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Mandate, Scope and Approach
When Dr LEE Jong-Wook assumed the position of Director General of the
World Health Organization in July 2003, he announced that:
“Noncommunicable diseases and injuries account for a growing share –
now about 60% - of the burden of disease worldwide, [so] we will develop
and implement a comprehensive plan for fighting noncommunicable
diseases.”
Underlying Dr Lee’s announcement was the fact that, to date, WHO’s
response to Noncommunicable diseases (NCDs) has been mixed. Although
there have been areas of significant progress — such as the Framework
Convention on Tobacco Control, Surveillance of NCD Risk Factors
(STEPS) and the global strategy on diet, physical activity and health — it
remains unclear exactly how the WHO should respond to these emerging
threats into the future, in a way that will support, and be supported by,
Member States.
There have been several strategies on NCDs developed over the last
decade, including disease specific, risk-factor specific, and integrated
approaches. This strategy takes a long-term, strategic global view, and
builds on existing research, programmes and approaches already taken by
the WHO non-communicable disease cluster (NMH). It describes the
health and economic impacts of NCDs, the long-term drivers underlying
their spread, and analyses the deeply entrenched policy responses to the
epidemic of NCDs. Seven strategic initiatives are recommended for action
needed by the WHO. Since the strategy encourages a multi-sectoral and
multi-stakeholder approach, recommendations for actions needed by other
key players, such as governments, NGOs and industry, are also suggested.
At WHO, the term “noncommunicable diseases” (NCDs) is used to refer to
major chronic diseases and their leading behavioural risk factors. However,
the term “NCDs” has been criticized as confusing. In this strategy, we
therefore use the term “chronic diseases” as a short-hand term for the major
chronic disease killers and their major behavioural risk factors. Diseases
included are cardiovascular disease, diabetes, cancers, and chronic
respiratory diseases (chronic obstructive pulmonary disease and asthma),
but not the chronic conditions of mental health, HIV/AIDS and TB.
Injuries are also excluded. Emphasis is given to key risk factors, with most
evidence being drawn from tobacco and diet, but the significant risks of
physical inactivity and alcohol also considered.
The strategy is presented in three parts. The first part provides the rationale
for action, describing the health and economic impacts, the macroeconomic
drivers, the process of risk factor accumulation and the current status of
management approaches and interventions. The second part comprises a
financial and policy review of how a range of key stakeholders have
addressed chronic diseases and their risks. Finally, we develop from the
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rationale and policy review seven key recommendations for strategic action
for the long-term prevention and control of chronic diseases (which are
summarized on pages eight and nine).
The development of this strategy has benefited from the input from many
people and organizations. For overall guidance, we would like to thank our
Steering Committee — Catherine Le Galès-Camus, Lui Peilong, Alfredo
Morabia (from the University of Geneva) and Janet Voûte (from the World
Heart Federation); for critical insights and suggestions to early drafts —
those present during discussions with the African Union (Geneva, April
2004), the Nuffield Trust and UK affiliates (London April, 2004) and
NMH staff (Geneva, April 2004); for providing a valuable opportunity for
us to obtain expert views on chronic disease control from a diverse group
of academic, NGO and private sector leaders — the Oxford Vision 2020
Initiative (described in the strategy), supported by Novo Nordisk (Oxford,
December 2003); for thoughts about the economic analysis — Steve
Leeder and his team; for producing new information of critical value to the
strategy — Catherine Michaud (financing chronic diseases), Richard
Bumgarner (trends in risks and chronic diseases in China), Steve Glover
and Nathalie Cohen (bibliographic information on research output) and
staff in the Department of MDGs, Health and Development Policy
(analysis of PRSPs); for research assistance — Linn Gould and Kelly
Lappin; for document formatting — Pascale Blyth; and for providing
helpful comments — several anonymous reviewers.
Towards a Long-Term Strategy for Prevention and Control of Leading
Chronic Diseases was prepared for the Director-General of the World
Health Organization to use expeditiously as the WHO strategy for
addressing the rising health effects of leading chronic diseases. At this
stage, it has no formal status.

Dr Derek Yach
Geneva
May, 2004
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SUMMARY OF RECOMMENDATIONS: STRATEGIC INITIATIVES FOR
WHO’S FUTURE WORK

Strategic Initiative 1
PROVIDE STRATEGIC LEADERSHIP FOR THE GLOBAL GOVERNANCE
CHRONIC DISEASE PREVENTION AND CONTROL
•

Establish an internal WHO Policy Advisory Committee for chronic diseases

•

Establish an external WHO Policy Advisory Committee for chronic diseases

Strategic Initiative 2
LEAD HIGH LEVEL EFFECTIVE COMMUNICATION AND ADVOCACY
FOR CHRONIC DISEASE PREVENTION
•

Advocate a select few messages and specific policy measures to multiple stakeholders

Strategic Initiative 3
ENHANCE FINANCIAL, HUMAN AND INSTITUTIONAL CAPACITY TO
ADDRESS CHRONIC DISEASES
•

Leverage more funding

•

Within WHO, develop capacity of WHO Representatives at the country level —
or outsource

•

Encourage the development of a global network of NGOs

•

Build a stronger network of collaborating centres and stimulate new policy research in developing countries

Strategic Initiative 4
SUPPORT INNOVATIVE “UPSTREAM” STRATEGIES FOR CHRONIC
DISEASE PREVENTION AND HEALTH PROMOTION
•

Make markets work for chronic disease control

•

Promote investment in marketing and communications for chronic disease prevention

•

Incorporate chronic diseases into the development agenda

•

Encourage policy shifts at the World Bank and Regional Development Banks

•

Support implementation of Framework Convention of Tobacco Control (FCTC),
the global strategy on diet, physical activity and health at country level, and
more work on alcohol

•

Consider new global approaches oriented towards children

8

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

Strategic Initiative 5
STRENGTHEN HEALTH SYSTEMS FOR CHRONIC DISEASE CONTROL
•

Seek opportunities for integration with some aspects of communicable disease
control and with health systems development initiatives

•

Encourage primary and secondary prevention within chronic care systems

•

Review current and future technology needs for chronic disease control

•

Engage less with disease specific clinical guidelines and programmes

•

Encourage employers to adopt the preventive health services in the work-place

Strategic Initiative 6
SET TARGETS ON THE BASIS OF LONG-TERM SCENARIOS
•

Work with countries to develop long-term scenarios based on the scenarios developed for the National Health Service in the United Kingdom

Strategic Initiative 7
STRENGTHEN THE EVIDENCE BASE AND EVALUATE IMPACT

•

New epidemiological evidence required

•

Support Surveillance of NCD Risk Factors (STEPS)

•

Refine economic hypotheses

•

Health impact assessment of foreign direct investment, agriculture and urban
design

•

Examine effectiveness of policies and regulatory approaches

Specific roles for WHO Regional Offices
High level advocacy for chronic disease prevention
Build a stronger network of collaborating centres in the region
Support implementation of STEPS, FCTC and the global strategy on diet, physical activity and
health at country level
Engage in development of long term scenarios in at least one country per region

Specific roles for WHO Country Offices
WHO Representatives should be trained on chronic disease issues as part of the Country
Cooperation Strategy process
Specific WHO Representatives engage in high level advocacy
Selected countries have permanent expertise in chronic diseases available on tap
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Long-term prediction of mortality from leading chronic diseases (number of deaths)
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Rationale

THE HEALTH IMPACT OF CHRONIC DISEASES IS INCREASING
OVER THE LONG-TERM

The mortality and burden of leading chronic diseases is rising over the long-term,
particularly in developing countries
The long-term health impact of the leading chronic diseases (cardiovascular
diseases, cancers, diabetes, chronic obstructive pulmonary disorders and
asthma) is clear: mortality and morbidity will rise globally unless urgent
and concerted action is taken. The number of deaths and disability-adjusted
life years (DALYs) from the leading chronic diseases have risen since
1990, and are predicted to increase to over 60% of global mortality and
over 30% of DALYs by 2020. Mortality rates will also increase, by 23%
between 2002 and 2020, from 448 to 548 deaths per 100,000. This increase
counters the overall global trend towards reduced mortality rates. Though
these estimates are now out-dated, the upward trend is undisputable,
especially since the predictions do not take account of increased exposure
to risk factors.
Long-term predictions have also been made for specific diseases and for
specific countries, revealing that the burden will fall increasingly on
developing countries. Already, 72% of deaths from all chronic
diseases occur in low and lower middle income countries, and death rates
are higher among all age groups:
• Cardiovascular disease ranks third in disease burden in
developing nations, accounting for close to 80% of chronic
disease deaths and 10% of disability. Ischaemic heart disease
mortality in all developing countries is predicted to rise by 120%
for women and 137% for men between 1990 and 2020, compared
to age-related increases of between 30% and 60% in developed
countries. Mortality from ischaemic heart disease and stroke will
nearly triple in Latin America, the Middle East, and sub-Saharan
Africa.
• Cancer incidence and mortality increased 19% and 18%
respectively between 1990 and 2000. Cancers of the mouth,
stomach and liver in developing countries far exceed those in
developed countries. Although lung cancer remains higher in
developed countries, rates are rising in developing economies.
• Death and disability due to chronic obstructive pulmonary disease
are increasing across most regions among men and women. 50%
of deaths from chronic obstructive pulmonary disorders occur in
China and countries in the Western Pacific, and a further 24% in
India.
• The number of people with diabetes is estimated to rise from 171
million people (2.8% of global population) in 2000, to 366
million (6.8%) by 2030. By 2030, 81% of diabetics will live in
developing economies (including the former socialist economies),
a 135% increase from 2000 compared to a 54% increase in
established market economies.
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Rates of increase vary between regions and countries. The large middle
income, low mortality developing countries, are a particularly concern.
New data from China, specially commissioned for this strategy, indicates
large increase into the future and reveals some of the more nuanced trends
over the past decade. These changes are described on the following page.
Rates are also predicted to increase in the high-mortality developing
countries. Take the case of Tanzania: while the number of deaths from
chronic diseases is lower in percentage terms than established market
economies, death rates are higher. Diabetes prevalence in urban Tanzania is
already estimated to be at least 10% in adults aged over 35 years.
Overall, the global rising rates of chronic disease deaths and morbidity is
leading to a double burden of disease in developing countries. The second
most populous country in the world, India, has the highest number of
diabetics in the world and 1.6 million annual coronary deaths. At the same
time, 2.5 million children are estimated to die annually from
Rates of death from chronic disease in three areas of Tan- infections such as pneumonia, malaria, acute respiratory
infections, diarrhoea and neonatal infections. In South Africa,
zania and established market economies and percentages of
infectious diseases account for 28% of years of lives lost while
total deaths due to chronic disease, women 15-59 years
chronic diseases account for 25%.
Rates of death (per 100,000 per year)
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rates from
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death from chronic diseases, injury or suicide was almost
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15 times
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250
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middle school students suffer from obesity, significantly
compared to infectious disease risk — and probability was
age-specific circulatory disease death rates are even more
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higher in rural relative to urban populations. It was
dramatic..
out in 2000/01 showed that 5.2% of men aged 35-74
predicted
that the situation would worsen as more people
200
years (12.7 million) and 5.8% of Chinese women (13.3
survived to middle or old age, and as the accumulated
If risk exposure and disease rates factors continue to
million) have diabetes (diagnosed and undiagnosed), far
effect of prolonged risk exposure materialized.
increase, China will face a future clouded with increased
more than previously reported. Three quarters were
150
health responsibilities and a less productive economy.
undiagnosed. Hypertension now afflicts one third of the
In the years since this assessment was made, exposure to
Chinese population, with rates rising fastest among younger
risks have increased. From one cigarette smoked per man
people.
per day100
in 1952, rates increased to four in 1972, 10 in
1992 and 15 in 1996. There are now 320 million smokers
The amount of physical activity is declining in China.
over the age of 15 compared with 250 million in 1986.
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Energy expended at work had decreased in urban areas.
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Dependence on motorised forms of transport has increased
highest in the world, and it is clear that several decades
and is directly linked with increased body mass index. The
will pass before the full effects are seen. The WHO predicts
0
number of television sets per 1000 people increased from
that smoking-related
deaths in China will rise to 2 million
five in 1980 to 312 in 2001.
These trends are reinforced India
by 2025; it has also South
been predicted
that if current smok- Brazil
Africa
China
Russia
by a number of policy shifts.
Migration from rural areas to
ing patterns remain unchanged in China, 100 million men
Country
the city is actively encouraged by government, and there
now under age 30 will die of smoking related diseases.
are moves to ban bicycles in Shanghai from all major
roads.
The Chinese population is also increasingly exposed to the

Relative growth (%) jn age-specific circulatory disease death rates,
1986 & 1999

Cancers, age-specific death rates (urban & rural combined)
1986 & 1999

350%
35-44

1600

250%

45-54

1400

1999

200%

55-64

150%

1200
1000

1986

65-74

100%
50%
0%
-50%
-100%

Hypertensive
heart disease

Ischemic heart
disease

Cerebro-vascular Pulmonary heart
disease
disease

r a te p e r 1 0 0 , 0 0 0

300%

800
600
400
200
0
35-44

13

45-54

55-64

65-74

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

Death rates from cardiovascular disease in five-middle income countries, by age
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In developing countries, chronic disease mortality and morbidity is higher
among younger people

Worldwide, 22% of mortality from the leading chronic diseases occurs
among people under the age of 60. In developing countries, chronic disease
mortality and morbidity is greater among younger people compared with
high-income countries. In the Central and Eastern European (CEE)
countries, for example, the age profile of all chronic disease mortality is
dramatically younger than the EU countries (pre-May 2004).

The trend is well-illustrated by regional and national data for
cardiovascular disease and diabetes:
In India and South Africa, cardiovascular death rates in women aged 35-64
are higher today than they were in women in the United States of America
in the 1950s. In Brazil, death rates in the 35-44 age category are 17.4% for
men and 27.1% for women. Assuming no increase in risk factors, by 2030
cumulative death rates among this age group will be 22% in China, 25% in
Russia and 34% in India, compared to12% for the United States. Of the
expected 9 million cardiovascular deaths in China in 2030, over half will
occur in the 35-62 age range. Morbidity is also higher at a younger age.
Data from Brazil suggest that the average hospital admission rate for men
and women aged 35-64 is higher for cardiovascular disease than other
health conditions. This does not included undiagnosed cases, which tend to
be high in the developing world. In Pakistan, coronary artery disease occurs
in one in four middle aged adults, and is uniformly higher among the young
and women. In rural Vietnam, 40% of all cardiovascular disease deaths are
among people younger than 70 years of age.
Most of the predicted increase of diabetes in developing countries will be
people aged 45-64 years, compared with >65 in developed countries. A
review of cohort studies from the Asia-Pacific region showed that diabetes
has similar proportional affects on disease risk in eastern and western
populations, but is more associated with disease risk in younger relative to
older individuals and leads to a higher proportion of complications than in
developed countries.

Cardiovascular disease

Diabetes

“In India and South Africa,
cardiovascular death rates in
women aged 35-64 are higher
today than they were in women
in the United States of America
in the 1950s”
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Mortality attributable to 20 leading risk factors, 2001
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RISK FACTORS ARE ACCUMULATING THROUGHOUT THE LIFE
COURSE
The prevalence of risk factors is increasing
Key risk factors — tobacco, the diet and physical inactivity related
complex and alcohol — explain a significant proportion of the global
spread of leading chronic diseases. There are clear distinctions between the
risk factors. Tobacco is always harmful, while diet and alcohol require a
more nuanced approach, with physical activity bringing only benefits.
Globally, consumption of tobacco, alcohol and food high in fats, sugars and
salt is growing, while physical activity is declining. The number of
cigarettes smoked has more than doubled since 1960, growing rapidly in
recent years in developing economies such as China. There have been
positive dietary trends over the past decades, but the supply of fat increased
by 28% between 1977 and 1997/999, while the FAO predict further
increases in total per capita consumption of vegetables oils, sugar, meat and
declines of cereals. Reflecting an inter-relationship between diet and
physical inactivity, obesity is growing in every major world region.
Prevalence of overweight and obesity among school-age children now
stands at 10.3%. Total alcohol consumption per person per year grew 19%
between 1990 and 2000 globally, actually falling in some regions while
rising significantly in the developing world.
Percentage change in alcohol consumption, per person per
year, by region between 1990 and 2000

Trends in obesity (BMI>30), Brazil
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The future burden of chronic diseases will reflect the accumulation of risks over
lifetimes and generations.
Risk factors accumulate throughout the lifecourse, from foetal life to
adulthood. Chronic diseases then become manifest after decades of
exposure. Risk factors during foetal life are growth rates, maternal
nutritional status and socioeconomic position at birth. During infancy and
childhood, breastfeeding, infectious diseases, socioeconomic position,
exposure to tobacco smoke, unhealthy diet, lack of physical activity,
obesity affect the rate of accumulation. In adolescence, unhealthy diet, lack
of physical activity, obesity, tobacco and alcohol use become increasingly
important, continuing into adulthood. Over the long-term, the degree of
accumulation of these risk factors, combined with underlying social and
economic determinants, affect the future burden of chronic diseases among
adults.
Risks are accumulating among children and adolescents
Percentage of students aged 13-15 who smoke cigarettes
Girls currently
smoke cigarettes

Boys/Girls ratio
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Children and adolescents worldwide are increasingly exposed
to inter-related risk factors. Habits pertaining to food, alcohol
and tobacco consumption become established during childhood
and adolescence, and current trends are not encouraging.
Alcohol use is increasing amongst youth and abuse becoming
more widespread. Age of uptake of smoking is showing a trend
towards early teenage years and young people exhibit high
usage of other tobacco products (usage of all tobacco products
in 13-15 year olds ranges in different countries from 3.3% to
62.8%). Tobacco smoke is also associated with asthma, the
most common chronic disease among children. Sedentary
lifestyles are becoming established at a younger age, blood
pressure and LDL cholesterol are rising, and childhood obesity
is growing. Childhood onset diabetes is increasing at rates of
around 3% per year, and there are ever increasing reports of
type 2 adult onset diabetes occurring among children, with
some as young as eight years being affected.
Over the long-term, increasing accumulation of these risk
factors will increase the probability of chronic diseases for
future generations.

Source: Global Youth Tobacco Survey

Risks are accumulating among populations of low socioeconomic status
Chronic diseases are not common among the poorest people in developing
countries, but neither do they just affect the affluent. As risks accumulate
over the lifecourse and over generations, this will become more evident. In
developed countries, risk factor exposure (tobacco, alcohol, poor diet and
physical activity) is directly associated with poverty, social class and level
of education. These risks have accumulated into higher rate of chronic
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diseases among poorer populations. The same applies in Europe’s poorest
countries. In developing countries, the poorest populations already exhibit
the highest risks for tobacco use and alcohol, but the relationship with
intermediate risk factors and diseases is complex and varies between
countries, as exemplified in the adjacent box.
Owing to the long and often variable lag times between risk factors and
disease onset, exposure to chronic disease risks in developing countries
have yet to fully develop into a direct relationship between poverty,
intermediate risk factors and chronic disease. Over time, accumulation of
risk among poorer groups will increase as availability and marketing of
products increases with economic development. There are concerns that
over the long-term, this will lead to a pronounced association between
chronic diseases and poverty.
Data on obesity illustrates that the risk factor gradient will increasingly tilt
towards poorer groups as economies develop. Till the late 1980s,
socioeconomic status and obesity tended to be inversely related in
developed populations and directly related in developing populations. In
other words, in developing economies, obesity was associated with more
affluent groups. But more recent work from Brazil indicates that over time,
female obesity shifts toward lower income groups in economically more
developed regions and urban areas. While low socioeconomic status still
confers protection from obesity in low income nations, when national gross
national product reaches a value of about US$ 2500 per capita, obesity
rates become directly associated with low socioeconomic status.

The complex relationship between
primary and intermediate risk factors, and with chronic diseases: examples from four middle income
countries

India: Currently, hypertension, cholesterol, diabetes and
cardiovascular disease increase directly with socioeconomic status. Yet, high rates of hypertension and LDL
cholesterol are now being measured in urban slums, and
tobacco and alcohol consumption is highest amongst the
poorest 20% of the population. Death rates from TB
– a disease associated with poverty – are four times
higher among people who smoke relative to nonsmokers. Poorer people also suffer from relatively higher
rates of complications from diabetes owing to exposure
to multiple risk factors.
Jamaica: Obesity increases with income level strongly in

men, and weakly in women (owing to high levels of
obesity among the poorest women). The relationship
between income, diabetes and hypertension, however, is
non-linear. In women, there is a U-shaped curve for
diabetes and hypertension, and the highest rates of
diabetes are found in the poorest women. Obesity and
diabetes are strongly related, especially among poor
women. The lack of strong income gradient in hypertension or diabetes – despite strong relationships between
income and obesity – might be partly attributable to
greater adverse effects of obesity among the poor.

China: In China, there is a U-shaped relationship
between socioeconomic status and hypertension in
women. This result in part reflects the fact that poorer
women tend be have lower body-mass indices, smoke
less but do less physical activity, and vice versa for
wealthiest group.
Brazil: In urban Brazil, an inverse relationship between

socioeconomic status and smoking and alcohol consumption in men and women was measured in the 1980s .
Also identified was an inverse link between socioeconomic status and hypertension in men, and between
sedentary lifestyle and obesity in women.

Risk are accumulating as the worlds population ages
Since the late 1940s, industrialised countries have experienced a rapid increase of life expectancy — a shift that is expected to spread to developing
economies over the long-term. Share of the elderly is projected to rise in
every world region. The largest proportion of this increase will occur in
developing countries, representing public health successes over the past
decades. But there are clear implications for morbidity and mortality from
chronic diseases. Chronic diseases are not an inevitable result of ageing,
yet currently, older people have had longer exposure to risk factors.
Ageing is not just about the aged. The existing predominance of young age
groups in lower income countries will transform in the coming decades into
a bulge of people aged 15-59, which includes the age-range increasingly
prone to chronic diseases.

19

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

The chronic disease consumption curve
Economic growth
High
Prevalence of unhealthy consumption

Economic/Fiscal
Legislate/Regulate
Global action

Observed pattern

Desired path
Low

Economic development

High

US exports and imports of cigarettes

Source: Mackay & Eriksen, 2002

Foreign assets and employment by tobacco, alcohol, food and retail companies in the worlds largest transnational corporations, 2001

40.9
33.1
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19.7
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204,000
60 000
43 381
26 000
251,000

Retail (Food & Drink)

Carrefour SA
Wal-Mart Stores

France
USA

29.3 (29)
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11 automobile and 10 pharmaceutical companies are also amongst the top 100 TNCs
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(rank) US$ billion
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LONG-TERM ECONOMIC DEVELOPMENT INTRODUCES RISKS
FOR CHRONIC DISEASES
Unchecked economic growth brings with it risks for chronic disease

The world economy is now more integrated than ever before, with increased trade, investment and communications flowing between countries.
Changes could be even more dramatic over the next 50 years as Brazil,
China, India and Russia become much larger economic forces.
With economic growth comes the potential for better health – average life
expectancy has increased in the past 30 years as average incomes have
risen. Yet growth also brings with it economic, cultural and social shifts.
Among these shifts are the spread of risk factors for chronic diseases. This
spread is not inevitable, but must be recognized in order to put into place
the institutions required for a "healthy" market economy.
In this sense, chronic diseases are similar to modern environmental problems. Both are associated with more economic growth, not less. Economic
growth can contribute to higher levels of human well-being and provide the
resources to address a range of environmental objectives. But uncontrolled
economic growth can also lead to excessive environmental degradation.
Likewise, economic growth can contribute to better health but also introduces risks, which, if unchecked, can lead to a deterioration of chronic disease profiles.

“Economic growth can
contribute to better health but
also introduces risks, which, if
unchecked, can lead to a
deterioration of chronic disease
profiles”

If the spreading risks for chronic diseases remain unaddressed, as economic
development progresses, incidence and mortality rates from chronic diseases will continue to grow, as shown by the Chronic Disease Consumption
Curve. In theory, chronic disease risk rates will not begin to fall until high
levels of wealth and literacy are reached. Once this happens, civil society is
more likely to act and governments are more likely to respond to public
health concerns and use a broad range of policy instruments that influence
consumption trends.
Risk factors are currently spreading with globalization
Like communicable diseases, chronic disease epidemics are propelled geographically. The carriers of chronic diseases are the risk factors, which are
associated with long-term trends and flows in the global macroeconomy.
Critical here are the flows of goods, money, technology and images. These
flows drive, and are driven by, the process of globalization and the development of global production systems. Flows of tobacco are always negative; flows concerning food, alcohol and goods and services associated
with physical activity can be both positive and negative. Key actors here
are transnational corporations (TNCs), now numbering 65,000 with
850,000 foreign affiliates.
Searching for new markets, tobacco, alcohol and food products are flowing
from (largely) developed country TNCs to developing economies. Trade
liberalization has facilitated the flow of tobacco to these markets: the 1994
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The flow of goods
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Uruguay Round of the General Agreement on Tariffs and Trade (GATT)
liberalized trade in unmanufactured tobacco. World Trade Organization
(WTO) agreements have since significantly reduced tariff and non-tariff
barriers to tobacco trade. The result: increasing flow of tobacco between
countries, leading to increased supply, lower prices, more extensive marketing of all forms – and increased risk of chronic diseases.
Food products also flow between nations, with positive and negative implications. Two trends are worthy of examination in the context of the spread
of chronic diseases:
“Over the past 25 years, exports
from the United States of highvalue processed agricultural
products such as meats, dairy
items, cakes and frozen foods
grew faster than any other
category of agricultural exports”

•

Agricultural commodities such as oilseeds and corn are produced
in one country to sell as vegetable oils, livestock feed and sweeteners in another. Associated with this trade is the dramatic increase of livestock production in many developing countries, with
simultaneous increases in meat consumption and declines in cereals and grains.

•

The trade of processed food products is increasing. Over the past
25 years, exports from the United States of high-value processed
agricultural products such as meats, dairy items, cakes and frozen
foods grew faster than any other category of agricultural exports,
rising to a value of $18.5 billion in 2002 (from $2.3 billion in
1976), with significant inflows to Asia and the Americas.

Trade of both raw and processed foods are affected by trade agreements,
along with agricultural policies such as subsidies, tariffs and quotas. The
implementation of existing trade agreements, and the development of new
ones, has further implications for the flow of risk factors – and for the
flows of goods positive for health. The Agreement on the Application of
Sanitary and Phytosanitary Measures (SPS Agreement), implemented under the Technical Barriers to Trade (TBT) rules of the GATT, affects the
trade of fruits and vegetables. The new WTO General Agreement on Trade
in Services (GATS) extends beyond the trade of goods into services. GATS
Mode 3 is dedicated to "Commercial Presence", and includes the liberalisation of advertising services (which affects the ability to market risk factors), and health services (which, according to recent WHO analysis, brings
risks and opportunities for chronic disease control).
The flow of money

Foreign direct investment (FDI) plays an unprecedented role as a source of
funding and economic development in developing nations. FDI has risen
dramatically over the past 25 years – US$ 162.1 billion flowed into developing countries in 2002, mainly from TNCs in developed countries. Developing country governments have liberalized investment rules and introduced incentives in order to benefit from the much needed capital, skills,
technology and goods and services promised (though not always realized)
by FDI. TNCs, meanwhile, benefit from the potential of new, emerging
markets and low cost resources.
FDI has important implications for chronic diseases because investment in
tobacco, food and alcohol products is high. TNCs have specific incentives
to invest in tobacco, food and alcohol because they favour investments in
concentrated markets where there is high brand recognition, of which cigarette, beer, soft drinks and confectionery products are prime examples. The
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privatization of tobacco manufacturers in emerging markets provided new opportunities for investment by American and European companies. Soft drinks, processed foods
and alcoholic drinks are also expensive to handle and ship.

Foreign direct investment concentration map

The exact implications of FDI in tobacco, food and alcohol
products unclear, but several trends have potentially positive and negative impacts, and thus warrant closer scrutiny
by those concerned with chronic diseases:
•

Ranked by foreign assets, 10 of the 100 largest
TNCS manufacturer tobacco, food or alcohol, as
do a high proportion of the largest affiliates of
foreign TNCs in developing economies. In Latin
America, six of the top 40 TNCS by sales manufacture tobacco, alcohol or food, and the CEE Source: Jansik, 2003
economies have attracted soaring rates of FDI in
the tobacco, confectionery, soft drink, alcohol and dairy sectors.
FDI from United States-based food and beverage companies grew
from US$ 9 billion in 1980 to US$ 36 billion in 2000, focused on
beer, soft drinks, baked goods and breakfast cereals.

•

FDI has propelled the spread of restaurant chains. In 1998, nine
companies in the United States (with 117 foreign affiliates) invested US$ 5.7 billion in eating and drinking places overseas.
The top 10 chains accounted for 40,178 units outside the United
States in 1999, with the McDonald’s Corporation taking the lead.

•

FDI has been crucial in changing the way tobacco, alcohol and
food products are sold. European and United States-based supermarkets are pouring investment into Africa, Asia and Latin
America; three food retailers are among the worlds largest 50
TNCs. Supermarket share of all food retail in Latin America grew
from 10-20% in 1990 to 50-60% in 2000. Supermarkets are wellplaced to sell processed foods at lower cost due to economies of
scale in procurement. Transportation and refrigeration have also
played a key role in supermarket development by facilitating the
ability to shop less frequently.

•

Overall, FDI into developing countries dwarfs the amount given
as official development assistance (ODA) and aid. According to
World Bank figures, in 1970, net inflows of FDI and development assistance and aid into developing countries was US$ 8.6
billion, with FDI comprising just over one third of the total. In
2001, net inflows had risen to US$ 429.1 billion, with FDI three
times higher than assistance and aid. This pattern is reflected by
the amount invested in risk factors relative to aid addressing
chronic diseases. In 2002, FDI into food, beverage and tobacco
products in developing countries amounted to US$ 327 million,
nearly five times more than the US$ 69 million spent by bilateral
development agencies, the WHO and the World Bank, on addressing chronic diseases. Although overall FDI is very low in
the poorest nations (FDI is disproportionately skewed towards a
few key countries — just 12 countries received 75% of FDI in the
1990s), tobacco, alcohol and food alcohol companies are significant investors in many low income nations.
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“In 2002, foreign direct
investment into food, beverage
and tobacco products in
developing countries amounted
to US$ 327 million, nearly five
times more than the US$ 69
million spent by bilateral
development agencies, the
WHO and the World Bank, on
addressing chronic diseases”
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•

The more liberal investment regime put into place by governments to attract FDI can preclude the introduction of regulations,
or the raising of standards, concerning the good or service in
which the investment has been made into line with what has been
shown to be effective in developed countries. For example, globalization may bring with it pressures for tax competition, creating
disincentives for a tobacco tax in countries wishing to attract FDI.
This points to the tensions faced by countries between the opporEstimates of Internet Access, 1997-2002 (millions of Inter- tunities and risks inherent in FDI.
net users)
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Financial investments and trade have spread technology around the world,
bringing benefits for health. The technologies that facilitated economic
globalization – such as the Internet and e-mail – are now available for use
by all to provide and obtain information on health. Part of the trend towards greater use of technologies, both basic and advanced, does, however,
have implications for chronic diseases, particularly in relation to physical
activity.
More foreign investment goes into automobiles than any other industry,
propelling a form of transport that reduces energy expenditure (and poses
risks for asthma and traffic injuries). The spread of TVs, along with the
soaring use of personal computers, is associated with declining physical
activity. Rising use of electric stoves and refrigerators in developing coun-
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tries is a very positive development, but is linked with “westernized” diets
and increased storage and consumption of beer and soft drinks.
The flow of images

The flow of products and technologies around the world is accompanied by
a flow of images designed to encourage their consumption. These images,
such as brands, logos and promotional initiatives, influence behaviour
through their emotional appeal and have the ability to shift cultural and
social norms to a situation in which tobacco, alcohol and/or foods high in
fats, sugars and salt are consumed regularly and frequently.
TNCs invest significantly in marketing, spreading brands all over the world
while tailoring their campaigns to local conditions. Children or young people are targeted directly via strategies like adverts, sponsorship and sports
and music events. Evidence shows that marketing promotes use of tobacco,
alcohol and influences dietary habits. The evidence also, however, draws
attention to the power of images to maintain or create healthy consumption
habits.

Risk factors are concentrated by the process of urbanization
From just 16 cities in the world with over a million people
at the beginning of the 20th century, there are now around Estimated projected urban and rural populations in the world,
400, about three quarters of which are in developing coun6.00
tries. Further dramatic expansion of giant metropolises in
5.00
the developing world is predicted and long-term projections show that globally, urban will soon exceed rural
4.00
populations.
Rural

Urbanization can stimulate chronic disease prevention efforts by improving access — to a wider variety of foods, to
health systems for early diagnosis and effective treatment
and knowledge and to information about healthy living.
Cities, in other words, concentrate some of the positive
forces spread by globalization.
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At the same time, cities also concentrate risks spread by globalization. Urban areas are magnets for the flow of goods, investment, technology and
marketing, which subsequently attract flows of people from rural areas.
Urbanization thus does not cause chronic diseases per se, but rather creates
conditions in which a mass of people are exposed to products, technologies, marketing — and a different working environment. Urban populations
develop high levels of branded cigarette consumption following exposure
to advertising. Diets in urban areas tend to be higher in fat, animal products
and processed foods. Urbanization also distances people from the point of
food production, with implications for dietary intake. When people move to
urban areas, they adopt less physically demanding types of employment,
such as manufacturing and services; and unplanned urban sprawl may not
be conducive to pedestrian activity.
Evidence from South Africa in the 1960s suggests urbanization is associated with the development of diabetes, while more recent data points to an
association with an earlier incidence of stroke. In Thailand, city dwellers
have higher rates of blood pressure, BMI and cholesterol.
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The economic costs of diabetes

The economic impacts of cardiovascular diseases in five middle income countries

The economic impact of diabetes is considerable. Its
costs affect health services, national productivity as
well as individuals and families. Hospital inpatient
costs for the treatment of complications are the
largest single contributor to direct health care costs.

Cardiovascular disease is known to have significant economic costs in the developed world. In the United States, the disease accounts
for approximately 61% of all healthcare spending. In the United Kingdom, the total cost of coronary heart disease in 1999 was £
7.06 billion, comprising £ 1.73 million costs to the health care system; £ 2.42 million in informal care and £ 2.91 billion in friction
period adjusted productivity loss (24.1% due to mortality and 75.9% to morbidity).

The economic costs of diabetes

The International Diabetes Federation (IDF) has
estimated the annual direct healthcare costs of
diabetes worldwide. For people in the 20-79 age
bracket, costs are at least 153 million international
dollars, and may be as much as 286 billion International Dollars or more. It is predicted that if
diabetes continues to climb, total direct healthcare
expenditure will be between 213 billion and 396
billion international dollars. This means that the
proportion of the world healthcare budget being
spent in 2025 on diabetes care will be between 7%
and 13%, with high prevalence countries spending
up to 40% of their budget.

The potential economic costs of cardiovascular disease are potentially even greater in developing countries owing to the burden of
cardiovascular mortality and morbidity among the workforce. This is the conclusion of a new report, A Race Against Time: the
Challenge of Cardiovascular Disease in Developing Economies (2004). The study assesses the economic costs of cardiovascular disease in
five middle income countries, estimating that:
• Productive years of life lost (PPYLL):* In the five countries, PPYLL are predicted to be 33.7 million by 2030, an increase from
20.5 million in 2000. Compared with 2000, the number of PPYLL to cardiovascular disease will increase in 2030 by 64% in Brazil,
57% in China and 95% in India. This compares with 20% in the United States and 30% in Portugal.
• Payroll losses: In India, payroll losses in a single year (2000) from cardiovascular disease was estimated at US$ 198 million (not
including health care costs).
• Social security costs arising from disability: Based on the conservative assumption that disability from cardiovascular disease lasts
on average three-years, in India the wage losses due to disability disrupting gainful employment is calculated at $30 million over
three years. In South Africa, it is estimated that the disabled workforce cost R 453 million (US$ 64 million) in public disability
payments in 2000, predicted to rise to R 3.9 billion (US$ 550 million) in 2040.
• Direct health care costs: In South Africa, direct health systems costs from cardiovascular disease totalled between US$ 230 million
and US$ 300 million in 1991 (US$ 310-470 million at more current values); data from a region of Brazil indicates that patients
admitted for circulatory disease accounts for 10.5% of hospital days but 20% of costs. In China, hospital costs attributable to
cardiovascular conditions totalled over US$ 9.6 billion in 1998 (20% of all costs).

Annual cardiovascular disability payments
4,500,000
Annual disability payment
4,000,000

Inflation adjusted

3,500,000

3,000,000

Rand, thousands

There have been numerous estimates of the healthcare costs of diabetes. The direct health care costs
of diabetes, including the treatment of complications,
ranges from 2.5% to 15% of national annual health
care budgets, depending on diabetes prevalence and
the level of treatment available. For example:
• In Latin America and the Caribbean, the direct
healthcare costs of diabetes was estimated at
US$ 10.7 billion in 2000. Indirect costs were
over five times higher than the direct costs,
estimated at US$ 54.9 billion, making a total
costs for the region of US$ 65.2 billion. In the
United States, the direct costs of diabetes over
all age groups was estimated at US $ 91.8
billion in 2002, an increase from US$ 44 billion
in 1997.
• Studies in India estimate that, for a low-income
Indian family with an adult with diabetes, as
much as 25% of family income may be devoted
to diabetes care.
• In WHO’s Western Pacific Region a recent
analysis of health care expenditure has shown
that 16% of hospital expenditure was on people
with diabetes. In the Republic of the Marshall
Islands, this figure was 25%. 20% of “offshore
expenditure” on health by Fiji was on diabetes
related complications – instances where facilities
for care were not available in Fiji, so patients
had to travel elsewhere.
• Many estimates have been made on the costs of
diabetes in Sweden. Most recently, direct and
indirect costs per person were estimated at
approximately US$ 8500 per year, taking into
account comorbidity. Twenty eight percent of the
costs were for health care, 41% for lost productivity and 31% for the municipality and for
relatives.
• There is little data from African or Middle
Eastern countries. But studies from the early
1990s again suggest costs are high. In Tunisia,
an estimate from the early 1990s placed the
total annual costs of medication and outpatient
care for people with diabetes was 2.6 times that
for people without diabetes (US$ 179 versus US$
68).
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CHRONIC DISEASES HAVE A SIGNIFICANT ECONOMIC IMPACT
Chronic diseases create fiscal costs

Chronic diseases are disabling and killing people at ages when their potential for economic productivity is high. As illustrated by a wide range
of "cost-of-illness" studies in different countries, diseases and risk factors, this creates high fiscal costs.

% national health care
spending attributable to
obesity
(actual cost)

Year

For chronic diseases, the indirect costs are often higher than direct costs,
as reported here for cardiovascular disease and diabetes. Workers in poor
health are physically and mentally less productive, earn lower wages, are
more likely to be absent and be unable to work than those in good health.
This can lower the competitiveness and productivity of enterprises. The
loss in midlife of trained and experienced staff can be expensive for employers. Cost-of-illness studies do not capture the dynamic effect of
chronic diseases on economic development, but indirect productivity
losses do have the potential to affect the global macroeconomy.

Country

Three types of costs are created by chronic diseases. Direct costs (such as
treatment), intangible costs (of the psychological suffering associated
with illness) and indirect costs (notably, by reducing the number of economically productive years in the workforce). Combined, these costs may
affect national fiscal budgets as health care costs and relevant social payments rise, just as tax revenues fall.

National healthcare costs of obesity

Australia

1989-90

2% (AUS$395 million)

Canada

1997

2.4% (CAN$1.8 billion)

France

1992

2% (FF11.9 billion)

Portugal

1996

3.5% (PTE 46.2 billion)

New Zealand

1991

2.5% (NZ$135 million)

USA

2003

6% (US$75 billion)
(excluding children)

Sources: Thompson and Wolf (2001); Finkelstein et al. (2003);
Finkelstein et al. (2004); Kuchler and Ballenger (2002)

Chronic diseases have implications for the global macroeconomy
The macroeconomic implications of ill-health globally were set out in the
2001 WHO Report of the Commission on Macroeconomics and Health
(CMH). The Report found that improving the health of the poor is an outcome of economic growth, but also a means of achieving it. Each 10% improvement in life expectancy is associated with an increase in economic
growth of at least 0.3 to 0.4% per year. Even after controlling for standard
macroeconomic variables therefore, national health status explains an important part of the difference in economic growth rates. Regrettably, with
the exception of tobacco, chronic diseases were omitted from this equation.
A first step to filling that gap has been made recently by the unit responsible for the 2001 CMH Report. Their new report, A Race Against Time
(2004) argues that:
"the impact of the early death of wage earners will be profound, with extensive repercussions on household viability… Just at the time when developing countries’ economies have the opportunity to invest more of their
capacity because a brief window of lower dependency has opened, the
workforce that nations count on to exploit that opportunity is itself prematurely dying."
In other words, the premature death and disability of skilled and trained
workers will dampen the engine of productivity in emerging market coun-
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“The premature death and
disability of skilled and trained
workers will dampen the engine
of productivity in emerging
market countries, thus
potentially reducing economic
growth”
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Tobacco has many negative economic
impacts
Health care costs attributable to tobacco, latest
available estimates, US$

Country
Australia

$6 biliion

Canada

$1.6 billion

China

$3.5 billion

Germany

$14.7 billion

New Zealand

$84 million

Philippines

$600 million

South Africa

$1 billion

UK

$2.25 billion

USA

$76 billion

tries, thus potentially reducing economic growth.
Given the globalized nature of the economy, this hypothesis on the effect of
chronic diseases on national economies can be extended to the global level.
This is because workers in emerging markets are not only generating
growth in their home economies, but in developed nations. In fact, arguments are emerging that the potential returns for developed country investors from emerging markets could be higher than the OECD countries over
the long-term, especially in the light of low expected returns in mature markets. If chronic diseases do diminish productivity as predicted, then investor returns in developing countries will in turn be affected with impacts on
growth in OECD countries. Given that pension funds liabilities are themselves premised on certain levels of growth, the impact of chronic diseases
should at the very least, be assessed carefully. Both TNCs and pension
funds face risks:
•

Fires: Annual cost of fires caused by
smoking is US$27 billion

Absenteeism: In the US, smokers take

of an average of 6.16 sick days per
year compared with 3.86 of people
who have never smoked; in 1994, it
costs Telecom Australia $16.5 million
in costs of loss of time off work

Trash collection: 20% of all trash
collected in the US is cigarette butts

•
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TNCs:

Developed country TNCs invest in developing nations for
a variety of reasons. Some firms see developing country investment as advantageous for the competitive costs of capital and labour. Others invest because emerging markets and developing
countries offer potential markets for their products. A fall in productivity due to chronic diseases affects therefore, not only workers, but potential customers and purchasing power directed towards treatment of chronic health conditions. Where TNCs are
direct employers with health insurance liabilities, the lesson of
HIV/AIDs is that chronic conditions can place heavy financial
burdens on the company, especially when treatment is expensive.
United States-based TNCs already face huge health care costs at
home (a recent study estimated health and productivity expenses
incurred by six large employers in the United States at US$ 3524
per eligible employee in 1999). While exact costs are not comparable, there are clear implications for United States-based companies that have relocated their workforces into the developing
world. These arguments do, however, warrant more examination,
since employers have less incentive to be concerned about longterm worker health if there is large worker turnover, and in situations where they bear no direct health care costs.
Pension funds: Pension funds are explicitly long-term investment vehicles. Direct investments by developed country pension
fund managers into emerging markets remains a small but growing segment of the market. In addition many pension funds are
heavily weighted in firms and sectors with significant foreign
operations (such as pharmaceuticals and food). In fact, a major
component of FDI is in equity markets, largely on behalf of pension funds. While "short-termism" is still endemic in pension
fund investments, recent trends show a growing interest in more
long-term "value" investing. Some companies with direct investments overseas are themselves arguing that longer-term upfront
investments need to be incorporated into their business practices
in developing countries in order to sustain profitability over the
long term. The rapidly expanding socially responsible investment
market also demonstrates growing awareness of the need for long
term considerations to be better factored in to decision making.
The implications of chronic diseases are one such consideration.
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If unaddressed, chronic diseases will threaten sustainable development
The global macroeconomic implications of chronic diseases pose a threat to
sustainable economic development (i.e. development that lasts). At the
same time, the current drivers of economic development described here
pose risks for chronic diseases, if not addressed. This potentially negative
self-reinforcing circle of cause and effect resembles the pressures placed on
the environment by economic growth, a situation that led to the creation of
the concept of "sustainable development". Sustainable development, which
aims to “meet the needs of the present without compromising the ability of
future generations to meet their own needs ”, has three mutually supporting
pillars: economic, environmental and social. Chronic diseases are integral
to all three.
The spread of chronic diseases and their risk factors threaten the three pillars of sustainable development
Sustainable economic development

• Economic growth poses risk for chronic diseases
• Chronic diseases threaten sustainable economic development by reducing the productivity of the economically active population

Sustainable environmental development

•
•
•
•

Sustainable social development

• "Human beings are at the centre of concerns for sustainable development. They are entitled to a healthy and productive life"
Principle of the Rio Declaration on Environment and Development)

High fats diets (gains for animals not humans)
Tobacco use (deforestation, pesticide residues)
Lack of physical activity (more motorized transport)
Chronic diseases threaten sustainable economic development by reducing the productivity of the economically active population

Chronic diseases impact on economies in a way that demands government intervention
There are a range of existing theories on when governments should intervene in market economies. Many argue that intervention is justified by
"market failure". The IMF has also argued that, from a purely economic
standpoint, investment in problems that will worsen over the long term is
justified if the problem adversely affects the productive base of the economy. Long-term problems also justify investment if alleviation requires
much smaller sustained increases in the fiscal budget than would be later
necessary if the investment were deferred (i.e. delay will expose societies
to far greater risk than if anticipatory measures are put into place).
Arguments presented here support the case for long-term investment in
chronic diseases, with the goals of increasing economic productivity and
saving accumulating costs. This poses a strong hypothesis for national governments to invest in diseases. But is intervention also justified by market
failure? According to economic theory, market failures occur in a range of
situations, such as in the case of negative externalities (when external costs
are imposed on some individuals by the economic activity of others), information failures (when at least some relevant information is known to some
but not all parties involved), or when a "global public good" is under threat.
More work is needed to address this question, but the market has clearly
failed to prevent chronic diseases and existing work suggests there are
some market failures around the risk factors.
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Market failures around
tobacco and obesity
Tobacco: It is well established that second-hand
smoke poses negative externalities, a clear sign
of market failure.
Obesity: There is a negligible amount of work
on obesity and market failure, but it has been
proposed recently that negative externalities
exist if the obesity of mothers is a risk factor
for child obesity and if health care costs are
diverted from prevention. Information asymmetries may also arise if people are not educated
about the health effects of food they are eating.
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MANAGEMENT OF CHRONIC DISEASES WITHIN THE HEALTH
SYSTEMS IS INADEQUATE
Chronic diseases are placing new long-term demands on health care delivery
systems

Historically, acute problems, such as certain infectious diseases and maternal and child care, have been the principal concern for health care systems.
While infectious diseases continue to be a threat and an important consideration for health care systems in many developing countries, these systems
must now address a double burden of disease. Even in one family, it is possible to find a father with high blood pressure, a mother who is anaemic
and maybe obese, with children who are undernourished and suffer frequent infections.
When health problems are chronic, the acute care practice model does not
work. The chronic disease management model is more complex than that
required for many infectious diseases. It entails a multiple cause process
over a lifetime, and a more horizontal and integrated approach to the prevention of chronic disease with patient, family, and community being active participants. This is as true for diabetes and cancer as for HIV/AIDS
and TB. Yet the acute care paradigm is pervasive and now permeates the
thinking of decision-makers, health care workers, administrators, and patients.
The medical community have also tended to approach chronic care using
traditional approaches to screen “high risk” individuals with a high probability of contracting chronic diseases. Yet for chronic diseases, there are a
large number of people at small risk who give rise to more cases of disease
than the small number who are at high risk. Most risk factors are widely
distributed in the population, with individuals differing in the extent of
their risk rather than whether they are at risk or not. This implies that a sustained, multi-sectoral commitment for prevention is needed within and outside of the traditional health sector. Notably, this model is also required for
communicable diseases such as HIV/AIDS, since anti-retroviral therapy
must be taken for life.
Opportunities for secondary prevention are being missed
The WHO PREMISE study of secondary prevention of coronary heart disease and cerebrovascular disease showed that knowledge and treatment of
these diseases is under-utilised for patients in low and middle income countries. Most patients were aware of the benefits of quitting smoking, a
healthier diet, and physical activity, but did not necessarily change their
behaviours. Many patients were not receiving preventive medication such
as aspirin. Measurement of cardiovascular risk factors, such as blood sugar,
blood cholesterol, and blood pressure, was not sufficiently regular. Inadequate resources and facilities of health care systems in low and middleincome countries are largely responsible for the insufficiencies of secondary prevention. Drug treatment, as well as dietary advice, smoking cessa-
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tion, weight loss, physical exercise, and other methods of secondary prevention should be increased, by improving the patient-doctor relationship
and health care systems, and implementing effective information systems,
as well as population-based strategies for health promotion.
Many opportunities for better integration of secondary prevention and
treatment of chronic diseases remain largely untapped. For example,
stronger support for smoking cessation among TB patients would save lives
in the long-term and smoking cessation among patients with coronary heart
disease is the single most effective intervention to reduce mortality in patients who smoke. With a 36% reduction in the relative risk of mortality
among patients who quit, smoking is at least as important as other secondary prevention measures such as statins (a 29% reduction), aspirin (15%),
beta-blockers (23%) or ACE inhibitors (23%).
Long-term care is needed for the ageing population

Prevalence thousands by age in years

As populations age and birth rates decline, the relative burden of long-term
care (LTC) is increasing around the world. In the next 50 years, for example, the numbers of people requiring daily care will more than double in the
Caribbean and Latin America, and more than triple in Sub-Saharan Africa.
In all countries, the family has always been and still is the major provider
of LTC. At the same time there is a
growing need for LTC, there is a
Numbers of people requiring long-term daily care in 8 world regions & countries, 2000 - very real danger of, more than ever,
2050
that families who do not have the
means or the knowledge will be
People's Republic of
140000.0
required
to shoulder the responsibilChina
Established Market
ity
of
care
giving in the absence of
120000.0
Economies
necessary preparation.
Latin America &
Caribbean
Sub-Saharan Africa

100000.0
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India

60000.0

Former Socialist
Countries of Europe
Middle Eastern
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Other Asia & Islands
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20000.0
0.0
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2010

2020

2030

2040

2050

Although many LTC needs are
linked to ageing, most chronic diseases are preventable or can be postponed. Old age itself is not associated with increased health care
costs. Rather, it is disability and
poor health that drive LTC needs. If
people were to age in better health,
projected LTC upsurges could be
attenuated.

Source; Hirschfield, 2002

Interventions exist and are cost effective
Interventions for chronic disease prevention and health promotion have
been tried and tested. Systematic reviews, notably by the Cochrane Collaboration process, have evaluated the available evidence of effectiveness
of these interventions. As summarised on the table, Cochrane reviews have
been conducted on interventions concerning chronic disease risk factors.
The expanding number of reviewers in this area presents a great opportunity to conduct addition reviews in the areas of tobacco, diet and physical
activity. A global taskforce has identified priority areas for future Cochrane
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reviews, five of which refer to research on chronic disease risks.
A wide range of interventions at the community, population and macroeconomic level have been found to be effective in developed countries for tobacco, diet, alcohol and physical activity. There remains an urgent need to
develop best practices for obesity control, and studies on effectiveness in
low and middle countries remain few. Evidence does, however, suggest
that health promotion initiatives can be effective in low and middle income
countries. For example:
• In China, blood pressure has been shown to decline in cohorts
involved with community-based hypertension control programmes. Activities include weight control, modification of dietary salt and alcohol intake and increased physical activity.
• A recent World Bank review of strategies and successes in tobacco control in Brazil, South Africa, Thailand, Poland, Bangladesh and Canada showed that a range of policies and regulations
can contribute towards smoking reduction. In Poland, for example, strong warnings and pricing policies contributed to a 10%
reduction in cigarette consumption between 1990 and 1998, despite aggressive advertising by tobacco companies.
• The introduction of the Sports for Life Program in Singapore is
associated with a reversal in the decline of sporting activities in
the country. In 2001, participation in sports activities was 38%
compared with 28% in 1987 and 24% in 1992.

Reduction of elevated blood
level

Reduction of cigarette
smoking

Increase in physical activity

Cochrane reviews of interventions in chronic disease risk factor
Cochrane review in progress (published
protocol or registered title)

Examples of interventions needing review

• Community interventions for preventing smoking in young people
• Impact of tobacco advertising and promotion on increasing adolescent
smoking behaviours
• Workplace interventions for smoking cessation

• Stage-based interventions for smoking
cessation
• Mass media interventions for smoking
cessation in adults (registered title
only)

• Interventions targeted by gender to decrease
tobacco initiation
• Interventions utilizing marketing strategies to
promote healthy behaviours in young people,
focusing on tobacco

Obesity

• Advice on low-fat diets for obesity
• Interventions for preventing childhood obesity

• Exercise for obesity

•

Diet

• Reduced or modified dietary fat for preventing cardiovascular disease

• Interventions for promoting the
initiation of breastfeeding

• Interventions utilizing marketing strategies to
promote healthy behaviours in young people,
focusing on food*
• Interventions for healthier food choices* (e.g.
sales promotion strategies of supermarkets to
increase healthier food purchase and/or pricing
policies to increase healthy food choices)

Physical activity

• Exercise for preventing and treating osteoporosis in post menopausal
women
• Exercise to improve self-esteem in children and young people

• Interventions for promoting physical
activity
• Interventions implemented through
sporting organizations for increasing
participation in sport (registered title
only)
• School based physical activity
programmes for promoting physical
activity and fitness in children and
adolescents aged 6-18 (registered
title only)

• Physical exercise to improve mental health
outcomes for adults*
• Interventions to minimise the impact of urban
sprawl on physical activity*
• Interventions to increase the supply of sidewalks
and walking trails for the public
• Healthy cities project to reduce cardiovascular
risk factors* (could apply to all risk factors)

Risk factor area

Examples of published Cochrane review

Tobacco

* Identified as priority topics for review by the Cochrane Collaboration process
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Evidence on interventions has also been used to determine their cost effectiveness. The World Health Report 2003 reviewed the cost effectiveness of
interventions for blood pressure and cholesterol, reporting, among others,
positive results for fruits and vegetable intake. Physical activity interventions in developed countries have also been found to be cost-effective. A
more comprehensive recent study provides results that apply to all countries at all levels of development, with methods that could be applied to the
full range of chronic diseases and risks. The study used the output of systematic reviews as a basis for developing evidence on effectiveness and
costs of interventions to lower systolic blood pressure and cholesterol.
They showed that non-personal health interventions, including government
action to stimulate a reduction in the salt content of processed foods, are
cost effective ways to limit cardiovascular disease and could avert over 21
million DALYs per year worldwide. Combination treatment is also costeffective for people whose risk of a cardiovascular disease event over the
next 10 years is above 35%. Together, personal and non-personal health
interventions (excluding tobacco) could lower the global incidence of cardiovascular disease events by as much as 50%.

34

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

35

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

MYTH 1
We can wait till infectious
diseases are controlled

MYTH 2
Economic growth will improve all health conditions

FALSE!

FALSE!

As development progresses, chronic
diseases do not smoothly displace
communicable diseases, resulting
instead in a double burden of disease.
Thus we must deal with both and
develop the health system accordingly. There is co-morbidity and some
of the infectious diseases become
chronic, such as HIV/AIDS

MYTH 4
Chronic diseases are diseases of the elderly

MYTH 3
Chronic diseases are diseases of affluence

FALSE!

Economic development can improve
health in developing countries. Yet
economic growth may exacerbate
chronic diseases.

Chronic diseases are not solely diseases of affluence in developed and
most developing countries. Low
socioeconomic status leads to cumulative exposure to risk factors,
greater co-morbidity and decreased
access to quality medical care.

MYTH 5
Chronic diseases result from
freely adopted risks

MYTH 6
Benefits of chronic disease
control accrue only to individuals

FALSE!
FALSE!

FALSE!
Chronic diseases are not
contracted
only as a result of a failure of individual responsibility. The cultural and environmental context
in any society or community inevitably affects
personal choices. Thus governments, industry
and others also play a role. Moreover, chronic
disease risk factors affect children — the stage
of life when the addictiveness of tobacco and
the effects of marketing belie freedom of
choice.

Chronic diseases in developing countries are no longer just diseases of
the elderly. Chronic diseases in developing countries affect a much higher
proportion of people during their
prime working years than in developed countries

MYTH 7
Infectious disease models
are applicable to chronic
diseases

MYTH 8
Treating individuals in the
health sector is the only
appropriate chronic disease
strategy

FALSE!

FALSE!

Interventions for communicable
diseases are relatively simple, where
as chronic diseases require a multiple cause process over a lifetime,
and a horizontal approach with
patient and community actively
participants

The medical community have focused
on using traditional approaches to
screen “high risk” individuals with a high
probability of contracting chronic diseases. Yet prevention requires a multisectoral commitment in addition to
more comprehensive health service
interventions.
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Chronic disease control fosters
positive social development and
benefits societies economically and
therefore benefits the public as a
whole. Like communicable diseases,
chronic diseases are an appropriate
public investment.
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Policy and financial review of how key
players have addressed chronic diseases
Introduction
There are still many impediments to addressing chronic diseases, not least
owing to the myths perpetuated regarding the burden of chronic diseases
and the most appropriate way to control them. As already shown by the
evidence presented here, these myths are false but create a policy making
environment where it is easy to justify neglect.
To better understand how the challenges can be addressed over the longterm, and the impediments to addressing them, we conducted a policy and
financial review of how key players have in the past – and are currently –
addressing chronic diseases and their risk factors. We identify any neutral
or negative responses, but also stress positive actions that can be drawn
upon to lever future long-term change. The stakeholders may not have
identified themselves as key players, but we believe that all those identified
here have important roles to play. The policy and financial responses are
summarised over the page, and some further expanded upon in the text.
In conclusion, the review reveals a patchwork of responses to chronic diseases. There are open spaces and existing initiatives that can be drawn
upon to exercise long-term change. But overall, there is a lack of policy
coherence between different stakeholders, exacerbated by the absence of
adequate global governance of chronic diseases.

National health ministries: weak capacity but high recognition
The national capacity for chronic disease prevention and control was thoroughly surveyed by the WHO in 2001. Ministries of Health in 167 countries were found almost universally to recognise chronic disease prevention
and control as a significant health priority. However, this feeling had not
been translated into comprehensive policy development or fiscal and human resources. In many countries, the approach to policy development and
management of chronic diseases is fragmented, uncoordinated and taking
place within health systems with grossly inadequate infrastructure.
Specifically, of the 167 countries surveyed, 43% reported they had chronic
disease policies, 41% chronic disease plans, 35% cardiovascular disease
plans, 39% tobacco control plans, 43% diabetes control plans and 48% cancer control plans. Less than 40% reported a special budget line for chronic
diseases. Availability of basic equipment and drugs to manage chronic diseases is patchy. While 96% of WPRO countries report having equipment to
deal with hypertension and 86% of AMRO countries for diabetes, only 3%
of AFRO countries say they have equipment of lung cancer and 0% of
EMRO countries for breast cancer. The number of health professionals
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Summary of key players' policy responses to the global burden of chronic diseases
KEY PLAYERS

POLICY RESPONSES
Positive
•

•

G8 – Recognition that “health is the key to prosperity” and “poor
health drives poverty”
G77 – Recent support for the FCTC

Health Ministries

•

High recognition of problem of chronic diseases

•

Inadequate capacity and budget for chronic disease prevention and control in
most countries

World Health Organization

•
•

46 chronic disease resolutions since 1956
Noncommunicable disease cluster established in 1998 and capacity
later developed in regions,

•

Commitment not followed by funding or high-level advocacy

International Donors

•
•

Modest support for tobacco control
Increased health support by donors mostly directed towards HIV/
AIDS,

•

Minimal support for chronic diseases

World Bank and Regional
Development Banks

•

World Bank recognises impact of risk factors on poor and is
developing a "Policy Note" on chronic diseases
Policies on chronic diseases and risks emerging in some Regional
Development Banks

•

Not yet reflected by coherent policy response, investment or inclusion in poverty
reduction strategies
Regional Development Banks health sector strategies concentrate on communicable diseases and funding is minimal or non-existent

World Summit of Sustainable Development Plan of Implementation
includes chronic diseases
WHO Commission on Macroeconomics and Health now giving
greater consideration to chronic disease threat
ILO SOLVE program addresses chronic disease risks in the workplace

•
•

High potential for national capacity building and wide geographic
reach
GLOBALink and Framework Convention Alliance support of FCTC
was effective

•

Integrated support by NGO’s for chronic diseases insufficiently mobilised

Heads of State

•

Neutral or negative

•

UN initiatives related to health
and development

•
•
•

International NGO’s

•
•

•

•

•
•

G8 – Mobilization of resources for Global Fund in 2001 but no commitment to
chronic diseases.
G77 — No concerted effort on chronic diseases; Critical of the draft global
strategy on diet, physical activity and health

Millennium Development Goals exclude chronic diseases
UNFPA does not include chronic diseases or risk factors in strategy on population and development (ICPD)
UNICEF’s goal setting programme excludes reference to risk factors for chronic
diseases among children.
ILO report of World Commission on the Social Dimension of Globalization and
MNE Declaration do not refer to chronic diseases

Agricultural and trade sectors

•
•

Links made between tobacco production and health
Increasing research into relationships between agriculture, trade
and chronic diseases

•
•

Linkages between agriculture, trade and chronic disease insufficiently recognized
Research is receiving insufficient support

Business and investment community

•

Some companies developing new business models for chronic
disease prevention
Investment community warning of risks associated with chronic
diseases

•

Companies largely restricted to corporate social responsibility initiatives, which
rarely refer to chronic diseases
Powerful commercial interests have attempted to thwart chronic disease prevention initiatives

Active research and development programmes between developing/
developed country/research groups
International committees recognise chronic disease research is
necessary
Recent editions suggest major journal editors giving more attention
to chronic disease in developing countries

•

•

Academic health centres,
research institutions and journals

•
•
•
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•

•
•

United States academic health centres and international schools of public health
have not adequately incorporated chronic diseases in teaching or research
Funding for research not proportionally allocated
Tiny proportion of developing country researchers publish papers on chronic
diseases
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working on chronic diseases varies widely between regions; about half the
countries report that health care professionals receive no training in the
management of chronic diseases.

World Health Organization: few resources but many resolutions
WHO Member States have been vocal in their support for chronic disease
control. The first call to action came in 1956 at the Ninth World Health
Assembly (WHA), when India proposed a resolution requesting the Director General to set up an expert committee on cardiovascular diseases and
hypertension. A year later, this was followed by a resolution calling for
more work on the epidemiology of cancer. To date, 46 WHA resolutions
have called for more action on chronic diseases and their risk factors (not
including health promotion resolutions). Reflecting a shift away from a
disease-specific approach, a Global Strategy on the Prevention and Control
of NCDs was passed in 2000. It requested the Director General to prioritise
chronic diseases, especially cardiovascular diseases, cancers, diabetes and
chronic respiratory diseases in developing countries. Nineteen resolutions
specific to tobacco have been passed since 1970, including the landmark
Framework Convention on Tobacco Control (FCTC) in 2003. Concern
about alcohol was first addressed in 1975. Since then, alcohol has usually
appeared in resolutions on mental health, but is incorporated in the health
promotion resolution to be discussed at the WHA 2004. In 1993, a nutrition
resolution first referred to the importance of diet in disease. A resolution on
diet, physical activity and health passed in 2002, followed by a global strategy on diet, physical activity and health drafted for the WHA 2004.
A cluster dedicated to noncommunicable diseases at WHO headquarters
was established in 1998 (NMH). Work continues on cardiovascular disease, cancers, diabetes and chronic respiratory disease, particularly on developing more extensive surveillance (STEPS). Significant capacity for
tobacco control has built around the development and passage of the
FCTC, with more recent efforts focusing on diet. International capacity
building is encouraged through the Global Forum on Noncommunicable
Disease Control and Prevention. In their epidemiological work, the Evidence for Information and Policy cluster also contributes to work on
chronic diseases. However, chronic diseases remain a relatively small proportion of the work at headquarters.
Regional offices all have departments with a specific mandate to address
chronic disease prevention and control. Capacity is currently inadequate,
but is being addressed through the development of regional networks are
being developed: NANDI in AFRO, CARMEN in AMRO, CINDI in
EURO, EMAN in EMRO, MOANA in WPRO and a network is currently
under development in SEARO. A remaining problem is the considerable
confusion from headquarters and regional office perspectives as to where
specific aspects of chronic disease and risk work are undertaken. Unfortunately, this has led to people being excluded from key decisions, wasteful
duplication of efforts and failure to plan activities optimally. Most country
offices have extremely weak capacity in the majority of core areas of
chronic disease prevention and control. Further, virtually no WHO country
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Headquarters, regional and
country office capacity
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offices have expertise in the area — and when they do, such expertise is
usually under-utilised. Collaborating centres have considerable capacity for
research and training on chronic disease issues, but are insufficiently engaged in global and country work.
Financing

A study specially commissioned for this strategy examined the amount of
funding allocated by the WHO to chronic diseases and mental health. Details and limitations of the methodology can be found in the Annex.
In 2002, WHO allocated 3.5% of its total budget (US$ 43.6 million) to
non-communicable diseases, of which almost equal shares were allocated
to country and regional activities (US$ 22.7 million) and to global and interregional activities (US$ 21.5 million). Overall in 2002, 33% was allocated to mental health, 30% to tobacco and 37% to other unspecified
chronic disease components. The share of funds allocated to tobacco was
smaller in 98/99. Expenditures for chronic disease as a share of total regional expenditures were lowest in AFRO (1.6%) and highest in SEARO
(6.6%). Shares allocated to mental health and tobacco also varied between
regions.

“In 2002, WHO allocated
3.5% of its total budget to
non-communicable diseases”

WHO expenditures for chronic diseases doubled between 1997/98 and
2002, from US$ 22.5 million to US$ 44.2 million. Since 1998/99, expenditures increased most for tobacco, from US $3.3 million to US$ 13.1 million.
They also increased for mental health from US$ 8 million to US$ 14.2 million; and from US$ 10.3 million/year to US$ 16.8 million for all other
chronic disease activities (Annex Table 1A and 1B).

Ratio US Dollars/death

Details on the allocation of chronic diseases, other than for mental health
and tobacco, were only provided for about half of total global and interregional chronic disease activities (US$ 7.6
Budget for chronic diseases and communicable diseases at WHO Headquarters for million). US$ 1.1 million went for risk factor
prevention and risk factor surveillance for
the biennium 1/1/00—31/12/01 relative to mortality
diet, nutrition and physical activity, and cardiovascular risk management. Twice that
All chronic diseases (except neuropsychiatric disorders)
amount (US$ 2.4 million) was allocated to
Leading communicable diseases
prevention and control of cardiovascular diseases, diabetes, cancer, chronic respiratory
16.00
14.16
conditions (chronic obstructive pulmonary
14.00
diseases and asthma), and ageing. The relative allocation to each of these causes
12.00
changed little between 1997/98 and 2002
10.00
(Annex, Table 2).
7.58

8.00

7.56

6.00
4.00
2.00

0.24

0.53

0.50

0.00
Operating budget

Income available
Financial indicator
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Expenditures

Within WHO, financial resources for chronic
disease control remains paltry when compared to other major contributors to the
global burden of diseases. The operating
budget, income available and expenditure
allocated to all major chronic diseases and
leading communicable diseases is dramatically disproportionate relate to disease mortality and burden. Separate analysis of the
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Forty-six World Health Assembly Resolutions on chronic diseases and their risk factors since 1956 *
Diseases
WHA9.31
WHA10.18
WHA15.3

Cardiovascular diseases and hypertension
Epidemiology of Cancer
United Nations Prizes for the International Encouragement of Scientific Research into the Control of
Cancerous Diseases

9th WHA, May 1956
10th WHA, May 1957
15th WHA, May 1962

WHA17.49
WHA18.44
WHA19.49
WHA19.38
WHA20.45
WHA25.44
WHA27.63
WHA28.85
WHA 29.49
WHA 30.41
WHA32.33
WHA 35.30
WHA 36.32
WHA 38.30
WHA 42.35

Participation of WHO in a World Research Agency for Cancer
Establishment of an International Agency for Research on Cancer
International Agency for Research on Cancer
Research in Cardiovascular Diseases
International Agency for Research on Cancer
Cardiovascular diseases
Long-term planning of international cooperation in cancer research
Long-term planning of international cooperation in cancer research
Cardiovascular disease
Long-term planning of international cooperation in cancer research
Respiratory diseases
Long-term planning of international cooperation in the field of cancer
Prevention and control of cardiovascular diseases
Prevention and control of chronic noncommunicable diseases
Prevention and control of cardiovascular diseases and other chronic noncommunicable diseases

17th WHA, May 1964
18th WHA, May 1965
19th WHA, May 1966
19th WHA, May 1966
20th WHA, 1967
25th WHA, May 1972
27th WHA, May 1972
28th WHA, May 1975
29th WHA, May 1976
30th WHA, May 1977
32nd WHA, May 1979
35th WHA, May 1982
36th WHA, May 1983
38th WHA May 1985
42nd WHA, May 1989

WHA 42.36
WHA 51.18
WHA 53.17

Prevention and control of diabetes mellitus
Noncommunicable disease prevention and control
Prevention and control of noncommunicable diseases
Integrated prevention of noncommunicable diseases.

42nd WHA, May 1989
51st WHA, May 1998
53rd WHA, May 2000
To be discussed at 57th WHA, May 2004

WHA 23.32
WHA 24.48
WHA 29.55
WHA 31.56
WHA 33.35
WHA 39.14
WHA 41.25
WHA 42.19
WHA 43.16
WHA 44.26
WHA 45. 20
WHA 46.8
WHA 48.11
WHA 49.16 WHA
49.17

Risk factors—tobacco
Health consequences of smoking
Health consequences of smoking
Smoking and health
Health hazards of smoking
WHO’s program on smoking and health
Tobacco or health
Tobacco or health
Tobacco or health
Tobacco or health
Smoking and travel
Multisectoral collaboration on WHO’s program on “tobacco or health”
Use of tobacco within United Nations system buildings
An international strategy for tobacco control
Tobacco-or-health programme
International framework convention for tobacco control

23rd WHA, May 1970
24th WHA, May 1971
29th WHA, May 1976
31st WHA, May 1978
33rd WHA, May 1980
39th WHA, May 1986
41st WHA, May 1988
42nd WHA, May 1989
43rd WHA, May 1990
44th WHA, May 1991
45th WHA, May 1992
46th WHA, May 1993
48th WHA, May 1995
49th WHA, May 1996

WHA 52.18
WHA 53.16
WHA 54.18

Towards a WHO framework convention on tobacco control
Framework convention on tobacco control
Transparency in tobacco control

52nd WHA, May 1999
53rd WHA, May 2000
55th WHA, May 2002

WHA 56.1

WHO Framework convention on tobacco control
Risk factors—alcohol
Health statistics related to alcohol
Development of the WHO programme on alcohol-related problems
Alcohol consumption and alcohol-related problems: development of national policies and programmes

56th WHA, May 2003

Prevention and control of drug and alcohol abuse
Health promotion and healthy lifestyles

42nd WHA, May 1989
To be discussed at 57th WHA, May 2004

Risk factors—food
International Conference on Nutrition: follow-up action
Diet, physical activity and health
Global strategy on diet, physical activity and health, Annex to Integrated prevention of noncommunicable
diseases

46th WHA, May 1993
55th WHO, May 2002
To be discussed at the 57th WHA, May 2004

WHA28.81
WHA32.40
WHA36.12
WHA42.20

WHA46.7
WHA55.23

28th WHA, May 1975
32nd WHA, May 1979
36th WHA, May 1983

* Not including health promotion resolutions
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financial reports presented to the Meeting of Interesting Parties shows that
in the 2000/2001 Biennium, only 50 US cents were spent on leading
chronic diseases and mental health per death compared with US$ 7.50 for
leading communicable diseases, with 0.03 US cents being spent per DALY
relative to 0.25 US cents for leading communicable diseases.

Donors: critical lack of financing
The review of financial expenditure already mentioned was also conducted
for bilateral agencies and the World Bank. The review covered the leading
chronic diseases and mental health for the periods 1995-2002. The methodology and data sources, and their limitations, are described in the Annex.

“In 2002, bilateral development
agencies, the WHO and the
World Bank allocated US$ 68.6
million to chronic diseases.
This represents just under 0.1%
of total Official Development
Assistance provided by
governments in OECD
countries to the health sector”

Overview
In 2002, bilateral development agencies, along with the WHO and the
World Bank, allocated US$ 68.6 million to chronic diseases. This represents just under 0.1% of total official development assistance (ODA) provided by governments in OECD countries to the health sector the same
year (US $ 7.5 billion). Over 90% of those funds were provided as multilateral ODA, with only 6% as direct bilateral ODA. Bilateral agencies and
WHO allocated about one third of chronic disease funds to prevent and
treat mental disorders, and relatively little for cardiovascular diseases. This
contrast with World Bank loans, which are dedicated largely to cardiovascular disease. Very little funding is allocated to the prevention and control
of diabetes by either bilateral or multilateral agencies.
Bilateral aid
In 2002, US$ 3.2 million of bilateral aid was allocated to chronic diseases,
representing 0.01% of total bilateral ODA to the health sector (US$ 2.9
billion). Aid is provided for a range of different intervention strategies. For
instance, prevention is the main objective of tobacco control, whereas interventions for ischaemic heart disease include both preventive and therapeutic interventions.

“In 2001, US$ 3.2 million of
bilateral aid was allocated to
chronic diseases, representing
0.01% of all total bilateral
Official Development
Assistance to the health sector”

The United Kingdom and Sweden have been the two largest donors for
chronic diseases since 1995. Together, they provided 44% of total chronic
disease commitments between 1995-2002 (US$ 8.7 million and US$ 6.7
million respectively). Trends in bilateral commitments (expressed as threeyear averages) for individual donor countries were mixed. Australia and
Sweden were the two countries that increased funding for chronic diseases
the most. Australia increased commitments from US$ 136 000 to over US$
1 million since 1998. Sweden has tripled its commitments since 1995.
Finland and the Netherlands substantially decreased their commitments.
For all other donor countries, there was little change (Table 3A).
EMRO and EURO were the two WHO regions that received most direct
bilateral funding for chronic diseases since 1995 (US$ 6.6 and US$ 5.6
respectively), while SEARO received the least (US$ 1.4 million). The largest share of funds for EMRO (70%) was allocated to the West Bank and
Gaza Strip.
Between 1995 and 2002, bilateral agencies committed a total of US$ 35.5
million to chronic diseases. Forty percent of those funds were allocated to
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mental illness, alcohol and drug abuse; equal shares (17% and 18%) were
allocated to ageing, and the rehabilitation and prevention of disabilities
caused by injuries and occupational hazards. Less than 10% went to tobacco control, cardiovascular diseases, cancers and oral health. Almost half
of all bilateral ODA was allocated to the alleviation of the long-term health
impact of war and internal conflicts: mental illness in the Bosnia Herzegovina, Lebanon, Mozambique, Nicaragua, Sri Lanka, Timor-Leste and the
West Bank and Gaza Strip, and the rehabilitation of disabled persons in,
Nicaragua, Uganda and Vietnam. The United Kingdom was the largest donor for mental illness, ageing, injury rehabilitation and occupational health.
The detailed allocation of chronic disease funds by donor and recipient
countries provided each year between 1995 and 2002 is provided in the
Annex (Table 4).
There was no clear trend towards a steady increase. Three-year rolling averages increased from US$ 3.4 million for the period 1995- 1997 to US$
5.5 million for the period 1998-2000, and subsequently decreased to US$
4.4 million for the period 2000-2002. Yearly commitments fluctuated between US$ 2 million and US$ 5.7 million. The ratio between funding
(US$) and health needs (DALYs) underscores the magnitude of the persistent mismatch observed between funding levels and disease burden. Indeed, only 0.5 US cents were committed per DALY due to chronic diseases, compared to approximately 2 US cents per DALY on average (Table
3B).
These estimates underestimate the true magnitude of the share of bilateral
and multilateral ODA allocated to chronic disease owing to data and methodological limitations. However, there can be no doubt of the tiny magnitude of donor financing. The international donor community and governments in most developing countries appear not to have fully grasped the
implications of rise of chronic diseases, nor the long-term health consequences of major risk factors, such as tobacco, poor nutrition and lack of
physical activity.

Development banks: limited in scope, but policy development
underway
World Bank
The World Bank has no policy specific to chronic diseases, and activities
thus far have been limited in scope. The Bank has conducted important
work on the economics of tobacco control using external funding. But the
financial review carried out for this paper indicates very limited spending.
despite the fact that the World Bank is among the top three global health
funding agencies with yearly commitments now exceeding US$ 1billion,
loans have been minimal. The chronic disease component of World Bank
loans between 1997 and 2002 amounted to US$ 109.5 million, representing
2.58% of the total of US$ 4.24 billion loaned to health, population and nutrition. Three-year averages increased from US$ 7 million (1997-1999) to
US$ 20-21 million between 1998 and 2002. All these loans were provided
to eastern European countries (Albania, Armenia, Azerbaijan, Croatia, Latvia, Lithuania, the Russian Federation and Romania) as part of larger
health sector loans, mostly for the prevention of cardiovascular diseases,
smoking and alcohol abuse. World Bank International Development Assis-
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Policies on Chronic Diseases of
Three Regional Development
Bank
• ADB Policy for the Health sector
(1999): “Major trends that will have
important consequences for the
health sector include the epidemiological transition from infectious
illnesses to non-communicable conditions at the same time as threats
from infectious diseases such as HIV/
AIDS and TB are emerging”…The
bank will “actively encourage developing member country governments
to implement regulations aimed at
controlling tobacco consumption”
… “not lend for the growing of
tobacco or the production of tobacco products”… “To assist developing member countries to meet
emerging health threats, especially
tobacco, HIV/AIDS and high blood
pressure, the Bank will prioritize
research and pilot testing of activities that are cost effective and that
can be implemented through primary health care approaches”
• ADBG policy as of 2004: "The Bank
does not currently have any specific
policy or guidelines to address noncommunicable diseases.”
• IADB Social Development Strategy
(2003): “The Bank will emphasize
health reforms linked to country
specific health needs and objectives,
incorporating the MDGS… Considering the countrys epidemiological
profile, this approach will stress
either injuries, noncommunicable
diseases or communicable diseases ”

tance loans were provided to promote behaviour change on major risk factors for chronic diseases in Indonesia and to assess medicinal plants for
hypertension in Ethiopia.
The World Bank has a set of "safeguards" which aim to eliminate potential
social and environmental impacts of World Bank funded projects. The
safeguards are essentially 10 criteria which certain projects must satisfy
through a screening or assessment process, with a focus on environmental
assessment. There are no health criteria, though all industry and energy
projects should include plans to "promote occupation health and safety". It
is possible that some aspects of chronic diseases could be covered by environmental assessments. A World Bank discussion paper Environmental
Health: Bridging the Gaps (2001) discusses how health can be brought into
environmental impact assessments, and notes the role of tobacco smoke as
an air pollutant, the impact of poor environmental health on mental health
and recognises (but excludes) the role of animal production in the consumption of dietary fats.
The World Bank’s Health, Nutrition, and Population Sector Strategy recognises the increasing burden of chronic diseases on the poor, but this is
not reflected by the World Bank's role in assisting developing countries
with the preparation of Poverty Strategy Reduction Papers (PRSPs), which
are intended to guide investment priorities to reduce poverty. PRSPs include macroeconomic development plans such as mechanisms to attract
FDI and build urban, transport and communications infrastructures. Strategies to address chronic diseases, and in particular smoking, represent one
of the most significant gaps in PRSPs. This reflects World Bank advice that
PRSPs should focus only on diseases that affect the poor — defined as
communicable diseases. Eight of the existing 31 PRSPs include chronic
diseases or risk factors in their action/expenditure plans or monitoring/
evaluation indicators. The relative neglect of chronic diseases in PRSPs
reflects the low burden of chronic diseases in the very poorest countries,
but also a lack of recognition of the potential chronic disease risks posed by
the forms of macroeconomic development proposed within PRSPs.
The World Bank has recently begun to address this policy vacuum. A
“Non-Communicable Disease Concept Note” is currently under preparation, due to be published July 2004. The Note will identify strategic opportunities and constraints, detail the potential for high impact partnerships
and examine how the Bank could support institutions and governments to
improve systems for the prevention and control of chronic disease.

Regional Development Banks
Health does not receive a high allocation of financing from any of four major regional development banks in the developing world: the African Development Bank Group (ADBG), the Asian Development Bank (ADB), the
Inter-American Development Bank (IADB) and the Islamic Development
Bank (IDB). In addition, the link between chronic diseases and development made here is not self-evident to the RDBs. All four focus on communicable diseases in their health sector strategies, through two have responded to the emerging chronic disease threat in their policies.
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United Nations initiatives relating to health and development:
excluding chronic diseases but emerging possibilities
UN health and development initiatives play a major role in setting out principles, goals and actions for improvements in global health. Persistent
problems that hinder development, such as infant and maternal mortality,
malnutrition and HIV/AIDS have appropriately received priority in the
poorest countries. But the risks posed by chronic diseases have not been
recognized at all by major initiatives intended to have long-term impact.
Most notably, chronic diseases and their risks are absent from the Millennium Development Goals (MDGs), the major agenda set by the UN in
2000 for “reducing poverty and improving lives”. While the targets will be
difficult to achieve (especially in the poorest countries), the MDGs have
been successful in mobilizing the development community around a set of
targets. MDG Six is “Combat HIV/AIDS, malaria and other diseases”.
Though “other diseases” theoretically includes chronic diseases, in practice
they are ignored since they are excluded as a progress indicator. Within
WHO, the Department of MDGs, Health and Development Policy has focused its work on the MDGs on communicable diseases and nutritional
deficiencies. Outside WHO, some efforts are being made to include chronic
diseases in the MDGs. The 2004 UN Report on the World Nutrition Situation stated that improved nutrition could contribute towards improved development outcomes in helping to fulfil Goal 6 via its influence on dietrelated chronic diseases.
The major WHO-driven health and development initiative, the Commission
on Macroeconomics and Health, excluded chronic disease (except tobacco). As already described, work is underway to fill the gap.
Chronic diseases are not yet on the agenda of UNICEF, despite the risks
posed by tobacco, poor diets and alcohol for youth. None of the 25 action
points proposed to “promote healthy lives” in UNICEFs recent goal setting
programme, A World Fit for Children (a resolution accepted by the UN
General Assembly in 2002) refer to risk factors. The United Nations Population Fund (UNFPA) initiative, the International Conference on Population and Development (ICPD) does not mention chronic disease nor risks
(despite the association with population ageing and migration to urban areas). Recent high level consultations between WHO and UNICEF and UNFPA failed to identify chronic diseases as an area of potential collaboration.
A major initiative of the International Labour Organisation (ILO), the
World Commission on the Social Dimension of Globalization, does not
refer to chronic diseases in their key report, A Fair Globalization (2004).
Nor does the MNE Declaration (see below). SOLVE (an interactive education programme designed to address psychosocial issues at the workplace)
does, however, include risk factors for chronic diseases in the workplace,
but has been insufficiently used by employers and workers to develop comprehensive workplace policies on chronic disease risk factors.
WHO has recognized that health is an issue for sustainable development,
though, to date, associated work has largely concentrated on environmental
health issues. The same applies outside the WHO (the standard health indi-
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The World Summit on
Sustainable Development Plan
of Implementation states it will
“develop or strengthen, where
applicable, preventive,
promotive and curative
programmes to address noncommunicable diseases”

cators of sustainable development exclude chronic diseases). The World
Summit on Sustainable Development Plan of Implementation is now the
key global strategy for sustainable development. In preparation for the
summit, the WHO did bring attention to chronic diseases, noting in the
WHO Johannesburg Declaration on Health and Sustainable Development that “it is clear that they [chronic diseases] represent an increasing
threat to sustainable development ". One of the most contentious parts of
the Summit negotiations was the health chapter, but health was included,
and makes reference to chronic diseases. The Plan states it will "develop or
strengthen, where applicable, preventive, promotive and curative programmes to address non-communicable diseases and conditions...and associated risk factors, including alcohol, tobacco, unhealthy diets and lack of
physical activity".

Non Governmental Organisations: No integrated effort for all
chronic diseases, but past successes show potential
NGOs are involved in chronic disease prevention and control activities in
many areas in all regions of WHO. Their main reported activities include
raising public awareness, preventive activities, education and patient management, though the extent or effectiveness of their involvement is not
well-understood. The types of NGOs involved, or who have the potential to
be involved, vary from health professionals, specific diseases/risk factor,
generalist health, research, industry, consumer and development.
A limited number of international NGOs are involved in chronic diseases
in some way at a global level. They range from advocacy groups to NGOs
focused on programme management. A defining characteristic of these
NGOs is that they are able to complement WHO strategies with “bottomup” grassroots work to promote capacity building at the national level. This
process was a critical element of the NGO response to the global tobacco
threat. GLOBALink is an initiative supported by the International Union
Against Cancer and the American Cancer Society that links several thousand tobacco control advocates and policy makers around the world to a
closed set of online information exchanges and policy development debates. By building on its ability to rapidly respond to the need for advocacy
or action on tobacco control in the countries of its members for over a decade, GLOBALink played a vital low cost role in supporting efforts to develop a strong FCTC. More recently, the Framework Convention Alliance
(FCA) formed as a loose international alliance to support the development
and ratification of an effective FCTC. Originally made up of developed
country and international NGOs, the FCA systematically reached out to
new and small NGOs in developing countries. By February 2003, the FCA
encompassed more than 180 NGOs from over 70 countries and had established itself as an important lobbying alliance.
The advantage of extensive geographic reach is also illustrated by the
World Heart Federation, which has 175 Organization members in 100
countries. The World Heart Federation promotes national and regional capacity building (such as through World Heart Day and the development of
regional networks of heart organizations) and through the World Heart and
Stroke Forum. The Forum is an alliance of international professional societies, foundations, NGOs, industry, and government health systems, all in-
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volved in cardiovascular disease prevention and control. Founded in 1999,
their mission is to develop strategic alliances with global partners who influence the international health agenda.
Major gaps in NGOs response to the chronic disease threat persist. There is
little unity between the different categories of NGOs, weakening the potential for both grassroots and high-level advocacy. Food and agriculture
NGOs in developed countries have not sought to build capacity in developing countries. International consumer group input is inadequate. Initiatives
relevant to chronic diseases spearheaded by NGOs, notably “sustainable
development" and “corporate social responsibility” have not been applied
to chronic diseases. And NGO initiatives to advance the agenda on issues
related to drug access for HIV/AIDS, malaria, and other infectious diseases
by global NGOs such as Oxfam and Médecins Sans Frontières have likewise not emerged.

Types of international NGOs active or potentially active in chronic disease control, with examples
Category
Disease/risk
factor specific

Example
Framework Convention Alliance (FCA)*
GLOBALink*
International Association for the Study of Obesity (IASO)*
International Diabetes Federation (IDF)*
International Obesity Task Force (IOTF)*
International Union Against Cancer (UICC)*
International Union of Nutritional Sciences (IUNS)
INGCAT (International Network Against Tobacco)*
INFACT*
World Heart Federation (WHF)*

Health
sionals

FDI World Dental Federation
International Council of Nurses (ICN)
International Pharmaceutical Association (FIP)
Médecins Sans Frontières
Physicians for Human Rights
World Federation of Public Health Associations
World Medical Association (WMA)
World Organization of Family Doctors (WONCA)

profes-

Generalist health

Global Equity Gauge Alliance
Global Health Council
Global Health Watch
International Union for Health Promotion and Education (IUHPE)
International Alliance of Patients' Organizations (IAPO)
Medact
Peoples Health' Movement*

Research

Council on Health Research for Development
Global Forum for Health Research*

Industry

Confederation of the Food and Drink Industries of the European Union
(CIAA)
International Special Dietary Foods Industries (ISDI)
International Council of Grocery Manufacturers Associations (ICGMA)
International Federation of Pharmaceutical Manufacturers (IFPMA)
World Self-Medication Industry (WSMI)

Consumer

Consumers International (CI)
International Association of Consumer Food Organisations (IACFO)*

Development

Academy of Educational Development (AED)
Oxfam
Save the Children Fund

* = have been or are currently active in some form
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Agricultural and trade sectors: chronic diseases low on agenda
but progress on tobacco and emerging research

“Lack of understanding and
research into the links between
agriculture and chronic
diseases is hampering
progress”

Recommended actions for EU
Common Agricultural Policy
from a chronic disease perspective
The following structural elements of
the CAP are violating Articles 152 and
153 of the Amsterdam Treaty, because
they are health hazards:
• Withdrawal and destruction of
quality fruits and vegetables resulting
in decreased availability and increased price at a yearly cost of
117 million EUR.
• Aided consumption of milk fat on
the EU market at a yearly cost of
460 million EUR.
• Aided consumption of high-fat milk
to schoolchildren.
• Aid for distillation of surplus wine at
a yearly cost of 650 million EUR,
leading to the undermining of national alcohol policies.
• Funding of actions to promote consumption of high-fat milk products
and wine at a yearly cost of approximately 10 million EUR.
• Production support for tobacco
farming at a yearly cost of 950 million EUR.
• Non-transparent administration of
the Tobacco Fund.
Source: Schäfer Eliner, 2003

Agricultural and trade policies (such as subsidies, tariffs, quotas and regulations that affect concentration, integration, distribution and marketing)
influence diet, tobacco use and alcohol consumption. The connections between agriculture, trade and chronic disease risks have not been coherently
addressed by members of the agricultural and trade sectors, which includes
the Food and Agriculture Organisation of the United Nations (FAO), the
WTO, UNCTAD, national ministries of agriculture and trade, donors concerned with agriculture and trade, and research institutions such as the International Food Policy Research Institute (IFPRI).
Efforts have been made in the area of tobacco. The WHO unit, Globalization, Trade and Health, which is dedicated to greater coherence between
trade and health policy, recently produced a joint-report with the WTO,
WTO Agreements and Public Health (2002). The report describes how
GATT influences the ability of nations to impose restrictions on tobacco
imports, sales and promotion. It also deals with the implications for the
TRIPS Agreement (Trade-Related Aspects of Intellectual Property Rights)
for access to drugs and of GATS for health services. All are relevant for
chronic diseases, though nowhere are chronic diseases explicitly referred
to, while diet and alcohol are excluded. The effect of trade liberalisation
and the role of the Codex Alimentarius on the nutritional quality of food,
remains largely unexplored.
Significant progress was made during the development of the FCTC to examine the health effects of tobacco production, but the same steps have not
yet been taken for food and alcohol. The FAO recognise that dietary
changes will affect the global demand for agricultural products, and the
joint FAO/WHO report Diet, Nutrition and the Prevention of Chronic Diseases highlights the potential significance of agricultural policies on diet.
Yet lack of understanding and research into the links between agriculture
and chronic diseases is hampering progress. For example, despite evidence
to the contrary , sugar lobbyists have been effective in having their message that "sugar doesn't harm health" but "less sugar consumption will
harm the agricultural economy" accepted by some governments. This issue
is particularly pertinent to developing countries, where a majority, or high
proportion, of economic productivity and employment is in the agricultural
sector.
Some new research and interest is, however, emerging on the links between
agriculture, trade, food, alcohol and chronic diseases. The 5th Report on
the World Nutrition Situation (2004) explored some of the links between
trade and financial liberalisation and diet quality. The effect of corn subsidies in the United States on the proliferation of cheap, highly processed
foods and drinks is gaining attention. A recent WHO EURO book, Food
and Health in Europe: a New Basis for Action (2004), highlights the role
of agriculture in diet-related chronic diseases, reporting that financial support for animal products has been accompanied by a decline of land allocated to fruits and vegetables, which has been matched by a shift in consumption patterns (more meat, less fruits and vegetables). The Swedish
National Institute of Public Health recently analysed the public health as-
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pects of the EU Common Agricultural Policy, and produced recommendations all relevant to chronic diseases. IFPRI has also begun research assessing the linkages between agriculture and overnutrition.

Investment and business community: insufficient sustained engagement, but new business models emerging as investors
warn of risks
The investment community now exerts significant influence over the
economies of developing nations. At the same time, there is a growing recognition of the important role investors can play in alerting companies to
the need to manage social, ethical and environmental risk. According to the
International Business Leaders Forum, investors have three important roles
with regard to promoting good practice in this area:
• Altering companies to emerging risks
• Sharing good business practice in managing these risks; and
• Rewarding companies that are proactive in managing these risks
Investment analysts have responded to some of the chronic disease risk
factors with a series of reports highlighting how these factors pose risks for
companies. This research stresses the need for reduced-risk products and
changed marketing practices. The management consultants, McKinsey,
have also advised multinationals to take more action against the global burden of disease (because of their negative impacts on industry and business
performance). They provide examples of successes in selling and advertising products that can contribute to health gains, but all relate to infectious
disease and oral health, none to chronic diseases and their risks.
Socially responsible investment (SRI) is a small but growing sector, driven
by stakeholder pressure and evidence suggesting that good corporate governance is associated with better financial performance. The screening or
"engagement" part of the SRI process have not, to date, focused on health.
The response of the business community itself has been limited thus far,
but is emerging. Responses have been two-fold: the development of new
business models and voluntary codes of conduct. New business models are
being developed by a small number of TNCs. While clearly intended to
have public relations benefits, and to ward off threats of regulation, the
models have greater potential than the more widespread voluntary codes
(expressions of commitment that set forth standards and principles for business conduct). Such codes proliferated in the 1990s following a decade of
national deregulation and are now the corner stone of “corporate social responsibility” (CSR) initiatives. Despite good intentions and laudable activity in some areas, critics say the codes are simply corporate image tools and
deflect from necessary external regulation. Codes vary considerably in
scope, but to date have focused mainly on labour standards, environmental
stewardship and consumer protection. Health is not a core issue addressed
by CSR initiatives in general (except for “health and safety” in the workplace).
Over recent years, tobacco companies such as Philip Morris have developed CSR initiatives aimed at persuading the public that their products are
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Equity and market research into
the future of the tobacco and food
industry
Moody’s Investors Service, 2003: “FDA
Regulation is a real possibility and would
transform the industry. Easing the introduction of reduced-risk products would
be an advantage to Philip Morris”
Swiss Reinsurance Company, 2004: "The
increasing prevalence of obesity has
financial implications for consumers of
life insurance products and society as a
whole…As consumers' Body Mass
Index goes up, so too will their premiums"
JP Morgan, 2003: The food industry
should “review its marketing practices
and transform itself”
UBS Warburg, 2002: “There are risks
associated with obesity that have not
yet been factored into share prices”
Datamonitor, 2002: “[Food] manufacturers have a great opportunity for product leadership and category reinvention”
The development of new business
models affecting chronic disease
prevention and control
Novo Nordisk A/S: Novo Nordisk, a
Danish diabetes pharmaceutical company, is in process of developing a new
business model focused on prevention
alongside its traditional work on the
development of drugs. The aim will be
to offer preventive, health-promotion
package solutions in cooperation with
food producers, the entertainment
industry and the education sector. The
company says that the earnings potential
of new drugs is declining and that there
must be potential in alternatives —
though details are not yet mapped out.
Unilever: Unilever, a Dutch/British food
and personal care company, recently
launched a new business model. The
company are promising core business
changes under the heading "Path to
Vitality", in part to offset the threat of
what they term "quick fixes", such as
further regulation of food labelling and
advertising. Accepting they have some
responsibility to help people "make
more informed choices and take control
of their own health", the strategy will
focus on new brands and education
campaigns.
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Clauses potentially applicable to
chronic diseases and their risks in major global corporate social responsibility initiatives
UN Global Compact
Human Rights Principle 1: Business is asked
to support and respect the protection of
internationally proclaimed human rights
with their sphere of influence.
Companies can guarantee human rights
through their daily activities in the workplace by providing safe and healthy working conditions, and by providing access to
basic health, education and housing for
the workers and their families,
OECD Guidelines for Multinational
Enterprises
Article VII: Consumer Interests
When dealing with consumers, enterprises should act in accordance with fair
business, marketing and advertising practices and should take all reasonable steps
to ensure the safety and quality of goods
and services they provide. In particular
they should:
1. Ensure that the goods or services they
provide meet all agreed or legally required standards for consumer health and
safety, including health warnings and
product safety and information labels.
6. Co-operate fully and in a transparent
manner with public authorities in the
prevention or removal of serious threats
to public health and safety deriving from
the consumption or use of their products.
ILO Tripartite Declaration of Principles concerning Multinational Enterprises and Social Policy (MNE Declaration )

less dangerous. Their efforts are not supported by public health authorities
since CSR is not compatible with tobacco companies' goals. Several food
companies have issued guidelines on marketing to children. The impact of
the guidelines has not been formally evaluated, and it appears that structures have not been put in place to monitor their effects on diet. Selfregulatory guidelines on marketing adopted by alcohol companies have
proved useful in some ways, but tend to fall short of their claims. Other key
businesses such as the communications industry and retailers, and notably
the industries linked with physical activity, such as the automobile and television equipment companies, have not responded to chronic diseases and
their risks.
International initiatives have also been developed to promote corporate responsibility and investment. These have focused on environmental standards and labour, along with human rights. Health is not a core component.
The three major global initiatives are the UN Global Compact, the OECD
Guidelines for Multinational Enterprises and the ILO Tripartite Declaration of Principles concerning Multinational Enterprises and Social Policy
(MNE Declaration), none of which refer directly to chronic diseases
(although they do contain some applicable clauses, as summarized in the
adjacent box).
Certain TNCs and associated lobbyists have actively tried to thwart action
by national governments and WHO in addressing risk factors. The tobacco
industry has asserted that the WHO should not focus on the “lifestyle issues” of affluent Western countries and attempted to re-direct WHO policies on tobacco, alleging that the WHO is misspending its budget “at the
expense of more urgent public health needs, particularly in developing
countries, such as prevention of malaria and other communicable diseases”.
Lobbyists for tobacco, sugar and some other food interests have worked
hard to keep attention away from the need to address consumption patterns
that drive chronic diseases.

Conditions of work and life: Safety and health
38. Multinational enterprises should make
available to the representatives of the
workers in the enterprise, and upon
request, to the competent authorities and
the workers’ and employers’ organizations in all countries in which they operate, information on the safety and health
standards relevant to their local operations, which they observe in other countries. In particular, they should make
known to those concerned any special
hazards and related protective measures
associated with new products and processes.
39. Multinational enterprises should cooperate in the work of international organizations concerned with the preparation
and adoption of international safety and
health standards.
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Academic health centres, research institutions and journals:
insufficient output from developing countries and inadequate
New data analysed for this strategy outlines the paucity of research conducted on chronic diseases by researchers in developing countries. The
number of authors from all regions and countries publishing or copublishing papers on chronic disease or their major risk factors in highimpact journals increased between 1990/93 to 2000/03. Yet as percentage
of total papers, changes were negligible. The geographic distribution of
authorship changed relatively little, remaining skewed towards developed
countries. Authors from the United States and United Kingdom dominated
research output in all disease/risk categories, accounting for 80% of research on tobacco and cancer, 75% on diabetes and cardiovascular disease
and 60% on obesity. Authors from India and China produced less than
3.5% in all categories, despite being home to 40% of the world's population
and a large share of the chronic disease burden. Articles about tobacco with
authors from Africa, China, Europe, India and the United Kingdom declined as a percent of total papers, though increased by over 20% for authors from the United States.
Interestingly, in the weeks following completion of this analysis (April
2004), the British Medical Journal made a commendable effort to highlight
the chronic disease burden and other important health concerns in South
Asia, indicating that greater attention will be paid to these issues in the future. Further, the forthcoming edition of the Journal of the American Medical Association (JAMA) will focus on global health, and include some articles on chronic diseases.
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International committees convened by the Global Forum on Health Research recommend that greater support be given to chronic disease research
specific to developing countries . Yet the exponential growth of funding
over the past decades has not been proportionally allocated to the growing
burden of chronic disease . A recent review showed that in Cuba, Kazakhstan and the Philippines, only 7.4%, 2.3% and 14.4% respectively of total
health research funds
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Towards a new terminology for "noncommunicable diseases"
The aims (and challenges) of a new terminology
To speak to head and heart
To express the experience of suffering from the diseases
To highlight the risk factors
To communicate "action" – that they are preventable and not inevitable, and thus can be acted upon

The language needed
Not bureaucratic or neutral
Powerful / emotive
Means something to patient
Works for health industry

Encourages behavioural change
Not task but outcome oriented
Encourages prevention and treatment
Strength without being authoritative
Lessens or removes stigma

Suggested terminologies

Descriptor

Condition

Perception

Benefits and problems

Noncommunicable?

Can’t catch it, can’t communicate it

Conveys neither the nature of the health condition nor
the means by which the disease are spread

Chronic?

Lifelong, slow onset, serious

Focus on the effects of disease which can promote
need for chronic care health systems, but does not
convey anything about causes/risks

Lifestyle?

Chosen risks and behaviour

Indicates that lifestyle changes are a force for change,
but overemphasis on role of individual response

Eco-nutritional?

Environmental/food related

Emphasizes role of environment, but too food specific

Responsive or controllable?

That change can be made

Emphasizes that diseases can be acted upon, but quite
vague

Diseases? Syndromes? Conditions? Killers?

Sources: Oxford Vision 2020; Wahlqvist, 2002; Setel et al., 2004

New approaches needed by WHO
From

To

Sporadic advocacy

High level advocacy

Do it all alone

Work through and with partners

Sole impact on governments

Influence markets, governments & NGOs

Specific settings approaches

Upstream drivers

All diseases separately

Chronic care systems and effective secondary prevention

Rowing

Steering, leading
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Recommendations

TOWARDS A NEW STRATEGY FOR LEADING CHRONIC DISEASES
The current situation faced by WHO
Emerging from this document is a clear long-term picture of chronic disease proliferation and control. Supply and demand side drivers of chronic
diseases are ongoing in the global macroeconomy but there is a lack of a
comprehensive effort for control. Under current conditions, chronic diseases will become more prevalent among the global population over the
long-term, reducing the potential for prevention and creating treatment demands that may permanently skew resource allocation.
The challenge for WHO
The global challenge faced by WHO is how to act now to reduce the rate of
increase of chronic diseases, without discouraging equitable and sustainable economic development.
The vision for WHO
WHO needs to seriously engage with chronic disease in order to improve
health for all by increasing longevity and compressing morbidity. Professor
James Fries first postulated in the 1980s that if health promotion and disease prevention programs were successful, it would be possible to have
continued increases in longevity without a concomitant increase in morbidity and disability . His model of “Compression of Morbidity” proposes that
sufficient postponement can mean the avoidance of chronic symptoms until
the natural lifespan has run its course – in which case chronic disease is
effectively prevented. Evidence is emerging that has been the case in the
United States for the last decade. During this time, mortality rates have
dropped by 1% per year and disability rates by 2% a year.
The approach for WHO
If it is to be successful, the WHO must take a more comprehensive, integrated and strategic approach.
The terminology for WHO
Non-communicable diseases is a "non" term that neither conveys the individual experience of suffering from chronic diseases nor the nature of their
transmission. It should be changed. Two or three words will be needed to
fully convey the nature of chronic disease – and that they are preventable.
Some ideas are provided here.
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RECOMMENDATIONS FOR WHO’S FUTURE WORK
We provide the following recommendations to the WHO. Each is defined as a "strategic
initiative". Our brief was to focus on the WHO, but we recognize that individual agencies
can achieve little if they act alone, so offer tentative recommendations for other key players.
The seven strategic initiatives, already summarized at the start of this document, are described in detail below.

Strategic Initiative 1

Provide strategic leadership for the global governance of chronic diseases

A fundamental aspect of global governance is to provide coherence to decision making, moving it from a compartmentalised patchwork of approaches
to policy coherence across sectors at a global level. We have shown here
that there is a lack of engagement and coherence between stakeholders in
addressing chronic diseases, resulting in weak global governance. This is
despite the fact that, for decades, WHO has stressed the importance of the
promotion of intersectoral action for health. A more sustained and rigorous
effort is thus required to promote intersectoral action, and coherence in
those actions, for chronic disease prevention and control. One of the problems in implementing this approach is that it has not been
Examples of coherence across sectors: The key to chronic disease prevention and control
clear what an "intersectoral approach" really implies for WHO.
Sector
Shift policy from...
To...
Here
it is recommended that coAgriculture
•Primary concern for profits
•Meeting national optimal dietary needs
herent
intersectoral action is pur•Subsidies for commodities
sued by establishing stronger
Transport
•Priority to cars
•Urban design to maximise walking, cycling, public transport
governance within WHO and
globally. To achieve this goal,
Finance and
•FDI for jobs regardless…
•Health considered as FDI negotiated HIA
trade
•All investments neutral for health
•Health as an investment in national wealth
two multistakeholder policy advi•Health as a consumption item
sory committees should be established.
Establish an internal WHO Policy Advisory Committee
for Chronic Diseases
The ability to provide strategic leadership for the global governance for
chronic diseases would be significantly strengthened by explicit coordination within WHO. Chronic disease prevention and control is the work of
many HQ clusters and regional office departments — not just designated
chronic disease or health promotion groups. Thus an internal WHO Policy
Advisory Committee for Chronic Diseases should be established to bring
together key players concerned within the cluster and outside, concerned
with tobacco, diet, physical activity, alcohol, nutrition, sustainable development, trade, Codex Alimentarius, development financing, country cooperation, economic impact, evidence, surveillance, management and treatment.
Convened by NMH, the aim of the internal Policy Advisory Committee
would be to draw on the expertise of other departments to strengthen the
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capacity of the cluster, encourage policy coherence and, ultimately,
strengthen governance within the WHO. In particular, this report recommends that the following units are engaged:
• Evidence for Health Policy (GPE) (in EIP, Evidence and Information for Policy): To engage directly with the building of epidemiological and policy evidence
• Cooperation and Country Focus (CCO, in SDE cluster, Sustainable Development and Healthy Environments): To engage with
the training of WRs in chronic diseases and support specific WRs
already known to have an interest in chronic diseases
• Coordination of Macroeconomics and Health support unit (CMH)
(in SDE cluster): To support country level inclusion of chronic
diseases in macroeconomic and health plans.
• MDGs, Health and Development Policy (HDP, in SDE cluster):
To draw upon expertise on financing for health and development
and conduct dialogue about the inclusion of chronic diseases in
strategies to meet the MDGs and other development initiatives.
• Ethics, Trade, Human Rights and Health Law (ETH, in SDE cluster): To work with the unit dedicated to globalization, trade and
health on building evidence and providing national frameworks
for understanding the implications of trade and FDI on chronic
diseases.
• Protection of the Human Environment (PHE) (in SDE cluster):
To provide insights into the key players, initiatives and approaches around sustainable development
• Food safety (FOS, in SDE cluster): To develop united policy
statements that strengthen the capacity of the Codex Alimentarius
to address chronic diseases
• Essential Drugs and Medicines Policy (EDM) and Essential
Health Technologies (EHT) (in HTP cluster, Health Technology
and Pharmaceuticals): To encourage more focus on chronic disease in issues directly related to their work.
Building relationships with these areas of work should also be encouraged
among junior and middle ranking staff as a means of changing the working
culture within the cluster. In general, too, there should be a shift of staffing
competence, background and capability to improve the capacity for intersectoral work and facilitate greater focus on steering global governance and
high-level advocacy.
Establish an external WHO Policy Advisory Committee
for Chronic Diseases
Stronger governance for chronic diseases is needed at the global level to
encourage policy coherence between different players, notably those identified in the policy review. Although chronic diseases are not high on the
agenda of these stakeholders, there are nevertheless many who are currently active in some form or who have recognised the problem. They thus
represent a latent capacity for further action. WHO should lever this potential and fully engage these players and commit them to action by establishing an external WHO Policy Advisory Committee for Chronic Diseases.
The main purposes of the Committee would be sixfold: achieving policy
coherence between players, defining a new role for key players, identifying
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comparative strengths and weaknesses, assessing the impact of major
global policy decisions on chronic diseases, defining new partnerships and
interactions required and, finally, assessing long-term progress.
Possible initial participants include: the World Bank; the International
Monetary Fund, the Centers for Disease Control and Prevention (USA), the
World Heart Federation, the International Union of Cancer Control, the
World Medical Association, UNICEF, UNCTAD, ILO, FAO, Representatives of WHO Collaborating Centres, the International Federation of Pharmaceutical Manufacturers and the International Council of Grocery Manufacturers Associations.
At least two meetings should be held a year, timed to take advantage of
global/international meetings to reduce costs. Reports of meetings should
be disseminated to all participants’ constituent groups and members including through WHO to the United Nations Economic and Social Council and
the UN. Comparable models of governance could be developed at country
level. Meetings should be facilitative and informal and the levels of representation should be at a working level.
Strategic Initiative 2

Lead high level effective communication and advocacy for chronic disease prevention
The WHO should engage in high-level advocacy to better communicate
key messages and policy actions for chronic disease control. Clear messages on the health and economic impacts must be conveyed. The message
that the burden of chronic diseases is preventable, especially where rates
are currently low, is particularly critical. In all countries, it must be stressed
that investing now in chronic diseases will benefit economic productivity
and save in the long-term.
Repeated advocacy by the Director General, supported with more details
by ADGs, RDs and Directors, would ensure that chronic diseases are maintained high on the agenda of the range of relevant sectors and the media.
Key advocacy messages should not only be directed at Member State governments and other international agencies, but also NGOs, private industry
(including the investment community) and sustainable development initiatives. High level advocacy on world health days would build awareness and
extend the voice into countries
WHO should also reach out and build links with existing advocacy platforms that are uniting around the issue of chronic disease, including the
Oxford Vision 2020, IC Health, the Global Cancer Alliance and FIC/
Wellcome. These advocacy platforms represent a potential for movement
for change. The Oxford Vision 2020, for example, is bringing together international experts on chronic diseases, stakeholders from governments,
industry, civil society, and the WHO. Conceived by Novo Nordisk A/S and
the University of Oxford (United Kingdom), it aims to stimulate the prevention and control of diabetes and other related chronic diseases by defining innovative pathways for action.
Overall, high level advocacy will lead to more donor support over the longterm, galvanize NGOs and health professional groups and encourage positive private sector interaction and intersectoral action.
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Strategy for high level effective communication and advocacy for
chronic disease control
Who should conduct the advocacy?
WHO Director General; Regional Directors; Assistant Director Generals; key Directors; selected WHO Representativess
When and how should they advocate?
Visibly and regularly
Extensively on world days related to chronic diseases
What key messages should they advocate?
High health and economic impact of chronic diseases
Preventability of chronic disease, especially in countries where rates are low
Invest now to save later and increase economic productivity
What policy measures should they advocate?
Tobacco control within the context of the Framework Convention on Tobacco Control
Healthier diets (with three or four specific messages developed to be used often)
Appropriate alcohol policies
Increased physical activity
Secondary prevention of ischaemic heart disease, stroke, diabetes and cervical cancer
Investment in infrastructure and human resources for chronic disease control
Inter-sectoral coherence and action across governments
To whom they should advocate and for what key actions?
Government departments, including health and treasuries—to build scenarios and set
targets
World Bank & Regional Development Banks—to incorporate chronic disease impact
assessments into lending policies
UN agencies—to place chronic diseases onto their agendas
NGOs—to develop a global NGO network united around chronic diseases
Investment and business community—to make markets work for chronic disease control
Sustainable development initiatives—to bring chronic disease into the sustainable development agenda.
Existing advocacy platforms—to galvanize support
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Strategic Initiative 3

Enhance financial, human and institutional capacity
to address chronic diseases
Leverage more funding
For the foreseeable future, WHOs Regular Budget and extrabudgetary
funding for chronic disease are likely to remain modest. Donor financing is
critically low, providing less support to chronic diseases in developing
countries than the WHO spends annually. Within WHO, spending allocation within headquarters and in the regions remains dramatically disproportionate to the burden. Overall levels are too low to achieve the critical mass
required to perform basic global and regional functions. Internal WHO advocacy is therefore needed to leverage more Regular Budget funding for
the noncommunicable disease and mental health cluster starting with the
2006/2007 budget.
Externally, the above-mentioned advocacy is needed to leverage more support from donors. Bilateral support remains critical and should be negotiated in a manner that encourages developing countries to provide national
support for chronic diseases. However, unlike the call by the CMH for significant increases in bilateral support for communicable diseases, this strategy does not call for a specific amount of increased funding from bilateral
donors. Chronic diseases should not be in competition with communicable
diseases. Rather, the WHO should look to less traditional sources of funding directed at more strategic, upstream approaches (Strategic Initiative 4)
as a means of closing the resourcing gap. A critical non-traditional funding
recommended here are the national health departments of the OECD countries. Greater support from such sources would allow OECD countries to
ensure they benefit from a stronger global response to threats they are also
struggling with – including tobacco, alcohol and obesity and other diet related problems.
Within WHO, develop capacity of WHO Representatives
at the country level — or outsource
The capacity of WHO Representatives at the country level is very low.
Building this capacity is crucial to ensure country offices are able to address the next steps in the FCTC process and assist in implementing the
global strategy on diet, physical activity and health.
At a broad level, it is thus recommended that the WHO Representatives are
trained in chronic diseases as part of the staff training process conducted by
the WHO Country Cooperation Strategy. But to develop more significant
capacity, a broad-brush approach should be avoided. Rather, the WHO
should focus on building capacity in specific countries, notably Brazil,
China, Egypt India, Indonesia, Iran, Mexico, Pakistan, Russia and South
Africa, all of which suffer from double or triple burden of disease and require high level expertise capable of supporting and encouraging governments to develop chronic disease policies and plans. It is therefore recommended that, depending on the national context, WHO staff with chronic
disease expertise are provided to these countries, or that WHO negotiate a
contract with a national heart foundation, cancer society or academic centre
to provide chronic disease expertise on behalf of WHO.
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Encourage the development of a global network of
NGOs
The WHO has a long history of working with NGOs. Existing examples
here show the great potential of international NGOs to work for chronic
disease prevention and control. NGOs have a set of potentially critical
abilities: to unite both developed and developing country interests in the
face of common threats over a wide geographic range; to build national
capacity; to channel individual concern into productive societal change;
and to place on the ground “connectors” who can implement policy and
technical advice provided by national and international authorities. Another
characteristic of NGOs is that their advocacy activities calling for government action can somewhat offset the argument that government is a "nanny
state" if it institutes regulations designed to facilitate pro-health choices.
These advantages should be placed in the context of the minimal national
WHO representation for chronic diseases – and also the fact that NGOs are
typically under-resourced. WHO should thus encourage the development of
a low cost approach to greater networking between NGOs as a means of
developing greater national and global advocacy capacity drawing on the
benefits of the globalization of the Internet. A global network of all different categories of NGOs set up a similar way to GLOBALink focusing on
risks and prevention is recommended. Although such a network would
lobby the WHO, it would be a useful force of global advocacy, enhance
national capacity, and have a wide geographic reach. Another mechanism
would be to cooperate with a new initiative recently set up to monitor
global health issues, Global Health Watch . The initiative will report regularly on declining health status in communities around the world, as well as
the role of the WHO. Global Health Watch should be encouraged to include chronic disease and their risk factors and specifically to report on
progress on the implementation of the FCTC and the global strategy on
diet, physical activity and health.
Build a stronger network of collaborating centres and
stimulate new policy research in developing countries
Without significant investment in capacity building within academic and
research settings in developing countries, progress in chronic disease control will be limited and unsustainable. The existing capacity of WHO collaborating centres should be tapped to build up chronic disease control operational research, training and policy development. Modest financing
drawn from the existing capacity of the centres could help make available
to developing countries the considerable expertise already available in developed countries academic centres. Twinning arrangements between developed and developing countries, as supported by the National Institutes
of Health Fogarty International Center should be pursued with urgency. A
mix of short course and longer degree programs in chronic disease control
for developing countries should be stimulated though exchanges with major donors. To make efficient use of resources, a few priority research areas
for academic centres to undertake should be defined. These could include:
community based trials of primary and secondary prevention; development
of birth cohorts to assess the impact of chronic disease risks on outcomes in
settings where infectious diseases remain common: and economic studies
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of the impact of chronic diseases on families and economies. The latter
would motivate for increased attention to be given to these areas.
Strategic Initiative 4

Support innovative “upstream” strategies for chronic
disease prevention and health promotion
Even if earlier recommendations are followed, funding for chronic diseases
will remain constrained relative to the increasing burden. WHO thus needs
to use its current and future budgets more strategically by encouraging innovative “upstream” strategies to reduce the rate of increase of chronic diseases.
To achieve this, WHO should pay attention to the means by which chronic
disease are "communicated" around the world: the economic drivers behind
the spread of risk factors. The association between economic forces and
risk factors is not inevitable, but must be recognized in order to put into
place preventive measures. WHO should focus equal attention on leveraging the positive forces of globalization, such as the spread of technology,
knowledge, communications, and increased flows of goods and services
that play a role in chronic disease prevention and control. As "upstream"
approaches, the recommendations specified below largely focus outside the
health sector
Make markets work for chronic disease control
Financial investments and trade in chronic disease risk factors into developing nations dwarfs WHO, official aid and donor funding. At the moment,
FDI, traded goods and technologies are flowing into markets in the absence
of institutions and structures that can minimize negative impacts. Many of
the most important decisions associated with the future global burden of
chronic diseases, which affect millions of people, are therefore made by
TNCs and investors operating in the marketplace. WHO should encourage
and formulate mechanisms to shift these investments from financing associated with chronic diseases into products, marketing and services aligned
with public health goals. That is, risks should be turned into opportunities
and private capital and trade made to work for chronic disease prevention.
WHO need to target the following four key players with targeted message
and advice, specifically:

National governments

It is well-established that the State is responsible for addressing market
failure. Governments must therefore be made aware of the economic arguments in favour of intervention provided here, and encouraged to address
market failure. Two suggested options are:
Conditionalities on risk-creating products: This would involve an intersectoral approach to assessing the impacts of traded goods and investments
on chronic diseases. It applies to both exporting and importing country
government. One area of action for exporting country governments could
be export credit guarantees. For example, the governments of the Netherlands and Finland have linked the OECD Guidelines on Multinational Enterprises to export credit guarantee legislation.
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Tobacco and alcohol taxes for health promotion: Alcohol and tobacco
taxes are applied in many countries around the world and should not be
reduced to attract investment. Rather, they should be earmarked as a relatively sustainable funding source to tackle health problems associated with
the taxed products. A precedent has been set by Thailand, which has identified health promotion as a priority area to reduce the incidence of chronic
diseases . The Thai government set up the Thai Health Promotion Foundation (“ThaiHealth”) in April 2001, sustained by a dedicated 2% surcharge
tax on alcohol and tobacco products. Although inevitably prone to shifts in
the tax regime, the funding provides a relatively sustainable source of revenue. The annual tobacco tax is around 300,000 million Baht and alcohol tax
is about 60,000 million Baht, resulting in about 1,800-2,000 million Bhat
(around US$ 50 million) for ThaiHealth each year.
International agencies must be encouraged to include chronic diseases in
international corporate and investment guidelines. The core products of
companies should be screened for entry into the UN Global Compact and
taken account of in the implementation of the OECD Guidelines for Multinational Enterprises. Despite potential limitations, placing health higher on
the agenda of these initiatives could play a subtle but critically influential
role by simply bringing chronic diseases into the dialogue process. This
does not necessarily require redrafting, but incorporated as part of the implementation of applicable guidelines already identified here.

International agencies

The investment and business community should be encouraged to develop
new business models for “healthy” long-term private investment. The
WHO should encourage selected industries whose products or services impact on chronic disease risks and outcomes to make core business investments that are positive for chronic disease prevention and control. There is
a need to “rethink business models to create balance between needs of industry and investors and improved global public health as a public good ”.
Such models have more potential than corporate social responsibility initiatives which have thus far neglected chronic diseases and are inherently
limited when it is the core products of businesses that are perpetuating
risks. Specifically, WHO should:

Investment and business
community

•

•

•

Collate evidence that it is in the investment and business communities self-interest to channel financial resources to reduce
chronic diseases. WHO needs to work with those active in equity
research to justify investments for domestic, political, and economic reasons, just as developed countries have done for infectious disease control overseas .
Work with the pension investment community to show how their
FDI in risk-propelling companies create risks for their own investments. Pension funds have already revealed their concern
about pharmaceutical investments by engaging in a scenario
building exercise (Pharma Futures) as a means of encouraging
new business models. The same approach should be applied to
other key industries in which pensions companies invest, bringing
chronic diseases into the socially responsible investment fold using the process of "positive engagement" rather than deflecting
needed investment in developing economies.
Identify specific incentives to encourage businesses to develop
new models and that go beyond limited approaches such as regu-
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lations permitting science-based health claims.
Agricultural and trade sectors

Policy coherence is needed to make agriculture and trade work for chronic
diseases. Focusing agricultural and trade policies on healthy consumption
patterns could actually help encourage coherence, while also providing options for agricultural development in countries where a high proportion of
the population is engaged in agricultural activities. In order to improve coherence, the WHO should strongly encourage major players in the agricultural and trade sectors to review the effect of market distortions created by
policies on agricultural production and trade, notably, subsides, quota and
tariffs, and regulations that affect the degree of concentration and integration in the agricultural sector. Illicit production and trade of tobacco and
alcohol also need to be part of an integrated review. For food, the nutrition
community need to be seen as an ally of agriculture by forecasting trends in
consumer preferences that may change as chronic diseases become more
apparent. Another key area worthy attention here is the role of local markets for healthy products, such as producer-markets, formal retailers and
urban agriculture. All should work to address all forms of malnutrition.
Promote investment in marketing and communications
for chronic disease prevention
Marketing has proven an effective means of selling products and services
and shifting social and cultural norms with regard to their consumption.
Promotional activities rely on emotional appeal, but have at times also
communicated complex linkages between products and health. Health
claims made on foods, for example, often convey highly complex health
information in a simple manner that has in some cases successfully sold
products.
These marketing and communications skills developed and implemented
by industry have not been sufficiently translated into tools for chronic disease prevention. The global power of marketing should be tapped into marketing products associated with chronic disease prevention. Initial efforts
should focus on two areas that indisputably play a role in chronic disease
prevention: fruits and vegetables and physical activity. The aim should be
either the maintain or shift social norms, which play a powerful role in
health and health related behaviour.
Incorporate chronic diseases into the development
agenda
The exclusion of chronic disease from the development agenda should be
addressed on two fronts: by bringing chronic diseases into the dialogue of
existing health and development initiatives and, secondly, but targeting a
different development sector altogether: sustainable development. Specifically:

MDGs

The MDGs are particularly critical in driving international development
initiatives. WHO NMH should provide a forum for dialogue concerning the
inclusion of chronic diseases in strategies to meet the MDGs. Different approaches are already under discussion. Ideas include: adding another MDG
specific to chronic diseases as part of an "MDG+ initiative; including
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Synergies between policies for sustainable development and chronic disease prevention

General policy approaches
From short-sighted….

From "Grow now, clean
up later" (or "Grow now
and treat diseases later")
to policies that …

…to sustainable approaches
… take a long-term view, because "while trade-offs between different goals may
prevail in the short-term, in the long-term man-made, natural, human and social
capital will complement each other in supporting welfare improvements."
…are integrated, because "unsustainable practices may result from incoherent
policies in different domains"
… focus on precaution, because "when designing policies for sustainable development, countries should apply precaution as appropriate in situations when there is
a lack of scientific certainty"
… build on international co-operation, because "a narrow focus on national selfinterest is not viable when a range of environmental and social threats that have
global implications"

Applying policy tools for sustainable development to chronic disease prevention and control
Tool

Goal

Policy for sustainable development

Applying policy to chronic disease
prevention and control

Making
markets
work

• Decouple risks from

• Environmental taxes

• Tobacco and alcohol taxes

• Reform environmentally damaging subsidies

• Reform subsidy structures for risk and risk-reducing

• Assess regulations in other sectors that affect the

products
• Assess regulations in other sectors that effect chronic
disease and their risks

economic growth by
removing negative
externalities

Harnessing
science and
technology

• Create a policy

Managing
linkages
with the
global
economy

• Maximize the

environment that
provides positive
signals to innovators

potential of international trade and
capital flows

environment

• Provide permanent incentives to innovate and diffuse

• Provide permanent incentives to innovate and diffuse

technologies that support sustainable development
objectives
• Support long-term basic research through funding
and efforts to build capacity (e.g. development of
centres of excellence)

technologies that support healthy products and secondary prevention
• Support long-term basic research through funding and
efforts to build capacity (e.g. development of chronic
disease research WHO collaborating centres)

• Assess the environmental impact of trade and

• Assess the chronic disease impact of trade and invest-

investment liberalization and of incentive measures
aimed at attracting foreign direct investment
• Encourage use of environmental codes of conduct in
the private sector and provide a supportive regulatory
and institutional framework for private sector activity
• Increase market access for developing countries,
especially in sectors where sustainable development is
likely to benefit most from economic liberalization
• Establish policy frameworks to encourage investment
in the poorest countries while minimizing adverse
environmental impacts associated with those flows

ment liberalization and of incentive measures aimed at
attracting foreign direct investment
• Encourage use of codes of conduct in the private sector
to promote chronic disease prevention and provide a
supportive regulatory and institutional framework for
private sector activity
• Increase market access for developing countries, especially in sectors most likely to benefit consumption
habits
• Establish policy frameworks to encourage investment in
the poorest countries while minimizing adverse chronic
disease impacts associated with those flows

Source: Adapted from: OECD. Policies to Enhance Sustainable Development. Paris, OECD, 2001
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chronic diseases in the implementation of Goal 1 on poverty reduction
(given their impact on economic development); or including them in Goal
6 as part of "other diseases". Dialogue should also be conducted with the
WHO Department of MDGs, Health and Development Policy on the role of
chronic diseases on future economic development.
CMH

The recent report A Race Against Time, reports that available data remains
limited and more work is needed to relate the impact of chronic diseases to
the cost of interventions on a country-by-country basis. WHO should liaise
with the Earth Institute at Columbia University currently undertaking this
work to encourage further country-based research into macroeconomic impacts. Within WHO, in conjunction with the CMH Secretariat, efforts
should be made to include chronic diseases in the national multi-year investment plans currently being developed as part of the CMH programme
of work.

Other UN agencies

WHO should correct past exclusions of chronic diseases from high level
consultations with UNICEF and UNFPA, and ensure that areas of collaboration around chronic diseases are identified, as well as with other agencies, notably FAO and ILO. It is recommended that the WHO start (or continue) dialogue with the following agencies:
• FAO: about the relationship between agricultural production,
trade and chronic diseases
• UNICEF: about the lifecourse approach for chronic disease prevention (see page 66)
• UNFPA: about the relationship between ageing and urbanisation
and chronic diseases
• ILO: about the relationship between globalization, TNCs and
chronic diseases (in the context of A Fair Globalization and the
MNE Declaration), on the impact of chronic diseases and their
risks on the workforce and on utilisation of the SOLVE program

Sustainable development initiatives

Given its mandate from the World Summit on Sustainable Development,
the WHO should encourage coherence between sustainable development
initiatives and chronic disease control in order to place chronic disease
higher on the sustainable development agenda. Existing expertise within
WHO should be drawn upon, along with advocating for greater involvement within existing international sustainable development initiatives. Crucially too, WHO should learn key lessons from the approaches taken by
sustainable development initiatives. The experience of implementing crosssectoral policies for environmental protection has useful lessons for chronic
disease prevention and control. Notably, for example, the concept of sustainable development calls for a precautionary approach. Specifically, it is
recommended that the WHO draw on the policies on sustainable development developed by the OECD, which are summarized on the previous
page.
Encourage policy shifts at the World Bank and Regional Development Banks
Thus far, the World Bank and RDBs have not made many loans for chronic
diseases. Recent initiatives at the World Bank, and policy shifts at the
ADB, suggest increasing recognition of the relationship between chronic
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diseases and poverty – as yet to be followed by financial resources. Significant increasing in lending and grants for chronic disease prevention is
not imminent. In the absence of significant funding, policy shifts could be
used to focus resources (rather than explicit financing) into prevention. To
do so, WHO should:
• Engage directly with the development banks to discourage any
lending to tobacco interests, as already done by the World Bank,
and to a more limited extent by the ADB.
• Encourage chronic disease impact assessment for funded projects
(e.g. electrification, transportation and industry loans) and of the
economic investment measures contained in PRSPs. This could
be carried out as part of the "safeguard policy" process, with the
WHO offering technical assistance where possible.
• Encourage the World Bank to conduct research into the economic
justification for national intervention in chronic diseases and their
risks.
Support implementation of Framework Convention on
Tobacco Control, the global strategy on diet, physical
activity and health at country level, and more work on
alcohol
The Framework Convention on Tobacco Control (FCTC) is still in its infancy with regard to impact on public health policy and outcomes. The
global strategy for diet, physical activity and health is awaiting acceptance
at the 2004 World Health Assembly. Both require intensified support.
The FCTC requires constant attention to ensure that tobacco control advocates do not become complacent about progress. A sense of urgency about
convening the Conference of Parties is required, and the secretariat should
plan now for early meetings related to possible protocols on cross-border
advertising, product regulation and smuggling.
The work on the global strategy on diet, physical activity and health could
easily be derailed by nonsupportive interest groups, if not rapidly given
adequate long term funding, supported by global networks and given committed internal support. This is an initiative that could transform health outcomes for millions.
A resolution at the 2004 World Health Assembly will also consider giving
increased attention to alcohol. The WHO should follow the views of its
Member States. At the moment, alcohol is insufficiently considered in the
range of key risks for chronic disease. The last WHA resolution on the
topic was in 1983.
Consider new global approaches oriented towards children
The lifecourse approach, endorsed here, entails looking closely at the accumulation of risk during childhood and adolescence. More attention is
needed this area to prevent the accumulation of risks in later life ad in future generations. In the United Kingdom, the National Heart Forum has
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A lifecourse approach to chronic diseases: "child-friendly" policy actions recommended by the Young@Heart initiative, National Heart Forum (UK)
End child and family poverty
Long and short-term policies are needed to prevent child malnutrition and to ensure that people can afford a healthy diet, especially pregnant
women.
Make every school a healthy school
Schools have the potential to influence a child’s health in key areas, by ensuring they are physically active, are encouraged not to smoke, and get at
least one balanced meal per day. Schools should be required to meet a national health promotion standard, including anti-smoking policies, quality
and uptake of school meals, and physical education programs, but adequate facilities and resources must also be made available in order to expect
schools to meet these standards.
Build healthy communities
Community level actions and decision-making should reflect the importance of the community in providing access to healthy diets and physical
activity Government investment should support programs that provide support and mentoring to adolescents, education, training, and participation in public health programs to educate the community on nutrition and exercise; and local health promotion programs should reflect the views
of children and young people in their lifestyles, increase community participation and access to sports and recreational activity, and ensure the
safety of cycling and walking as a method of transportation.
Strengthen and expand public health roles
Training, recruitment, and retention of professionals in the public health field needs to be improved, and these professionals need to increase their
health advocacy efforts, and better encourage the use of community health resources. Everyone working with children, young people, and families,
health professionals and schools, for example, should improve training, establish and clarify standards, and enhance recruitment and retention initiatives in the health field. Generally, access to multi-professional materials on the internet should be provided for support.
Secure corporate responsibility for health
Corporations and governments should work together, with a goal to protect children and parents from excessive or unfair advertising and promotions of high fat, salt, and/or sugar foods targeted at children, reduce the hidden amounts of salt, sugar, and fat in pre-prepared and processed
foods, support public health initiatives that encourage breast-feeding, and guard children from the influence of the tobacco industry. Measures
adopted should include a study of the impact on children and families of food and tobacco advertising, appropriate advertising regulations, regulations against promotion of these companies in schools, nutritional improvement of prepared foods and increased availability of fruit and vegetables,
improved food labelling and public knowledge of healthy eating, and a ban on tobacco product promotion.
Give a voice to children and young people
The needs of children and young people can be better assessed and dealt with if they are allowed to participate in decision-making in schools
and communities, and consultation on their opinions can better identify problems and solutions, as well as give credibility and viability to programs
aimed at them. In order to do so, all of the recommended policy actions should take the involvement of the views of children and young people
into account, such as strategic partnerships, and research should be done to guide commercial organizations towards socially responsible health
promotion.
Source: Adapted from National Heart Forum. Towards a Generation Free from Coronary Heart Disease. London, National Heart Forum, 2002.

developed an initiative, Young@Heart which has set out recommendations
for Policy Actions for Children's and Young People's Health and Wellbeing, specifically based on a lifecourse approach to cardiovascular disease. The WHO (and UNICEF) should engage more closely with this work
and consider how it could be applied in developing countries and at a
global scale. It clearly must involve engagement with school initiatives.
One key component of this approach is marketing to children. This issue is
part of the menu of options contained with the WHO global strategy on
diet, physical activity and health, but it remains for WHO to develop a policy with respect to what is needed. In doing so, WHO should critically review where self-regulations have failed and formulate how best to regulate
an area that will have a marked influence on future consumption patterns.
One option is a multistakeholder initiative, which is neither legislative nor
self-regulatory and actively includes NGOs and/or international organisations. Current examples of multi-stakeholder initiatives include the Marine
Stewardship Council (MSC), the Forest Stewardship Council (FSC) and the
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Global Reporting Initiative (GRI). Multi-stakeholder regulation has the
advantage of allowing for equal participation, shared leadership and common responsibility between different stakeholders, but questions concerning mandate, degree of complexity, funding, governance structure, enforcement, penalties and participation critically affect success.
Strengthen health systems for chronic disease control
WHO should work in two areas to improve health systems development for
chronic diseases.
Seek opportunities for integration with some aspects
of communicable disease control and with health systems development initiatives
Significant new funding is becoming available for HIV/AIDS and TB. The
WHO has placed health systems reform at the core of its “3 by 5” HIV/
AIDS initiative and calls for the refinancing of developing country health
systems – taking a horizontal, comprehensive approach – are getting
louder. WHO needs to ensure that these developments are opportunities to
expand chronic disease control. In turn, many of the lessons learnt about
chronic care could be applied to new initiatives for HIV/AIDS in developing countries. If WHO could package its expertise in chronic care appropriately, it could be a valued resource for many countries. Within WHO,
those engaged in communicable diseases need to be encouraged to avoid
vertical programs, and see the merit of using funding and political space
generated by HIV/AIDS to build sustainable health systems for all diseases.
Encourage primary and secondary prevention within
chronic care systems
The WHO should take a more pro-active approach in understanding and
encouraging preventive techniques within chronic care systems. Targets for
action should be smoking, obesity and alcohol consumption for primary
prevention, and the use of aspirin, beta blockers and statins as mechanisms
for secondary prevention.
WHO has already developed appropriate models for this type of care, notably the Innovative Care for Chronic Conditions (ICCC) Framework. Taking a preventive focus, the model emphasizes the critical role of community participation, and linking communities, health care organizations and
patients and families within a positive policy environment. It also notes the
importance the continuum of care needed for chronic conditions, from prevention to long-term maintenance treatment, management of acute symptom exacerbation, rehabilitation, and palliative or hospice care. The implementation strategy recommends greater demonstration for the effectiveness
of the Framework and the need to establish six regional centres of excellence to build capacity.
Greater emphasis on prevention is also integral to the model developed by
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a health maintenance organization in the United States, Kaiser-Permanente,
which has seen successes accrue from the integration of inpatient care with
outpatient care and prevention, emphasising prevention early and coordinating services outside the hospital setting.
WHO should start work on identifying incentives for primary and secondary prevention within chronic care systems by systemically documenting
the extent of unmet opportunities for primary and secondary prevention of
chronic disease that exists within current health care systems. Simple surveys adapted from the EURASPIRE model and recent WHO work, would
stimulate the search for solutions, as similar work on measles immunisation
did in the 1980s.
Review current and future
chronic disease control

technology

needs

for

The area of technology foresight – including essential medicines and vaccines, diagnostics and information technology – is a critical one for chronic
diseases: this includes new forms of treatment, new diagnostics and access
to technology. It is critical for making a stronger case for improved access
to effective and affordable long-term care.
A small task force comprised of informed outside experts should be asked
to provide WHO with guidance on best to anticipate changes in this rapidly
growing field, and how best WHO needs to guide governments before they
become committed to unaffordable approaches with limited health benefits.
The pharmaceutical clearly have an opportunity introduced by the rising
rates of chronic diseases in the developing world. This should be harnessed
productively, and the role of generic drugs examined early.
Engage less in disease specific clinical guidelines and
program
WHO do not have a comparative advantage in this area.
Encourage employers to adopt the preventive health
services in the workplace
The effect of chronic disease on employees, with subsequent cost implications for employers, has been emphasized here. It has been found in the
United States, however, that scepticism among employers concerning the
near-term benefits of preventive health services is widespread. Workforce
turnover has proved a potent obstacle to employers willingness to invest in
preventive benefits and health site promotion. Nevertheless, a recent conference dedicated to the subject concluded that employers could more effectively use preventive health strategies.
With ILO, WHO should strongly encourage major employers to develop
preventive health services in the work place as a means of promoting health
and prevent chronic diseases among the workforce. Past examples show
some successes. The Johnson & Johnson LIVE FOR LIFE Program aimed
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to save costs from health improvements, maximize employee performance
and return employees to work more quickly. The outcomes were mixed –
there were improvements and declines in the risk categories for both participants and non-participants. Yet the overall result was health improvements (with a notable exception of overweight) and the large-scale program
was well-attended, showing potential for such schemes. The estimated cost
saving of reduced medical-care use and lower administrative costs was
US$ 8.5 million per year. A Citibank health screening and promotion programme saved US$ 7million over two years (US$ 470 in benefits for every
dollar of cost ).
Health insurance companies should also be encouraged to develop models
that promote chronic disease prevention by reorienting their businesses
from passing health care costs onto workers to rewarding providers that
support employees to stay healthy.
Set targets on the basis of long-term scenarios

Strategic Initiative 6

The argument has been made here that preventing chronic diseases requires
investment by national governments and the WHO. The WHO and countries now need targets, goals and clear guidance for the degree of investment needed. Several forms of targets and indicators are needed: risk factor, disease outcomes, degree of investment and degree of policy and programme implementation.
Target indicators for policy and programme implementation have already
been described by the WHO. The World Health Report 2003 sets out a series of "stepwise" approaches, which are essentially indicators of policy
development. These are adapted on the following page, and should be used
as policy development targets at country level.
To guide the setting of all targets, it is recommended that WHO develop
scenarios of the long-term spread of chronic diseases under different conditions of policy development and financial investment. These can inform us
of how the chronic disease consumption curve will develop under different
conditions. Long-term scenarios can motivate for change and give an indication as to the “desired” futures, as well as factoring in the contribution of
different players. In the United Kingdom, for example, the Treasury developed three scenarios for the next 20 years: solid progress, slow uptake and
fully engaged. The “fully engaged” model was shown to cost the government less over the long term and yielded the best health outcomes. It is
now being used as a basis for the prioritising of interventions and policies
for health across all departments in the United Kingdom. A scenario development process that builds on this approach should be led by WHO as a
two year initiative. The process should comprise working with treasuries
and health departments in five or six countries at different levels of the
chronic disease epidemic, to generate what the “fully engaged” model
would yield for health and the economy by the 2030s.
Such scenarios would be a force for uniting the work on the macroeconomic impacts of chronic diseases, and galvanize those who should be engaged in chronic disease control. Crucially, too, it would stimulate the de-
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Stepwise policy and programme targets for national prevention and control of chronic diseases
Population approaches
Resource
level
Step 1:
Core

National level

Community level

WHO Framework Convention on
Tobacco
Control (FCTC) is ratified in every
country.
Tobacco control legislation consistent
with the elements of the FCTC is
enacted
and enforced.

Local infrastructure plans include
the provisions and maintenance of
accessible and safe sites for physical
activity (such as parks and pedestrian-only areas).

A national nutrition and physical
activity
policy consistent with the global
strategy is developed and endorsed at
cabinet
level; including laws.
Health impact assessment of public
policy is carried out; priority areas:
transport, urban planning, taxation,
trade and agriculture.

Step 2:
Expanded

Tobacco legislation provides for
incremental increases in tax on tobacco, and a proportion of the revenue is earmarked for health promotion. Food standards legislation is
enacted and enforced, it includes
nutrition labelling.
Sustained, well-designed, national
programmes (counter-advertising) are
in place to promote non-smoking
lifestyles, fruits and vegetables, physical activity.

Health promoting community projects include participatory actions
to cope with the environmental
factors that predispose to risk of
chronic diseases: inactivity, unhealthy diet, tobacco and alcohol
use.
Active health promotion programs
focusing on chronic diseases are
implemented in different settings:
villages, schools, and workplaces,
and explicitly aim to reach poor
communities.

Individual high-risk
approaches

Context-specific management guidelines for chronic diseases have been
adopted and are used at all health
care levels.
A sustainable, accessible and affordable supply of appropriate medication is assured for priority chronic
diseases.
A system exists for the consistent,
high-quality application of clinical
guidelines and for the clinical audit
of services offered.
A system for recall of patients with
diabetes and hypertension is in
operation.

Sustained, well-designed programmes are in place to promote:
- Tobacco-free lifestlyes, e.g.
smoke-free public places, smokefree sports;
- Healthy diets, e.g. low-cost, lowfat foods, fresh fruit and vegetables;
- Physical activity, e.g. “movement”
different domains (occupational and
leisure)

Systems are in place for selective
and targeted prevention aimed at
high-risk populations, based on
absolute levels of risk.

Recreational and fitness centres are
available for community use

Opportunistic screening, casefinding and management programmes are implemented

Publicly financed quit-line for smokers; weight control-line.

Country standards are established
that regulate marketing of unhealthy
food to children.

Step 3:
Optimal

Policies shown to work markets
work for chronic disease prevention
and control implemented
Policy coherence between agricultural
systems and chronic diseases
Country standards are established
that regulate marketing of unhealthy
food to children

Support groups are fostered for
tobacco cessation and overweight
reduction
Appropriate diagnostic and therapeutic interventions are implemented

Source: Adapted from World Health Report 2003. Geneva, WHO, 2003.

velopment of country (and global) specific targets and indicators of progress, define actual costs and actions
required to meet these targets and through this, generate political and societal commitment for change.

70

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

Strengthen the evidence base and evaluate impact

Strategic Initiative 7

New epidemiological evidence required
New global, national and national predictions of chronic diseases are
needed that take into account the effect of health conditions emerging since
the Global Burden Disease study (notably HIV/AIDs) but also taking into
account the spread of risk factors. This would provide a clearer idea of the
future burden, and exactly where the problems will be most critical.
More work is needed to assess the relationship between socioeconomic
status and chronic diseases, and their primary and secondary risk factors.
The lack of comprehensive analysis is hindering efforts to make progress in
this area. Applied research is also needed to develop policies that explicitly
reduce inequalities related to chronic disease risks and outcomes.
Support STEPS
The STEPS programme within NMH has made considerable progress over
the past year. Given the necessity of surveillance, this work must be continued.
Refine economic hypotheses
Working with the CMH team, the World Bank and other external experts,
WHO should refine the hypotheses presented here on the impact of chronic
diseases on macroeconomic development. The World Bank should also be
encouraged to examine theories of market failure and chronic diseases.
The ILO should be asked to examine more closely the impact of chronic
disease on the workforce. This is critical from an economic perspective
because there is as yet no data on whom in the workforce is being affected
(skilled? management?) and how this affects worker absenteeism and the
skills base in emerging economies. Nor is the role of worker turnover on
the incentives for employers to invest in health well-understood in developing countries.
Health impact assessment of FDI, agriculture and urban design
Rigorous analysis is needed to see how these sectors influence chronic diseases and their risk factors. A framework should be developed to help
Member States assess the impact of FDI on their chronic disease future
profile. This approach has already been taken by WHO for understanding
the effect of FDI on health services (in the context of GATs). Econometric
modelling is also needed to better understand the effect of trade and investment on consumption patterns. This could provide powerful evidence to
motivate the commercial, agricultural and trade sectors to act. Better understanding is needed of the health impact of agricultural policies. FAO should
be asked to conduct a nutritional assessment of agricultural policies at a
global level and model the implications of dietary recommendations for
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agriculture. A proposal already prepared by WHO with the International
Food Policy Research Institute: Redirecting the Diet Transition: What can
Food Policy do? should be funded expeditiously.
Examine effectiveness of policies and regulatory approaches
There is still insufficient evidence on the effectiveness of policies and regulations that influence the spread of chronic disease risks. Actual and potential effectiveness should be examined to provide more incentives to act, and
to prevent misinformation around policies proposed to prevent and control
chronic diseases.
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Annex
Official Development Assistance for Noncommunicable Diseases 19952002: Methods and data sources and complete tables

Submitted by Dr Catherine Michaud to the World Heath Organization, April
2004
Methods and Data sources
A. DATA SOURCES

The base year chosen for the study is 2002 (the most recent year for
which data were available), it also includes trends observed between
1995-2002.
ODA includes two components – bilateral and multilateral ODA. These
two components reflect different mechanisms used by donor country
governments to channel funds to recipients in developing countries. Bilateral ODA designates funds that are provided directly to recipient countries, whereas funds provided as multilateral ODA are channelled via
multilateral organizations (the UN system or Development Banks). No
single database provides comparable information for bilateral and multilateral health ODA. We selected available sources of data that provided
comparable statistics of the allocation of funds for NCD among donors as
well as overtime.
Bilateral development agencies
The OECD creditor reporting system (CRS) is the most comprehensive
source of comparable data on bilateral commitments to the health sector,
The database provides a detailed standardized listing of all projects
funded by one agency (sometimes several different) in each donor country, as well as recipient countries. Specific purpose codes identify i)
broad funding components; along with ii) a short description of the project that often provides additional information; and iii) total funds committed for each of them. The CRS database is available electronically on
the OECD website.
Purpose codes in the CRS database do not include coding for noncommunicable diseases or specific causes of NCD. However, the short project
description provided in the database made it possible to identify NCD
components.
Multilateral agencies
The World Health Organization (WHO) and the World Bank channel the
largest shares of multilateral ODA to the health sector.
1. WHO
The most comprehensive source of data reporting WHO expenditures
each year is the publication “Details of International Health Programme
Costs”. It provides detail accounts for three different geographic aggregates: country, intercountry/interregional and global activities. The WHO
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coding system changed between 98/99 and 2001 in two important ways.
First the list of codes provided in 2001 includes 3-letter acronyms to designate major programme components, but it no longer included the additional
3-digit numeric sub-codes that were provided in 98/99 to identify specific
components. A brief description of each budget line, nevertheless still
made it possible to identify specific NCD components at the global and
interregional levels. The second change is more important: components
included in MNH (mental health) and TOB (tobacco) changed between
98/99 and 2002 (Table 3). Sub-codes provided in 98/99 for “substance
abuse” allowed the identification of tobacco from alcohol and drug abuse.
In the comparative tables provided below for 98/99 and 2002, tobacco only
was captured for 98/99 as tobacco, while other abuse were added to the
“Mental Health” category, as was the case in 2002. The category “other
NCD” included all other noncommunicable disease components: cardiovascular diseases; cancer; diabetes; ageing and health (AHE); occupational
health (OCH); and prevention of blindness (PBD). It did not include health
promotion activities relevant for noncommunicable diseases. Estimates for
cancers include only WHO and did not capture important funding provided
by IARC for the development of cancer registries and cancer research in
developing countries.
2. The World Bank
IDA and IBRD loans provided to developing countries by the World Bank
are often sector-wide loans that include a number of specific components.
All loans provided between 1995 and 2000 that included a NCD component, were extracted from the World Bank internal database. A short description of each projects provided further information regarding NCD
components that were funded.
3. Other multilateral agencies
We did not include other important multilateral organizations in our estimates either because they do not provide funding for chronic diseases
(UNFPA, UNICEF, UNAIDS, the GFATM), or because we did not have
sufficiently detailed information (IARC. PAHO own funds, the EC, and the
regional development banks – AfDB, ADB, AIDB).
2. METHODS

Available data on bilateral and multilateral ODA funding provided to the
health are not harmonized and therefore are not directly comparable. Funding agencies report either yearly commitments (bilateral development agencies) or yearly disbursements (WHO). Few agencies report both yearly
commitments and disbursements (the World Bank).
Commitments and disbursements
Commitments differ from disbursements as they pertain to the total funding
allocated to projects, which usually cover several years (most often 3-5
years). Disbursements, on the other hand, pertain to funds actually expanded during a given year. As a result, commitments tend to fluctuate
significantly from one year to the next. While commitments provide the
basis to project funding that is likely to be available to recipient countries
over the next three to five years, these projections carry have some degree
of uncertainty as funds committed are not always disbursed. Funding initially committed may be cancelled, decreased or increased. Disbursements
are the only objective measure of yearly funding. Unfortunately, disburse-
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ments are not readily available for most bilateral and multilateral agencies.
One approach to estimate yearly disbursements based on reported commitments is to allocate total commitments equally between years for the period
for which commitments were made. This approach requires start and end
dates of commitments, which are not always provided.
No attempt was made to estimate disbursements from commitments, so that
funding reported for WHO (yearly disbursements) is not strictly comparable to commitments reported for bilateral ODA, and other multilateral
agencies. However, in order to minimize yearly fluctuations of commitments, we reported 3-year rolling averages to estimate recent trends in
commitments.
3. LIMITATIONS OF DATA AND METHODS

Results reported in this paper, particularly those for bilateral agencies must
be interpreted with great caution. Indeed, coding practices for NCD in the
CRS database of the OECD do not capture funds allocated to NCDs, and
the short project descriptions provided in the database is often unspecific.
Changes in coding for NCD were also made at WHO between 97/99 and
2002, so that total disbursements for NCDs may not be strictly comparable.
Another challenge stems from the vast array of activities that contribute to
the prevention or treatment of major causes of NCD, and therefore are
spread over several different WHO programmes (see methods). Limitations
of data coding for NCD are likely to underestimate the magnitude of current funding, particularly for bilateral agencies and the EC that contribute
to strengthen the health infrastructure. Sector- wide bilateral and multilateral ODA commitments for health integrate a large number of different
activities, some of which certainly pertain to NCD components but are not
reported separately.
Better coding systems would allow for more transparency in the allocation
of funds within the health sector, and would greatly enhance the available
evidence to inform the allocation of funds in the future.
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Table 1A: WHO expenditures
by region and major NCD component – 1998/99
US$ (000s)

Source: WHO: - details of international
programme costs for 1998-99 – yearly
averages

Other
NCD

Region

Mental
Illness

Tobacco

Total NCD

AFR

686

546

EAM

314

432

WP

1,174

449

559

2,182

SEA

1,355

721

--

2,078

AMR

1,208

477

--

1,685

EUR

846

1,264

65

2,175

Regional total

5,583

3,889

638

10,110

Global and Interregional activities

4,697

5,137

2,587

12,421

10,280

8,026

3,325

22,531

Total

43

1,275
746

Percent total NCD
Other
NCD

Region

Table 1B. WHO
expenditures
by
region and major
NCD component 2002
US$ (000s)

Tobacco

53.8%

42.8%

EAM

42.1%

57.9%

WP

53.8%

20.5%

SEA

65.2%

34.7%

2,078

AMR

71.7%

28.3%

1,685

EUR

38.9%

58.1%

2.9%

2,175

Regional total

55.2%

38.4%

6.3%

10,110

Global and Interregional activities

37.8%

41.3%

20.8%

12,421

Region

Total budget

Other NCD

Mental
illness

Tobacco

3.4%

Total NCD

AFR

1,275
746

25.6%

sub-total NCD

2,182

NCD//total

AFR

309,539

2,131

1,306

1,490

4,927

1.6%

EAM

104,415

1,257

416

562

2,234

2.1%

WP

63,037

919

1,327

537

2,784

3.3%

SEA

110,679

3,118

2,339

1,856

7,313

6.6%

AMR

46,590

1,148

508

587

2,242

4.8%

EUR

68,198

656

865

1,673

3,194

4.7%

Regional total

702,459

9,229

6,760

6,705

22,694

3.2%

Global and Interregional activities

534,964

7,612

7,491

6,439

21,542

4.0%

1,237,423

16,841

14,251

13,144

44,236

0.024

0.074

0.222

Total
$/DALY

Total budget

Region

Source:: WHO - details
of international programme costs for 2002

Mental
Illness

Percent tota;l NCD
Mental
Other NCD
illness

Tobacco

sub-total NCD

AFR

309,539

43.3%

26.5%

30.2%

4,927

EAM

104,415

56.2%

18.6%

25.2%

2,234

WP

63,037

33.0%

47.7%

19.3%

2,784

SEA

110,679

42.6%

32.0%

25.4%

7,313

AMR

46,590

51.2%

22.7%

26.2%

2,242

EUR

68,198

20.5%

27.1%

52.4%

3,194

Regional total

702,459

40.7%

29.8%

29.5%

22,694

Global and Interregional activities

534,964

35.3%

34.8%

29.9%

21,542
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1998-99 (1)

Risk Factors
Prevention

1998-99

2002

US $ (000s)

US $ (000s)

Percent
total NCD

2002
Percent total
NCD

Diet,nutrition, and physical activity

638

8.4%

CV risk management

72

0.9%

Table 2. WHO noncommunicable diseases, details
of global and interregional
activities - 2002
US$ (000s)

Risk factor surveillance
STEPS

116

1.5%

Report- global risk factor surveillance

80

1.1%

World risk factor report

187

2.5%

1,093

14.4%

Sub-total risk factors
NCD - prevention and control
Cardiovascular diseases

451

718

6.9%

9.4%

Diabetes

606

553

9.3%

7.3%

Cancer control

472

402

7.2%

5.3%

144

0.0%

1.9%

302

572

4.6%

7.5%

Sub-total

1,831

2,390

28.0%

31.4%

Other non-communicable

4,697

5,222

72.0%

68.6%

Total NCD

6,528

7,612

COPD - Asthma
Aging

79

Source:: WHO- details of international
programme costs for 1998-99 and
2002
(1) 98-99 yearly average
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Table 3a. Bilateral commitments
1995-2002 FOR NONCOMMUNICABLE

WHO region

1996

1997

1998

1999

2000

2001

2002

AFR

1298

164

218

96

450

532

AMR

1

163

247

97

204

102

994

2858

662

8

1125

EAM *

213

EUR

109

SEAR

1232

665

1070

WPR
* PALESTINIAN ADMINISTRATIVE AREA
LDC unallocated

194

2782

669

1020

6,416

1209

1314

5,662

100

2

1,366

814

143

331

50

200

693

1,417
4,461
3,023

0
461

0
392

803
669

2,217
472

56
87

365
769

1,020
173

2,082

3,021

2,936

4,056

2,578

3,581

3,226

AFR

560

159

255

359

335

AMR

137

169

183

134

102

EAM

402

1,284

1,505

1,396

784

EUR

669

635

599

781

1,216

SEAR

357

421

65

98

34

WPR

48

158

175

194

314

*PALESTINIAN ADMISTRATIVE AREA

268

1,007

1,025

879

480

LDC unallocated

507

511

409

443

343

2,680

3,338

3,190

3,405

3,128

sub-total

3 year rolling averages

Source: OECD/CRS online database

Table 3b. Non-communicable
diseases: Bilateral commitments
1995-2002 by who region, 3
year average commitments (US$

Source: OECD/CRS online database; World
Health Report 1998-2001, burden of disease
estimates,
statistical annex.

sub-total
24

sub-total

WHO Region

1998
$/DALY

1999
$/DALY

2000
$/DALY

2001
$/DALY

AFR

0.004

0.004

0.006

0.005

AMR

0.002

0.002

0.001

0.001

EAM

0.028

0.029

0.025

0.015

EUR

0.006

0.006

0.007

0.010

SEAR

0.003

0.000

0.001

0.000

WPR

0.001

0.001

0.001

0.002

Total

0.006

0.005

0.005

0.005
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Table 4

Commitment
year

Donor Country

1995 Canada

Recipient Country
AMERICA
UNSPECIFIED

CERVICAL CANCER RESEARCH

2

1995 Canada

BANGLADESH

MENTAL HEALTH

7

1995 Canada

INDIA

COMMUNITY-BASED MENTAL HLTH RESEARCH

1995 Canada

KENYA

BRONCHIAL ASTHMA

1995 Canada

LDCS UNSPECIFIED

TOBACCO POLICY RESEARCH INITIATIVE

Short description

US$ (000)

26
1
809

1995 Canada

THAILAND

OCCUPATIONAL HEALTH AND SAFETY INFO.

1995 Canada

VIET NAM

TOBACCO CONTROL POLITICAL MAPPING

4

1995 Finland

CHINA

DENTAL EQUIPMENT PROJECT, AF

984

1995 Finland

CHINA

DENTAL UNITS, AF

618

20

1995 Finland

NICARAGUA

DISABLED PERSONS' REHABILITATION

1995 Netherlands

ETHIOPIA

MENTAL HEALTH (PILOT PROJECT)

1,120

1995 New Zealand

VIET NAM

OCCUPATIONAL SAFETY & HEALTH

65

1995 Sweden
1995 Sweden

AFRICA UNSPECIFIED WORKSHOP ON TOBACCO CONTROL
NICARAGUA
MENTAL HEALTH

1
114

1995 Sweden

NICARAGUA
PALESTINIAN ADMIN.
AREAS

OCCUPATIONAL HEALTH

326

GAZA COMMUNITY MENTAL HEALTHGMH

196

LDCS UNSPECIFIED

19TH SUICIDE PREVENTION ASS.

1995 Sweden
1995 sub-total
1996 Australia

832

5,125

1996 Austria

BRAZIL

DENTAL HEALTH PROJECT

1996 Austria

ETHIOPIA

DENTAL CARE PROJECT (INFRASTRUCTURE)

6
1
11

1996 Belgium

TUNISIA

SERVICE CARDIOLOGIE PEDIATRIQUE

213

1996 Canada

LDCS UNSPECIFIED

INITIATIVE : TOBACCO POLICY RESEARCH

306

1996 Canada

TURKEY

INDOOR AIR POLLUTION, LUNG DISEASE

109

1996 Italy

UGANDA

DISABLED PERSONS - STAFF TRAINING

1996 Sweden

LDCS UNSPECIFIED

OCCUPATIONAL SAFETY & HEALTH:SEMINAR

1996 sub-total

1,287
149
2,082

1997 Belgium

KENYA

CERVIX CANCER & STD: INITIATIVE PROP.

1997 Canada

INDIA

MENTAL HEALTH RESEARCH

1997 Finland

ASIA UNSPECIFIED

OCCUPATIONAL HEALTH PROJECT II

136
10
1,060

1997 Italy

Bosnia Herzaegovina

MOBILE TEAM FOR PSYCHIATRIC ASSIST.

1997 Netherlands
1997 Netherlands

Bosnia Herzaegovina
ETHIOPIA

MENTAL HEALTH PROGRAMME
MENTAL HEALTH

811
12

29

163

1997 Spain

BOLIVIA

CONSTRUCTION D'UN CENTRE PSYCHIATR.

1997 Spain

EQUATORIAL GUINEA

ODONTOLOGIE: FORMAT. PERS. AUTOCTONE

1997 Sweden

Bosnia Herzaegovina

BIH PSYCHOSOCIAL CENTER IN TUZLA

392

1997 Sweden

LDCS UNSPECIFIED

CHD/WHO

392

1997 Sweden

SOUTH AFRICA

TOBACCO CONTROL, SOUTH AFRICA

1997 sub-total

6

10
3,021

Source: OECD/CRS online database
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Commitment
year

Donor Country

1995 Canada

Recipient Country
AMERICA
UNSPECIFIED

CERVICAL CANCER RESEARCH

2

1995 Canada

BANGLADESH

MENTAL HEALTH

7

1995 Canada

INDIA

COMMUNITY-BASED MENTAL HLTH RESEARCH

1995 Canada

KENYA

BRONCHIAL ASTHMA

1995 Canada

LDCS UNSPECIFIED

TOBACCO POLICY RESEARCH INITIATIVE

1995 Canada

THAILAND

OCCUPATIONAL HEALTH AND SAFETY INFO.

1995 Canada

VIET NAM

TOBACCO CONTROL POLITICAL MAPPING

1995 Finland

CHINA

DENTAL EQUIPMENT PROJECT, AF

Short description

US$ (000)

26
1
809
4
20
984

1995 Finland

CHINA

DENTAL UNITS, AF

618

1995 Finland

NICARAGUA

DISABLED PERSONS' REHABILITATION

832

1995 Netherlands

ETHIOPIA

MENTAL HEALTH (PILOT PROJECT)

1,120

1995 New Zealand

VIET NAM

OCCUPATIONAL SAFETY & HEALTH

65

1995 Sweden
1995 Sweden

AFRICA UNSPECIFIED WORKSHOP ON TOBACCO CONTROL
NICARAGUA
MENTAL HEALTH

1
114

1995 Sweden

NICARAGUA
PALESTINIAN ADMIN.
AREAS

OCCUPATIONAL HEALTH

326

GAZA COMMUNITY MENTAL HEALTHGMH

196

1996 Australia

LDCS UNSPECIFIED

19TH SUICIDE PREVENTION ASS.

6

1996 Austria

BRAZIL

DENTAL HEALTH PROJECT

1

1996 Austria

ETHIOPIA

DENTAL CARE PROJECT (INFRASTRUCTURE)

1996 Belgium

TUNISIA

SERVICE CARDIOLOGIE PEDIATRIQUE

213

1996 Canada

LDCS UNSPECIFIED

INITIATIVE : TOBACCO POLICY RESEARCH

306

1996 Canada

TURKEY

INDOOR AIR POLLUTION, LUNG DISEASE

109

1996 Italy

UGANDA

DISABLED PERSONS - STAFF TRAINING

1996 Sweden

LDCS UNSPECIFIED

OCCUPATIONAL SAFETY & HEALTH:SEMINAR

1995 Sweden
1995 sub-total

5,125

1996 sub-total

11

1,287
149
2,082

1997 Belgium

KENYA

CERVIX CANCER & STD: INITIATIVE PROP.

1997 Canada

INDIA

MENTAL HEALTH RESEARCH

1997 Finland

ASIA UNSPECIFIED

OCCUPATIONAL HEALTH PROJECT II

136
10
1,060

1997 Italy

Bosnia Herzaegovina

MOBILE TEAM FOR PSYCHIATRIC ASSIST.

1997 Netherlands
1997 Netherlands

Bosnia Herzaegovina
ETHIOPIA

MENTAL HEALTH PROGRAMME
MENTAL HEALTH

811
12

1997 Spain

BOLIVIA

CONSTRUCTION D'UN CENTRE PSYCHIATR.

163

1997 Spain

EQUATORIAL GUINEA

ODONTOLOGIE: FORMAT. PERS. AUTOCTONE

1997 Sweden

Bosnia Herzaegovina

BIH PSYCHOSOCIAL CENTER IN TUZLA

392
392

1997 Sweden

LDCS UNSPECIFIED

CHD/WHO

1997 Sweden

SOUTH AFRICA

TOBACCO CONTROL, SOUTH AFRICA

1997 sub-total

29

6

10
3,021
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Commitment
year

Donor Country

Recipient Country

Short description

US$ (000)

1998 Australia

LDCS UNSPECIFIED

WHO TOBACCO OR HEALTH PROGRAM

1998 Australia

VIET NAM

DENTAL HEALTH PROJECT

75

1998 Belgium

TUNISIA

SERVICE CARDIOLOGIE PEDIATRIQUE

172

1998 Canada

LDCS UNSPECIFIED

TOBACCO POLICY RESEARCH:HEALTH

492

1998 Canada

TURKEY

TOBACCO CONTROL STRATEGIES

151

1998 Canada

VIET NAM

TOBACCO CONTROL: POLITICAL MAPPING

1998 Italy

MOZAMBIQUE

MENTAL HEALTH PROJECT

4

1998 Italy

NICARAGUA

MENTAL HEALTH,THRU NGOS

6

1998 Italy

SOMALIA

BERBERA PSYCHIATRIC HOSP:BASIC HEATH

19

1998 Italy

TURKEY

ALCOHOL ABUSE - EPIDEMIO STUDY

11

3

5

1998 Italy

UGANDA

DISABLED PERSONS - STAFF TRAINING

1998 Netherlands

Bosnia Herzaegovina

MENTAL HEALTH PROGRAM

503

4

1998 Netherlands

PALESTINIAN ADMIN.
AREAS

GAZA MENTAL HEALTH CARE PROGRAM

803

1998 Spain

CAMEROON

CENTRE DE SANTE MENTALE

1998 Spain

COLOMBIA

PREVENIR DEPENDANCE DROGUE ENFANTS

241

1998 Spain

PHILIPPINES

CENTRE DE SANTE MENTALE

135

53

1998 Spain

VENEZUELA

PREVENIR DEPENDANCE DROGUE ENFANTS

104

1998 United Kingdom

LDCS UNSPECIFIED

BAS. HEALTH:DISABLED CHILDREN MUMBAI

52

1998 United Kingdom

LDCS UNSPECIFIED

MENTAL HEALTH ECONOMICS

41

1998 United Kingdom

LDCS UNSPECIFIED

MENTAL ILLNESS (BIRMINGHAM)

9
4,970

1998 United Kingdom

MONTSERRAT

GOLDEN YEARS HOME: HEALTH

1998 United Kingdom

UGANDA

OCCUPATIONAL THERAPY SERVICES

1998 sub-total

157
8,010
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Commitment
year

Donor Country

1999 Australia

Recipient Country

Short description

Lao People's Democratic BASIC HEALTH: WVA PROSTHETICS AND
Republic
ORTHOTICS

US$ (000)
293

1999 Australia

TONGA

HEALTH PERSONNEL DEVPT: DIABETES
PREVENTION & TREATMENT PROJECT

1999 Australia

VIET NAM

HEALTH EDUCATION: OCCUPATIONAL HEALTH

1999 Belgium

KENYA

CERVIX CANCER & STD

65

1999 Canada

INDIA

INTERNATIONAL INITIATIVE FOR TOBACCO
POLICY RESEARCH

24

1999 Canada

LDCS UNSPECIFIED

INTERNATIONAL INITIATIVE FOR TOBACCO
POLICY RESEARCH

134

1999 Canada

LDCS UNSPECIFIED

TOBACCO AND ECOHEALTH WORKSHOP

1999 Canada

URUGUAY

TOBACCO AND ECOHEALTH WORKSHOP

1999 Finland

LEBANON

MENTAL HEALTH PROJECT, NATIONAL NGO

17

1999 Finland

PALESTINIAN ADMIN.
AREAS

MENTAL HEALTH ASSISTANCE, NGO PROG.

7

30
8

1
0

1999 Italy

INDIA

EPIDEMIOLOGICAL STUDY ON AEPATIC
NEOPLASY RISK

1999 Italy

MOZAMBIQUE

MENTAL HEALTH PROJECT

8

1999 Italy

NICARAGUA

MENTAL HEALTH

1

1999 Italy

PALESTINIAN ADMIN.
AREAS

EXCELLENCE CENTRE FOR REHABILITATION
MEDECINE

109

TUNISIA

TECHNICAL ASSISTANCE TO HABIB HOSPITAL
AND CANCER INSTITUTE OF TUNISIA

624

1999 Italy

TURKEY

EPIDEMIOLOGICAL STUDY ON ALCOHOL
DEPENDENCY

1999 Italy

UGANDA

DISABLED PERSONS - STAFF TRAINING

23

1999 Spain

CUBA

IMPERMEABILISATION DES TOITS DE
L'HOPITAL PSYCHIATRIQUE

96

1999 Sweden

INDIA

HEALTH EDUCATION: INJURY PREVENTION
SEMINAR

38

1999 Sweden

PALESTINIAN ADMIN.
AREAS

MENTAL HEALTH

726

1999 United Kingdom

LDCS UNSPECIFIED

CERVICAL CANCER PREVENTION

337

1999 United Kingdom

PALESTINIAN ADMIN.
AREAS

TELE-CARDIOLOGY: BASIC HEALTH

1999 United Kingdom

SRI LANKA

MENTALLY HEALTH JFS

1999 Italy

1999 sub-total

22

8

1,375
110
4,056

2000 Australia

EAST TIMOR

HEALTH PERSONNEL DEVPT: MENTAL HEALTH
ACTIVITY - EAST TIMOR

2000 Australia

LDCS UNSPECIFIED

HEALTH EDUC.: TOBACCO CONTROL

2000 Australia

PAPUA NEW GUINEA

BASIC HEALTH: CONTROL OF IMPAIRMENTS /
DISABILITY

2000 Austria

NICARAGUA

HEALTH CARE FOR MINE VICTIMS

200

2000 Denmark

United Republic of
Tanzania

COMMUNITY-BASED MENTAL HEALTH CARE

173

2000 Finland

LEBANON

MENTAL HEALTH PROJECT: NATIONAL NGO

58

2000 Ireland

Bosnia Herzaegovina

MENTAL HEALTH PROGRAMME

92

2000 Italy

MOZAMBIQUE

MENTAL HEALTH PROJECT

29

2000 Italy

MOZAMBIQUE

PREVENTION DES MALADIES CARDIOVASCULAIRES - FORMATION SANITAIRE

11

2000 Italy

NICARAGUA

MENTAL HEALTH IN REGIONS

2000 Italy

TUNISIA

TECHNICAL ASSISTANCE TO HABIB HOSPITAL
AND CANCER INSTITUTE

2000 Italy

UGANDA

DISABLED PERSONS - STAFF TRAINING

2000 Netherlands

Bosnia Herzaegovina

MENTAL HEALTH PROGRAMME

2000 Norway

ERITREA

HEALTH EDUCATION: MENTAL HEALTH CARE

2000 Norway

Kosovo

MENTAL HOSPITAL KOSOVO

2000 Norway

PALESTINIAN ADMIN.
AREAS

GAZA COMMUNITY MENTAL HEALTH
PROGRAM

2000 Sweden

Bosnia Herzaegovina

MENTAL HEALTH REFORM

2000 Switzerland

STS EX-YUGOSLAVIA
UNSP.

DENTAL HYGIENE: HEALTH EDUCATION

2000 United Kingdom

AFRICA UNSPECIFIED

MENTAL HEALTH POLICY: EVALUATE METHOD
OF DELIVERY OF POLICY SUPPORT

2000 United Kingdom

LDCS UNSPECIFIED

BAS. HEALTH: DISABLED CHILDREN MUMBAI

2000 United Kingdom

MONTSERRAT

GOLDEN YEARS HOME: HEALTH

2000 sub-total

523
86
50

4
554
50
112
16
284
56
873
48
171
1
824
4,215

84

Towards a WHO long-term strategy for prevention and control of leading chronic diseases

Fiscal
Region
year

Country

Financing

NCD
Total
Theme, $m Commitments, $m

FY97

EUR

Russian Federation

HEALTH REFORM PILOT

IBRD

14.52

66.00

FY98

EUR

Albania

HEALTH RECOVERY

IDA

3.40

17.00

FY98

EUR

Armenia

HEALTH

IDA

1.70

10.00

FY99

EUR

Latvia

HEALTH

IBRD

2.40

12.00

FY00

EUR

Croatia

HEALTH SYSTEM

IBRD

7.25

29.00

FY00

SEA

Indonesia

ID-PROVINCIAL HEALTH I

IDA

5.32

38.00

FY00

EUR

Lithuania

HEALTH

IBRD

4.25

21.20

FY00

EUR

Romania

HEALTH SECTOR REFORM

IBRD

13.20

40.00

FY00

EUR

Turkey

MARMARA EARTHQUAKE EMG RECON

IBRD

55.55

505.00

FY01

EUR

Azerbaijan

HEALTH REF LIL

IDA

1.00

5.00

FY01

AFR

Ethiopia

ET:CONSERVATION OF MEDICINAL PLANTS

IDA

0.62

2.60

FY01

EUR

Macedonia

CHILD/YOUTH DEVT LIL

IDA

0.33

2.50

Total NCD Theme

109.54
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Table 5. The World Bank: Commitments for the Noncommunicable disease component, 1997 2001
US$ millions

Source: OECD/CRS online database
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The complete bibliography for this strategy can be obtained from the
authors
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