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introdUction

This report was prepared with the 
support of the Rockefeller Foundation 
(grant no. 2012 THS 317) as part of 
the Rockefeller Transforming Health 
Systems Initiative, Supporting the 
Development of Regional Positions on 
Health in All Policies and Identifying 
Lessons and Opportunities for 
Implementation (for the sake of 
brevity: Supporting Regional Positions 

on Health in All Policies). The grant aimed to support 
evidence-informed decisions on how governments can 
enhance intersectoral approaches to improve health and 
health equity through implementing a Health in All Policies 
approach in three WHO Regions: Africa (AFR), South-East 
Asia (SEAR) and the Western Pacific (WPR), with a particular 
emphasis on contributing to awareness raising and debate 
as intended by the WHO 8th Global Conference on Health 
Promotion.

©Kate Holt/IRIN
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metHodologY

The paper provides a description of the current position of 
implementation of intersectoral actions and Health in All 
Policies (HiAP) and the potential for improving intersectoral 
work in the African Region. It includes results from literature 
reviews, interviews and surveys. Surveys on the status 
of implementation of intersectoral actions (ISA), were 
conducted in the African Region1 as well as discussions with 
WHO programme managers at the WHO Regional Office.
 
A systematic search of literature relating to intersectoral 
actions on social determinants of health (SDH) in the African 
Region was carried out through two approaches. The first 
was by online searches using the following search terms 
– “intersectoral action”, “social determinants of health”, 
“health in all policies”, “partnership, social participation 
and dialogue”, and good “governance for health”. Search 
engines and databases used were the African Index Medicus 
(AIM), Google, and Google scholar, GIFT, Hinari, PubMed 
and Biomed. The years covered for the search were from 
2003 to 2012. In addition, manual identification of relevant 
reports found at offices and the resource library of the 
WHO Regional Office for Africa were used. Key words 
used for the search were intersectoral actions, HiAP and 
social determinants of health. Sixty-one articles, journals 
and reports were identified for review. A summary of these 
articles was made (annotated bibliography). Few articles 
directly mentioning Health in All Policies were found. even 
though. Out of these articles, 26 papers were relevant to 
the African Region in a conceptual way, or because they 
described problems in access. One of the main limitations 
was that most of them they did not contain many details on 
the process of intersectoral work in Africa.

A second literature review was conducted to arrive at more 
concrete descriptions of the process of intersectoral work 
using the soft search concepts of “Government, intersectoral 
and policy related” terms, “Inter-department cooperation 
or co-ordination related” terms, and country names for the 
Africa region2. This review searched CINHAL and EMBASE 
databases and yielded, at the time of completing this report, 
approximately 40 cases with some references to descriptions 
of intersectoral work processes. Between this search and the 

1 WHO (2012). Scoping review on status of implementation of intersectoral actions in the African 
Region. (unpublished)

2 Kalra N et al. Effectiveness of different search strategies in identifying literature on ‘Health in All 
Policies’: lessons from a WHO realist review (forthcoming).

first one, there were only 3 overlapping 
publications. In addition, a specific 
search of seminal regional reports 
by important regional inter-country 
governmental bodies was conducted 
for reference to intersectoral action for 
health or Health in All Policies concepts. 
This yielded 14 documents from the 
African Union (AU), the Common 
Market for Eastern and Southern 
Africa (COMESA), the East African 
Community (EAC), the Economic 
Community of West African States 
(ECOWAS), the New Partnership for 
Africa’s Development (NEPAD), and 
the Southern African Development 
Community (SADC). In particular it was 
notable that interventions on addressing 
intersectoral actions in enhancing 
partnerships were identified in the 
NEPAD Health strategy3. 

A situational analysis on the status of 
the implementation of intersectoral 
actions in the African Region was 
conducted using survey techniques. 
A combination of qualitative and 
quantitative research methodology was 
used in the form of a semi-structured 
questionnaire and in-depth interviews. 

The self-administered questionnaire 
was developed for National Focal 
Points for Social Determinants of 
Health in the Ministry of Health, 
or a technical officer from another 
department or unit responsible for 
coordination of intersectoral actions 
or programme on social determinants. 
An invitation letter and questionnaire 
were sent to 46 countries in the WHO 
African Region, and 20 countries 
responded (see Annex A-F).

3 NEPAD (2003). The new partnership for Africa’s development 
(NEPAD): Health strategy.



3

He
al

th
 in

 a
ll 

po
lic

ie
s:

 re
po

rt 
on

 p
er

sp
ec

tiv
es

 a
nd

 in
te

rs
ec

to
ra

l a
ct

io
ns

 in
 th

e 
Af

ric
an

 R
eg

io
n

Secondly, an in-depth interview guide 
was developed for WHO Regional 
Office programme managers (Annex 
G) in different clusters involved 
in intersectoral actions. A total of 
10 interviews were conducted, each 
taking an hour, and which explored 
intersectoral actions on the above 
themes. Special emphasis was placed 
on the identification of opportunities, 
gaps and challenges. Full interviews 
were conducted with 10 WHO regional 
programme managers from six 
different programmes. 

A detailed report describing the 
responses to these surveys was 
produced (unpublished). Select findings 
from this report are summarized for 
purposes of the regional report on 
Health in All Policies4. 

In May 2013, a regional consultation 
meeting was held to review the 
implementation of the Rockefeller 
Foundation Grant on Supporting 
Regional Positions on Health in 
All Policies. This meeting was 

4 WHO (2013). Status of the implementation of intersectoral 
actions in the African Region. (unpublished)

also attended by the WHO regional advisor for social 
determinants of health, the WHO Regional Office adviser 
for social determinants of health for South-East Asia, and 
intersectoral action health focal point for the WHO Regional 
Office for Africa, and technical experts from countries in the 
African Region. A presentation on an analytical framework 
on intersectoral actions that was jointly populated with 
examples from the regional literature review was presented. 
The key findings from South-East Asia and Africa literature 
reviews and survey results were presented, compared 
and discussed. The draft report on the survey results for 
the implementation of intersectoral actions in the African 
Region was presented. Working groups were formed 
for discussion around key thematic areas of interest for 
the implementation of Health in All Policies in the Africa 
region. The working group themes were: the recognition 
of determinants (here corruption and poverty were raised 
as barriers to determinants including health care access); 
how health relates to other partners and other partners 
relate to health (obstacles and opportunities); the equity lens 
in all policies; and community participation in all policies. 
Three case studies had already been identified prior to the 
meeting, and at the meeting a further five case studies were 
identified from this situational analysis and authors were 
assigned to each case study. A draft Position Statement on 
‘Health in All Policies’ was developed and discussed. The 
final Position Statement was presented in the 8th Global 
Conference on Health Promotion in Helsinki, Finland in June, 
2013. (Annex H) 

© WHO/AFRO
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backgroUnd

Health inequities within and across countries in the African 
Region are widening. This means there is a need to address 
the root causes of ill-health (diseases risk factors) in light 
of the burden of communicable and noncommunicable 
diseases in the Region, by taking action on addressing key 
determinants of health. According to leading commentators1 
on the African health agenda, the current unsatisfactory 
state of health financing was attributable to low investments 
in sectors that address social determinants of health, 
such as water, sanitation, food security, housing and road 
safety; there was a lack of clear vision and planning for 
health financing, as well as of use of evidence to guide 
development and implementation of national health 
financing policies and strategies. They argued that these 
challenges led to weak health systems, poor health indictors 
and to slow progress towards the achievement of the 
health Millennium Development Goals (MDGs). On the 
basis of these challenges, commentators reported that the 
discussions resulted in consensus on some key actions, 
namely, the need for every country to put in place an 
evidence-based health financing strategy with a road map for 
attaining health service coverage and increasing physical and 
financial access for women and children. Ensuring health 
service coverage and physical and financial access for all 
present a challenge for health systems. 

At the same time, there is a high level of interest and 
commitment among leaders, decision-makers and policy-
makers at the national, provincial and local levels to move 
forward with addressing the social determinants of health 
(SDH) agenda, and, in so doing, involving other sectors in 
Health in All Policies. This is evidenced by the WHO African 
Region scaling up its response to the determinants of health, 
as identified as one of the six WHO strategic directions for 
achieving sustainable health development between 2010 
and 2015. Within the Region, a range of consultations have 
been made in global conferences that have discussed 
HiAP. Specifically, high-level intersectoral actions for health, 
including HiAP, strengthening health systems and innovative 
health financing have been held in the African Region. 
These consultations included the Ouagadougou Declaration 
on Primary Health Care and Health Systems in Africa, the 
Libreville Declaration on Health and Environment in Africa 

1 Sambo LG, Kirigia JM, Ki-Zerbo G (2011). Health financing in Africa: Overview of a dialogue among 
high-level policy-makers. BioMed Central Proceedings. 5 (Suppl.5), pp.1-5.

(2008), the Brazzaville Declaration on 
Noncommunicable Diseases (2011), 
Tunis Declaration on Health Financing 
and the Multistakeholders’ Dialogue 
on Addressing Risk Factors for 
Noncommunicable Diseases (2013). 

These meetings have resulted in 
several priority actions for Health 
in All Policies in the WHO African 
Region2. These include strengthening 
leadership and stewardship roles of 
the Ministry of Health to coordinate 
and advocate for multisectoral 
interventions in the strategy for 
addressing key determinants of health 
in the Africa Region. Others include 
social participation and dialogue, 
partnerships, alliance and networking. 
Evidence from documented literature 
and the survey discussed below shows 
that countries in the African Region are 
at different stages of acknowledging 
the need for HiAP and implementing 
intersectoral work.

2 WHO (2011). A strategy for addressing the key determinants of 
health in the African Region. Brazzaville, WHO Regional Office 
for Africa.
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rationale-eQUitY and HealtH in all 
Policies

The global and regional calls and 
commitments to reduce the health 
equity gaps by addressing the risk 
factors and their determinants are 
many: The Bangkok Charter for 
Health Promotion in a Globalized 
World (2005), the Nairobi Call to 
Action for Closing the Implementation 
Gap (2009), the Ouagadougou 
Declaration on Primary Health Care 
and Health Systems in Africa (2008)1 
and the Libreville Declaration on 
Health Security Through a Healthy 
Environment (2008). 

Despite a strong commitment by 
policy-makers, decision-makers and 
all relevant stakeholders in scaling-
up action on social determinants of 
health and improving health equity, 
there are still some challenges and 
gaps. Reports show that inequities 
and inequalities do exist within and 
between countries in the African 
Region. The structural drivers 
influencing these inequities include 
education, trade, globalization, 
employment and working conditions, 
food security, water and sanitation, 
health care services, housing, income 
and its distribution, unplanned 
urbanization and social exclusion. Most 
of these key determinants of health 
are rooted in political, economic, social 
and environmental contexts and are 
linked to good governance and social 
justice for all, particularly the poor, 
women, children and the elderly. Some 
worrying concerns include growing 
poverty, the global financial crisis, 
climate change, pandemic influenza, 
globalization and urbanization that 

1 WHO (2008). Ouagadougou Declaration on Primary Health 
Care and Health Systems in Africa: Achieving Better Health 
for Africa in the New Millennium. Brazzaville, Regional 
Office for Africa.

could further widen the health equity gap, by impacting 
disproportionately on population groups, and result in 
increased premature deaths, disability and illness from 
preventable causes. 

In this context, countries in the Region recognize that health 
needs, problems and challenges in a broad sense have 
diffused boundaries and as a result, health determinants 
are largely outside the direct scope of the health sector. As 
indicated in the analytic framework used on this project, 
“this allows for the assertion that health challenges can 
hardly be solved exclusively by actions of the health or any 
other sector”2. This is even more relevant if health aims to 
effectively reduce inequality, as addressing health inequity 
necessarily involves addressing social determinants of 
health. Intersectoral actions not only call for a strategic and 
prioritized response, but also the participation of diverse 
stakeholders based on their institutional mandates and 
comparative advantage. 

Health in All Policies therefore has the potential to unlock 
these brakes, by achieving optimal levels of population 
health and equity for all. Many of the determinants of 
health and health inequities in populations have social and 
economic origins that are beyond the direct influence of 
the health sector and health policies. The 2011 Rio Political 
Declaration on Social Determinants of Health3 is unequivocal 
in its recognition of the responsibility of governments for 
the health of their citizens. It reaffirms that health inequity 
between and within countries that are politically, socially and 
economically driven is unacceptable. There is also a great 
need to address the social determinants of health in African 
countries in the Region, in order to achieve the Millennium 
Development Goals targets. 

2 WHO. Demonstrating a health in all policies analytic framework for learning from 
experiences. Based on literature reviews from Africa, South-East Asia and the Western 
Pacific (forthcoming).

3 WHO (2011). Rio Political Declaration on Social Determinants of Health. Geneva, Switzerland, World 
Health Organization.
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towards a regional framework on 
HealtH in all Policies

The 2010 Adelaide Statement1 was developed to support a 
global process to strengthen understanding of governance 
for health and well-being. It reflects on the track records 
of many countries that have already gained experience in 
implementing such an approach and provided valuable input 
into the World Conference on Social Determinants of Health 
in Brazil 2011, and the 8th Global Conference on Health 
Promotion in Finland 2013. The Statement highlights the very 
important issue for the African region of effective governance 
for health. A key paper from the literature review for Africa 
also highlighted the need to broaden the health development 
framework and proposed a health development governance 
index with 10 functions and 42 sub-functions to facilitate inter-
country comparisons2 (building on the assessment of health 
development, undertaken by the United Nations Development 
Programme (UNDP) and the World Bank). This paper indicated 
that weak governance was one of the reasons leading to 
weak leadership in health development in many African 
countries in the Region, thereby hindering the attainment of 
the MDGs by 2015. Authors suggest that interventions, such 
as governance and leadership training could help strengthen 
good governance for health. 

A central feature of a regional framework on Health in All 
Policies therefore needs to be how it addresses the role 
of good, effective governance for health. Insights from 
intersectoral experiences, interviews with WHO health 
programme managers and key informant opinions on the 
status of intersectoral actions in the region together provide 
important pieces of information for practically carrying out 
improved governance and for informing a regional position 
regarding recommended actions to enhance Health in All 
Policies. 

Insights from literature and experiences of 
intersectoral action3 
Existing literature on intersectoral action highlights gaps 
in relation to intersectoral action in the public sector 
for addressing social and environmental determinants 

1 Adelaide Statement on Health in All Policies. WHO, Government of South Australia, Adelaide 2010.
2 Kirigia JM, Kirigia DG (2011). The essence of governance in health development. International 

Archives of Medicine. 4(11), pp. 1-13.
3 The forthcoming publication by WHO, Moving towards Health in All policies: a compilation of 

experiences from Africa, South-East Asia and the Western Pacific, contains a summary of the case 
studies that were collected. Stand-alone, in-depth case studies are also being published.

of health. There is a dearth in the 
literature of examples of this approach 
being undertaken at a large-scale 
in the public sector. But there are 
promising entry points for leveraging 
off of specific health programmes and 
concerns. 

Literature has shown that 
intersectoral actions for addressing 
social determinants of health have 
been implemented through various 
priority public health entry points 
(infectious diseases and under-
nutrition). The available literature 
about the health sector’s collaboration 
in the African Region on communicable 
diseases was mostly about HIV/AIDS. 
But even beyond HIV/AIDs, other 
examples were found, such as the 
case of human helminth infection, 
its causes and spread. Researchers4 
looked into how intersectoral 
collaboration and community 
participation could contribute towards 
control of the helminthic disease. 
Some of the key research findings 
were: the identification of social 
conditions and culturally-based 
factors causing the spread of the 
helminth infection; the association 
between poverty and health-seeking 
behaviour; and the evaluation of 
the impact of water sources and 
urban development, agriculture and 
housing. The study showed that the 
health programme would inform 
the development of a multisectoral 
approach towards prevention and 
control. Others observed that 
multisectoral approaches in mental 
health through poverty alleviation in 

4 Gazzinelli A, Correa- Oliveria R, Yang G, Boakye A, Boatin H 
(2012) A Research Agenda for Helminth Diseases of Humans: 
Social Ecology, Environmental Determinants, and Health 
Systems. PLoS Neglected Tropical Diseases. 6(4) pp 1- 11
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Ghana, Uganda and Zambia, which 
was considered to be a prerequisite to 
mental health illness prevention. Also 
undernutrition provides a promising 
link to action with other sectors. 
The Nutritional Improvement for 
Children in Urban Chaani in Kenya 
(NICK) is one a project is guided by 
the question5: “can child malnutrition 
amongst families living in poverty 
in informal settlements and slum 
communities in Mombasa be reduced 
through broadening community and 
stakeholder participation to change the 
social determinants of undernutrition?” 
The NICK project was informed by 
the findings of the World Health 
Organization Commission on Social 
Determinants in relation to early 
child development, as well as other 
considerations that included policy, 
enabling environments, local capacity 
and the need to review how different 
stakeholders view health conditions.

Literature has shown that access 
to social services and addressing 
poverty directly is another 
intersectoral action entry point for 
health. In Rwanda, health strategies 
adopted in 2005 noted that the 
country was implementing its health 
policy through a sector-wide approach 
that addressed poverty reduction in 
collaboration with other ministries 
and partners. Related to the theme 
of poverty-reduction. the author of a 
commissioned in-depth case study6 
noted that specific policy interventions 
provide important entry points: 

“Microfinancing as a vehicle for promoting 
health and intersectoral action: A case study 
from Ghana. “This case study focused on the 
role of two Microfinance institutions (MFIs) in 
Ghana, the Freedom from Hunger MFI initiated 
in 2006 and Grameen Ghana MFI initiated in 

2003. Both integrated health programmes within 

5 Amuyunzu-Nyamongo M, Lang’o D. Intersectoral collaboration 
on child nutrition in informal settlements in Mombasa: a Kenyan 
case. WHO (forthcoming) 

6 Loewenson, R. The Healthy Schools Programme in South Africa 
(forthcoming)

MFIs to improve social, economic and health outcomes for women with 
low income, integrating input from finance, health, agriculture and other 
economic sectors. Grameen Ghana added the use of mobile phones for 

community health within a rights-based framework, to provide information. 
Both schemes in Ghana were initiated by international NGOs working with 
national partners and implemented through highly decentralized local self-
governing credit associations with support from local field agents. While 
attribution of cause was difficult, an evaluation of one of the MFIs found 

improved incomes and health behaviours compared with control groups. The 
MFIs were found to strengthen women’s self-esteem and confidence and to 
support health care uptake. Positive features included the field agents and 
community health workers who connected women to local systems, made 

links to health services, participatory health literacy processes amongst MFI 
members, and clear agreements on roles and accountability in partnerships. 

Shortfalls were also identified.’’ 

The literature has indicated that social participation 
is generally seen as important for the success and 
sustainability of intersectoral programmes. For 
example, the authors from on study illustrated a debate 
on intersectoral actions, using a discussion of qualitative 
research as an entry point in understanding underlying 
social determinants in maternal health in Zambia7. A semi-
structured interview among intersectoral stakeholders 
from government and nongovernmental development 
programmes at national and provincial levels was used. 
The research focused on eliciting different perspectives 
from which they addressed social cultural and the gender 
context of maternal and neonatal survival. Intersectoral 
dialogue happened by convening and facilitating periodic 
meetings, termed ‘interest group meeting’. This aimed to 
catalyse increased awareness of, and attendance to the 
contextual social determinants of maternal health both 
within and beyond the health sector. Participants included 
civil society, academia, media, and advocacy and human 
rights organizations. Over a period of 12 months it was 
found that engagement in intersectoral ‘interest groups’ 
was successful at provincial level, leading to attendance 
from various sectors, as well as empowerment of rural 
women in maternal health. It was suggested that social 
participation can serve to identify the social determinants 
that need to be addressed. Community participation was 
seen to a large extent as having been a success. But 
a further challenge was for capacity within community 
members to deal with complex issues related to health. 
Civil society action is said to be a big push factor for health 
action in other sectors. In cases where the local community 
was not involved, it was noted that implementation is often 

7 Manandhar M, Maimbolwa M, Muulu E, Mulenga MM, O’Donovan D. Intersectoral debate on social 
research strengthens alliances, advocacy and action for maternal survival in Zambia. Health 
Promotion International. 2009;24(1):58-67.
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lacking. In one case, implementation was obstructed by the 
local community and the ministry of education’s view of the 
programme as a donor-driven initiative. The cultural context 
was not sufficiently taken into account in the design and 
implementation of the programme8. 

Learnings from key informants in the WHO 
Regional Office for Africa

Coordination mechanisms and leadership mandates 

The results of interviews conducted with six programme 
areas at the WHO Regional Office indicated that most 
programmes had various multisectoral committees at 
country level. These consisted of programmes for social 
determinants of health (SDH), alcohol, tobacco, road safety, 
health and environment. The manager for the tobacco 
programme stated that, “Coordinating structures at country 
level are in place, for example at prime ministerial level. This 
is made up of members from the health, agriculture, finance, 

8 Rispel LC, Palha de Sousa CAD, Molomo BG. Can social inclusion policies reduce health 
inequalities in sub-Saharan Africa? A rapid policy appraisal. Journal of Health, Population and 
Nutrition. 2009;27(4):492-504.

labour, trade and industry sectors. The 
programme manager for violence and 
injury prevention indicated that SDH 
is not applied per se as a principle 
and said, “My experience is that 
leadership in SDH has not as yet been 
entrenched in health and other sectors, 
for example, when health tries to 
champion road safety activities other 
sectors feel it is not its mandate.” 

On the other hand, interviews 
conducted with programme managers 
highlighted wide- ranging views on 
the strength and effectiveness of the 
leadership of Health in All Policies. 
The programme managers indicated 
that most Member States in the 
Region led national health policy 
development through the Ministry 
of Health; however, sectors outside 
health should be incorporated in the 
policy development process to ensure 
joint planning and resource allocation 

©Eva-Lotta Jansson/IRIN
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for health. They recommended 
that development of national health 
policies in partnership with Ministries 
of Finance, Development Planning, 
Education, and local government 
should be enhanced to reflect the 
whole-of-government approach. 
In addition, they indicated that the 
concept of social determinants 
should focus on addressing broader 
determinants of health beyond the 
health sector.

At the AFRO level, the majority of 
programmes indicated that there is a 
high level of commitment regarding 
leadership on social determinants of 
health. It was stated that it is critically 
important for the health promotion 
cluster to take a lead role in setting 
the agenda among all programmes on 
mainstreaming social determinants of 
health in existing vertical programmes. 
For example, the programme for 
health and environment mentioned 
that “Intersectoral action is not a new 
concept…we are implementing it in 
more than 30 countries in the areas 
of health and environment.” Only 
few programmes thought that there 
was no coordinating mechanism in 
programmes on intersectoral actions 
for addressing social determinants of 
health. 

Therefore, an intra-cluster committee 
would be desirable to coordinate 
intersectoral actions in the Africa 
Regional Office. The programme 
managers have recommended the 
mainstreaming of social determinants 
of health in the existing vertical 
programmes.

Training and dialogue 

From interviews held with programme 
managers in the WHO Regional 
Office, a number of them indicated 
that workshops and meetings for 
various sectors had been held on 
social determinants of health at the 

global, regional and national levels. Technical support was 
provided by the determinants and risk factors programme 
to other programmes in the health promotion and disease 
prevention and control cluster, and to countries in the Region 
regarding dialogue on intersectoral actions. The end result 
was the establishment of units and committees on social 
determinants of health at country level. Managers stated 
that “Training other sectors on this concept will offer a 
splendid opportunity for them to see their role. We have 
started this process in gender-based violence prevention 
and road safety. A lot more needs to be done”. In addition, it 
was indicated that a series of trainings by way of workshops 
was held in the programme for substance and alcohol abuse 
to promote dialogue across stakeholders. “Eight countries 
have undertaken this. Participants are drawn from sectors 
outside health including, tourism, trade, finance, defence 
and security, local government and NGOs”. Moreover, it 
was expressed that experiences in the Libreville Declaration 
forum on safe water brought various sectors together to 
discuss filling the gap between health and the environment. 
Other programme managers said, “We are beginning to 
see greater involvement of other sectors in addressing 
risk factors for noncommunicable diseases (NCDs). This 
is a good sign of our commitment and engagement in 
supporting countries to involve sectors other than health 
to initiate dialogue on a holistic approach towards health 
promotion and management aspects of NCDs, which are 
beginning to show results.” Most programme managers 
were optimistic that support provided to countries to 
convene social determinants of health forums on social 
participation and dialogue would strengthen ownership and 
sustainable development of programmes for addressing key 
determinants of health at national, provincial and local levels. 

Common and specific interests of programmes in good 
governance for health

During interviews held with programme managers, one of 
the main advantages expressed across these programmes 
was that of having a common interest in the implementation 
of a strategy to address key determinants of health 
for providing support to countries for promoting good 
governance for health. For example, the Regional Directors 
Office programme indicated that a “National development 
plan mechanism is one of the valuable avenues that we 
can use to factor in SDH if WHO gets involved in providing 
technical support at initial stages. It will be easier to 
mainstream SDH and also systematically position WHO at 
the heart of governance for health”. 

For technical units under the programme for determinants 
and risk factors for health, it was noted that the allocation 
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of resources to Ministries of Health based on the Abuja 
Declaration (2001) (increasing government funding for health 
to at least 15%) served as an indication of good governance 
for health. Health financing, specifically for the use of 
dedicated tax on products such as alcohol, tobacco and road 
use was also cited as an initiative that showed commitment 
of governments to put health high on the development 
agenda. In this regard, the tobacco programme indicated 
that health took a lead in coordinating government, and civil 
society tobacco-related prevention and control activities, 
including addressing the key determinants. The programme 
for protecting health and environment indicated that it 
developed strategies and plans that would support good 
governance for health, including monitoring the effects of 
climate change on health. 

Building on existing partnerships, networks and 
alliances 

High-level forums in different structures of government 
do exist (cabinet and parliamentary sub-committees) in 
health that could be used to bridge the health equity gap 
through use of intersectoral collaboration across sectors. 

Various partnership platforms and 
mechanisms are being utilized in 
intersectoral actions to tackle social 
determinants of health at national, 
regional, and local levels. Examples 
from the environment include the 
Inter-Ministerial Conferences on 
Health and the Environment. Once 
again, the tobacco and alcohol 
control programmes in the Region, 
gave examples of good networks 
and alliances (involving government, 
nongovernmental agencies, civil 
society and wider communities). Some 
programmes indicated that the Poverty 
Reduction Strategy chapter on health 
could serve as a vehicle for fostering 
alliance and networks with other 
sectors to address risk factors and 
key determinants of health. However, 
inadequate resources in programme 
implementation continue to be a 
hindrance in expanding the partnership.

©Eva-Lotta Jansson/IRIN/IFRC
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statUs of intersectoral action in tHe 
african region

Implementation of intersectoral 
actions in the African Region 
showed a consistent potential for 
success advancing Health in All 
policies, although there were varied 
opportunities, gaps and challenges 
experienced at the national and local 
levels. Key findings from the survey 
of ministries of health using the semi-
structured questionnaire (see Annex 1) 
are discussed below. 

Coordination, leadership and 
planning mechanisms and 
tools
The survey showed that the 
percentage of countries, with units 
that coordinate and implement 
social determinants of health (SDH) 
initiatives in the African Region, was 
moderate. These were established 
from 2008 to 2012. During this 
period, the findings from the situation 
analysis in 20 Member States have 
indicated that 55% of the countries 
have an identifiable coordination and 
implementation unit for the social 
determinants of health initiative, 
35% have a national coordinating 
committee, and 30% have carried 
out seminars or workshops for 
stakeholders (see Annex 2). Kenya, 
Mali, Malawi, Mozambique, South 
Africa and Uganda had conducted 
national seminars/workshops on initial 
training of different stakeholders 
involved in the coordination and 
implementation of interventions on 
social determinants of health. These 
countries, except for South Africa, 
had published a report, along with 
Madagascar and Zambia. In one in-
depth interview (Mozambique), the 

respondent indicated: “we have benefitted a great deal 
from training on SDH and this has contributed to a better 
understanding of our different roles from sectors other 
than health, such as transport, public works, and local 
government. We now jointly plan to address SDH, in fact, 
we are in the process of establishing a commission on 
SDH”.

A number of survey respondents representing particular 
countries mentioned the existence of an national 
intersectoral plan to address social determinants of health 
(35%) and 20% of representatives indicated that all 
ministries were involved (20%). Only 5 % indicated that 
a budget was made available. A further 35% indicated 
their intentions to develop national plans in the future (see 
Annex C). 

Health in policies of other sectors 
The inclusion of health aspects in other key sectors ranged 
between 20 to 55 per cent (see Annex D). Of these ministries, 
local government (55%) and social welfare (55%) incorporated 
health issues in their policies in 11 countries in the Region. 
Common features for including the health aspect in other 
sectors were: joint planning and implementation of the 
Millennium Development Goals, Poverty Reduction Strategy 
Paper interventions, decentralization of health services 
and climate change. In some countries education (40%), 
environment/natural resources (40%) and finance (40%) 
sectors had put health in their policies. Priority interventions 
driven by governments at the national and local levels 
included HIV and AIDS prevention among young people and 
youth, and the prevention of natural disasters and disease 
outbreaks. The involvement of several ministries, including 
economic planning (35%) and youth and sports (30%) was 
moderate. This may have been influenced in part by the 
low status of health and physical education in the school 
curriculum. For these countries, mention of the Ministry of 
Transport’s inclusion of health ranked lowest (15%). 

Social participation, dialogue and platforms 
In the Ouagadougou Declaration on Primary Health Care, 
which is an important document for Health in All Policies 



12

in the Africa region, commitments made by Members 
of the African Region emphasize the importance of 
participation and empowerment of health in communities 
in good governance for health. Moreover, involvement in 
the development of policies and programmes from the 
beginning, particularly those who are marginalized is seen as 
critical for there to be a change in health equity. 

Similarly, social participation and dialogue were highlighted 
for the semi-structured survey with regard to the operations 
of the health sector programmes in countries. Respondents 
were questioned with regard to the integration of social 
participation and dialogue in 11 key priority interventions 
of health conditions, namely: communicable diseases, 
disease outbreaks, maternal and child health, nutrition and 
food safety, immunization violence, injuries and disabilities, 
water, sanitation and hygiene, ageing and population 
demography and mental health (see Annex E). Among these 
priority public health conditions, immunization (80%) was 
ranked most commonly as included social participation and 
dialogue (16 countries). This was followed by integration of 
maternal and child health interventions (75%) in 14 countries 
in the Region. Many countries had integrated diseases 
outbreak interventions (70%) into social participation and 
dialogue, including Botswana, Ethiopia, Gambia, Ghana, 
Guinea Bissau, Lesotho, Malawi, Mali, Rwanda, Seychelles, 
South Africa, Swaziland, and Uganda. A few countries had 
integrated violence, injuries and disabilities (35%) comprising 
mental health (35%), as well as the ageing population and 
demography (30%). 

Civil society coalition platforms (85%) ranked high among 
existing platforms for intersectoral partnerships from 
intersectoral actions. Among these were Botswana, Burundi, 
Gambia Guinea-Bissau, Kenya, Lesotho, Madagascar, 
Mali, Mozambique, Niger, Rwanda, South Africa, Tanzania, 
Uganda and Zambia. Some indicated that working with wider 
stakeholders outside government could be advantageous 
in meeting set targets. Others identified a key factor in 
engaging with civil society, such as improved communication 
following interaction with community-based groups. This 
was in line with forums highlighted in the literature review 
on effectiveness of interest group meetings in Zambia. One 
of the main advantages expressed across these countries 
was the establishment of inter-ministerial committees 
(75%) through an overarching strategy at national and local 
levels, which gave legitimacy and strengthened sustained 
partnerships and networking. 

Most countries had established community dialogue (70%) 
forums. For example in Ethiopia more than 30 community 

health worker volunteers were 
responsible for implementation of 
primary health care at village level. 
Some of the roles identified by 
communities included promotion 
of recommended health-seeking 
behaviour, efficient and effective 
management of health services, and 
provision of essential medicines. 
It was observed that communities 
and government played a vital 
role in improving the status of the 
population’s health. Public- private 
partnership (65%) platforms for 
intersectoral actions on social 
determinants of health existed in some 
countries. In South Africa assessment 
of the impact of privatization of a 
public sector motor vehicle fleet for 
health service delivery in the Eastern 
Cape Province, was used to determine 
whether there was any improvement 
in the health service delivery system 
at district and facility level, following 
a change of transport management 
from government to a public-private 
partnership. 

Good governance for health 
in action 
The Ouagadougou Declaration on 
Primary Health Care emphasizes good 
governance, as mentioned previously. 
Accordingly, for the survey of 
intersectoral actions, good governance 
was translated into the presence 
of the following elements: political 
commitment; policy coherence; 
legislative frameworks; allocation of 
resources; promoting participation; 
health equity for all. Survey responses 
indicated that a few countries 
allocated resources in the area of good 
governance for health (six out of 20 
countries allocated resources for good 
governance for health to address key 
determinants of health). Furthermore, 
the translation of this commitment 
into a practical programme was 



13

He
al

th
 in

 a
ll 

po
lic

ie
s:

 re
po

rt 
on

 p
er

sp
ec

tiv
es

 a
nd

 in
te

rs
ec

to
ra

l a
ct

io
ns

 in
 th

e 
Af

ric
an

 R
eg

io
n

weak and implementation was low 
in many countries. Only 45% of the 
20 countries involved in the survey 
covered most elements listed for 
good governance in addressing social 
determinants of health (Gambia, Mali, 
Niger and Rwanda).

Data gathering, impact 
assessments and evidence
There exists a range of evidence and 
structured tools for evidence gathering 
and dissemination on addressing 
social determinants of health that are 
important for intersectoral work. Those 
listed in the semi-structured survey 
questionnaire included: vital statistics 
strengthening initiatives, health 
impact assessment processes, and 
the existence of equity monitoring. In 
addition, the availability of institutions 
dedicated to evidence gathering and 
dissemination was categorized as 
academic and research institutions and 
professional associations (see Annex 
F). A high numbers of respondents 
from countries indicated the presence 

of vital statistics strengthening (75%) initiatives. Some 
concrete examples were given by a few countries in the 
Region on mechanisms that generated data. Planning and 
statistics units of the Ministry of Health and the Ministry of 
Economic Development were shown to be the coordinating 
bodies responsible for documentation and dissemination of 
evidence in collaboration with social determinants of health 
focal points. 

The number of countries reporting the availability of health 
impact assessment (70%) appeared high relative to the 
number of cases in the literature making reference to this 
tool. Perhaps this was due to the search approach or the 
fact that impact assessment reports may not be formally 
published. Also, the intensity of usage of the mechanisms 
was not reported. About 60% of respondents recorded 
the presence of research institutions able to produced 
evidence on social determinants of health for intersectoral 
work. About 55% of respondents reported the existence 
of equity monitoring. This high number possibly reflects 
the well-coordinated activities of civil society in the Region, 
which support equity monitoring. Respondents in in-depth 
interviews from Botswana, Madagascar and Seychelles 
indicated that they undertook health equity analysis to inform 
policy-makers and decision-makers regarding the equity gap 
and possible actions. This required participation of other 
sectors, such as finance, education, social welfare and local 
government, which were key to the allocation of resources 
and services for most vulnerable groups in the population. 

© WHO/AFRO
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lessons learned on intersectoral 
actions and HealtH in all Policies and 
recommendations for tHe waY forward

In the African context, the potential of Health in All 
Policies has been recognized by commitments and actions 
undertaken by policy-makers and decision-makers, by 
providing a way to reduce health inequalities through the 
use of intersectoral actions. This has been proven by active 
involvement and participation of many countries in various 
global and regional forums, and declarations, such as the Rio 
Political Declaration, Ouagadougou Declaration on Primary 
Health Care and others. Further, the Region aligns itself with 
recent developments on the common definition of an HiAP 
approach, as defined by the WHO Global Health Promotion 
Conference, Helsinki 2013, indicating that it is, “An approach 
to public policies across sectors that systematically takes 
into account health implications of decisions, seeks 
synergies, and avoids harmful impacts, in order to improve 
health and health equity”. Health in All Policies therefore 
has an impact on health and equity, by creating benefits 
and synergies among core sectors and reducing conflicts, 

fragmentation and duplication in the 
development and implementation of 
public policies. 

Key lessons learnt are the following. 
Health in All Policies can be 
successful if governments: 
 › Commit to effective governance 

for health at all levels: by 
adopting Health in All Policies as a 
central guiding approach to policy 
management across all levels of 
government. This will systematically 
account for the health and health 
equity implications of decisions 
made, seeking synergies among 
sectors and avoiding harmful 
health impacts, in order to improve 

© WHO/AFRO
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population health and health 
equity. For example, as stated, 
there is a need to broaden the 
health development framework 
and propose a health development 
governance index with 10 functions 
and 42 sub-functions to facilitate 
inter-country comparisons. This 
is because weak governance 
leads to weak leadership in health 
development in many African 
countries, which hinders the 
attainment of the Millennium 
Development Goals by 2015. 
Interventions such as training for 
governance and leadership can help 
strengthen good governance for 
health.

 › Create tangible, flexible and 
adaptable mechanisms within 
government: that will support the 
necessary cross-sector dialogue 
and coordination, which are 
central to Health in All Policies. 
The health sector must facilitate 
the engagement of other sectors 
to achieve a mutual win and help 
other sectors to achieve their goals 
in improving good health, as well 
as provide necessary stewardship 
and leadership within and across 
government sectors. 

 › Support the development of 
technical capacity for Health 
in All Policies: by investing in 
the people, institutions, statutory 
instruments and processes, which 
facilitate the implementation of 
Health in All Policies through the 
whole-of-government approach. 

 › Support the use of audit tools: 
such as health impact assessments, 
and policy audits, to enable 
transparency in the examination 
of health and equity outcomes of 
policies. There also need to be 
mechanisms and processes for use 
of findings with emphasis on Health 
in All Policies.

 › Enable independent oversight: by creating processes 
or agencies that can undertake an objective oversight and 
report on Health in All Policies and its impact on health and 
equity outcomes. 

 › Enable meaningful engagement by civil society: by 
supporting the public understanding and advocating active 
public participation. 

The following specific actions are recommended for 
Member States, WHO and development partners.

Member States:
1. Expand units that coordinate and implement social 

determinants of health (SDH) initiatives and deploy full-
time human resources, to increase institutional capacity 
required for the delivery of effective intersectoral actions 
intervention.

2. Organize and expand training for SDH at national, sub-
national or local levels for various stakeholders involved in 
leadership, coordination and implementation of SDH. 

3. Allocate a country-specific budget line and money within 
national development plans for implementation of SDH 
activities. 

4. Ensure that monitoring and evaluation of intersectoral 
actions, including the health equity impact, is undertaken 
to guide policy direction for SDH.

5. Develop evidence gathering, documentation and 
dissemination of polices as a way of involving academia, 
research organizations and other key stakeholders to 
improve reporting on areas of Health in All Policies and 
health equity. 

WHO AFRO and development partners
1. Provide technical support to strengthen capacity building 

and training for SDH at national, sub-national or local 
levels. 

2. Support a health promotion cluster to establish a 
coordination mechanism used to harness technical support 
from different AFRO programmes for intersectoral actions. 

3. Advocate for continued provision of technical guidance for 
development of tools and standards required to implement 
SDH interventions.

4. Provide support to countries for catalysing change in 
Health in All Policies, and building institutional capacity for 
implementation of SDH. 





annex a. 
tHe semi-strUctUred sUrveY 
QUestionnaire: imPlementation statUs 
of intersectoral actions in tHe african 
region

Introduction

In 2009, the World Health Assembly Resolution 62.14 urges Member States to reduce health inequities 
through action on the social determinants of health. In 2010, Sixtieth session of the Regional Committee 
of the African Region adopted a Resolution AFR/RC60/R1 and endorsed the Strategy for Addressing the 
Key Determinants of Health in the African Region. The resolution calls upon Member States to establish 
sustainable national leadership, policies and structures to coordinate intersectoral action to address the 
determinants of health across population groups and priority public health conditions.

A survey is being undertaken to map out the status of intersectoral actions in Member States namely, 
health in all policies, social participation and dialogue, good governance for health, partnership and 
networks, and evidence gathering and documentation. The results will be compiled into a report to be 
disseminated widely among various stakeholders. Therefore, your inputs would assist in identifying 
issues, challenges and opportunities for strengthening intersectoral action to address social determinants 
of health in the Region. 

The questionnaire should be completed by the National Focal Point for Social Determinants of Health in 
the Ministry of Health or a Technical Officer from another department or unit responsible for coordination 
of intersectoral actions or Programme on Social Determinants of Health. 

Thank you.

Please return completed questionnaire to: 
Mr Peter Phori. Email: phorip@afro.who.int
cc: Dr Davidson Munodawafa. Email: munodawafad@afro.who.int 
WHO Regional Office for Africa 
Determinants and Risk Factors
Health Promotion Cluster, 
Brazzaville, CONGO.
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Part 1: Demographic information
No. Questions Responses and coding Skip to

100 Country

101 Title of Respondent

102 Number of Years in the Position

103 Ministry or Institution

104 Contact Address

105 E-mail

Part 2: Coordination and leadership
No. Questions Responses and coding Skip to

200 Is there a unit that coordinates 
implementation of programmes on 
social determinants of health in the 
country?  
(Please tick what is applicable)

❑ Yes

❑ No

❑ Don’t know

201 Is there a national committee or 
task force that coordinates social 
determinants of health programmes 
in the country?

❑ Yes

❑ No Part 3

1. Is there a unit that coordinates implementation of programmes on social determinants of health in the country? (Please tick what is 
applicable)

❑ Yes ❑ No ❑ Don’t know

2. Is there a national committee or task force that coordinates social determinants of health programmes in the country?

❑ Yes (continue) ❑ No (skip to Part 3: question 5)

If Yes,

a) Which year was it established? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b) Who chairs the committee (designation)? . . . . . . . . . . . . . . . . . . . . . . . . . .

c) How often does the committee meet? . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

d) Which of the following are represented on the committee? (Please tick what is applicable)

❑ Ministry of Health

❑ Ministry of Social Services

❑ Ministry of Education

❑ Academic institutions

❑ Private sector

❑ Civil society

❑ Ministry of Finance

❑ UN Agencies

❑ Non-governmental organizations

❑ Any other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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e) Are any of the following among the key functions of the committee? (Please tick, what is applicable)

❑ To set the agenda for addressing health equity across public health conditions. 

❑ To advocate for policy coherence and legislative actions. 

❑ To strengthen partnership and networks and alliances for addressing social determinants of health. 

❑ To mobilise resources. 

❑ To monitor progress in implementation of agreed actions. 

❑ Any other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. Has there been a national workshop/meeting involving key stakeholders on addressing social determinants of health? 

❑ Yes (please attach report) ❑ No ❑ Don’t know

4. Has any study/survey/assessment on programmes addressing key determinants of health been undertaken in the country? 

❑ Yes (please attach report) ❑ No ❑ Don’t know

Part 3: Planning and implementation
No. Questions Responses and coding Skip to

300 Country

301 Title of Respondent

5. Is there a National Plan for implementing intersectoral actions to address social determinants of health?

❑ Yes (answer all questions “5a to 5i”) ❑ No (answer only “5d, 5e, 5f and 5h”)

5a) What period does the National Plan cover? 5d) Are there any other government-led health in all policies 
initiatives in other sectors?

❑ Yes ❑ No ❑ Don’t know

If Yes, please give details:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5b) Which ministries were involved in the development of the Plan? 
(Please tick what is applicable)

❑ Ministry of Health

❑ Ministry of Social Services

❑ Ministry of Education

❑ Ministry of Transport

❑ Ministry of Environment

❑ Any other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

5e) What are the factors that have prevented the development of a 
national plan? (Please tick as many as possible)

❑ Absence of need

❑ Other health priorities

❑ Lack of financial resources

❑ Lack of human resources in the country

❑ Lack of political will

❑ Any other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5c) Is there a budget available to implement the National Plan? 

❑ Yes, completely funded by government.

❑ No, completely funded by other partners.

❑ It is partly funded by the national government and partly by other 
partners.

5f) Which are the key Ministries or organizations involved 
in implementation of intersectoral actions to address social 
determinants of health in the country? (Please give names)

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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❑ Yes (answer all questions “5a to 5i”) ❑ No (answer only “5d, 5e, 5f and 5h”)

5g) Are there gaps in implementation of intersectoral actions to 
address social determinants of health in the country?

❑ Yes ❑ No

If Yes, please identify 2 main gaps:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5h) Does the government intend to develop any plans or policies on 
social determinants of health in the near future?

❑ Yes ❑ No

5i) What are the challenges in scaling up implementation of 
intersectoral actions to address social determinants of health? 
(Please identify 2 main challenges)

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Please send copies of the national plan or related materials to: 
Mr Peter Phori
Email: phorip@afro.who.int

Part 4: Intersectoral action areas
6. Are health (determinants) issues included in the national policies of the following sectors (Health in all policies) ?  
(Please tick what is applicable)

High Medium Low

a) Health 

b) Education 

c) Local Government 

d) Transport 

e) Gender and women affairs 

f) Agriculture 

g) Environment / natural resources 

h) Youth and sports 

i) Social welfare 

j) Economic planning 

k) Finance 

l) Other 
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7. Is social participation and dialogue integrated into interventions that address risk factors and the determinants of the following priority 
public health conditions?

High Medium Low

a) Communicable diseases 

b) Disease outbreaks 

c) Noncommunicable diseases 

d) Maternal and child health 

e) Nutrition and food safety 

f) Immunization 

g) Violence, injuries and disabilities 

h) Water, sanitation and hygiene 

i) Housing (urbanization) 

j) Ageing and population demography 

k) Mental health 

8. Please indicate if the following components of good governance for health are implemented across sectors and programme to address 
key determinants of health across priority public health conditions.

Yes No Don’t know

a) Political commitment 

b) Policy coherence 

c) Legislative frameworks 

d) Allocation of resources 

e) Promoting participation 

f) Health equity for all 

9. Do the following action platforms for partnership exist in the country to address social determinants of health?  
(Please tick what is applicable)

Yes No Don’t know

a) Inter-ministerial committees

b) Inter-departmental committees 

c) Cross-sector action teams

d) Cross-cutting information systems 

e) Community dialogue 

f) Public-private partnership

g) Civil society coalitions 

10. Evidence gathering and documentation—Do the following mechanisms exist to generate, document and disseminate evidence on 
addressing social determinants of health? (Please tick what is applicable)

Yes No Don’t know

a) Health equity monitoring

b) Health impact assessment 

c) Vital statistics systems strengthening

d) Research and academic institutions 

e) Professional Public Health Associations 

11. Is there any other information you would like to add? (Please attach)
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annex b. 
coordination and leadersHiP for 
intersectoral action

Figure 1: Percentage of survey respondents who mentioned the existence of various types of intersectoral coordination and 
leadership mechanisms in their respective countries

55%
(Burundi, Guinea 
Bissau, Kenya, 

Lesotho, Madagascar, 
Malawi, Niger, 

Rwanda, Swaziland, 
Tanzania, Uganda)

Existence of unit 
that coordinates 
implementation

35%
(Gambia, Ghana, 
Lesotho, Malawi, 

Rwanda, South Africa, 
Swaziland)

Existence of national 
committee

30%
(Kenya, Malawi, Mali, 
Mozambique, Uganda, 

Zambia)

Existence of national 
workshop
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annex c.  
Planning and imPlementation of 
intersectoral or mUltisectoral actions

Figure 1: Percentage of survey respondents representing particular countries who mentioned the existence of an national 
intersectoral plan to address social determinants of health, the number of ministries involved, available budget, and 
intentions to develop national plans in the future

35%
(Botswana, Ethiopia, 

Guinea-Bissau, Kenya, 
Lesotho, Rwanda, 

Tanzania)

National plan for 
intersectoral action 

to address social 
determinants

20%
(Ethiopia, Guinea-
Bissau, Lesotho, 

Uganda)

All Ministries involved

5%
(Botswana)

Available budget

40%
(Botswana, Ethiopia, 

Guinea-Bissau, Kenya, 
Lesotho, Rwanda, 
Tanzania, Zambia)

Gaps

35%
(Burundi, Ethiopia, 

Gambia, Madagascar, 
Mozambique, 

Rwanda, South Africa, 
Swaziland, Uganda, 

Zambia)

To develop plans/ 
policies in future
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annex d.  
HealtH issUes inclUded in tHe national 
Policies of otHer sectors

Table 1: Countries where respondents indicated that health (determinants) issues are included in the national policies of 
the different sectors (“Health in all policies”)

Health issues included in the national policies Health issues included in the national policies

Education
Local 

government Transport

Gender and 
women 
affairs Agriculture

Environment/
natural 

resources
Youth and 

sports
Social 

welfare
Economic 
planning Finance Other All

Burundi

Botswana

Gambia ● ●

Ghana ● ● ● ● ●

Guinea-Bissau ● ● ● ● ● ● ● ●

Kenya ●

Lesotho ● ● ●

Madagascar ● ● ● ● ● ● ●

Malawi

Mali ● ● ● ● ● ● ●

Mozambique

Niger ●

Rwanda ● ● ● ● ● ● ● ●

South Africa ● ● ● ● ● ● ● ● ● ● ● ●

Swaziland ● ● ● ● ●

Tanzania ● ●

Zambia ● ● ●

Seychelles ● ● ● ●

Ethiopia ● ● ● ● ● ● ● ●

Uganda ● ● ● ●

Percentage 40% 55% 15% 50% 20% 40% 30% 55% 35% 40% 15% 5%
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Health issues included in the national policies Health issues included in the national policies

Education
Local 

government Transport

Gender and 
women 
affairs Agriculture

Environment/
natural 

resources
Youth and 

sports
Social 

welfare
Economic 
planning Finance Other All

Burundi

Botswana

Gambia ● ●

Ghana ● ● ● ● ●

Guinea-Bissau ● ● ● ● ● ● ● ●

Kenya ●

Lesotho ● ● ●

Madagascar ● ● ● ● ● ● ●

Malawi

Mali ● ● ● ● ● ● ●

Mozambique

Niger ●

Rwanda ● ● ● ● ● ● ● ●

South Africa ● ● ● ● ● ● ● ● ● ● ● ●

Swaziland ● ● ● ● ●

Tanzania ● ●

Zambia ● ● ●

Seychelles ● ● ● ●

Ethiopia ● ● ● ● ● ● ● ●

Uganda ● ● ● ●

Percentage 40% 55% 15% 50% 20% 40% 30% 55% 35% 40% 15% 5%
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annex e.  
social ParticiPation in HealtH 
Programmes

Table 1: Countries where respondents indicated that social participation and dialogue are integrated into interventions that 
address risk factors and the determinants of the following priority public health conditions

Social participation and dialogue integrated into interventions that address risk factors and the 
determinants of the following priority public health conditions

Social participation and dialogue integrated into interventions that address risk factors and the  
determinants of the following priority public health conditions

Communicable 
diseases Disease outbreaks

Noncommunicable 
diseases

Maternal and child 
health

Nutrition and food 
safety Immunization

Violence, injuries 
and disabilities

Water, sanitation 
and hygiene

Housing 
(urbanization)

Ageing and 
population 

demography Mental health

Burundi

Botswana ● ●

Gambia ● ● ● ● ● ● ● ● ● ● ●

Ghana ● ● ● ● ●

Guinea-Bissau ● ● ● ● ● ● ● ●

Kenya ● ● ●

Lesotho ● ● ● ●

Madagascar

Malawi ● ● ● ●

Mali ● ● ● ● ● ● ● ● ● ●

Mozambique

Niger ● ● ●

Rwanda ● ● ● ● ● ● ● ● ● ● ●

South Africa ● ● ● ● ● ● ● ● ● ● ●

Swaziland ● ● ● ●

Tanzania ● ● ● ●

Zambia ● ● ● ● ● ● ●

Seychelles ● ● ● ● ● ● ● ● ● ● ●

Ethiopia ● ● ● ● ● ● ● ●

Uganda ● ● ● ● ●

Percentage 60% 70% 40% 75% 55% 80% 35% 50% 25% 30% 35%
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Social participation and dialogue integrated into interventions that address risk factors and the 
determinants of the following priority public health conditions

Social participation and dialogue integrated into interventions that address risk factors and the  
determinants of the following priority public health conditions

Communicable 
diseases Disease outbreaks

Noncommunicable 
diseases

Maternal and child 
health

Nutrition and food 
safety Immunization

Violence, injuries 
and disabilities

Water, sanitation 
and hygiene

Housing 
(urbanization)

Ageing and 
population 

demography Mental health

Burundi

Botswana ● ●

Gambia ● ● ● ● ● ● ● ● ● ● ●

Ghana ● ● ● ● ●

Guinea-Bissau ● ● ● ● ● ● ● ●

Kenya ● ● ●

Lesotho ● ● ● ●

Madagascar

Malawi ● ● ● ●

Mali ● ● ● ● ● ● ● ● ● ●

Mozambique

Niger ● ● ●

Rwanda ● ● ● ● ● ● ● ● ● ● ●

South Africa ● ● ● ● ● ● ● ● ● ● ●

Swaziland ● ● ● ●

Tanzania ● ● ● ●

Zambia ● ● ● ● ● ● ●

Seychelles ● ● ● ● ● ● ● ● ● ● ●

Ethiopia ● ● ● ● ● ● ● ●

Uganda ● ● ● ● ●

Percentage 60% 70% 40% 75% 55% 80% 35% 50% 25% 30% 35%
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annex f. 
evidence gatHering and docUmentation 
for addressing social determinants of 
HealtH tHroUgH intersectoral action

Figure 1: Existence and applicability of the following as mechanisms to generate documentation and disseminate evidence 
on addressing social determinants of health

75%
(Gambia, 

Guinea Bissau, 
Kenya, Lesotho, 

Madagascar, 
Malawi, Mali, 
Mozambique,

Niger, Seychelles, 
South Africa, 

Swaziland,
Tanzania, Uganda, 

Zambia)

Vital statistics 
systems 

strengthening

70%
(Burundi, 

Ethiopia, Lesotho, 
Madagascar, Mali, 

Mozambique, 
Niger, Rwanda, 

Seychelles, South 
Africa, Swaziland, 
Tanzania, Uganda, 

Zambia)

Health impact 
assessment

65%
(Botswana, 

Burundi, Guinea-
Bissau,

Kenya, Lesotho, 
Madagascar, Mali,

Mozambique, 
Niger, Rwanda,
South Africa, 

Uganda, Zambia)

Research and 
academic 

institutions

60%
(Burundi, Ethiopia, 

Guinea-Nissau, 
Kenya,

Mali, Mozambique, 
Niger, Rwanda,
South Africa, 

Tanzania, Uganda, 
Zambia)

Professional 
Public Health 
Associations

55%
(Guinea-Bissau, 

Lesotho, Malawi, 
Mali, Mozambique, 

Niger, South 
Africa, Swaziland, 
Tanzania, Uganda, 

Zambia)

Health equity 
monitoring

30%
(Mali, 

Mozambique,
Niger, South 

Africa,
Uganda, Zambia)

All
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annex g.  
interview gUide for Programme 
managers in tHe wHo regional office 
for africa

I. Introduction

Social determinants of health defined as the conditions in which people are born, live, grow, work 
and age and they create health outcome disparities (inequalities and inequities between and within 
population groups/countries). These are driven by factors outside the domain of health (Question: Why 
send people back to the conditions that made them ill in the first place). 

The interventions require the involvement of government and other sectors in addressing key 
determinants leading to disparities. You are working in . . . . . . . . . . . . . . . . . . I would like to know what 
you experience has been regarding the involvement of government and other sectors (intersectoral 
action). 

II. Coordination and leadership 

1. Is there a coordination mechanism for to facilitate working with other units/programmes or sectors

•	Probe:	how	is	this	set	up?	Is	there	a	committee	or	task	force	that	coordinates	intersectoral	action	
programmes in your unit and which programmes/units are represented?

•	How	often	does	the	committee	meet?

III. Intersectoral action areas (likely to apply in your area of work)

a) Is promotion of social participation and dialogue integrated in interventions addressing disparities in 
your area? How is this carried out? What are the challenges? What are the opportunities?

b) Is promotion of good governance for health integrated in interventions addressing disparities in your 
area? How is this carried out? What are the challenges? What are the opportunities?

c) Is promotion of health in all policies (HiAP) integrated in interventions addressing disparities in your 
area? How is this carried out? What are the challenges? What are the opportunities?

d) Is promotion of partnership, networks and alliances integrated in interventions addressing disparities 
in your area? How is this carried out? What are the challenges? What are the opportunities?

e) Is promotion of gathering and documentation of evidence integrated in interventions addressing 
disparities in your area? How is this carried out? What are the challenges? What are the opportunities?

Any other contributions on this subject?

Thank you.
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annex H.  
Position statement: HealtH in all 
Policies in tHe wHo african region

Message from the Regional Director, Dr Luis Gomes Sambo

To date, developing countries, particularly in sub-Saharan Africa, are facing a double burden of 
communicable and noncommunicable diseases, high infant and maternal mortality and recurring 
epidemics. This is further aggravated by the prevailing weak health systems. Addressing key 
determinants of health in the African Region in the 21st century requires a new way of thinking health 
systems. Health systems are subject to powerful social and economic influences that often pull them 
from their intended goals. We need sounder health policies underpinned by primary health care values 
and principles. We need reforms that redesign systems in a more holistic manner, in which public 
health is a shared responsibility that recognizes the important role of individuals and communities. 
In the context of the WHO African Region, we require interventions that respond to a broader range 
of individual and societal issues that contribute to ill-health, disability and premature deaths. These 
individual and societal conditions are influenced in part by globalization, political and economic 
reforms, demographic and epidemiological changes, new technologies, open access to information 
and communication, and relatively high literacy rates among the population. These factors also exist 
outside the purview of the health sector. Therefore, the need for interventions that are relevant to 
different contexts and environments is imperative. In the African Region, accelerating response to 
the determinants of health is one of the key Strategic Directions for achieving sustainable health 
development. Health in All Policies is an essential instrument for tackling health determinants and risk 
factors through intersectoral collaboration, multidisciplinary actions, and partnerships. Ultimately, Health 
in All Policies is an indispensable element for strengthening health systems, which is vital for addressing 
priority public health conditions in the African Region. Therefore it is time for every sector to protect 
health through sound public policies.

Excerpts from: G Sambo (2012).  
“Towards global health equity: Opportunities and threats”,  

Global Health Action, 5: 18842; pp 1-3. 

Introduction 

In order to address the widening health inequities within and between countries in the WHO African 
Region, accelerating the response to the determinants of health is identified as one of the six WHO 
Strategic Directions for achieving sustainable health development in the African Region between 2010 
and 2015. In 2010, the 60th session of the Regional Committee of Health Ministers endorsed a strategy 
for addressing the key determinants of health in the African Region and also adopted a resolution to 
support the implementation of the strategy. The strategy presents several priority interventions for 
reducing inequities through action on social determinants of health aligned to the key recommendations 
of the Commission on Social Determinants of Health. In 2012, the 62nd session of the Regional 
Committee discussed and adopted the health promotion: strategy for the African Region and also 
endorsed a resolution. In both strategies, Health in All Policies is considered a fundamental approach for 
strengthening leadership and stewardship roles of the Ministry of Health, coordination of multisectoral 
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actions, community empowerment and innovative financing options of agreed actions on public health 
conditions.

What is Health in All Policies?

Health in All Policies is an approach to public policies across sectors, which systematically takes 
into account the health implications of policy decisions on the population, in order to improve health 
outcomes and to reduce negative health impacts. It is premised on health-related rights and obligations 
and accountability of policy-makers for health impacts at all levels. It stresses the consequences of public 
policies on health systems, determinants of health and well-being, as well as sustainable development. 

Context of Health in All Policies in the WHO African Region 

Countries of the WHO African Region have participated actively in global conferences that have 
discussed Health in All Policies, including the Alma-Ata Conference on Primary Health Care (1978), 
Ottawa Conference on Health Promotion (1986), the Adelaide Conference on Health Promotion (1988); 
Nairobi Conference on Health Promotion (2009); and the World Conference on Social Determinants of 
Health (2011). 

WHO has convened high-level, multisectoral discussions on intersectoral actions for health, including 
Health in All Policies, health systems strengthening and innovative financing, which have been held in the 
African Region. These consultations include the Ouagadougou Declaration on Primary Health Care and 
Health Systems in Africa (2008); the Libreville Declaration on Health and Environment in Africa (2008); 
Brazzaville Declaration on Non-Communicable Diseases (2011); and the Tunis Declaration on Health 
Financing (2012); and the Stakeholder’s Dialogue on Addressing Risk Factors for Noncommunicable 
Diseases (2013). 

Priority actions for Health in All Policies in the WHO African Region

•	Strengthen	leadership	and	stewardship	roles	for	the	Ministry	of	Health	to	coordinate	and	advocate	
for multisectoral and multidisciplinary interventions that advocate for policies, legislation and 
regulations, which seek to protect the health of the general population from the negative impact of 
social and economic determinants of health.

•	Ensure	effective	governance	for	health	at	all	levels	as	a	central	guiding	approach	to	policy	
management across all levels of government in ways that systematically account for the health and 
health equity implications of decisions, seek synergies, and avoid harmful health impacts, in order to 
improve population health and health equity. 

•	Support	mechanisms	for	social	dialogue	and	community	participation	that	will	strengthen	cross-
sector dialogue and community empowerment in health development and allow the health sector to 
provide the necessary leadership within and across government. 

•	Strengthen	the	technical	capacity	for	Health	in	All	Policies	by	investing	in	the	people,	institutions,	
statutory instruments and processes that facilitate the implementation of Health in All Policies 
through the whole government, as well as monitor progress and evaluate the impact of policy 
actions. 

•	Support	the	use	of	audit	tools,	such	as	health	impact	assessments,	and	policy	audits	to	enable	
transparency in the examination of health and equity outcomes of policies, and encourage 
independent oversight by creating processes or agencies that can undertake objective oversight and 
reporting on Health in All Policies and its impact on health and equity outcomes. 

•	Enable	meaningful	engagement	by	civil	society,	research	and	academic	institutions	and	other	
partners in addressing key determinants of health by supporting public understanding and active 
public participation throughout policy development. 
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Important case studies on intersectoral actions for health in the Region

1. Healthy schools programme in South Africa

2. Mental health in Kenya

3. Microfinance and women’s health in Ghana

4. Intersectoral actions in Kenya urban slums

5. Intersectoral actions in environmental management for malaria control in Tanzania

6. Tobacco control in South Africa

7. Intersectoral actions in salt and obesity reduction in South Africa 

8. National dialogue on social determinants of health in Mozambique

9. Intersectoral actions for health financing in Rwanda

10. The essence of governance in health development: The Kenya experience
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