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Abstract

The Libyan Ministry of Health is keen to understand how it can introduce policies to protect its

population from non-communicable diseases (NCDs). We aimed to perform an implementa-

tion research assessment of the current situation, including challenges and opportunities.

We used an explanatory sequential mixed methods design. We started with a quantitative

assessment of NCD policy performance based on review of the WHO NCD Progress Monitor

Reports. Once we had identified Libya’s NCD policy gaps we performed a systematic review

to identify international lessons around barriers and successful strategies for the policies

Libya has not yet implemented. Finally, we performed a series of key stakeholder interviews

with senior policymakers to explore their perspectives around promising policy actions. We

used a realist paradigm, methods triangulation, and a joint display to synthesise the interpre-

tation of our findings and develop recommendations. Libya has not fully implemented any of

the recommended policies for diet, physical activity, primary care guidelines & therapeutics,

or data collection, targets & surveillance. It does not have robust tobacco policies in place.

Evidence from the international literature and policymaker interviews emphasised the central-

ity of according strong political leadership, governance structures, multisectoral engagement,

and adequate financing to policy development activities. Libya’s complex political and secu-

rity situation are major barriers for policy implementation. Whilst some policies will be very

challenging to develop and deploy, there are a number of simple policy actions that could be

implemented with minimum effort; from inviting WHO to conduct a second STEPS survey, to

signing the international code on breast-milk substitutes. Like many other fragile and conflict-

affected states, Libya has not accorded NCDs the policy attention they demand. Whilst

strong high-level leadership is the ultimate key to providing adequate protections, there are a

range of simple measures that can be implemented with relative ease.
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Background

Non-communicable diseases (NCDs) have risen to become the leading cause of death and dis-

ability in Libya, as they are worldwide [1]. In 2019, 79% of all Libyan deaths and 78% of

DALYS were caused by NCDs [2]. The ‘big four’ (cardiovascular diseases, cancers, chronic

respiratory diseases, and diabetes mellitus) collectively account for two thirds of Libyan mor-

tality. Ischemic heart disease and stroke have been the two top causes of deaths since 2009, and

the prevalence of hypertensive heart disease and diabetes are increasing [3].

The 2009 WHO ‘STEPS’ survey found that 99.8% of the population had at least one of the

following NCD risk factors; daily smoking; consuming fewer than five servings of fruits & veg-

etables per day; low levels of physical activity; overweight; or raised blood pressure [4, 5]. Die-

tary risks are much larger contributors to morbidity than tobacco or alcohol [2]. Obesity has

more than doubled during the last three decades and over two thirds of Libyan adults are now

overweight or obese [6, 7].

To address this high NCD burden, the Libyan government has endorsed the full set of

WHO-recommended ‘Best Buy’ policies outlined in the WHO NCD Global Action Plan [8]

(and summarised in Box 1), however they have not been fully implemented. These population-

level interventions have a demonstrated effect size, and have been assessed for cost effective-

ness, feasibility, as well as non-financial considerations in low- and middle-income countries.

Box 1: WHO ‘Best Buy’ NCD Policies

1. Establish time-bound national targets based on WHO guidance.

2. Establish a functioning system for generating reliable cause-specific mortality data

on a routine basis.

3. Conduct a ‘STEPwise Approach’ to NCD Risk Factor Surveillance survey or a

comprehensive health examination survey every 5 years.

4. Develop an operational multisectoral national strategy or action plan that inte-

grates the major NCDs and their shared risk factors.

5. Implement measures to reduce affordability by increasing excise taxes and prices

on tobacco products.

6. Implement measures to eliminate exposure to second-hand tobacco smoke in all

indoor workplaces, public places, and public transport.

7. Implement plain, standardized packaging or large graphic health warnings on all

tobacco packages.

8. Enact and enforce comprehensive bans on tobacco advertising, promotion, and

sponsorship.

9. Implemented effective mass media campaigns that educate the public about the

harms of smoking, tobacco use, and second-hand smoke.

10. Enact and enforce restrictions on the physical availability of retail alcohol (via

reduced hours of sale).

11. Enact and enforce bans or comprehensive restrictions on exposure to alcohol

advertising (across multiple types of media).
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Libya is emerging from a decade of conflict that followed the Arab Spring protests of 2011,

which has left the health system fragile and deeply impacted in terms of access, service delivery

and quality. For several years the country has been divided and governed by the Tripoli-based

Government of National Accord (GNA) in the West and the Libyan National Army (LNA) in

the East. In March 2021, through a UN facilitated peace process, a unified Government of

National Unity (GNU) was established and will lead Libya until elections scheduled for 2022.

The possibility of peace and stability provides tremendous opportunity for the new Govern-

ment to work systematically towards strengthening and reforming health programs and poli-

cies to better align them with the current needs of the population.

To better understand the barriers, opportunities, and most appropriate approaches for

implementing effective NCD policies in Libya, the Ministry of Health initiated an assessment

in partnership with the World Bank, reported here. The threefold aims of this project were to

understand:

1. The extent to which each of the Best Buy policies has been implemented in Libya;

2. Implementation lessons from other countries that could be used to address Libya’s policy gaps;

3. Current barriers and opportunities for policy implementation as perceived by policymakers

in key positions of power.

This research was funded by the Middle East and North Africa (MENA) Transition Fund

managed by the World Bank and implemented/conducted in collaboration with the Libyan

Ministry of Health (MoH). Methods specialists from London School of Hygiene and Tropical

Medicine, the University of Oxford, and Queen Margaret University’s Institute for Global

Health and Development were employed to lead the project as World Bank consultants.

12. Introduce excise taxes on alcoholic beverages.

13. Introduce national policies to reduce population salt and sodium consumption.

14. Introduce national policies that limit saturated fatty acids and virtually eliminate

industrially produced trans-fatty acids in the food supply.

15. Implement the WHO set of recommendations on marketing of foods and non-

alcoholic beverages to children.

16. Introduce legislation and regulations fully implementing the International Code

of Marketing of Breast-milk Substitutes.

17. Conduct at least one recent national public awareness program and motivational

communication for physical activity, including mass media campaigns for physi-

cal activity behavioral change.

18. Introduce evidence-based national guidelines, protocols, and standards for man-

agement of major NCDs through a primary care approach, that the government

or competent authorities has recognized and approved.

19. Provide drug therapy, including glycemic control, and counselling for eligible

persons at high risk to prevent heart attacks and strokes, with emphasis on pri-

mary care.

Source: WHO 2020 NCD Progress Monitor Report
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Professors from the University of Tripoli with key high-level policymaking experience com-

pleted the research team.

Materials and methods

Ethics statement

This project was initiated by the World Bank in collaboration with the Libyan Ministry of

Health. The project had a very tight deadline (three months). As soon as the research team had

been put together and the study protocol had been developed, our research lead (LA), World

Bank team coordinator (MK) and Libyan university-based co-investigators (MES, TE) sought

to obtain ethical approval from a Libyan ethics board. Very few–if any–research ethics com-

mittees are currently functioning in Libya, and none were able to review our protocol. We

took advice from the Oxford Tropical Research Ethics Committee. After submitting corre-

spondence from the World Bank (the study sponsor) confirming that it was not possible to

obtain ethical approval from a Libyan board, they agreed to review the study, noting that the

small number of interviews and our ethical safeguards rendered it “very low-risk”. The Oxford

Tropical Research Ethics Committee approved the study in July 2021 (OxTREC 541–21).

Approach

We aimed to identify Libya’s NCD Best Buy policy gaps, assess how other countries had

approached similar implementation challenges, and then identify the unique policy challenges

and opportunities facing Libyan policymakers. As such, we used an explanatory sequential

mixed methods approach [9, 10].

Quantitative policy review

First, we performed a quantitative assessment of Libya’s NCD policy scores as reported in the

2015, 2017, and 2020 WHO NCD Progress Monitor Reports [11–13]. These reports present

country-level data, scoring the level of implementation of each of 19 NCD policies (‘full’ imple-

mentation = 1 point; ‘partial’ = 0.5 points, and ‘not implemented’ = 0). Analysing Libya’s NCD

policy scores over the three years allowed us to identify four distinct groupings:

1. Policies which had been fully implemented 2015 and remained fully implemented in 2017

and 2020.

2. Policies that have been implemented since 2015.

3. Policies that have never been implemented.

4. Policies that have fallen from ‘full’ to ‘partial/not-implemented’ since 2015.

We used simple descriptive statistics to summarise the findings and compare Libya’s per-

formance to global means from the remaining 193 WHO Member States.

Systematic review

Once we had identified Libya’s NCD policy gaps we conducted a systematic review to synthe-

sise international evidence of the mechanisms used to successfully implement these policies in

other settings.

Our review was registered (PROSPERO: 42020153895) and conducted according to

PRISMA and Synthesis Without Meta-analysis (SWIM) guidelines [14]. The search was con-

ducted on 5th July 2021 using a combination of terms for NCDs and NCD Best Buy policies,

on Web of Science, MEDLINE (through PubMed) Scopus, Google scholar (first 30 pages), and
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the World Bank and WHO IRIS databases. Full search terms are presented in S1 Text. Results

were restricted to>2011, the year when the Best Buys policies were introduced [15].

Studies that analysed adoption and implementation issues from a political economy per-

spective and provided empirical evidence were eligible. We excluded editorials, reviews, and

conference abstracts, but performed bibliographic searches to uncover further relevant papers.

Full inclusion and exclusion criteria are presented in S1 Text. One reviewer performed title

and abstract screening with 20% of records independently screened by a second reviewer,

using an excel spreadsheet. Dual independent review was used for full text screening, extrac-

tion, and risk of bias assessment. The reviewers resolved disagreements by consensus, with

recourse to a third reviewer if necessary.

We developed an excel-based data extraction form, based on Cochrane guidance [16],

which was piloted by the review team. We extracted bibliometric information, political econ-

omy factors (actors, institutions, interests, ideas and network, context, governance, power, pol-

icy dynamics, and implementation aspects), general challenges and facilitators, and specific

barriers and facilitators to policy implementation relating to adoption, implementation, and

adaptation to the local context [17, 18]. Our data extraction form is reproduced in S1 Text.

Two independent reviewers used CERQual [19] to assess the risk of bias for each included

study.

We developed a bespoke conceptual analytic framework to synthesise and analyse our find-

ings: we set aside a series of virtual meetings between the team members and iteratively devel-

oped the key domains that emerged from the review findings. We continually refined the

model until we felt that it accurately captured interrelations between the different types of out-

comes. We used the model to structure our findings, and they also formed the subheadings for

the interview guide used with key stakeholders.

In assessing the approaches used by other countries to address NCD policy gaps we paid

particular attention to fragile and conflict-affected States [20] that may share contextual simi-

larities with Libya. The findings from the review informed a series of targeted interviews with

key NCD policymakers. We aimed to explore whether approaches used in other settings could

be used domestically, and to identify major contemporary barriers and opportunities for policy

implementation in Libya.

Qualitative interviews

We used purposive sampling to recruit key policymakers and NCD policy stakeholders that

had been previously identified in a separate mapping exercise conducted by World Bank and

MoH staff [21]. All potential interviewees were sent information about the study via email.

Participants were senior members of government and international NGOs, including repre-

sentatives from the WHO, the International Rescue Committee, the National Center for Dis-

ease Control (NCDC), and the Libyan Food and Drug Control Center (FDCC). All

interviewees spoke fluent English and did not require translators. Informed verbal consent was

obtained from all participants and recorded using Microsoft Teams.

Five interviews were conducted by CW, MK and LA in July–September 2021 via Microsoft

Teams. Open-ended and clarifying questions were used, based on a semi-structured interview

guide. All interviews were audio recorded and lasted approximately 50–60 minutes. Notes

were taken during the interviews and when reviewing the audio recordings afterwards.

Based on the framework constructed from the systematic review, we conducted a deductive

framework analysis [22] to identify policy landscape factors and implementation challenges

and opportunities under each domain, using nVivo v1.2 (QSR International Pty Ltd, Mel-

bourne, 2020).
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Reflexivity

Our research team is multinational, with a combination of senior Libyan academic policy-

makers living and working in Libya and research specialists with experience of conducting

mixed-methods assessments in numerous countries but no previous links to Libya. For further

detail see the COREQ checklist (S1 Checklist).

Integration of mixed methods data

We integrated our findings from each of the three research elements using a mixed-methods

joint display [23], following Guetterman and colleagues’ best practice recommendations [24].

We used methods triangulation [25, 26] to explore areas of similarity and dissonance between

datasets in the processes of interpretation and developing final recommendations, undergirded

by a pragmatist philosophical paradigm [27, 28].

Findings

Quantitative policy review

By 2020, Libya had fully implemented five of the 19 WHO NCD Best Buy policies (26%):

smoke-free places, tobacco advertising restrictions, alcohol sales restrictions, alcohol advertis-

ing restrictions, and alcohol taxation. Regular risk factor surveys were partially implemented

in 2015 and 2017 but dropped in 2020. Clinical guidelines were partially introduced in 2020.

Table 1 summarizes Libya’s performance over time:

Table 1. Implementation of the 19 WHO NCD ‘Best Buy’ policies over time.

Best Buy Policies, sorted by cluster 2015 2017 2020

Targets, data collection, and plans

National NCD targets 0 0 0

Routine mortality data collection 0 0 0

Regular risk factor surveys 0.5 0.5 0

Multisectoral NCD plan 0 0 0

Tobacco

Tobacco tax 0 0 0

Smoke-free places 1 1 1

Tobacco graphic warnings 0 0 0

Tobacco advertising restrictions 1 1 1

Tobacco mass media campaigns N/A 0 0

Alcohol

Alcohol sale restrictions 1 1 1

Alcohol advertising restrictions 1 1 1

Alcohol tax 1 1 1

Diet

Salt reduction policies 0 0 0

Fat reduction policies 0 0 0

Child food marketing policies 0 0 0

Breast-milk substitute marketing 0 0 0

Physical activity

Physical activity mass media campaigns 0 0 0

Primary care guidelines and therapeutics

Clinical guidelines 0 0 0.5

(Continued)
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In terms of international context, Libya’s overall implementation score of 5.5 places it in the

lower third globally. The mean implementation score is 8.9/19 for the WHO eastern Mediter-

ranean region, 7.6/19 for lower-middle-income countries, and 9.5/19 for upper-middle-

income countries. Libya bucks the global trends for alcohol policies, with all Best Buys in

place. This is a real area of strength, shared with other Middle Eastern countries with large

Muslim populations.

Libya has not implemented targets or plans. These policies are among the most widely

implemented policies worldwide—possibly because they require relatively low expenditures

and because WHO has produced guidance, template targets, and technical support on these

areas [29].

Box 2 highlights the 12 policies that have never been implemented and the single lapsed pol-

icy; together representing the country’s NCD policy gaps.

Table 1. (Continued)

Best Buy Policies, sorted by cluster 2015 2017 2020

Cardiovascular therapies 0 0 0

Total 5.5 5.5 5.5

Note: NCD, noncommunicable disease, N/A, Not Applicable; the tobacco mass media policy was only introduced in

2017

1 = fully implemented, 0.5 = partially implemented, 0 = not implemented. Scores are taken from the 2015, 2017, and

2020 WHO NCD Progress Monitor Reports

https://doi.org/10.1371/journal.pgph.0000615.t001

Box 2: Libya’s NCD policy gaps

Regressed since 2015

• Regular risk factor surveys

Never implemented

Targets, data collection, and plans

• NCD targets

• Routine mortality data collection

• Multisectoral action plan

Tobacco

• Taxation

• Packaging graphic warnings

• Mass media campaigns

Diet

• Salt reduction policies

• Fat reduction policies

• Child food marketing policies
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Systematic review findings

Our search identified 9,659 records, of which 186 were included (Fig 1). Most studies were

conducted in Europe/Americas (22%, n = 41), 6% were conducted in the Eastern Mediterra-

nean region (n = 12), 21% in Sub-Saharan Africa (n = 40), 26% in Asia/Pacific (n = 50), and

the remaining had a global or transcontinental focus. Two thirds of studies used qualitative

methods (n = 120, 64%) and a quarter focused on fragile and conflict-affected settings (hence-

forth ‘FCAS’) (23%, n = 43). Almost a third of the studies focused on diet-related policies

(n = 58, 31%). A full list of references included in systematic review in provided in S1 Text.

Conceptual analytic framework

The framework that we iteratively developed to guide the organisation and analysis of our data

is presented in Fig 2. Its design reflects the fact that there are a series of shared issues that relate

to all Best Buy policies; then there are subsets that are unique to four different clusters: targets,

data collection, and plans; primary care guidelines and therapeutics; physical activity; and a

commercial determinants [30, 31] sub-cluster that included shared lessons for diet, alcohol,

and tobacco. Each of these also had their own unique implementation lessons, and we also

found a final subset of shared lessons that applied to diet and alcohol.

Targets, data collection, and plans

The literature suggests that functioning NCD surveillance systems are critical for target setting,

monitoring, planning, and to raise awareness and reinforce political commitments; however,

these systems are often inadequate in FCAS, undermining policy planning [32–38]. Strong

governance systems that facilitate multisectoral collaboration, partnership building, commu-

nity mobilization, social participation, and advocacy are critical for the development of

national plans, as is strong leadership to coordinate national and regional action across depart-

ments and sectors [39–45]. Under-prioritization of NCDs has resulted in insufficient resource

allocation and the inability to finance national activities and plans [39, 43, 46–48]. Two well-

conducted qualitative studies from Kenya, and Ghana and two mixed methods studies from

Uganda and Samoa noted difficulties in shifting MoH financial resources away from histori-

cally well-funded areas (e.g. HIV/AIDS) to NCDs, making it difficult to fund surveillance

activities and the development of targets and plans [33, 34, 49, 50].

Commercial determinants of health. There were several recurring cross-cutting issues

for policies that target commercial determinants. These include legal and illegal lobbying

efforts, national and transnational legal challenges, and the industry-sponsored dissemination

messaging to undermine public support for new NCD policies [51–59]. Suggested actions

include strategic framing of policy issues [53, 60], strengthening legal capacity to identifying

• Breast-milk substitute marketing policies

Physical activity

• Mass media campaigns

Primary care guidelines and therapeutics

• Cardiovascular risk stratification and provision of essential therapies in primary

care
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ways to minimize potential ‘practical’ trade concerns [54, 55], and developing clear strategies

and codes of conduct to manage engagement with the private sector [61, 62].

Tobacco. The introduction of tobacco legislation has been heavily shaped by political, his-

torical, social, and economic contexts [63–67]. The tobacco industry often raises considerable

barriers to legislative restrictions, for instance by arguing that restrictions will increase illicit

trade, create problems for retailers, harm the economy (especially in tobacco-producing coun-

tries), and violate domestic laws and international treaties on intellectual property and invest-

ments [67–71]. The Framework Convention for Tobacco Control (FCTC)—to which Libya is

a signatory—has been a key tool to catalyse the process of policy formulation, adoption, and

implementation [64, 72–74]. Several studies found that governance models that ensure trans-

parent management of conflicts of interest (in line with FCTC) [67, 75, 76] and adequate fund-

ing for implementation [68, 77, 78] have been associated with implementation of tobacco

Fig 1. PRISMA flow diagram.

https://doi.org/10.1371/journal.pgph.0000615.g001
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policies. Caribbean countries that proposed harmonization of excise taxes across the region

(i.e., all countries levy a minimum specific excise tax at the same rate) provided a good example

of tools that enable political processes to facilitate implementation of tax policy [79].

Diet. In many LMICs and fragile states experiencing epidemiological and nutritional transi-

tions, policy planning is made challenging by the fact that overweight and malnutrition can

coexist [80–84]. Another commonly reported challenge is the complexity of defining clear die-

tary and macronutrient targets and indicators, especially given uncertainty regarding ingredi-

ents and composition of food [54, 85–90]. A perceived lack of local evidence to support links

between salt or fat and NCDs are described as detrimental to the policy course [54, 85–90].

Trade challenges at the World Trade Organization or from regional agreements can exert a

regulatory chill that discourages countries from implementing NCD policies [51, 91–95].

Industry also commonly seeks to forestall legislation by pushing for self-regulation [53, 61, 81,

87, 96–103]. Where adopted, effective self-regulation requires strong government leadership,

multisectoral stakeholder engagement, and independent monitoring and evaluation [81, 85,

90, 96–100, 103–110].

Alcohol. Reported barriers to implementation include incoherent policy messaging and fail-

ure to frame the problem in a way that engenders aligned political and social understanding of

the problem. In this regard, the media plays an important role in shaping public attitudes [52,

92, 93]. Two high quality country case studies reported that delayed action can stem from alco-

hol not being perceived as a national priority [111, 112]. Countries ran into difficulties when

specific directions were not provided about how all information should be presented on labels

(size, font, position, wording etc) or where WHO recommendations were not followed [113].

We note that Libya has implemented all alcohol Best Buy policies.

Diet and alcohol. In contrast to tobacco, we found that diet and alcohol policies were simi-

larly undermined by a lack of global accountability instruments [51, 91–95], a lack of globally

Fig 2. Conceptual analytic framework developed to guide analysis and synthesis.

https://doi.org/10.1371/journal.pgph.0000615.g002
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agreed targets and evidence, and underdeveloped mechanisms for safe industry engagement

[39, 41–43, 114].

Physical Activity (PA). Numerous social, cultural, and environmental barriers prevent

engagement with PA, including fear of violence and crime in outdoor areas, air pollution, and

cultural restrictions–all of which tend to disproportionately affect women and girls [115–118].

A WHO report identified that conflict, political instability, and epidemics can make it difficult

to generate sufficient political attention for PA policies in many African countries [117]. Mass

media campaigns are reported to be an underused tool, based on a high-quality case study

from Nigeria [115]. Multisectoral collaboration was central to progressing PA policies in many

settings, with successes seen when governments, NGOs, academia, transport, urban planners,

and other stakeholders involved in PA promotion were brought together around shared policy

goals [116, 118–120].

Primary care guidelines and therapeutics

Fragmented health systems with a mix of private and public health provisions tend to generate

a complex environment for development of national plans, particularly in fragile settings

[121]. Additionally, many LMICs report competing needs from multiple disease burdens [122,

123]. Human resource capacity influences implementation: countries must train primary

health care professionals and provide them with supportive materials and tools throughout the

implementation period [124]. Availability of medicines and diagnostics is another major con-

cern; this is due to limitations in procurement systems and budget allocations for medicines

and blood pressure devices in some programs [50, 125]. Some population groups prefer infor-

mal providers, which adds another layer of complexity and fragmentation in health-seeking

pathways [126]. Evidence on the use of traditional medicine and locally driven policies that are

evidence based, cost effective, and culturally sensitive should be developed [121, 127]. Two

qualitative studies conducted in Africa highlighted that the use of technology, community

health workers, and task-sharing provide important frameworks to improve CVD care [128,

129].

Interview findings

Cross-cutting issues. Interviewees told us that implementation of the missing Best Buy

policies will only be possible with backing of political leadership at the highest level. Until new

elections are held, senior policymakers are reluctant to pass major health reforms as they feel

they do not have a democratic mandate. All interviewees agreed that NCD prevention and

control is not a priority on the national political agenda. Persistent conflict, political instability,

and the recent COVID-19 pandemic have crowded out political attention. Given the fragile

security and political context, the government has limited ability to conduct any major policy

reforms. Virtually all health-related policy action has focused on providing day-to-day clinical

services. Coordinated responses to NCD prevention and control across the country have been

challenging due to the dual governments and fragmented civil and clinical services. Overall,

the security situation prevents formal engagement with national policy-making processes,

impedes coordination with other sectors, and forces attention toward downstream biomedical

NCD actions.

“Libya is in a critical situation as you know, there is political instability, you have financial
problems, there is insecurity, there is incoordination between the different sectors, so all of
that affects our work in NCDs and even in other areas.”

–Senior Government official
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Targets, data collection, and plans. Financing for NCD prevention and control is a chal-

lenge and the national budget does not include a specific NCD line-item, undermining both

NCD surveillance and plan development. Potential funds have been diverted to the COVID-19

response and securing vaccines. Although there may be technical capacity at the ministry level

to design and implement policies, there is lack of buy-in from senior decision makers. Virtu-

ally no action can be taken without approval from the very highest levels of government. One

interviewee noted that even if policy makers were to pass NCD legislation, lack of enforcement

capability is likely to neuter implementation.

“There is no dedicated NCD budget. It’s first come, first served.”

–International Organization NCD lead

Few plans relating to the Best Buys have been developed; most are in drafting stage and

progress has been impeded by a lack of multi-sectoral collaboration. Much of this appears to

be related to the lack of NCD surveillance.

“I think we have not done a lot to convince the other ministries to participate with our efforts
to reduce the impact of NCDs [. . .] it’s very important to make people think about the size of
the problem and how can be solved.”

–Senior Government official

In addition, ongoing conflict prevents consistent NCD surveillance. Undertaking a second

STEPS survey is considered critical to persuading decision makers of the magnitude of the

impact of NCDs in Libya.

“Libya may be one of the few countries that have [not undertaken] the salt intake study. We
don’t know how much Libyan population are consuming salts every day. We don’t have the
study running yet, and this is one of the top priority research that we are thinking to conduct.”

–Senior Government official

Commercial determinants of health. Interviewees disagreed over how much corporate

influence was limiting progress. Almost all processed foods, tobacco, and alcohol is imported

(illegally in the case of alcohol and most of the country’s tobacco) rather than produced

domestically. Opportunities for regulating packaging, sales, and reformulation are perceived

as minimal. One interviewee felt that health standards were not being applied consistently to

imported goods. Overall, there has been little opportunity for transnational corporate interests

to undermine policy because of the lack of population-level policies being proposed.

“Big companies that are importing food. They are trying to bring something cheap to make
more money and the main issue will be with the government monitoring and surveillance sys-
tems which are not active to monitor those qualities [. . .] it’s mainly, I mean, laziness of those
[. . .] people who are responsible for that. I don’t think that it’s. . . It might be corruption. I
don’t know. I don’t see that, but it might be, I don’t know.”

–International NGO official
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Tobacco. While the WHO and MoH have issued a number of decrees regarding tobacco

control, none have been implemented. The relevance of tobacco control to Libyan context is

somewhat disputed, with some interviewees asserting that importation and domestic supply is

illegal when this is not the case. This can lead to the perception is that there is no need for

tobacco-related action, despite evidence from the 2009 STEPS survey that one-quarter of the

adult population smoke, and an increasing number of young people are consuming tobacco.

Much of the tobacco is sold in Libya is illegal, and sold by small street vendors in the informal

economy. This makes it hard to regulate.

“The product of the tobacco industry here in Libya [is] maybe covering less than 5–10% of the
daily Libyan consumption of tobacco [. . .] the main problem with tobacco is that illegal
tobacco selling is rising and tobacco is available here in Libya [at a] very cheap price. . . I don’t
know how this tobacco enters into the country. I don’t have any idea but the price of some
brands of tobacco is, I think it’s maybe the cheapest in the world. I mean, a packet of tobacco
maybe cost around 15–20 cents. So that’s very, very cheap. And as I mentioned, it’s nothing to
do with the with the tobacco industry, it is to do with the borders and how to control illegal
tobacco trading.”

–Senior Government official

Responsibility for tobacco control lies at the parliamentary level, where there are multiple

competing priorities. Enforcement is the responsibility of the Ministry for the Interior and the

police. One interview felt that tobacco control is unlikely to be strongly enforced by police offi-

cers who smoke themselves.

“It’s of low priority, especially–I mean, who will take care of that? It is Ministry of Interior
and the police people. Most of the police people, they are smoking. So how can you ask some-
body to stop people from smoking while he’s smoking himself? And within that facility itself,
they are smoking.”

–International NGO official

“They need to make some regulation, make tobacco expensive, enforce [no] smoking in public
areas, there are no punishments. There are stickers on the wall, “please don’t smoke” but there
is no punishment for doing so. So we need strict regulation to control the tobacco in Libya.”

–Senior Government official

The overarching sense is that the illegal tobacco market is too large and complex to address

effectively with the resources currently at the government’s disposal. Furthermore, the WHO

Best Buys and other policy tools are not fit for purpose as they generally do not tackle black

market supply.

Diet. Libya relies on food imports, with little domestic production. The FDCC applies

standards that are developed by the National Center for Standardization and Metrology, how-

ever one senior policymaker stated there are no food labelling guidelines, targets or maximum

thresholds for salt, fat, or sugar content in imported or domestically produced foods and bev-

erages, which indicates that awareness of these guidelines is low. The FDCC has little capacity

to develop or implement regulation of labelling guidelines or maximum thresholds for salt, fat

or sugar content of foods.
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There is also a paucity of country-level evidence on national diet risk factors such as salt,

trans fats, and highly processed foods, which impedes action–regional or international-level

evidence is perceived to be insufficient in persuading policy makers.

“Actually, if we are thinking to take an action as you mentioned, this is not a health sector
responsibility alone, it’s to do with the other sectors as well. The first thing that we need to,

considering this matter, is how to convince the Prime Minister to take actions [. . .] for exam-
ple, to forbid any importing of trans fat products, or also to make restrictions for salt-contain-
ing foods. This is a huge responsibility shared across ministries, for example, Food and
Agriculture, Prime Minister, Ministry of Health and customs [. . .] So the challenge is, how
can we convince the other ministries to take such decrees to prevent to prevent importing such
products?”

–Senior Government official

The government has previously considered implementing the International Breastmilk

code, but progress has stalled. It appears that responsibility for child health promotion is unof-

ficially devolved to the Ministry of Education. Each time children were mentioned during the

interviews, participants spoke about working in schools alongside the Ministry of Education,

using education budgetary resources.

“They [the health promotion administration] are working with the close contact with the Min-
istry of Education there, working at schools too and they have a clear action plan about selling
unhealthy products to the school children [. . .] and there are some regulations about that.
They have. . . and I can’t say a proper strategy, but they have a mini strategy and action plan
with the close collaboration with the Ministry of Education.”

–Senior Government official

There was little concern about whether delegating all child-related issues to the education

sector might weaken action to restrict the marketing of junk food to children.

Alcohol. Libya has fully implemented all Best Buy alcohol policies. Whilst our systematic

review suggested that diet and alcohol share similar challenges in many settings, this is not the

case in Libya–one of the few countries where alcohol is banned. Interviewees acknowledged

that just because alcohol is banned does not mean that it is not consumed. However, WHO

surveys conducted in 2008 and 2009 indicate that the bans are strictly enforced, domestic pro-

duction and imports are negligible, and <1% of the population consumes alcohol. As such,

alcohol is not perceived to be a legitimate risk factor of concern.

“Alcohol is not allowed in Libya, it’s illegal, so we don’t have alcohol and industries here.”

–Government official

Among interviewees, there was a lack of knowledge or awareness of steps that could be

taken to address informally produced alcohol.

Physical activity. One interview participant identified Libya’s lack of sports infrastructure

as an impediment to state-organised physical activity promotion.

“We don’t have good spaces to implement multiple activities.”

–International organization official
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Developing a mass media physical activity promotional campaign through the NCD office

with support from aligned NGOs would require securing a new budgetary line, which appears

to be extremely difficult. A draft plan is in the early stages of development.

Primary care guidelines and therapeutics. While PHC guidelines are being developed

for diabetes, cardiovascular disease, hypertension, obesity, nutritional guidelines and mental

health, there is little regulation across private providers. The fragmented primary health care

system makes consistent implementation difficult across facilities. Conflict, political instability,

and the overall lack of coordinated governance have hampered health service delivery and pro-

vision of recommended cardiovascular therapies.

“There is no clear regulation for the private sector in Libya [. . .] to be honest, they are out of
control of the Ministry of Health. So collaboration between the public and the private sector is
very weak.”

–Senior Government official

Synthesis and recommendations. We used a joint display (Table 2) to synthesise our

findings, focusing on the policies that have not been implemented. Core cross-cutting themes

included the strategic importance of strong governance—which equates to buy-in at the high-

est level of leadership for Libya, as well as adequate legislative and ministerial attention–as well

as mechanisms and venues for cross-government multisectoral action that is insulated from

industry interference, and dedicated funding for NCD policy development, implementation,

and enforcement. The fragile security situation and fragmented health service delivery model

represent major challenges for national surveillance efforts. This undermines the ‘data collec-

tion’ target, but also impacts other areas as policymakers feel that domestic data are required

before dietary policies can be implemented. Health system fragmentation also makes it very

difficult to provide consistent access to recommended cardiovascular therapies. A number of

initiatives are in development, and there is a growing appreciation of the need for collabora-

tion across government departments, however the policy stasis is unlikely to thaw until a

leader with a clear electoral mandate accords NCDs the legislative priority they deserve.

Discussion

In this explanatory sequential mixed-methods study we used quantitative policy review to

identify Libya’s NCD policy gaps, systematic review of the global literature to identify lessons

from other settings, and key stakeholder interviews to explore specific challenges and opportu-

nities for progress.

Libya has implemented a quarter of the 19 recommended Best Buy policies, including all

alcohol policies and two tobacco policies. In reality, these tobacco measures are not enforced,

smoking rates are high, and the vast majority of tobacco comes from the black market. Libya’s

policymakers face a unique constellation of challenges to and opportunities for introducing

the NCD Best Buys. Negligible physical activity infrastructure, a world-leading illicit tobacco

market, a fractured primary care system, and a decade of conflict are significant challenges. At

the same time, Libya enjoys near total alcohol abstinence and reasonable political alignment

regarding the need for effective NCD legislation. Perhaps the largest barrier is that new legisla-

tion requires leadership from the highest levels of government and a stable deliberative body

with space on the legislative agenda. In the absence of these circumstances, policy makers have

been forced to make do with downstream clinical interventions because they feel that any

other form of implementation requires sign-off from an elected official.
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Table 2. Joint display of findings relating to Libya’s policy gaps.

Targets, data collection,

and plans

Tobacco Diet Physical Activity Primary Care guidelines and

therapies

Findings from quantitative policy review

Policy gaps • Regular risk factor

surveys

• NCD targets

• Routine mortality data

collection

• Multisectoral action plan

• Taxation

• Packaging graphic

warnings

• Mass media

campaigns

• Salt reduction policies

• Fat reduction policies

• Child food marketing policies

• Breast-milk substitute

marketing policies

• Mass media

campaigns

• Cardiovascular therapies

Findings from the systematic review

Facilitators
for policy
implementation

• Strong governance

• Multisectoral action

• Dedicated financing

• Dedicated financing

• FCTC ratification

• Clear governance of

conflicts of interest

• Clear macronutrient & dietary

targets

• Strong governance and

multisectoral engagement

• Independent monitoring of

voluntary industry reform/

action

• Multisectoral

collaboration and

action

• Deployment of technology

• Effective exploitation of

community health workers

• Task-sharing

Challenges
for policy
implementation

• Competing priorities

• Conflict undermining

surveillance systems

• Industry opposition

• Legal challenges

• Public messaging/

framing

• Industry opposition

• Industry self-regulation

forestalling effective action

• Double burden of disease

• Insufficient local evidence on

the burden of salt & fat

• Low priority issue in

many settings

• Conflict, political

instability, and

epidemics all draw

attention away

• Mixed public/private/

traditional providers

• Weak health systems in fragile

settings

• Competing priorities (HIV/

Covid)

• Limited human resources

• Inadequate diagnostics

Logistical and stocking issues

Findings from the qualitative interviews

Challenges
for policy
implementation

• Few plans have been

developed; most are in

drafting stage

• Conflict and lack of

funding prevents

consistent NCD

surveillance

• No action can be taken

without sign-off from the

prime minister (highest

level of political leadership)

• Disputed significance;

(some interviewees

thought tobacco import

& sale was illegal

• No official national

tobacco strategy,

although one is being

drafted

• WHO and MoH have

issued decrees

regarding tobacco

control; none have been

implemented

• Counterfeit tobacco is

cheap, plentiful, and

sold in an informal,

unregulated economy

• Enforcement of

tobacco control

challenging

• WHO Best Buys and

other policy tools do

not focus on the black

market

• Reliance on imports perceived

as an issue; ‘it’s out of our

control’

• FDCC has low capacity to

develop or implement dietary

targets, labelling guidelines or

maximum thresholds for salt, fat

or sugar content of foods

• Little country-level evidence

on national diet risk factors to

guide action

• Responsibility for child health

is effectively unofficially

devolved to the Ministry of

Education

• Paucity of sports

infrastructure

• New promotional

campaigns require new

budgetary lines which

are difficult to secure

• PHC guidelines being

developed for diabetes,

cardiovascular disease,

hypertension, obesity,

nutritional guidelines, and

mental health

• Close working relationship

between NCDC and primary

health care division of the MoH

• Fragmented primary health

care system makes consistent

implementation difficult across

facilities

• Little regulation or

enforcement of private

providers

• Conflict, political instability,

and lack of coordinated

governance have hampered

health service delivery and

provision of medicines

Opportunities
for policy
implementation

• Second STEPS survey is

considered critical to

persuading decision

makers of the magnitude

of the impact of NCDs

• [None identified] • Functioning FDCC with good

links to the NCDC

• Recognition that high-level

leadership and multisectoral

action is required

• Plan is in early stages

of development

• Institute of Primary Health

Care is taking responsibility for

formalising treatment pathways

https://doi.org/10.1371/journal.pgph.0000615.t002
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Based on our findings, we have developed a set of policy recommendations for Libya. These

fall into three groups according to feasibility. Firstly, simple, discrete actions that require very

modest resource allocation: adding an NCD line-item to the national health budget to signal

that NCDs will require dedicated resources; recognising and encouraging nascent multisec-

toral initiatives aimed at developing plans for physical activity via an official announcement,

officially adopting the nine WHO-recommended NCD targets from the Global Monitoring

Framework for NCDs (these can be updated/tailored at a later date); inviting WHO to unilat-

erally conduct a follow-up STEPS survey; and signing up to the International Code of Market-

ing of Breastmilk Substitutes. These six actions could be implemented relatively easily,

particularly with the support of existing development partners in the country. They would pro-

tect lives, make good on pre-existing international commitments, and encourage encouraging

policy work that is already underway. Libya’s Best Buy implementation score would almost

double, placing it on par with the mean for upper-middle income countries. The main barrier

to action seems to be the dependence on very high-level political buy-in. Many of the inter-

viewees noted that progress is predicated on approval at the highest level of political leadership,

however, a large number of competing priorities exist in the country, many of which appear

more urgent than NCD risk factor control. A further proposed issue is that the current political

leadership may not feel able to introduce health policy reforms until the new elections deliver

a democratic mandate to act.

The second set of recommendations require dedicated policy development: developing

Libya-specific NCD targets and obtaining high-level political endorsement; drafting plain

packaging legislation for legal tobacco products; setting up a commission to devise a strategy

to tackle illegal tobacco; raising the official tax rate on tobacco to 75% of the total price; run-

ning mass media campaigns for a physical activity and tobacco; devising reduction and refor-

mulation strategies for salt and fats; and developing a national policy to reduce child

marketing of junk foods. The first four could be led by the NCDC. Indeed, work is already

underway for many elements. The latter three (dietary) actions require ongoing collaboration

between the FDCC and the NCDC, with greater involvement of the Ministry of Education.

Libya already has the relevant institutional capacity, inter-sectoral relationships, and access to

external expertise to deliver on all eight Best Buy domains covered above.

The third set of actions centre on structural reform. Harmonised and well-functioning

national data collection systems, the reliable provision of therapeutics, and the development of

a robust multisectoral action plan all require a stable security situation and political legitimacy.

Our review and interviews highlight the importance of high-level political leadership for NCD

policy implementation. It is clear that the role of the head of the Government is crucial for pro-

gressing nascent policy developments including to allocate hypothecated resources and engen-

der multisectoral collaboration. The backdrop of conflict, weak governance, competing health

issues (including COVID-19) and a fractured health system was found to be an important lim-

itation in the global literature, and these issues were also felt to inhibit action in a range of

areas by Libyan interviewees. These contextual issues were believed to draw legislative and fis-

cal attention away from NCDs as well as undermine national data collection, enforcement,

and harmonised health service delivery of primary care guidelines and therapies. On one level

this is understandable, however NCDs kill far more Libyans than conflict every year, and risk

factor prevalence is alarmingly high. Sadly, there is little that health advocates can do to influ-

ence these macro determinants.

Our work falls under the banner of implementation research; concerned with understand-

ing “what, why and how” interventions work for a given population in a particular setting

[130, 131]. Implementation research has been defined as “the scientific study of the processes

used to implement policies and interventions and the contextual factors that affect these
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processes” [132]. There have been increasing calls to use IR approaches to understand how the

WHO Best Buy policies can be taken to scale in low and middle income countries [131, 133–

135].

Strengths and limitations

A major strength of this study is the use of mixed-methods to gain a holistic understanding of

the challenges Libya faces and the opportunities for policy progress. Our quantitative analysis

followed the approach previously used by WHO and Allen et al. [29, 135, 136]. The findings

are limited by the quality of the underlying Libyan Country Capacity surveys, and not all of

the recommended Best Buy policies are relevant, for instance they do not capture measures to

tackle illegal tobacco.

Our review was conducted according to Cochrane guidance and the PRISMA checklist. We

had to relegate many details to S1 Text, however we used a robust and reproducible approach.

We only used dual review for a fifth of titles & abstracts, however we erred on the side of over-

inclusion and used dual review for every other step.

We used purposive sampling for our interviews and were able to access all of the senior pol-

icymakers that we approached. Again, we used a robust approach for conducting, analysing

and interpreting the interviews. Ideally, we would have spoken to the higher-level political

leadership (such as the health minister, finance minister, and prime minister) as they are so

fundamental to the policy implementation process, but this was not thought to be feasible.

An important an overarching limitation of this work is the shifting political landscape.

Whilst we deliberately spoke to policymakers who were in established positions that had sur-

vived multiple regime changes, it is possible that the institutional and legislative landscape will

shift in a way that nullifies some of our recommendations. A further limitation is the narrow

focus of the Best Buy policies. We sought to strike a balance between focusing on the cost-

effective solutions espoused by WHO, and other NCD policies that may be more pertinent for

Libya. In terms of our positionality, our research team is comprised of a mix of insiders and

outsiders which provides a decent epistemological balance. The research and project leaders

have clinical, policy, and research experience.

A final critical issue that our study raises is the challenge of obtaining local ethical review in

fragile and conflict affected settings for short term projects that often have to deliver on very

tight deadlines. We note that virtually all global health programmes run by WHO, the World

Bank, and other international partner organisations operate without any form of independent

ethical review. The only incentive seems to be the option of publishing findings in the peer-

reviewed literature, however in an ideal world, rapid, routine processes should be in place for

every project that potentially exposes participants to risk. We were unable to obtain local

approval and so sought the advice of the Oxford Tropical Research Ethics Committee. They

were able to provide a degree of external scrutiny. We would argue that there is a potential role

for WHO to run a rapid ethics review service via a central secretariat and country representa-

tives attached to every WHO county office. This would enable a greater proportion of non-

research projects to get independent feedback on their proposed approach.

Conclusion

NCDs are the leading cause of death and disability in Libya, however they have not been

accorded adequate political attention, in part because years of conflict and constantly changing

leadership inhibits action. If/when stable and legitimate national leadership emerges, it is

imperative that the Government signal their blessing for greater action on NCDs. This would

allow nascent collaborations and policy plans to come to fruition. Failing that, there are still a
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large number of simple actions that could be approved and implemented with negligible effort.

NCDs may not be as attention-grabbing as armed conflict or Covid-19, but NCDs levy an even

greater burden than the two combined. What is more, the government has a range of effective

tools just waiting to be used.
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