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Message from the Director-General

Dr Margaret Chan
Director-General
World Health Organization

The world has reached a
decisive point in the history
of noncommunicable diseases (NCDs) and has
an unprecedented opportunity to alter its course.
WHO Member States have agreed on a time-bound
set of nine voluntary global targets to be attained
by 2025. There are targets to reduce harmful use of
alcohol, insufficient physical activity, salt/sodium
intake, tobacco use and hypertension, halt the rise
in diabetes and of obesity, and improve coverage
of treatment for prevention of heart attacks and
strokes. There is also a target for improved avail-
ability and affordability of technologies and essen-
tial medicines to manage NCDs. Countries need
to make progress on all these targets to attain the
overarching target of a 25% reduction of premature
mortality from the four major NCDs by 2025.

Out of the 38 million deaths due to NCDs in
2012, more than 40% were premature, affecting
people under 70 years of age. The majority of pre-
mature NCD deaths are preventable. This report
gives encouraging evidence that premature NCD
deaths can indeed be significantly reduced world-
wide. Deaths from cardiovascular diseases have
been dramatically reduced in many high-income
countries owing to government policies which facil-
itate the adoption of healthier lifestyles and provi-
sion of equitable health care. It is imperative that
this favourable shift be sustained and, if possible,
accelerated in developed countries and replicated
in low- and middle-income countries.

NCDs are driven by the effects of globalization
on marketing and trade, rapid urbanization and
population ageing - factors over which the indi-
vidual has little control and over which the con-
ventional health sector also has little sway. While
individual behaviour change is important, tackling
NCDs definitively requires leadership at the highest

levels of government, policy development that
involve all government departments, and progress
towards universal health coverage.

The primary target audience of this report are
Ministers of Health. The report provides informa-
tion on voluntary global targets and how to scale
up national efforts to attain them, in a sustainable
manner. The 2010 baseline estimates on NCD mor-
tality and risk factors are provided so that countries
may begin reporting to WHO on progress made in
attaining the targets, starting in 2015. The country
case studies on successful prevention and control of
NCDs highlighted in the report can be instructive
for others facing similar challenges.

As discussed in this report, there is an agreed
set of very cost-effective — and globally applicable -
NCD interventions for attaining all nine targets by
2025. Each country needs to apply them within its
specific local conditions and contexts, drawing on
the best available evidence. Ministers assembled at
the United Nations General Assembly in July 2014,
agreed that there are no reasons why any country -
low- middle- or high-income - should delay moving
forward with their implementation. Delay in taking
action will result in worsening of the NCD burden
and an increase in health-care costs.

The most important message of the second global
report on NCDs is that, today, the global commu-
nity has the chance to change the course of the NCD
epidemic. The world now has a truly global agenda
for prevention and control of NCDs, with shared
responsibilities for all countries based on concrete
targets. This is an historic opportunity to tackle the
NCD epidemic that no country can afford to miss.

| YO LTI
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Preface

Dr Oleg Chestnov

Assistant Director-General
Noncommunicable Disease and Mental Health
World Health Organization

Noncommunicable diseases (NCDs) are one of the
major health and development challenges of the
21st century, in terms of both the human suffer-
ing they cause and the harm they inflict on the
socioeconomic fabric of countries, particularly
low- and middle-income countries. No government
can afford to ignore the rising burden of NCDs. In
the absence of evidence-based actions, the human,
social and economic costs of NCDs will continue
to grow and overwhelm the capacity of countries
to address them.

Recognizing the devastating social, economic and
public health impact of NCDs, in September 2011,
world leaders adopted a political declaration con-
taining strong commitments to address the global
burden of NCDs and gave several assignments to the
World Health Organization (WHO) to help support
country efforts. One of them was the development
of the WHO Global action plan for prevention and
control of noncommunicable diseases 2013-2020
(known as the Global NCD Action Plan), including
nine voluntary global targets and a global monitor-
ing framework. The Global NCD Action Plan and
the voluntary global targets were adopted by the
World Health Assembly in 2013.

The nine voluntary global NCD targets under-
score the importance of prioritizing country action
to reduce harmful use of alcohol, insufficient phys-
ical activity, salt/sodium intake, tobacco use and
hypertension; halt the rise of obesity and diabetes;
and improve coverage of treatment for prevention of
heart attacks and strokes and access to basic tech-
nologies and medicines.

In order to support the implementation of the
Global NCD Action Plan, WHO has established a
Global coordination mechanism, which will enhance
coordination of NCD activities, multi-stakeholder
engagement and action across different sectors.

Additional support for the implementation of the
Global NCD Action Plan will be provided by the
United Nations Interagency Task Force on the Pre-
vention and Control of NCDs, established by the
Secretary-General to coordinate the relevant United
Nations organizations and other intergovernmental
organizations.

This second global status report comes at a time
when only a decade is left to achieve the internation-
ally agreed voluntary global NCD targets. It is also
a time when we can be more optimistic about the
tuture of prevention and control of NCDs, than per-
haps at any stage in recent history. In order to attain
the global NCD targets, governments, international
partners and WHO will need to work together, shar-
ing and exchanging evidence and information and
taking necessary steps for reducing gaps in capacity
and resources.

No country should be left behind, as the world
steps decisively into the future to address one of the
greatest public health challenges of the 21st century.

X
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Executive summary

This global status report is the second in a triennial series tracking worldwide progress
in prevention and control of noncommunicable diseases (NCDs). The primary target
audience of this report are ministers of health. Other target audiences include poli-
cy-makers in health and relevant non-health sectors, health officials, nongovernmental
organizations, academia, development agencies and civil society.

The human, social and economic consequences of NCDs are felt by all countries but
are particularly devastating in poor and vulnerable populations. Reducing the global
burden of NCDs is an overriding priority and a necessary condition for sustainable
development. As the leading cause of death globally, NCDs were responsible for 38
million (68%) of the world’s 56 million deaths in 2012. More than 40% of them (16
million) were premature deaths under age 70 years. Almost three quarters of all NCD
deaths (28 million), and the majority of premature deaths (82%), occur in low- and
middle-income countries.

During 2011-2025, cumulative economic losses due to NCDs under a “business as
usual” scenario in low- and middle-income countries have been estimated at US$ 7
trillion. This sum far outweighs the annual US$ 11.2 billion cost of implementing a
set of high-impact interventions to reduce the NCD burden.

In September 2011, world leaders agreed on a roadmap of concrete commitments to
address the global burden of NCDs, including a commitment to establish multisectoral
action plans and policies for the prevention and control of NCDs.

To accelerate national efforts to address NCDs, in 2013 the World Health Assembly
adopted a comprehensive global monitoring framework with 25 indicators and nine
voluntary global targets for 2025 (Annex 1). The World Health Assembly also endorsed
a set of actions organized around the World Health Organization (WHO) Global action
plan for the prevention and control of noncommunicable diseases 2013-2020 ( Global
NCD Action Plan 2013-2020) which, when implemented collectively by Member States,
international partners and WHO, will help to achieve the commitments made by world
leaders in September 2011. The set of actions is organized around six objectives (see
Box 1.2), aimed at strengthening national capacity, multisectoral action and boosting
international cooperation to reduce exposure to risk factors, strengthen health systems,
and monitor progress in attaining the global NCD targets.

In July 2014, the United Nations General Assembly conducted a review to assess
progress in implementing the 2011 Political Declaration, and recognized the progress
achieved at national level since September 2011. Recognizing also that progress in
implementing the roadmap of commitments included in the 2011 Political Decla-
ration was insufficient and highly uneven, and that continued and increased efforts
are essential, the members of the United Nations committed themselves to a set of
measures within four priority areas — governance, prevention, health care, and sur-
veillance and monitoring. These time-bound measures include setting national NCD
targets consistent with global targets, developing national NCD multisectoral plans by
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2015, and starting implementation of those plans
by 2016, in order to achieve the national targets.

This global status report on prevention and
control of NCDs (2014), is framed around the nine
voluntary global targets. The report provides data
on the current situation, identifying bottlenecks
as well as opportunities and priority actions for
attaining the targets. The 2010 baseline estimates
on NCD mortality and risk factors are provided so
that countries can report on progress, starting in
2015. In addition, the report also provides the latest
available estimates on NCD mortality (2012) and
risk factors (2010 and 2014).

All ministries of health need to set national NCD
targets and lead the development and implemen-
tation of policies and interventions to attain them.
There is no single pathway to attain NCD targets
that fits all countries, as they are at different points
in their progress in the prevention and control of
NCDs and at different levels of socioeconomic
development. However all countries can benefit
from the comprehensive response to attaining the
voluntary global targets presented in this report.

Global target 1: A 25% relative

reduction in overall mortality from
cardiovascular diseases, cancer, diabetes
or chronic respiratory diseases

Progress in attaining all other targets contributes to
the attainment of this overarching target on prema-
ture mortality. Chapter 1 presents 2012 mortality
data that show that (i) NCDs affect all countries;
(i) their impact is particularly severe in low- and
middle-income countries; and (iii) the majority of
premature NCD deaths occur in low- and mid-
dle-income countries.

The ability to meet this target will vary greatly
across the world. While low- and middle-income
countries could use a target of 25%, high-income
countries that are already showing a decline in major
NCDs may want to set their targets higher than 25%.

Chapter 1 outlines the comprehensive, multi-
sectoral policy actions, interventions and country
capacity, including civil/vital registration and sur-
veillance systems, required to attain this target. The
shortage of resources in many countries means that

X1l

implementation of the very cost-effective policy
options and interventions (“best buys”) would have
to be accorded the highest priority.

Global target 2: At least 10% relative
reduction in the harmful use of alcohol as
appropriate, within the national context

In 2012, an estimated 5.9% (3.3 million) of all deaths
worldwide and 5.1% of disability-adjusted life years
(DALYs) were attributable to alcohol consumption.
More than half of these deaths resulted from NCDs.

The level of alcohol consumption worldwide in
2010 was estimated at 6.2 litres of pure alcohol per
person aged 15 years and over (equivalent to 13.5 g
of pure alcohol per day). The prevalence of heavy
episodic drinking is associated with the overall levels
of alcohol consumption and is highest in the WHO
European Region and the Region of the Americas.

There are cost-effective policy options to reduce
the harmful use of alcohol. They include pricing
policies, reduced availability and marketing of
alcohol, improved response by health services, and
drink-driving policies and countermeasures. Indi-
vidual interventions such as screening for harmful
drinking and treatment of alcohol dependence are
also effective, although they are more costly to
implement than population-based measures.

As discussed in Chapter 2, a certain amount of
progress in addressing the harmful use of alcohol
has been made since the Global strategy to reduce
the harmful use of alcohol was endorsed by the
World Health Assembly in 2010. Increasing num-
bers of countries have developed or reformulated
their national alcohol policies and action plans. Of
76 countries with a written national policy on alco-
hol, 52 have taken steps to operationalize it. Some
160 WHO Member States have regulations on age
limits for sale of alcoholic beverages.

Global target 3: A 10% relative

reduction in the prevalence of

insufficient physical activity

Insufficient physical activity contributes to 3.2 mil-
lion deaths and 69.3 million DALYs each year.
Adults who are insufficiently physically active have
a higher risk of all-cause mortality compared with



those who do at least 150 minutes of moderate-in-
tensity physical activity per week, or equivalent, as
recommended by WHO. Regular physical activity
reduces the risk of ischaemic heart disease, stroke,
diabetes, and breast and colon cancer.

In 2010, 23% of adults aged 18 years and over
were insufficiently physically active. Women were
less active than men and older people were less
active than younger people. Globally, 81% of adoles-
cents aged 11-17 years were insufficiently physically
active in 2010. Adolescent girls were less active than
adolescent boys, with 84% versus 78% not meeting
the WHO recommendation of 60 minutes of phys-
ical activity per day.

Several high-income countries have reported
increased physical activity over the past decade
as a result of national policies and programmes
to improve physical activity. In recent years, more
low- and middle-income countries have also set up
initiatives to address physical inactivity. Reaching
the physical activity target requires multisectoral
collaboration between transport, urban planning,
recreation, and sports and education departments,
to create safe environments that are conducive to
physical activity for all age groups.

Global target 4: A 30% relative
reduction in the mean population
intake of salt /sodium

Excess consumption of dietary sodium is associated
with increased risk of hypertension and cardiovas-
cular disease. Globally, 1.7 million annual deaths
from cardiovascular causes have been attributed
to excess sodium intake. Current estimates suggest
that the global mean intake of salt is around 10 g
daily (4 g/day of sodium). WHO recommends a
reduction in salt intake to less than 5 g/day (2 g/
day of sodium), to reduce blood pressure and the
risk of coronary heart disease and stroke.

The main source of salt in many countries is
processed foods and ready-made meals, while salt
added during the preparation of food at home
and at the table is significant in others. With the
greater availability of processed foods in low- and
middle-income countries, sources of sodium are

shifting rapidly towards these foods.

Executive summary

As discussed in Chapter 4, establishing a base-
line of salt intake is key to setting national targets
and devising effective consumer campaigns. Sodi-
um-reduction targets need to be established for
each category of food, prioritizing the ones that
contribute most to population intake.

Policies aimed at reducing population-wide salt
consumption should be intersectoral and multidis-
ciplinary and include the participation of all rel-
evant stakeholders. They should be applicable to
diverse settings and make use of all available tools,
including labelling, legislation, product reformula-
tion, fiscal incentives that encourage the production
and consumption of foods with reduced sodium
content, and consumer education to ensure their
effective implementation. Considerable progress
has been made in implementing these activities in
some countries.

Global target 5: A 30% relative reduction
in prevalence of current tobacco
use in persons aged 15+ years

It is estimated that currently around 6 million
people die annually from tobacco use, with over
600 000 deaths due to exposure to second-hand
smoke.

Measures to ensure reduction in tobacco use
include: protecting people from second-hand
smoke through national “100% smoke-free” legisla-
tion; offering help in quitting tobacco use, warning
people about the dangers of tobacco use; enforcing
bans on tobacco advertising, promotion and spon-
sorship; and raising tobacco taxes.

Considerable progress has been made in global
tobacco control in recent years, in both the number
of countries protecting their population and the
number of people worldwide protected by effective
tobacco-control measures. In 2013, 95 countries
had implemented at least one of the four tobacco
control “best-buy” interventions (very cost-eftective
interventions), at the highest level of achievement,
and two countries had all four “best-buys” in place
at the highest level. Many of the countries making
progress in implementing “best-buy” measures
were low- or middle-income countries.
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As discussed in Chapter 5, more work is
needed in many countries to pass and enforce
effective tobacco-control measures. This includes
expanding activities to implement “best-buy”
demand-reduction measures at the highest level
of achievement, where they have not been yet
implemented; reinforcing and sustaining exist-
ing programmes to incorporate a full range of
measures; and, ultimately, implementing the
full WHO Framework Convention on Tobacco
Control. The achievements of the majority of
countries in applying tobacco demand-reduction
measures demonstrate that it is possible to tackle
the tobacco epidemic irrespective of a country’s
size or level of development.

Global target 6: A 25% relative
reduction in the prevalence of
raised blood pressure, or contain the
prevalence of raised blood pressure,
according to national circumstances

Raised blood pressure is estimated to have caused
9.4 million deaths and 7% of disease burden - as
measured in DALYs - in 2010. If left uncontrolled,
hypertension causes stroke, myocardial infarc-
tion, cardiac failure, dementia, renal failure and
blindness. There is strong scientific evidence of the
health benefits of lowering blood pressure through
population-wide and individual (behavioural and
pharmacological) interventions. The global preva-
lence of raised blood pressure (defined as systolic
and/or diastolic blood pressure equal to or above
140/90 mmHg) in adults aged 18 years and over
was around 22% in 2014.

Many modifiable factors contribute to the high
prevalence rates of hypertension. They include eat-
ing food containing too much salt and fat, inade-
quate intake of fruits and vegetables, overweight and
obesity, harmful use of alcohol, physical inactivity,
psychological stress, socioeconomic determinants,
and inadequate access to health care. Worldwide,
detection, treatment and control of hypertension
are inadequate, owing to weaknesses in health sys-
tems, particularly at the primary care level.

In order to achieve this target, population-wide
policies and interventions are required to address
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these modifiable risk factors. In addition, integrated
programmes need to be established at the primary
care level, to improve the efficiency and effective-
ness of detection and management of hypertension
and other cardiovascular risk factors through a
total-risk approach, as recommended by WHO.

Global target 7: Halt the rise
in diabetes and obesity

Obesity increases the likelihood of diabetes, hyper-
tension, coronary heart disease, stroke and certain
types of cancer. Worldwide, the prevalence of obesity
has nearly doubled since 1980. In 2014, 11% of men
and 15% of women aged 18 years and older were
obese. More than 42 million children under the age
of 5 years were overweight in 2013. The global prev-
alence of diabetes in 2014 was estimated to be 9%.

Obesity and diabetes can be prevented through
multisectoral action that simultaneously addresses
different sectors that contribute to the production,
distribution and marketing of food, while concur-
rently shaping an environment that facilitates and
promotes adequate levels of physical activity.

Diabetes risk can be reduced by moderate weight
loss and moderate daily physical activity in per-
sons at high risk. This intervention has been scaled
up to the whole population in a small number of
high-income countries. However, it is difficult to
implement this intervention at scale in low- and
middle-income countries, partly because current
methods for identifying people at high risk are
cumbersome and rather costly.

Further research is urgently needed to evaluate
the effectiveness of interventions to prevent obesity
and diabetes.

Global target 8: At least 50% of eligible
people receive drug therapy and
counselling (including glycaemic control)
to prevent heart attacks and strokes

Cardiovascular disease was the leading cause
of NCD deaths in 2012 and was responsible for
17.5 million deaths, or 46% of NCD deaths. Of these
deaths, an estimated 7.4 million were due to heart
attacks (ischaemic heart disease) and 6.7 million
were due to strokes.



This target to reduce heart attacks and strokes is
aimed at improving the coverage of drug treatment
and counselling in people with raised cardiovascu-
lar risk and established disease. It is an affordable
intervention that can be delivered through a pri-
mary health-care approach, even in resource-con-
strained settings

There are major gaps in the coverage of this
intervention to prevent heart attacks and strokes,
particularly in low- and middle-income countries.
Poor access to basic services in primary care, lack
of affordability of laboratory tests and medicines,
inappropriate patterns of clinical practice, and poor
adherence to treatment are some of the main rea-
sons for these treatment gaps.

This intervention to prevent heart attacks and
strokes needs to be part of the basic benefits package
for moving towards universal health coverage. In
addition, context-specific strategies will be required
to address multiple gaps in health systems related
to access to basic technologies and medicines, the
health workforce, service delivery, health informa-
tion, and referral, with a special focus on primary
care. Several countries have already included this
intervention in the basic benefits package, and have
taken steps to implement it through a primary
health care approach.

Global target 9: An 80% availability
of the affordable basic technologies
and essential medicines, including
generics, required to treat major
noncommunicable diseases in both
public and private facilities

This target includes the basic requirement of tech-
nologies and medicines for implementing cost-ef-
fective primary care interventions to address
cardiovascular disease, diabetes and asthma.
The essential medicines include aspirin, a statin,
an angiotensin-converting enzyme inhibitor, a
thiazide diuretic, a long-acting calcium chan-
nel-blocker, a beta-blocker, metformin, insulin, a
bronchodilator and a steroid inhalant. The basic
