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Abstract

The life-course approach takes a temporal and societal perspective on the health and well-being of
individuals and generations, recognizing that all stages of a person’s life are intricately intertwined
with each other, with the lives of others born in the same period, and with the lives of past and
future generations. Adopting a life-course approach involves taking action early in the life-course,
appropriately during life’s transitions, and together as a whole society. The approach is a cornerstone
of policy frameworks focused on improving health and health equity, and is recognized as being
central to the implementation of Health 2020 and the 2030 Agenda. However, there are recognized
challenges in translating the evidence and principles of the approach into policy and practice. The
small countries of the WHO European Region are strongly committed to adopting the life-course
approach and to serving as models of best practice and innovation in this area. This publication
presents case stories on life-course actions taken by two of the small countries, Iceland and Malta.
The stories explore these countries’ translation of life-course principles and evidence into their life-
course actions, with a focus on addressing health inequities and monitoring and evaluation. The key
messages from the case stories discuss the potential enablers and barriers to progression through
a cycle required for the advancement of the life-course approach as a policy framework for public
health. Finally, the conclusions highlight the importance of strengthening intersectoral partnerships
and support for the life-course approach across government and society; ensuring that life-course
actions are equity-sensitive and gender-responsive; and prioritizing monitoring, evaluation and
knowledge exchange for life-course actions.
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Foreword

It is a pleasure for me to present this publication, which showcases the
inspiring actions taken by two small countries in Europe — Iceland and
Malta — in translating the life-course approach to health and well-being
into policy and practice.

The life-course approach is a cornerstone of policy frameworks focused
on improving health and health equity in Europe and around the world.
It is a key pillar of Health 2020 and recognized as being central to the
achievement of the 2030 Agenda for Sustainable Development. This
centrality is reflected in the aim of Sustainable Development Goal (SDG)
3 to ensure health and well-being “for all at all ages”. In adopting the
Minsk Declaration in 2015, the Member States in the WHO European
Region acknowledged the critical role of the life-course approach for
implementation of Health 2020 and the 2030 Agenda and committed
themselves to acting early, appropriately and together. The eight
countries participating in the WHO Small Countries Initiative have
illustrated their strong commitment to the life-course approach: in
2015, they adopted the Andorra Statement, pledging to adopt the
life-course approach and serve as settings for innovation and role
models of good practice for other countries. The life-course approach
is integral to the strategic priorities of WHO globally and is embedded
in the Draft Thirteenth General Programme of Work (GPW 13) (2018),
which sets the direction of WHO's work with Member States and other
partners from 2019 to 2023.

The importance of the life-course approach in achieving our shared
vision of better health and well-being for all and at all ages is clear.
There are recognized challenges, however, in translating the evidence
and principles of the life-course approach into policy and practice.
There is a need for more knowledge on how to put the approach into
practice and how to do so well. The small countries are, as always, a
valuable source of practical know-how, their openness to innovation and
strategic agility making them ideal settings for policy experimentation
in the life-course approach. Building on a previous compilation of case
studies from the eight small countries on what their adoption of the
life-course approach looks like, this publication focuses on how two
of these countries have translated life-course evidence and principles
into practice, and on the outcomes of their work. While the life-course
actions of Iceland and Malta differ in their focuses and approaches,




both are exemplars of good practice in the life-course approach, and
their in-depth case stories provide valuable insights into the challenges
and enablers of adopting it at the country level.

While there are inherent complexities and limitations associated with
assessing the outcomes and impacts of policies, which necessitate
considerable caution, it is critical that we pursue this as a goal. The
importance of monitoring and evaluation is reflected in GPW 13, which
has a clear focus on tracking the outcomes and impacts of the work
of WHO at the country level. This publication aims to contribute to
the discussion around this issue through the lens of the life-course
approach. It recognizes, simultaneously, the critical role of robust
evidence on the outcomes and impacts of life-course actions for the
advancement of the life-course approach, and the work needed to
overcome the barriers to and challenges of generating this evidence.

| hope this publication will be a valuable resource for Member States
in developing, implementing, monitoring and evaluating life-course
actions to improve health and health equity at the country level. | trust
that it will serve to facilitate the work of WHO in supporting countries
in this critical work, by sparking discussion on how we can all work
together to facilitate the advancement of the life-course approach and
achieve our shared goals of better health and well-being for all at all
ages.

Piroska Ostlin
Director, Division of Policy and Governance for Health and Well-being
WHO Regional Office for Europe
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Executive summary

This publication explores the application of the life-course approach
to health and well-being in Iceland and Malta, two of the countries
participating in the WHO Small Countries Initiative. The life-course
approach is a cornerstone of policy frameworks seeking to improve
health andhealth equity, globally andin the WHO European Region. Itis
embedded in the priority areas for action of Health 2020: the European
policy for health and well-being and central to the implementation
of the 2030 Agenda for Sustainable Development. In signing Health
promotion and disease prevention throughout the life-course. The
Andorra Statement, the small countries affirmed their commitment
to adopting the life-course approach and serving as models of best
practice and innovation for other countries. Sharing their stories
through publications like this one is an important part of fulfilling this
commitment.

The first section of the publication outlines the principles and evidence
underpinning the life-course approach and what adopting it entails. As
outlined in the Minsk Declaration on the Life-course Approach in the
Context of Health 2020, the approach recognizes that all stages of a
person’s life are intricately intertwined, not only with each other, but also
with the lives of family members (past, present and future) and other
people in society. Thus, it takes a temporal and societal perspective
of the health of individuals and generations and acknowledges that
health and well-being depend on interactions between risk and
protective factors throughout people’s lives. Adopting a life-course
approach involves investing in actions that are taken early in the life-
course, appropriately during lifes transition periods, and together as a
whole society. The first section also explains the importance of equity in
the life-course approach, and the need for monitoring, evaluation and
knowledge exchange to expand the evidence base on the translation
of the life-course principles into practice. Finally, it discusses the
political momentum for adoption of the approach.

The second section presents two case stories, showing the application
of the life-course approach in Iceland and Malta. They build on previous
work carried out by the WHO Regional Office for Europe on life-course
actions in the small countries, which resulted in the publication, How
small countries are improving health using the life-course approach
(2017). The present publication explores the translation of life-course
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evidence and principles into action in Iceland and Malta, focusing
on health inequities and monitoring and evaluation. WHO collected
information for the case stories from questionnaires completed by and
interviews with country representatives, the previous WHO publication,
and secondary sources. Although different in their goals and nature,
both case stories are exemplars of good practice in using the life-
course approach and illustrate its flexibility. In response to the country’s
financial crisis in 2008, Iceland developed the Welfare Watch initiative
to monitor the welfare of various population groups and propose
measures to protect it. The platform involved an intersectoral steering
committee and working groups on specific social groups or issues.
Welfare Watch reflected the application of life-course principles in
terms of: taking early action to protect children from adversity; taking
appropriate action to promote positive trajectories among adolescents
and young adults; focusing on intergenerational factors within families;
integrating equity into the work of all groups with an emphasis on
addressing the social determinants of health; and focusing on a whole-
of-society approach through intersectoral collaboration. Malta’s life-
course action is reflected in the publication, A Healthy Weight for Life:
a National Strategy for Malta, an umbrella policy framework designed
to guide the development and implementation of initiatives to tackle
overweight and obesity across the life-course. The Strategy comprises
action areas across three domains — healthy eating, physical activity
and health services — which are being translated into policies and
programmes. Structured around the life-course, it includes initiatives
designed to promote healthy weight in each stage of life or transition
period and delivered in settings where people spend most of their time
during that stage of life. The use of settings-based approaches and the
involvement of a range of sectors in developing and implementing the
Strategy reflect the principle of acting together as a whole society. It
also includes initiatives that focus on acting early to promote the best
possible start in life in terms of nutrition and physical activity, acting
appropriately to promote the adoption of healthy lifestyles during
transition periods, and addressing intergenerational factors by working
with families.

The third section discusses the key messages of the case stories in
the light of a model of the cycle required for the advancement of the
life-course approach as a policy framework. The model describes the
progression of the approach through each step of the cycle: from the
life-course evidence base to the principles of the life-course approach,




to their inclusion in policies and then in actions, to monitoring and
evaluation results of these actions, which finally feed back into the life-
course evidence base. The key messages focus on the barriers to and
enablers of progress through each step of the cycle.

Finally, three conclusions are presented, including proposed action
areas for countries, WHO and other partners to facilitate the adoption
and advancement of the life-course approach.

1.

Intersectoral partnerships and support across government and
society must be strengthened

In both Iceland and Malta, the life-course action taken had clearly
benefitted from the diverse perspectives of actors from different
levels and different sectors of governance and society (including
the public, the media, and nongovernmental actors), as well as
from the resources gained by bringing them together. The small
size of a country may be an enabler of such intersectoral action by
making it easier to identify and connect with a range of actors.

Action areas for countries include: establishing intersectoral
groups to drive policy development, implementation, monitoring
and evaluation; ensuring that diverse perspectives are sought
in monitoring and evaluation; and fostering support for the life-
course approach across government and society.

Action areas for WHO and other partners include: advocating
the adoption of whole-of-government and whole-of-society
approaches; and raising awareness of the life-course approach
and its importance.

Life-course actions must be equity-sensitive and gender
responsive

There is synergy between principles of equity and the life-course
approach, as health inequities are rooted in the complex processes
of disadvantage across life stages and generations. The case
stories show that it is possible to integrate the principles of health
equity into every stage of life-course actions, through endeavours
to assess, address, monitor and evaluate unfair differences in
health and the social determinants across social groups. They also
show that this can be challenging.

Action areas for countries centre on: prioritizing health equity
and gender responsiveness at all stages of life-course actions
(development, implementation, monitoring and evaluation); and
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putting structures in place to support this (for example, whole-of-
government and whole-of-society approaches, and robust data on
the social determinants and health inequities).

Action areas for WHO and other partners relate to advocating
health equity in all policies, supporting countries in tackling the
social determinants, and evaluating progress.

Monitoring, evaluation and knowledge exchange must be
prioritized

The life-course evidence-base is unbalanced: it is heavy on life-
course epidemiology and light on the implementation, outcomes
and impact of life-course actions. Monitoring, evaluation and
knowledge exchange on life-course actions are, therefore, crucial
in “closing the loop” to ensure the continued advancement of
the life-course approach. There are, however, potential barriers,
including the complexity of monitoring and evaluating life-course
actions and the lack of suitable data, standardized methods, time,
and resources. These issues can be particularly challenging for
small countries where resources may be limited.

Action areas for countries include: incorporating monitoring and
evaluation into all life-course actions in order to generate evidence
on what works best; including relevant indicators in population-
based data collections to enable monitoring and evaluation; and
capitalizing on existing networks for knowledge exchange.

Action areas for WHO and other partners include: generating and
synthesizing evidence on the implementation of the life-course
approach and on the outcomes and impacts of life-course actions
to identify the most effective and cost-effective options; advocating
the prioritization of robust population-based data collections
and monitoring and evaluation; advancing the development and
uptake of indicators and evaluation methods; and establishing and
supporting networks for knowledge exchange.




Aims of the publication

The life-course approach takes a comprehensive, temporal and
societal perspective on the health of individuals and generations (1,2).
It is a cornerstone of policy frameworks that seek to improve health
and reduce health inequities, both globally and in the WHO European
Region. This publication explores the application of the life-course
approach in Iceland and Malta, two of the countries participating in
the WHO Small Countries Initiative (3).

The Small Countries Initiative (3) is a platform through which eight
Member States in the WHO European Region with populations of
less than one million (Andorra, Cyprus, Iceland, Luxembourg, Malta,
Monaco, Montenegro and San Marino) can share their experiences in
implementing Health 2020 (4) and the 2030 Agenda for Sustainable
Development (5). The Initiative strives to foster political commitment
to and good practice in the implementation of these frameworks.
It is hoped that the experiences of the small countries will serve to
motivate and inform action to this end in other countries. The WHO
European Office for Investment for Health and Development, Venice,
Italy, of the WHO Regional Office for Europe coordinates the Small
Countries Initiative (3).

This publication builds on previous work carried out by WHO in
documenting life-course actions in the small countries, which resulted
in the publication, How Small Countries are improving health using the
life-course approach (6). The latter-mentioned features case stories on
action taken in each of the small countries in implementing the life-
course approach, the triggers for adopting it, and the mechanisms that
facilitated its adoption.

The present publication explores in depth the experiences of Iceland
and Malta in translating the life-course principles into practice, with
a special focus on monitoring and evaluation and on addressing
inequities. It aims specifically to:

e update and expand on the life-course actions in these countries
described in the WHO publication, How small countries are
improving health using the life-course approach (6);

e examine the role of the life-course approach in the development,
implementation, monitoring and evaluation of these actions;
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e describe the approaches taken and the countries’ experiences in
monitoring and evaluating the actions (including process evaluation;
short-term, intermediate and long-term outcomes; outcomes
related to health equity; and economic evaluation);

e discusswhetherthe actionstakensoughtto addressthe perpetuation
of health inequities across the life-course and generations, and
describe the countries’ experiences in addressing health inequities.

Ultimately, the publication aims to inform the future actions of Member
States and WHO in adopting and advancing the life-course approach.
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Section 1. The life-course approach: evidence,
principles, policy, action and evaluation

1.1 What adopting a life-course approach means and why it
matters

1.1.1 Life-course principles

The key principles of the life-course approach and an agenda for action
according to them are set out in the Minsk Declaration on the Life-
Course Approach in the Context of Health 2020 (hereafter, the Minsk
Declaration) (2) adopted by all Member States in the WHO European
Region at the WHO European Ministerial Conference on the Life-
Course Approach in the Context of Health 2020 in Minsk, Belarus, on
21-22 October 2015 (WHO Regional Office for Europe, unpublished
conference material, 2017) (see section 1.4) The key principles of the
Declaration are summarized in Box 1.1 (2).

Box 1.1 Essentials of the life-course approach according to the Minsk
Declaration

Adopting a life-course approach means:

* recognizing that all stages of a person’s life are intricately intertwined
with each other, with the lives of other people in society, and with past
and future generations of their families;

e understanding that health and well-being depend on interactions
between risk and protective factors throughout people’s lives;

e taking action:
= early to ensure the best start in life;

o appropriately to protect and promote health during life’s transition
periods; and

o together, as a whole society, to create healthy environments, improve
conditions of daily life, and strengthen people-centred health systems.

Source: Minsk Declaration on the Life-Course Approach in the Context of Health
2020 (2).

According to the Minsk Declaration (2), the life-course approach
recognizes that all stages of a person’s life are not only intricately
intertwined with each other, but also connected with the lives of
others born in the same period, and with the lives of past and future




generations of their families. It acknowledges that the health and well-
being of both individuals and communities depend on interactions
between multiple risk and protective factors throughout life. The
approach, therefore, takes a temporal and societal perspective on the
health of individuals and generations (7,2).

1.1.2 Acting early, appropriately and together

Adopting a life-course approach involves investing in actions that are
grounded in these principles of interdependence between a person’s
life stages, the lives of others of the same generation, and the lives of
other generations.

In this publication, the term “life-course actions” is used in referring
to initiatives that put the principles of the life-course approach into
practice. The approach encompasses taking action early in the life-
course, appropriately during life’s transition periods, and together
as a whole society (2, WHO Regional Office for Europe, unpublished
conference material, 2017).

Acting early to ensure the best possible start in life

Recognizing that early-life experiences have life-long health and
social implications means acting early to promote healthy cognitive,
psychosocial and physical development and provide protection from
harmful exposures from preconception through to childhood. Children
who experience a positive start in life have a better prospect of
becoming healthy adults and achieving socioeconomic success (7-9).
Forexample, breastfeeding is associated with positive outcomes across
the life-course, including a lower risk of infection in early childhood
and higher cognitive ability in later childhood and adolescence (10).
Breastfeeding may also provide protection against overweight and
obesity later in life (10). Lower socioeconomic status (SES) during
childhood is a predictor of cardiovascular disease and mortality in
adulthood, as well as all-cause mortality and mortality from a number
of other causes (11). The life-long costs of inaction in early childhood
are high. For example, in low- and middle-income countries, stunting
and poverty — two key risk factors for poor childhood development
— were estimated to be associated with an average deficit in adult
annual income of 27% per child in 2010, through schooling deficits in
attainment and performance (with a 95% confidence interval (Cl) of
8-44% showing uncertainty in the estimate) (12).




Given the life-long associations between prenatal factors, health
and socioeconomic status, life-course actions must start at the
preconception and pregnancy stages and be sustained throughout
childhood (2,13-15). Acting early includes:

e minimizing childhood exposure to poverty and health inequalities,
adverse childhood experiences, poor nutrition, mother-to-child
transmission of infection, and environmental hazards;

* maximizing cognitive stimulation, positive caregiver interactions,
physical activity, social participation, and vaccination coverage; and

* ensuring equal access to quality education and child care, and to
health, social and child-protection services (2, WHO Regional Office
for Europe, unpublished conference material, 2017).

An example of the potential benefits of acting early through investment
in early childhood development (ECD) is given in Box 1.2.

Box 1.2.The potential benefits of acting early through investment in ECD

Interventions in the area of ECD are diverse, but generally focus on the
multidisciplinary provision of health and educational and social services to young
children and/or their families (16). Investment in ECD has the potential to produce
considerable health and social benefits and economic returns. A review of the
evidence relating to low- and middle-income countries found that enrolment
in preschool (early childhood education) is associated with better cognitive
functioning, school readiness and performance. The benefits were greater for
higher-risk or more disadvantaged children, suggesting that attending preschool
may have the potential to reduce inequities in development. The review also
showed evidence of sustained benefits, with some studies revealing that children
who had attended preschool did better academically in later childhood and
adolescence than children who had not. The review also demonstrated benefits
of parenting education and support for children’s cognitive and psychosocial
development, again with some evidence that the benefits were greater for the
more disadvantaged children (17). Similarly, a review of various ECD interventions
in high-income countries revealed a range of beneficial childhood outcomes
across health, socioemotional, cognitive and socioeconomic domains. It also
showed that programmes combining home visitation or parent education with
early-childhood education may have sustained benefits later in the life-course
for some socioeconomic outcomes (for example, criminal behaviour, educational
attainment, employment and income). Longer-term health outcomes were not
evaluated in the studies included in this review. In terms of cost-effectiveness,
returns for each dollar invested in the ECD programmes included in the review
ranged from $1.26 to $17.07. While the results clearly varied, they indicate on
the whole that investment in ECD has the potential to produce very favourable
returns (16).




Acting appropriately to promote health throughout life’s transitions

Recognizing that risk and protective factors act independently,
interactively and cumulatively across the entirety of people’s lives means
acting appropriately to promote health across the whole lifespan,
with a special focus on transition periods, such as preconception and
pregnancy, entry into early learning settings, adolescence, young
adulthood, and changes in employment, functional, or relationship
status (2,13). Periods of biological and social transition, when sensitivity
to risk and protective factors may be enhanced, are critical and may
present unique opportunities to make a positive shift in the trajectory
of a life or a generation (2,14,18-20). Not only is there a clear moral
obligation to promote health and well-being for all across the life-
course, but there are also potential social and economic benefits
to doing so: better adult health is associated with increased labour
supply and productivity (7,21) and, in older age, with later retirement
and greater social participation (7,21,22).

Acting appropriately includes, for example (2, WHO Regional Office
for Europe, unpublished conference material, 2017):

® ensuring access to quality preconception services and pregnancy
care for allwomen, including measures to promote healthy lifestyles;

e promoting, supporting and protecting breastfeeding and the timely
introduction of appropriate complementary feeding;

e building parenting capacity;
® ensuring access to quality education for all and minimizing dropout;

e promoting health and resilience in adolescence, and creating
health-promoting environments for this age group;

e promoting sexual and reproductive health, mental health and
healthy ageing throughout the lifespan; and

e promoting universal health coverage for youth-friendly services,
mental-health services and sexual- and reproductive-health services.

Action should be tailored to the needs and resources available in
each period without losing sight of their interconnectedness and the
need to plan ahead. For example, the promotion of healthy ageing
involves facilitating social engagement, providing adequate social
protection, targeting supportive interventions to high-risk individuals,
and preventing and managing conditions that cause disability in older
people. At the same time, it requires action at all the preceding life
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stages to address the risk and protective factors that influence well-
being, physical and cognitive capability, disease and disability in old
age (2,14,20,23,24).

Box 1.3 provides an example of the benefits of acting appropriately
during the transition period of adolescence. It shows the potential
economic and social returns on a range of policy investments during
this period in low- and middle-income countries. From a life-course
perspective, action during adolescence is critical in the light of the
potential impact of adolescent risk and protective factors on adult
health and social flourishing (including the establishment of health-
related behaviours), and the potential for intergenerational effects
from adolescent pregnancy (25). Effective investment in adolescence,
therefore, has the potential of delivering a triple dividend — during
adolescence, into adulthood, and for the next generation (26).

Box 1.3 The potential benefits of acting appropriately to promote
health in adolescence

Recent modelling shows impressive economic and social returns on
several groups of investments in adolescence in low- and middle-income
countries (27). For example, across countries, unweighted mean benefit-
to-cost ratios (with 95% Cl to show uncertainty in the estimates) were: 5.9
for interventions related to road-traffic accidents (95% ClI: 5.8-6.0); 10.2
for health interventions, including maternal, newborn and reproductive
health, HIV/AIDS, malaria, nutrition and noncommunicable diseases
(NCDs) (95% Cl: 9.9-10.5); 11.8 for interventions related to secondary
education (95% CI: 11.6-12.0); and 17.0 for human papilloma virus
vaccination programmes (95% Cl: 16.7-17.3). The benefits were calculated
at a 3% discount rate in terms of increased gross domestic product
(GDP) and averted social costs. These included: reduced rates of death,
disability and unplanned pregnancy and increased numbers of healthy
life years through health interventions; increased school attainment,
employment and productivity through education-related interventions;
and reduced death and disability through interventions related to road-
traffic accidents. The conclusion was that investment in adolescence is

"an essential element in life-course and intergenerational strategies for
health and wellbeing” (27, p.1803).

Acting together to improve conditions of daily life and create healthy
environments

Recognizing the interdependence of lives within and across generations
means acting together as a whole society to improve the conditions of




daily life and create healthy environments. Collective action to this end
is essential to promoting health and reducing health inequities in each
cohort and generation throughout the life-course, and to minimizing
the intergenerational transmission of disadvantage (2, WHO Regional
Office for Europe, unpublished conference material, 2017).

It is known that social, economic and environmental conditions have
an important impact on health across the lifespan (4). For example,
adults with secure employment and quality work experience social and
financial benefits and better physical and mental health (7,9). Meanwhile,
exposure to adverse childhood experiences is associated with increased
risks for a range of negative outcomes in adulthood, such as violence
perpetration, mental-health problems and problematic substance use.
These outcomes could, in turn, serve as adverse childhood experiences
for the following generation, thus potentially perpetuating the

intergenerational transmission of disadvantage (28-30).

In recognition of this, acting together involves strengthening and
developing healthy and health-promoting settings that allow people
to be born, grow, live, work and age in the best possible conditions.

This includes, for example:

e strengthening local action for healthy cities;

e tackling unhealthy food environments;

® creating opportunities for physical activity in everyday life;

* ensuring possibilities for secure employment and quality work;
e providing ample social protection;

e improving access to and the coordination of long-term care for
older people; and

e providing protection from environmental hazards across the life-
course (2, WHO Regional Office for Europe, unpublished conference
material, 2017).

Resolving these issues requires complex and far-reaching action,
spanning the social, economic, environmental and political contexts
in which people live, which cannot be achieved by the health sector
alone. Thus, action taken together, through whole-of-government and

whole-of-society approaches (2,4,7) is essential and includes:

e coordinated action involving all sectors of government and all levels
of governance, from local to global;




e collective solutions developed through collaboration among
diverse actors, including civil society, academia, the private sector
and the media.

Acting together to improve the conditions of daily life is essential not
only to improving overall health, but also to tackling the perpetuation
of health inequities across the life-course and across generations

(Fig. 1.1).

Fig. 1.1. Perpetuation of health inequities across the life-course and across
generations
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Source: reproduced from Review of social determinants and the health divide in the
WHO European Region: final report (2014) (7).

Health inequities are systematic differences in health between social
groups, such as gender, race/ethnicity and socioeconomic status, that
are avoidable by reasonable means (7). The conditions in which people
are born, grow, live, work and age (known as the social determinants
of health), and their distribution within and between societies, are key
determinants of health inequities (7). Poor conditions of daily life can




lead to poor health, which in turn can compromise socioeconomic
flourishing, and both health and social disadvantages can accumulate,
all of which can ultimately lead to inequitable trajectories across
a life-course. These disadvantages can also be transmitted across
generations, leading to the intergenerational perpetuation of
inequities. It is crucial, therefore, to work towards increasing the level
and equitable distribution of the social determinants across the life-
course, especially in the earliest years, and addressing the factors
that perpetuate the intergenerational transmission of disadvantage
(2,7,8,31-33).

In recognition of the interdependence of lives across generations,
acting together also involves investing in sustainable development
to promote equity from generation to generation. It also includes
strengthening health systems to provide people-centred services,
from health-promotion and disease-prevention measures to diagnosis,
treatment, management and palliative care WHO Regional Office for
Europe, (2, WHO Regional Office for Europe, unpublished conference
material, 2017).

1.2 The centrality of equity in the life-course approach

As illustrated in section 1.1, equity and life-course principles are closely
intertwined. It is critical that the latter are central to action for health
equity, and vice versa.

Firstly, as highlighted in the WHO Review of Social Determinants of
Health and the Health Divide: final report, the life-course approach is a
key framework for action on health inequities (7). Life-course principles
are essential to understanding how health inequities emerge,
accumulate throughout people’s lives and are transmitted across
generations. They are also needed in developing strategies that aim to
prevent and interrupt these unfair trajectories through early, sustained
and intergenerational action across all sections of society (1,7,8,34).

Secondly, equity is a cross-cutting issue relevant to all life-course
actions and, as such, should be a guiding principle in developing,
implementing, monitoring and evaluating them to ensure that no
one is left behind. This means taking action to address the social
determinants and their consequences across the life-course, with a
focus on: identifying the groups with greater needs; tailoring the scale
and intensity of universal interventions relative to need; adopting




participatory approaches that involve more disadvantaged groups
in decision-making; adapting policies to sociocultural, economic
and political contexts; and monitoring and evaluating the impact of
initiatives on equity (7,35-37). Life-course actions should take a gender-
responsive approach, striving to facilitate the highest attainable level of
health and well-being for women and men across the life-course, and
to address gender-based health inequities (4). This requires initiatives
tailored to the needs of both genders across the life-course and to
transforming harmful gender norms, roles andrelations, and differences
in access to power and resources (38). It also necessitates sensitivity
to the complex interactions between gender-based and other types
of health inequity. This includes considering gender differences in the
level, distribution and impact of the social determinants, as well as the
ways in which interactions between gender and social determinants
can differ across the life-course and among cohorts (7,39-42).

1.3 The importance of monitoring, evaluation and knowledge
exchange for life-course actions

As highlighted in section 1.1, life-course principles are supported
by an extensive body of evidence on the risk and protective factors
that influence health and well-being across the life-course and across
generations, and the processes through which this occurs. This
evidence — from life-course epidemiology and other fields, such as
sociology and psychology — has informed the development of the
life-course approach for decades (19,20). As the evidence base has
grown and evolved, so has the life-course approach. For example, this
has included moving: (i) beyond focusing only on risk and protective
factors in prenatal and early life to considering these factors across
the life-course; and (ii) beyond considering a small number of risk and
protective factors and outcomes, to taking account of a wide array
across biological, psychosocial and socioeconomic domains (19,20).
The evidence-base still has gaps in important areas, such as life-course
processes during childhood and adolescence, and in the contexts of
communicable diseases and low- and middle-income countries, and it
is important to work towards filling these gaps (43,44).

Life-course principles and evidence then need to be translated into
policies and actions that put them into practice. As illustrated above,
some actions have already been developed and have provided strong
or promising evidence of the health, social and economic benefits




of adopting the life-course approach (9,33). In other areas, however,
there is limited evidence on how to translate life-course principles into
practice and on which life-course actions work best to improve health
and health equity (20,43,44). It is, therefore, crucial that countries
systematically monitor (during each initiative) and evaluate (after each
initiative) their life-course actions, and share their implementation
processes and outcomes (44). A recent review identified the life-course
approach as being central to the implementation of the 2030 Agenda
(5), but noted that:

the predominant themes [of studies on the life-course approach] were
theoretical, epidemiological, research-based and clinical, with limited
application to policy, planning and programme implementation (44, p.42).

As observed in the review, there is an urgent need to enhance
the translation of life-course principles into practice through
implementation research, knowledge exchange, monitoring and
evaluation (44). Evidence on the implementation of the life-course
approach has also been identified as a priority in other reviews on the
approach and on specific areas, such as early childhood development,
adolescent health, and healthy ageing (20,23,26,45). Monitoring and
evaluation are also important because they facilitate transparency and
accountability for policy investment — two of the values underpinning
Health 2020 — which are an important part of good governance (4,46).
Monitoring has the added value of allowing countries the flexibility of
adapting policy as new evidence arises, which is a key part of smart
governance for health in the context of complex and dynamic problems
(4,46,47).

Monitoring and evaluating life-course actions can be challenging,
and there is at present a lack of specific frameworks to guide these
processes. Some issues have been discussed, however, in the context
of evaluating complex interventions more broadly (48). One of the
challengesrevealedisthe breadth and complexity of the outcomestobe
measured (48), especially when seeking to go beyond economic value
to environmental and social benefits, such as well-being, sustainability,
and social inclusion, that are so central to the life-course approach yet
so difficult to operationalize (47). It can also be difficult to assess the
potentially long and complicated causal pathways between actions
and outcomes, the influence of the context in which the initiatives are
implemented, and the extent to which measured outcomes can be
regarded as impacts attributable to the initiative (47-49).
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As proposed in the context of another complex policy framework,
Health in All Policies (HiAP) (50), it may be useful to adopt a complex
programme-evaluation approach (49). A logic model should be
constructed for mapping expected associations between policy
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inputs, activities, outputs and outcomes. This facilitates planning for
different evaluation phases, from process evaluation of implementation
(activities and outputs) to reporting on the short-term, intermediate
and long-term outcomes. Careful consideration must be given from
the start of planning to the causal chain, running from the activities to
the outputs to the short-term and intermediate outcomes (for example,
changes in the environment, knowledge or behaviour) and finally to the
long-term outcomes (for example, changes in health or health equity)
(48,49). It is also important to think about the potential influence of
context on the implementation and outcomes of an initiative (47,48).
Finally, seeking to understand the actual impact of an initiative on
population health or health equity requires going beyond measuring
outcomes and considering issues, such as: whether the outcomes
might have occurred anyway (deadweight); whether the benefits to
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one group might have come at a cost to others (displacement); and
whether the benefits gained might diminish over time (drop-off) (47).
In this publication, the evaluation indicators observed are, therefore,
referred to as “outcomes”, although the potential of attributing them
as "impacts” is also discussed. These considerations can be integrated
into an impact-map model, illustrating the theory of change for the
action (47), as shown in Fig. 1.2.

Fig. 1.2. Example of an impact-map model for monitoring and evaluation

Conditions Planning : Implementation | Results

Side-effects

Programme effect

Performance measurement Outcomes and impact measurement

Programme evaluation Process evaluation Cutcomes and impact analysis

Source: reproduced from Hammelman, Turatto F, Then V, Dyakova M (47).

1.4 Political momentum for the life-course approach: importance
in global and regional health-policy frameworks and commitment
of Member States

As illustrated above, the life-course approach is a set of flexible
principles that can serve as an overarching framework for action to
promote health and well-being across a range of issues. The approach
also represents a key framework for tackling health inequities, which
are rooted in complex processes of disadvantage across the lifespan
and across generations. It is, therefore, a cornerstone of WHO global
and regional policy frameworks, and recognized as being central to the
implementation of Health 2020 and the 2030 Agenda in Member States
(4,5). This section explores the political momentum for the life-course
approach, considering WHO policy frameworks and the commitment
of the Member States, including the small countries, to the life-course
approach.

12




1.4.1 Life-course principles in global and regional health-policy
frameworks

Health 2020 and the 2030 Agenda for Sustainable Development

Investing in health through a life-course approach and empowering
people is the first priority area for policy action in Health 2020 (4), the
policy framework adopted by all Member States in the WHO European
Region in 2012. Life-course principles also underpin the other three
mutually supportive action areas of Health 2020 (4), which focus on:
NCDs and communicable diseases; people-centred health systems,
public health capacity and emergency preparedness, surveillance and
response; and resilient communities and supportive environments.

The life-course approach is also central to the implementation of the
United Nations 2030 Agenda and is naturally aligned with many of its
Sustainable Development Goals (SDGs), especially SDG 3, which aims
to ensure healthy lives and promote well-being for all at all ages (12,27,
44). This is not only because both are focused on maximizing human
potential across the life-course, but also because they share core
values and means of implementation (44). The life-course approach is
grounded in the same principles of equity and sustainability that guide
the 2030 Agenda (5); each strives to prevent cycles of disadvantage and
promotes investment in early and timely action to maximize economic
and social benefits across the life-course and into future generations
(2,12,27,44). In addition, they both recognize the importance of
acting across multiple determinants to promote health and well-
being, the interconnectedness of economic, social and environmental
development (44), and the importance of acting in partnership by
adopting whole-of-society and whole-of-government approaches (2,5).

This synergy is reflected in the Draft Thirteenth General Programme
of Work (GPW 13) of WHO, which sets the direction of its work with
Member States and other partners in 2019-2023 (57). GPW 13 is
grounded in the SDGs (5) and outlines three interconnected strategic
priorities that aim to achieve its ultimate goal of ensuring healthy lives
and well-being for all at all ages by achieving universal health coverage,
addressing health emergencies, and promoting healthier populations
(51). Work in the third area will be supported by five platforms, one
of which focuses on improving human capital across the life-course.
It aims to do so by identifying an integrated set of evidence-based
interventions that target risk and protective factors at key points in the
life-course and facilitating their implementation with the involvement
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of health systems, individuals, families and communities (Fig. 1.3).

Fig.1.3. Integrated action involving health systems, individuals, families and
communities to maximize human capital across the life-course
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Source: reproduced from GPW13 (57).

In 2017, the WHO Regional Office for Europe developed the Roadmap
to implement the 2030 Agenda for Sustainable Development, building
on Health 2020, the European policy for health and well-being, with
the ultimate goal of achieving better, more equitable and more
sustainable health for all at all ages (4,5,52). The roadmap highlights
the importance of the life-course approach, stating that achieving the
goals of the 2030 Agenda (5) will require policies that “address health,
well-being and all their determinants throughout the life-course and
across all sectors of government and society” (52, p.1). The relevance
of life-course principles is shown in their integration across the five
strategic directions of the roadmap (52) by, for example, adopting a life-
course approach to health inequities (strategic direction 2: leaving no
one behind), preventing disease and addressing health determinants
by promoting multi- and intersectoral policies throughout the life-
course (strategic direction 3), and creating everyday environments that
meet people’s needs throughout the life-course (strategic direction 4:
establishing healthy places, settings and resilient communities).
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WHO European strategies and action plans

As shown in Box 1.4, the life-course approach also underpins the
interdependent network of strategies and action plans that have been
developed to facilitate the implementation of Health 2020 (4) and the
2030 Agenda (5) in the WHO European Region. Their diversity reflects
the encompassing nature of the life-course approach as a guiding
framework.
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Box 1.4. Examples of WHO European strategies and action plans
underpinned by life-course principles

The following WHO European strategies and action plans emphasize the
importance of the life-course approach.

e Investing in children: the European child and adolescent health strategy
2015-2020 (53) recognizes that early-life experiences have an impact on
adult health and the intergenerational transmission of disadvantage. It
recommends that countries adopt the life-course approach as a guiding
principle for national child- and adolescent-health strategies.

e The Strategy and action plan for healthy ageing in Europe 2012-2020 (24)
takes a life-course perspective on healthy ageing, recognizing that health
and capability in old age reflect experiences across the lifespan. The first
strategic priority area for action focuses on disease-prevention and health-
promotion strategies for healthy ageing within a life-course framework.

e The Strategy onwomen’s health and well-being in the WHO European Region
(54) promotes the adoption of a life-course approach to women'’s health. It
outlines priorities and action areas that recognize the complex interactions
between sex, gender and the social determinants across the lifespan, and
the accumulation of their health impacts across lives and generations.

e Thedraftstrategy onthe health andwell-being of meninthe WHO European
Region takes a life-course approach. Life-course principles underpin all
five of its priority action areas: strengthening governance; engaging men
in achieving gender equality in health; creating gender-responsive health
systems; improving health promotion; and building a strong evidence
base. The draft strategy will be presented for the endorsement of the
WHO Regional Committee for Europe in September 2018.

e The Action plan for the prevention and control of noncommunicable
diseases in the WHO European Region (55) recognizes that many NCDs
have a long course of development, their risk and protective factors
accumulating across the life-course. It emphasizes that NCD prevention
and management must start in preconception and pregnancy and be
sustained through all life stages.

e The European mental health action plan 2013-2020 (56) recognizes the
complex interactions between the social determinants and physical and
mental health across the lifespan. Its first core objective is to create equal
opportunities for all to realize mental well-being across the lifespan.

e The Action plan for sexual and reproductive health (57) is also
underpinned by the life-course principles. They inform the three key
goals related to enabling informed decisions and upholding human
rights, ensuring attainment of the highest degree of sexual and
reproductive health and well-being, and guaranteeing universal access
to sexual and reproductive health without inequities.
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1.4.2 Member States’commitment to the life-course approach

The Minsk Declaration on the Life-course Approach in the Context of
Health 2020

Commitment to the life-course approach among the Member States in
the WHO European Region is highlighted in the Minsk Declaration (2).
By signingthe Declaration atthe WHO European Ministerial Conference
on the Life-Course Approach in the Context of Health 2020 in 2015 (Box
1.1), the Member States confirmed their conviction that the life-course
approach is essential to the implementation of Health 2020 (4) and the
2030 Agenda (5), and committed to taking early, appropriate, timely
and collective action. The resolution on the Minsk Declaration on the
life-course approach (2) in the context of Health 2020 (4) was endorsed
by the Regional Committee for Europe at its 66th session in 2016 (58).
It urges Member States to use the life-course approach in choosing
and implementing interventions, monitoring the effect of policies and
programmes, and defining vulnerability and groups in need (58).

The Andorra Statement on Health Promotion and Disease Prevention
throughout the Life-course

Member States participating in the WHO Small Countries Initiative (3)
are strongly committed to the life-course approach. Health promotion
and disease prevention throughout the life-course were a focus of
the second high-level meeting of the small countries in 2015. On
this occasion, the countries shared their experiences in adopting
the approach and reflected on the importance of investing in early
development and preventing the intergenerational transmission of
disadvantage. They noted the usefulness of settings approaches
to life-course actions and the role of intersectoral collaboration
in identifying entry points for intervention (59). At this meeting, the
countries adopted the Andorra Statement on Health Promotion and
Disease Prevention throughout the Life-course (60) (hereafter the
Andorra Statement). In doing so, they reaffirmed their commitment to
implementing the life-course approach as proposed by Health 2020
(4), starting health promotion and disease prevention activities with
early action (in preconception and pregnancy) and continuing with
appropriate action across the whole lifespan. The Andorra Statement
underlines the importance of taking intersectoral action on the social
determinants to address the perpetuation of inequities across the
lifespan and across generations, and of monitoring and evaluating life-
course actions (60).
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Section 2. The life-course approach in practice: case
stories from Iceland and Malta

2.1 Why it is important to share these stories

In the Andorra Statement, the small countries committed to serving as
pioneers of innovative approaches and role models of best practice in
the translation of life-course principles into practice (60). This reflects
their broader commitment to capitalizing on their strategic agility as
small countries in functioning as settings for policy innovation related
to the implementation of Health 2020 (4) and the 2030 Agenda (5).
Part of this responsibility involves sharing their experiences in taking
life-course actions in order to facilitate improvement, adaption and
uptake in other contexts and, ultimately, to facilitate advancement of
the life-course approach (44). Knowledge exchange is useful not only
for countries, but also for WHO in identifying ways to support them.

To facilitate knowledge exchange, in 2016, the WHO Regional Office
for Europe published a collection of case stories demonstrating the
application of the life-course approach in each of the small countries
(6). This work revealed that the triggers of life-course actions in these
countries included data and evidence, political vision and policy
frameworks. Facilitators included: political commitment; supportive
legislation and policies; evidence (to inform and evaluate action);
intersectoral approaches (with the early and sustained involvement
of diverse stakeholders); effective leadership; strong communication;
working groups; public consultation and engagement; and resources
(6). The case stories illustrated that, in adopting a life-course
approach, countries need to see the big picture, consider the broader
determinants of health in addressing inequities, and think long-term
across the lifespan and across generations. They also highlighted the
importance of whole-of-government and whole-of-society approaches,
and of monitoring and evaluation (6).

The current publication builds on this work, focusing in depth on life-
course actions taken in Iceland and Malta. It explores their experiences
of translating the life-course principles into practice, with a special
focus on monitoring and evaluation and on addressing inequities.
These actions differ greatly in terms of the issues addressed and
measures taken to deal with them, but both exemplify good practice
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in the use of the life-course approach. In Iceland, the life-course action
takes the form of a platform developed during a period of financial
crisis to monitor the welfare of various groups and propose measures
to the authorities to protect and promote welfare. In Malta, the life-
course action is an umbrella policy framework designed to guide the
development and implementation of a range of initiatives to tackle
overweight and obesity across the life-course.

Documenting how countries have translated life-course principles and
evidence into practice is key to advancing the life-course approach.
In addition, gaining an understanding of the enablers and barriers
they encountered is important to working out how best to support this
process of knowledge translation. Because of the need to enhance
the monitoring and evaluation of life-course actions, the publication
includes a special focus on the countries’ approaches to, results of
and experiences in conducting these exercises. As already mentioned,
equity is central to both Health 2020 (4) and the 2030 Agenda (5).
Countries have a responsibility to develop and implement life-course
actions that address health inequities across the life-course and
generations, and to monitor and evaluate equity-related outcomes of
their actions. Understanding how this has been done in some countries,
and the barriers and enablers encountered in the process, may help
other countries in their efforts to incorporate equity into their life-
course actions. It is hoped that the experiences of the small countries
presented both in the previous publication (6) and in this one will serve
to motivate and inform life-course actions in other countries and to
facilitate the work of WHO in supporting them.

2.2 Methodology used in compiling the case stories

As a first step, WHO prepared a questionnaire aimed at expanding on
the information included in the previous publication () and gathering
new information relevant to the focus areas of the present publication.
Representatives of Iceland and Malta updated information from the
previous publication and responded to questions regarding:

* the translation of life-course principles into practice, including:

o the role of the life-course approach in the development,
implementation, monitoring and evaluation of their life-course
actions (initially the focus was on the life-course framework of the
Minsk Declaration (2) and related policies, but as the life-course
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actions of Iceland and Malta were developed before the Minsk
Declaration was published, the focus was extended to the life-
course approach more broadly);

s the benefits and challenges of using the life-course approach;
and

s ways in which WHO could facilitate adoption of the life-course
approach;

* monitoring and evaluation, including process; short-term,
intermediate, and long-term outcomes; health-equity-related
outcomes; and economic evaluations, with a focus on:

s the nature of the monitoring and evaluation activities undertaken;
o the results;

s the countries’ overall experiences in monitoring and evaluation
(for example: timing of planning; benefits, challenges and
facilitators; ways of differentiating between outcomes and
impacts; and ways in which the results were being used);

¢ health inequities, including:
s whether and how the action had sought to address health
inequities;
s whether the more socially disadvantaged groups had been
involved in the decision-making processes;
s the challenges to and facilitators of addressing health inequities;

s whether and how the action had taken a gender-responsive
approach;

@ the challenges to and facilitators of taking a gender-responsive
approach.

e civil-society involvement (added in the stakeholder section given its
importance to Health 2020 (4) and the 2030 Agenda (5)), including:

o whether and how members of civil society were involved in
development, implementation and/or monitoring and evaluation;

s benefits, challenges and facilitators related to this involvement.

Numerous sources guided the development of the questions,
including the previous publication (6), reviews, checklists and other
questionnaires (7,36,38,61-63).

After reviewing the completed questionnaires, two WHO staff
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discussed follow-up questions with the country representatives' during
WebEx interviews, which were recorded (with prior permission). The
interviewers took notes, and one interviewer listened to the recordings
to ensure that all the relevant information had been included. The
country representatives' were then involved in reviewing and editing
the case stories, which were compiled on the basis of their responses.

Numerous other relevant resources also informed the case stories, as
cited in the publication.

2.3 Iceland’s case story:Welfare Watch

This section describes Iceland’s translation of the life-course principles
into practice through the Welfare Watch initiative (2009-2013). Box 2.1
provides a brief overview of the initiative.

! Since it would not be possible to differentiate between the country representatives
who completed the questionnaires and took part in the WebEx interviews and
those who contributed by providing other relevant information, the term, “country
representatives”, in the body of the publication incorporates all categories.

21




Box 2.1. A brief overview of the Welfare Watch initiative in Iceland

The issue (section 2.3.1)

Iceland experienced a devastating financial crisis in late 2008, and there
were serious concerns about its consequences for the welfare of the
population.

The action (section 2.3.2)

The Government established the Welfare Watch initiative in 2009 to
monitor the social and financial consequences of the crisis (analyst role),
recommending to the authorities — the Government, local authorities,
institutions — measures to protect people’s welfare (advisory role).

Welfare Watch comprised a steering committee and multiple working
groups, which focused on different population groups or issues (for
example, children and families with children, youth, unemployed people,
financial positions of households). One of the working groups was
responsible for developing social indicators to monitor welfare. All of the
working groups were charged with being equity sensitive in the course of
their work.

The overall aim was to protect the more vulnerable groups, with a focus on
children, families with children and youth (adolescents and young adults).
The initiative took an intersectoral approach, involving representatives of
Government, social partners and nongovernmental actors.

How Welfare Watch reflects the life-course principles (section 2.3.7)

The focus on children reflects the principle of acting early in the life-
course to protect them from adversity that could have a lifelong impact
on their flourishing.

The focus on families reflects the intergenerational perspective of the
life-course approach and recognition of the interconnectedness of lives
within households.

The focus on youth reflects the principle of acting appropriately to
promote positive trajectories during the transition periods of adolescence
and young adulthood.

Mandating the working groups to ensure that equity was given due
consideration in the course of their work, and the establishment of
working groups on various social determinants, reflects the integration
of equity and life-course principles.

The use of intersectoral groups reflects the principle of acting together
as a whole society.

22




2.3.1 The public health issue

Welfare Watch was established in response to the financial crisis
that hit Iceland in October 2008 with the collapse of the three major
Icelandic banks. The crisis was devastating, the three banks having
been responsible for around 90% of the country’s banking activities,
and their combined insolvency being one of the largest in world history
(64,65). Along with the banking crisis came a currency crisis, the collapse
of the stock market, and an economic crisis. GDP decreased by around
10% between 2009 and 2010 and the currency was devalued by around
50% between the start of 2008 and 2009 (65). With the collapse came
widespread socioeconomic hardship, 27.5% of households being in
distress as a result of debt in 2009 (compared to 12.5% in 2007) and
unemployment rising from 2.3% in 2007 to 7.2% in 2009 (65). There
was also a political crisis, involving a loss of trust in the Government,
which was reflected in mass protests. The Government resigned in
January 2009 and was replaced in February of the same year (66). The
new Government committed to pursuing the Nordic welfare model
of egalitarian policies and protecting the welfare and social-security
system (64,65).

The economic crisis also represented a potential public health crisis.
As discussed in section 1.1, conditions of daily life have important
associations with health and well-being across the life-course (7).
For example, living in poor socioeconomic conditions in childhood
is associated with increased risks of mortality and a range of health
problems in adulthood (8) and, in adulthood, unemployment is
associated with a range of adverse outcomes, including mental-health
problems and mortality (67). There is also evidence that increased rates
of unemployment are associated with increased rates of homicide,
as well as increased rates of suicide among adults of working age,
especially in the context of inadequate employment protection (68).

2.3.2 The life-course action

The creation of Welfare Watch in February 2009 was one of the first
measures taken by the Ministry of Social Affairs and Social Security
(later merged with the Ministry of Health to form the Ministry of
Welfare) as part of the new Government (69). Welfare Watch was
established with the dual objectives of monitoring the social and
financial consequences of the financial crisis for individuals and
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families, and proposing measures to the authorities (government and
local authorities and institutions) regarding assistance to households.
Thus, its role would be to act as analyst and advisor, keeping watch
on the welfare of various groups (especially the more vulnerable), and
recommending strategies to protect them. The main focus was on the
welfare of children, families with children, and young people (including
their participation in education and employment). Welfare Watch
also conducted a number of projects, studies and forums. Although
appointed by the Government, Welfare Watch was established as an
independent body (66).

Welfare Watch comprised a core steering committee and multiple
working groups. The steering committee was responsible for overseeing
the initiative, coordinating data collection and communicating
proposals to the authorities. Membership was diverse and included
representatives of various government ministries, local authorities,
nongovernmental organizations, interest groups, institutions and
social partners. The steering committee grew over time from 15 to 22
members (66). It set up working groups to focus on specific population
groups and issues, each of them chaired by a member of the steering
committee and including a range of experts. The working groups were
responsible for assessing the circumstances of the population group
in their focus (which included identifying gaps in the available data),
summarizing measures that had been taken to mitigate the effects of
the crisis on the group, and recommending further actions to protect
their welfare. The working groups were instructed to be equity sensitive
and consider the impacts of the crisis on both sexes, immigrants and
other minority groups. They presented their recommendations to the
steering committee, which in turn submitted selected proposals to the
relevant authorities (6,66).

The working groups evolved over time, the main groups focusing on
(66):

¢ children and families with children;

¢ youth and young people aged 15-25 years;

e unemployed people (this group was eventually merged with the
former group);

e people at risk before and after the crisis;

e financial positions of households;

24




* public health consequences of the crisis;
® basic services;
e establishing social indicators; and

® addressing welfare issues in the Sudurnes region (which was hit
particularly hard by the crisis).

The last two groups differed from the others in that they were
responsible for implementing specific projects, whereas the others
acted only as analysts and advisors (66).

The following examples illustrate the roles of two of the working groups.

The working group on children and families with children was
tasked with monitoring the circumstances of these population
groups, particularly the more vulnerable, and ensuring that they had
sufficient access to relevant services. Among the working group’s
key recommendations to the steering committee were to: monitor
changes in the welfare of children; monitor the welfare of children in
fringe groups; focus on the education of children in step families and
children of immigrants; coordinate parenting education; standardize
age criteria for the pricing of services to children; provide support to
children whose parents were unemployed, or in financial difficulty;
ensure immediate access to professional services for children and
families; focus on family work in health-care centres; ensure access to
psychiatric services for children with mental-health problems; consider
Child Protection Services’ support for children being raised by only
one parent; encourage the use of paternity leave; and coordinate the
provision of school meals, with a view to free meals. The outcomes of
these proposals are discussed in section 2.3.6 (66).

The working group on social indicators was responsible for establishing
a set of social indicators that could be used to track welfare across social
groups and over time to facilitate monitoring and inform policy and
services. It was established in response to the observation by members
of the Welfare Watch steering committee that it was often difficult to
make recommendations due to a lack of data on changes in the welfare
of different population groups over time. A set of social indicators was
developed by statistical and academic experts in working groups.
As will be discussed in section 2.3.6, the first set of indicators was
published in 2012 and updates have since been published annually by
the country’s statistics office, Statistics Iceland (66).
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The lIcelandic Welfare Watch initially ran from February 2009 to
December 2013. Even though the crisis in Iceland had subsided, it was
reestablished in June 2014 in recognition of its important work (69).
The new Welfare Watch focuses on the welfare of low-income families
with children and people living in severe poverty (6). Iceland’s case
story in the present publication relates to the initial Welfare Watch
(2009-2013) as it was the focus of Iceland’s case story in the previous
publication, How small countries are improving health using the life-
course approach (2017) (6) and of the published evaluation of the
initiative (2015) (66).

Welfare Watch has been a role model for the Nordic countries. It led to
the establishment of Nordic Welfare Watch, a research and leadership
programme carried out from 2014 to 2017 as part of the Icelandic
presidency of the Nordic Council of Ministers. Nordic Welfare Watch
aimed to strengthen and promote the sustainability of Nordic welfare
systems through three projects, involving research, collaboration and
knowledge exchange (69), as follows.

e The “Nordic Welfare Watch in response to crisis” project focused
on understanding the role of the welfare state in crises and disasters,
especially in relation to social services at the local level, and on
considering whether a Nordic Welfare Watch platform should be
created based on the Icelandic model. One of the outcomes was an
evaluation of the Icelandic Welfare Watch initiative (66). The project
also examined emergency-response systems in the Nordic countries
and mapped future risks to their welfare systems.

e The “Welfare consequences of financial crises” project examined
different countries’ experiences of financial crises, extracting key
essons learnt about protecting welfare and recovering well.
| learnt about protect If d I

e The “Nordic welfare indicators” project focused on defining a set
of indicators to monitor welfare across time and population groups
in the Nordic countries.

Among the key outcomes of these projects were two proposals to
the Nordic Council of Ministers for Health and Social Affairs and the
Nordic Committee of Senior Officials for Health and Social Affairs (69).
These were to:

e establish a set of Nordic welfare indicators, based on the model of
social indicators developed by the Icelandic Welfare Watch;
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e establish a Nordic welfare forum, based on the Icelandic Welfare
Watch, which would hold multidisciplinary meetings every two years
to discuss welfare challenges in the Nordic countries with a view to
making welfare systems more sustainable.

Discussions on the indicators are ongoing. The first meeting of the
Nordic Welfare Forum will be held in Stockholm, Sweden, in December
2018, as a pilot project, with a view to its becoming a regular event.

2.3.3 Involvement of different sectors, including civil society
Sectors involved

Welfare Watch is a great example of collaboration across sectors
and levels to address complex problems, including socioeconomic
inequities and their consequences for health and well-being (70). As
shown in Table 2.1, Welfare Watch membership was very diverse, and
the representatives of each group of actors played an important role.
The active participation of governmental ministries and agencies in
the Welfare Watch dialogue meant that they were on hand to hear
the solutions proposed by other actors and could promptly provide
relevant information. This also facilitated work at the ministerial level to
the benefit of people at risk. The local authorities led various initiatives,
such as those related to school meals. Nongovernmental actors were
often in direct contact with the population groups whose welfare
was being discussed, and were able to provide an insight into their
experiences and perspectives (6).

Table 2.1. Sectors involved in the Welfare Watch steering committee and
working groups

Sector Examples of actors involved

Governmental ministries e Ministry of Welfare
e Ministry of Education, Science and Culture
e Ministry of Industries and Innovation

e Ministry of the Interior

Governmental agencies e Directorate of Health
e Gender Equality Council
e Directorate of Labour

e Debtors’ Ombudsman
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Sector Examples of actors involved

Local authorities e Association of Local Authorities in Iceland
e City of Reykjavik
Social partners e SA-Business Iceland

e Federation of State and Municipal Employees
e |celandic Confederation of Labour
e Association of Academics

¢ |celandic Teachers’ Union

Nongovernmental actors e Icelandic Disabled Person’s Organization and
Disabled Help (interest group)
e National Federation of Senior Citizens (interest
group)
e The Icelandic Red Cross (interest group)
e Bishop's Office of the Church of Iceland (interest
group)

e |celandic Human Rights Centre (nongovernmental
organization)

Sources: How small countries are improving health using the life-course approach (6);
Assessment of the work of the Welfare Watch (66).

Participation of civil society

The Government established Welfare Watch and the Ministry of Social
Affairs and Social Security led the development and appointment of
the steering committee, the Chairman of which was from the Ministry.
As discussed above, membership of the committee was diverse and
included a range of nongovernmental actors, many of whom were
working at the grassroots level and, thus, in contact with individuals
and communities in civil society. The committee led the ongoing
development of Welfare Watch, setting up working groups in which
nongovernmental actors also participated. In this way, civil society
had a voice (through the work of these nongovernmental actors)
in the implementation and monitoring of Welfare Watch. These
nongovernmental actors were thus also involved in the evaluation of
the initiative, as steering-committee and working-group members were
asked to provide their perspectives through interviews, focus groups
and surveys. The public was also given the opportunity to contribute to
the evaluation by means of a survey (see section 2.3.6).

In terms of the facilitating the participation of civil society, the country
representatives reflected that there had been an understanding from
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the outset of the importance of involving civil society. This was also
noted in the evaluation report where Asta Ragnheidur J6hannesdattir,
former Minister of Social Affairs and Social Security, was quoted as

saying:

“[ think it was right to have many people around the table and to include not
just the public sector, but also independent organizations and others involved
in welfare matters” (66, p.30).

In addition, the country representatives felt that the involvement of
independent organizations might also have been influenced by the
turbulent political context. Involving civil society was important in
building public trust and ensuring the credibility of and support for
Welfare Watch as a politically neutral initiative in which those working
at the grassroots level had a voice.

There were no barriers or challenges noted regarding the participation
of civil society in Welfare Watch.

The country representatives felt that including nongovernmental
actors who were connected to civil society in the steering committee
and working groups had been beneficial because it had facilitated
collaboration between the authorities and the public in tackling the
crisis. In the evaluation, ministry representatives reflected the view
that the intersectoral nature of Welfare Watch had been important in
ensuring diverse input. This was illustrated by Gudbjartur Hannesson,
former Minister of Welfare:

“Very different groups were represented in the Welfare Watch, including small
groups, some of which could also be defined as pressure groups. | felt it was
important because then you get a number of different perspectives” (66, p.32).

2.3.4 Political support and policies

Welfare Watch received high-level political support from the
Government from the outset. The country representatives and the
evaluation report (66) suggested that a few factors relating to the
sociopolitical context might have contributed to this. As they watched
people losing their jobs and families being disrupted, the politicians
became concerned about the potential impact of the crisis on the
more vulnerable groups (66). As mentioned above, protecting welfare
and vulnerable groups were priority areas for the Government (6).
Establishing an independent and intersectoral body (Welfare Watch)
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to monitor and protect welfare had the added advantage of helping to
rebuild public faith in the future. The development of Welfare Watch
also appears to have been influenced by Finland’s experience of a
devastating financial crisis in the early 1990s (71). As concerns mounted
around the impact of the Icelandic crisis on society, the authorities
collected data on the Finnish crisis. The findings were worrying,
especially in terms of increases in the numbers of people on disability
pension and the effects of the crisis on children. Thus, the Government
was keen to identify a solution to prevent their repetition in Iceland
(66). Asta Ragnheidur Jéhannesdéttir, former Minister of Social Affairs
and Social Security expressed the following.

“It is slightly reminiscent of [...] a country finding itself at war — such a major
shock for so many. People losing their jobs, relatives of all those in trouble, not
least children, suffering from the situation, and so on. The shock needs to be
worked through. This sort of thing has never happened to us before. This was
an extraordinary new situation and a reaction had to be found. Particularly in
order to avoid the same problems experienced in Finland” (66, p.25).

2.3.5 Financing

Operational costs for Welfare Watch were very low and related
mostly to staffing, conferences and reports, which were funded by
the Ministry of Welfare through the state budget (6). Members of
the steering committee and working groups were not paid although,
since meetings were held during working hours, they were indirectly
supported by their employers (66). Costs for the implementation of
initiatives proposed by Welfare Watch were generally covered by the
relevant authorities (6).

Furthermore, in response to a proposal put forward by Welfare Watch,
a counterbalance fund of ISK 30 million (around US$ 250 000) was
established in 2009 with Treasury funding to cover specific projects, such
as: developing social indicators; conducting studies on welfare issues;
coordinating projects run by affiliated organizations; supporting staff
working with at-risk population groups; and implementing initiatives
for specific groups most affected by the crisis. The fund was managed
by members of the steering committee and overseen by the Ministry
of Social Affairs and Social Security (66). As the number of suitable
projects proposed did not require all of the funding, the remainder
was used for the evaluation of Welfare Watch (66).

30




2.3.6 Monitoring and evaluation: approach, results and
experiences

As mentioned in section 1.3, monitoring and evaluation are generally
structured around a logic model flowing from inputs to activities,
outputs and outcomes. Process evaluation focuses on the activities
and outputs involved in implementing an initiative. It considers issues,
such as uptake, compliance, and perceived benefits, barriers and
challenges from the perspective of stakeholders. The expectation
is that these activities and outputs will result in short-term and
intermediate changes in knowledge, behaviour and the environment
and, eventually, long-term outcomes (such as changes in health or
health inequities). It can be challenging to define the logic model for
an initiative like Welfare Watch, which was a platform set up to monitor
welfare and recommend future policies across multiple areas. In this
publication, the proposals developed by the working groups, and
their progress to the steering committee and the relevant authorities,
will be considered as process indicators reflecting the activities and
outputs of Welfare Watch. Their translation into policies and actions by
external authorities will be considered as short-term outcomes since
this reflects external change following the proposals (the outputs).
Welfare is a broad construct that includes both well-being and living
conditions (69); in this publication, changes in the social determinants
of health will be considered as intermediate outcomes (since they
reflect changes in the socioeconomic environment), while changes in
health and health equity will be considered as long-term outcomes.

Implementation and short-term policy outcomes: approach and
results

A process-monitoring survey was conducted in May 2009 to assess,
among other issues, the relevance of the goals and priorities of
Welfare Watch. Directors of local social services were asked what
they felt Welfare Watch should focus on. The issues raised were in
alignment with the emerging focus of Welfare Watch (for example,
children, families, more disadvantaged groups, household finances,
basic services) (66).

An evaluation of Welfare Watch was conducted in 2014 by the Social
Science Research Institute of the University of Iceland along with
several consultants, some of whom were involved in Welfare Watch.
The information in this section is from the evaluation report, which was
published in 2015 (66).
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The aim of the evaluation was to examine:

the establishment, organization and role of Welfare Watch and the
work of its steering committee and working groups;

the nature of the working groups’ proposals, their progress from
working groups to the steering committee, whether proposals had
been submitted to the authorities, and their eventual translation
into external policy or action.

Therefore, according to the logic model defined above, the evaluation
considered inputs, activities and outputs (process evaluation) and

po

licy-related outcomes (short-term outcome evaluation).

The evaluation involved the following components.
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Interviews were held with the Chair of Welfare Watch, a Welfare
Watch employee, three members of the Welfare Watch steering
committee, and three consecutive Ministers of Welfare. They
covered the development, purpose, importance, organization,
procedures, collaboration and results of the initiative.

Focus-group meetings were conducted with members of the
Welfare Watch working groups to discuss the strengths, weaknesses,
development, purpose, organization, procedures, collaboration
and results of the initiative.

Surveys were conducted among members of the working groups
(some of whom were also members of the steering committee), staff
of agencies and organizations affiliated with Welfare Watch, and
members of the public.

s Members of the working groups were asked questions on various
issues, such as: how well Welfare Watch had achieved its goals;
how well the goals of the working groups had been defined
and achieved; the operations of the working groups, including
allocation of responsibilities, task prioritization, management,
and communication within the working groups and with the
steering committee; the satisfaction of the working groups with
decisions of the steering committee; the benefits of Welfare
Watch to their main work and themselves.

o Affiliates and the members of the public were asked about:
their awareness of and familiarity with Welfare Watch; how they
perceived the emphasis of the Government on the priorities of
Welfare Watch; and their views on the importance of Welfare
Watch to Icelandic society.




e A content analysis of steering-committee and working-group
reports, minutes and other material, and documentation from
relevant authorities (for example, the Parliament, local authorities)
was carried out to assess the organization of Welfare Watch and track
the progress of proposals from the working groups to the relevant
authorities. Researchers mapped out the proposals of each working
group, assessing whether they had been submitted to the steering
committee and whether the steering committee had incorporated
them into their proposals to relevant authorities (indirectly, based on
similarity of content). They also identified proposals of the steering
committee that were separate from those of the working groups,
and then indirectly assessed the outcome of all steering-committee
proposals by comparing similarities between these proposals and
welfare-related policies developed by various authorities during the
Welfare Watch period (2009-2013).

Given the comprehensiveness of the evaluation, it is beyond the scope
of this publication to discuss all the results. Instead, some key findings
are presented to illustrate the knowledge that can be obtained from
such an evaluation.

In terms of how well Welfare Watch had reached its goals, 84% of the
respondents in the working-group survey felt it had fulfilled its “analyst”
role of monitoring social and financial consequences very well, or rather
well, while 63% felt it had fulfilled its “advisory” role of submitting
recommendations to protect welfare very well, or rather well. It was noted
from the content analysis that proposals and recommendations from the
steering committee often focused on children, families and young people,
which is in accordance with the intended focus of the initiative.

Interviews about the operations of the steering committee revealed
strengths (for example, cooperation among members, expertise of
the chairperson) and weaknesses (for example, long agendas and
meetings). [t was also noted that the political neutrality of Welfare Watch
seemed to facilitate consensus within the group. There was a sense of
frustration among the steering-committee members about not being
able to ensure that their recommendations would be implemented; as
one steering committee member reflected:

“We could have an opinion and make suggestions, but there were no guarantees
that they would be implemented. [...] | really wanted to just go in and talk to the
minister face to face, say, my friend, such is the situation, as politicians what are
you going to do?” (66, p.34).
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Focus-group meetings and surveys on working-group operations
revealed some areas for improvement, such as group management,
division of tasks, clarity about the role of each group, and
communications with the steering committee. As a working-group
member reflected:

“| strongly agree that the overall objectives were both clear, noble and very
good. [...but] there was perhaps a certain insecurity or dissatisfaction within the
group because we didn't really know what was expected of us, how we should
deliver it and what the time limits were; yes, that is what it was like. We felt the
objectives were rather vague” (66, p.32).

In terms of the societal benefits of Welfare Watch, surveys showed that
79% of the surveyed affiliates and 24% of the surveyed public had heard
of Welfare Watch. Of those who had heard of it, around 50% felt the
initiative had been important for Icelandic society in the first few years
afterthe economiccollapse. The reasons citedforitsimportance centred
mostly on its roles in monitoring welfare, highlighting important issues
and vulnerable groups, and proposing solutions. Those who did not
find itimportant generally feltit had failed to achieve tangible results or
mentioned a lack of transparency and public visibility. Discussions with
Welfare Watch members and ministers indicated additional perceived
benefits, including the facilitation of informed debate about the crisis
in society, and raising public awareness to encourage action by other
actors.

In terms of the benefits of Welfare Watch for the Government, ministers
found that Welfare Watch had played an important role in helping to
prioritize issues and direct funding. Members of the working groups
felt that the initiative had played a part in protecting welfare from
budget cuts.

There was also evidence of benefits for Welfare Watch members: 73%
of the working-group respondents agreed that their participation had
expanded their professional contacts. Similarly, steering-committee
and working-group interviewees felt that their participation had
facilitated intersectoral collaboration. It had also resulted in knowledge
exchange and learning that would benefit their future welfare-related
work.

The evaluation also considered key lessons for the future. Interviewees
felt that Welfare Watch should continue to operate to protect
disadvantaged groups. As Asta Ragnheidur Jéhannesddttir, former
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Minister of Social Affairs and Social Security, observed:

“One has worked in welfare services during times of economic prosperity and
seen that such prosperity does not always reach everyone. This is why there is
always a need for something to point out to the authorities existing problems
and shortcomings in the welfare services even if everything appears to be
going swimmingly for the majority. Then it is important to have individuals and
such a body that knows what is going on” (66, p.113).

It was also noted, however, that Welfare Watch — developed in response
to the crisis — had in some ways been a reactive initiative, which had
evolved over time, and that if Welfare Watch were to continue, it should
have a clear framework from the outset. This would need to include
defined objectives, roles, and systems of disseminating information
and monitoring outcomes (66).

As discussed above, policy-related outputs and outcomes of Welfare
Watch were also assessed by tracking the progress of proposals from
working groups to the steering committee, to the relevant authorities,
and eventually to the development of policies and/or action by the
relevant authorities. The results of two working groups (those discussed
in section 2.3.2) are summarized in Boxes 2.2 and 2.3; other results are
covered in the evaluation report (66). During the evaluation, steering-
committee members reflected that the recommendations of Welfare
Watch concerning school lunches and the social indicators were among
the most important made (Boxes 2.2 and 2.3) (66).
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Box 2.2. Evaluation results: policy-related processes and outcomes of

recommendations by the Welfare Watch working group on children
and families

This working group was set up to monitor and make proposals to protect
the welfare of children and families with children. It made more than
60 proposals to the steering committee. Of these, 12 (listed in section
2.3.2) appeared to have been incorporated in the steering committee’s
proposals to the authorities (66). The researchers also assessed action
taken and policies developed by the authorities to see how they related to
the recommendations of the steering committee. Their observations were
as follows.

* In the case of school meals, the steering committee put forward the
working group’s recommendation that all children should receive lunch
at school. This idea was taken up in the Government's action plan
and, in 2009, in collaboration with the Association of Icelandic Local
Authorities, Welfare Watch requested municipalities and school boards
to ensure and monitor the provision of daily lunches to all children.
Schools and authorities adopted the proposal, some reportedly also
offering porridge for breakfast, although this initiative has not been
evaluated. Welfare Watch repeated this request annually until 2011 (66).

e Other policy outcomes related to this group's proposals were a
parliamentary resolution on health care for, and the health of, young
people and an agreement on a project to support children with chronic
conditions and attention deficit hyperactivity disorder (64).

Recommendations did not always appear to be heeded. For example, the
maximum for maternity-leave payments was reduced in 2008-2009 despite
warnings from Welfare Watch. The payments were, however, marginally
increased again in 2012 (there had been a recommendation by Welfare
Watch in 2011 to stop reductions and increase payments) (66).

The country representatives also emphasized the importance of social
indicators as a tool for monitoring conditions and well-being in a crisis,
both overall and with respect to specific groups. They can also be used
to evaluate how well policies mitigate the consequences of a crisis,
and to inform future actions.
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Box 2.3. Evaluation results: policy-related processes and outcomes

of recommendations by the Welfare Watch working group on social
indicators

This working group was set up specifically to establish a set of Icelandic
social indicators, as proposed by Welfare Watch in March 2009 (64).
Accordingly:

¢ the group achieved its goal with the publication of the first set of social
indicators in 2012 (66);

e aset of around 150 social indicators was established, covering welfare
issues across: demographics (for example, population age distribution,
fertility); equality (for example, income, household debt, families in
financial difficulty); sustainability (for example, preschool attendance,
school performance, school attendance, educational attainment,
unemployment); health (for example, perinatal outcomes, overweight
and obesity in children and adolescents, self-rated health, chronic
conditions, elderly people in nursing homes, use of health services,
including dental care for children and adolescents); and solidarity (for
example, trust in the Government, adolescent health-risk behaviours,
child-protection notifications) (72),

* the indicators were disaggregated across some social groups (for
example across sex and age for consideration across the life-course)

(72);

Welfare Watch continued to work on the social indicators after their
publication and, in 2012, the Government committed to funding them
and commissioned Statistics lceland to compile updates, which have been
published annually since (66). Statistics Iceland also regularly publishes
statistics and reports on specific welfare issues related, for example,
to children, living conditions, housing, health, employment and social
networks (73,74).

Short-term, intermediate and long-term outcomes: approach and
results

Welfare indicators were monitored throughout the course of Welfare
Watch to inform its ongoing work. It is complex to discuss the
monitoring of an initiative like Welfare Watch, for which one of the
objectives was actually monitoring. On the other hand, the monitoring
that was performed as an objective of Welfare Watch can also be seen
as a form of in-built quality assurance and quality improvement, as is
the case for monitoring in other initiatives. The working groups and
steering committee used monitoring to assess the welfare needs of
various groups over time, identify at-risk populations, and consider
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what actions were needed and whether those already taken appeared
to be having an effect. Monitoring helped them direct their focus and
develop proposals as issues were raised both internally and by external
stakeholders (66).

Various welfare indicators were monitored, including social and
economicconditions, such asunemployment, children withunemployed
parents (across different family structures), children attending school in
grades 8 to 10, the provision of hot meals in schools, rent benefits,
local government assistance and minimum wages. Where data
permitted and depending on their relevance to the population group
whose welfare was being considered, indicators were disaggregated
across social groups (for example, age, sex and family structure).
Indicators were monitored across various life stages (for example,
childhood, adolescence, young adulthood, working-age adulthood).
As the available data were rather limited, disaggregation was not
always possible (for example, across SES) and, in general, monitoring
was quite challenging until the social indicators were in place. Welfare
Watch identified their data needs and worked with Statistics Iceland to
collate those that would be most useful for their goals. This involved
collating existing indicators, disaggregating indicators across groups
or regions, and seeking additional indicators from various sources,
such as government surveys.

While welfare was monitored to inform the work of Welfare Watch, there
was no evaluation of short-term, intermediate or long-term welfare
outcomes. Welfare Watch was established as an urgent response to a
critical problem. The country representatives reflected that the pressure
to act quickly would have made it difficult to plan a systematic evaluation.
At the time, baseline welfare data for evaluation were also limited, as
the social indicators were not established until 2012. Once these were
in place, baseline data became available and could theoretically have
been used to conduct a retrospective evaluation of welfare outcomes.
Such an evaluation was not carried out, and the country representatives
indicated that this was largely because of the scale of resources required
for such a complex evaluation (in terms of time, money and people),
the acquisition of which can be especially challenging in small countries.
They found that, because resources are limited, there is often a trade-
off between the evaluation of existing initiatives and the development
of new initiatives. They felt that for initiatives that are clearly seen to be
successful, like Welfare Watch, it could be difficult to justify the former. In
addition, for Welfare Watch, it would have been difficult to attribute the
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outcomes as impacts of the initiative. This was because of the breadth
of its proposals and the complex context in which it was implemented,
which included numerous other actions being taken by the authorities
to protect and promote welfare during the financial crisis. The Nordic
Welfare Watch project, “Welfare consequences of financial crises”, is
considering the effectiveness of various countries’ responses to financial
crises (69,75), including that of Iceland. While the Nordic Welfare Watch
will not specifically assess the outcomes and impacts of the Icelandic
Welfare Watch, the latter has been discussed in some of their working
papers as part of Iceland’s response to the financial crisis (76,77). These
papers reflect on the challenges of assessing the impact of Welfare
Watch on policy (76).

Health equity-related outcomes: approach and results

Outcomes related to health equity include the social determinants
of health and health outcomes disaggregated across social groups.
Many of the welfare indicators monitored throughout the initiative
were equity-related outcomes in that they assessed the social
determinants (for example, unemployment). As discussed above,
there was no formal evaluation of these indicators. Moving forward,
the established social indicators could be used for monitoring and
evaluating the equity-related outcomes of policy and programme
initiatives as these indicators include social determinants (for example,
income, unemployment, educational attainment), social determinants
disaggregated across social groups (forexample, unemployment across
educational attainment and gender, income poverty across immigrant
status and location of residence), and health outcomes disaggregated
across social groups (for example, gender) (73). The social indicators
are also disaggregated across age to facilitate the consideration of
differences across the life-course.

Economic evaluation: approach and results

There was no economic evaluation of Welfare Watch. Country
representatives noted that, since one of the aims of the initiative was to
facilitate the development of a large number of policies, it would have
been very difficult to evaluate its costs and benefits comprehensively.

Overall experiences of monitoring and evaluation

While monitoring Welfare Watch was planned from the outset as one
of the objectives of the initiative, the evaluation (66) was not. The
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country representatives reflected that it had seemed natural, however,
to conduct an evaluation at the end of the first era of the initiative
(2009-2013) to gain an indication of whether it should continue in
Iceland and how it should operate if it were to continue. Furthermore,
the evaluation was carried out as part of the Nordic Welfare Watch
research and leadership project established during the Icelandic
Presidency of the Nordic Council of Ministers in 2014 (section 2.3.2).
Knowledge exchange with the other Nordic countries about successful
and innovative practices (like Welfare Watch) is an important aspect
of the Presidency of the Nordic Council of Ministers, and evaluating
Welfare Watch helped Iceland assess whether a platform like Welfare
Watch should be established for the Nordic countries (66,69).

The country representatives reflected on a few benefits of the
monitoring and evaluation of Welfare Watch and the use of the results.
Monitoring welfare was an integral part of adapting the actions of the
initiative to the changing needs of various population groups over
time and had helped to direct Iceland’s efforts during an extremely
pressured period. The evaluation had also been beneficial. During the
implementation of Welfare Watch, it was difficult to pause and take a
"big-picture” perspective of the immense amount of work that was
being done, especially as times were so difficult. The evaluation had
allowed them to “zoom out”, making it possible to see more clearly
what had been done. It had also allowed them to gather information
about the aspects of Welfare Watch that stakeholders had found useful.
This information had informed decisions about the focus of the second
era of the Icelandic Welfare Watch and of the Nordic Welfare Watch.

Numerous barriers and challenges to the monitoring and evaluation
of the initiative have been noted above (for example, time pressure
vis-a-vis the urgency of the situation, the lack of suitable indicators, the
complexity of the evaluation and the resources required). The country
representatives also mentioned some of the general obstacles to
monitoring welfare, such as:

e lack of disaggregation of indicators across relevant social groups;

e absence or poor quality of data on certain aspects of welfare, such
as mental health, homelessness, domestic violence, integration and
segregation, and children’s well-being;

e lackof coverage of subgroups of the populationin surveys measuring
indicators;
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e collection of indicator data too infrequently to be useful for the
rapid identification of and response to a crisis.

As discussed above, attributing outcomes as impacts was a challenge
in evaluating welfare and policy outcomes. The evaluation noted that
it had been difficult to assess the policy impacts of Welfare Watch,
acknowledging that it was not possible to determine whether the
authorities would have taken action without Welfare Watch, and that
it was likely that there were impacts of Welfare Watch that it had not
been possible to identify (66).

Monitoring and evaluation were facilitated by the expertise and
commitment of the working groups and steering committee, as well
as the University of Iceland and the consultants who conducted the
evaluation. The counterbalance fund also facilitated the evaluation
(section 2.3.5).

2.3.7 The life-course approach in development, implementation,
monitoring and evaluation

How the life-course approach informed Welfare Watch
Development

The life-course approach informed the development of Welfare
Watch. As noted in the report on Welfare Watch by Joint Action on
Chronic Diseases and Promoting Healthy Ageing Across the Life-Cycle
(JA-CHRODIS), the aim of the initiative was to promote welfare across
the life-course, from pregnancy through to childhood, adolescence,
young adulthood, working-age adulthood to old age (78). There was
a specific focus, however, on children, families, and young people
(adolescents and young adults), facilitated through working groups on
these life-stages (66). This reflects the life-course principle of acting
early to promote the best possible start in life, and appropriately
to protect health during the transition periods of adolescence and
young adulthood. Its focus on families reflects the intergenerational
perspective of the approach. The evaluation revealed that Welfare
Watch's decision to focus on children and youth was based partly
on the desire to prevent future problems, which echoes the long-
term mindset of the life-course approach (66). Similarly, the country
representatives reflected that the focus had been on acting early in the
life-course with a view to strengthening the effectiveness and efficiency
of investments.
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Implementation

The country representatives noted that life-course principles had
informed the proposals made by Welfare Watch in that they focused on
optimizing functional capacity across the lifespan, promoting growth and
development in early life, and maximizing function and independence
while preventing disability in later life. These aspects were reflected in
the proposals. One example is the school-lunches initiative proposed
by the working group on children and families, which recognized
the importance of education for life-long flourishing and was based
on evidence that good nutrition is associated with better academic
performance in children (6,79). Since this proposal was inspired by the
focus placed on providing school lunches during the economic crisis in
Finland (6¢), it also shows the importance of exchanging experiences
gained in taking life-course action. The social indicators also illustrate
life-course principles through their disaggregation by age to capture
differences across the life-course, and their relevance to critical life-
course processes or life-course actions. Examples of life-course-focused
indicators are: preschool education and child protection notifications
(related to the principle of acting early to promote health and prevent
adverse experiences); school attendance and health-risk behaviour
(related to the principle of acting appropriately to promote resilience
during adolescence); unemployment and poverty rates (related to the
principle of acting together to create healthy conditions of daily life).
The creation of diverse groups to carry out the work of Welfare Watch,
with input from actors from a range of sectors, is also an example of
acting together as a whole society to improve health and well-being
across the life-course.

Monitoring and evaluation

The life-course approach was also reflected in monitoring activities
in that welfare indicators were monitored for specific life-stages (for
example, childhood) and transition periods (forexample, pregnancy and
adolescence) and disaggregated across age, facilitating consideration
of welfare across the life-course.

Triggers for adopting a life-course approach

The country representatives observed that it was difficult to pinpoint
why the life-course approach had been adopted. At the time, there
was a broad knowledge base on the approach, which was gaining
international momentum, although it had not yet been synthesized
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into the structured format of the Minsk Declaration for the European
Region (2). For example, Iceland was aware of evidence on the impact
of early-life experiences on outcomes later in life, and the benefits of
acting early in the lifespan. The life-course approach developed in
Iceland in tandem with the development of the primary health care
services after the adoption of the Alma Ata Declaration (1978) (80).
An understanding of the importance of the influence of early-life
experiences on adult health in Iceland is reflected in the emphasis
placed on maternal and newborn care in primary health care. The
country representatives considered it likely that the shared vision of the
health and social sectors of the benefits taking a life-course approach,
and their collective knowledge base on the approach, had facilitated its
adoption. They also felt that the evidence collected by the Commission
on Social Determinants of Health (CSDH) (chaired by Michael Marmot)
and WHO's advocacy for addressing the social determinants across the
life-course had fuelled the growing international momentum for a life-
course approach.

As discussed above, Finland's experience of financial crisis appears
to have been a trigger for establishing Welfare Watch in Iceland. The
evaluation of Welfare Watch (66) suggests that Finland's experience
also influenced the adoption of a life-course approach in terms of
the focus on children, families and young people. This reflects the
life-course approach in terms of taking early and appropriate action
and thinking long-term across lives and generations. Members of the
Welfare Watch steering committee felt that the decision to focus on
these issues had been influenced by the desire to learn from Finland’s
experience in protecting the education, health and welfare of children
and young people during the crisis to prevent problems later in life
(66). One committee member stated the following.

“Personally, | found it very positive, that there was so much focus on families
with children and poverty because... we can use Finland as an example, by not
looking at it [poverty, and families], we are just creating problems for the future”
(66, p.42)

Mechanisms that facilitated a life-course approach

The country representatives reported that intersectoral action had
been an important mechanism for the life-course action taken by
Welfare Watch; the different stakeholders recognized the value of the
approach and worked together to identify welfare risks and develop
solutions. This collaboration was achieved through the steering
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committee and working groups (6). As discussed in section 2.3.2, some
working groups were responsible for welfare at certain stages of the
life-course, including early life (children and families) and transition
periods (youth and young adults).

Benefits of using a life-course approach

The country representatives highlighted the benefits of taking a
comprehensive approach to welfare across the whole life-course rather
than focusing on a single point, thus avoiding “problem shifting” from
one life stage to another.

Challenges and barriers to using a life-course approach

The country representatives reported that potential barriers to using
the life-course approach include a lack of:

understanding of the need for a life-course approach;

e information on how to implement the life-course approach in
practice;

e evidence on which life-course actions work best to improve health
outcomes in different populations and contexts;

® expertise;
e funding;

® supportin appropriate methods to evaluate outcomes of life-course
actions; and

® appropriate data to evaluate the outcomes of life-course actions.

Ensuring that older people are not left behind, given the emphasis on
acting early in the life-course, can be a challenge.

What WHO can do to facilitate adoption of the life-course approach

The country representatives, recognizing that adopting new practices is
a gradual process that requires persistence, likened it to the expression
“the constant dripping of water wears a stone away”. They suggested
that WHO “keep the message alive” by continuing to disseminate the
key concepts of the life-course approach and collecting case studies
that illustrate best practice in adopting it.

Other proposals for facilitating adoption of the life-course approach
were to:
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e develop an overview of simple life-course actions;
e determine “best-buy” actions in each life stage;

e identify key partners in the development of interventions for each
life stage;

e build networks of experts in the life-course approach; and

e facilitate knowledge exchange on adopting the approach.

2.3.8 Considering and addressing health inequities across the
life-course and across generations: approach and experiences

How health inequities were considered and addressed
Development

Having been established to monitor and protect welfare, with a focus
on the most vulnerable groups, Welfare Watch was clearly grounded
in equity. As welfare encompasses socioeconomic living conditions
and well-being, both socioeconomic and health equity were key
considerations for Welfare Watch. The focus of the initiative on
protecting the welfare of families, children and young people reflects
a striving towards minimizing the perpetuation of inequities across
the life-course and generations, from parental economic hardship
to children’s health and socioeconomic disadvantage. The working
groups focused not only on the different life stages (for example,
childhood and youth) but also on the different social determinants
of health (for example, unemployment and financial difficulties of
households). Furthermore, each working group was required to take an
equity-sensitive perspective in considering the impacts of the crisis on
each of the sexes and on minority groups (section 2.3.2). This reflects
the integration of health equity, which is central to the life-course
approach and life-course principles (section 1.2).

Implementation

The focus on equity was also reflected in the recommendations of
Welfare Watch. For example, the recommendation of the working
group on children and youth to provide free school lunches sought to
ensure that children living in financial hardship would not experience
disadvantage in relation to health and academic achievement. This
working group also made numerous other recommendations on
protecting the welfare of disadvantaged children. These included:
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monitoring the situation and prioritizing the education of children in
fringe groups, and supporting the children of unemployed parents
and parents in financial difficulties. Another key Welfare Watch
recommendation was to ensure that children in more disadvantaged
circumstances would receive dental care. This recommendation was
taken up and dental subsidies for children were introduced (66). These
are just a few of the multitude of equity-sensitive recommendations of
Welfare Watch.

Monitoring and evaluation

The monitoring activities that informed the work of Welfare Watch
examined equity-relevant indicators, including both the social
determinants of health and health across social groups. Many of these
were measured at specific life stages or in transition periods. These
monitoring activities helped to identify the groups that were most at
risk, establish a baseline for inequities, monitor changes over time, and
make recommendations for action. Naturally, equity was also included
in the evaluation as it considered the degree to which Welfare Watch
had achieved its goals in protecting welfare.

Participatory processes

The more disadvantaged groups were not specifically represented
in decision-making processes although, as noted above, various
nongovernmental actors working at the grass-roots level took part.

Challenges and barriers to addressing health inequities

Having good data on health inequities is important in developing
strategies to address them. The country representatives observed that
it can be challenging to monitor health inequities in a small country, as
small population size makes it difficult to use conventional methods
of disaggregating and analyzing the data. Conversely, having a small
population can, in some ways, make it easier to tackle health inequities.

Facilitators for addressing health inequities

Welfare Watch was established in response to concerns about the
social and financial consequences of the economic crisis. Given the
body of evidence on associations between lower SES and poorer health
outcomes, it was natural to focus attention on protecting the welfare
of the most vulnerable groups and addressing the social determinants
of health. The country representatives also mentioned the importance
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of the mentality shift among policy-makers and the public from the
responsibility to ensure that everyone gets the same share (equality)
to a focus on a fair share (equity). They felt this shift had been partly
facilitated by the work of WHO and CSDH, which highlighted the
importance of socioeconomic inequities in health. This work also
facilitated action on health inequities in that it changed people's
perspectives concerning the interrelationships and overlap between
health, social and environmental issues and sectors. People began
to realize that these sectors had been considering similar problems
through different lenses, and that there was a need for the non-health
sectors to consider health impacts, in line with HiAP (50) and whole-of-
government approaches. Such coherent intersectoral action, which is
essential in tackling health inequities (7), was exemplified in the work
of the steering committee and working groups of Welfare Watch. The
importance of learning from other countries’ experiences in tackling
health inequities was also highlighted by Iceland, in that the work of
Welfare Watch was informed by other countries’ actions to mitigate
the health impacts of economic crises.

How the action took a gender-responsive approach
Development and implementation

In early 2009, the Government appointed a working group (equal
rights monitoring), independent of Welfare Watch, which was given
the responsibility of considering the impacts of the economic crisis on
men and women and ensuring that gender equality was integrated into
Iceland's response. This working group produced a report highlighting
the importance of ensuring the equal representation of men and
women in decision-making processes, and considering other issues,
such as unemployment among men and women and the roles of men
and women in restructuring the economy. In late 2009, the role and
recommendations of this working group were integrated into Welfare
Watch (66,81).

Welfare Watch incorporated gender equity into its work in several ways.

* Anexpertfrom the Gender Equity Council was included in the Welfare
Watch steering committee and was thus involved in the development
and implementation of the initiative from late 2009 (66).

e All working groups were tasked with considering the impacts of the
crisis on the welfare of both sexes and on minority groups (66).
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e Several of the working groups produced recommendations specific
to the welfare needs of men or women. The working group on
children and families, for example, produced recommendations on
maternity and paternity leave (66).

e In 2010, Welfare Watch decided that equal-rights policies should
be integrated into all of its work (66). This decision was reflected in
the disaggregation of indicators in monitoring (as discussed below)
and in a report produced by Welfare Watch in 2011. The report,
entitled Women in crisis? Summary of official statistical data on the
impact of economic hardship on women’s welfare (82), sought to
understand the impacts of the crisis on women. It collated data from
multiple sources to examine issues, such as the status of parents with
young children, household financial difficulties for men and women,
impacts of the crisis on the participation of men and women in the
labour market and on their health, and gender-based violence (66).

Monitoring and evaluation

Iceland also sought to incorporate gender equality into the monitoring
of Welfare Watch by disaggregating indicators across sex and age to
allow consideration of the differing welfare needs of men and women
across the life-course. The evaluation acknowledged the importance
of gender-responsiveness in its discussion on the integration of equal-
rights policies into Welfare Watch (66).

Challenges and barriers to adopting a gender-responsive approach

The country representatives mentioned the lack of evidence about
the impacts of the crisis across genders as a barrier to taking gender-
responsive action.

Facilitators of adopting a gender-responsive approach

The country representatives noted that gender equality had been
prioritized as a key principle in the political and economic responses
to the crisis. They highlighted the importance of supportive legislation
as a facilitator for a gender-responsive approach. Gender equality is
embedded in the Constitution of the Republic of Iceland, which is
the highest legal instrument in the Icelandic system and stipulates
that men and women must have equal rights in all respects (87,83).
Legislation to protect gender equality has been present in Iceland
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since 1976. Currently, this is in the form of the 2008 Act on the equal
status and equal rights of women and men, which aims to create and
maintain equal rights and opportunities for men and women and
so promote gender equality in all parts of society (87,84). The equal
rights monitoring group also enabled the use of a gender-responsive
approach through its work in promoting and facilitating the integration
of gender equality into the Government's response to the financial
crisis.

2.3.9 Lessons learnt

Welfare Watch is a powerful example of working together as a society
to manage unexpected challenges and protect welfare during times
of crisis. Government support and the multidisciplinary nature of
Welfare Watch were essential to the success of the initiative in seeking
to mitigate the consequences of the crisis. This is also true of the
dedication and hard work of its members (6).

This case story illustrates that a network like Welfare Watch can serve
to foster collaboration between a diverse range of stakeholders,
including Government ministries and agencies, local authorities,
labour-market partners and nongovernmental actors. Welfare Watch
became an instrument, which enabled these actors to join forces
towards the common goal of monitoring and protecting welfare ().
Not only did their diversity serve as a strength in identifying problems
and developing solutions, but their collaborative work also allowed
members of Welfare Watch to gain expertise for the future (66).

Iceland’s advice to other countries seeking to implement similar actions
would be to involve as many stakeholders as possible in the decision-
making processes, and to ensure that there is a clear vision from the
outset of how decisions will be implemented.

2.4 Malta’s case story: the Healthy Weight for Life strategy (2012-
2020)

This case story outlines Malta’s translation of the life-course principles
into practice through the national Healthy Weight for Life strategy
(HWL) (85). A brief overview of the issue addressed, action taken, and
role of the life-course principles in HWL is given in Box 2.3.
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Box 2.3 A brief overview of the role of the life-course principles in

HWL

The issue (section 2.4.1)

Overweight and obesity are an immense problem in Malta. They are
associated with physical and psychosocial problems for individuals, and
economic burdens on society.

The action (section 2.4.2)

HWL was initiated in 2012 and will run until 2020. It is an umbrella policy
framework, designed to guide the development and implementation of
initiatives to address overweight and obesity across the life-course.

HWL includes action areas across three domains — healthy eating, physical
activity and health services — which are being translated into policy and
programme initiatives.

The strategy is led by an intersectoral committee and a diverse range
of sectors have been involved in the planning and implementation of its
initiatives.

How HWL reflects the life-course principles (section 2.4.7)

HWL was structured around the continuum of the life-course, with
initiatives designed to address barriers to and enablers of a healthy weight
at each life stage or in each transition period and delivered in settings
where people spend most of their time (for example, preschools/schools
in childhood and adolescence, workplaces/communities in adulthood, and
rest homes/day centres in old age).

Initiatives focusing on nutrition and physical activity in the prenatal period
and childhood reflect the life-course principle of acting early to promote
the best possible start in life.

Initiatives addressing parents and children together reflect the
intergenerational perspective of the life-course approach and the
interconnectedness of lives within households.

Initiatives focusing on transition periods, such as adolescence and
pregnancy, reflect the principle of acting appropriately to promote the
adoption of healthy lifestyles during sensitive periods.

Settings-based initiatives focusing on creating healthy environments (for
example, in schools and workplaces) reflect the principle of acting together
to ensure the best possible conditions for daily life.

The focus on intersectoral action reflects the principle of acting together
as a whole society.
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2.4.1 The public health issue

HWL (85) was put in place in 2012 to address the growing problem
of overweight and obesity in Malta. These conditions constitute a
large problem across life stages and have been a priority for Malta
since the Member States in the WHO European Region committed to
strengthening action in this area by adopting the European Charter on
Counteracting Obesity at the WHO European Ministerial Conference
on Counteracting Obesity in Istanbul, Turkey, in 2006 (86,87).

In a cross-country comparison of the first round of the WHO European
Childhood Obesity Surveillance Initiative (COSI) in 2007-2008, the
directly measured prevalence of overweight and obesity among 6-7
year olds in Malta was 34% for boys and 29% for girls (using WHO
cut-offs). The prevalence of obesity was 15% for boys and 12% for
girls. These rates were among the highest of the countries included
in the Initiative (88). Follow-up rounds of COSI were conducted in
2009-2010, 2012-2013 and 2015-2016, and their results are discussed
in the monitoring and evaluation section of this case story (section
2.4.6). The self-reported prevalence of overweight and obesity among
adolescents has been assessed in the cross-national Health Behaviour
in School Aged Children study (HBSC), using WHO cut-offs. In the
2006 HBSC (89), the prevalence of overweight and obesity in Malta,
for boys and girls, respectively, was 30% and 25% in 11 year-olds, 31%
and 31% in 13 year-olds, and 32% and 28% in 15 year-olds. Malta was
above the HBSC average for all ages. Follow-up rounds of HBSC were
conducted in 2010 (89) and 2014 (90), as discussed under monitoring
and evaluation in section 2.4.6.

Obesity is also a problem among adults in Malta. Self-reported data
from the National Health Survey (2002) and European Health Interview
Surveys (EHIS) (2008 and 2015) show that the prevalence of overweight
and obesity among adults over 15 years of age was approximately 57%
in 2002, 58% in 2008 and 60% in 2015. Most of the increases related
to obesity, which went from 23% in 2002, to 22% in 2008, then up to
25% in 2015 (?21-93). The rates for directly measured overweight and
obesity would likely have been even higher, as self-reported data
generally tend to underestimate prevalence (?1). A 2016 study using
direct measures among adults aged 18-70 years in Malta found that
nearly 70% were overweight or obese (34% were obese) (94).

Overweight and obesity have a considerable impact on health and well-
being. Obesity is associated with increased risk of a range of NCDs,
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such as type Il diabetes and cardiovascular disease, and with reduced
life expectancy (95). Obesity is also associated with mental-health
problems, such as depression (91,96), and with reduced quality of life
(?7). The potential health and well-being consequences of the stigma
and discrimination that obese individuals are faced with are also cause
for concern (98). Childhood obesity carries the risk of adverse life-long
consequences: not only are overweight and obese children more likely
to grow up into overweight and obese adults (99), but the evidence
suggests that they are also at increased risk of premature mortality and
cardiometabolic diseases later in life (100).

Obesity also carries an enormous economic burden. A recent study
estimated the costs of adult obesity in Malta in 2016 to be at least €36
million (using the 2015 EHIS prevalence of 25%), representing 0.4% of
Malta’s GDP, and estimated that 5.6% of the national health expenditure
in 2015 was attributable to obesity (?1). The analysis included numerous
costs, both direct (for example, for pharmaceuticals; hospital, primary
and specialist care; allied health care; and weight-loss and public
interventions) and indirect (for example, those resulting from reduced
productivity, government subsidies, foregone earnings and taxes).
This cost rose to €56 million when measured obesity prevalence was
used (34% in 2016). These estimates are likely to be conservative as the
analysis could not account for the many other important costs of obesity,
such as those associated with mental-health problems, reduced quality
of life and survival. Furthermore, the estimates consider only costs for
adult obesity.

2.4.2 The life-course action

HWL (85) (2012-2020) was developed to tackle the burden of
overweight and obesity across life stages in Malta. It is an umbrella
strategy designed to serve as an overarching framework for the
development and implementation of a range of initiatives to reduce
the prevalence of overweight and obesity and promote a healthy
weight for life. The vision is for healthy lifestyle choices, in terms of
nutrition and physical activity, to be the norm and accessible to all
(85). HWL involves prevention for the whole population and risk-based
initiatives for people who are overweight or obese (6,85). The strategy
is structured around three domains, each including a number of action
areas (Table 2.2). Each action area is being translated into one or more
policy or programme initiatives (85).
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Table 2.2. HWL domains and examples of priority action areas

HWL domains

Healthy eating Physical activity Health services

EIIEEM Develop policies Develop policies Increase and
e loleldiaA across Government across Government improve adult

action to promote healthy to promote physical ~ weight-management
areas diets activity and physical-activity
Promote Ensure three classes
breastfeeding hours of physical Increase and
Support schools and activity avweek for improve parent;raft
families in providing schoolchildren and breastfeeding
healthy meals and Support local classes
snacks for children councils in creating Establish
environments that multidisciplinary
promote physical clinics for the
activity management of

excess weight in
adults and children

Part of the work in HWL (85), as an umbrella strategy, is to facilitate
the development and implementation of an interconnected network
of policies, strategies and action plans that are needed to promote
healthy eating and physical activity. One of the HWL healthy-eating
action areas was to update, implement and monitor the national
breastfeeding strategy (85). In 2015, the National Breastfeeding Policy
and Action Plan (2015-2020) was put in place (101). Malta is currently
developing a national health-enhancing physical-activity plan, which
was a physical-activity action area in HWL (85). HWL has also facilitated
updating the national Food and nutrition policy and action plan for
Malta (2015-2020) (85,102). The plan takes a life-course approach,
recognizing the accumulating impacts of nutrition across the lifespan
and the importance of addressing health inequities (102). Another
HWL action area was to facilitate the implementation and monitoring
of the Healthy Eating Lifestyle Plan (HELP) for schools (85,103). The
Ministry of Education, Youth and Employment developed HELP in
2007 with the aim of creating supportive school environments for
healthy lifestyles, especially healthy eating (103). HWL also sought to
facilitate implementation of the national whole-school policy (85,104),
which superseded HELP (103) in 2015. This policy takes a whole-
school approach to promoting healthy eating and physical activity by
engaging pupils, parents, teachers and other members of the school
community. It aims to empower children to make healthy choices
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throughout the life-course and to create a supportive environment that
helps the whole school community to adopt a healthy lifestyle. Several

of

the programmes outlined below aim to contribute to this vision of

health-promoting schools.

As

illustrated in the following examples, HWL has also resulted in

numerous programme initiatives, many of which target specific stages
in the life-course and are being delivered in settings relevant to these

pe
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The Kinder educational programme for children of preschool age
is provided in 20 preschools. The programme focuses on nutrition,
physical activity, oral health and assertiveness, and is delivered by
teachers, who receive training based on a teacher-training toolkit

().

The Lunchbox Programme, delivered in schools, aims to promote
healthy eating by educating primary-school-aged children and
their parents. It includes cooking lessons for children, parental
information sessions, theatrical educational sessions for children,
and mass-media campaigns (6).

The 2017 Healthy Children Campaign aimed to promote healthy
lifestyles for primary-school-aged children through an advertising
campaign across the media, including television, radio, social
media, and outdoor advertisements. The campaign aimed to
convey the message that healthy children are positive, active and
happy. It highlighted the importance of a healthy diet, daily physical
activity and limited screen and sedentary time. Messages targeted
children and adults and were delivered by local brand ambassadors
to foster public support.

The Schools on the Move programme (105) aimed to promote
physical activity among adolescents in secondary school, particularly
those living in areas of SES. It involved mass-movement dance
sessions conducted by professionals over a 7-month period during
recess breaks in secondary schools. It was supported by a 2-month-
long mass-media campaign, targeting adolescents and families.
Sustainability was ensured by training some of the adolescents
as peer leaders, so that they could continue the sessions after
completion of the programme.

Actions targeting all children in all schools have been taken to
create an environment conducive to healthy eating and physical




activity, such as the development of standards of permissible and
prohibited foods and beverages for school tuck shops. Compliance
is assessed through external audits (6). In addition, all new school
infrastructures are designed to support a healthy lifestyle through
the provision of open spaces, gym facilities and an accessible supply
of potable water. These actions are all linked to the national policy
on a whole-school approach to a healthy lifestyle (104).

® In the case of working-age adults:

o workplaces have been used to deliver information sessions,
cooking classes and weight-management programmes;

o community-based initiatives have been delivered, including
cooking classes and weight-management programmes, lifestyle
clinics and a variety of physical-activity programmes, including
swimming, water aerobics and Pilates;

o updated food-based dietary guidelines have been launched,
using a plate as the visual instead of the traditional food pyramid

(6).

e For older adults, a number of initiatives have been carried out in
rest homes. These include the implementation of dietary guidelines
in the preparation of daily meals, and the provision of information
sessions on healthy eating. Talks on healthy lifestyles, as well as
physical-activity sessions, have been held in day centres (6).

2.4.3 Involvement of different sectors, including civil society
Sectors involved

Intersectoral collaboration was embedded in HWL (85) from the outset.
After the WHO European Conference on Counteracting Obesity in
Turkey in 2006 (86,87) (section 2.4.1), Malta set up the Intersectoral
Committee to Counteract Obesity (ICCO) to develop a strategy. ICCO
included representatives of numerous government ministries (for
example, those for health, education, agriculture, finance, transport,
environment and urban development), authorities (for example the
Malta Broadcasting Authority) and associations (for example, those
related to diabetes and hotels and restaurants). ICCO drove the
development of HWL and set up subgroups to work on drafting and
implementing the strategy (85). HWL also included an action area on
strengthening the intersectoral collaboration initiated by ICCO and
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appointed focal points in key sectors for the implementation and
monitoring of HWL (85).

While the health sector has taken the lead in developing the strategy, it
has also facilitated ownership in other sectors (6). Some of their diverse
roles are outlined below.

The Ministry for Education and Employment has played a central role
in the implementation of initiatives in school settings. The education
sector has led the Kinder project, developing the teacher toolkit with
input from the health sector (6). The education and health sectors
have often worked together to make school-based initiatives possible.
For example, they worked with the owners of tuck shops to identify
barriers to providing healthy foods, advise them on how to improve
the nutritional quality of foods, and train them on permissible and
prohibited foods.

The sports sector (through Sport Malta, which is under the Ministry of
Education and Employment) has helped to provide opportunities for
physical activity at all ages (4).

The Ministry for Finance hasbeeninvolved in making recommendations
on budget submissions and developing economic incentives, such
as the tax on non-alcoholic beverages (apart from water and milk)
introduced in November 2016 (6).

The Ministry for Home Affairs and National Security has been involved
in developing relevant legislation (for example, the Healthy Lifestyle
Promotion and Care of Non-communicable Diseases Act (106) (Box
2.4)) (6).

Central Government (the Prime Minister and the Ministry for Health)
has facilitated the implementation of HWL (85) by establishing an
advisory council on healthy lifestyles and NCDs, which takes a life-
course approach (Box 2.4) (6).

The media and nongovernmental actors have been important in
disseminating HWL campaigns (6,85).

Local councils and community groups are helping to deliver community-
based initiatives.

In the private sector, restaurants are being encouraged to provide
healthy options, and weight-loss programmes are being delivered
through workplaces (for example, hotels and banks) (6).
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Box 2.4 Legislation supporting a life-course approach to tackling
NCDs in Malta

The Healthy Lifestyle Promotion and Care of Non-communicable
Diseases Act (106) was passed in January 2016 to establish and ensure an
interministerial approach to reducing NCDs across all ages through the
promotion of healthy lifestyle, favouring physical education and a balanced
diet.

The Act established the Advisory Council on Healthy Lifestyles, comprising:

e achairperson nominated by the Prime Minister;
e apublic health consultant, acting as Secretary to the Council; and

® representatives of the ministries of health, education, finance, social
policy, sports, local government and home affairs.

The Advisory Council on Healthy Lifestyles:
® advises the Minister for Health on any matter related to health, physical
activity or nutrition;

e advises the Minister for Health on policies, action plans and regulations
on the reduction of NCDs;

e encourages an interministerial approach to issues related to physical
activity and a healthy lifestyle;

® encourages the promotion of a lifelong approach to physical activity
and a healthy lifestyle across all life stages, from pregnancy to old age.

After consulting the Advisory Council, the Minister for Health may introduce
regulations to support implementation of the Act in areas related, for
example, to:

e education and the promotion of healthy lifestyles and physical activity
across all life stages;
e food consumption in and around schools;

e investment in healthy lifestyles and expenditure by local councils to
promote them;

e thenutritional quality of food in institutions licensed by public authorities
(for example, rest homes for older people);

® anintegrated approach to the promotion of food for healthy lifestyles;
e the marketing of products that may adversely affect health; and
e other issues related to promoting healthy lifestyles.

Source: How small countries are improving health using the life-course approach (6).
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Participation of civil society

Civil society has been directly involved in the development and
implementation of some HWL initiatives (85), through monitoring
activities. For example, as discussed in section 2.4.6, adolescents were
involved in the planning and improvement of the Schools on the Move
programme (105). This took the form of participation in focus groups
where they provided input on the design and ongoing improvements
of the programme. Similarly, teachers’ feedback on the Kinder project
is being used to enhance the educational resources for its future
implementation. Malta has also sought to involve civil society indirectly
via nongovernmental actors. While there are no NGOs for overweight
and obesity, there are a number of professional associations, student
associations and interest groups that do relevant work. Examples of
these are sports organizations, interest groups related to physical
activity (such as cycling), and the physiotherapists and diabetes
associations. Some of these nongovernmental actors were involved in
the consultation process on the development of the overall strategy
(85). They are also involved in the implementation of HWL through
their advocacy role in lobbying for action on obesity and putting HWL
initiatives into action (for example, by providing professional advice
and services, and disseminating campaigns). So far, civil society has not
been involved in evaluation of the strategy.

The country representatives observed that indirect civil-society
participation had been facilitated through ongoing partnerships
between the health sector and the associations and groups mentioned
above, as a result of previous collaborative work. They felt that, with
respect to overweight and obesity, civil-society participation can be
challenging because of the stigma and “blame attitude” that is often
directed at people with these conditions. There is a need to overcome
the public perception that addressing overweight and obesity is the
sole responsibility of the individual.

The country representatives considered the participation of civil society
beneficial in that individuals and communities can influence behaviour,
mobilize the public agenda, create action groups and campaigns, and
provide valuable contributions to human resources and the evidence
base. Existing networks of people involved can also be used for
promoting health and implementing initiatives.

58




2.4.4 Political support and policies

Political support has been pivotal to the success of HWL. The strategy
has had high-level government support from the outset. The Minister
for Health launched the strategy and ongoing initiatives, and the
health sector has led its development, implementation, monitoring
and evaluation, in partnership with other sectors (6,85).

Malta also has a network of mutually supportive policies, strategies
and action plans that facilitate a life-course approach to promoting
healthy lifestyles and tackling overweight and obesity. As mentioned
in section 2.4.2, the development and implementation of policies and
action plans has been an important part of the work carried out. These
policies were designed to complement HWL and enable progress
towards its goals by informing work in specific areas or life stages.
These include, for example, the promotion of breastfeeding to ensure
the best start in life (101), the organization of school-based initiatives
to promote healthy lifestyles in childhood and adolescence (104), and
the adoption of healthy diets across the life-course (102).

There are also synergies with other policies, strategies and action
plans that address healthy lifestyles and NCDs, such as the Strategy
for the Prevention and Control of Noncommunicable Diseases in Malta
(2010-2020) (107) (which predates HWL (85)), and the recently adopted
national strategy for diabetes (2016-2016) (108), which takes a life-
course approach. The work of HWL in taking a life-course approach
to overweight and obesity is also supported by Malta's overarching
national health systems strategy, which was launched in 2014 (109).
Its strategic directions and actions were informed by Health 2020 (4)
and various other policies, including HWL (85), and it also takes a life-
course approach. The first objective of the health systems strategy
(109) focuses on promoting health and well-being throughout life and
paying special attention to vulnerable groups.

HWL implementation has also been supported by legislation,
specifically the Healthy Lifestyle Promotion and Care of Non-
communicable Diseases Act, which was passed in January 2016, and
takes a life-course approach to the promotion of healthy lifestyles
(106). The Act established the Interministerial Advisory Council on
Healthy Lifestyles, which advises the Minister for Health (Box 2.4) (106)
(section 2.4.3). It aims to establish and ensure an interministerial life-
long approach to reducing NCDs across ages.

59




2.4.5 Financing

HWL initiatives (85) have been financed through direct budgets with
obesity as a line item. In addition to the health budget, the education
budget has been used for school-based initiatives, the sports budget
for physical activity initiatives, and so on. There has not been any direct
financial support from public—private partnerships, although in-kind
contributions have been received, for example, in the form of the
distribution of free fruit (6). As discussed in section 2.4.8, new measures
to tackle the social determinants of health will be funded partially by
the European Social Fund.

HWL (85) has also been facilitated by support from the EU platforms,
Obesity Prevention Through European Network (OPEN) and Joint
Action on Nutrition and Physical Activity (JANPA). OPEN aims to
support best practice in the prevention of child and adolescent
obesity by strengthening and scaling up community-based initiatives
and broadening their scope to include adolescents in the more
disadvantaged areas (105). This platform provided technical support
and funding for the sessions and media campaign of the Schools
on the Move programme (105). JANPA is focused on synthesizing
evidence and sharing best practice to facilitate action on child and
adolescent overweight and obesity. It takes a life-course approach
and recognizes the importance of equity-sensitive and multisectoral
action (110). JANPA provided technical support for the Schools on
the Move programme (105) and funding to cover the participation of
its representatives in meetings. Both platforms facilitate knowledge
exchange on best practice, and have highlighted Schools on the Move
as an example of this (105,110,111).

2.4.6 Monitoring and evaluation: approach, results and
experiences

There are multiple levels of monitoring and evaluation in an umbrella
framework like that of HWL (85), which serves to facilitate the
development and implementation of numerous initiatives (policies
and programmes) across an issue. It is important to consider
implementation and outcomes for both the overarching framework
and the individual initiatives that come out of it. At the framework level,
the development and implementation of policies and programmes will
be considered as process indicators for HWL. To ensure consistency
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with the strategy (85), behavioural changes in nutrition and physical
activity will be considered as long-term outcomes, in addition to health
outcomes (such as changes in overweight and obesity). At the initiative
level, outcomes will be defined according to section 1.3 (that is,
activities and outputs in implementation will be considered as process
indicators, changes in the environment or knowledge or behaviour will
be considered as short-term and intermediate outcomes, and changes
in health or health equity will be considered as long-term outcomes).

Implementation: approach and results

Monitoring and evaluation of implementation has been carried out for
several HWL initiatives.

The Schools on the Move programme (105) was monitored through
focus groups both at the outset (to inform planning) and during
implementation. The goal of the programme was to increase physical
activity among adolescents, especially those living in the more
disadvantaged areas. With the aim of maximizing participation, the
organizers wanted to find out what kind of activity students found
most attractive. They had considered dance but were concerned that
the boys might not be interested due to social norms. Therefore,
they held focus-group meetings with the students to discuss what
type of activity they would be interested in joining, and how it should
work. These discussions indicated that the boys would be happy
to participate in dance, if certain music were played. This feedback
was taken on board. Focus-group meetings were also conducted
throughout implementation to seek the students’ perspectives on how
to encourage attendance and improve the programme.

Process evaluation of the project has also been carried out, using
measurements of school uptake and attendance and questionnaires
(which were also used to assess short-term and intermediate
outcomes) (105). A random sample of students from a random sample
of participating schools were asked to complete a questionnaire at the
start of the project and a second random sample were asked to do so at
the end of the school year. Post-intervention questionnaires were used
to cover a number of process indicators, such as the students’ reasons
for participation or non-participation, how much they had enjoyed the
sessions, the positive and negative aspects of the sessions, and ways in
which they might wish to improve the sessions. As discussed below, an
analysis of the results is currently being conducted. In terms of uptake
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and attendance, 600 adolescents from 6 schools participated and 15
underwent the student trainer programme.

In the Kinder project, monitoring of implementation, through existing
management structures in schools, has been used to facilitate
quality improvement. Schools in Malta have education officers who
have regular management meetings with the teachers. A year after
the initiation of the Kinder project, the education officers asked the
teachers whether they felt the toolkit could be improved and provided
their feedback to the programme organizers. The teachers responded
mainly that the material needed to be better tailored to the children’s
age levels. A working group, including representatives of the health
and education sectors, is currently revising the toolkit to make it more
age appropriate. It is the intention to have it ready for use at the start
of the next year of the programme. This is a good example of using
existing structures to enhance the efficiency of monitoring. It also
shows the benefits of intersectoral collaboration, in this case between
the health and education sectors. Measures to improve the quality of
the project will continue throughout its course.

In terms of process indicators for the overall HWL framework (85), Malta
is monitoring and evaluating the development and implementation of
policies and programmes related to the action areas of the strategy. As
discussed below, HWL planned two monitoring activities, in 2015 and
2018, to assess progress and inform future work. The final evaluation
is planned for 2020 (85). The 2015 monitoring activity, which is in
progress, includes the mapping of all progress made in translating the
HWL action areas into programme and policy initiatives. This mapping
exercise will also be used to identify synergies among the multiple
initiatives so that the health professionals involved can receive training
simultaneously.

Short-term and intermediate outcomes: approach and results

Evaluation of short-term and intermediate outcomes has been
carried out for one of the HWL initiatives, namely the Schools on the
Move programme (105). As mentioned above, this programme was
evaluated using a before—after design with the questionnaires involved
being completed by two samples of students in participating schools,
one at the start and one at the end of the school year. Outcomes for
evaluation included: attitudes (for example, towards physical activity
and healthy eating); intentions (for example, to become physically
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active); and behaviours (for example, related to physical activity and
the consumption of junk food). Analysis of the results is in progress.
The preliminary findings, according to students’ responses to a follow-
up question, indicated that 55% of the surveyed adolescents had been
physically active before the start of the project and had continued to
be active at the end, 17% had not been active at the start of the project
but were active by the end, and 28% had not been active at the start
and were still inactive at the end (105).

Outcome evaluation of the overall framework (85) is discussed below.
Long-term outcomes: approach and results

No long-term evaluations of individual HWL initiatives have been
carried out yet.

For the overall framework, long-term outcome monitoring (2015 and
2018) and evaluation (2020) were built into the initial strategy across
the physical activity, nutrition, and overweight and obesity domains.
Indicators and targets for 2020 were set for each domain across multiple
points in the life-course (childhood, adolescence and adulthood). To
maximize efficiency and feasibility, indicators and targets were based
on data in existing surveys, and efforts were made to maximize overlap
with the NCD strategy (the evaluation of which is also planned for
2020) (107). As mentioned above, analysis of the monitoring results
for 2015 is in progress. Some preliminary results are provided below,
although it is important to bear in mind that they represent trends in
proportions over time, without indication of statistical uncertainty (for
example, confidence intervals, p-values). Full results will be available in
Malta’s 2015 monitoring report.

For physical activity, three targets were set (85) (two of which used
surveillance data) to:

(1) increase the proportion of adults doing moderate or high-level
physical activity daily or on most days from 43.5% to 70%, using
2008 EHIS data (85);

(2) reduce the proportion of adolescents who never exercise by 5%,
using 2006 HBSC data (85);

(3) increase the proportion of young people who exercise regularly
from 37% to at least 50% by 2015 and to 80% by 2020, using data
from a study of university students in 2008-2009 (112).
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As mentioned above, analysis of the monitoring results is in progress.

For nutrition, indicators and targets covered six domains: processed
meat, fish, vegetables, sugar-sweetened products, salt and animal
fat. Baseline levels were defined using surveillance data, mostly
for adults, from the 2002 National Health Interview Survey (NHIS)
(85,93) with one indicator each from the 2008 EHIS (85,92) and the
2005 FAOSTAT survey of the United Nations Food and Agricultural
Organization (85). An evaluation of these outcomes is not yet available.
The country representatives noted that the nutrition indicators
available in surveillance data are limited and they are keen to have
more detailed data available for future monitoring and evaluation.
Therefore, Malta has established a new national food-consumption
survey, which includes two 24-hour food recalls using the GloboDiet
method developed by the International Agency for Research on
Cancer. GloboDiet is a standardized computer-based recall method,
which codes foods and recipes to calculate nutrient composition
(113). The survey also includes a food-frequency questionnaire, and
an assessment of physical activity, using the standardized WHO
Global Physical Activity Questionnaire (114,115). The questionnaire will
inform the development and implementation of future HWL (85) and
other initiatives on healthy lifestyles, for example, data on commonly
consumed foods will inform media campaigns and food reformulation
initiatives. The survey will also provide data on nutrition and physical
activity for the monitoring and evaluation of future initiatives. The
fieldwork for the baseline survey is complete: around 1000 responses
have been received from adults and children aged 7 and older, and
data cleaning is underway.

For overweight and obesity, four targets were set using existing
surveillance data (85). These were to:

(1) reduce self-reported overweight in adults from 36% to at least 33%
(using 2008 EHIS data (92));

(2) reduce self-reported obesity in adults from 22% to at least 18%
(using 2008 EHIS data (92));

(3) reduce measured overweight and obesity in 7 year-olds from 32%
to 27% (using 2007-2008 COSI data (88)); and

(4) maintain self-reported obesity in 13-year-olds below 15% (using
2006 HBSC data (85)).
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Analysis of the 2015 monitoring data is in progress. In terms of
preliminary results, for targets 1 and 2, the most recent data available
are those from the 2015 EHIS (91). According to these data, overweight
had decreased very slightly, from 36% in 2008 to 35% in 2015, whereas
obesity had increased from 22% to 25% in the same timeframe (91,92).

Fortarget 3, overweight and obesity are being monitored across gender
and in the entire COSI data set, which includes all children in year 3
(rather than just the 6—7 years-olds as per the target and section 2.4.1).
As shown in Fig. 2.1, there was a sharp rise in combined overweight
and obesity for boys and girls between 2007-2008 and 2009-2010,
prior to the introduction of HWL. Since then, the prevalence has largely
remained stable at around 40% both in 2012-2013 (when HWL was
introduced) and 2015-2016 (when implementation had been in process
for a few years). While the ultimate goal of HWL and related policies is
to reduce the prevalence of overweight and obesity, Malta has been
encouraged to see that they appear to have halted its increase. Patterns
of overweight versus obesity have been fairly consistent, although
evidence from the most recent round of COSI (2015-2016) shows a
switch from overweight to obesity among boys (Ferrugia Sant’Angelo,
Ministry for Health of Malta, unpublished data provided by Principal
Investigator of COSI Malta to the Superindendent of Public Health,
2017).

Fig. 2.1. Prevalence of overweight and obesity, and overweight and obesity
combined, in children aged 6-7 years across COSI rounds in 2007-2008,
2009-2010, 2012-2013 and 2015-2016, Malta.
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Source: adapted from Ferrugia Sant’Angelo, Ministry for Health of Malta, unpublished

data provided by Principal Investigator of COSI Malta to the Superindendent of Public
Health, 2017.
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For target 4, prevalence data for obesity alone are not available in the
2010 and 2014 rounds of HBSC. For monitoring, Malta is considering
trends in the prevalence of overweight and obesity combined, across
age groups, from 2006 to 2014 (Fig. 2.2). The 2014 data (90) showed
that, compared to the 2010 rates (89), the rates for boys of 11 and 13
years had decreased, whereas they had increased for boys of 15 years
and girls of all ages.

Fig. 2.2. Prevalence of overweight and obesity combined in boys and girls
aged 11, 13 and 15 years across HBSC rounds in 2006, 2010 and 2014, Malta.
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Source: Health Behaviour Study in School-Aged Children. World Health Organisation
(WHO) Collaborative Cross-National Survey: Malta, 2010 (89); Growing up unequal:
gender and socioeconomic differences in young people’s health and well-being
health behaviour in school-aged children (HBSC) study: international report from the
2013/2014 survey (90).

Health equity-related outcomes: approach and results

Health equity-related outcomes are being considered in HWL
monitoring and evaluation through disaggregation of intermediate
and long-term health outcomes across social groups. At the initiative
level, equity-related outcomes are being considered in the Schools on
the Move (105) evaluation. The intermediate outcomes (behaviours,
attitudes, intentions) discussed above will be disaggregated across
household educational attainment and sex. Results are not yet
available. At the framework level, overweight and obesity outcomes
across the life-course will be disaggregated across social groups where
possible. For adults, EHIS outcomes will be assessed across age, sex
and educational attainment. For adolescents, HBSC outcomes will
be examined across age, sex and family affluence. For children, COSI
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outcomes for 7-year-old children will be examined across sex only as
SES data have not been collected. As mentioned above, the analysis
is in progress.

Economic evaluation: approach and results

There has been no economic evaluation of any HWL initiatives, or the
overall strategy (85). The country representatives noted that limited
resources were a barrier. An assessment of the costs of obesity in Malta
was recently conducted by a professional services company (section
2.4.1) (91), which initiated the work as part of its corporate social
responsibility. The company worked with the Government to identify a
priority area for investigation, develop research questions and gather
data. The evidence has been used by the health sector to advocate
investment in the prevention of obesity and illustrates the benefits
of collaboration between public and private bodies in generating
evidence for advocacy.

Overall experiences of monitoring and evaluation

With indicators and targets embedded in the HWL policy document,
monitoring and evaluation were planned from the outset (85). As
mentioned above, this has posed some challenges due to changes in
the availability of relevantindicators in surveillance data. The monitoring
and evaluation of some initiatives (such as Schools on the Move (105))
were planned from the start; for others (such as the Kinder project),
they arose in response to issues identified during implementation.

In terms of benefits of monitoring and evaluation, the country
representatives reported that it was critical to conduct a formal
evaluation of the overall implementation of the strategy to assess
its effectiveness and identify areas for improvement. Monitoring
and evaluating individual initiatives is important to identifying how
the initiative, or its links to other services and stakeholders, can be
enhanced. As mentioned above, the monitoring results for individual
HWL initiatives have been used to assess progress and inform ongoing
work; the results for the overall implementation of HWL (85) will be
used in a similar way. The final evaluation of the framework will inform
future work on overweight and obesity in Malta by highlighting
progress achieved and areas in which further actions are needed. The
evaluation results for the Schools on the Move programme (105) have
been disseminated as an example of good practice through the JANPA
and OPEN networks (105,111) and it is planned to publish them.
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A number of barriers and challenges to evaluation have been
mentioned above, includingthe lack of relevantindicatorsinsurveillance
data and limited resources. A challenge mentioned by the country
representatives was that of assessing the actual impact of initiatives
as so many external factors can influence the outcomes measured,
especially for a complex issue like obesity. They felt it would be ideal to
be able to account for other factors contributing to obesity at multiple
levels, including individual, environmental and socioeconomic barriers
to lifestyle change. The country representatives also reported that it was
difficult, in conducting process evaluations, to measure all the inputs
and activities attributable to each initiative when many were running at
once. This is one of the challenges of an umbrella framework.

The country representatives noted that complex evaluations are
facilitated by the involvement of experts and the use of different
methodologies, including qualitative approaches. HWL (85) is a good
example of combining the insights of different approaches, including
both qualitative data (for example, focus groups for the Schools on
the Move programme (105)) and quantitative data (for example,
epidemiological data on obesity for the evaluation of the overall
framework). They also stressed the importance of involving different
stakeholders in monitoring and evaluation and of ensuring that people
involvedinplanningandimplementation, aswell as people participating
in the initiative, are given the opportunity to present their perspectives.
For example, itis important for a school-based programme to consider
the views of school authorities, teachers, parents, children and others
involved in its implementation.

2.4.7 The life-course approach in development, implementation,
monitoring and evaluation

How the life-course approach informed HWL
Development

Malta used the life-course approach as the overarching framework in
developing HWL (85). The strategy is structured around the life-course,
with action areas starting from preconception and pregnancy and
moving through the life stages and transition periods into old age.
HWL was guided by the epidemiology of overweight and obesity
and the benefits and impacts of various interventions across the life-
course (6,85). HWL incorporates the principle of acting early through
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its emphasis on action in the prenatal period and early childhood.
It also includes action areas focused on appropriate actions during
transition periods, such as adolescence and pregnancy. The country
representatives reflected that transition periods constitute a focal
point for interventions, as they are often sensitive periods in which
the potential to influence future health is considerable. For example,
pregnancy can be a window of opportunity for improving the health
of women and their families. One of HWLs priority action areas is
to support pregnant women and new mothers in adopting healthy
eating habits for themselves and their families through education and
community initiatives (85). The strategy is also guided by whole-of-
government and whole-of-society principles, reflecting the importance
of acting together to promote a healthy weight across the life-course.
This is illustrated in the intersectoral membership of the HWL working
groups. HWL recognizes the interconnectedness of lives in families
through its emphasis on interventions involving parents and children.
It also reflects the interconnectedness of lives in communities and the
importance of acting together to create healthy environments through
its emphasis on settings-based initiatives, such as the whole-school
approach to healthy lifestyles.

Implementation

The life-course approach has also been central to the implementation
of HWL. Settings for intervention delivery were often identified based
on where people spend most of their time during a given life stage or
transition period (for example, preschool-based for early childhood,
school-based for childhood and adolescence, community- and
workplace-based for adulthood, rest-home and day-centre-based for
old age). Furthermore, implementation of HWL initiatives has often
involved an intersectoral approach, reflecting the importance of
acting together. For example, the health and education sectors have
collaborated to ensure the success of school-based initiatives. Similarly,
the local councils and the sports, education, and health sectors have
worked together to promote and provide opportunities for physical
activity.

Monitoring and evaluation

The life-course principles have also informed HWL monitoring and
evaluation: the indicators were selected to cover the different life
stages, using data from existing surveys across the life-course (for
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example, COSI for children, HBSC for adolescents and EHIS for adults).
Triggers for adopting a life-course approach

Malta’'s adoption of a life-course approach in HWL (85) predates the
Minsk Declaration (2). The country representatives reflected on a
number of factors that triggered adoption of the approach in Malta.
These include the impact of the technical assistance provided by WHO
and its advocacy of the life-course approach. They also mentioned that
they had adopted the approach because they had seen its value as an
evidence-based guiding framework (for example, there is evidence to
support the use of early intervention to prevent obesity across the life-
course) and because, in looking at strategies in other countries, they
found that the life-course approach was very practical. Considering the
life-course as a series of life stages and transitions from preconception
to old age facilitates the development of interventions that slot into
each of these periods. At each life stage, barriers to and enablers
of healthy weight can be identified and targeted, and action can be
taken in each transition period to promote positive trajectories. These
interventions can be delivered through settings that are relevant to
the life stage in question, based on where people spend most of their
time.

Mechanisms that facilitated a life-course approach

Several mechanisms have facilitated the use of a life-course approach
in HWL implementation. Epidemiological evidence about overweight
and obesity and the effectiveness of interventions to prevent these
conditions throughout the life-course was essential to its development.
This evidence informed the emphasis placed on early intervention,
parental involvement and community interventions (6). The Healthy
Lifestyle Promotion and Care of Non-communicable Diseases Act (106)
(Box 2.4) was another key mechanism, supporting use of the life-course
approach in promoting physical activity and healthy nutrition, which is
essential for HWL implementation. Finally, intersectoral working groups
have been key in the development and implementation of HWL (4,85).

Benefits of using a life-course approach

Malta believes the life-course approach is practical and useful because
it serves as a framework for the development and delivery of relevant
interventions at different life stages and in settings suited to that life-
stage. The approach can also be used to direct the development of
guidelines for the different stages of the life-course.
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Challenges and barriers to using a life-course approach

The country representatives reflected that the adoption of a life-course
approach in policy requires the adoption of a “HiAP mindset” across
government to help non-health sectors see that they can incorporate
health in their workplans. Until this occurs, the non-health sectors may
considerthathealth issues are not their responsibility and do not warrant
time and resources. This mentality serves as a barrier to implementing
actions intersectorally, which is so integral to the life-course approach.
For example, the successful implementation of school-based initiatives
depends on the willingness of the education sector to incorporate
health into their workplans. The country representatives also noted
that resources are never sufficient enough to tackle issues as big as
obesity and that this often acts as a barrier to adopting a life-course
approach.

What WHO can do to facilitate adoption of the life-course approach

The country representatives observed that it would be helpful if WHO
could create a compendium of good practice in taking life-course
actions across the life-stages.

2.4.8 Considering and addressing health inequities across the
life-course and across generations: approach and experiences

How health inequities were considered and addressed
Development

As discussed earlier, epidemiological evidence relating to overweight
and obesity was central to the development of HWL (85). It was used
in identifying relevant dimensions of inequity and gaps at the outset of
the strategy. The strategy cites European evidence that the prevalence
of overweight and obesity is often higher among people of lower
SES (income and educational attainment), especially in high-income
countries and among women (85,116,117). It also provides evidence
about educational inequities in overweight and obesity in Malta: lower
educational attainment was associated with higher body mass index
(BMI) among adults in the 2008 EHIS (92), and these gaps appeared to
have widened since the 2002 NHIS (85). HWL also highlights educational
inequities in food consumption found in the 2002 NHIS (85).
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The strategy (85), therefore, recognizes the need for initiatives
to address socioeconomic inequities in overweight and obesity
through multifaceted, intersectoral action. It cites evidence that
certain interventions (for example, health education) may not reduce
inequities and might even increase them (116), and acknowledges that
there is a need to identify initiatives that benefit lower socioeconomic
groups. It recognizes financial barriers to participation in organized
physical activity (such as fitness classes), which may impact people
of lower SES. One of the HWL action areas is, therefore, to provide
stakeholders (for example, owners of workplaces and gyms) with
opportunities and incentives to provide the public with affordable and
accessible means to physical activity, active play and sports. Similarly,
in recognizing the potential differential impacts of economic incentives
for healthy lifestyles across socioeconomic groups, another action
area was set up to investigate the impact of taxes and subsidies on
behaviour and income redistribution. In terms of health services, the
strategy recognizes the need to ensure access to personalized services
for overweight and obese people of all ages, particularly vulnerable
groups, such as people of lower SES. Another priority action area was
to establish community initiatives with a focus on lower SES groups.

Implementation

As mentioned above, health equity was incorporated into various HWL
action areas during development, and is, therefore, reflected in the
initiatives that are being implemented to address these areas (85). For
example, the Schools on the Move programme (105) aimed to increase
physical activity in adolescents living in the more disadvantaged areas.

Furthermore, work on health inequities will be facilitated by the
recently established Unit for Social Determinants of Health in the
Superintendence of Public Health within the Ministry for Health. The
Unit will run a 5-year project on issues raised by the Review of Social
Determinants and the Health Divide in the WHO European Region (7),
which are pertinent to Malta. This €2.9 million project will be funded
by the European Social Fund and involves:

e researchtoidentifypriority areasforaction onthe social determinants
in Malta and gauge understanding of the social determinants
among government and civil-society professionals;

* training and capacity-building, based onresearch findings, including
training on the social determinants of health (for personnel working
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in the Unit and relevant personnel from other ministries), training
on taking intersectoral action to promote HiAP (50), the creation of

capacity-building tools, and information sessions for stakeholders;
and

® awareness-raising campaigns among the more vulnerable
population groups identified in research studies.

The Unit will continue to operate after completion of the project with a
focus on developing HIAP (50), training personnel in various ministries,
and advising the Minister for Health on issues related to the social
determinants through a national platform under the Lifestyles Advisory
Council. The Unit was not established specifically for HWL and its
focus includes health equity across policies. However, since overweight
and obesity are among the Unit's target areas, its work in these areas
will also be used to facilitate the implementation of HWL. Evidence
generated on the social determinants of overweight and obesity in
Malta will inform HWL actions.

Monitoring and evaluation

As discussed in section 2.4.6, health inequities will be considered
in monitoring and evaluating individual initiatives and the overall
implementation of HWL through disaggregation of intermediate and
health outcomes across social groups, such as age, gender, education
and family affluence.

Participatory processes

Decisions about the overall framework did not specifically involve the
more disadvantaged groups; however, focus groups in the Schools
on the Move programme (105) included students from a range of
socioeconomic strata. These groups were integral to decision-making
as they informed planning and improvements.

Challenges and barriers to addressing health inequities

The country representatives mentioned that one of the challenges
in addressing health inequities had been gaining access to the more
disadvantaged populations.

Facilitators of addressing health inequities

Working in specific settings was mentioned as a facilitator of action
to address health inequities, for example the Schools on the Move
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programme reached out to adolescents in lower SES areas through
school settings (105).

How the action took a gender-responsive approach
Development

In developing HWL, Malta gathered epidemiological evidence on
differences between the sexes regarding overweight and obesity
to consider how best to address the health needs of men and boys
and women and girls. This evidence showed a higher prevalence of
overweight and obesity among adult men than adult women (2008
EHIS (92)), while differences between boys and girls varied across age
(85). The strategy acknowledges that the gap in the prevalence of
overweight and obesity between men and women had widened since
the 2002 NHIS (85,92). It also outlines the interactions between sex and
the other determinants of overweight and obesity, such as age and
SES, noting differences between men and women regarding the age at
which these conditions peak and the strength of educational inequities.
Differences in physical activity and lifestyle risk factors observed in the
2008 EHIS were also considered (85).

Implementation

In HWL implementation, Malta also sought to address the health and
health-service needs of men and women. One of the HWL action
areas focuses on increasing the provision of weight-management
programmes for overweight and obese adults in a range of settings.
Of particular concern was ensuring the participation of men in these
programmes, given the higher prevalence of overweight and obesity
among them. However, the rates of men'’s participation in community-
based programmes were low. Given the evidence that the rates of help-
seeking behaviour for men are often lower than those for women (118),
Malta decided to deliver these programmes in workplace settings in an
attempt to increase men'’s attendance. Unfortunately, Malta has found
that attendance in these classes is still lower for men than for women
and is working to identify the reasons for this (for example, gender
norms) and develop strategies to address them.

Monitoring and evaluation

As discussed in section 2.4.6, Malta will monitor and evaluate
intermediate and health outcomes across sex for individual HWL
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initiatives (such as the Schools on the Move programme (105)) and the
overall HWL framework (85).

Challenges and barriers to adopting a gender-responsive approach

The country representatives found that ensuring accessibility of health
services and health messages for men and women was a key challenge
to adopting a gender-responsive approach.

Facilitators of adopting a gender-responsive approach

The country representatives noted that implementing actions in
specific settings helped them address the needs of men and women,
for example, delivering weight-loss programmes in workplaces to
reach men.

2.4.9 Lessons learnt

Malta believes that it makes sense to use a life-course approach. Not
only is it evidence-based, but it is also practical, making it easier to take
action on public health issues. It helps to identify intervention periods
that can be linked to targeted risk and protective factors, settings for
intervention delivery, and stakeholders for collaboration (6). It can also
be used to direct the development of guidelines across life stages.

HWL (85) demonstrates the importance of a solid evidence base in
planning life-course actions. Evidence was critical in identifying
the extent of the problem of overweight and obesity in Malta and
selecting appropriate interventions to address it. Malta recognizes the
importance of continuing to track evidence while implementing life-
course actions, through systematic monitoring and evaluation, and of
sharing their experiences with other countries (6).

Malta also reflected on the importance of intersectoral action and the
use of the HiAP approach (50). They found that achieving HiAP (50) was
still a challenge and that it was easier to work with some sectors than
others. Working groups were an important mechanism for intersectoral
collaboration. The country representatives felt that that Malta’s small
size facilitated collaboration, making it easier to contact and build
relationships with key people and the public. They stressed the
importance of involving the target population and other stakeholders
from civil society as early as possible, and throughout implementation

(6).
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Limited resources are always a challenge. Malta has been working
to address this through collaborative ventures and participation
in EU-funded projects (6). Another challenge Malta faces as a small
country is the influence of external factors; for example, Malta is highly
dependent on the international food sector as most of their food is
imported. During the country’s recent EU presidency (January—June
2017), Malta focused on childhood obesity in Europe. Action areas
included food reformulation, labelling, taxation, marketing, and
informing and empowering families. Malta also took this opportunity
to highlight the challenges faced by small countries and led the
development of the Malta statement on ending childhood obesity:
promoting healthy weight and well-being throughout the life-course,
in conjunction with the WHO Regional Office for Europe. The Member
States in the WHO European Region signed the statement at the fourth
high-level meeting of small countries in 2017 (3). It expresses the small
countries’ commitment to tackling childhood obesity and sharing their
experiences in this area and outlines a set of areas for action. In line
with HWL (85), the statement takes a life-course approach, recognizing
the importance of acting early and acting together through whole-of-
government and whole-of-society approaches, and of addressing the
perpetuation of inequities across generations (3).
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Section 3. Key messages, conclusions and implications

3.1 The cycle of the life-course approach: from evidence to
practice

The case stories of Iceland and Malta illustrate what it looks like to adopt
a life-course approach in practice. They demonstrate the process of
translating life-course evidence and principles into policies and actions
that address challenging public health issues. While they represent the
experiences of only two countries, and there are limitations in terms of
generalizability, they are nonetheless rich in key messages. This section
will explore some of these key messages through a conceptual model
of the cycle from life-course evidence to principles, policies, actions
and evaluation that is based on the information in section 1.
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As shown in Fig 3.1, the model proposes that the advancement of
the life-course approach requires progression through a cycle of
stages (blue circles), starting from the body of life-course evidence
and moving through to life-course principles, life-course policies, life-
course actions, and evidence resulting from life-course actions (on
implementation, impacts and outcomes), which then feeds back into
the life-course evidence base. As discussed in section 1, continuous
progression through these stages is needed for the life-course
approach to continue to move forward in terms of increased uptake
and ongoing improvement. Progression from one stage to the next
involves processes (orange arrows), such as “evidence synthesis”,
"knowledge translation” and “monitoring and evaluation”. Each
process has several factors and mechanisms that can serve as potential
enablers/facilitators or barriers/challenges to progression. These will
be highlighted in the key messages drawn from the sources discussed
in section 1 and the case stories.

Fig. 3.1 Conceptual model of the cycle for advancement of the life-course
approach

Life-course
evidence base
(body of
evidence)

Life-
course
evaluation Life-course
principles
(theory)

results: processes,

outcomes, impacts
of actions
(evidence)

Life-course
Life-course policies: global,
actions regional, national,
(pract[ce) subnational
(policy)
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The discussion will also highlight actors with key roles in and
responsibilities for facilitating progression in the cycle. Examples of
these are Member States (at both the government and society levels),
WHO and other partners, such as academia. Just as individual life-
course actions require collaboration among diverse actors, so does
the advancement of the life-course approach as a framework for public

health.

The model recognizes that the stages and processes involved in the
cycle often occur at multiple levels; including global, regional, national,
subnational and local. Processes may occur independently across
levels, or interactively through coordinated efforts. An example of
multiple levels is the translation of the life-course principles into policy
in the development of Health 2020 (4) at the regional level (Europe),
HWL (85) at the national level (Malta), and school policies for healthy
lifestyles at the local level (Malta). Furthermore, the model recognizes
that advancing the process from one stage (for example, the generation
of evidence by monitoring and evaluating a life-course action at the
national, subnational or local level) to the next stage may necessitate
moving upwards to another level (for example, this evidence needs to
be shared through regional or global knowledge exchange in order to
be added to the evidence base and, in turn, inform future actions in
other countries).

The modelisintended to serve as a tool for synthesizing the conclusions
of this publication and does not seek to encompass the full complexity
of the life-course approach. In practice, progression through the stages
(blue circles in Fig. 3.1) does not always comprise single, forward-
moving steps, and there may be additional steps to those illustrated
by the orange arrows in Fig 3.1. For example, evidence might lead
directly to policy or practice and bypass theory (life-course principles).

From evidence to theory

The first step involves a critical appraisal of the evidence on risk
and protective factors and the processes through which they impact
health and well-being across the life-course and generations, and
the translation of this evidence into life-course principles, forming
the theory underpinning the life-course approach. This involves the
process of evidence synthesis (Fig 3.1). This process was not involved
in the case stories, which start from life-course principles, but was
discussed in sections 1.1 and 1.2. Based on the literature reviewed in

79




those sections, a few general comments about the barriers/challenges
to and facilitators/enablers of this step follow.

Facilitators/enablers

The relevance of the life-course approach to important public health
issues, such as the growing burden of NCDs, may generate the
interest of policymakers and so facilitate the synthesis of evidence
into principles (19,43).

Barriers/challenges

The complexity of the evidence base, which considers diverse
exposures and their interactions across lifespans and generations,
can make it challenging to synthesize the evidence into practical
principles for translation into policies and programmes (43).

Limited evidence on life-course processes in some areas, for example,
in low- and middle-income countries, in connection with communicable
diseases and during childhood and adolescence, is a challenge in
setting up frameworks that are broadly relevant (43).

The diversity of life-course models in the epidemiological literature
may make synthesizing the evidence a challenge as these models
need to be prioritized and integrated into a single framework for
application to policy (43).

The limited discussion in the epidemiological literature on applying
evidence to policy and programmes makes it challenging to synthesize
it into policy-relevant principles (43).

From theory to policy

This step involves the translation of life-course principles into a policy
that takes a life-course approach to a public health issue, and involves
the process of knowledge translation (Fig 3.1). This is reflected in the
development of the Welfare Watch platform (66) in Iceland, and in the
development of HWL (85) in Malta.

Facilitators/enablers

Important public health issues can serve as a trigger for developing
a life-course policy addressing health or health inequities. Iceland’s
actions were triggered by concerns about the welfare consequences of
the financial crisis, particularly for children and young people (sections
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2.3.1,2.3.4,2.3.8); in Malta, actions were triggered by concerns about
the burden of overweight and obesity across life stages (section 2.4.1).

National and international evidence on the magnitude or
consequences of the issue is important in creating momentum,
as shown in the roles played by evidence on social inequities in
health and the welfare consequences of financial crises elsewhere in
motivating actions in Iceland (sections 2.3.4, 2.3.7, 2.3.8). In Malta, data
on overweight and obesity, including social inequities, were important
in creating momentum (sections 2.4.1, 2.4.8, 2.4.9).

International recognition of the importance of an issue can also
facilitate momentum, as illustrated in the importance of the European
Charter on Counteracting Obesity (2006) (87) to Malta’s action on
obesity (section 2.4.1).

International momentum for a life-course approach to health and
health inequities can encourage adoption as noted by Iceland
(sections 2.3.7, 2.3.8).

Political commitment is important to ensure prioritization of life-
course principles in policy development. Government support was
key to the development of Welfare Watch (66) in Iceland (section 2.3.4)
and the development of HWL (85) in Malta (section 2.4.4).

An understanding of the key concepts of the life-course approach is
necessary. Iceland proposed that WHO disseminate information about
these concepts widely to create awareness of the approach (section
2.3.7).

Awareness of the evidence-base and the potential benefits of
adopting a life-course approach can motivate adoption and create
political support. Iceland and Malta both referred to the importance
of the body of life-course evidence in triggering the use of a life-course
approach (sections 2.3.7, 2.4.7). In terms of benefits of the approach,
Iceland mentioned the potential for strong returns through early
investment and for avoiding “problem shifting” by looking at the life-
course as a whole (section 2.3.7). Iceland reported that the vision of the
importance of a life-course approach shared by the health and social
sectors might have facilitated the adoption of the approach (section
2.3.7). Malta also mentioned the benefits of early investment, as well
as the advantages of the life-course approach as a practical framework
that guides the development of interventions at each stage of the life-
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course and the delivery of interventions in settings relevant to each life
stage (section 2.4.7).

Advocacy for the life-course approach may raise awareness of the
evidence-base and its potential benefits. Malta and Iceland both
mentioned the influence of advocacy for the life-course approach by
actors, such as WHO (sections 2.3.7, 2.3.8, 2.4.7) and CSDH (sections
2.3.7,2.3.8).

Knowledge exchange through networks of countries can raise
awareness of the importance of a life-course approach. Finland's
response to a financial crisis both influenced and informed the life-
course approach taken by Welfare Watch (66) in dealing with the
financial crisis in Iceland (section 2.3.7).

The provision of technical support facilitates adoption. Malta
underlined the role of WHO technical support in enabling the adoption
of a life-course approach to HWL development (85) (section 2.4.7).

Intersectoral collaboration (for example, through working groups)
facilitates the translation of life-course evidence and principles into
policy. This was the case in Malta where intersectoral collaboration
was enabled through ICCO, which drove the development of HWL (85)
(sections 2.4.3,2.4.7, 2.4.9).

Barriers/challenges

Gaps in the knowledge base on the translation of life-course principles
into policy may be a barrier to adoption of the life-course approach
(43,44).

Decision-makers’ lack of understanding of the need for a life-course
approach may be a barrier to adoption of the life-course approach (as
noted by Iceland) (section 2.3.7).

Lack of political commitment to adopting a life-course approach could
also be a barrier. This is especially relevant in the contexts of frequent
shifts in political priorities and short-term funding cycles, given that the
life-course approach has a long-term view, and returns on investment
may be future focused (20,43).

Countries may not have a window of opportunity for application of
the life-course approach.
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From policy to practice

This step involves the translation of life-course policies into actions
that put the life-course approach into practice, through the process
of knowledge translation (Fig 3.1). In Iceland, this step was reflected
in the work of Welfare Watch (66) in monitoring welfare and making
recommendations; in Malta it is illustrated in the translation of HWL
(85) into policy and programme initiatives.

Facilitators/enablers

Political commitment and support are essential in ensuring
sustainable action. In Iceland, relevant authorities at the political
level supported Welfare Watch operations (66) and the translation of
its recommendations into action (section 2.3.6). In addition, Iceland
recognized the importance of political support in ensuring that actions
are gender-responsive (section 2.3.8). In Malta, there was intersectoral
government support of the translation of HWL action areas (85) into
initiatives (section 2.4.3).

A supportive network of policies and legislation can facilitate the
implementation of a life-course policy. In Iceland, supportive policies
and legislation were important to taking a gender-responsive approach
(section 2.3.8). In Malta, a network of policies and legislation supports
using the life-course approach for the promotion of healthy lifestyles
and tackling NCDs; this support is strengthened by the overarching
national health systems strategy (109) (sections 2.4.4, 2.4.7).

Evidence from life-course epidemiology, and on which life-course
actions work best to improve health and reduce health inequities,
is important for informing the translation of policy into initiatives.
Iceland suggested that there is a need to evaluate and synthesize
"best-buys” for life-course action in each life stage (section 2.3.7).
The school-lunch initiative in Iceland was informed by evidence of
the association between healthy lifestyles and academic achievement
in schoolchildren (section 2.3.7). Evidence of the benefits of early
interventions for obesity, social inequities in overweight and obesity,
and the effectiveness of various interventions in addressing inequities,
has informed Malta’s implementation of HWL (85) (sections 2.4.2, 2.4.7).

Knowledge exchange can provide examples of best practice in
implementation of the life-course approach. For example, Iceland’s
school-lunch initiative was inspired by a similar action in Finland
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(section 2.3.7). Knowledge exchange can be facilitated by networks
of countries (for example, the Nordic Co-operation (119)) and by
mediating actors, such as WHO. Both Iceland and Malta suggested
that WHO should collate examples of best practice in taking life-
course actions and share them with countries (sections 2.3.7, 2.4.7).

Intersectoral collaboration supports the translation of policy into
practice. In the case of Iceland, this is illustrated by the work of
the diverse Welfare Watch groups in monitoring welfare (66) and
proposing recommendations for action (sections 2.3.2, 2.3.3, 2.3.7).
Iceland reflected that it was important for the different sectors to
develop a “HiAP mindset” to facilitate action on health inequities
(section 2.3.8). In the case of Malta, intersectoral collaboration
is illustrated by the support provided by ICCO in translating HWL
action areas into initiatives, the collaboration between various
government and nongovernment sectors in the implementation of
the initiatives, and the involvement of civil society in developing and
improving them (85) (sections 2.4.3, 2.4.6, 2.4.9). Iceland suggested
that future life-course actions could be facilitated by identifying key
partners to support the development of actions in each life stage
(section 2.3.7). Malta reflected that the small size of a country can
enable collaboration, making it easier to develop relationships with a
range of actors, including the public. Working groups had facilitated
collaboration in both countries.

Cross-country networks and collaboration can facilitate action on
complex issues, especially in small countries. Small countries might
be strongly influenced by external factors. Malta used the opportunity
of its recent EU presidency to work on childhood obesity with other
countries in the European Region. Malta is also working with the other
small countries to implement the Malta statement on ending childhood
obesity, which takes a life-course approach (section 2.4.9) .

Malta identified the settings-based approach as an enabler of
translating life-course policies into practice, addressing health
inequities and taking a gender-responsive approach (section 2.4.8).

Iceland mentioned building networks of experts on the life-course
approach as a potential enabler of life-course actions (section 2.3.7).

HWL initiatives in Malta illustrated that technical support facilitates
implementation. These initiatives were supported by the EU platforms,
JANPA and OPEN (85,105,111) (section 2.4.5).
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Funding enables action, as seen in Iceland through the use of the
counterbalance fund for the work of the social indicators group (section
2.3.5). In Malta, the support of government budgets and EU funding for
HWL initiatives (85) (section 2.4.5, 2.4.9) and EU funding for the Unit for
Social Determinants of Health illustrated this principle (section 2.4.8).

Evidence of the burden of a problem can be used for advocating
funding. This was illustrated in Malta’s use of data on the economic
burden of obesity (section 2.4.7).

Barriers/challenges

Iceland highlighted lack of information on how to implement the
life-course approach in practice and lack of evidence on which life-
course actions work best as barriers to translating policies into action
(section 2.3.7). These were also discussed in reviews on the life-course
approach (20,43,44).

Iceland mentioned lack of understanding of the importance of a life-
course approach and lack of expertise as potential barriers to life-
course actions (section 2.3.7).

Malta noted the lack of “HiAP mentality” across sectors as a barrier
(section 2.4.7). As intersectoral action is critical to the implementation
of life-course actions, it is important that sectors do not work in siloes,
that the health and non-health sectors can collaborate, and that the
non-health sectors are willing to incorporate health into their work.
Lack of coordinated action across sectors was also noted as a barrier
in reviews (44).

Lack of resources, including funding, was noted by both Iceland
(section 2.3.7) and Malta (sections 2.4.7, 2.4.9) as a barrier to taking
life-course actions.

Lack of data on health inequities was noted by Iceland as a barrier
to taking equity-sensitive and gender-responsive life-course actions
(section 2.4.8).

Difficulties in accessing the more disadvantaged populations were
noted by Malta as a barrier to addressing health inequities in life-
course actions (section 2.4.8).

Ensuring that older people are not left behind was noted by Iceland as
a potential challenge in taking life-course actions, given the emphasis
on acting early (section 2.3.7).
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From practice to evidence

This step involves action by countries to generate evidence about
the implementation, outcomes and impacts of their actions, through
the process of monitoring and evaluation (Fig 3.1). For this step, a
bidirectional arrow flows from practice to evidence and from evidence
back to practice, as evidence from monitoring is often used to inform
the ongoing improvement of initiatives (as shown in the case stories).

Facilitators/enablers

Existing governance structures and data were used to maximize the
efficiency and feasibility of monitoring and evaluation. Iceland used
surveillance data for monitoring welfare indicators (section 2.3.6) while
Malta used these data (for example, COSI data on children, HBSC
data on adolescents, and EHIS data on adults) for monitoring and
evaluating indicators of nutrition, physical activity and overweight
and obesity across different stages of the life-course (section 2.4.6).
Malta also used existing governance structures (for example, regular
management meetings between education officers and teachers) for
monitoring the Kinder project (section 2.4.6).

The involvement of diverse stakeholders, including civil society,
facilitates monitoring and evaluation. In Iceland, this involvement
was exemplified by the monitoring carried out by intersectoral groups
(sections 2.3.6, 2.3.3), and the steps taken to include the perspectives
of politicians, working-group/steering-committee members, affiliates
and the general public in evaluation (section 2.3.6). Working groups
appear to have been useful in bringing diverse actors together. In
Malta intersectoral collaboration is demonstrated in the monitoring of
HWL initiatives (85), such as the Kinder project and the Schools on the
Move programme (105), both of which consider the views of teachers
and pupils (section 2.4.6).

Malta observed that combining quantitative and qualitative methods
facilitates monitoring and evaluation, especially in the context of
complex initiatives and issues (section 2.4.6). This gives a bigger
picture than using a single method alone. Iceland combined qualitative
approaches (for example, interviews, focus groups) and quantitative
approaches (for example, surveys) in their evaluation (section 2.3.6).
Malta is using both qualitative (for example, focus groups) and
quantitative (for example, epidemiological surveys) approaches in
monitoring and evaluation (section 2.4.6).
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Expertise was noted by both Iceland and Malta as a facilitator (sections
2.3.6,24.6).

Funding was an enabler of the evaluation of Welfare Watch (66) in
Iceland (sections 2.3.5, 2.3.6).

Awareness about the usefulness of monitoring and evaluation data
might motivate countries to undertake these processes. In Iceland,
monitoring data were useful in informing ongoing Welfare Watch
operations, and the evaluation data (66) proved valuable in decision-
making about the second era of Welfare Watch and the establishment
of the Nordic Welfare Watch (section 2.3.6). In Malta, monitoring data
have been used to inform the ongoing development of individual HWL
initiatives and the overall HWL framework (85) (section 2.4.6).

A commitment to knowledge exchange appears to have motivated
Iceland to evaluate Welfare Watch (66). The evaluation was carried out
with a view to sharing the experiences of the platform with members of
the Nordic Co-operation (119) (section 2.3.6).

Barriers/challenges

Lack of data on relevant indicators, or indicators disaggregated
across social groups, was a key barrier to the monitoring and
evaluation of health and health inequities in Iceland (sections 2.3.6,
2.3.7) and Malta (section 2.4.6). To maximize efficiency, both countries
used existing population-based data (for example, surveillance data
and health surveys), but found that these did not always meet their
needs. Iceland also noted general issues in this area, including poor
quality data, data that do not include all population subgroups, or
data that are collected too infrequently to facilitate rapid response
to a problem. In recognition of the critical importance of data, both
countries have set up new data collections to address future needs:
Iceland has established the social indicators and Malta has developed
a nutrition and physical-activity survey.

The complexity of evaluating the policy or health-related impacts of
the action was a challenge in both Iceland and Malta (sections 2.3.6,
2.4.6). Issues, such as the breadth of the initiatives (and hence of their
potential outcomes) and the confounding impacts of the simultaneous
occurrence of contextual factors and initiatives, were mentioned as
problematic.
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Lack of resources (financial and human) was reported as a barrier
to evaluation by both Iceland (section 2.3.6) and Malta (section 2.4.6).
Iceland highlighted the trade-off between allocating limited resources
to the evaluation of existing initiatives and developing new initiatives.

Lack of time and the pressure to act quickly in the context of an
urgent social problem constituted a barrier to planning an evaluation
from the outset in Iceland (section 2.3.6).

Lack of support in the use of appropriate methods of monitoring
and evaluating life-course actions was raised by Iceland as a potential
barrier to generating evidence (section 2.3.7).

In general, assessing outcomes over the long periods of multiple life
stages or generations that are relevant to the life-course approach
can be challenging. If long-term monitoring is impracticable, it may
be necessary to focus on short-term or intermediate indicators that
are linked to long-term outcomes in the hypothesized causal chain
(43,120).

Identifying outcome indicators that are relevant to and feasible
for life-course actions is another general challenge (120). There
is a recognized need to develop core indicators that can be used
universally for monitoring and evaluating life-course actions (adapted
to context, type of action, etc.), and to incorporate them in population-
based data collections (43-45). Work to this end is in the preliminary
stages (43,121,122).

From evidence to the evidence-base

This step involves progression from life-course evaluation results
(implementation, outcomes and impacts) (evidence) to their
incorporation into the evidence base, through a process of knowledge
exchange among countries (Fig. 3.1). This is essential in closing the
cycle for advancement of the life-course approach, because it means
that information on the implementation and outcomes of life-course
actions can be added into the body of life-course evidence alongside
epidemiological evidence.

Facilitators/enablers

Networks of countries can facilitate knowledge exchange, sometimes
with the help of external actors (such as EU and WHO). The Nordic
Co-operation (119) facilitated information sharing about Iceland’s
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Welfare Watch (sections 2.3.2, 2.3.6). Networks can enable a cycle of
knowledge exchange as exemplified in that of Finland’s response to
a financial crisis, which informed Iceland’s life-course action through
Welfare Watch, which was then followed by the evaluation of Welfare
Watch, and finally the establishment of the Nordic Welfare Watch and
Nordic welfare indicators (66,69) (sections 2.3.2, 2.3.6). EU networks,
such as OPEN (105) and JANPA (110), facilitated information sharing
about HWL in Malta (85) (sections 2.4.5, 2.4.6). The Small Countries
Initiative also facilitates knowledge exchange through meetings and
publications.

The active participation of Malta and Iceland in the above networks
illustrates that commitment to knowledge exchange is an enabler of it
(sections 2.3.2, 2.3.6, 2.4.6).

Barriers/challenges

In general, countries may not be aware of the value of sharing their
evidence and experiences or may have competing time and resource
demands.

While the breadth of the approach is a strength in terms of its
relevance to a range of issues, it may represent a challenge to
synthesizing evidence on life-course actions (given their diversity)
and to determining which initiatives should be classified as life-course
actions.

Another general challenge relates to moving beyond evaluating
the outcomes of individual life-course actions to considering the
broader impact of the life-course approach, namely, its advantages
and disadvantages for policy and programme development,
implementation, monitoring and evaluation. Doing so will require
synthesis across multiple actions.

3.2 Conclusions and implications

These case stories highlight some of the numerous strengths of the life-
course approach, including:itsrelevance to diverse issues; its practicality
in guiding the development of interventions that slot into each life
stage, and their implementation in relevant settings; its comprehensive
perspective across different health determinants; its synergy with the
principles of health equity; its grounding in epidemiological evidence;
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its long-term view across lifespans and generations; and its potential
for strong returns on investment. They also highlight some of the key
challenges to adoption of the life-course approach and to its broader
advancement. This section presents some conclusions and implications
that may be useful to Member States that are considering use of the
life-course approach, and to WHO and other partners (for example,
academia) in supporting its advancement.

3.2.1 Intersectoral partnerships and support across government
and society must be strengthened

Life-course actions strive to be comprehensive, addressing public health
issues with a long-term, wide-lens view across health determinants.
This perspective is inherently complex, and complex issues are often
best tackled by diverse teams. There are clear strengths in the different
perspectives and resources gained through whole-of-government
and whole-of-society approaches, which bring together actors from
all levels and sectors of governance and all parts of society, including
the public. Furthermore, it is known that health, economic, social and
environmental flourishing are intricately intertwined across the lifespan
and across generations. Not only does this mean that improving health
and health equity will require the involvement of a range of sectors,
but also that collaboration among the sectors can bring about mutual
investment benefits (44). As the case stories from Iceland and Malta
show, support across a range of government sectors and society is
critical to enabling the translation of the life-course principles into policy
and practice and in sustaining action during implementation (43,120).
The small size of a country may be an enabler of such intersectoral
action by making the identification of and connection among a range
of actors easier. GPW 13 (57) emphasizes the importance of action
across all sectors of government and society to achieving the goals of
the 2030 Agenda (5).

Therefore, it is critical to work together in strengthening intersectoral
partnerships and promoting support for the life-course approach
across all of government and society.

Countries may consider:

e establishing collaborative groups, comprising representatives of a
range of sectors (including civil society) to drive policy development,
implementation, monitoring and evaluation;
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* ensuring that in monitoring and evaluating life-course actions, the
perspectives of different actors are considered, including civil society
and individuals involved in development and implementation; and

e fostering support of the life-course approach across government
and society.

WHO and other partners may consider:

* advocating the adoption of whole-of-government and whole-of-
society approaches to life-course actions (51); and

e widely disseminating the key concepts of the life-course approach
and information about its importance for the promotion of health
and well-being.

3.2.2 Life-course actions must be equity-sensitive and gender-
responsive

There is a natural synergy between the life-course approach and the
principles of health equity, as health inequities are rooted in complex
processes of disadvantage across life stages and generations. The case
stories of Iceland and Malta show that the principles of health equity
can be integrated into life-course actions, through their endeavours
to assess, address, monitor and evaluate unfair differences in health
and social determinants across social groups. The stories also highlight
a few challenges to and facilitators of addressing health inequities,
many of which overlap with the challenges to and facilitators of the
life-course approach in general. For example, a lack of quality data for
assessing the size of the problem, or for monitoring and evaluating
improvements, is a key challenge, while intersectoral collaboration is a
key enabler for action on the social determinants. Equity is recognized
in GPW 13 as being central to the work of WHO (57).

Therefore, it is necessary to work together to ensure that life-course
actions are gender-responsive and address health inequities across
the life-course and generations.

Countries may consider:

e prioritizing health equity and gender-responsiveness in the
development, implementation, monitoring and evaluation of all
life-course actions (7,38); and
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* setting up the necessary structures to support equity-sensitive
and gender-responsive actions, such as whole-of-government and
whole-of-society approaches and the collection of robust data on
social determinants and health inequities (7).

WHO and other partners may consider:

® advocating HiAP (50) and the adoption of whole-of-government
and whole-of-society approaches (7); and

® supporting countries in the development of policies addressing the
social determinants of health, the monitoring of social determinants
and health inequities, and the evaluation of the effectiveness of
action taken to address health inequities (7).

3.2.3 Monitoring, evaluation and knowledge exchange must be
prioritized

Monitoring and evaluation are critical to generating evidence on
the implementation, outcomes and impacts of life-course actions.
Knowledge exchange is key to ensuring that this information is
integrated into the evidence base and disseminated to motivate and
inform actions in countries. These processes are crucial to “closing
the loop” in the cycle of the life-course approach to ensure its
ongoing advancement. At present, the evidence-base is unbalanced
in that it is "heavy” on life-course epidemiology and “light” on the
implementation, outcomes and impacts of life-course actions (43,44).
It is not enough to have robust evidence on how a risk or protective
factor impacts health and well-being throughout the life-course. It is
also critical to have a strong evidence base, which can guide actions
to intervene in this process and ultimately improve health and well-
being in a feasible, effective and cost-effective way (16). There are,
however, potential barriers to developing this evidence base, including
the complexity of monitoring and evaluation and the lack of suitable
data, standardized methods, time and resources. These issues can
be particularly challenging for small countries where resources may
be more limited. Monitoring and evaluation have been identified as
key enabling factors for the implementation of Health 2020 (4) and the
2030 Agenda (5,52). Furthermore, driving impact in every country will
be central to GPW 13, which emphasizes the importance of supporting
the collection and use of robust data, as well as monitoring, evaluation,
research and innovation (517).
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Therefore, itisimportant to work together in prioritizing and supporting
monitoring, evaluation and knowledge exchange.

Countries may consider:

incorporating robust monitoring and evaluation processes into all
their life-course actions to generate evidence on which work best;

integrating relevantindicators for life-course actions into population-
based data collections so that the monitoring and evaluation of
health and health-equity-related outcomes is feasible (121,122); and

capitalizing on existing networks for knowledge exchange, which
involves sharing information on the process of implementing their
life-course actions and on the outcomes and impacts, so that other
countries are informed about what works best in putting the life-
course approach into practice.

WHO and other partners may consider:

generating and synthesizing evidence on the implementation of
the life-course approach (with examples of life-course actions) to
address knowledge gaps about how to translate the life-course
principles into policy and practice (43,44);

generating and synthesizing evidence on the outcomes and impacts
of life-course actions to identify the most effective and cost-effective
options, acknowledging the limitations and uncertainty of evidence
on complex interventions (43,44);

advocating the prioritization of quality population-based data
collections and monitoring and evaluation at the political level,
and the allocation of sufficient resources by countries and external
funding partners (44);

advancing the development of recommended indicators for
monitoring and evaluating life-course actions, and promoting their
integration into population-based data collections (43,44,122);

advancing the development and dissemination of methods of
monitoring and evaluating life-course actions, and evaluating
complex programmes in general (122); and

establishing and supporting networks for the exchange of
knowledge among countries (44).
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The life-course approach takes a temporal and
societal perspective on the health and well-being
of individuals and generations, recognizing that all
stages of a person’s life are intricately intertwined
with each other, with the lives of others born in the
same period, and with the lives of past and future
generations. Adopting a life-course approach
involves taking action early in the life-course,
appropriately during life's transitions, and together
as a whole society. The approach is a cornerstone
of policy frameworks focused on improving health
and health equity, and is recognized as being
central to the implementation of Health 2020 and
the 2030 Agenda. However, there are recognized
challenges in translating the evidence and principles
of the approach into policy and practice. The small
countries of the WHO European Region are strongly
committed to adopting the life-course approach
and to serving as models of best practice and
innovation in this area. This publication presents
case stories on life-course actions taken by two
of the small countries, Iceland and Malta. The
stories explore these countries’ translation of
life-course principles and evidence into their life-
course actions, with a focus on addressing health
inequities and monitoring and evaluation. The key
messages from the case stories discuss the potential
enablers and barriers to progression through a cycle
required for the advancement of the life-course
approach as a policy framework for public health.
Finally, the conclusions highlight the importance of
strengthening intersectoral partnerships and support
for the life-course approach across government and
society; ensuring that life-course actions are equity-
sensitive and gender-responsive; and prioritizing
monitoring, evaluation and knowledge exchange for -
life-course actions.
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