-Engaging NGOs in planning the
program(for approval of extent of
duties and commitments of
partnerships in the program
implementation )

-Coordination and advocacy for
considering the attached health
document in planning the
developmental programs

-Intersectoral collaboration with the
non-governmental organizations in the
line of building\establishing healthy
environment (work places in offices
and factories, schools, green spaces
and lands, universities, health centers
and....)

-Preparing and printing educational
materials

-Developing guideline for CVD risk - MOHME Deputy for
scoring Health(NCD
Management Center,
Health Network
Development Center,
Family and population
Health Center )

-Grading people(30 years and more) by
developing CVD risk score chart

-ldentifying the high risk people(30
years and more)

-Counseling and Treatment based on - MOHME Deputy for
risk score Curative affairs
-Providing and printing localized Risk -Insurance Organization

Score Chart for health centers/settings

-Identified high risk
groups(20% and more)(50%
by 2020)

-Receiving treatment based
on risk score(counseling,
thiazide and statin) (50% by
2020)

-Reduction of CVD events
incidence in target groups
(5% every year)

-Reduction of CVD risk
factors in target groups (5%
every year)

-Percent of people based on
risk score(<10%, 10-19%, 20-
29%, 230%)

-Percent of eligible people
receiving treatment based
on risk score

-Percent of CVD events
incidence(Ml,stroke,death)in
above mentioned patients

-budget allocating for
screening risk factors in
the population

By
2020
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Surveillance

Healthcare quality
survey (H.Q.S)

-Strengthening the data gathering
system.

-Strengthening the reporting system
and mechanizing it at different levels.

-Strengthening the applied researches
quality on the NCDs and their risk
factors.

-Implementing the national surveys
related to CVD and its risk factors
healthcare quality in appropriate
periodical time.

information

-Designing and performing localized
survey according to the results of
analyzing and with collaboration and
participation of all of the organizations
and stakeholders in local communities

-Giving priority to research plans
related to NCDs in universities and
research centers and or allocating part
of research budget of research centers
and universities to research plans
pertain to NCDs

-Establishing surveillance system
technical committee considering the
whole aspects of surveillance

eating...)(5% every year)

- MOHME Deputy for -Performed survey on
Health(NCD (H.Q.S)(2017)
Management Center,
Health Network
Development Center,
Family and population
Health Center)

-Improved health care
quality

-MOHME Deputy for
Curative Affairs(SDH
Office)

-Health care quality

By the
end of
2020

(exposed, outcome, health system and
other sectors response)

-Establishing registration system and
documentation of data and attained
information in surveillance system,
monitoring and evaluation of NCDs
practicable to stakeholders (scientists,
olicymakers, people)

-Designing and using data
management panel of NCDs and their
risk factors at different levels of health
system
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Home care

Self-care

-Developing home care guideline for
CVD and its risk factors

-Routine screening and case finding of
high blood pressure and high blood
sugar through home care and self care
according to guideline

- Routine screening and case finding of
high blood lipid through home care
and self care according to guideline

-Control of blood pressure , blood
sugar and blood lipid by patients
according to guideline

-Promotion of public health cultural
and health literacy in the field of
healthy behaviors and self care and
avoiding exposing to risk factors

-Developing and dissemination of the
self care culture in all of the Health
system centers and units

-Designing and performing self care
program at different levels of health
care network and at different
organizations

- MOHME Deputy for
Health (NCD
Management Center,
Health Network
Development Center,
Family and population
Health Center)

-Mass Media

- MOHME Deputy for
Health(NCD
Management Center,
Health Network
Development Center,
Family and population
Health Center)

-Mass Media

-Using blood pressure
devices(preferably
automated devices) at
home(5% increase every
year)

-Early detection of high
blood pressure (5% of
hypertensive patients to be
identified by home care
every year)

-Using automated blood
sugar devices at home(3%
increase every year)

-Early detection of high

blood glucose(5% of
patients to be identified by
home care every year)

-Using automated blood
lipid devices at home(1%
increase every year)

-Early detection of high
blood lipid (5% of patients
to be identified by home
care every year)

- Using weighting devices at
home(1% increase every
year)

-Increased disease control
(5% every year)

-Reduction of incidence of
diseases(CVD,HTN, obesity,
...)(5 % every year)

-Reduction of complications
resulting from CVD ...)(2 %
every year)

-Increasing of physical
activity...)(5 % every year)

-Decreasing of smoking...)(2
% every year)

-Increasing of quitting
smoking...)(2 % every year)

-Improving Healthy

-Percent of people having -budget allocating for By the
blood pressure education end of
devices(preferably 2020

automated devices)

-Percent of hypertensives to
be detected from home care

-Percent of people having
automated blood sugar
devices

-Percent of Diabetics to be
detected from home care

-Percent of people having
automated blood lipid

devices

-Percent of hyperlipidemia
to be detected from home
care

-Percent of people having
weighting devices

- Percent of disease control
(blood pressure,glucose and
lipid,weight)

-Percent of incidence of -budget allocating for By the
diseases(CVD,HTN, obesity, education end of
) 2020

-Percent of incidence of
complications resulting from
CVD

-Percent of inactivity
-Percent of smoking
- Percent of quitting smoking

- Percent of Healthy eating
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Desired

Targets Dimension Strategies Acti Related Stakeholders Outcome/Output/Process go:hoﬁbm & Fvaluation Resources required .:Em
Indicators indicators Period
10- Zero trans | Governance | Enforcement by To prepare the draft of legislations by FDA, Nutrition Legislations to reduce TFA
fatty acids in supreme counci working group Department, National and SFA in edible oil and
edible oils Nutrition Institute, food products
and food Ministry of Industry,
products Trade and Mines, Oi
Industry
Revision and Establishing the technical committee FDA, Zero Fatty acid in edible oil % of TFA and SFA in edible
enforcement of . and food products oil and food products
AT Nutrition Department,
,ISIRI, Ministry of
Industry, Trade and
Mines, Oil Industry
Targeting oil subsidies To form a working group Nutrition Department, Targeted edible oil
National Nutrition subsidies
- Todetermine ﬁ,:m <c_:w«mc_m Institute, Ministry of
groups to receive subsidies g o,
Mines, Ministry of
Finance, MPO,
Risk Community based Educational Camping’s Nutrition Department, Improved nutritional % of awareness
Reduction approach Ministry of Education, awareness on reducing ol
IRIB, Ministry of Culture, | consumption
Municipalities,
School based approach - Healthy School canteen Ministry of Education, Improved nutritional % of aware ness (KAP on oil
Conducting workshops, seminars, ... ( Nutrition Department, awareness of teachers, consumption pattern and
teachers, school children, parents) NCD Committee, Health | schoolchildren health effects)
education Department
Workplace based To develop guideline on healthy diet Nutrition Department , Legislation on Health menus | % of workplaces to Until
approach regarding to edible oil National Nutrition in workplaces implement the guideline the
Institute, NCD end of
Committee 2016
Surveillance | Food Consumption To develop proposal Nutrition Department, Food consumption pattern Until
survey National Nutrition at the national and the
Institute provincial level end of
2018
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Strategies

Activities

Related Stakeholders

Desired
Outcome/Output/Process
Indicators

Monitoring & Evaluation
indicators

Resources required

Time
Period

Targets Dimension
Governance
9- An 100%
availability of | Risk

the affordable = Reduction
basic
technologies
and national
essential
medicines,
including
generics,

- Promote utilization
all patients at risk to

diabetic,

hypertension  and
lipid modifying
medicines at

affordable cost.

required to Health Care
treat major

non

communicable

diseases in

both public

- Improve access
to and uilization of safe,
affordable and high
quality essential
medicines and
technologies for

and private
facilities.

common NCDs;

- Improve access
to essential palliative
care

Surveillance

- Strengthen
national lab network and
Providing lab equipment
to monitoring risk factors
in food and medicines.
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Driver health
examinations using
ministry of health’s

guidelines

Expanding the EMS
Infrastructure

Expanding
Air Ambulance
Program
(Health Evolution
Plan)

Drivers’ Expanding Motor

occupational Ambulances
health Program
(Health Evolution
Plan)

Health Care examinations
Improved Post

Crash Care Providing Current

Medical Education
Courses for EMS
Technicians

Providing Emergency
Care as a Bachelor
Course

Expanding the Relief
& Rescue(Fire

Reduction in
road traffic
fatality rate
reduction in road
traffic fatality
rate

Improved
Quality of Pre
Hospital Care

Improved Time
- Road Performance for

maintenance and EMS System
transportation
- Occupational Acceptable
Medicine centers Coverage for
Rural Roads
Ministry of Health
All Community Members
Improved

Quality of Pre
Hospital Care

Improved
Quality of Pre

Road traffic fatality
rate

Number of EMS
Stations(Ground, Air)

Number of Ground
EMS Stations Per 100
KM

Number of
Ambulances

EMS Response Time

EMS Coverage for
Road Traffic Injuries

Land Coverage by Air
Ambulance (%)
Number of Training
Courses

Number of Trained
Technicians

Number of Medical
Universities Offering
Bachelor Course

Number of Accepted
and
Bachelor Graduated
Technicians
Number of Relief &
Rescue Stations

Ministry of
Health &
Medical

Education

Annually
During the
Decade of
Action for
Road Safety
2011- 2020
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Special Target for Iran

Targets Dimension Strategies Activities Related Stakeholders Desired Monitoring & Resources Time
Outcome/Output/Process Evaluation required Period
Indicators indicators
20% Annual - Road
Reduction - Preparation of maintenance
in the Appropriate “professional and
z:Ecm-. < budget drivers’ basic transportation Road traffic
Accidents allocation health package” organization fatality rate
Death - Meetings to - Social security Reduction in road traffic
Preventive promote organization fatality rate reduction in Number of
rules association - Ministry of road traffic fatality rate Road Safety
modification between interior Commission
overnment . Lead Agency to Oversee Annual
. g - Police g . Annually
Especial organizations and/or Coordinate all Road Meetings.
Governance attention H.o - Professional Ministry of Health Safety Activities Road w.mﬁ.mc\ (Iranian
Standards in . Commission
. drivers Calendar)
industry ) All Responsible Number of
insurance .
Authorities in the field Shared Vision Approvals
Promoting Budget allocation of Road Safety: According to
intersectional Emergency Common Language the Meeting
cooperation Establish a Lead Agency Management Minute

Integrated
Road Safety
Management

to Guide the National
Road Safety Efforts

Develop a Strategic Plan

Set Realistic Targets

Center(MOH&ME), Red
Crescent, Traffic Police,
Ministry of Road &

Urban Planning,

Ministry of Interior,
Ministry of Education,
Road Maintenance
Organization(RMO),
Standard Organization,
Insurance Company.

10 Years National Road
Safety Strategic Plan
2011-2020

10% Reduction in the
Number of Road

Achievements
(%) based on
the Plan

Number of
Road Traffic
Death
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Death registry
Random drug
tests

Establish and
Support Data
Systems for on-
going
Monitoring and
Evaluation

Surveillance

Free of Charge Care
to All Road Traffic
Injured Victims
Based on the 4th &
5th Soci- Economic
Cultural
Developmental
Agenda

Random drug usage
tests

Road Traffic
Reimbursement Data
Bank, Based on ICD10

Police Road Traffic
Police, Data Bank

Speed Camera’s
Surveillance System

All Community Members

with Special Focus on
Poor Road Users who
Can’t Afford Catastrophic
Medical Care Costs

- Ministry of health

Police

Road Safety Commission
Emergency Management
Center(MOH& ME)

Free of charge
care

Reduction in
road traffic
fatality rate
reduction in
road traffic
fatality rate

Integrated Road
Traffic Injuries
Information
System

Number of
Reimbursed
Admissions for Road
Traffic Injured Victims

Out of Pocket
Payment For Road
Traffic Injuries.

Road traffic fatality
rate

Number of Published
Status Report

Central
Insurance
Organization
Ministry of
Health &
Medical
Education

Road Safety
Commission

Stareted in
2007 & will
be Continued
Annually
During the
Decade of
Action for
Road Safety
2011- 2020

2016-2020

FirstEdition
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Extinguishing)
Infrastructure

Expanding
Emergency Medicine
Discipline

Attending
Specialized
Physicians Plan
(Health Evolution
Plan)

Providing Current
Medical Education
Courses for General
Practitioners and
Specialists

Implementing
Trauma System
Approach

Hospital Services

Number of Relief &
Rescue Stations
Per 100 KM

Number of Relief &
Rescue Vehicles

Improved
Quality of
Hospital Care

Number of Medical

Universities Offering

Emergency Medicine
Specialty Course

Number of Hospitals
Implemented
Attending Specialized
Physicians Plan

Mean Number of
Attending Physician
per Night Shifts

Number of Training
Courses

Number of Trained

Physicians

Number of Trauma
Centers

Ministry of
Health &
Medical

Education
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Increasing accessibility | Decreasing the price of
fruits and vegetables
through:

- production
incentives

- facilitated farmer’s
access to the
market

- holding
continuous
training events for
the farmers

Decreasing air Enforcement of Clean Air
pollutants Act

Decreasing soil Decreasing utilization of
pollutants unsafe fertilizers

Decreasing utilization of
unsafe pesticides

1-  MINISTRY OF
AGRICULTURE

2-  MINISTRY OF
MINISTRY OF
INDUSTRY, MINES
AND TRADE

3-  MINITRY OF JUSTICE-
TAZIRAT ORG

4-  MINICIPALITIES

5- GUILDS

1. MINISTRY OF
INTERIOR

2. MINISTERY OF
PETROLEUM

3. MINISTRY OF
INDUSTRY, MINES AND
TRADE

4. ENVIRONMENAL
PROTECTION ORG

5. MOHME

6. MUNICIPALITIES
1. NATIONAL ORG OF
STANDARDS

2. MINISTRY OF
AGRICULTURE

3. MINISTRY OF
INDUSTRY, MINES AND
TRADE

4. MOHME

1. NATIONAL ORG OF

STANDARDS
2. MINISTRY OF
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Intersectoral section

Targets Dimension Strategies Activities Related Stakeholders Desired Monitoring = Resources | Time
Outcome/Output/Process & requited | period
Indicators Evaluation
indicators
1- A 25% Governance - Bringing NCD - Signing individual MOUs All involved sectors in this
relative priorities into the | between MOHME and document
reduction in agenda of High relevant stakeholders
risk of Council of Health - Holding regular, planned
premature - Establishing technical meetings This section will be completed after detailed planning by joint
mortality National NCD -Ongoing reporting to technical teams
from Committee decision-maker authorities
cardiovascular - Establishing -Conducting scheduled
diseases, joint technical internal and external
cancer, teams between evaluation studies
diabetes, or MOHME and
chronic other involved
respiratory organizations
diseases - Joint action
planning
Sustainably -Earmarking funds for All involved sectors in this
financing of related action plans in the document
initiatives annual budget of the
involved organizations
Risk Health education and Enhancing public KASP 1. MINISTRY OF
Reduction promotion regarding major NCD risk EDUCATION
factors through: 2. MINISTRY OF
SCIENCE AND
- Media campaigns TECHNOLOGY

- Routine programs
- Curricula

- Extracurricular
activities

3. NATIONAL RADIO
AND TV ORGANIZATION
4. MINITRSY OF
ISLAMIC GUIDANCE

5. POLICY- MAKING
COUNCIL For IMAMS

6. MOHME
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Surveillance | -In/Out patient Scheduled reports are 1. MOHME
registries prepared and disseminated 2. FORINSIC
-Death registry MEDICINE ORG
-Cancer registry 3. NATIONAL
ORGANIZATION FOR
CIVIL REGISTRATION
2-10% Governance - Bringing - Signing individual MOUs All involved sectors in this
reduction in related priority between MOHME and document
the harmful subjects into the relevant stakeholders
use of alcohol agenda of the - Holding regular, planned
High Council of technical meetings
Health -Ongoing reporting to This section will be
- Establishing decision-maker authorities completed after detailed
National NCD -Conducting scheduled planning by joint technical
Committee internal and external teams
- Establishing evaluation studies
joint technical
teams between
MOHME and
other involved
organizations
- Joint action
planning
Sustainably -Earmarking funds for All involved sectors in this
financing of related action plans in the document
initiatives annual budget of the
involved organizations
Risk Access reduction Reducing access to 1. JUDISIARY SYSTEM
Reduction alcoholic beverages 2. SECURITY FORCES
through law enforcement 3. BASIJ FORCES
4, DEPARTMENT OF
ANTI-SMUGGLING AND
TRAFFICKING
Risk Health education and Improvement of public 1. MINISTRY OF
Reduction promotion KASP regarding alcohol EDUCATION
Health Care abuse 2. MINISTRY OF
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Health Care

Screening

Self-care

Improving pre-hospital
emergency care

Development and
implementation of NCD
risk factor screening
programs (using USPSTF
guidelines)

Provision of affordable self-
care utensils for NCD
patients
(sphygmomanometer,
finger prick blood tests,
etc.)

Enhancement of public and
professional Basic Life
Supports (BLS) knowledge
and practice

Incorporation of first aid
subjects in curricula

AGRICULTURE
3. MINISTRY OF
INDUSTRY, MINES AND
TRADE
4. MOHME
1. MOHME
2. NATIONAL HEALTH
INSURANCE ORG
3. IRIMC

1. MOHME

2. NATIONAL HEALTH
INSURANCE ORG

3. MINISTRY OF
INDUSTRY, MINES AND
TRADE

1. RED SCRESENT
SOCIETY

2. IRIMC

3. HEART
ASSOCIATION

4. MOHME

5. NATIONAL RADIO
AND TV ORG

1. MOHME

2. MINISTRY OF
SCIENCE

3. MINISTRY OF
EDUCATION

4. VOCATIONAL
TRAINING ORG
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Youth Risk Behaviors

- Preparation of annual
report from seized
alcoholic products

AND YOUTH

3-20% Governance

reduction in

prevalence of

insufficient

physical

activity
Risk
Reduction

- Bringing
related priority

subjects into the

agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Environmental
modification

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations
Increasing per capita area
of public open space,
including sports centers ,
parks , etc.

Increasing designate biking
lanes
Increasing standard

All involved sectors in this
document

All involved sectors in this
document

1-MUNICIPALITIES

2-MINISTRY OF SPORTS AND
YOUTH

MUNICIPALITIES

MUNICIPALITIES

This section will be completed after detailed planning by joint

technical teams
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SCIENCE AND
TECHNOLOGY

3. NATIONAL RADIO
AND TV ORG

4. MINITRSY OF
ISLAMIC GUIDANCE

5. POLICY- MAKING
COUNCIL FOR IMAMS
6. MINISTRY OF

SPORTS AND YOUTH
7. MOHME
Service provision Increasing access to 1. MOHME
counseling services for 2. STATE WEFARE
alcoholics ORG OF IRN
Surveillance | Survey/s and seizure -Conducting STEPS, GSHA, 1. MOHME

statistics

KASP surveys
- Conducting National

2. SECURITY FORCES

3- MINISTRY OF SPORTS
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- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Market control

Health education and
promotion

Surveillance | Survey
Product statistics

evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations
Development of national
standards for salt/sodium
content of industrial food
products, and enforcing
them

Improvement of public

KASP regarding safe limits
of salt consumption

NA

All involved sectors in this

document

1. MOHME
2. NATIONAL
STANDARD ORG
3. MINISTRY OF
INDUSTRY, MINES AND
TRADE
1. MINISTRY OF
EDUCATION
2. MINISTRY OF
SCIENCE AND
TECHNOLOGY
3. NATIONAL RADIO
AND TV ORG
4. MINITRSY OF
ISLAMIC GUIDANCE
5. POLICY- MAKING
COUNCIL FOR IMAMS
6. MOHME

NA

1. MOHME

2. MINISTRY OF
INDUSTRY, MINES AND
TRADE
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4-30%
reduction in
mean
population
intake of
salt/sodium

Health Care

Surveillance

Governance

Health education and
promotion

Service provision

Survey/s, statistics

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

pavements

Improvement of public
KASP regarding physical
activity in workplace,
transportation and leisure
time

Provision of physical activity
counseling through family
physician initiative

-Conducting STEPS and
GSHS, KASP survey

- Construction statistics

- Timely reporting and
dissemination of info

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external

1. MINISTRY OF
EDUCATION

2. MINISTRY OF
SCIENCE AND
TECHNOLOGY

3. NATIONAL RADIO
AND TV ORG

4. MINITRSY OF
ISLAMIC GUIDANCE

5. POLICY- MAKING
COUNCIL FOR IMAMS
6. MINISTRY OF
SPORTS AND YOUTH

7. MOHME

1. MOHME
2. MINISTRY OF
WELFARE

1-MOHME
2-MUNICIPALITIES
3-MINISTRY OF SPORTS AND
YOUTH

All involved sectors in this
document

This section will be completed after detailed planning by joint
technical teams
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Access reduction

tobacco products

RESTRICTION IN TOBACCO
CULTIVATION

2. MUNICIPALITIES

3. GUILDS

MINISTRY OF AGRICULTURE

Health education
and promotion

Improvement of public
KASP regarding smoking

1. MINISTRY OF
EDUCATION

2. MINISTRY OF
SCIENCE AND TECHNOLOGY
3. NATIONAL RADIO
AND TV ORG

4. MINISTRY OF
DEFENCE

5. MINITRSY OF
ISLAMIC GUIDANCE

6. POLICY- MAKING
COUNCIL FOR IMAMS

7. MOHME

Quality

Establishing/controlling
standards of domestic and
imported tobacco products

1. NATIONAL STANDARD
ORG.

2. MOHME

3.  MINISTRY OF
INDUSTRY, MINES AND
TRADE

4. TOBACCO COMPANY
OF IRAN
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5-30%
reduction in
prevalence of
current
tobacco use

Governance

Risk
Reduction

- Bringing
related priority
subjects into
the agenda of
the High Council
of Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Taxation

Law enforcement

Law enforcement

Law enforcement

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations
Increasing tax for domestic
and imported tobacco
products

ENFORCING BANS OF
TOBACCO USE IN PUBLIC
PLACES

ENFORCING SALE
RESTRICTIONS

Increasing seized smuggled

All involved sectors in this
document

All involved sectors in this
document

1. MINISTRY OF
ECONOMIC AFFAIRS AND
FINANCE

2. MINISTRY OF
INDUSTRY, MINES AND
TRADE

1. SECURITY FORCES
2. MUNICIPALITIES

1. SECURITY FORCES
2. MUNICIPALITIES

3. GUILDS

1. SECURITY FORCES

This section will be completed after detailed planning by joint

technical teams
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7- Halt the rise
of diabetes
and

obesity

Health Care

Surveillance

Governance

Service quality
improvement

-In/out patient
registries
-Surveys

Improving quality of care of
hypertensive patients
through CMEs, medical
guideline, curricula
-National diabetes and
hypertension programs
-STEPS

- Bringing
related priority
subjects into
the agenda of
the High
Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

- Signing individual MOUs
between MOHME and relevant
stakeholders

- Holding regular, planned
technical meetings

-Ongoing reporting to decision-
maker authorities

-Conducting scheduled internal
and external evaluation studies

-Earmarking funds for NCD
related action plans in the
annual budget of the involved
organizations

AND TV ORG

4-  MINISTRY OF DEFENCE
5- MINITRSY OF
ISLAMIC GUIDANCE

6- POLICY- MAKING
COUNCIL FOR IMAMS

7- MOHME

1- MOHME
2- IRIMC
3- HEART
ASSOCIATION
MOHME

All involved sectors in
this document

All involved sectors in
this document

This section will be completed after detailed planning by joint

technical teams

L 160 | Chapter7,




June 2015

6-25%
reduction in
the prevalence
of high blood
pressure

Health Care Service provision

Surveillance | Survey/s
Market info

Governance - Bringing
related priority
subjects into
the agenda of
the High Council
of Health
- Establishing
National NCD
Committee
- Establishing
joint technical
teams between
MOHME and
other involved
organizations
- Joint action
planning
Sustainably
financing of
initiatives

Risk Health education
Reduction and promotion

INCREASED ACCESS TO
SMOKE SECCATION
SERVICES

-Conducting STEPS, GYTS,
GSHS

-Market statistics
-Smuggling forecasts

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to

decision-maker authorities

-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations
Improvement of public
KASP regarding HTN

1. MINISTRY OF
COOPERATION, LABOR AND
WELFARE- NATIONAL
ORGANIZATION OF HEALTH
INSURANCE
2. MOHME
3. MUNICIPALITIES
1- MOHME
2- MINISTRY OF
INDUSTRY, MINES AND
TRADE
3- SECURITY FORCES

All involved sectors in this
document

All involved sectors in this
document

1-  MINISTRY OF
EDUCATION

2-  MINISTRY OF SCIENCE
AND TECHNOLOGY

3- NATIONAL RADIO

This section will be completed after detailed planning by joint

technical teams
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Risk
Reduction
Health Care
Surveillance

9- 100% Governance

availability of

essential

NCDs

medicines

and basic

technologies
to treat major
NCDs

budget of the involved

organizations

Promoting RCTs in the field of
traditional medicine that target
NCDs

initiatives
R&D
Survey/s
Statistics

- Bringing

related priority
subjects into the
agenda of the High
Council of Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and other
involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

-Utilization studies
- Patient satisfaction survey/s
-Insurance companies statistics

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations

1- MOHME

2- MINISTRY OF
SCIENCE

3- RESEARCH
SUPPORT FUND

1- MOHME

2- MINISTRY OF
WELFARE

All involved sectors in
this document

All involved sectors in
this document

This section will be completed after detailed planning by joint
technical teams
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8- At least 70%
of eligible
people receive
drug therapy
and counseling
to prevent
heart attack
and strokes

Risk
Reduction

Health Care

Surveillance

Governance

Service provision

Service quality

Risk factor
surveillance

- Bringing
related priority
subjects into
the agenda of
the High
Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of

TARGET 1 AND 3

Expanding the coverage of the
national diabetes program to
large cities

Improving quality of care of
diabetic patients

STEPS

- Signing individual MOUs
between MOHME and relevant
stakeholders

- Holding regular, planned
technical meetings

-Ongoing reporting to decision-
maker authorities

-Conducting scheduled internal
and external evaluation studies

-Earmarking funds for related
action plans in the annual

TARGET 1 AND 3

1- MOHME
2- MINISTRY OF
WELFARE

1- MOHME

2- IRIMC

3- DIABETES

ASSOCIATIONS
MOHME

All involved sectors in
this document

All involved sectors in
this document

This section will be completed after detailed planning by joint

technical teams
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Risk
Reduction

Policy enforcement

Control over domestic and
imported cooking and
industrial dietary oils

1- MOHME
2- NATIONAL
STANDARD ORG

Health education and
promotion

Improvement of public KASP
regarding healthy cooking oil

1- MINISTRY OF
EDUCATION

2- MINISTRY OF
SCIENCE AND
TECHNOLOGY

3- NATIONAL
RADIO AND TV ORG
4- MINISTRY OF
DEFENCE

5- MINITRSY OF
ISLAMIC GUIDANCE
6- POLICY-
MAKING COUNCIL FOR
IMAMS

7- MOHME

Health Care

NA

NA

NA

Surveillance

STATISTICS

Reporting the related stats
annually

MINISTRY OF INDUSTRY,
MINES AND TRADE
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10- Zero trans
fatty acids in

edible oils and
food products

Risk
Reduction

Health Care

Surveillance

Governance

Subsidies

-Survey/s
-Statistics

- Bringing
related priority
subjects into the
agenda of the High
Council of Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and other
involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

NA

Reimbursement of
catastrophic payments for
uninsured NCD
medicines/technologies

-Utilization study

- Patient satisfaction
survey/s

-Insurance companies
statistics

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations

NA

1- SPECIAL
DISEASE FOUNDATION
2- EMDAD
RELIEFE ORG

3- MOHME

4- NATIONAL
INSURANCE ORG

3- MOHME

4- MINISTRY OF
WELFARE

All involved sectors in
this document

All involved sectors in
this document

This section will be completed after detailed planning by joint
technical teams
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Specific targets of Islamic Republic of Iran

FirstEdition

Targets Scope Strategies Activities Stakeholders Desired outcome Evaluation Resources Time Period
indicators
Reduction in
. ) road traffic i .
Public Education fatality rate Road traffic fatality
c 0 educat All Community | reduction in road rate
ourses to educate . ;
. traffic fatalit
Education drivers, health care Members Y| Number of Trainees Annually
with Especial rate :
employees, etc. Focus on High Risk During the
i Promoting Health
R n_x_m_m. _:QMQ Groups Safe Road Users Road Safety Wmﬁn.mamﬁo*
eduction including: Commission ction for
Road Safety
Identifying Risk ) -
entitying Ris Road maintenance First Number of 2011- 2020
factors
and Responder Campaigns/
transportation Training National and
Raising Awareness International Events
Campaigns Advocacy &

Capacity Building
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Targets Dimension Strategies Activities Related Stakeholdets Desired Monitoring & Resources Time
Outcome/Output/Process Evaluation required Period
Indicators indicators
20% Annual - Road
Reduction - Preparation of maintenance
in the “professional and
Number of drivers’ basic i
Accidents N © transportation Road traffic
health package o fatality rate
Death ) ) organization o )
Appropriate - Meetings to - Social security Reduction in road traffic
budget promote L fatality rate reduction in Number of
g organization i .
allocation association i Ministrv of road traffic fatality rate Road Safety
between _:hm_zoq,\ Commission
Preventive government © police Lead >mm:n<. to Oversee >::.cm_
rules organizations m:a\ow mooﬂw_zmﬁ.m.m__ Road Meetings.
modification - Professional Ministry of Health afety Activities
drivers Annuall
i ) Number of \
Especial insurance All Responsible .
attention to e ' Shared Vision Approvals Road Safety
Governance : Authorities in the field A di o (Iranian
Standards in Budget allocation of Road Safety: ccording to Commission Calendar)
industry Emergency Common Language the Meeting
Establish a Lead Agency Management Minute
Promoting to Guide the National

intersectional
cooperation

Integrated
Road Safety
Management

Road Safety Efforts

Develop a Strategic Plan

Set Realistic Targets

Center(MOH&ME), Red
Crescent, Traffic Police,
Ministry of Road &
Urban Planning,
Ministry of Interior,
Ministry of Education,
Road Maintenance
Organization(RMO),
Standard Organization,
Insurance Company.

10 Years National Road
Safety Strategic Plan
2011-2020

10% Reduction in the
Number of Road

Achievements
(%) based on
the Plan

Number of
Road Traffic
Death
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Expanding the Relief
& Rescue(Fire
Extinguishing)
Infrastructure

Expanding
Emergency Medicine
Discipline

Attending
Specialized
Physicians Plan
(Health Evolution
Plan)

Providing Current
Medical Education
Courses for General
Practitioners and
Specialists

Implementing

Improved
Quality of Pre
Hospital Services

Improved
Quiality of
Hospital Care

Number of Relief &
Rescue Stations

Number of Relief &
Rescue Stations
Per 100 KM

Number of Relief &
Rescue Vehicles

Number of Medical

Universities Offering

Emergency Medicine
Specialty Course

Number of Hospitals
Implemented
Attending Specialized
Physicians Plan

Mean Number of
Attending Physician
per Night Shifts

Number of Training
Courses

Number of Trained

Physicians

Number of Trauma
Centers

Ministry of
Health &
Medical

Education
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Targets

Scope Strategies
Drivers’
occupational
health
Health Care examinations

Improved Post
Crash Care

Activities

Driver health
examinations using
ministry of health’s

guidelines

Expanding the EMS
Infrastructure

Expanding
Air Ambulance
Program
(Health Evolution
Plan)

Expanding Motor
Ambulances
Program
(Health Evolution
Plan)

Providing Current
Medical Education
Courses for EMS
Technicians

Providing Emergency
Care as a Bachelor
Course

Stakeholders

- Road
maintenance and
transportation

- Occupational
Medicine centers

Ministry of Health

All Community Members

Desired outcome

Reduction in
road traffic
fatality rate
reduction in road
traffic fatality
rate

Improved
Quality of Pre
Hospital Care

Improved Time
Performance for
EMS System

Acceptable
Coverage for
Rural Roads

Improved
Quality of Pre
Hospital Care

Evaluation indicators

Road traffic fatality
rate

Number of EMS
Stations(Ground, Air)

Number of Ground
EMS Stations Per 100
KM

Number of
Ambulances

EMS Response Time

EMS Coverage for
Road Traffic Injuries

Land Coverage by Air
Ambulance (%)
Number of Training
Courses

Number of Trained
Technicians

Number of Medical
Universities Offering
Bachelor Course

Number of Accepted
and
Bachelor Graduated

Resources Time Period
Annually
During the
Decade of
Action for
Health & Road Safety
Medical 2011- 2020
Education
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Targets Dimension Strategies Activities Related Stakeholders Desired Monitoring | Resources | Time
Outcome/Output/Process & requited | Pperiod
Indicators Evaluation
indicators
1- A 25% Governance - Bringing - Signing individual MOUs All involved sectors in this
relative NCD priorities between MOHME and document
reduction in into the agenda | relevant stakeholders
risk of of High Council - Holding regular, planned
premature of Health technical meetings This section will be completed after detailed planning by joint
mortality - Establishing | -Ongoing reporting to technical teams
from National NCD decision-maker authorities
cardiovascular Committee -Conducting scheduled
diseases, - Establishing | internal and external
cancer, joint technical evaluation studies
diabetes, or teams between
chronic MOHME and
respiratory other involved
diseases organizations
- Joint action
planning
Sustainably -Earmarking funds for All involved sectors in this
financing of related action plans in the document
initiatives annual budget of the
involved organizations
Risk Health education Enhancing public KASP 1. MINISTRY OF
Reduction and promotion regarding major NCD risk EDUCATION
factors through: 2. MINISTRY OF
SCIENCE AND
- Media campaigns TECHNOLOGY

- Routine programs
- Curricula

- Extracurricular
activities

3. NATIONAL RADIO
AND TV ORGANIZATION
4. MINITRSY OF
ISLAMIC GUIDANCE

5. POLICY- MAKING
COUNCIL For IMAMS

6. MOHME
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Trauma System
Approach

Free of Charge Care

All Community Members

with Special Focus on

to All Road Traffic Poor Road Users who Stareted in
Injured Victims Can’t Afford Catastrophic 2007 & will
Based on the 4th & Medical Care Costs Number of Central be Continued
5th Soci- Economic Reimbursed Insurance Annually
Cultural Admissions for Road Oreanizati During the
L . ganization
Developmental Free of charge Traffic Injured Victims Ministry of Decade of
Agenda care Health & Action for
Out of Pocket Medical Road Safety
vm<_3m.3 _n.ow .xom_n_ Education 2011- 2020
Traffic Injuries.
Targets Scope Strategies Activities Stakeholders Desired outcome Evaluation Resources Time Period
indicators
Random drug usage
tests
Road Traffic
Reimbursement
Data Bank, Based on Reduction in road
Death registry ICD10 - Ministry of traffic fatality
Random drug tests health rate reduction in Road traffic
road traffic fatality rate
. Establish and Police fatality rate Road Safety
surveillance Support Data Police Road Traffic Number of Commission 2016-2020
Systems for on- Police, Data Bank Road Safety Commission | Integrated Road | Published Status
going Monitoring Emergency Management Traffic Injuries Report

and Evaluation

Speed Camera’s
Surveillance System

Center(MOH& ME)

Information
System
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Health Care

Surveillance

Screening

Self-care

Improving pre-
hospital emergency
care

-In/Out patient
registries
-Death registry
-Cancer registry

Development and
implementation of NCD risk
factor screening programs
(using USPSTF guidelines)
Provision of affordable self-
care utensils for NCD
patients
(sphygmomanometer,
finger prick blood tests,
etc.)

Enhancement of public and
professional Basic Life
Supports (BLS) knowledge
and practice

Incorporation of first aid
subjects in curricula

Scheduled reports are
prepared and disseminated

1. MOHME

2. NATIONAL HEALTH
INSURANCE ORG

3. IRIMC

1. MOHME

2. NATIONAL HEALTH
INSURANCE ORG

3. MINISTRY OF
INDUSTRY, MINES AND
TRADE

1. RED SCRESENT
SOCIETY

2. IRIMC

3. HEART
ASSOCIATION

4. MOHME

5. NATIONAL RADIO
AND TV ORG

1. MOHME

2. MINISTRY OF
SCIENCE

3. MINISTRY OF
EDUCATION

4. VOCATIONAL
TRAINING ORG

1. MOHME

2. FORINSIC
MEDICINE ORG

3. NATIONAL
ORGANIZATION FOR
CIVIL REGISTRATION
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Increasing
accessibility

Decreasing air
pollutants

Decreasing soil
pollutants

Decreasing the price of
fruits and vegetables
through:

- production
incentives

- facilitated farmer’s
access to the
market

- holding continuous
training events for
the farmers

Enforcement of Clean Air
Act

Decreasing utilization of
unsafe fertilizers

Decreasing utilization of
unsafe pesticides

1- MINISTRY OF
AGRICULTURE

2-  MINISTRY OF
MINISTRY OF
INDUSTRY, MINES
AND TRADE

3-  MINITRY OF JUSTICE-
TAZIRAT ORG

4-  MINICIPALITIES

5- GUILDS

1. MINISTRY OF

INTERIOR

2. MINISTERY OF

PETROLEUM

3. MINISTRY OF

INDUSTRY, MINES AND

TRADE

4. ENVIRONMENAL

PROTECTION ORG

5. MOHME

6. MUNICIPALITIES
1. NATIONAL ORG OF
STANDARDS

2. MINISTRY OF

AGRICULTURE

3. MINISTRY OF
INDUSTRY, MINES AND

TRADE

4. MOHME

1. NATIONAL ORG OF
STANDARDS

2. MINISTRY OF
AGRICULTURE

3. MINISTRY OF
INDUSTRY, MINES AND
TRADE

4. MOHME
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Reduction
Health Care

and promotion

KASP regarding alcohol
abuse

EDUCATION

2. MINISTRY OF
SCIENCE AND
TECHNOLOGY

3. NATIONAL RADIO
AND TV ORG

4. MINITRSY OF
ISLAMIC GUIDANCE

5. POLICY- MAKING
COUNCIL FOR IMAMS
6. MINISTRY OF
SPORTS AND YOUTH

7. MOHME

Service provision

Increasing access to
counseling services for
alcoholics

1. MOHME
2. STATE WEFARE
ORG OF IRN

Surveillance

Survey/s and seizure
statistics

-Conducting STEPS, GSHA,
KASP surveys

- Conducting National Youth
Risk Behaviors

- Preparation of annual
report from seized alcoholic
products

1. MOHME

2. SECURITY FORCES
3- MINISTRY OF SPORTS
AND YOUTH

L 174 |Chapter7




June 2015

2-10% Governance - Bringing - Signing individual MOUs All involved sectors in this
reduction in related priority between MOHME and document
the harmful subjects into relevant stakeholders
use of alcohol the agenda of - Holding regular, planned
the High Council | technical meetings
of Health -Ongoing reporting to
- Establishing | decision-maker authorities
National NCD -Conducting scheduled
Committee internal and external
- Establishing | evaluation studies
joint technical
teams between
MOHME and
other involved
organizations
- Joint action
planning
Sustainably -Earmarking funds for All involved sectors in this
financing of related action plans in the document
i tives annual budget of the
involved organizations
Risk Access Reducing access to alcoholic 1. JUDISIARY SYSTEM
Reduction reduction beverages through law 2. SECURITY FORCES
enforcement 3. BASIJ FORCES
4, DEPARTMENT OF
ANTI-SMUGGLING AND
TRAFFICKING
Risk Health education Improvement of public 1. MINISTRY OF

This section will be
completed after detailed
planning by joint technical
teams
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4-30%
reduction in
mean
population
intake of
salt/sodium

Health education and
promotion

Health Care Service provision
Surveillance | Survey/s, statistics
Governance - Bringing

related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

Improvement of public KASP
regarding physical activity in
workplace, transportation
and leisure time

Provision of physical activity
counseling through family
physician initiative

-Conducting STEPS and GSHS,
KASP survey

- Construction statistics

- Timely reporting and
dissemination of info

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external

1. MINISTRY OF EDUCATION
2. MINISTRY OF SCIENCE AND
TECHNOLOGY

3. NATIONAL RADIO AND TV
ORG

4. MINITRSY OF ISLAMIC
GUIDANCE

5. POLICY- MAKING COUNCIL
FOR IMAMS

6. MINISTRY OF SPORTS AND
YOUTH

7. MOHME

1. MOHME
2. MINISTRY OF WELFARE

1-MOHME
2-MUNICIPALITIES
3-MINISTRY OF SPORTS AND YOUTH

All involved sectors in this
document

This section will be completed after detailed
planning by joint technical teams
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3-20%
reduction in
prevalence of
insufficient
physical
activity

Governance

Risk
Reduction

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Environmental
modification

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for related
action plans in the annual
budget of the involved
organizations

Increasing per capita area of
public open space, including
sports centers, parks, etc.

Increasing designate biking
lanes

Increasing standard
pavements

All involved sectors in this
document

All involved sectors in this
document

1-MUNICIPALITIES

2-MINISTRY OF SPORTS AND
YOUTH

MUNICIPALITIES

MUNICIPALITIES

This section will be completed after detailed
planning by joint technical teams
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5-30%
reduction in
prevalence of
current
tobacco use

Governance

Risk
Reduction

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Taxation

Law enforcement

Law enforcement

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for related
action plans in the annual
budget of the involved
organizations

Increasing tax for domestic
and imported tobacco
products

ENFORCING BANS OF
TOBACCO USE IN PUBLIC
PLACES

ENFORCING SALE
RESTRICTIONS

All involved sectors in this document

All involved sectors in this document

1.

MINISTRY OF ECONOMIC

AFFAIRS AND FINANCE

2.

MINISTRY OF INDUSTRY,

MINES AND TRADE

1.
2.

SECURITY FORCES
MUNICIPALITIES

SECURITY FORCES

MUNICIPALITIES

GUILDS

This section will be completed after detailed
planning by joint technical teams
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- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Risk Market control
Reduction

Health education and
promotion

Health Care NA

Surveillance | Survey
Product statistics

evaluation studies

-Earmarking funds for related
action plans in the annual
budget of the involved
organizations

Development of national
standards for salt/sodium
content of industrial food
products, and enforcing them
Improvement of public KASP
regarding safe limits of salt
consumption

NA

All involved sectors in this
document

1. MOHME
2. NATIONAL STANDARD ORG
3. MINISTRY OF INDUSTRY,
MINES AND TRADE
1. MINISTRY OF EDUCATION
2. MINISTRY OF SCIENCE AND
TECHNOLOGY
3. NATIONAL RADIO AND TV
ORG
4. MINITRSY OF ISLAMIC
GUIDANCE
5. POLICY- MAKING COUNCIL
FOR IMAMS
6. MOHME

NA
1. MOHME

2. MINISTRY OF INDUSTRY,
MINES AND TRADE
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6-25%
reduction in
the prevalence
of high blood
pressure

Health Care

Surveillance

Governance

Risk
Reduction

Service provision

Survey/s
Market info

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Health education and
promotion

INCREASED ACCESS TO SMOKE
SECCATION SERVICES

-Conducting STEPS, GYTS,
GSHS

-Market statistics
-Smuggling forecasts

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for related
action plans in the annual
budget of the involved
organizations

Improvement of public KASP
regarding HTN

1. MINISTRY OF
COOPERATION, LABOR AND
WELFARE- NATIONAL
ORGANIZATION OF HEALTH
INSURANCE
2. MOHME
3. MUNICIPALITIES

1- MOHME

2- MINISTRY OF INDUSTRY,

MINES AND TRADE

3- SECURITY FORCES

All involved sectors in this document

All involved sectors in this document

1- MINISTRY OF EDUCATION

2-  MINISTRY OF SCIENCE AND
TECHNOLOGY

3- NATIONAL RADIO AND TV

This section will be completed after detailed

planning by joint technical teams
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Law enforcement

Access reduction

Health education and
promotion

Quality

Increasing seized smuggled
tobacco products

RESTRICTION IN TOBACCO
CULTIVATION

Improvement of public KASP
regarding smoking

Establishing/controlling
standards of domestic and
imported tobacco products

1. SECURITY FORCES
2. MUNICIPALITIES

3. GUILDS

MINISTRY OF AGRICULTURE

1. MINISTRY OF EDUCATION
2. MINISTRY OF SCIENCE AND
TECHNOLOGY

3. NATIONAL RADIO AND TV
ORG

4. MINISTRY OF DEFENCE

5. MINITRSY OF ISLAMIC
GUIDANCE

6. POLICY- MAKING COUNCIL
FOR IMAMS

7. MOHME

1. NATIONAL STANDARD ORG.
MOHME

MINISTRY OF INDUSTRY,
MINES AND TRADE

4. TOBACCO COMPANY OF IRAN

wn
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Risk
Reduction
Health Care
Surveillance

8- At least 70% | Governance

of eligible

people receive

drug therapy

and counseling

to prevent

heart attack
and strokes

Service provision

Service quality

Risk factor
surveillance

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

TARGET 1 AND 3

Expanding the coverage of
the national diabetes
program to large cities
Improving quality of care of
diabetic patients

STEPS

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for related
action plans in the annual
budget of the involved
organizations

TARGET 1 AND 3

1- MOHME
2- MINISTRY OF WELFARE

1- MOHME
2- IRIMC

3- DIABETES ASSOCIATIONS
MOHME

All involved sectors in this document

All involved sectors in this document

This section will be completed after detailed
planning by joint technical teams
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7- Halt the rise
of diabetes
and

obesity

Health Care

Surveillance

Governance

Service quality
improvement

-In/out patient
registries
-Surveys

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

Improving quality of care of
hypertensive patients through
CMEs, medical guideline,
curricula

-National diabetes and
hypertension programs
-STEPS

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for NCD
related action plans in the
annual budget of the
involved organizations

ORG

4- MINISTRY OF DEFENCE

5- MINITRSY OF ISLAMIC
GUIDANCE

6- POLICY- MAKING COUNCIL
FOR IMAMS

7- MOHME

1- MOHME
2- IRIMC
3- HEART ASSOCIATION

All involved sectors in this document

This section will be completed after detailed
planning by joint technical teams

involved sectors in this document
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Risk
Reduction

Health Care

Surveillance

Governance

NA

Subsidies

-Survey/s
-Statistics

- Bringing
related priority
subjects into the
agenda of the
High Council of
Health

- Establishing
National NCD
Committee

- Establishing
joint technical
teams between
MOHME and
other involved
organizations

- Joint action
planning
Sustainably
financing of
initiatives

NA

Reimbursement of
catastrophic payments for
uninsured NCD
medicines/technologies

-Utilization study

- Patient satisfaction
survey/s

-Insurance companies
statistics

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations

NA

1- SPECIAL DISEASE
FOUNDATION

2- EMDAD RELIEFE ORG

3- MOHME

4- NATIONAL INSURANCE ORG
3- MOHME

4- MINISTRY OF WELFARE

All involved sectors in this document

This section will be completed after detailed
planning by joint technical teams

All involved sectors in this document
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9- 100%
availability of
essential
NCDs
medicines
and basic
technologies
to treat major
NCDs

Risk
Reduction

Health Care R&D

Surveillance | Survey/s
Statistics

Governance - Bringing
related priority
subjects into the
agenda of the
High Council of
Health
- Establishing
National NCD
Committee
- Establishing
joint technical
teams between
MOHME and
other involved
organizations
- Joint action
planning
Sustainably
financing of
initiatives

Promoting RCTs in the field of
traditional medicine that
target NCDs

-Utilization studies

- Patient satisfaction
survey/s

-Insurance companies
statistics

- Signing individual MOUs
between MOHME and
relevant stakeholders

- Holding regular, planned
technical meetings
-Ongoing reporting to
decision-maker authorities
-Conducting scheduled
internal and external
evaluation studies

-Earmarking funds for
related action plans in the
annual budget of the
involved organizations

1- MOHME

2- MINISTRY OF SCIENCE

3- RESEARCH SUPPORT FUND
1- MOHME

2- MINISTRY OF WELFARE

All involved sectors in this document

involved sectors in this document

This section will be completed after detailed
planning by joint technical teams
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3- NATIONAL RADIO AND TV
ORG
4- MINISTRY OF DEFENCE
5- MINITRSY OF ISLAMIC
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6- POLICY- MAKING COUNCIL
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Health Care NA NA NA
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The present chapter aims to review the factors affecting the prevalence of NCDs in general popula-
tion of Iran, as well as to discuss the existing opportunities of the country which would be helpful to
assistthe committee to reach its own goalsin terms of preventingand controllingthe NCDs in the com-
munity. Some selected opportunities are generally categorized as “primary healthcare”, “family physi-
cian program” and “integration of the medical education and health in the ministry of health of Iran”,
which have beendiscussedin detailasfollowing:

7.1.Factors Affecting Non-communicable Diseases in the Islamic Republic of Iran

Achieving the highest possible level of health is a basic human right as presented in the Constitution
of the World Health Organization (WHO). Healthis crucial forindividual welfare as it provides several
economic, social,and culturalinterests forindividuals, families,and countries because people become
verydynamicin every respect. According towhatwas said, itisimportantto considerthe role of people
as an essential milestone for making effective policies in the country with respect to the prevention
and control of non-communicable diseases. To this end, it is necessary that the factors affecting non-
communicable diseases beidentified and examined.

Thus, Iranian National Committee for NCDs Prevention and Control and related Risk Factors sum-
marizes the intervention factors for the control of non-communicable diseases in seven items: back-
ground factors, contextual factors, lifestyle, occupational factors, accidents and events, physiological
factors, and pathological factors. The reason for choosing these seven factors is that the factors are re-
garded as the major components of the country’s development and, accordingly, require short- and
long-term planning. Although, changesin the background and contextual factorsareamongthe macro
goals of the country’s development, they require complex interventions and targeted and long-term
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planningand policy-makingthatare availablein the future; these will be discussed briefly.

On the other hand, changes in lifestyle and occupational factors and reducing accidents and events
are among the components that require changes in cultural and environmental infrastructures; these
factors need to modify and conformto the international standards in the nottoo distant future. Howev-
er,changesin physiologicaland pathological factors are closer to the committee’s objectives inthe area
of the prevention and control of non-communicable diseases and are achievable in the short run. De-
veloping the culture of the prevention and control of blood pressure, blood sugar, blood lipid, obesity,
overweight, etc. (which areamong physiological factors) can prevent people from catching non-com-
municable diseases such as cancers, cardiovascular disease, diabetes, strokes, etc. (which are among
pathological factors) and, accordingly, help them experience a better life and, ultimately, a longer life
expectancy. The physiological and pathological factors are will be explained in details below.

In the conceptual framework of the committee, the contextual factors are classified into three cat-
egories: unhealthy environment, geographic-related threatening factors, markets and industries. Un-
healthy environment includes all the factors that are harmful to public health such as poor quality and
quantity of water, low rainfall, unfavorable climatic variations, domestic incidents, traffic accidents,
occupational accidents, natural disasters, and air pollution. The market includes factors such as non-
credit markets, lack of affordability for producing/using healthy products, spending leisure time in
order to earn a living, the distribution of the basket of goods and economic subsidies without regard
to the policies related to the control of non-communicable diseases, imports of unhealthy products,
the unhealthy system of distribution (transport) of food products, and insufficient infrastructures of
road transportin the country. Inthe industrial sector, some noteworthy cases include the food industry
producing unhealthy products (including high levels of salt, saturated fat, poor access to substances
including unsaturated fatty acids, trans fatty acids, etc.), pollutantindustries (industries including the
manufacture of cement, lime and gypsum, iron steel production equipment, production of copper,
etc.), industrial products lacking ergonomic features (including industry manufacturers of beds and
mattress, chairs and tables, etc.%, automotive industry manufacturers of unsafe vehicles such as low
production of vehicles equipped with occupant protection systems (with enough airbags), poor in-
frastructures, the country’s non-standard traffic, low proportion of inter-city highways to the country’s
road network.

Contextual factors include urbanization, aging, and social determinants of health. Urbanization
factors such as inadequate city standards related to clean cities and inadequate city standards that are
health-friendly can have an important effect on developing non-communicable diseases. The social
determinants of health include class differences, gender-related and ethnic discrimination, poverty,
illiteracy, marginalization,and loss of social capital.

To change the lifestyle as an intervention factor in the control of non-communicable diseases, inter-
ventions presented by WHO are noteworthy. Moreover, interventions should be considered in order
to correct unhealthy diets (such as low or no consumption of seafood with omega-3 fatty acids, low
consumption of unsaturated fatty acids, low milk consumption, high consumption of red meat, etc.),
smoking, alcohol consumption, drug use, physical inactivity, lack of follow-up treatment, diets and oth-
erregimes, stressful life,and psychosocial factors.

Among the occupational factors to be considered for the prevention and control of non-communi-
cable diseases are occupational cancer-causing substances (carcinogens), the causes of asthma (such
as asbestos, benzene, nickel, etc.), particles, gases and vapors, noise, risk factors of occupational ac-
cidents and events, and ergonomic factors causing occupational lumbago. Accidents and events are
regarded as another factor that should be considered in the prevention and control of non-commu-
nicable diseases. These include road accidents and other non-intentional accidents, medical errors,
unintentionalviolenceincludingdomesticand streetviolence, suicide, and sexual abuse of children.

Physiological factors, including elevated blood pressure and blood sugar, overweight (obesity), ele-
vated blood lipid, low bone mineral density, low glomerularfiltration rate, lack of vitamin D, A, zinc, and
iron. It is necessary to take measures for the prevention and control of non-communicable diseases
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withrespecttoeach of the factors mentioned. Foreach factor, interventions are presented atfourlevels
of basicand primary prevention, the services of second and third levels, steps that must be taken for ef-
fective service delivery,and services afterdischarge.

Atthe basic or primary level, the prevention services include education and changes in lifestyle (for
the publicand special populations such as children, students, public sector employees, barracks, mili-
tary bases, and other target groups), medical interventions for prevention, and screening, treatment,
and rehabilitation interventions. At this level, measures for effective service delivery should also be
taken into consideration. These include ratification of supportive rules required by local regulations,
ministerial regulations and instructions, regulations and instructions ratified by the government, rules
ratified by the parliament, and rules ratified in the upper-hand documents (5-year Development Plan).
Other measures to be considered for effective service delivery include providing access, increasing
coverage, improving quality, increasing efficiency and justice, increasing satisfaction with the perfor-
mance of the health care system, improving the quality of life, increasing life expectancy, and reducing
mortality indicators. Services at second and third levels include education, changes in lifestyle, diag-
nostic interventions (laboratory and scanning interventions), and treatment, drug, and rehabilitation
interventions.

Following services at second and third levels, other measures should be considered to provide the
service effectively. These include ratification of required supportive rules as mentioned for the primary
level, providing access, increasing coverage, improving quality, increasing efficiency and justice, in-
creasing satisfaction with the performance of the health care system, reducing costs paid out of pocket,
reducing exorbitant costs, improving the quality of life, increasing life expectancy, and reducing mor-
tality indicators. After these steps, some interventions should be implemented in the area of after-dis-
chargeandhome careservices. Allthe aforementioned interventions should be consideredand imple-
mented foreach of the physiological factors.

Finally, pathological factors include cardiovascular diseases, strokes, diabetes, cancers, asthma
(COPD), mental disorders, back pain, and chronic kidney diseases. For all these factors, interventions
required for physiological factors need to be considered. In addition, in the case of cardiovascular dis-
ease, strokes, and asthma (COPD), another level of pre-hospital emergency services before the ser-
vices of the secondand thirdlevelsare required.

7.2. Primary health care (Behvarz system) and its possible role to prevent and control the
NCDsinruralareasofl.R.Iran

The Behvarz system uses community health workers to provide primary health care in rural Iran—ar-
easwith populations generally less than 5,000 people and those with agriculture as the main economic
activity. Community members with at least primary education are recruited into the Behvarz program
on the basis on their performance in an entrance examination. Newly appointed Behvarz workers un-
dergo 2 years of classroom and practical training before beginning work in their own local community.
Behvarz workers receive regular training throughout their career, a fixed salary that is about a sixth of
thatof physicians,andaperformance based bonus of no more than5% of theirsalary.

Between 1996 and 2002, the program was expanded to incorporate diabetes prevention and control.
As a part of the protocol established by the National Plan for Prevention and Control of Diabetes, Beh-
varz workers are trained to identify high-risk groups—those aged 30 years or older who are pregnant,
haveafamily history of diabetes, orare overweight. High-riskindividuals are referred to physicianswho
visit the local community in so-called health houses for diabetes testing and, as required, treatment.
Diagnosis, treatment, and lifestyle advice, as well as the date of the subsequent physician visit, are re-
cordedbyaBehvarzworker.

Diagnosed patients obtain their subsidized drugs from the medical team visiting the health house.
Behvarzworkers then follow up patients with diabetes monthly to check thatthey are adhering to their
treatment, to arrange for new drug supply, to examine them for symptoms of hyperglycemia %e.g. dia-
betic wounds and ulcers), and to refer patients with symptoms such as ulceration, painful limbs, and
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blurredvisionto physiciansattherural health centers. The physicianstowhomthe patientsare referred
are expected to treat on the basis of well-developed guidelines, with patients advised by their local Be-
hvarzworker to visit physicians at least once every 3 months. Behvarz workers are also responsible for
holdingtrainingsessionson healthy dietand lifestyle for,amongothers, individualswhoareat high risk
fordiabetes. Although Iran hasa program for the management of hypertension, at the time of this study
the programdid nothaveaspecificrole for Behvarzworkers or detailed guidelines for physicians.

Behvarz system might act as a unique opportunity to prevent and control the NCDs in rural areas of
Iran. This should be considered that the Behvarz workers come from the rural community and are fa-
miliarwith the socio-cultural characteristics of peoplein ruralareas. Besides, thisismuch more feasible
forthemto connectwiththe rural people and teach them the NCDs preventive methods (such asmore
physical activities and consumption of more fruits and vegetables). Due to the close relationship with
the indigenous people, Behvarzworkers can also actas a brilliant research assistantin rural areas of Is-
lamicRepublicof Iranintermsof datacollection process.

7.3.1s“family physician (FP) program” an effective system to reduce the risk of NCDs in Iran?

The main objective of the Universal Health Coverage (UHC) is to ensure that the entire people around
the world obtain their required health-care services without any financial problems when paying for
them. Successfulness of the UHC requires the inevitable parameters including 1. A strong, efficient,
well-run health system, 2. A system for financing health services, 3. Access to essential medicines and
technologies, and 4. A sufficient capacity of well-trained, motivated health workers [2] Although
reaching the entire UHC's objectives seem extremely difficult, but with collaboration of the involved
countrieswould be possible. Family physicianis one of the programs developed by the MOHME inline
withthe UHC main objectivesin Iran.

As mentioned below, Family physician is one of the equitable and affordable programs developed in
line with the goals of the universal health coverage. FP program began from 2005 in rural areas of Iran.
However, the history of this program in urban areas does not exceed 3 years (began from 2011 ), inonly
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two provinces of Iran. Some selected advantages and successes of this program during the period of
developmenthave beendiscussedasfollowing.

The number of physiciansinrural areas (those with <20 000 inhabitants) hasincreased from less than
2000in 2005 to more than 6000in 2006, just1yearafterimplementation of this program, and theirincome
has increased from 1-5 million Iranian Rials to 15 million Rials per month. Nearly 50% of health centers
now have acceptable residential places for family physicians, and health-care access has strikingly im-
proved inrural areas; for the first time after reaching a plateau in neonatal and maternal mortality since
the1990s, uptoa35%reductioninbothindices hasbeenachievedinsomeremoteruralareas.

One mainissuein Iran’s family physician program is that physicians are not trained for the responsi-
bility of working in rural areas. To overcome this problem, a short mandatory course is arranged at the
beginning of the contract, with a continuous professional development program recently expanded
by means of internet based virtual learning. Arrangements have been made for those working as fam-
ily physicians for at least 3 years to enter specialty training. However, financing is still a challenge to this
program. The newly established Ministry of Welfare was assigned to establish the infrastructure and
payments for the family physician program instead of the Ministry of Health, and the program encoun-
tered some majorobstaclesinthe beginning. The situation hasimprovedsince, butitisfarfromideal.

Among the preset goals, the Family Physician Project was set up to bring health care into deprived
areas, and monetary bonuses were added to compensate for the draw backs of living and working in
these areas. At some centers, the capitation method of payment (i.e., that not related to performance)
is thrice the base payment of a professorin the best universities. Most general practitioners getinto the
project only as part of their obligatory 2-year public service. For male physicians who do their military
service concomitantly with their publicobligations, workingasafamily physician willincrease the capi-
tation income 40-fold compared with military physicians serving in the same area. We should add that
otherbonusesandanadditional pay for- performance system of paymentarein place atsome centers.

In conclusion, itseems that the existing incentives persuade the physicians to getinvolved in FP pro-
gram more than the past. Existence of a physician alongside the “Behvarz Workers” might be much
more effective not only to prevent and control the NCDs through performing preventive and curative
activities, butalso to improve the healthcare system around the country. Expansion of the FP program
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from rural to urban areas should be considered as another opportunity to reach the goals of Iranian na-
tional committee for prevention and control of NCDs.

7 4. Integration the medical education and health in the ministry of health and medical educa-
tion of Islamic Republic of Iran

Inthefirsthalf of the 20th century, with the return of Iranian medical graduates and the establishment
of medical colleges along modern lines, much progress was made in the development and availability
of trained manpower and specialized faculties of medicine. Despite all this, there were shortcomings
in meeting high international standards both qualitatively and quantitatively, mainly in the teaching of
basic and para clinical sciences and the development of medical research. Since 1979, following the Is-
lamicrevolution, greatadvances have been made in medical education. Overall, considering the 8-year
war imposed by Iraq and its socio-economic consequences, Iran made a tremendous effortin training
the skilled manpower needed in the country, towards attaining self-sufficiency in various fields, mainly
inmeetingthe demand for medical personnel.

The unprecedented advances of recentyears, particularly in the fields of immunology, biochemistry,
and genetics, the emphasis on prevention of disease, and the initiation of the “health for all” approach
by the World Health Organization (WHO) and governments have highlighted the need for a funda-
mental change in approaches to medical education. The last three decades revealed that traditional
methods of teaching in medical sciences could no longer meet the demands of communities. This has
led to most newer medical schools and many older ones to try and adapt to the needs of the people
move towards more community oriented medical education (COME) orproblembasedlearning (PBL)
orbothasthebasis forfurthereducation.

From 1988 - 1993, the movement gained momentum at international congregations and assemblies
and led to the endorsement of a declaration, in which the world federation of medical education
(WFME), despite acknowledging the importance of newer advances in teaching methods, found the
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abovetobeinadequate, emphasizing the need for more realisticfundamental changes in medical edu-
cation, in keepingwith the ever-changing cultural, and political needs of communities.

Inthe 1980s, serious efforts were made to alleviate shortcomingsin the lack of skilled manpower —ef-
forts particularly noticeable in the medical faculties. The 1990s saw a concentrated effort put into en-
hancingthe quality of medical education, based on PBLand student oriented learning, newer concepts
of student and lecturer evaluation, development of community oriented medicine, all issues focused
upon by education policy makers forthe designingand implementation of future strategies.

To overcome problems being faced by the two ministries of health and that of higher education, re-
garding in particular the issues of community health and training of health-care personnel, the estab-
lishment of the Ministry of Health & Medical Education was a turning point in the progress of medical
educationinlran.Thisledtoanincrease inthe number of universities of medical sciences, faculty mem-
bers, studentadmissions and graduations, conferences and workshops, and a relative quantitative and
qualitative growth in medical research and publications. Needless to say, for the achievement of all the
above, education development centers were established with the development of related policiesand
strategies.

Apart from being certified, graduates must be adequately skilled in using the knowledge they have
attained. Despite taking graduate and postgraduate courses, itis an accepted fact that regular updates
are imperative for practitioners and specialists for them to maintain the required level of competency.
Medical education, today, therefore consists of undergraduate, postgraduate, in service,and commu-
nity oriented medical education, which keeps practitioners, both general and specialized, in constant
touchwithanyandalladvances made in their relatedfields.

Continuing Medical Education (CME), has, in the past two decades, been constantly endorsed and
recommended as the appropriate approach for tackling the challenges faced in present day medical
education. Following an act passed by parliament of the Islamic Republic of Iran making CME compul-
sory;a5-year CMEprogramfrom1991-1995wasimplemented throughoutthe country.In1997,the CME
actwasrevised, requiringall physicians to undergo courses in CME, to be able to continue practicingin
Iran.Needless to say, CME has and continues to enhance academic status and progress of practitioners
and medical education in general. The integration of medical education and the country’s health care
system has provedto be pivotal inthe success of CMEin Iran.
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Drawing on the above-mentioned circumstances, the advantages of combining the medical educa-
tionand health-related activities in ministry of health and medical education seem crystal clear. Focus-
ing on the appropriate curriculums -based on the existing challenges of the country- to train profes-
sional manpower, as well as creating suitable research atmosphere to find evidence-based solutions
areamong the parameters demonstrating the effectiveness of the anecdotal combination on boosting
the existing healthcare system of Iran, and consequently to prevent and control the NCDs as the most
importanthealth-related problemsin this country.

7.5.Conclusion

The Iranian national committee for prevention and control of NCDswas set up with the overall goal of
reducing the mortality rate due to non-communicable diseases by 25% up to 2025, areduction rate that
has been recommended by the World Health Organization forall countries. However, itis crystal clear
that the national objectives would be determined based on the country’s conditions, and the progress
rate would be specified according to the national requirements and resources. These objectives in-
clude -but not restricted to-: Reducing the rate of early death due to non-communicable diseases; Re-
ducingtherate of physical inactivity; Reducing sodium consumption; Reducing tobacco use; Reducing
alcohol consumption; Reducing the cases of high blood pressure; Preventing the rates of obesity and
diabetes from increasing; Increasing the coverage of pharmacotherapy and consultation; Increasing
the coverage of technologiesand essential drugs required for patients of non-communicable diseases.

As indicated in the anecdotal parts of the present chapter, primary healthcare system (Behvarz
Workers), Family Physician program, as well as the combined educational and healthcare activities are
among —but not restricted to- the possible opportunities of Iranian health care system to prevent and
control the consequences of non-communicable diseases in the country. All in all, it should be taken
into accountby the international health policy-makers that: 1. the objectives of the global stakeholders
shouldbe developedforeach country, based onthelocalsituation of the target country.2.Reaching the
entire goals of WHO during the defined period of time seems optimistic. 3. Even with performing the
entirerecommendation, reductionin mortality rates mightbeless thanthe expected.
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