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ABSTRACT

Non-communicable diseases (NCDs) are a global health and
developmental emergency, as they cause premature deaths,
exacerbate poverty and threaten national economies. In 2008,
they were the top killers in the South-East Asia region, causing
7.9 million deaths; the number of deaths is expected to
increase by 21% over the next decade. One-third of the 7.9
million deaths (34%) occurred in those <60 years of age
(compared to 23% in the rest of the world). Of the
total deaths in the South-East Asia region (14.5 million),
cardiovascular diseases accounted for 25%, chronic respiratory
diseases 9.6%, cancer 7.8% and diabetes 2.1%. NCDs are
largely attributable to a few preventable risk factors, all of
which are highly prevalentin the region—tobacco use, unhealthy
diet, lack of physical activity and harmful use of alcohol. Key
strategies for the prevention and control of NCDs include
(i) reducing exposure to risk factors through health promotion
and primary prevention, (ii) early diagnosis and management
of people with NCDs, and (iii) surveillance to monitor trends
inrisk factors and diseases. Tackling NCDs calls for a paradigm
shift: from addressing each NCD separately to collectively
addressing a cluster of diseases in an integrated manner, and
from using a biomedical approach to a public health approach
guided by the principles of universal access and social justice.
High levels of commitment and multisectoral actions are
needed to reverse the growing burden of NCDs in the South-
East Asia region.

Natl ] Med India 2011;24:280-7

INTRODUCTION

Worldwide, non-communicabl e diseases (NCDs) are the leading
cause of death, killing more people than all other diseases and
conditions put together. Of the 57 million global deathsin 2008,
36 million (63%) were due to NCDs.! Several of these deaths (9
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million) arepremature, and occur inthose<60yearsof age.! Death
and diseasefrom NCDsnow outnumber thosefrom communicable
diseases in every region, except Africa. Contrary to the general
belief that NCDsoccur mainly in affluent countries, the burden of
NCDsis very high in developing countries—nearly 80% of the
global NCD deaths occur in low- and middle-income (LAMI)
countries.> Besides an enormous health burden, NCDs have
serious socioeconomic consequences and impede devel opment
effortsin LAMI countries.?®

Unless addressed, the global NCD epidemic will continue to
grow due to factors such as an ageing population, globalization,
unplanned urbanization and lifestylechanges. By 2030, NCDsare
estimated to contribute to 75% of global deaths.* The highest
increasein NCD deaths (21%) over the next decade will be seen
in the South-East Asia (SEA) region, which accounts for 22% of
the global NCD burden? and ishometo 45% of theworld’ s poor.®

Despite available evidence of an increasing burden of NCDs,
worldwide* little has been done by national and global policy-
makersto address NCDsin a systematic and pragmatic way. The
existing national programmesfor NCDsrely on biomedical models
that exclude prevention interventions and focus largely on
providing hospital-centred medical services to those who have
already developed NCDs and are often at an advanced stage of
disease. In an eraof skyrocketing healthcare expenses, NCDs are
exacerbating poverty and widening inequities, particularly inthe
SEA region wheremost healthcare costs are met by out-of-pocket
expenditure. Such models of NCD programmes that emphasize
exclusively curative services fail to reach the masses and are
unaffordable for both governments and families. There is a
critical need to apply a broad health and development model to
tackle NCDs; this includes a continuum of health promotion,
disease prevention and treatment services, and is based on the
principles of primary healthcare, equity and social justice.

Wereview thecurrent burden of themainNCDs(cardiovascul ar
diseases [CVDs], chronic respiratory diseases, cancers and
diabetes) and their common risk factorsin the WHO SEA region,
and discuss evidence-based strategies and interventions for their
prevention and control.

HEALTH BURDEN OF NCDs
Disease mortality and morbidity
Of the 14.5 million deathsin 2008 in the SEA region, 7.9 million

(55%) were due to NCDs.® CVDs accounted for 25% of deaths,
chronic respiratory diseases 9.6%, cancer 7.8% and diabetes
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2.1%.5 Of the 7.9 million NCD deaths in the SEA region, India
bears66% of theburden, followed by Indonesia(13%), Bangladesh
(8%) and Thailand (5%). NCD deathsratesper 100 000 popul ation
increase with age. The proportion of NCD deaths below the age
of 60 yearsishigher in the SEA region (34%) compared with the
rest of theworld (23%; Fig. 1).5 Death ratesare higher among men
than women in al countries of the SEA region (except DPR
Korea). The number of deathsfrom NCDsisprojected toincrease
by nearly 60%, from 7.9 millionto 12.5 million, by 2030.* At the
same time, the percentage of total deaths due to communicable
diseases would decrease by 16%.*

Cardiovascular diseases

Of the total number of deaths in 2008 due to NCDs, 3.6 million
were due to CVD. The most common CV Ds are ischaemic heart
disease (51%) and cerebrovascular disease or stroke (33%).6
CVDs affect people at a younger age in the SEA region than in
western countries. For example, CVD mortality inIndiainthe 30—
59 years age group is twice that in the USA.”8 Nearly 52% of
CVD deathsin India occur below the age of 70 years compared
with 23% in established market economies.® In Indig, the number
of cases of CVDsislikely to increase from 29 million in 2000 to
64 million in 2015.%°

Diabetes

Although the contribution of diabetesto NCD mortality issmall,
its prevalence is high in al countries, varying from 3.2% in
Myanmar to 10.9% across the SEA region.!! The prevalence of
diabetes is consistently higher in urban than in rural areas. For
example, in Sri Lanka, the prevalence was 16.4% and 8.7% in
urban and rural areas, respectively.*?

Increasing trends in diabetes prevalence are reported from
several countries. In Bangladesh, prevalence increased 3-fold,
from 2.3% in 1999 to 6.8% in 2004.2 The age-standardized
prevalence of diabetesinarural areain Sri Lankaincreased from
2.5% in 1990 to 8.5% in 2000. In India, the prevalence of
diabetes in urban areas rose from 1.2% to 12.1% during 1971—
2000;*>inrural India, the prevalencetrebled from 2.2%1t0 6.4%
in just 14 years (1989 to 2003).Y” According to the national
Thailand health survey, the mean fasting blood sugar among the
population aged 35-59 yearsincreased from 87 mg/dl in 1991 to
92 mg/dl in 1996 to 100 mg/dl in 2004.181°

Cancer

Every year, 1.1 million people die of cancer in the SEA region;®
of these, 50% are women. Among the 569 000 cancer deaths
among men, the commonest sitewasthe lung (17%), followed by
the mouth and oropharynx (15%), and liver (7.5%). Among
women, cervical and breast cancers accounted for 35% of all
cancer deaths. Cancer affects peoplein their primein thisregion.
Fifty-two per cent of cancer deaths in women and 45% in men
occurredinthose<60yearsof age. Ina5-city study inIndia, nearly
50% of cancer mortality was reported among those <55 years of
age.?! In 2008, the estimated number of new cancer casesin the
SEA regionwas1.65million. Thereissomevariationinincidence
of thetypesof cancersamong countries(Tablel). Amongwomen,
theincidence of cervical cancer exceeded that of other cancersin
Bangladesh, Bhutan, India and Nepal, whereas in Thailand, Sri
Lanka, Myanmar and DPR Korea, breast cancer ranked first.?
Among men, theincidence of lung cancer was higher than that of
other cancersinall countriesexcept Thailand, wheretheincidence
of liver cancer was the highest.?
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Fic 1. Percentage of deaths due to non-communicable diseases
(NCDs) in persons <60 years, by type of NCD, South-East Asia
region v Rest of the world, 2008. Source: Based on data
available at WHO Global health observatory®

Chronic respiratory diseases

An estimated 1.4 million people died of chronic respiratory
diseases in the SEA region in 2008; of these, 86% were due to
chronic obstructive pulmonary disease (COPD) and 7.8% due to
asthma.® Age-standardized death rates for COPD were more than
doublein Indiacompared with other countries of the region. ¢ For
2011, the projected prevalence rate of chronic asthmain Indiain
the 15-59 years age group is 19 per 1000 population in urban and
26 per 1000 in rural areas, and the total number of chronic cases
of asthmais nearly 32 million.?

Risk factors for NCDs

NCDsarecaused, toalargeextent, by 4 behavioural risk factors—
tobacco use, unhealthy diet, physical inactivity and harmful use of
alcohal (Fig. 2). Theserisk factorsarehighly prevalentinthe SEA
region. Thisregionishometo nearly 250 million smokersand an
equal number of smokeless tobacco users. The prevalence of
tobacco smoking is higher among men than women; in men it
varies from 7% in Bhutan to 56% in DPR Korea (Table I1).
Increasing rates of smoking among the young population is
worrisome. In Indonesia, prevalence of smoking among teenage
boysincreased from 14% to 37% and in teenage girls from 0.3%
to 1.6% during 1995 to 2007.% In Sri Lanka, prevalence of
smoking among young boys doubled from 6% to 12% in 1999—
2007.2* Approximately 80% of the popul ation does not eat enough
fruitsand vegetablesand aquarter of the popul ation doesnot have
sufficient physical activity.? Consumptionof alcohol, particularly

. Shared risk factors

Non-communicable
diseases Tobacco Unhealthy Physical Harmful use

use diets inactivity of alcohol
Cardiovascular
diseases ‘/ ‘/ ‘/ ‘/
Diabetes (Type II) v v v v
Cancer v v v v
Chronic respiratory ‘/
disease

Fic 2. Common risk factors for major non-communicable
diseases. Source: WHO. Global status report on NCDs!
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TasLE |. Age-standardized incidence of common cancers in countries of the South-East Asia region, 2008

THE NATIONAL MEDICAL JOURNAL OF INDIA

VOL. 24, NO. 5, 2011

Country Age-standardized incidence per 100 000 persons per year
Breast Cervix uteri Colorectal Lung Prostate

(women) (women) Women Men Women Men Women  Men (Men)
Bangladesh 27.2 29.8 35 4.1 4.0 4.5 8.7 30.4 1.9
Bhutan 8.0 20.4 4.0 8.1 4.4 7.9 10.8 8.7 1.7
DPR Korea 30.5 6.6 7.2 15.8 16.0 15.0 25.8 34.0 2.3
India 22.9 27.0 1.2 3.2 35 4.3 2.5 10.9 3.7
Indonesia 36.2 12.6 35 10.3 15.6 19.1 10.9 29.8 10.6
Maldives na na na na na na na na na
Myanmar 325 26.4 6.3 16.5 12.0 12.3 13.9 22.9 5.8
Nepal 23.5 32.4 11 17 4.8 5.3 18.2 20.7 2.2
Sri Lanka 29.1 11.8 1.0 2.3 5.8 7.5 2.7 12.0 5.8
Thailand 30.7 24.5 19.9 40.6 13.4 13.2 12.1 26.8 6.5
Timor-Leste na na na na na na na na na

Source: Globocan 2008  nanot available

among men, isvery high in countries such as Bhutan, Sri Lanka,
DPR Korea, Myanmar and Nepal, and among women in Bhutan
and Nepal.

Apart from behavioural risk factors, biological or metabolic
risk factors are also highly prevalent in the region (Table I11).
Rates of overweight/obesity are high and rising. Among adultsin
Thailand, rates of overweight increased from 20% to 38% and
rates of obesity doubled from 5% to 10% during 1991-2004.%
Rates of obesity are increasing more in women than in men.?
Childhood obesity is an emerging issue. In a school survey of
2156 children aged 10-15 years in Khon Kaen, Thailand, 28%
wereoverweight.?” Ratesof overweight/obesity werehigher among
Indian childrenfromahigher socioeconomic status.2® Hypertension
isresponsible for 1.5 million deaths in the SEA region.?® In 7 of
11 countries in the SEA region, >30% of the adult population is
hypertensive.! Rates of hypertension are similar anong men and
women.!

The poor are at an increased risk for exposure to risk factors
such as smoking and an unhealthy diet; they also have poorer
access to healthcare services. Poverty and illiteracy are closely
linkedtotherisk factorsfor NCDs. Thereisevidenceof aninverse
relationship between hypertension and smoking and socio-
economic status.® The association between smoking and poverty

indicatesthat the poorest are morelikely to smoke daily and more
often per day.*

Inadditionto behavioural and physiological risk factors, many
NCDs are caused by exposure to infectious agents. Infectious
agents cause 13%—20% of the cancers globally;® for example,
human papillomavirus (HPV), which is the commonest cause of
cancer among women, causes cancer of the cervix; hepatitis B
virus (HBV) and hepatitis C virus (HCV) which cause hepato-
cellular carcinoma; and Helicobacter pylori which causes cancer
of the stomach. Other examples of NCDs linked to infectious
agents include rheumatic heart disease, type | diabetes, acute
glomerulonephritis and preventabl e blindness due to trachoma.*
Moreover, hyperlipidaemia, cardiomyopathy and diabetes can be
aconsequence of treating people living with HIV/AIDS (PLHA)
withantiretrovirals; consequently, PLHA inhighincomecountries
are now dying of preventable CVDs.** Conversely, NCDs and
their risk factors also increase the risk of certain infectious
diseases. For exampl e, diabetesisassociated witha3-foldincreased
incidence of tuberculosis.®

A wide range of environmental causes (encompassing
environmental contaminantsor pollutants, occupationally related
exposures and radiation) also contribute to the cancer burden.
These are often modifiable at alow cost.

TasLE I. Prevalence of behavioural risk factors for non-communicable diseases, South-East Asia region, 2008

Country Prevalence of current daily Current consumption Eating insufficient amount Insufficient physical
tobacco smoking (%) of alcohol (%) of fruits and vegetables (%) activity (%)
Men Women Men Women Men Women Men Women
Bangladesh 2.4 2.8 15 0.1 935 925 2.7 6.6
Bhutan 6.9 3.9 34.9 255 65.0 68.7 40.9 63.6
DPR Korea 55.9 - 43.2 2.7 - - - -
India 27.2 2.3 20.8 1.2 na na 12.7 18.4
Indonesia 53.5 3.9 5.8 0.4 935 93.7 315 28.1
Maldives 38.1 9.4 - 96.6 92.9 36.6 41.3
Myanmar 339 11.3 31.2 15 89.8 90.6 10.4 14.9
Nepal 29.9 254 39.3 16.5 60.5 63.5 139 17.0
Sri Lanka 21.3 0.3 26.0 1.2 814 83.3 18.5 333
Thailand 35.6 1.5 13.2 1.6 83.1 81.5 17.1 214
Estimated annual 1 million 600 000 500 000 800 000

attributable number
of deaths

Sources; WHO Working paper® WHO. Global status report on NCDs*
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ECONOMIC BURDEN OF NCDs

Three types of costs are attributed to NCDs: direct costs such
asthe cost of treatment; indirect costs such as loss of workforce
productivity and earnings; and costsresultingfromthepsychosocial
suffering of the family due to illness among loved ones.

At the microeconomic (household) level

L ossof household income among the poor occurs from unheal thy
behaviours (such astobacco and al cohol use), lossof productivity
(due to disease, disability and premature death) and high out-of-
pocket healthcareexpenditure (ontreatment). All theseexacerbate
poverty. The earnings spent on tobacco and alcohol lead to
decreased financial resources for essential items such as food,
education and daily consumables, thereby affecting women and
children in particular. In Nepal, the poor spend 10% of their
income on cigarettes.*® Furthermore, nearly two-thirds of the
expenditure on healthismet by private resources, almost entirely
out-of-pocket.® In India, the share of out-of-pocket expenditure
due to NCDs increased from 31.6% in 1995 to 47.3% in 2004,
indi cating the growing financial impact of NCDsat the household
level 37 In 2004, 40% of household expenditurefor treating NCDs
inIndiawasfinanced by household borrowing and sal e of assets.*®
As public healthcare facilities and services are inadequately
resourced and thereislittle social security coverage, treatment of
NCDs results in catastrophic health expenditures and
impoverishment.® In India, treatment of diabetes can cost alow-
income household one-third of their income.®

At the macroeconomic level

The macroeconomic impact of NCDsis as profound, resulting in
lost productivity and gross domestic product (GDP). For every
10%increaseinmortality fromNCDs, acountry’ syearly economic
growth could decrease by an estimated 0.5%.% Estimated |osses
in India s national income from CVDs and diabetes alone were
US$ 9 billion in 2005. The average cost of illness per diabetic
patient in Thailand was US$ 881 in 2008, which was 21% of the
per capita GDP.“?In India, the per cent GDPlossdueto NCDsis
likely to increase from 0.35% in 2005 to 1.5% by 2015.4

NON-COMMUNICABLE DISEASES IN SOUTH-EAST ASIA
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PREVENTION AND CONTROL OF NCDs: KEY
STRATEGIESAND INTERVENTIONS

The vision and framework for reversing the NCD epidemic is
articulated in WHO' s Global strategy for prevention and control
of noncommunicable diseases,* 2008-2013 Action plan for the
global strategy* andthe Regional framework for NCD prevention
and control.*® The key strategies recommended by WHO and
endorsed by member countries are as follows:

Reducing the risk factors for NCDs through health promotion
and primary prevention

Nearly 80% of CV Dsand diabetes, and morethan 30% of cancers
can be prevented,! largely by addressing the 4 common risk
factorsfor NCDs (tobacco use, unhealthy diet, physical inactivity
and harmful use of alcohol; Fig. 3). Moreover, the cost of
implementing population-based primary preventioninterventions
isrelatively small.*” Several population-based preventionpolicies
such as health information and communication to improve
population awareness and behaviour about healthy eating and
physical activity; fiscal measuresthat increasethepriceof unhealthy
food content or reduce the cost of healthy foodsrichin fibre; and
regulatory measuresthat improvenutritional information or restrict
themarketing of unhealthy foodsto children canbecost-effective.*
A setof ‘best buys' (high-impact and cost-effectiveinterventions)
to reduce the major risk factors for NCDs are listed in Box 1.
Creating health awareness about unhealthy diets and physical
inactivity through the massmediaand interpersonal approachesis
an important and cost-effective strategy for population-level
prevention of NCDs.! Involvement of thecommunity and creation
of an enabling environment are crucial for bringing about a
sustained behaviour change, especially among the youth.
Unfortunately, health promotion activities are currently weak in
countries in the SEA region. In addition to health promotion,
legislation plays a vita role in primary prevention. The WHO
Framework Convention on Tobacco Control (FCTC) is the first
legally bindinginternational treaty toreduceharm duetotobacco.*
Inthe SEA region, all countriesexcept Indonesiahaveratified the
FCTCandareimplementingthevariouselementsof theMPOWER
package (Table IV).%° Thailand is an example of a successful

TasLE I1l. Prevalence of metabolic risk factors for NCDs, South-East Asia Region, 2008

Country Prevalence
Overweight (%) Raised blood pressure (%) Raised fasting blood Raised cholesterol level (%)
sugar levels (%)
Men Women Men Women Men Women Men Women
Bangladesh 7.6 7.8 20.5 20.1 9.2 9.9 - -
Bhutan 24.5 24.4 40.4 37.4 12.0 12.6 32.2 30.6
DPR Korea 4.1 4.7 20.4 17.1 - - - -
India 10.0 12.5 36.0 34.2 11.1 10.8 26.3 29.5
Indonesia 16.1 25.3 42.7 39.2 6.6 7.1 33.1 38.2
Maldives 29.4 52.5 29.7 32.9 7.8 7.5 53.7 54.9
Myanmar 13.8 23.6 44.3 39.8 6.1 7.1 21.9 (V) 29.2 (V)
12.1 (R) 24.7 (R)
Nepal 9.8 8.9 36.0 26.2 9.8 9.3 - -
Sri Lanka 16.5 26.5 41.9 37.0 9.3 8.6 - -
Thailand 25.8 36.4 37.0 31.6 7.3 7.1 54.6 56.1
Estimated annual 300 000 1.5 million 1 million 700 000
attributable number
of deaths
Sources: WHO Working paper?® WHO. Global status report on NCDs! U urban R rura
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Box 1. High-impact, cost-effective interventions for
prevention and management of NCDs

Raise taxes

Protect people from tobacco smoke

Warn about the dangers of tobacco

Enforce bans on tobacco advertising

Tobacco use

Raise taxes on alcohol
Restrict access to retailed alcohol
Enforce bans on alcohol advertising

Harmful use of alcohol

Reduce salt intake in food

Replace trans fats with
polyunsaturated fat

Promote public awareness about diet
and physical activity (via mass
media)

Unhealthy diet and
physical inactivity

Cardiovascular diseases
and diabetes

Provide counselling and multidrug
therapy (including blood sugar
control for diabetes mellitus) for
people with medium to high risk of
developing heart attack and stroke

Treat myocardial infarction with
aspirin

Cancer Hepatitis B vaccination starting at
birth to prevent liver cancer

Screening and treatment of
precancerous lesions to prevent
cervical cancer

Source: WHO. Global status report on NCDs*
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tobacco control programme, where consistent increase in taxes

over the past several years has led to a steady decrease in
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prevalence of smoking among adults; increasing taxation on
tobacco and alcohol has also hel ped to generate revenue that can
be used for health promotion.®* Similar taxation is needed to
reduce the demand for other unhealthy products such as sugary
drinks; conversely, subsidies should be provided on fruits and
vegetables. Devel opment and compliancewith policiesto promote
healthy lifestyles and reduce risk factors requires commitment
and action from multiple sectors, including the food industry,
departments of agriculture, youth affairs, urban planning, etc.
Other risk factors for NCDs should also be addressed in primary
prevention, e.g. increasing the coverage of HBV vaccines.

Early detection and management of NCDs

In conjunction with primary prevention interventions, early
detection and management of NCDsthrough strengthened health
systems can considerably reduce the disease burden. Improved
access to highly cost-effective interventions (Box 1), which
includeproactiveearly detection and providing essential standards
of care for those with the major NCDs at the primary healthcare
level, will havethe greatest potential for reversing progression of
disease, preventing complications, reducing hospitalizations, and
healthcare and out-of pocket expenditures.® Increasing accessto
high-quality, low-cost medicinesfor people at high risk for heart
disease or stroke, and for those who already have diabetes, cancer
and chronicrespiratory diseases, aswell asprovision of painrelief
for end-of-lifecareareimportant considerations. Antihypertensive
drugs, lipid-lowering drugs, antithrombotic drugs, diuretics,
palliative care medicines and antidiabetic drugs are part of the
WHO Essentia List of Medicines.® In the SEA region, pilot
projects for integrating NCDs within the primary healthcare
system areunder way in Bhutan and Sri Lanka, and areplannedin
afew other countries.

TasLE IV. Status of implementation of Framework Convention on Tobacco Control (FCTC), South-East Asiaregion, 2011

. . Q
FCTC implementation -g g P p o © - b
kS = ¥ . g 2 % = 8 8 g
= =1 o S S % S — B 2
g & & B 2 £ = & 5 & £
FCTC ratified? v v v v X v v v v v v
Monitor tobacco use and prevention policies
Global Adult Tobacco Survey done v X X v v X X X X v X
Global Y outh Tobacco Survey done v v X v v v v v v v v
Protect people from tobacco smoke
Smoke-free healthcare facilities v v v v v v v v v v v
Smoke-free government facilities X v v v X v X v v v X
Smoke-free public transport X v v v X v X v v v X
Smoke-free educational institutes v v v v v v v v v v X
National law requiring fine for smoking v v X v v v v X v v X
Fines levied on the establishment X v X v X v X X v v X
Offer help to quit tobacco use
Tobacco quit lines available X X X v X X X X X v X
Warn about dangers of tobacco use
Graphic health warnings X X X v X X X X X v X
Textual health warning v v na v v X X X X v X
Enforce bans on tobacco advertising, promotion and sponsorship
Ban on national TV and radio v v X v X v 4 v v v X
Ban at point of sale v v X v X v v v v v X
Ban on billboards and outdoor advertising v v X v X v v v v v X
Raise taxes on tobacco
Taxation rate on cigarettes 68% na na 46% 54% 32% 50% 29% 73% 69% Nil

Source: WHO SEARO 2011%° nanot available
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Surveillance and research to quantify and track NCDs and
their determinants

Themajor components of NCD surveillanceinclude surveillance
for risk factors (or measurement of exposure), disease morbidity
or mortality (or measurement of outcomes), and of health system
capacity and response. Tobacco is the most common risk factor
studied. The Global Y outh Tobacco Survey has been carried out
in 10 countries and the Global Adult Tobacco Survey in 4
countries of the region. Behavioural risk factor surveillance,
based on the WHO STEPs approach,>* has been implemented in
all countries of the region except Timor-Leste; however, repeat
STEPssurveyshavebeendoneonly inafew countries. Nationally
representative data on metabolic risk factors such as blood sugar
and cholesterol aregenerally notavailable. Indiseasesurveillance,
mortality data (cause-specific mortality statistics) are generated
by death registration and/or other methods, and are generally
incomplete and of low quality. Data on NCD morbidity are
collected from hospital-based registries in most countries;
population-based studiesareavailableonly inIndiaand Thailand.
Cancer registriesaregenerally good in selected cities. Monitoring
systems to track NCD-related policies and programmes are
currently lacking in countries of the SEA region.

Delivering NCD interventions using the primary healthcare
approach

While strategies and interventions are well known, delivering
them at the ground level iscrucial to increase coverage and make
an impact. Based on the primary healthcare philosophy,* key
principles for implementing NCD strategies and interventions
should include: (i) universal access, equity and social protection;
(ii) comprehensive and integrated servicesfor scaling up; (iii) use
of technology that is affordable, appropriate and accessible to
poor and vulnerable populations; (iv) an intersectoral approach
including community participation and engagement; and (v)
using existing infrastructure for NCD prevention and control
rather than building new structures.

Many communicable diseases, such as tuberculosis and HIV
have a chronic course similar to NCDs. Several approaches to
leveraging synergies to improve efficiency and health outcomes
of communicable and non-communicable diseases can be
identified. For example, primary careprovidesacommon platform
where both type of diseases can be effectively addressed through
preventive and curative interventions. Successful public health
programmes offer useful lessons onimplementing and scaling-up
NCD interventions. For example, similar to thedirectly observed
treatment, short-course(DOTS) strategy for control of tuberculosis,
thefollowing strategicframework isrequired for scaling-up NCD
interventions:

1. Political commitment and leadership at all levels: Clear and
sustained political commitment by national governments as
well asat thelocal level iscrucia if NCD strategiesareto be
effectively implemented at all levels.

2. Primary prevention through health promotion and communi-
cation: A comprehensive programme of interventions aimed
at reaching designated audiences with messages, using a
combination of communication technol ogiescould beapplied
here.

3. Ensuring availability of essential and affordable medicines
and technologies: An uninterrupted and sustained supply of
quality-assured essential drugs for NCDs is fundamental to
NCD contral. For thispurpose, an effective drug procurement
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supply and management system isessential. A selected set of
diagnostic devicesto detect risk factorsshould be available at
the primary healthcare level.

4. Partnerships and multiple sector engagement: Effective
prevention and control of NCDs demands a multisectoral
response to address the underlying social determinants that
increase the risk of developing NCDs.

5. Training of healthcare workers: Training of primary health
workersin preventionand control of NCDsshould beintegrated
withtheactivitiesof the primary healthcare systemand should
have a nationwide coverage.

6. Supervisionandmonitoring: Supervisionandfollow up should
be an integral part of the programme after the initial training
of health workers. The existing health information system
could be used to monitor progress; track the availability and
distribution of human resources, equipment and supplies; and
monitor the cost and impact of implementing NCD
interventions within primary healthcare.

OPPORTUNITIES

Therearemany opportunitiesfor prevention and control of NCDs
within the government sector, private sector and civil societiesin
the SEA region. Basic systems and human resources for the
control of communicable diseasesarein placein many countries,
and can be used for prevention and control of NCDs. Member
countriesare highly committed to the goal s of universal coverage
of primary healthcare services. This region has demonstrated an
enormous capacity to produce generic drugs through a vibrant
pharmaceutical sector. Thereareimmenseopportunitiestomobilize
resources from within the region from the private sector and
philanthropists. Many countries have active civil society
organizations and their contributions to NCD prevention and
control can be enhanced.

In September 2011, the High-level Meeting (HLM) of the UN
General Assembly, attended by theHeadsof Stateand Government
of 192 member countries, was held in New York to generate
global commitment and accelerate responses to NCDs. The UN
HLM isaturning point in advocating for high-level commitment
and mobilizing a broad ‘whole of the society’ approach to the
prevention and control of NCDs. Thiswas only the second time
that the UN General Assembly discussed a global public health
issue, thefirstbeingHIV/AIDSin2001. Thereishigh expectation
that the 2011 HLM will do for NCDs what the UN General
Assembly Special Sessionin2001didfor HIV/AIDSinmobilizing
national and international commitmentsfor action, forging broad
partnerships, and setting measurable targets and mechanisms to
monitor progress towards prevention and control of NCDs. Asa
regional input to the UN HLM, member countries in the SEA
region havedevel oped 10 key messages.*®* Thesemessagesinclude
calling upon global leadersto declareNCDsasagl obal health and
development emergency requiring an urgent response; declare
2011-20 as the decade of combating NCDs; and catalyse a
multisectoral response to the NCD epidemic (Box 2).

CONCLUSION

NCDs pose an unacceptable health and economic burden for
countries in the SEA region. NCDs and their risk factors are
escalating unchecked in most member countries. Unless actions
aretaken early, the growing burden of NCDswill overstretch the
fragile health infrastructure and reverse development efforts. A
paradigm shift is needed: from addressing each NCD separately
to collectively addressing a cluster of diseases in an integrated
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Box 2. Ten key messages for UN HLM from the Region

1. Declare non-communicable diseases (NCDs) as a global
health and development emergency and declare 2011-20 as
the Decade of Combating NCDs.

2. Include NCDs in the current UN Millennium Development
Goals and any subsequent global commitments.

3. Use a public health approach based on the principles of
primary healthcare for combating NCDs; for this, strengthening
health systems, particularly delivery of health services is
critical.

4. Mobilize, facilitate and monitor multisectoral involvement
among governmentagencies, non-governmental organizations
(NGOs) and the private sector! in the planning and
implementation of NCD programmes with health as the nodal
agency.

5. Develop and implement a multisectoral national NCD policy
and integrate itinto the existing national health and development
programmes/5-year plans.

6. Establish high-level national NCD committees with multisectoral
involvement in order to plan, co-ordinate, implement and
monitor national NCD control programmes, headed by the highest
office, such as the office of the Prime Minister/President.

7. Provide specific allocation for NCDs within the health budget
and prioritize allocation for primary prevention of NCDs; ensure
adequate support for research on NCD prevention and control.

8. Generate revenue for NCDs from taxes levied on tobacco,
alcohol and sugary beverages; provide appropriate incentives
to producers of healthy food choices such as fruits and
vegetables; and consider concession for industries that
reimburse workforce costs of NCD prevention interventions.

9. Generate resources for NCDs through domestic and

international sources and ensure that NCDs are an essential

part of official development assistance budgets.

Set measurable indicators and targets and monitor progress

in the prevention and control of NCDs at regular intervals.

Source: WHO SEARO 20115¢

10.

manner; from using a biomedical approach to a public health

approach to NCDs (based on the principles of primary healthcare
and universal access); and from a clinical approach to a more

comprehensive approach with emphasis on primary prevention
and health promotion, early detection and treatment and

surveillance. Therising burden of NCDsinthe SEA region canbe

reversed through modest investments by using a set of cost-
effective approaches. High level s of commitment, good planning
and coordination, community mobilization and multisectoral
actions are needed to achieve this.
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