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BELGIUM
Mortality trends
Belgium’s death rate from CHD is similar to France and The Netherlands, and is amongst the lowest in the EuroHeart countries. In men there are almost a 100 fewer deaths per 100,000 than in Eastern European countries such as Hungary and Estonia, with rates in women following a comparable pattern. The picture is similar for stroke mortality, with rates also being amongst the lowest in Europe
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Draft action plan on diet and physical activity 2008-2015 and Draft action plan on the use of tobacco, alcohol and drugs 2009-2015 

Summary prepared by Kristien van den Wouwer

These action plans will be approved by the Government at the end December 2008 - January 2009.

Cardiovascular health/disease prevention are not as such mentioned in the health objectives (Flemish region), but health policy focuses in 2008-2015 on healthy life style (balanced diet and physical health) and some other cardiovascular risk factors (being overweight, tobacco use). Heart and vascular diseases and diabetes: mentioned as part of Health promotion including lifestyle: 

Draft action plan on diet and physical activity 2008-2015: the ambition behind this action plan is to encourage the entire population of Flanders to be more physically active and to have a more balanced diet. The focus of this plan is on achieving health gain. In line with recommendations from the WHO and EU agencies, this plan calls for a more balanced pattern of exercise and diet in Flanders, with an emphasis on maintaining a healthy body weight (WHO, 2007; Commission of the European Communities, 2007). Draft action plan on the use of tobacco, alcohol and drugs 2009-2015: the ambition is achieving health gains among the population by discouraging the consumption of tobacco, alcohol and illegal drugs.

Identification of the problem within a population

Action plan on diet and physical activity 2008-2015

Recommendations of the active food triangle: based on the national nutritional recommendations from the Health Board and the HEPA 2001 recommendations for physical activity. A comparison of current dietary intake with these practical recommendations shows that the recommendations are followed only in the case of cheese, potatoes and table fats like butter and margarine. People are eating too many products from the residual group and the group "meat, fish, eggs and substitute products". Where other products are concerned there is too little or far too little use of vegetables, milk, water and others. There are variations relating to age group and educational level. Too little physical activity is carried out to deliver health benefits. There is a health gap in Flanders which is strongly linked to educational level and income: low earners and the less well educated are more likely to develop obesity and other health problems.

The combination of unbalanced eating habits and insufficient physical activity leads to conditions like overweight. Figures from the Health Survey (WIV, 2004) show that in 2004, 43% of the adult Flemish population were not at a healthy weight (BMI between 18.5 and 24.9), while around 60% do not have a healthy waist measurement. Around 10% of children are not at a healthy weight. There is a rising trend in all age groups. In only 7 years between 1997 and 2004, the percentage of overweight adults rose from 30.8 to 32.3 and the number of obese persons rose from 9.6 to 11.5%.  Alongside its proactive attitude the action plan also adopts a problem-based approach. It aims to keep the prevalence of obesity under control. Around the world and therefore also in Flanders, the number of overweight and obese persons is steadily rising. The root of the problem is that the energy taken in through nutrition is not proportionate to the energy used by the body. There is a lack of equilibrium, threatening the health of large groups of people. Sound, well-balanced nutrition in combination with adequate physical activity is the ideal response to this. 

Action plan = a Consensus of experts:

The action plan has come into being following intensive consultations with panels of experts and experienced field-workers. Six working group of experts and field-workers provided an extensive overview of possible actions as methods of achieving this goal 

6 Working groups: local communities, young children, education, workplace, health care (suppliers), Information & Communication. 6 provincial days with 600 participants

The overview of possible actions gives a brief description of the epidemiological data pointing to the problem areas in our current dietary and physical activity patterns and the choices that have been made in developing the new health target and the strategies that should enable us to achieve it. These strategies are intended to reach out to all the inhabitants of Flanders, children, youths, families, social risk groups, senior citizens, members of socio-cultural organisations, sports clubs, workers and so on. We will work via local policies, local organisations, families, childcare, educational support, schools, workplaces, care providers, catering industry and distribution, the food industry and the media. The document also specifies the crucial basic requirements which will determine whether this action plan can actually be implemented successfully. A consistently applied multi-faceted policy appears to be the crucial factor for success here. Finally, the document sets out the priorities that are still valid after previously adopted principles and values were assessed. One of these principles relates to the cost effectiveness of interventions. The results of the cost-effectiveness analysis are not yet available. They will be appended to this document as soon as the calculations are completed.

 Action plan on the use of tobacco, alcohol and drugs 2009-2015 

A first report about the use of tobacco, alcohol and drugs was written for the Health Conference in November 2006, including an overview and consequences for the society, based on an expert consensus group. Some important conclusions of this report (November 2006):

· - Alcohol is the most naturalised drug among schoolgirls, students and within the Flemish population. At the age of 18 95% of the students have drunk alcohol. 67% of the population drink weekly alcohol.

· - Schoolgirls start generally already at 13 years old with smoking and drinking, which is not according to the legislation which prohibits serving and selling alcohol (beer and wine) and cigarettes to young people under 16. Serving and selling strong alcoholic beverages have been prohibited under 18.

· - Use and risky use of stimulants: mostly among men and students of e.g. technical secondary schools 

· - The last few years, the use of tobacco among pupils has decreased and the alcohol consumption has remained at the same level. Since the last years there hasn’t been any modification in the smoke behaviour within the Flemish population. One observes here, however, a light increase in the regular use of alcohol.

· - From the registration data of Health Care becomes clear that mainly men arrive in the assistance with an alcohol problem. Alcohol problems are mainly treated on later age. A large part of the customers who appeal to health care use more than one stimulant.

· - The data concerning the health damage of the different stimulants are difficult to compare because the problems strongly differ. Nevertheless if we do so, we see that for each drug dead there are 4 deaths for alcohol and 40 deaths for tobacco. Expressed in Potential Life Years (PLY): 1 PLY through the use of drugs, 3 PLY through the use of alcohol and 18 PLY for tobacco.

· - Men die 6 times more due to tobacco-related disorders, 3 times more due to alcohol-related disorders and 5 times more due to drug-related disorders than women. However, the health damage because of the use of tobacco decreases slowly for men, whereas this increases for women.

· - The social costs for alcohol are the highest in all examined regions. Tobacco comes on the second place and illegal narcotics stand on the last place. However the government spends more money on the policy for illegal narcotics then for tobacco.

The complete report contains detailed information and overview tables concerning the use of stimulants (tobacco, alcohol and drugs), the use of health assistance, health damage and social damage as well as important recommendations to further research. A health conference held on 30 November 2006, which was focused on the policy on tobacco, alcohol and drugs, gave rise to a package of measures to discourage the use of alcohol, tobacco and drugs. These measures were reformulated into an action plan with various strategies (2009-2015). There is cooperation with a number of partner organisations. 

2. Goals to be achieved within a specific time frame

Action plan on diet and physical activity 2008-2015

Primary target: The achievement of health benefits at population level by bringing about a rise in the number of people who are sufficiently physically active, who eat a balanced diet and who seek to maintain a healthy body weight.
Sub-targets:

- That by 2015 the percentage of people who are sufficiently physically active to achieve health benefits will rise by 10 percentage points.
.(1: refer to the arithmetical difference between two percentages)

- That by 2015, the percentage of persons living a sedentary lifestyle will fall by 10 percentage points.

- That by 2015 the percentage of mothers 
 starting breastfeeding (measured on day 6) will rise from 64 to 74%.

- That by 2015, more people will have a balanced diet in accordance with the recommendations of the active food triangle.

- That by 2015 the percentage of persons 
 of healthy weight will be held steady, as a minimum.

Action plan on the use of tobacco, alcohol and drugs 2009-2015
Achieving health gains among the population by discouraging the consumption of tobacco, alcohol and illegal drugs. In practice, the aim is to achieve a 25% reduction in the consumption of tobacco, alcohol and drugs by 2015.
Consideration of policy options: population & community/individual levels

Provide information about what policy options were considered before it was decided on this approach and, if possible, how the decision making process worked. Include (where relevant) information about population-based as well as individually-focused action.

Action plan on diet and physical activity 2008-2015

The plan sets out priorities and selects factors which are identified by the active food triangle as requiring extra attention. The choice was therefore made of water, vegetables, fruit and milk as items we should use more of, and the residual group as items we should use less of. The categories "potatoes and cereal products", "meat, fish, eggs and substitute products" and "table and cooking fats" are not explicitly included among the sub-targets, but it is self-evident that in the health promotion messages these factors will be included in the context of a complete balanced diet. As regards the meat category and the table and cooking fats category, the active food triangle also includes recommendations that items from these groups should be consumed in moderation. 

With the exception of the sub-target for the residual category, the choice was to communicate a positive message. The planned evaluation in 2015 must investigate whether the use of positive evaluation has led to the desired changes. 

The sub-targets are expressed in terms of rises in the percentage of persons meeting the recommendations of the active food triangle, and a fall in the percentage of those leading a sedentary lifestyle. The sub-targets for balanced nutrition similarly strive to achieve a rise (in the case of water, vegetables, fruit and milk products) or a fall (in the residual category) of mean intake. A rise will be aimed for in the percentage of mothers who breastfeed, while the percentage of persons with a healthy body weight must be maintained and at least not go down. The health targets have been formulated at the level of experts and intermediaries. They will need to be translated into accurate and fluent messages for communication to a wider public. The same applies to the messages relating to the aim of achieving a healthy weight.

Decision making process of the Action Plan

Input to the action plan has come from the Nutrition Action Plan 2004. This plan, containing recommendations from the VIG expert group on nutrition, was drawn up and submitted at the time of the arrival of the new Flemish government in 2004 and was updated by five sub-working groups. The results from the different working groups were bundled into a single "action plan initiation" document. This identified the crucial factors to be included in the health target and associated action plan. This document was subsequently presented to the panel of experts and scientific bodies making up the Flemish working group. They were asked for their views about the initiation of the action plan in three rounds of Delphi consultation. That eventually led to the formulation of the health target and a draft text for the action plan. This draft text was submitted in its turn to stakeholders and experts in the field. Organisations and umbrella bodies were given an opportunity to respond to the proposals via a written survey. Finally, a series of six public hearings were set up to allow field-workers to exchange opinions, experiences and concerns about the draft action plan in discussion groups. Participants were given the opportunity to propose supplementary actions. They also identified the actions in the plan that they saw as priorities. Running parallel to these events, a policy consultation was initiated between the various government departments, with a view to collaboration in implementing the action plan on diet and physical activity. This fits in with the so-called “health in all policies” approach, which is seen as crucial in achieving good results in improving health.

The work of the experts and professional field-workers resulted in an action plan including 190 proposals for actions currently required to encourage physical activity and a more balanced diet. Perhaps the best option would therefore be the full implementation of these proposals. However this is not possible within the proposed period, 2008-2015. It will be necessary to identify priorities, and in such a way that visible improvements will have been achieved by 2015. With this objective in mind, a set of five principles and values were introduced which will provide a guideline when setting down the priorities. These include: (1) equality, (2) feasibility, (3) quality, effectiveness and efficiency, (4) empowerment and (5) respect. Assessment of the feasibility of the 192 proposals led to a substantial reduction, based on the prioritisation forms completed by the panel of field experts during the public hearings. This reduced the number of actions by more than half (from 192 to 81). Based on the other guiding principles and values, the reports from the public hearings and the responses to the written survey, and taking into account the preconditions for an integrated approach, the 81 priority actions were clustered to produce 12 priorities. These priorities indicate which clusters of actions are most urgently required in order to achieve the desired changes in behaviour, environment and health. On 3 July the list of priorities was submitted to the Flemish minister of public health together with the vision statement, the new health target and the action plan. In this phase the final policy decisions are made, ready for presentation to the expert panel, the stakeholders and the field. This took place at the health conference on 23 October 2008.

Action plan on the use of tobacco, alcohol and drugs 2009-2015

In the integrated approach used, distinctions between 3 working levels are made: 

The Flemish level

This is an approach based on the environment, in which adapting the environment makes the healthy choice the easiest.

· Policy: an overall action plan for Flanders for tobacco, alcohol and drugs with specific emphases groups the various measures and strategies that should be taken at the various competence and working levels in order to be able to conduct an integrated and effective policy.

· Financing: developing and financing of a properly structured provision in terms of prevention and help: the provision and the training and education can be elaborated partly on a community basis, but also partly on a product-specific basis. What is needed is a facet policy in which different policy areas and sectors are involved (incentives, training and education).

· Information campaigns: informing and making people aware in order to create a social basis for legislative initiatives and to stimulate the setting of standards through regularly recurring campaigns (product-specific).

As long as the current distribution of powers in the area of health remains in force, an effective Flemish policy must be strengthened at the federal level:

· Legislation: 

· Tobacco: price increase; ban on advertising, health warnings on tobacco products, ban on smoking in public places, etc.

· Alcohol: taxation on alcohol products (price increase), controls on advertising and promotion, statutory age limits (availability), limit on driving under the influence, etc.

· Illegal drugs: clear legislation based on health and welfare.

· Checks: as well as legislation, checks on use must be elaborated in detail and the policy has to be monitored, evaluated and directed (partly product-specific, partly community).

Local level

Here too it is about an approach directed at the immediate environment where adapting the local environment makes the healthy choice the easiest.

· Local rules and regulations

· Developing a local policy plan for tobacco, alcohol and drugs in municipalities: from a common denominator, but with specific emphases

· Local use of and support for existing legislation

· Local rules and regulations (e.g. licensing policy)

· Support on the part of the community

· Involving local NGOs and the local community to create support in the community for the local policy (actions to make people aware and providing information to general target groups)

· Local campaigns to make specific target groups/settings aware

· Support for local authorities in connection with methods by LOGOs

· Interventions in the immediate environment

· Policy-based approach at the organisational level in various sectors (schools, employment, youth work, the welfare sector, the health sector, free time, etc.). Community framework method, along with product-specific interventions

· Coordination between sectors at the local level

· Approach aimed at specific target groups (e.g. people in poverty, detainees) or at the integrated inhabitants of a neighbourhood or town (the territorial approach). The actions include both educative measures and also changes in the physical environment or the policy.

· Local provision of early intervention initiatives

· Regional and local provision of social work

· Regional provision of harm reduction initiatives

Individual level

The individual level always starts on the basis of the individual in his/her social environment. The aim is to promote people’s emancipation and autonomy by offering the correct information, working on attitude forming and teaching personal and social skills. This approach also includes early intervention and treatment.

· Education on tobacco, alcohol and illegal drugs: starting from a general basis for health promotion, specific prevention initiatives are needed for tobacco, alcohol and illegal drugs, depending on the characteristics and needs of the target groups (these have to be tailored). These initiatives can be aimed at 3 levels:

· Group approach (e.g. in classes, clubs, associations)

· A district approach (e.g. community action)

· A setting approach (e.g. in education, companies, the sport sector, free time, etc.)

· These initiatives must be built in structurally and be part of a policy-based approach to tackling substance abuse on an organisational level

· Intervention: community framework method, along with product-specific intervention.
· Early intervention: first-line screening of potential risk groups (selective or indicated); encouraging motivation; short-term interventions and support

· Relapse prevention: first-line support, through self-help, etc.

· Treatment: (only applicable to alcohol)

· A diverse range of help for treating (problematic) users (ambulant/residential)

· Care provided (from the welfare sector - care versus cure)

· Harm reduction strategy: prevention of other illnesses and health risks by reaching problematic users via substitution, care provision (Bed, Bath, Bread), early warning…

Carrying out an integrated policy-based approach in Flanders is a challenge, partly because at present Flanders does not have the powers to take all the measures that are necessary. There has to be cooperation between the Flemish and the federal government. Also, it has to be made clear that an integrated approach, namely one that takes into consideration various types of measures, assumes that sufficient financial resources will be invested, more than are being used at present.

· A 2007 report ‘Tobacco or Health in the European Union – Past, Present and Future’ by the Aspect Consortium  prepared for and funded by the European Commission recommends an investment of at least 3 euros per head for tobacco prevention. Their studies show that only a few European countries spend more than 1 euro per head on tobacco prevention. Belgium performs even less well with just 0.37 euro per head.

· No calculations are available for alcohol prevention.

In order for the actions under this plan to be carried out to optimum effect, there must be consultations and coordination with other authorities and powers, in particular at the federal level.

Commitments (including resources), recommendations & targets

Action plan on diet and physical activity 2008-2015
Primary target: The achievement of health benefits at population level by bringing about a rise in the number of people who are sufficiently physically active, who eat a balanced diet and who seek to maintain a healthy body weight.
Sub-targets:
	1. That by 2015 the percentage of people who are sufficiently physically active to achieve health benefits will rise by 10 percentage points.
.

	Young people

age 12-14 


	Boys
	That by 2015 the percentage of boys from this age group meeting the recommendation for adequate physical activity will rise from 74 to 84%.

	
	Girls 
	That by 2015 the percentage of girls from this age group meeting the recommendation for adequate physical activity will rise from 47 to 57%.

	Young people

age 15-18 

	Boys
	That by 2015 the percentage of boys from this age group meeting the recommendation for adequate physical activity will rise from 67 to 77%.

	
	Girls
	That by 2015 the percentage of girls from this age group meeting the recommendation for adequate physical activity will rise from 42 to 52%.

	Adults

age 19-59 


	Men
	That by 2015 the percentage of men from this age group meeting the recommendation for adequate physical activity will rise from 49 to 59%.

	
	Women
	That by 2015 the percentage of women from this age group meeting the recommendation for adequate physical activity will rise from 29 to 39%.

	Senior citizens

60+ 


	Men
	That by 2015 the percentage of men from this age group meeting the recommendation for adequate physical activity will rise from 17 to 27%.

	
	Women
	That by 2015 the percentage of women from this age group meeting the recommendation for adequate physical activity will rise from 11 to 21%.


	2. That by 2015, the percentage of persons living a sedentary lifestyle will fall by 10 percentage points.

	Young people

age 12-14 


	Boys
	That by 2015, the percentage of boys from this age group living a sedentary lifestyle will fall from 5% to 2%.

	
	Girls 
	That by 2015, the percentage of girls from this age group living a sedentary lifestyle will fall from 11% to 2%.

	Young people

age 15-18 

	Boys
	That by 2015, the percentage of boys from this age group living a sedentary lifestyle will fall from 8% to 2%.

	
	Girls 
	That by 2015, the percentage of girls from this age group living a sedentary lifestyle will fall from 16% to 6%.

	Adults

age 19-59 


	Men


	That by 2015, the percentage of men from this 

age group living a sedentary lifestyle will fall from 11% to 2%.

	
	Women
	That by 2015, the percentage of women from this age group living a sedentary lifestyle will fall from 22% to 12%.

	Senior citizens

60+ 


	Men
	That by 2015, the percentage of women from this age group living a sedentary lifestyle will fall from 44% to 34%.

	
	Women
	That by 2015, the percentage of women from this age group living a sedentary lifestyle will fall from 45% to 35%.


	3. That by 2015 the percentage of mothers 
 starting breastfeeding (measured on day 6) will rise from 64 to 74%. 


	4. That by 2015, more people will have 
 a balanced diet in accordance with the recommendations of the active food triangle. 

	Water
	That by 2015, the percentage of persons meeting the recommendation for water intake will rise from 22 to 32%.

That by 2015, the mean intake of water will rise by 10%. 

(from 669 to 736 ml/day). 

	Vegetables
	That by 2015, the percentage of persons meeting the recom​mendation for consumption of vegetables will rise from 1% to 11%.

That by 2015, the average consumption of vegetables will rise by 10%.

(from 147 to 162 g/day).

	Fruit
	That by 2015, the percentage of persons meeting the recommendation for fruit will rise from 5% to 15%.

That by 2015 the average consumption of fruit will rise by 10%

(from 113 to 124 g/day).

	Milk products and calcium-enriched soy products
	That by 2015 the percentage of persons meeting the recommendation for milk products and calcium-enriched soy products will rise 

from 4% to 14%.

That by 2015, the average consumption of milk products and calcium-enriched soy products will raise by 10% (from 165 to 182 g/day).

	Residual category
	That by 2015, the percentage of persons meeting the recommendation for the residual category will rise from 5% to 15%.

That by 2015, the average consumption of foods from the residual category will fall by 10% (from 703 kcal to 633 kcal/day).


	5. That by 2015 the percentage of persons 
 of healthy weight will be held steady, as a minimum.

	Adults

age 19-59
	Men
	52.7% 

	
	Women
	66.5% 

	
	Total
	59.6%

	Senior citizens

( 60 
	Men
	38.0%

	
	Women
	43.5%

	
	Total
	40.9%


Brief explanation of each sub-target (recommendations)

Sufficiently physically active to achieve health benefits: For senior citizens and adults this means at least one half hour of exercise with moderate physical effort daily, or at least 20 minutes of intense aerobic physical exercise on 3 days in a week. For children and young people the figure is a minimum of one hour per day. Expressed in terms of PAL (Physical Activity Level) this means a mean value over a day exceeding 1.75. At present only 39% of the Flemish population between 15 and 59 meet this recommendation. Young people and boys in particular, are clearly more active. For senior citizens this figure falls to 18% in men and 11% in women. 

Inactivity or sedentary behaviour: Inactivity in adults equates to a mean PAL less than or equal to 1.55. In young people, sedentary behaviour is defined as less than 1 hour of physical activity per week, excluding PE lessons. At present 17% of the Flemish population between 15 and 59 can be described as inactive or sedentary. For young people this figure is between 5 and 16%, rising to 44% for senior citizens. 

Breastfeeding: Breastfeeding is the ideal form of nutrition from birth onwards. At present only 64% of women (measured at day 6 following birth) provide breastfeeding (whether exclusively or not). 

Balanced diet in accordance with the recommendations of the active food triangle:
a. Water
The recommendation is for 1.5 litres to be drunk daily, of which at least 1 litre should be water. In total, only 22% of the Flemish population aged between 15 and 59 drink 1 litre of water per day. The average intake is 669 ml. 

b. Vegetables
Only 1% of the Flemish population between 15 and 59 eat 300 grams of vegetables daily (not including vegetable soup and vegetable juice). Nearly 33% eat 200 grams of vegetables daily. Only 38% eat vegetables daily. Consumption of vegetables is a very important element in a balanced diet and is associated with many properties protecting against disease.

c. Fruit
Only 5% of the population eat around 2 pieces of fruit or 250 grams of fruit daily (not including fruit juices). Only 50% of the population eat fruit daily.

d. Milk products and calcium-enriched soy products
We consume around 450 ml of semi-skimmed milk products daily, equating to three 150 ml glasses or jars. Senior citizens and young people consume 1 glass in addition to this. Up to age 4, whole milk products are chosen. In total only 4% of the adult population meet the standard. Sufficient cheese is eaten and this is therefore not included in this target. Even low fat cheese is a significant source of saturated fat and it is therefore important that cheese consumption should not rise. 

e. Residual category
On average, the Flemish population consume 703 kcal from the residual category. The residual category includes products like alcoholic drink, sugary drinks, cakes, pastry, sweets etc. The recommendation is that only moderate quantities of products from the residual category should be consumed (maximum 250 kcal). Only 5% of the Flemish population manage to keep within the limits for the residual category.

Healthy weight: A healthy weight for adults between 19 and 59 can be equated with a BMI between 18.5 and 24.9. Only 60% of the adult population meet this standard. As well as BMI, the waist measurement is a good dimension for use in determining the risk of disease. Only 40% of adults have a healthy waist measurement. The Flemish growth curves have been used to assess the weight of children. 

Financial resources will be communicated after December the 15th.

Action plan on the use of tobacco, alcohol and drugs 2009-2015

Targets:

Tobacco: 

· For people aged 15 and under, the percentage of smokers should be no higher than 11%. (2004 – 2005: 14,2%)
· For people aged 16 and over, the percentage of smokers should be no higher than 20% (2004: 27.1%)
Alcohol
· For people aged 15 and under the percentage of people drinking more than once a month should be no higher than  14%. (2004 – 2005: 26,6%)
· For those in the 16-25 age category, the percentage of young people drinking 6 glasses on one day at least once a week should be no higher than 13%. (2004: 17,3%)
· For males aged 16 and over  the percentage of people drinking more than 21 units a week should be no higher than 10%. (2004: 13%)
· For females aged 16 and over the percentage of people drinking more than 14 units a week should be no higher than 4%.(2004: 5,5%)
	0verview investments in prevention of tobacco use, alcohol and drugs 2005 - 2008
	
	
	
	

	
	
	
	
	
	

	 
	2005
	2006
	2007
	2008
	

	Structural subsidies
	 
	 
	 
	 
	

	Convenant VAD
	2023787
	2059125
	2087981
	2129269
	

	Convenanten Spuitenruil
	309352
	346944
	377158
	384613
	

	Extra materiaal spuitenruil
	29500
	0
	100000
	0
	

	Convenant VIG
	286860
	291870
	295960
	301812
	

	Convenanten Logo's
	588932
	597766
	606733
	615835
	

	Alcohol-en drugpreventiewerkers CGG
	840000
	840000
	840000
	840000
	

	Convenant Domus Medica
	32343
	32907
	33368
	34028
	

	Vlaamse Liga tegen Kanker
	87830
	89035
	90282
	90333
	

	Cel Gezondheidsbeleid Drugs
	42784
	43780
	44596
	45722
	

	A-voorzieningen
	20658
	20658
	20658
	20658
	

	Onderzoek ESPAD (VUB)
	0
	0
	170000
	0
	

	totaal terugkerende subsidies
	4262046
	4322085
	4666736
	4462270
	

	 
	 
	 
	 
	 
	

	Subsidies actieplan TAD
	 
	 
	 
	 
	

	Project rookstop PSC Open Huis
	0
	0
	0
	43500
	

	Project rookstop WCG De Vlier
	0
	0
	0
	30000
	

	Project 24u niet roken VIG
	0
	0
	0
	139700
	

	Project Life Skills De Sleutel
	0
	0
	0
	140000
	

	Project Rookvrije school VIG
	0
	0
	0
	141875
	

	Project vroeginterventie alcohol UA
	0
	0
	0
	27600
	

	Project ECAT VAD
	0
	0
	0
	144000
	

	Project alcohol in bedrijven Securex
	0
	0
	0
	139638
	

	Project a&d beleid sociale economie
	0
	0
	0
	55072
	

	 
	 
	 
	 
	 
	

	uitbreiding A&D preventiewerkers CGG 2007
	0
	0
	83333
	250000
	

	 
	 
	 
	 
	 
	

	regionale regisseurs rookstop (Logo, prov, s&g)
	0
	0
	0
	400000
	

	project vroeginterventie apothekers
	0
	0
	0
	120000
	

	project preventie etnisch-culturele minderheden
	0
	0
	0
	70000
	

	total subsidy actionplan
	0
	0
	83333
	1701385
	

	 
	 
	 
	 
	 
	

	Subsidies tobacco, alcohol and drugs
	4262046
	4322085
	4750069
	6163655
	

	
	
	
	
	
	


These annual subsidies to different initiatives will be maintained in 2009 – 2015 + financial resources foreseen in the action plan 2009 – 2015.

Action plan 2009 - 2015

· The amounts given are always indicative amounts that show how much the extra investment will be for the policy objective in question. We assume that the current investments
 will remain in place.

· The amounts show how much the extra investment will be, when the measures are up and running. For the whole package the financial commitment by the Flemish Community is 2,250,000 euros per year. For this increase in the investments a growth path has to be traced out between 2010 and 2015. If the increase is spread out on a linear basis over six years, this means an annual, cumulative increase in the budget of 375,000 euros. The contribution from the local and provincial authorities is to be determined in discussions.

Detailed action plan – identification of population groups, settings for action

Action plan on diet and physical activity 2008-2015

Strategy 1:
Adequate physical activity and a more balanced diet in the local community.

This strategy includes actions undertaken in the local community, neighbourhood, local authority or city to promote a balanced diet and adequate physical activity among all inhabitants. There is still only limited attention paid to actions in the immediate living environment of the Flemish citizens. Nevertheless a significant element of our dietary and physical activity habits is played out in that context, at home, in leisure time, in our neighbourhood or local authority area. A community-based approach is primarily indicated for projects where many stakeholders have an impact on the behaviour of people or their environment, and where the participation of the target group is desirable. In this action plan the involvement of socio-cultural organisations, sports associations, the catering industry and distribution sectors in the local community will be sought. The promotion of health in the local community will only be sustainable if the various players collaborate and/or send out the same message. The body making local authority therefore appears to be the most appropriate partner. It is they who have the opportunity to approach the available options in other policy areas from a health perspective. Particular emphasis will also be paid within the local community to reaching out to social risk groups and senior citizens via a tailored approach. The actions included in this strategy are clustered within 2 priorities:

PRIORITY 1:
To deliver appropriate resources to local policymakers AND organisations working with low-opportunity and/or ethnic-cultural minorities, in order to encourage adequate physical activity and balanced diet among social risk groups.

PRIORITY 2:
Support of local policymakers in drawing up and implementing local policies relating to adequate physical activity and balanced diet, within the context of local social policy, and with the collaboration of the public.
Strategy 2:
Adequate physical activity and a more balanced diet among children and young people from birth to age 18.

This strategy includes actions intended to increase the number of women starting breastfeeding. Breastfeeding is the most natural manner to feed a newborn baby. Among other benefits, breastfeeding offers long-term protection against obesity. Six out of ten newborns currently receive actual breastfeeding on their sixth day of life. It appears that most parents have already made their decision about early feeding before pregnancy. It is therefore important that women and their partners already have information about the importance of breastfeeding at that time. 

PRIORITY 3
To make breastfeeding the norm.

Obesity in the Flanders region is on the increase as early as in childhood. Monitoring of good dietary habits and proper physical activity among children is therefore very important. In the immediate social environment, parents, the family, childcare providers and leisure organisations have a significant influence on the development of a healthy lifestyle. In this strategy, additional emphasis will be placed on the role that these persons and organisations can play in promoting a balanced diet and physical activity among children.

PRIORITY 4 
Support of parents, families and agencies providing educational support in order to encourage children and young people to learn to eat a more balanced diet and to take more physical activity.

PRIORITY 5 
To offer and facilitate opportunities for a healthy diet and adequate physical activity in childcare facilities.

Strategy 3: 
Adequate physical activity and a more balanced diet at school

Patterns of nutrition among children, young people and young adults can be called problematic, particularly where drinks, snacks and the consumption of vegetables and fruit are concerned. The same applies to the amount of physical activity taken by pupils and students. A change in habits relating to diet and physical activity is crucial in preventing obesity at later stages in life. Clearly school forms a significant element in the living environment for this target group. Their impact on the behaviour of pupils and students must not be underestimated.

PRIORITY 6
To reinforce the organisational framework and the support structure at the level above that of individual schools in order to support schools (primary and secondary education) in discharging their duty to educate students to eat more healthily and take more physical activity.

Strategy 4:
Adequate physical activity and a more balanced diet among the working population

The promotion of a balanced diet and adequate physical activity in the workplace involves every effort by employers, employees and society generally to improve the lifestyles of working people. Full-time workers eat between a third and half of their daily diet at work. However, the workplace often does not offer the opportunity to maintain a healthy lifestyle. This is particularly the case for night-workers. 

PRIORITY 7 
Creating a body of support among companies and their social partners, especially in small to medium enterprises, in order to develop a policy on diet and physical activity. The priority sectors are the food industry, chemicals, metals, transport, government agencies, schools and the socio-cultural sector.

PRIORITY 8 
To provide and facilitate opportunities for a healthy diet and physical activity in the workplace.

Strategy 5:
Improved provision of support to care providers

GPs, dieticians, physical activity specialists, nurses and community nurses, dentists, pharmacists, gynaecologists, paediatricians and other care providers are inevitably confronted with questions of all kinds relating to nutrition and physical activity as part of their practice. They have an important role to play in drawing the attention of patients to the significance of a balanced diet and adequate physical activity. In Belgium, care providers are not only the most significant source of information relating to a balanced diet, but they are also the most reliable. In order to be able to provide sound information and refer people on, care providers must have the correct knowledge and make use of practical tools when giving advice. 

PRIORITY 9
The provision of resources for care providers so that patients or clients receive sound information on the topics of nutrition and physical activity, problems are identified early and referred on correctly where appropriate.

Strategy 6:
To promote adequate physical activity and a more balanced diet via information and communication

This strategy indicates the best way of communicating the themes of this action plan. Everyone needs clear and unambiguous information, provided in a positive and attractive manner. 

PRIORITY 10 
The organisation of an extended, easily identifiable mass media campaign, in support of the action plan on diet and physical activity, aimed at all target groups and carried out by local players.

This strategy will also emphasise the manner in which other players communicate about a balanced diet and adequate physical activity. In the first instance efforts will be made to involve the media sector, the food industry, distribution and agriculture. 

PRIORITY 11 
To influence what people think about healthy diet and physical activity.

PRIORITY 12 
To involve the food sector in the implementation of the action plan.

Action plan on the use of tobacco, alcohol and drugs 2009-2015

SCHOOL

As part of its social role and the curriculum, education has a clear responsibility in the area of health promotion. On the other hand, schools are also an important link in the care chain. For example, the education sector has opportunities for early detection and intervention, and thus for directing children, young people and young adults to support.

WORKPLACE
The work setting is an environment where there is a great deal of social control, social influence and social support. Moreover, in the workplace it is possible to offer integrated interventions at the level of the individual, the environment and the organisation.

FREE TIME

Recreational activities available for people’s free time have to a greater or lesser extent an intrinsic preventive value (useful use of time), but can equally incite the use and abuse of tobacco, alcohol and illegal drugs. 

YOUNG PEOPLE WITH A HIGH RISK PROFILE IN SPECIAL YOUTH CARE FACILITIES AND THE FLEMISH AGENCY FOR PEOPLE WITH A handicap
In these sectors there is a whole range of very different facilities (ambulant, semi-residential and residential), with different target groups (minors, extended minors and young people who are of age) and different problems (people with limited abilities, a mental handicap, a problematic upbringing, etc.)

PRISONS

In view of the great need, a policy-based approach in prisons is just as necessary as in other sectors. The structural problems that prisons have to deal with make the challenge that much greater.

Studies show that tobacco use in prisons is considerably greater than tobacco use in society. Poor mental health, high nicotine dependence and the lack of support to stop smoking are factors that contribute to this.

LOCAL COMMUNITIES

The local policy (the municipality and the OCMW (the public centre for social welfare)) is to give the designated body, in partnership with its local network, in an integrated health policy based on data, needs and the available ways of working, a place in tobacco, alcohol and drug prevention and to link this with other health issues and related areas of policy (local social policy, target group policy, etc.). 

Towns and municipalities need to be made aware of the problems to get in touch with people in poverty and ethnic minorities due to a lack of projects in local communities.

WELFARE AND HEALTH WORKERS

Tobacco, alcohol and drug problems can surface in different ways and at different times. The welfare and health sector is often the first to come into contact with an emerging (or advanced) problem of usage and/or health problems. Early and short interventions by first-line services have proved to be effective. Finally, we must not forget that welfare and health organisations are also workplaces, with employees who can have problems with tobacco, alcohol or drugs. The organisations must conduct an integrated policy internally as well. Specific for these sectors is that the social example function of the organisation and its employees regarding the use of these substances must also be taken into account. The same applies for professionals in the welfare and health sector who work by the rules of independent workers or on a freelance basis. In this strategy we make a distinction between various clusters:

1. doctors, dentists, pharmacists Dentists must be urged to encourage their patients to stop smoking. Minimum interventions lasting for a short period of time prove to be a particularly cost-effective and well-documented intervention strategy for the three groups of professionals.

2. welfare workers

3. home care
4. social work concerned primarily with homeless young people 

5. categories of help 

People with a tobacco dependence can contact specialists who help people to stop smoking for specialised advice and individual support.

FAMILIES

. The following groups need support:

· Parents, in general, but in particular also parents of children with an alcohol or drug problem and (vice versa) parents with an alcohol or drug problem who have young children.
· Pregnant women and the home environment of young children.

· Children of parents with an alcohol or drug problem.

TARGET GROUPS FOR HELP

Problematic alcohol and drug users and former users are important target groups and have specific needs. It is important that the facilities have the expertise that is needed so that adequate help can be provided. Social integration is a method that in a preventive policy can be developed and carried out by the communities.

Policy objectives for action

These policy objectives will be approved by the Flemish government at the beginning of 2009. The Flemish working group on tobacco, alcohol and drugs has reviewed the model of an integral, policy-based approach with the actors who work within the various sectors and target groups. Help with the review was provided by a consultant from the UA
. Many elements are already in place, but at the same time there is still a long list of needs, both in the area of developing the method and also at the implementation level. Based on the work carried out by the Flemish working group, the following policy objectives have been formulated. The policy objectives can be divided into two categories:

Structural policy objectives that set out what basic conditions have to be satisfied in order to implement an integral policy in Flanders:

· Demarcation of tasks and responsibilities for Flemish actors

· Optimum and efficient use of capacity for implementation on the ground

· Investing in registering, monitoring and impact evaluation

Strategic policy objectives that set out what has to be done if the structural conditions are satisfied:

· Improving the impact of the existing preventive actions

· Integrating the methods used in respect of tobacco, alcohol and drugs, where possible

· Extending support for stopping smoking and early intervention for alcohol and drug problems

· Systematic attention to specific target groups (people in poverty, ethnic cultural minorities, detainees) and gender differences

The policy objectives are elaborated in further detail below. Within the structural policy objectives it is set out who has the policy responsibility for initiating these actions. An estimate is also made of the consequences for the budget. The following must be borne in mind:

· The amounts given are always indicative amounts that show how much the extra investment will be for the policy objective in question. We assume that the current investments
 will remain in place.

· The amounts show how much the extra investment will be, when the measures are up and running. For the whole package the financial commitment by the Flemish Community is 2,250,000 euros per year. For this increase in the investments a growth path has to be traced out between 2010 and 2015. If the increase is spread out on a linear basis over six years, this means an annual, cumulative increase in the budget of 375,000 euros. The contribution from the local and provincial authorities is to be determined in discussions.

There is no point working on the strategic policy objectives without making additional investment in the structural policy objectives. These structural policy objectives must be seen as necessary conditions. The greatest cost is produced by the increasing of capacity (policy objective two). Once the structural policy objectives have been provided for, a great budgetary input will no longer be needed in order to work on the strategic policy objectives. For the most part the additional costs can be absorbed within the existing financing of the organisations. These reasons also apply to the temporary local and regional implementation projects that expire in 2009. After the project has ended, methods that have been shown to be possible in practice must be integrated in the fixed structures, and implemented throughout the whole of Flanders. It is not the intention to finance these local and regional activities for a longer time with project funds.

Programme development & implementation

The action plan will be approved by the government in the beginning of 2009.

Action plan on diet and physical activity 2008-2015

Basic Requirements for the action plan to be implemented: The action plan for the health target on diet and physical activity sets down the major strategies and concrete interventions to be undertaken by the Flemish government in order to achieve the desired changes by 2015. One fundamental requirement for the realisation of the action plan and thereby the new health targets, is the commitment of the Flemish government agencies in taking up their role of creating the necessary conditions. This role consists in creating, along with all interested parties, an environment which will positively encourage individuals, families and communities to consistently opt for balanced diet and an active lifestyle. The proper implementation of this plan will however exceed the powers of the Flanders region. The government's role of creating the necessary conditions will therefore include calling for any required changes or new measures at the federal or European agencies. 
Basic requirements at the Flemish level: Implementation of the action plan at the Flemish level will call for coordination of preventive health policies at the Flemish, regional and local levels and the allocation of tasks to partner organisations, field organisations, local health networks and care providers, with a clear allocation of roles and adequate structural financing. 
· This action plan will only result in real change if there is sufficient investment in the projects to be realised in line with the health target, projects which meet the criteria of sustainability, intersectoral collaboration and integration in the existing structures. Of all the basic requirements this is the most crucial.

· An integrated approach entails a health in all policies approach: employment, education, home affairs (local and city authorities) youth, sport, culture, land-use planning, traffic, media etc, all have to be fully involved and taking up their responsibilities, with the aim of affecting the total environment.

· Expertise in relation to health-related physical activity to be allocated or added to the brief for the partner organisation.

· The promotion of research in connection with balanced diet and physical activity in order to provide continual support for policymakers in their selection of policy measures, and to support the organisations in developing preventive actions:
· Monitoring of dietary behaviour, physical condition, physical activity (via self-reporting and objective measurements), indicators of physical and mental health, their determinants and interdependencies (individual and environmentally-related) among the Flemish population.

· Carry out studies on the effectiveness and efficiency of interventions aiming to encourage healthy behaviour in relation to nutrition and exercise among a range of age groups and in a variety of settings. 

· Research into the provision and quality of food together with policies relating to nutrition and exercise in care facilities for young children.

· Continuation of the triennial indicator survey on  the diet and physical activity policy in schools and companies, carried out on behalf of the Flemish government by VIG and local health networks, as well as expansion of the survey to include local health policy. 

· Investigation of which target groups have the largest health deficit and what specific lifestyle elements (and their determinants) lay at the root of this. 

· Attention in any subsequent food consumption or health survey to persons in poverty and migrant groups, so that relevant data will also be available for these groups. 

· Encouragement of a survey of needs among senior citizens.

· Initiation of collaboration between players from the health sector and the creation of linkages between primary and secondary prevention, by means of a focus on referrals, structured liaison etc. 

· A clear allocation of roles between the CLB (student support centres), educational support staff, educational umbrella organisations and health partners regarding support for schools. 

· Clear allocation of roles between schools, the CLB, sources of assistance and other partners in connection with the identification, support and referral of young people with an unbalanced lifestyle. 

· Data collected by the organisation Kind & Gezin (Child and Family) , the CLB and GPs to be mutually exchanged, with protection/respect for privacy and with an eye to the continuing monitoring of children.

· Consultation with federal government 

· Establishment of a professional profile for physical activity specialists, linked to recognition of this profession.

· Discussions of remuneration for preventative consultations provided by e.g. dieticians and physical activity specialists. 

· Harmonisation of messages put out by the various government agencies. All must endorse the same positive message in order to avoid confusion among the population due to concurrent campaigns, for example in the context of the implementation of this action plan and the National Nutrition and Health Plan.

· Making performance-related remuneration for diet and physical activity  consultants a subject of discussion at the federal level.

· A recommendation that compensation schemes for employees using cycles should be included in the collective labour agreements for all socio-economic sectors.

· The incorporation of prevention in the electronic medical dossier (EMD) and the drafting of the necessary letters of referral.

· The inclusion of nutrition and physical activity in the treatment pathways for diseases in which these topics can play a role.

· Improved conditions for breastfeeding mothers.

Basic requirements at other policy levels (Federal level)
· Regular updating of the national nutritional recommendations drawn up by the Health Council 

· Supervision of the operation of the self-regulatory advertising code of the food industry. 

European level

Flemish members of the European Parliament will be asked to closely monitor developments around labelling of foodstuffs, in order to call for measures relating to:

· the avoidance of advertising relating to unbalanced nutrition directed at children during TV programmes for children and young people. An approach based on self-regulation is proposed here, linked to an evaluation and follow-up exercise.

· modification of the labelling of certain specific food products, in the interest of the health of young children.

Priorities of the action plan - implementation

From the many proposals made by specialists and experts in the field, 12 priorities have been developed based on the principles established previously. They identify those clusters of actions seen as most urgent in order to achieve the desired changes in behaviour, in the environment and in health. Priority 1 refers to the additional efforts which are needed to achieve health effects in social risk groups. These will be given top priority. The remaining 11 priority topics reflect the structure of the six strategies included in the action plan and are seen as equivalent in value. The list of examples of actions is not exhaustive.
Strategy 1:
Adequate physical activity and a more balanced diet in the local community.

Priority 1:
The provision of suitable resources for local policymakers and organisations working with low-opportunity groups and/or ethnic cultural minorities, in order to encourage adequate physical activity and a balanced diet among social risk groups by means of:

· A practical guide which will inform food banks, the so-called "social grocers", food distribution centres and social restaurants 
 about offering and promoting balanced food choices.

· A training package for social workers to add topics on balanced diet and adequate physical activity to their training courses on helping clients with their budgeting. 

This may be expanded into a short course covering, for example, economical cookery, healthy cooking for children, shopping exercises, exercise opportunities in the area, exercise in daily life and relaxation. Participants in all sessions will be entitled to a "leisure day" payment or some other form of remuneration. Plenty of attention will be paid to social contacts.

· Encouragement of collaborations between trades people, companies and manufacturers in deprived areas on the one hand and local policymakers and organisations working with low-opportunity groups on the other hand, in order to increase the provision of balanced nutrition in such areas. 

This will include the development of a suggestions booklet for local authorities offering examples of good practice in providing healthy nutrition in low-opportunity groups. Examples include farmers markets in the city, bus transport to the shops, social grocers etc.

· Incentives for local authorities offering cheap and accessible physical activity facilities for low-opportunity groups. 

As before, this will include the development of a suggestions booklet, this time relating to the promotion of physical activity for low-opportunity groups. Examples might include modified pricing policies, an emphasis on group activities, or the marking out of pedestrian routes for 2000-step walks, 5000-step walks etc.

The Flemish government will encourage and reward good practice in the local authorities. 

Priority 2: Support to local policymakers in the development and implementation of a local policy for adequate physical activity and a balanced diet, in the context of local social policy and with the collaboration of groups in society, via:

· An interactive website, similar for example to "Hartelijke buurt" (Happy neighbourhood), which gives local policymakers an opportunity to flesh out the local policy plan with actions relating to a healthy and balanced diet. The relevant actions will be tailored to the specific local authority or area, taking account of the presence of specific target groups (such as senior citizens, social risk groups and families) and will be based on the participation of local partners (such as socio-cultural organisations, youth and sports associations).

For the general population: 

· A wider distribution of actions promoting adequate physical activity and balanced diet in the area or municipality, for example 5,000 or 10,000-step pedestrian routes, "start-to-run" actions, shopping exercises etc.

· Campaigns and information sessions involving local cafes and restaurants, distribution, cinemas and amusement parks, in order to raise their awareness of offering healthy options and moderate-sized portions.

· A practical guide for use by social services departments, caterers, community centres, senior citizens organisations, day centres and respite and care homes, providing instruction on modifying meals offered in such centres and at home that meet the recommendations of the active food triangle. 

· Measures to encourage the facilitation of active transportation by local policymakers: safe cycle and pedestrian routes, adequate road crossings, cycle parking facilities, safe playgrounds, adequate street-lighting, traffic calming measures...

One useful aid is the adaptation of the Dutch "Quickscan" tool to the Flemish situation. Quickscan is a tool used for screening health effects from different policy domains (e.g. provision of sport and infrastructure, tourism, transport, leisure time) and promotes multi-faceted local policy.

The Flemish government may award an annual prize to local authorities who attain a high score against these indicators, or who have made notable efforts in this respect.

For senior citizens:

· Community projects where the various associations for senior citizens unite to get more senior citizens involved in exercise, such as BOEBS (working on fall prevention for older people) or the CIB, a Dutch project encouraging groups to adopt a more active lifestyle. 

· Educational programmes encouraging physical activity among senior citizens, like the Dutch GALM scheme, a motivation programme that personally approaches senior citizens from 55 to 65 years and the "In Balance" fall prevention project.

· Practical tools for use by senior citizens organisations, community centres, day centres, social services centres and respite and care homes, showing how to promote physical activity among older people.

For socio-cultural organisations and sports associations:

· Practical tips and guidelines to encourage leisure organisations to expand their offer of balanced nutrition and adequate physical activity. For example by including exercise breaks, cycle pooling for activities, healthy parties, ...

Strategy 2:
Adequate physical activity and a more balanced diet in the living environment of children and young people (0 to 18)

PRIORITY 3
To make breastfeeding the norm

· by means of information and advice about breastfeeding for parents and future parents and those around them by means of written and verbal communication, in order to encourage positive conceptualisation in relation to breastfeeding.

· Awareness-raising projects in relation to breastfeeding and intersectoral collaboration. For example between educational support networks, teachers, poverty organisations etc.

PRIORITY 4 
Support for parents, families and educational support agencies in educating children and young people about a more balanced diet and adequate physical activity via:

· information, advice and guidance for parents and grandparents about a balanced diet and adequate physical activity

· Measures to encourage local policymakers to provide more play areas and green spaces (with an emphasis on safety), so that parents and grandparents are able to play with their children and grandchildren.

An evaluation of the locally available exercise and play areas and green space would be a good way to start. This may be included in the Flemish version of the Dutch Quickscan. Quickscan is a tool used for screening health effects from different policy domains (e.g. provision of sport and infrastructure, tourism, transport, leisure time) and promotes multi-faceted local policy. 

· An awareness-raising project for youth clubs and sports associations in relation to offering and promoting "healthy option" drinks and snacks.

· Practical tools for use by youth and sport umbrella organisations (Steunpunt Jeugd, the national secretaries of the major youth movements, youth organisations working with migrants and low-opportunity groups) in providing a balanced offer of activities around diet and physical activity, at camps etc., linked to a small budget. 

· Provision of training for organisations providing educational support, in order to increase the attention paid to a balanced diet and adequate physical activity in their daily work.

· The development, with and for parents, of adapted support materials and work methods for the various target groups (care facilities, associations, welfare services, organisations working with low-opportunity groups), and the local harmonisation of this provision with youth welfare and local family policy. Examples would include menu support and the multi-cultural active food triangle for toddlers.

PRIORITY 5 
Provision and facilitation of opportunities for healthy nutrition and adequate physical activity in childcare via:
· Awareness-raising projects for childcare providers in order to heighten the profile of a balanced diet and adequate physical activity in their health policies.
· Supporting materials for childcare providers to facilitate the provision of balanced menus (meals and drinks) and to work on healthy physical activity as part of play, for example brochures, practical tools, a website, training courses with an emphasis on examples of good practice.

Strategy 3: 
Adequate physical activity and a more balanced diet at school

PRIORITY 6
Reinforcement of the organisational and support structures at multi-school level in order to support schools (primary and secondary) in their task of teaching pupils about a balanced diet and adequate physical activity, via:

· policy instruments supporting the school in drawing up a school policy for nutrition and physical activity. Examples would include a "things to do book", checklists, a results measurement tool etc.

· More explicit integration in the curriculum of final attainment levels and development goals for dietary habits and physical activity as multi-disciplinary themes. The educational umbrella organisations should be actively encouraged in this area. 
· High-quality educational materials and school projects at every educational level, type and form, with attention paid to coordination across the different levels of education (via final attainment levels and development goals, teaching plans and personal study programmes).
· Standardisation of the existing lifestyle survey by the CLB (student support centres) and agreements on data management, data use and data communication. (
)

· A clear allocation of roles among the CLB, pedagogic support staff, educational umbrella organisations and health partners who will support schools in expanding their nutrition and physical activity policy. 

· A clear allocation of roles among schools, the CLB, support providers and other partners in relation to the identification, support and referral of young people with an unbalanced lifestyle.

· A call for the requirements for a health-promoting environment to be included in the planning when schools are to be built or renovated: 

· exercise-friendly environment, 

· green spaces, 

· high-quality play and sports infrastructure, 

· food safety infrastructure, 

· pleasant canteens, 

· adequate drinking facilities for water etc.

· Expansion in staffing of schools via subsidised hours and also of their operational resources, in order to support them in their development of high-quality facilities for nutrition and physical activity, for example

· for the purchase of basic equipment for play and sport like nets or climbing frames,

· the organisation of a high-quality provision of physical activity, 

· the expansion of a low-threshold daily provision of fruit, vegetables and water, for example through projects like Tutti Frutti,

· encouragement of active transportation and physical activity throughout the school day.

Strategy 4:
Adequate physical activity and a more balanced diet in the workplace

PRIORITY 7 
The creation of a body of support for the development of a policy on diet and physical activity in companies, in particular small and medium enterprises, and also among the social partners. The priority sectors are the food industry, chemicals, metals, transport, government agencies, schools and the socio-cultural sector.

· Mechanisms that provide companies and social partners with reasons (economic arguments, aging population, human capital, sustainable development) to invest in policies for diet and physical activity. Examples might include demonstrations of good practice and the development of indicators in relation with companies' nutrition and physical activity policies.

· The development of a week-long "Fit at Work" campaign. The objective is to raise awareness of the importance of a balanced diet and adequate physical activity in businesses. Supplementary project support will be offered to businesses expressing an interest in seeing how the themes from the campaign can be established in their own organisations.

· Research among Flemish companies into the effect of interventions relating to adequate physical activity and a balanced diet on business results in areas such as productivity, absenteeism, company image etc.

· Agreements relating to tasks, roles and collaborative agreements between partner and front-line organisations in the field of health promotion at work (research, development, implementation and evaluation).

· Introduction of legislation resulting in linking company health services and preventative health policy.

PRIORITY 8 
To provide and facilitate opportunities for a healthy diet and adequate physical activity in the workplace, by:

· Encouraging companies to expand their provision of a balanced diet (e.g. sufficient fruit, vegetables and low fat alternatives in the company restaurants, balanced stocking of snack dispensers) combined with promotions at the place of purchase (e.g. balanced alternatives offered at eye level or at the front of shelves, incentives).

· Guidelines for caterers covering balanced meals and snacks. 

· Encouraging businesses to provide opportunities for physical activity during and outside working hours, which are also low-threshold for sedentary employees:

· encouraging the use of stairs by means of posters and signage;

· make lunchtime strolls trendy;

· encourage use of local leisure facilities etc.

· Encourage businesses to provide showers and sufficient secure cycle storage.
Strategy 5:
Improved provision of support to care providers

PRIORITY 9 
Provision of resources to care providers so that patients and clients receive appropriate information on the themes of diet and physical activity, concerns are identified early and correctly referred on, by means of:

· Useful guidelines on prevention for care providers based on the practical nutrition and physical activity guide, adapted to the specific professional groups.

· Tools for measuring BMI and waist measurements, possibly integrated with existing software in use.

· Practical aids to allow home care providers to integrate balanced nutrition and adequate physical activity in their daily work.

· Training packages for care providers, teaching them to conduct brief motivational discussions on nutrition and physical activity.

· Ongoing training in collaboration with other disciplines and via existing structures, including training on dealing with low-opportunity groups.

· Agreements on the allocation of tasks between the various care providers.

Strategy 6:
Adequate physical activity and a more balanced diet via information and communication

PRIORITY 10 
The organisation of an extended, easily identifiable mass media campaign, in support of the action plan on nutrition and physical activity, aimed at all target groups and carried out by local players.

This campaign:

· Makes use of a mix of communications.

· Has been developed in consultation with health experts and target group organisations. 

· Is clearly recognisable by means of an attractive logo.

· Provides a clear point of contact. 

· Is supported by a high-quality website.

PRIORITY 11 
To influence what people think about healthy nutrition and physical activity, via:

· Collaboration with the Flemish broadcast channels and other media to have un-preachy health messages incorporated in existing programmes (infotainment) and by launching attractive, educative programmes about adequate physical activity and balanced nutrition.

· Provision of training for all media professionals regularly working with the themes of nutrition and physical activity.

· Civil society's own outlets.

PRIORITY 12 
To involve the food sector in the implementation of the action plan

· Obtaining the commitment of the agricultural, food production and distribution industries to use responsible messages in their advertising campaigns, to provide clear product information on packaging and to modify portion sizes. 

· Obtaining the commitment of the café and restaurant sector to focus on offering a balanced menu.

· To inform consumers and non-commercial organisations about the ethical code relating to food advertising and the possibility of submitting a complaint to the JEP on the basis of this code.

Action plan on the use of tobacco, alcohol and drugs 2009-2015

Policy objective 1: DEMARCATION OF TASKS AND RESPONSIBILITIES FOR FLEMISH ACTORS
The health conference in 2006 and feedback on the subject of the action plan reveal that on the ground at present there is confusion about who exactly may/can/must do what. This is a major problem, since the effectiveness of the policy depends on the extent to which actions are carried out in a coordinated manner. In addition, any relationship between the federal policy and federal actors must be made more clear.

Policy objective 2: Optimum and efficient use of capacity for implementation on the ground

Conducting an integral policy in the various sectors and in the various target groups requires investment, particularly for the implementation of the policy. In the Netherlands resources are planned for one FTE per 100,000 inhabitants, only for alcohol and drugs. If we add another 1/2 FTE for tobacco, we come to a capacity of 96 FTE for 6,400,000 Flemings
. At present, with 21.8 FTE for alcohol and drugs and 8.6 FTE for tobacco, we barely have one third of this capacity 
. If we want the methods to be used correctly and on a large scale, we need to increase the capacity for implementation on the ground. With precisely which organisations this capacity will be used depends on the final demarcation of tasks and responsibilities (policy objective 1).

Policy objective 3: INVESTING IN REGISTERING, MONITORING AND IMPACT EVALUATION

At present some of the data that is needed to be able to monitor the policy efficiently is not available. For example, there is no sector and target group-specific data on behaviour patterns. Indicators have to be developed for the various sectors and target groups that will show to what extent the integral policy-based approach has been effective. Also, the government must provide sufficient financial resources so that impartial scientific studies can be carried out into the effects of financed actions on the ground. This is in addition to (not instead of) the quality policy that the organisations themselves must operate in the area of products and services provided.

Policy objective 4: IMPROVING THE IMPACT OF THE EXISTING PREVENTIVE ACTIONS

The integral, policy-based approach to problems of tobacco, alcohol and illegal drugs has a long history in Flanders, particularly in well-organised sectors such as education, employment, and local policy. For alcohol and drugs, organised youth work, special youth care and the entertainment sector can be added to this. The framework methods for a policy-based approach are present in most sectors, but there are still many blind spots particularly for specific, vulnerable target groups and for specific local situations. Another problem is that the impact of the policy-based approach is still too limited, both quantitatively (the number of organisations that can be reached) and qualitatively (the thoroughness with which methods are carried out). The existing initiatives therefore need to be implemented and carried out more widely and more systematically, with attention to improving quality and evaluation. All the time consideration must be given to modernising methods and responding to new developments and trends in the consumption of tobacco, alcohol and drugs. Particular attention needs to be paid to new initiatives aimed at primary prevention (preventing young people from starting to use these substances, and if they do use them delay the age at which they first use them) and at the target group of pregnant women and their environment).
Policy objective 5: INTEGRATING THE METHODS USED IN RESPECT OF TOBACCO, ALCOHOL AND DRUGS, WHERE POSSIBLE

At present there is scarcely an integrated approach to preventing substance use (tobacco and alcohol and drugs). There is however an integrated approach to promoting good health, what are known as the framework methods for a health policy, on to which an integrated approach for tobacco, alcohol and drugs must be grafted. From discussions at the health conference and talking to actors on the ground it is clear that there is a great demand for integrated methods like this. In recent times a start has already been made for the education sector with the development of an integrated approach. These actions must be continued. In the period 2009-2015 as the next step an integrated approach must be developed for doctors, dentists and pharmacists on the one hand and on the other hand for intermediaries who work with pregnant women and their partners. All Flemish doctors, dentists and pharmacists must be able to use the methods of minimum interventions and giving advice for short periods. Intermediaries who work with pregnant women and their partners must communicate actively, with a uniform message, about the risks of tobacco, alcohol and drugs during pregnancy. They must be able to inform, advise, support, counsel and refer pregnant women and their partners.

Policy objective 6: EXTENDING SUPPORT FOR STOPPING SMOKING AND EARLY INTERVENTION FOR ALCOHOL AND DRUG PROBLEMS

Support for stopping smoking

The support that is available locally for stopping smoking is inadequate at present. So we need to sensitively extend the individual and group support that is available in terms of capacity. At the same time we have to ensure that this support has enough geographical spread, is accessible, adapted to the needs of specific target groups, and is established in a local policy. The new measure introduced by the federal government, whereby support for stopping smoking is partly reimbursed by the RIZIV, creates valuable opportunities in this respect. Regional directors must ensure that there is cooperation between providers so that gaps in the provision are filled. Health workers and intermediaries must be encouraged to take training to help people to stop smoking and, individually or in groups, to offer support to stop smoking from an organisation or as an independent person. A sustained, multi-year communication strategy is also needed which, using different channels, encourages smokers to stop, supported by effective and scientifically based helping aids and methods. This communication strategy must be developed in discussion and cooperation with the providers of support for stopping smoking.

Early intervention with alcohol and drugs

Early intervention is an effective strategy for identifying and tackling problems of alcohol and/or drug use at an early stage. The target group are problem users and their friends and family who are experimenting and just beginning to take these substances. The methods are carried out by first-line welfare and health workers. Methods of carrying out early intervention need specific expertise and support (instruments, training, models and coaching and supervision networks). There are various initiatives at present, but the capacity is too small and awareness among local actors is low. Early intervention must be a fixed part of a policy-based approach in the various sectors and for the various target groups. The provision must be sufficient, low-threshold, spread out geographically and form part of a locally coordinated network. We need to develop a model for early intervention that can be carried out by ambulant welfare services, in the framework of a more general policy-based approach in the organisation. There is also a need for validated screening instruments for illegal drugs that can be used in the general health sector and in ambulant care. Sufficient attention must be paid to involving parents in these interventions. Intermediaries who are involved in early intervention and motivational work (specifically alcohol and drugs) from a welfare perspective (CAW, OCMW, the homeless sector) must be able to call on adequate training and a peer supervision network.

Policy objective 7: systematic ATTENTION TO SPECIFIC TARGET GROUPS (PEOPLE IN POVERTY, ETHNIC CULTURAL MINORITIES, DETAINEES) AND GENDER DIFFERENCES 

The damage to health caused by tobacco, alcohol and drugs is not evenly distributed among all Flemish people. Certain groups are automatically at greater risk than others. There are significantly more smokers among people who are in poverty, they have a greater addiction to nicotine and it is more difficult for them to stop smoking. Ethnic and cultural minorities need specific prevention messages about alcohol and drugs. If they have problems with use it is more difficult for them to get the help they need. But if they do agree to support, they give up more quickly.

Gender also has a clear influence, regardless of means. Men die 6 times more from tobacco-related conditions, 3 times more from alcohol-related conditions and 5 times more from drug-related conditions than women. It is however the case that damage to health caused by tobacco is slowly decreasing among men, while the damage caused in women is increasing. Prisons are significant places for people with problems connected with tobacco, alcohol and/or illegal drugs. The time they spend in prison is not used efficiently enough to carry out preventive actions, or offer help. The actors on the ground are aware of these inequalities and are also trying to take this into account. But the efforts made must be built into the policy on a more systematic basis. There is still too little use made of the expertise of organisations that specifically work with these groups and on these subjects. These aspects (poverty, ethnic and cultural background, gender, detention) must be built into the process of developing new methods. Relevant organisations and authorities must be involved on a structural basis. For the existing methods it must be examined to what extent they are able to reach people in poverty, ethnic and cultural minorities or detainees, and to what extent they take a gender perspective into account. Where necessary, specific adapted methods and materials must be developed. A cooperation protocol must be developed between the ministers of Public Health, Poverty Alleviation, Equal Opportunities and Naturalisation, on the one hand on the systematic integration of the prevention of substance use in the work carried out by these bodies, and on the other hand on the integration of the aspects of poverty, ethnic and cultural background and gender in the work carried out by the health organisations.

Development/endorsement of guidelines/standards for practice

Information not available
Progress reports, monitoring

Information not available

Public reporting and accountability

Information not available

Reference

Health Conference on Diet and Physical Activity, draft action plan on diet and physical activity 2008-2015, 22 September 2008, Vlaams Agentschap Zorg en Gezondheid

Vlaams actieplan tabak, alcohol en drugs 2009 – 2015, Vlaams Agentschap Zorg en Gezondheid

Plan Communautaire Opérationnel, October 2005 and Plan Communautaire Opérationnel (2008 - 2009) 

Identification of the problem within a population

The cardiovascular diseases (CV) are the leading cause of death and morbidity in our country. They represent approximately 27% and 21% of the deaths respectively for the men and women between 45 and 64 years; 36% and 45% of the deaths respectively for men and women of 65 year old and more. More than 20% of the men and more than 30% of the women of more than 65 years suffer from hypertension and respectively more than 18% and 13% have a serious cardiac affection. 
Plan Communautaire Opérationnel: promotion of cardiovascular health

The promotion of cardiovascular health involves two lines of action:

1) concentration on the prevention of, and screening for, cardiovascular disease, requiring the drawing up of a broad strategic plan (population group affected: adults between 30 and 75)

2) encouragement of healthy attitudes among young people.

Promotion of cardiovascular health & screening

The global approach, which includes both taking action with regard to the factors which determine health and giving greater attention to improving screening and the treatment of patients through secondary and tertiary prevention measures, is the most effective policy for promoting cardiovascular health. In respect of screening, 8 risk factors are included in the concept of “global cardiovascular risk” which is worthwhile determining in adults between 30 and 75 years. This practice should become second nature amongst doctors. The global approach requires cooperation at all levels of authority for activities which are not within the competence of the French-speaking Community.

2004-2008

In 2004, during discussions held by the Higher Council for the Promotion of Health regarding the new Operational Community Plan, the concrete procedures for managing the Plan, among others the cardiovascular component, gave rise to questioning and debate. In response to the questions raised by this assembly, the Minister for Health took the initiative to set up a working group composed of Community services, representatives of the CLPS (Local Health Promotion Centres) and active players in this area. The group’s objective was to draw up an original reference text formulating measures in a more operational way and also to make proposals about managing the implementation of these measures. The work began at the end of 2005. A working document presenting a statement of interventional strategies for the promotion of healthy habits (physical activity, healthy diet, stopping smoking), but also for screening and treatment was produced. (Operational Plan for promotion of cardiovascular health (2005), included in the Programme for the promotion of health 2004-2008 

On the basis of this strategic document and before undertaking the work of programming, the group suggested making an inventory of the existing players, projects and tools. The complete study report
 presents the distribution of the measures listed according to various parameters, such as the type of measure, the particular areas dealt with, geographical distribution and the population benefiting. The study report is a register of all projects and actors on cardiovascular health promotion and or cardiovascular disease prevention in the French Community (April 2007). 

2008-2009

For the period 2008-2009, priority will be given to activation and management of the cardiovascular section.  

Activation (setting up strategies, activities, choice of monitoring indicators, assessment procedures and criteria) must be specified by taking into account the information contained in the register (report see above) and must include the development of cooperation and networking for the players involved in the area of cardiovascular health promotion (in the widest sense). This cooperation process will make it possible to improve the effectiveness of the Community Operational Plan by using an approach which is better coordinated and by highlighting aspects which are covered only to a slight extent or not at all in cardiovascular health promotion and prevention. 

Result of this cooperation process: This operational document will endeavour to propose precise objectives, strategies, actions and a timetable. This document will be approved by the Higher Council and then recognised as protocol within the next two years.

Management of the PCO (Plan Communautaire Opérationnel -Community Operational Plan) will take place on two levels: 

1) the steering committee will constitute the first level. It will provide coherence (scientific and “policy” management) and will be responsible for documenting implementation and proposing developments, changes, adjustments, etc. This mission should eventually be integrated into a permanent structure. 

2) An operational support unit will be set up alongside the management group to ensure scientific works and to develop and promote cooperation and networking between the institutions involved and the players in the area of cardiovascular health promotion and disease prevention. It is planned to mobilise, in the form of a “coalition”, the majority of those active ‘on the ground’, but also the beneficiary associations and the private sector, in such a way as to ensure joint action and the widest possible exchange regarding the subject of cardiovascular health promotion. 

Relevant epidemiological data and qualitative information must be integrated into the Health Information System so that the necessary information is available for periodic assessments. Permanent updating of the register will be provided by the operational support unit, so making comprehensive and dynamic information available.

Plan for the promotion of healthy attitudes to diet and physical exercise among the young

2004-2008

The plan for the promotion of healthy attitudes among young people in the French-Speaking Community was approved by the Government in November 2005 and went into operation in 2006. It comprises about forty measures concerning diet and physical exercise and its objective is to disseminate a coherent message which will reach every section of a child’s environment. Two dieticians have been employed to encourage and help schools to take into account the attitudes of the pupils regarding diet and physical exercise and to develop activities in this matter. Training has been undertaken of kitchen staff, as well as of reception staff for infants. At the beginning of 2008, “eat and move” labels were awarded to 51 schools on the basis of specifications which were distributed to them at the beginning of the year. The purpose is to sensitize “healthy attitude” projects and to maintain initiatives regarding diet and physical exercise. 
Activities involving diet have been launched in the framework of this plan: a refectory quality project, cooking workshops with major chefs for the kitchen staff, and taste workshops for the pupils. A sensory and recreational travelling exhibition is aimed at making children aware of the diversity of foods by associating healthy food with pleasure. In terms of communication, an awareness campaign took place in 2006 with the creation of posters, boomerang cards and an internet site www.mangerbouger.be .

The PSE (Promotion Santé à l’Ecole - Promotion of Health in Schools) services also emphasised the importance of eating healthily in drawing up their service model. The implementation of the computerised data book will also make it possible to have reliable and exhaustive statistics concerning the prevalence of overweight and obese children in the school population of the French-Speaking Community. The ONE (Office de la Naissance et de l’Enfance - Office for Births and Children) has also done important work with regard to the training of reception staff and activity leaders on the subject of nutrition, while continuing to promote breastfeeding. Similar work has also been done in extra-school reception centres, notably in holiday camps.

These are some of the measures which have been carried out on the initiative of the French-Speaking Community, but many others are already in existence in the schools. This plan of the French-Speaking Community responds to the logic of the National Plan for Nutrition and Health devolved to the competence of the Communities. 

2008-2009

The Government of the French-Speaking Community intends to continue implementing the different measures provided for. These are aimed at developing the competences of young people so that they can make the choices which will be of benefit to them. An environment and social context must also be put in place in which their competences can operate. The supply of foodstuffs, advertising pressures, living conditions, a critical spirit with regard to the media, the access to sport infrastructures and social ties are all elements which influence the making of choices which will be of benefit to the mental and physical health of the individual. All of this must be done in the context of a common effort on the part of all the authorities. 

Plan Communautaire Opérationnel, prevention of dependence

Furthermore, the fight against smoking and alcohol has an important place and is part of the fight against addictions in general (part of the Plan Communautaire Opérationnel 2008-2009). The prevention of the dependence and the reduction of the risks as regarding the use of psychotropic in the French Community are to be seen in a comprehensive approach and generally do not aim a product in particular, nor the illicit products exclusively (except certain actions of risk reduction). It is also question of the dependences “without psychotropic product” (Internet, GMS, sexuality, plays)
Population affected through the Plan Communautaire Opérationnel:

- Early childhood, young people at school age and young adults through the network of the professional players linked to the school (chiefs of establishments, teachers, …) or to other places (houses of young people, neighbourhood houses, clubs sporting, etc) and via their parents and their families. 

- General population and public agents.

- Populations of occasional or regular users of drugs by means of specific actions to reduction of the risks: actions in the various social environments (in particular festive mediums and prisons) 

- Parents consuming drugs.
Goals to be achieved within a specific time frame

Plan Communautaire Opérationnel, promotion of cardiovascular health

General objective: To contribute to prevent mortality and avoidable morbidities due to cardiovascular diseases. 
Objectives of Health promotion towards the general public 

Note: actors, objectives and the public ones, potentially concerned with problems taken in its broadest direction, are extremely various and numerous. 

Actions towards the global health promotion and the reduction of certain risks which contribute to the development of the cardiovascular diseases, by the promotion of healthy lifestyles, in particular: 

- promotion of balanced food; 

- promotion of the practice of physical activity; 

- promotion of the prevention of nicotinism. 

Objective of level 1 : To cause a maximum participation of the population and of the professionals to the recommendations of prevention and promotion of healthy lifestyles relating to nicotinism, food, lack of physical exercise mainly with young people. 

Objectives of level 2 per target group 

1° Young children and their family. 

· To act near the future parents and the young parents, through different networks and media focused on “early childhood”, in order to contribute to the creation of a favourable environment for the development of the child under the angle of wellbeing. 

2° Children at school age. 

· To act near the children and their families, via the school (development of schools in health) and other places of socialization, in order to cause contexts and lifestyles favourable to health: 

· access (material and financial aspects) to balanced food (nutritional environment); 

· access to more physical-activities; 

· reinforcement of self esteem and development of the critical spirit allowing to face the consumer society and with the multiple influences of the marketing or the groups of membership (this applies to food, tobacco, alcohol, drugs, drugs, led to risks, school unhooking,…). Regarding food, it is a question of tackling the subject in terms of variety and balance 

· reinforcement of social competences (stimulation of the creation of cooperative links, fights against the phenomena of exclusion, discrimination, disqualification,…). 

· Dialogue with the other public partners and the private sector (commercial and not commercial) to determine the roles and competences of each one following the principle of subsidiarity. Collaboration with other policy levels.
3° Adults. 
To act near the adults in order to promote 

· adoption of healthy lifestyles and those of their close relations; 

· consultation of their attending physician in order to evaluate their cardiovascular risk.
4° General public. 

· To contribute to the development of contexts favourable to health
· To promote regular physical activity and respectful sporting practices of individuals, and to make sporting teachers and executives sensitive to the risks related to excessive sporting practice. 

Objectives of medical prevention

Objectives of level 1 

· To develop in the whole area of general medicine a Tracing Programme (based on the pilot program) in order to identify, within the target population, people representing a “cardiovascular risk

· To ensure the reference of the patients towards possibilities of treatment in specific health centres (ex: centres of assistance to smokers). 

· To develop the gathering of data (those generated by the program on one hand, placed against those resulting from registers and investigations on the other hand)

Objectives of level 2

· To promote the tracing of the “total cardiovascular risk” and the promotion of cardiovascular health in general medicine with the participation of the patients. 

Plan Communautaire Opérationnel, prevention of dependence

The prevention of dependence in the social environments is included in a global of health promotion (accompaniment of teams, development of projects, formation, and information). It utilizes the whole of the actors of the first line (directors of establishments, teachers, PSE, CPMS, TMS, animators, parents, etc), associations focused on prevention of dependence and the local actors (of which the CLPS). 

The social environments and branches of industry concerned for the young people are in particular: places of reception of early childhood, schools, districts, the leisure sector (houses of young people, clubs sporting,…), the sector of the assistance to youth (open or closed centres). In order to reinforce and coordinate the existing actions regarding prevention of the dependence in schools, dependence fulcrums were created in September 2007 in each CLPS which will act like interfaces between the various school actors and the actors of prevention of the dependence. 

Various strategies :

- Reception and orientation. 

- Training of adults (professional or not) who are in contact with young people in various social environments, but also the training of professionals and non-professionals linked to other categories of population. 

- Interventions, project accompaniment and/or teams in the establishments and services of schools, health and social, of childhood, leisure, the assistance to youth, justice, etc 

- Development and provision of steps and tools for health promotion including reduction of risks (RDR). 

- Provision of information and documentation within dedicated services and in the CLPS (local centres of health promotion). 

- Dialogue and platforms on local, regional and international levels. 

- Reduction of risks (RDR): distribution and exchange of syringes, diffusion accompanied by brochures and advice of RDR, testing of the pills, formation be-pars, etc.

Reduction of risks

The reduction of the risks is a strategy of public health aiming at preventing the damage related to the use of psychotropic; the reduction of the risks relates to all the uses whether experimental, entertaining, specific, abusive or registered users in a situation of dependence. This strategy is used for the illicit substances and the “legal” substances like alcohol and the tobacco.
Consideration of policy options: population & community/individual levels
Plan Communautaire Opérationnel, promotion of cardiovascular health

The installation of programs aiming at specifically reducing health risks through stimulating the population to adopt healthy lifestyles will have to be accompanied by vigilance with respect to a climate of social normalcy which could involve disqualification, discrimination and sometimes the exclusion of the people who could not conform to the prescribed behaviours. The promotion of healthy lifestyles will have to preserve for only one objective which is assisting people and not sanctioning those who could not conform to it. Indeed, the discovery of risk factors of health related to lifestyles is likely to amend the disease considerably, causing more responsibility for the people for their health and for their diseases.  The promotion of balanced food will have also to be vigilant not to promote the consumption of expensive or misleading products in terms of promises (ex: drugs, complements, reduced products,…). A pilot program for cardiovascular prevention in general medicine is currently developed in the French Community. It is advisable that it answers the objectives of the medical approach (see also 1A)), that general practitioners will largely adapt the proposed tool and that the INAMI (Federal Health Insurance Establishment) will agree to recognize the financing of preventive consultations. 

Commitments (including resources), recommendations & targets

Plan Communautaire Opérationnel, promotion of cardiovascular health

Information not available
Objectives of health promotion towards the general public 

Recommendations/Objectives per target group 

1° Young children and their family. 

To act near the future parents and the young parents, through different networks and media focused on “early childhood”, in order to contribute to the creation of a favourable environment for the development of the child under the angle of wellbeing. 

Recommendation/Objective of level 3 (in dialogue with the ONE 

To create synergies with the sector of early childhood in a joint prospect for total health promotion and wellbeing of the children (promotion of breast-feeding, balanced food, prevention of nicotinism,…) 

· to meet the actors of the sector of early childhood in order to persuade them with the part which they can play in the development of parental competences during the many contacts with the families (connections with the general states of early childhood); 

· to identify with the above mentioned actors their needs so that they can play this part and to continue it in particular via the places of life of the young children; 

· to define, with these actors, the priorities and a calendar of actions; 

· to create the necessary tools (formations, campaigns and tools information, spaces of dialogue and continuing education,…) so that the actors can play this part; 

· to develop collaborations with the media so that they develop this topic via the various distribution supports intended for the future parents, young parents, families and entourage. 

This framework requires intervention of particular actors: 

· the whole of actors of the sector of early childhood; 

· ONE (Office de la Naissance et de l’Enfance) and regional Services: campaigns, information, formation, evaluation; 

· CLPS (Centre local de la promotion de santé): ‘intersector’ coordination, methodological accompaniment, information centre, formations, tools,… 

Recommendation/Objective of level 3 

· to meet school actors in order to sensitize them;

· to identify with these actors their needs to face this role; 

· to create the necessary tools (formations, information, spaces of dialogue and continuing education,…) so that the actors can play this part (in progress); 

· to improve the basic training and continuing education of the physiological needs for the children in order to ensure them a harmonious growth for the people who accompany children in their various social environments; 

· to develop checkups (teams PSE), to promote the use of a notebook of the child in a spirit of continuity in the early childhood (in collaboration with the ONE) and like a communication tool with teenagers and parents).

· to organize partnerships between health and teaching (and with the sport) in order to work together with a change in the school environment;

· to reinforce collaboration between services PSE and PMS 

· to reinforce collaboration between services PSE and schools to facilitate the establishment of the health projects suggested by services PSE with the schools 

· to promote the access of all children to sports activities focused on cooperation, pleasure and not athletic performance; 

· to promote the access, in partnership with cities and municipalities, to infrastructures for physical activities within families; 

· to develop campaigns towards the general public intended to support healthy lifestyles (balanced food, prevention of the tobacco use, development of a critical spirit or fight against discriminations of any kind,…) ; 

· to support health projects which develop the same type of work as are doing schools for the young people. 

This framework requires the intervention of particular actors: 

· the whole of school actors including young people; 

· regional services, in particular: Question santé (conference, tools,…), PROMES (Platform PSE); 

· CLPS: intersector coordination, methodological accompaniment, offers information, formations, tools,… ; 

· Promoters of health promotion programmes (prevention of the dependence, promotion of the balanced food,…). 

In collaboration with: 

· other levels of capacities; 

· cities and communes: communal projects, sporting installations,… ; - the sector of the Assistance to Youth; 

· the sports sector. 

3° Adults.

Recommendation/Objective of level 3 

Certain objectives concerning health promotion towards adults are also stated under the aspects of medical prevention 

· to organize campaigns, articles, brochures supporting the access of all to simple and reliable information about the prevention of  cardiovascular risks and the adoption of healthy lifestyles; 

· to sensitize and support the continuing education of all actors (in contact with the general public who have access to general information and to health systems) in order to work out local actions appropriate to specificities of their public in the field of the prevention of the cardiovascular risks: permanent education, health actions in the region, various initiatives which take into account cultural identities, budgetary constraints of families, other difficulties encountered by these people,… 

4° General public. 

Recommendation/Objective of level 3 
· to identify, then to sensitize and collaborate with the actors of various social environments (occupational medicine, management of a company, places of leisure) in order to create an environment favourable to health; 

· to support the projects of health promotion (respect of the comprehensive approach of health with development of competences or self esteem…) ; 

· to collaborate with other levels in order to be develop harmonious policies which take into account the impact of the decisions on health 

· to sensitize the sector of production and distribution. 

Regarding the young people:
· dialogue with other ministers and/or political levels for promotional policy concerning the accessibility (e.g. financial) of sport facilities; 

· to inform on the risks of excessive sporting practice (and excessive investments) with all the deviations to which sports can be practised in a competitive spirit 
For the adults and the general public, intervention of particular actors: 

· general practitioners; 

· Federation of the Medical Houses and SSMG; 

· communes, services in the French region, CLPS

· occupational medicine; 

· all actors in contact with the public who have access to general information and Health Care; 

· media. 

Objectives of medical prevention

Recommendation/Objective of level 3 

· to define a methodology of disseminate a global strategy of cardiovascular prevention in dialogue with all the actors of the pilot program; 

· to identify, during its installation, difficulties and resources, particularly by the lessons learned from the practice of the first participants, in order to widen the program to medical care in general; 

· to identify solutions for raising or circumventing these obstacles; 

· to promote the continuing education of health providers in order to integrate health promotion; 

· to provide the general practitioners of an inventory of tools for treatment;

· to optimize the gathering of data and the exploitation of those data out of investigations and registers; 

· to negotiate with the federal government concerning an insert of a “preventive window” within the computerized medical file (DMI) (– also focused on Cardiovascular risks)”, defined by the French Community in dialogue with other entities  

· to negotiate with the sector of Health Care at Work about the introduction of the same strategy of systematized tracing of the cardiovascular risks; 

· to distribute messages and results to all the professional actors in Health Care; 

· to develop at the same time campaigns towards the general public, in order to sensitize them about the existence of CV risks and to suggest speaking about it with their attending physician; 

· to set up partnerships with associations concentrated on the general public, in order to sensitize their members to manage their own health, including CV prevention; 

· to motivate the attending physicians to benefit from their contacts with their patient and to make them an active partner, in particular during consultations about the evaluation of cardiovascular risks,: to invite the patient to trace these risks, to invite them to imagine what it could modify in their lives (possibly reducing identified risks), to stimulate them to sensitize and to involve them in this project. 

Detailed action plan – identification of population groups, settings for action

Information not available

Programme development & implementation

Information not available

Development/endorsement of guidelines/standards for practice

Information not available

Progress reports, monitoring

Information not available

Public reporting and accountability
Information not available

Reference

Plan Communautaire Opérationnel de promotion de la Santé, Communauté française, Direction générale de la santé, octobre 2005

Plan Communautaire Opérationnel de promotion de la Santé pour les années 2008-2009, Ministère de la Communauté française. 
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In 2006:





Population


10,437,000





GDP


$394,185 million (US dollars)





Total healthcare costs on CVD


€2,030,028,000

















Risk factor prevalence*





Smoking	


23% in men and 16% in women





Fruit and vegetable availability


360g/person/day





Average energy from fat


42%





People achieving 4 or more days of moderate physical activity


33%














*Latest available year





Source:	 Allender S; Scarborough P; Peto V; Rayner M (2008) European cardiovascular disease statistics 2008. European Heart Network. Brussels


	Euromonitor PLC (2007) World Economic Factbook 2008. Euromonitor publications.








�percentage points: refer to the arithmetical difference between two percentages.


� Lenaers S. et al, 2002


� WIV, Health Survey, 2004


�percentage points: refer to the arithmetical difference between two percentages.


� Lefevre J., et al., 2002


� Lefevre J., et al., 2002


� Steunpunt Sport, beweging en Gezondheid in Vlaanderen, 2002 – 2006


� Steunpunt Sport, beweging en Gezondheid in Vlaanderen, 2002 – 2006


� Lefevre J., et al., 2002


� Lefevre J., et al., 2002


� Steunpunt Sport, beweging en Gezondheid in Vlaanderen, 2002 – 2006


� Steunpunt Sport, beweging en Gezondheid in Vlaanderen, 2002 – 2006


� Lenaers S. et al, 2002


� De Vriese S. et al, 2006; VIG, 2004


� WIV, Health Survey, 2004


�	 Voor een overzicht: zie bijlage 1 ‘overzicht van de investeringen in tabak alcohol en drugs 2005 – 2008’


�	 Zie bijlage 2 ‘Ontwerp van actieplan zoals ingediend bij de minister door de Vlaamse werkgroep tabak, alcohol en drugs’ en bijlage 3 ‘Inventaris van feedback uit toetsingronde door de UA


�	 Voor een overzicht: zie bijlage 1 ‘overzicht van de investeringen in tabak alcohol en drugs 2005 – 2008’


� "Social grocers" have the aim of offering a healthy range of products to low-opportunity groups. All products offered are sold at a very low price, including those obtained free by the grocer. Social grocers can reduce feelings of dependency among low-opportunity groups. Social grocers are generally associated with social services and community centres.


� The CLB is required by the Decree on Student Support Centres of 1/12/1998 to work towards preventative healthcare, and to organise systematic consultation among different year groups for this purpose. Secondary legislation (decision of the Flemish government of 17/03/2000) requires the general consultation for the 5th year of primary education and the 1st and 3rd year of secondary education to include a survey of dietary practices and lifestyle (see: � HYPERLINK "http://www.ond.vlaanderen.be/clb/thema/preventieve_gezondheidszorg/tabel_consulten.htm" ��http://www.ond.vlaanderen.be/clb/thema/preventieve_gezondheidszorg/tabel_consulten.htm�). 


�	 6.100.000 inwoners van het Vlaams Gewest en 300.000 Vlaamse Brusselaars


�	 De 21,8 VTE zijn de regionale alcohol-en drugpreventiewerkers in de CGG’s. Het aantal VTE dat binnen de Logo’s wordt ingezet voor tabak is moeilijker te berekenen. Voor de huidige 26 logo’s betaalt de Vlaamse Gemeenschap telkens ongeveer 2 VTE inhoudelijke medewerkers, in totaal 52 VTE. Wanneer we dit delen door het aantal gezondheidsdoelstellingen waaraan de Logo’s moeten werken (zijnde zes), dan komen we aan 8,6 VTE.


� Elaboration d’un cadastre des actions et projets de prévention et de promotion en santé cardio-vasculaire en Communauté française de Belgique, ULB Ecole de Santé publique (School of Public Health) – Department of epidemiology and the promotion of health / Centre d’éducation du patient (Patient Education Centre), April 2007. (http://www.sante.cfwb.be/pg001.htm)
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