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Executive Summary

eart disease, cancer, diabetes, chronic respiratory
H conditions, and other non-communicable dis-

eases (NCDs) increasingly threaten the physical
health and economic security of many lower- and mid-
dle-income countries. What makes the NCD challenge
particularly daunting for many developing countries is
that, compared to their higher-income counterparts,
they will face higher levels of NCD at earlier stages of
economic development, with fewer resources, and with
less time to respond effectively.

Despite the magnitude of the challenge, there is consid-
erable scope for action, especially if policy makers and
communities mobilize broadly behind evidence and
make prevention and targeted treatment of such diseases
a priority. This calls for decisive action across a broad
range of key areas in national life. The United Nations
General Assembly’s High-level Meeting on NCDs this
year provides an excellent opportunity to mobilize glob-
al attention on the risks of the NCD challenge, and to
strengthen efforts to curb this deepening crisis.

NCDs exact a heavy toll on individuals and their com-
munities, and compound the difficulties many countries
face in achieving their 2015 Millennium Development
Goals (MDG). In Eastern Europe and Central and
East Asia, NCD levels are alarming and above those in
high—income countries. For instance in 2010 in China,
a recent Bank study reports that more than 580 million
people had at least one modifiable NCD risk-factor. By
2030, NCDs are expected to account for three quarters
of the disease burden in middle-income countries, up
from two-thirds today.

The change in mortality and disease levels will be partic-
ularly substantial in Sub-Saharan Africa, where NCDs
will account for 46 percent of all deaths by 2030, up

from 28 percent in 2008, and in South Asia, which will
see the share of deaths from NCDs increase from 51 to
72 percent during the same period. More than 30 per-
cent of these deaths will be premature and preventable.
These lower-income countries will, at the same time,
continue to grapple with the widespread prevalence of
communicable diseases such as HIV, malaria, tuber-
culosis, and mother and child conditions, and so face
a “double burden” of disease not experienced by their
wealthier counterparts.

The potential cost of NCDs to economies, health systems,
households and individuals in middle- and lower-income
countries is high. In many middle- and lower-income
countries, NCDs are affecting populations at younger
ages, resulting in longer periods of ill-health, premature
deaths and greater loss of productivity that is so vital for
development. For instance, in Egypt, a recent World
Bank study found the country’s aggregate labor supply to
be some 19 percent below its potential, driven by lost em-
ployment and reduced numbers of hours worked by those
reporting chronic conditions; this implied an overall pro-
duction loss of roughly 12 percent of the country’s GDP.

Most countries lack the means to “treat their way out” of
the NCD challenge. Rising trends in NCD prevalence
and treatment costs will force countries to make delib-
erate and often very difficult choices in creating strate-
gies to address NCDs in a sustainable way. In all coun-
tries, but particularly in those that are still facing major
challenges to achieve the MDGs, such strategies should
strongly emphasize prevention, alongside cost-effective,
fiscally sustainable and targeted treatment.

The good news is that there is considerable scope for
action across sectors to address the challenge of NCDs.
Prevention works well when allied with strong political
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and community leadership. Indeed, a strategic response
that emphasizes prevention, alongside cost-effective, fis-
cally sustainable and targeted treatment. Health system
adaptation can make real headway in stemming the rise
of NCDs and can help mitigate their impact in an af-
fordable way.

Much of the rise in NCDs in developing countries is
attributable to modifiable risk factors such as physi-
cal inactivity, malnutrition in the first thousand days
of life and later an unhealthy diet (including excessive
salt, fat, and sugar intake), tobacco use, alcohol abuse,
and exposure to environmental pollution. Country ev-
idence suggests that more than half of the NCD bur-
den could be avoided through effective health promo-
tion and disease prevention programs that tackle such
risk factors. Particularly effective at very low costs are
measures to curb tobacco, such as taxes, as indicated
in the “WHO Framework Convention on Tobacco Con-
trol’, and to reduce salt in processed and semi pro-
cessed foods.

In India, this has meant, among other things, subsidizing
and promoting kitchen stoves that use clean fuels and do
not cause respiratory disease. In Bogotd, Colombia, the
city government has built cycle paths across the city and
started a community exercise program that takes place

every Sunday and now draws the active participation of
more than a million pedestrians and cyclists each week.

A compelling OECD example comes from New York
City, where the mayor brought the health sector and
hospitality industries together to reduce smoking and
ban the use of trans-fats. The proportion of restaurants
using trans-fats fell from 50 percent to less than 2 per-
cent in two years, while the percentage of adult New
Yorker smokers fell from 21.5 percent to 15.8 percent
over the same period.

The aim of this note is to support policy makers in low-
er- and middle-income countries, as well as the devel-
opment community, in taking action across sectors to
effectively address the growing crisis of NCDs amongst
other national and global priorities. The World Bank’s
support to policy makers in addressing the NCD chal-
lenge builds on its work in strengthening develop-
ment and improving health outcomes in middle- and
lower-income countries. This work complements the
World Bank’s strong commitment to supporting the
MDG agenda. The Bank stands ready to help coun-
tries, particularly those dealing with a “double burden”
of disease, to shape strategies to achieve their MDG
targets, and build the evidence, for both middle and
lower income countries, to effectively respond to the
NCD challenge, while resolving the inevitable trad-
eoffs that policymakers will face in allocating national

health budgets.



A Call to Action:

The Mounting Development Challenge

of NCDs

Premature mortality and illness due to NCDs present a
growing health and development challenge in middle-
and lower-income countries. The cost for economies,
health systems, households and individuals is already
substantial, and is set to increase significantly if action
is not taken to stem the rise of NCDs.?

The Rise of NCDs in Middle- and
Lower-Income Countries

In high-income countries, NCDs have long been the
leading cause of death and ill-health. It is no surprise that
NCD prevalence is now rising in the rest of the world,
where the burden of communicable diseases is largely on
the retreat, populations are aging rapidly, and develop-
ment and lifestyle changes due to social and economic
globalization are increasing exposure to risk factors such
as obesity, smoking, and pollution. The rise of NCDs in
middle- and lower-income countries, including amongst
younger, working-age populations, makes NCDs a chal-
lenge that warrants global attention (figure 1).

Increasing NCD-related mortality and ill-health.
Overall, deaths from NCDs as a share of total deaths
are projected to rise by over 50 percent in middle- and
lower-income countries by 2030. The change will be
particularly substantial in Sub-Saharan Africa, where
NCDs will account for 46 percent of all deaths by 2030,
up from 28 percent in 2008, and in South Asia, which
will see the share of deaths from NCDs increase from
51 to 72 percent during the same period. Data on ill-
health paint a similar picture. By 2030, cancer incidence

is projected to increase by 70 percent in middle-income
countries and 82 percent in lower-income countries.’
While increases in NCD-related mortality and ill-health
in part reflect countries” successes in extending lives and
curbing communicable diseases, a significant part of the
increase is a result of modifiable risk factors, many of
which are linked to modernization, urbanization, and
lifestyle changes. Moreover, in some countries, particu-
larly in the former Soviet Union area, premature mor-
tality has resulted in a reduction of the population size
and a decreasing or stagnant healthy life expectancy.*
Postponing the onset of NCDs to shorten the number
of years of ill-health and avoid premature mortality rep-
resents an important policy goal, and an investment in
health as well as economic and development outcomes.

The rise of NCDs amongst younger populations.
The rise of NCDs amongst younger populations may
jeopardize many countries “demographic dividend”,
including the economic benefits expected to be gener-
ated during the period when a relatively larger part of
the population is of working age. Instead, these coun-
tries will have to contend with the costs associated with
populations that are living with longer episodes of ill-
health. For example, a recent study found that one in
four people in Ukraine between the ages of 18 and 65
has an NCD, and that a growing number of young
adults are being affected, prompting the conclusion that
the country could “lose the next generation to chronic
disease”.* Cardiovascular disease is already a major cause
of death and disability in South Asia, where the average
age of first-time heart attack sufferers is 53 compared
to 59 in the rest of the world.” In the Middle East and
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FIGURE 1. The Rising NCD Challenge in Developing Regions Includes Younger Populations

Deaths from NCDs as a share of total deaths, 2008—2030*

High-income countries All ages, percent

Europe and Central Asia

Middle- and East Asia and Pacific
low-income
countries by region
Latin America and the
(aribbean

Middle East and North Africa

South Asia

Sub-Saharan Africa

Ages 15-59, percent

H 2008

| 2030

Sources: World Bank analysis based on the WHO Global Burden of Disease database estimates and projections and the World Bank regional and country income groupings in
“Chronic Emergency: Why NCDs Matter.” Health, Nutrition, and Population Discussion Paper. 2011. Washington DC: World Bank.?
Notes: *Analysis by region uses WHO updated estimates for 2008 and baseline projections for 2030; analysis by income group uses WHO 20082030 baseline projections.

North Africa, NCD prevalence is increasing amongst
women and adolescents, driven by factors unrelated to
age, such as growing rates of obesity and smoking.®

A daunting development challenge. NCDs also pres-
ent a daunting development challenge for middle- and
lower-income countries because of the magnitude of the
burden relative to their level of economic development.
The projected rise of NCDs in these countries will oc-
cur on a compressed timeline, compared to high-income
countries, and often in the context of competing priori-
ties and a restricted capacity to respond. In fact, NCDs
are already exacting a significant toll in terms of the hu-
man and economic cost in these countries, as measured
in healthy years of life lost (a sum of productive life years
lost due to premature mortality and disability). This toll

will become even higher over the next two decades, as
the share of the disease burden attributable to NCDs in
middle-income countries approaches that found in high
income countries and rises even more rapidly in lower-
income countries to come close to the levels found in
middle-income countries today.

The “double burden” of disease. Even as NCDs be-
come an increasing challenge, many lower-income
countries will continue to face a substantial burden of
communicable diseases. As a result, they will contend
with a “double burden” of disease, further compound-
ing the overall health and development challenge. For
poorer populations in particular, the greater likelihood
of exposure to multiple risk factors for NCDs, com-
bined with inadequate preventive health care and edu-



A Call to Action: the Mounting Development Challenge of NCDs | 3

cation, can help constitute a clustering of risk factors
that makes the health consequences and costs associated
with NCDs more likely to weigh most heavily on those

already most vulnerable.>

The Cost of NCDs: Impact on
Economies, Health Systems,
Households and Individuals

The impact of the mounting NCD challenge cannot be
fully understood without considering the broad range
of direct and indirect effects on economies and health
systems, as well as on the affected individual and his or
her household.” These effects, in aggregate, drive eco-
nomic and human development outcomes, including:
decreased country productivity and competitiveness,
greater fiscal pressures, diminished health outcomes, in-
creased poverty and inequity, and reduced opportunities
for society, households and individuals (figure 2).

Impact on economies. Because of their specific charac-
teristics, NCDs affect adults—often in their productive
years—, require costly long term treatment and care, and

often are accompanied by some degree of disability. There-
fore, they could potentially have greater socio-economic
impact than other health conditions. Increased NCD lev-
els can: reduce labor supply and outputs, increase costs
to employers (from absenteeism and higher health care
coverage costs), lower returns on human capital invest-
ments, reduced domestic consumption and lower tax rev-
enues, as well as increased public health and social welfare
expenditures. Several studies have quantified this impact.
For example, a review of such studies undertaken for a
2006 report found the cost of chronic diseases and their
risk factors to be ranging from less than 1 percent up to
nearly 7 percent of a national GDP” In addition, recent
research, including a World Economic Forum-funded
study on the economic impact of NCDs and a number
of regional and country studies on the impact of NCDs,
suggests that the economic costs of NCDs may be signifi-
cantly higher and, if current trends continue, even poten-
tially overwhelming in some contexts.*

*The Bank is currently conducting a major piece of analytical work
on health-including health care-and economic development to fur-
ther develop the depth of evidence on the linkages between health
and the economy.

FIGURE 2. High Cost of NCDs to Economies, Health Systems, Households and Individuals

Key drivers

Economies

® Reduced labor supply

® Reduced labor outputs (e.g., cost of
absenteeism)

® Additional costs to employers (e.g.,
productivity, insurance)

® Lower returns on human capital
investments

B |ower tax revenues

m |ncreased public health and social welfare
expenditures

healthcare

Health systems

® |ncreased consumption of NCD-related

® High medical treatment costs (per
episode and over time)

= Demand for more effective treatments
(e.g., cost of technology and innovation)

® Health system adaptation (e.g.,
organization, service delivery, financing)
and adaptation costs

Households and individuals

® Reduced well-being

m |ncreased disabilities

B Premature deaths

m Household income decrease, loss, or
impoverishment

® Higher health expenditures, including
catastrophic spending

® Savings and assets loss

® Reduced opportunities

Example impact areas

Country productivity
and competitiveness

Sources: World Bank analysis in “Chronic Emergency: Why NCDs Matter.” Health, Nutrition, and Population Discussion Paper. 2011. Washington DC: World Bank.
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Country-level findings are particularly striking. In Egypt,
a recent study found the aggregate labor supply to be
some 19 percent below its potential, driven by lost em-
ployment and reduced numbers of hours worked by those
reporting chronic conditions, implying an overall pro-
duction loss of roughly 12 percent of the country’s GDP?
In China, reducing cardiovascular mortality by 1 percent
per year over a 30-year period (2010-2040) could gener-
ate an economic value equivalent to 68 percent of the
country’s real GDP in 2010—more than US$10.7 tril-
lion at purchasing power parity.” A recent study illustrat-
ed the economic impact of NCDs in India by estimating
that if NCDs were “eliminated”, the country’s 2004 GDP

would have been 4 to 10 percent greater.'*>

Impact on health systems. The rise of NCDs will also
place increasing pressure on health systems. As the prev-
alence of NCDs rises, there will be greater demand for
NCD-related health care, which will create increasing
pressures for health expenditures and additional health
financing challenges. NCDs are generally more expen-
sive to treat and require patients to have multiple in-
teractions with health systems, frequently in inpatient
settings, and over longer time periods. The demand for
more effective treatments, as well as newer and more
costly ones, is likely to rise. Indeed, a recent IMF report
found that the rising health costs resulting from shift-
ing disease patterns (increasing NCDs) and the need to
control expenditures while not creating adverse health
outcomes will become in the coming years a fiscal pol-
icy challenge that could dwarf the current fiscal crisis."
These findings underscore the need for health systems
in many countries to undergo significant adaptation if
they are to address NCDs effectively and in a fiscally
sound manner. They will need to invest substantial re-
sources and effort in changing and strengthening service

delivery, organization, skills, equipment, and financing
models. Health systems in many lower-income coun-
tries will face a particular challenge, as they will need
to find a means of coping with the “double burden” of
NCDs and communicable diseases. The issue of health
system preparedness and adaptability was thoroughly
addressed in a 2007 World Bank report.””

Impact on households and individuals. The most im-
mediate impact of NCDs lies, of course, in suffering
and decreased well-being. However, because NCDs af-
fect adults in their productive years, require long term
treatment and often cause disability, they can have more
severe economic consequences for the individual and his
or her family,—including decrease or loss of household
income, impoverishment, loss of savings and assets, and
reduced opportunities—than other illnesses. Amongst
people suffering from chronic diseases in Egypt, for ex-
ample, the probability of being employed is 25 percent-
age points lower than the average, and their working
time is reduced by 22 hours per week on average.®

NCD-related health care costs can also significantly
affect households’ financial security. For example, the
share of out-of-pocket household health expenditures
on NCDs in India increased from 32 percent to 47 per-
cent between 1995-1996 and 2004. Moreover, 40 per-
cent of these expenditures were financed by borrowing
and sales of assets, increasing the household’s financial
vulnerability."” NCDs also increase the risk of house-
holds incurring “catastrophic” health costs. In South
Asia, the chance of incurring catastrophic hospitaliza-
tion expenditures was 160 percent higher for cancer pa-
tients and 30 percent higher for those with cardiovascu-
lar diseases than it was for those with a communicable
disease requiring hospitalization.’



Changing Course:

the Prevention Opportunity

Attempts to “treat their way out” of the NCD chal-
lenge will be too costly for most middle- and lower-
income countries, and such a strategy would, in any
event, constitute an inefficient use of resources. Cur-
rent trends in NCD prevalence and treatment costs will
force countries to make deliberate, and often very diffi-
cult, choices in creating strategies to address NCDs in
a sustainable way. Such strategies should, particularly
in lower-income countries, first and foremost include
a strong emphasis on prevention measures, alongside
efforts to strengthen health systems in order to provide
targeted, cost-effective, and fiscally sustainable treat-
ment for health conditions, depending on countries’
epidemiological profile.

The efficacy of prevention. Prevention has the potential
to yield meaningful results, because much of the rise in
NCDs in developing countries is attributable to shared
and modifiable risk factors such as physical inactivity,
unhealthy diet (including excessive salt, fat, and sugar
intake), tobacco use, alcohol abuse, and exposure to
environmental pollution.” > Indeed, existing evidence
suggests that more than half of the NCD burden could
be prevented through a few key health promotion and
disease prevention interventions that address such risk
factors (figure 3).

Such interventions are also cost-effective and affordable.
For example, in six major middle-income countries, the
costs of a comprehensive prevention package including
several population-based and one individual interven-
tions, ranged from US$1.5 to US$4.5 per capita.” This
corresponds to a small fraction of their 2010 total per
capita health spending ranging between 0.39 percent in
Brazil to 3.38 percent in India, including values around

0.85 percent in South Africa Russia, China and Mexi-
co. Better prevention today could save millions of lives
and billions of dollars tomorrow.? In a recent report,
the World Health Organization (WHO) has identified
a series of population based and individual preventive
measures whose costs-effectiveness is well proven. The
optimal package of prevention measures, as well as
the right strategic mix of prevention and cost-effective
treatment options for any given country will depend
on its epidemiologic and demographic profiles, the ca-
pacity of its health system, and the available resources.
These expenditures could in part be financed through
increases in general revenue from actions that also help
to curb risk factors, such as tobacco taxation measures
agreed under the Framework Convention on Tobacco

Control (figure 3).

Configuring prevention measures. A recent World
Bank study on NCDs in China illustrates how coun-
tries might go about configuring such a mix of measures
(figure 4). To achieve the greatest impact and value for
money, the study proposes a set of targeted population-
wide preventive interventions and individual-based
prevention measures aimed at groups at high-risk of
developing an NCD. This strategic mix,—four sets of
population-wide and high-risk individual/group-based
preventive interventions—was proposed as a strategic
mix because it was estimated to leverage economies of
scale and to deliver the greatest value for investments
needed at different levels of available resources. Accord-
ing to this study, full implementation of the proposed
combined set of interventions in China would cost
about US$220 per high risk individual per year and
could halve the total estimated NCD burden measured
in averted healthy years of life lost.”
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FIGURE 3. Examples of Priority Interventions to Address NCDs

Risk Factor Example Intervention

Tobacco use
= Raise taxes on tobacco

Accelerate implementation of the Framework Convention on Tobacco Control:

Enforce bans on tobacco advertising, promotion, and sponsorship
Ban smoking in public places and protect people from tobacco smoke
Offer help to quit tobacco use and warn about the dangers of tobacco use

Regulate salt concentration limits in processed and semi-processed foods
Reduce dietary salt levels through voluntary action by food industry

Implement information and education campaigns to warn about the harm from excessive salt intake

Facilitate access to and promote combinations of drugs for individuals at high risk of NCDs

|
|
|
Excessive dietary salt intake u
|
= Promote low-sodium salt substitutes
|
Harmful alcohol use ® Increase taxes
= Ban advertising
m Restrict access
Unhealthy diets, physical inactivity, ~ = Introduce taxes for unhealthy food
obesity = Provide subsidies for healthy food
= Promote labeling
m Administer marketing restrictions
Cardiovascular risk m
Environmental pollution L

Subsidize and promote the use of cookstoves that use cleaner fuels

= Reduce emissions of harmful urban air pollutants from vehicles through better technology and greater

use of mass transit

= Reduce exposure to agro-industrial chemicals and waste by ensuring clean water for irrigation and
managing pesticide use for crops and vegetables

Sources: Expanded from Toward a Healthy on Harmonious Life in China; Stemming the Rising Tide of Non-Communicable Diseases. 2011. Washington, DC: The World Bank.’
Adapted from “Priority actions for the non-communicable diseases" 2011. Lancet 377: 1438—47."

Similarly, in other middle- and lower-income countries,
intervention packages can be designed to deliver the
greatest impact for each country-specific context. More-
over, implementation modalities may change over time,
hence the need to evaluate outcomes on an ongoing basis.

Policy dialog and tradeoffs. In identifying the most
appropriate combination of interventions, considered
policy dialog is needed, particularly between economic
and health policy makers. Consideration of the inher-
ent tradeoffs with other competing development and
health priorities will be critical in the context of finite
resources. Many middle-income countries will face
difficult tradeoffs between expenditures on prevention
and treatment in the context of limited fiscal space.

For many lower-income countries, tradeoffs between
an unfinished MDGs agenda, which will remain a
priority, and the launch of a comprehensive NCD
prevention and control effort should be carefully as-
sessed. In this context, strengthening health systems,
particularly essential public health functions, (such
as surveillance, public health regulation and enforce-
ment), and exploiting potential synergies between the
existing mechanisms to promote MDGs and the most
cost-effective population-based measures to control
NCDs will be an avenue to explore. For example, ef-
forts to reduce low birth-weight and malnutrition in
the first thousand days of life may be important for
reducing the likelihood of diabetes and cardiovascular
diseases later in life.
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FIGURE 4. Example of a Possible Expansion Path for an NCD Prevention Package in China

100,000,000,000 Combined individual risk-based interventions
$10,000,000,000 / Anti-tobacco package |
«$1,000,000,000 . + anti-alcohol package -
> $100,000,000 Anti-tobaccopackage ~~ + cholesterol lowering |
£ AEUEYY | Population-wide + anti-alcohol package + polypill intervention
S $10,000,000 [-interventions + cholesterol lowering
$1,000,000 ‘/Anti-_tobacco package
+ anti-alcohol package
$100,000 T
10,000,000 100,000,000 1,000,000,000

Health Effects in DALYs

Vv

$1,000,000
w  $750,000 *
3 Anti-tobacco package
) $ 500,000 . + anti-alcohol package
(-]
Y $§250,000 F—— Anti-tobacco package
$0 [ [ ]
10,650,000 10,700,000 10,750,000 10,800,000 10,850,000

Health Effects in DALYs

Sources: Toward a Healthy and Harmonious Life in China: Stemming the Rising Tide of Non-Communicable Diseases. 2011. Washington, DC: The World Bank.™
Note: Both axes in large figure are on log scale.






Effective Response Requires Action

Across Sectors

ow, then, can countries ensure that such pre-

vention measures are effectively designed and

implemented? NCD risk factors can rarely be
modified through policies and interventions within the
health sector alone. Rather, prevention measures that
address these risk factors typically embrace a range of
different sectors including finance, agriculture, educa-
tion, urban design and transport, along with civil soci-
ety and the private sector.

By way of illustration, the implementation of preven-
tion measures to reduce tobacco use under the Frame-
work Convention on Tobacco Control (figure 3) typi-
cally requires that: legislative arms of government enact
laws and bans; ministries of revenue implement tax in-
creases on cigarettes; agricultural policies limit tobacco
growth; and industry associations adhere to guidelines
on advertising and promotion of cigarettes.

To address poor diet and nutrition, on the other hand,
the education sector can help to provide information in
school curricula, the agricultural sector can design poli-
cies that encourage production of healthy food, while
food manufacturers can voluntarily reduce dietary salt
in products manufactured. Prevention measures to ad-
dress physical inactivity can involve cities improving
urban design to provide opportunities for exercise, as
well as ministries of transport to develop more efficient
transport systems that also provide the opportunity for
commuters to cycle. To tackle an unhealthy environ-
ment, ministries of energy, transport, and industry can
all undertake actions that limit potentially toxic envi-
ronmental pollutants.

Policy Instruments Underpinning
Prevention

The prevention measures and actions described here
are typically underpinned by one or more policy in-
struments to enforce or encourage behaviour shifts by
individuals or organizations (figure 5). These policy
instruments range from heavier to lighter government
involvement and include command and control regula-
tion, price based incentives such as taxes and subsidies,
channel factors and nudges, and education and infor-
mation programs.” “Command and control” regula-
tion, such as smoking bans or drunk-driving legislation,
tends to be most effective when compelling evidence
and or social consensus exists on the importance of lim-
iting risk factors.

Price-based regulations, such as taxes on tobacco or
subsidies for clean cookstoves, are often used to coax
changes where there is insufficient societal consensus to
support command and control regulation, or where it
is not feasible to mandate behavior change. Channel or
nudge factors use non-financial incentives and disincen-
tives to influence behavior—examples being the place-
ment of certain products in groceries and cafeterias to
promote pro-health choices, or designing cities to pro-
mote exercise. Voluntary controls and agreements, as
well as non-regulatory partnerships, are useful to ensure
that there is buy-in of key stakeholders, for example
to coordinate and promote exercise programs. Finally,
education and the provision of information, such as
awareness campaigns to promote health, can be used to
beneficially modify attitudes.
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FIGURE 5. A Wide Range of Possible Policy Interventions

Command &
control
regulation

Price based
regulation

(taxes & subsidies)

instrument

Non-regulato
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Examples

m Comprehensive smoking ban across all public places (Uruguay, 2006)

= National initiative for Advanced Biomass Cookstoves (India, 2009)
= Taxes on cigarettes (Uruguay, USA)

m (iclovia (Colombia, 1974)

m AgitaSao Paolo (Brazil, 1996)

= UAE and Bin Sina Pharmacy Health Awareness Campaign (UAE, 2008)

Sources: World Bank analysis (“Effective Responses to Noncommunicable Diseases: Embracing Action Beyond the Health Sector” Health, Nutrition, and Population Discussion

Paper. 2011. Washington DC: World Bank).?

A Range of Choices in Designing
Prevention Measures

Case studies of existing efforts show that successful pre-
vention measures can be designed and configured in a
range of different ways, using the policy instruments
discussed above.

Comprehensive vs targeted measures. Comprehensive
preventive interventions can target several risk factors
concomitantly. One such program was implemented in
Finland’s North Karelia province, targeting diet, exercise
and smoking. Between 1972 and 2006, the province’s
annual mortality rate from chronic heart disease fell by
some 85 percent, driven by innovative communications
and changes in primary health care, along with interven-
tions on environment, nutrition, and tobacco control.'*
1> Other interventions focus on just one risk factor. For
example, an anti-smoking effort in Uruguay, championed
by the country’s president, banned smoking in public
places and workplaces and so reduced air nicotine con-
centrations in the capital city by 91 percent in five years.'®

Local initiatives. Many successful NCD prevention ef-
forts have been initiated at the local level, and often at

the insistence of high-profile leaders such as city mayors.
In New York City, for example, the mayor brought the
health sector and hospitality industries together to re-
duce smoking and ban the use of trans-fats. The propor-
tion of restaurants using trans-fats fell from 50 percent
to less than 2 percent in two years, while the percentage
of adult New Yorkers defined as smokers fell from 21.5
percent to 15.8 percent.'” In Bogotd, Colombia, the city
government established cycle paths across the city and
initiated Ciclovia, a mass-recreational program taking
place every Sunday and now attended by more than a
million pedestrians and cyclists each week—nearly 15
percent of Bogota’s population.'”? Originally conceived
as a mechanism to improve social capital, this power-
ful “nudge” of having car-free roads has significantly in-
creased citizens physical activity levels."” Likewise, at the
national level, programs that drive NCD prevention are
not necessarily led by the health sector. India’s recently
established National Biomass Cookstoves Initiative, for
example, is led by the Ministry of New and Renewable
Energy (box 1).

The role of the private sector. The private sector may
at times be best positioned to initiate similar efforts. In
the United Arab Emirates, for example, a public-private
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Program goals:

Program rationale:

and the environment.

Key actors participating:

Activities involved:

Setting up of testing, certification, and monitoring facilities, and R&D
training across Indian technical institutions. Launch of a global competition
to develop and deploy clean cookstoves. Assessment of existing improved
biomass cookstoves through a series of pilot-scale projects in several loca-
tions. Deployment and development of new cookstoves and partial subsidy
of cookstove costs for consumers.

Impact:

While it is too early to assess its impact, modeling suggests that the

program has the potential to:

m Reduce the national disease burden by almost 3% (avoiding 570,000
premature deaths per year in women and children)

= Eliminate one third of India’s black carbon emissions along with a range
of other air pollutants

= Reduce 4% of India’s greenhouse emissions, worth up to US$ 1 billion on
the international carbon market.

BOX 1. Indian National Biomass Cookstoves Initiative (NCI), Launched in 2010

= Toreplace traditional cookstoves in Indian households using highly pollutant biomass and coal with energy efficient ones
= Toreduce the harm caused to the environment and health by traditional cookstoves

More than 770 million Indians across 160 million poor households rely primarily on biomass as their cooking fuel with very negative impacts on health

m  |ed and coordinated by the Ministry of New and Renewable Energy, with support from Prime Minister and other officials
= |mplementing partners include state agency nodes, private sector actors, NGOs, self-help groups, and several technical research institutions such as
X PRIZE Foundation and the Indian Institute of Technology Delhi Policy instruments used: Subsidies for innovation and use; provision of information

Source:"The Indian National Initiative for Advanced Biomass Cookstoves: the Benefits of Clean Combustion"?

Indian Premature Deaths Due to Lack
of Clean Burning Cookstoves (2005)

570
___ 31

| -

EM

Wood  Agr. Res.

Other Total Annual
Deaths

Dung Coal

Sources: “The Indian National Initiative for Advanced Biomass
Cookstoves: The benefits of clean combustion”.

partnership formed between the country’s Ministry of
Health and Bin Sina Pharmacy, the largest pharmacy
provider in the country, offers a consolidated health ex-
amination as well as assistance and advice on cholester-
ol, blood pressure, diabetes, and obesity.'® ' In the first
year of the program, some 28,000 people participated
and high cholesterol was discovered in 27 percent of
the participants, almost half of whom were previously
unaware of their condition.?

Achieving effective coordination across multiple sectors
may seem a big task. However, there are smart ways of
organizing NCD prevention initiatives to avoid coor-
dination that is overly complex and costly, as demon-
strated by the Agita Sao Paulo initiative in Brazil (box
2). Aimed at promoting physical activity across the

population, the initiative was launched by the state gov-
ernment, co-ordinated by an academic institution, and
implemented by more than 300 partner organizations

across the public and private sectors.”*?!

The Critical Role of the Health Sector

Embracing action both within and beyond the health
sector will be of critical importance in effective preven-
tion efforts, and the health sector has a key role to play
in facilitating and coordinating such efforts. This role
includes assessing the size of the problem and presenting
this evidence to society at large; helping shape interven-
tions with other actors; and monitoring and evaluating
outcomes. Selection and prioritization of the optimal
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BOX 2. Agita Sao Paulo, Launched in 1996

Program goals:
= Toincrease the population’s knowledge on the importance of physical activity and the activity levels by 20% over 10 years.

Program rationale:
In the early 1990s nearly 70% of the adults in Sdo Paulo were not sufficiently active leading to poor health outcomes that placed a heavy burden on the
health system.

Actors participating:

Launched by the State Secretariat of Health of Sao Paulo.

= (oordinated by the Studies Centre of the Physical Fitness Research Laboratory of Sao Caetano do Sul (CELAFISCS).

= |mplementing partners: more than 300 governmental, non-governmental, and private partners from several industries.

®  Funded through direct and indirect partner contributions, private business, and the State Health Secretariat, with state funds equivalent to less than
$0.01 per state inhabitant per year

Policy instruments used:
Cues to channel behavior; education and information; and partnerships with voluntary controls.

Activities:

Mass media; promotional giveaways; mega-events (Active Community
Day, Annual Sao Paulo Mega-Walk); access to sporting facilities; improv-
ing physical environments; and “prescription” of physical activity by health
professionals

Séao Paulo Resident Physical
Activity Survey 2002-2008

I 2002
I 2008

Impact of program:

m  Physical activity: the proportion of residents with no physical activity fell
from nearly 10% to less than 3% between 2002 and 2008; and the pro-
portion of individuals with less than 150 minutes of weekly activity fell
from 43.7% to 11.6%

= Awareness: between 2002 and 2008 the proportion of residents aware of

the program went from 37% to 60%

Success factors:

= Arespected coordinating body able to attract partners

= Simple and straightforward messages and activities

= (ross-sector partnerships leverage program reach and capacity
| |

remain dynamic and innovative

Technical cooperation and support among partners allows program to

Source: “The Agita Sdo Paulo Program as a Model for Using Physical Activity to Promote Health.” Revista Panamericana de Salud Ptblica 14 (4): 265-272. 2003.
Time Trends in Physical Activity in the State of Sdo Paulo, Brazil: 2002—2008.” Medicine and Science in Sports and Exercise 42 (12): 2231-2236. 2010."

Less than 150 minutes of
physical activity a week

No Physical Activity
Whatsoever

Sources: “Time Trends in Physical Activity in the State of S&o Paulo,
Brazil: 2002—2008" V. Matsudo, S. Matsudo, T. Araujo, D. Andrade,
L. Oliveira, P. Hallal.

package of interventions is also a key role for ministries
of health, and an important basis for engaging other
sectors and actors in dialogue leading to the prioritiza-
tion and implementation of such interventions.

For most countries, a strong focus on NCD prevention
should be complemented by strengthening health care
surveillance, delivery, and organization. An example
might include reshaping primary care to include effec-

tive NCD interventions, which requires adapting from
an acute to a chronic care model, while still retaining a
strong focus on prevention. The health sector will also
need to offer effective and cost-efficient treatment, and
also aim to exploit, as much as possible, the intercon-
nection between communicable diseases and NCDs
through synergies with existing programs (such as those
addressing maternal and child health and communi-

cable diseases).



Conclusion

Within a couple of decades, NCDs are poised to domi-
nate the health care needs in most low- and middle-
income countries and to exact a significant human and
economic toll on countries and their populations.? De-
spite the magnitude of the challenge, there is consider-
able scope for action.

Attempts to “treat the way out” of NCDs will not be
affordable for most middle- and low-income countries.
Action should be oriented toward curbing the NCD
risk factors and promoting healthier lifestyles to reduce
NCD incidence rates and push back the age of NCD on-
set. Action within and beyond the health sector will be
of critical importance in effective prevention. A growing
body of evidence shows that targeted prevention mea-
sures, involving multiple sectors and actors, can success-
fully and cost-effectively reduce the burden of NCDs,
both through population-wide measures (e.g., tobacco
taxation, nutrition information, and regulation) and
individual-based interventions (e.g., targeted interven-
tions, such as high blood pressure or obesity/overweight
management, accompanied by early detection of at-risk
individuals). The mobilization of multiple sectors and
actors can make a substantial difference in reducing dis-
ability and premature mortality, promoting healthy and
productive living and aging, and mitigating the overall
high socioeconomic costs of NCDs.

Well-known effective and affordable interventions and
packages to address NCDs should be used as a guide
rather than as a blueprint because the effectiveness of
interventions depends in part on a country’s epidemio-
logical and socioeconomic profile and its potential for
successful implementation of chosen interventions. Se-
lecting the right strategic mix is a key role for ministries
of health, and an important basis for engaging other
sectors and actors.
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The World Bank is committed to providing wide-
ranging support for countries to improve their devel-
opment and health outcomes. Current global attention
to NCDs should help stimulate the dialog between
economic and health policy makers, particularly in
the context of competing fiscal pressures. The World
Bank’s support to policy makers in addressing the NCD
challenge builds on its work in strengthening develop-
ment and improving health outcomes in middle- and
lower-income countries. This support complements
the World Bank’s strong commitment to the MDG
agenda. The Bank stands ready to help countries, par-
ticularly those dealing with a “double burden” of dis-
ease, to shape strategies to achieve their MDG targets,
and build evidence for both middle- and lower-income
countries to effectively respond to the NCD challenge,
while resolving the inevitable tradeoffs that policy
makers will face in allocating national health budgets.
The Bank’s work will emphasize providing assistance
to countries in mounting effective responses, i.e., pro-
moting actions across sectors, and supporting health
systems adaptation to offer effective and cost-efficient
treatment and also aim to exploit, as much as possible,
the interconnection between communicable diseases
and NCDs through synergies with existing programs
(such as those addressing maternal and child health and
communicable diseases).

Worldwide, the best examples of measures to address
NCDs show that such efforts can deliver health im-
provements sooner than commonly thought—within a
few years of the elimination of exposure to risk factors,
or even more quickly. Leaders at the national and lo-
cal level have the power to save many lives, avoid wide-
spread suffering, and forestall major human and eco-
nomic cost, all within a short space of time. Now is the
time to act.
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