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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.
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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
technologies include, at least, a blood pressure mea-
surement device, a weighing scale, height measur-
ing equipment, blood sugar and blood cholesterol

Executive summary

measurement devices with strips, and urine strips
for albumin assay.

These are minimum requirements, without which
even basic NCD interventions cannot be imple-
mented in primary care. Currently, there are major
gaps in the affordability and availability of basic
health technologies and essential medicines, par-
ticularly in low- and middle-income countries. The
lack of access means that patients delay seeking care
and either develop complications unnecessarily or
pay high out-of-pocket costs, which can financially
devastate households. Sustainable health financing
is necessary to ensure adequate and reliable pro-
curement and distribution systems to guarantee the
supply of technologies and essential NCD medicines
to all levels of health care, including primary care.
Consequently, national policies that encourage the
availability of basic health technologies and essential
medicines should be central to efforts focused on
achieving universal health coverage. Drugs must also
be used appropriately, so there must be adherence to
evidence-based guidelines and education in rational
use for both health-care professionals and patients.

Policies and interventions to attain the nine tar-
gets (see Chapters 1-9), should be given high pri-
ority and budgeted in national multisectoral NCD
action plans. Chapter 10, on the development of a
national multisectoral NCD plan, highlights the key
NCD domains that should be covered: governance,
prevention and reduction of risk factors, health care,
and surveillance and monitoring. To maximize the
chances of effective implementation, the process of
development of the plan must necessarily engage
all stakeholders in health and non-health sectors,
including civil society and the private sector.

The final chapter presents the way forward to
attain the nine voluntary global targets by 2025,
and highlights the key messages of this report.

Message 1:

Noncommunicable diseases act as
key barriers to poverty alleviation
and sustainable development

The data presented in this report demonstrate that
NCDs affect all countries and that the burden of
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death and disease is heavily concentrated in low- and
middle-income countries. Loss of productivity due
to premature deaths, and the individual and national
costs of addressing NCDs, act as important barriers
to poverty reduction and sustainable development.
Progress in attaining the NCD targets is therefore
vital for attaining the sustainable development goals.

Message 2:

While some countries are making
progress, the majority are off course
to meet the global NCD targets

As many motivational case-studies illustrate,
countries in which political leaders have shown
high commitment are already making significant
advances in addressing NCDs. However, progress
remains uneven and inadequate. Data presented in
this report identify many missed opportunities to
strengthen governance, prevention and reduction
of risk factors, health care, and surveillance and
monitoring, particularly in low- and middle-in-
come countries.

Message 3:

Countries can move from political
commitment to action by prioritizing
high-impact, affordable interventions

It is evident that a lack of interventions is clearly
not the primary obstacle for inadequate progress in
prevention and control of NCDs. High rates of death
and disease, particularly in low- and middle-income
countries, are a reflection of inadequate investment in
cost-effective NCD interventions. Resources should
be used strategically to improve NCD outcomes. All
countries can move from commitment to action, by
prioritized implementation of very cost-effective pol-
icies and interventions (“best buys”).

Message 4:

All countries need to set
national NCD targets and be
accountable for attaining them

The nine voluntary global targets give a clear signal
of where the world can be by 2025 in relation to
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NCDs. All countries need to set national targets
and establish a monitoring framework to track
progress in attaining them. Since the global targets
focus on a limited set of key NCD outcomes, set-
ting national targets and implementing policies and
interventions to attain them will enable countries
to make the best use of resources. For best results,
lessons learnt from implementation should be
rapidly incorporated in decision-making, through
operational research.

Message 5:

Structures and processes for
multisectoral and intersectoral
collaboration need to be established

Collaboration across sectors outside health (multi-
sectoral collaboration) and between the government
and non-state actors (intersectoral collaboration) is
key to equitable prevention and control of NCDs
and to attainment of national targets. Mechanisms
and processes to facilitate multisectoral and inter-
sectoral collaboration need to be embedded in the
planning stage of NCD programmes and should
continue through implementation, enactment of
public policies, and monitoring and evaluation.

Message 6:
Investment in health systems is
critical for improving NCD outcomes

Analysis of health systems shows that gaps in the
key elements of the health system, particularly at the
primary care level present obstacles to the provision
of equitable health care for people suffering from
NCDs. Health-system strengthening - including
health financing, governance, the health workforce,
health information, access to basic technologies and
essential medicines, and health-service delivery -
should be a major focus of scaling up NCD preven-
tion and control. The global move towards universal
health coverage offers an opportunity to explicitly
prioritize very cost-effective NCD interventions in
basic benefits packages.



Message 7:

Institutional and human resource
capacities and financial resources
for NCD prevention and control
require strengthening

Attainment of national targets requires institutional
and human resources capacity as well as adequate
financial resources to deal with the complexity of
issues relating to NCD prevention and control, such
as interaction with food and agricultural systems,
law, trade, transport and urban planning. The com-
petency and capacity of the health workforce to
address NCDs will require strengthening, including
through incorporation of public health aspects of
NCD prevention and control in the teaching cur-
ricula for medical, nursing and allied health per-
sonnel, and provision of in-service training.

While governments must continue to recognize
their primary responsibility in responding to the
challenge of NCDs, setting their national targets
and developing their national plans of action,
achieving the global targets will require the efforts
and engagement of all sectors of society at national,
regional and global levels. There are new global
mechanisms in place to accelerate national NCD
action. The United Nations Interagency Task Force
on the Prevention and Control of NCDs, which the
Secretary-General established in June 2013 and
placed under the leadership of WHO, is coordi-
nating the activities of the relevant United Nations
organizations and other intergovernmental orga-
nizations to support the realization of the commit-
ments made by world leaders in the 2011 Political
Declaration on NCDs, in particular through the
implementation of the WHO Global NCD Action
Plan 2013-2020. The Task Force’s terms of refer-
ence were adopted by the United Nations Economic
and Social Council in July 2014. In September 2014,
WHO established the WHO Global Coordination
Mechanism on the Prevention and Control of
NCDs, to facilitate and enhance coordination of
activities, multi-stakeholder engagement and action
across sectors at the local, national, regional and

Executive summary

global levels, in order to contribute to the imple-
mentation of the WHO Global NCD Action Plan
2013-2020.

WHO has a leadership and coordination role to
play in promoting and monitoring action against
NCDs. As the primary specialized United Nations
agency for health, WHO will continue to support
national NCD efforts to implement the Global
NCD Action Plan 2013-2020. Key areas of contin-
ued action in 2015 and beyond include, providing
global leadership and offering technical assistance
to Member States to set national targets, develop
and implement national NCD policies and plans to
reach these national targets, and assess trends and
monitor progress. In 2015, WHO plans to complete
work on a framework to promote country action
across health and non-health sectors, as well as on
an approach to register and publish contributions
of non-state actors to the achievement of the nine
voluntary global targets.

The global architecture and the commitment of
countries to address effectively the NCD epidemic
have never been better. Attainment of the nine
global NCD targets by 2025 will help to curb the
rapid growth and devastating health and socioeco-
nomic impacts of the NCD epidemic. It is a huge
task, fraught with many challenges. However, inac-
tion will not be forgiven by future generations. They
will have the right to ask why decisive action was
not taken, if we allow this chance of altering history
to slip through our fingers.
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Introduction: Current status of the global
agenda on prevention and control of
noncommunicable diseases

The adverse human, social and economic consequences of noncommunicable diseases
(NCDs) are felt by all societies and economies, but they are particularly devastating in
poor and vulnerable populations (I-4). Since the first global status report on NCDs
(2010) was published (3), the global agenda on NCDs has moved forward considerably
(see Fig I.1). In September 2011, at a United Nations high-level meeting on NCDs,
heads of state and government formally recognized these diseases as a major threat
to economies and societies and placed them high on the development agenda. That
meeting agreed on a bold set of commitments to address the global burden of NCDs
(5). In order to translate these commitments into action, in May 2013 the Sixty-sixth
World Health Assembly adopted the Global action plan for the prevention and control
of noncommunicable diseases 2013-2020 (known as the Global NCD Action Plan)
and a comprehensive global monitoring framework, including a set of nine voluntary
global targets (see Box I.1) and 25 indicators (see Annex 1) (I). This second World
Health Organization global status report on noncommunicable diseases (2014) is
structured according to these nine voluntary global targets, which will need to be
attained by 2025 if the world is to realize the commitments made in the United
Nations’ Political Declaration of the High-level Meeting of the General Assembly on
the Prevention and Control of Non-communicable Diseases (5).
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Box I.1 Voluntary global targets for prevention and control
of noncommunicable diseases to be attained by 2025

(1) A 25% relative reduction in the overall mortality from cardiovascular diseases, cancer, dia-
betes, or chronic respiratory diseases

(2) At least 10% relative reduction in the harmful use of alcohol, as appropriate, within the natio-
nal context

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

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

(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

The 2011 Political Declaration (5) was one of
the major global milestones in the prevention and
control of NCDs (see Fig. I.1). It reaffirmed the lead-
ership and coordination role of the World Health
Organization (WHO) and gave it several time-
bound assignments, which have been completed,
as set out below..

The Global NCD Action Plan builds on key strat-
egies and resolutions (6—16). It has six objectives
(see Box I.2), each offering a menu of policy options
and actions for implementation by Member States,
international partners and WHO.

The overarching goal of the Global NCD Action
Plan is to achieve the 2025 voluntary global targets
(see Box I.1). There has been remarkable progress in
implementing the first objective of the plan. Inter-
national cooperation and advocacy have raised the
priority accorded to prevention and control of NCDs.
Addressing NCDs is now recognized as a priority not
only for health but also for social development and
investments in people (17-28). An NCD target has
been incorporated in the sustainable development
goals and NCDs are poised to be an integral com-
ponent of the post-2015 development agenda (29).
Progress in implementation of the other objectives
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Box |.2 Objectives of the Global NCD Action Plan (7)

1. To raise the priority accorded to the prevention and control of NCDs in global, regional and national agendas
and internationally agreed development goals, through strengthened international cooperation and advoca-

cy.

2. To strengthen national capacity, leadership, governance, multisectoral action and partnerships to accelerate
country response for the prevention and control of NCDs.

3. Toreduce modifiable risk factors for NCDs and underlying social determinants through creation of health-pro-

moting environments.

4. To strengthen and orient health systems to address the prevention and control of NCDs and the underlying
social determinants through people-centred primary health care and universal health coverage.

5. To promote and support national capacity for high-quality research and development for the prevention and

control of NCDs.

6. To monitor the trends and determinants of NCDs and evaluate progress in their prevention and control.

of the Global NCD Action Plan, and attainment of the
global targets, are largely determined by target-ori-
ented action, capacity and resources at country level.

The aim of this global status report on NCDs is
to further support the implementation of the Global
NCD Action Plan by:

m providing information on voluntary global tar-
gets and national NCD targets and advice on
how to scale up national efforts to attain them
in the context of implementation of multisectoral
national action plans;

m providing the 2010 baseline estimates on NCD
mortality and risk factors (see Annexes 2-4), so
that countries may begin reporting to WHO on
progress made in attaining the targets, starting
in 2015;

m providing the latest available estimates on
NCD mortality (2012) and risk factors (see
Annexes 2-4);

m presenting case-studies of successful country and
regional action, to demonstrate how implemen-
tation barriers could be overcome at the country
level to attain national targets (see Chapters 1-11).

The primary target audience of this report are
ministers of health. Other target audiences include
policy-makers in health and relevant non-health sec-
tors, health officials, nongovernmental organizations,
academia, development agencies and civil society.

Since the United Nations high-level meeting,
WHO - through its governing bodies and with
the participation of Member States - has also
completed other global assignments (30) that will
support the implementation of the action plan at
global, regional and country levels. These assign-
ments include the development of:

m alimited set of action plan indicators for moni-
toring progress in implementing the Global NCD
Action Plan;

m the terms of reference for the United Nations
Interagency Task Force for the Prevention
and Control of NCDs, established by the
Secretary-General;

m the terms of reference for the global coordination

mechanism for prevention and control of NCDs.

The Interagency Task Force has been established
to facilitate the response of the United Nations sys-
tem to country demand for technical assistance. It
will be convened by WHO and will report to the
Economic and Social Council (ECOSOC) through
the Secretary-General (31).

The purpose of the global coordination mech-
anism is to facilitate and enhance coordination of
activities, multistakeholder engagement, and action,
across sectors at global, regional and national levels.
The aim will be to contribute to the implementa-
tion of the Global NCD Action Plan, while avoiding
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Box |.3 Key messages of the Global Status Report on Noncommunicable diseases 2014

Message 1

Message 2
targets

Message 3
interventions

Message 4
Message 5
Message 6

Message 7
require strengthening.

duplication of efforts and using resources efficiently

(32).

On 10-11 July 2014, the United Nations General
Assembly conducted a comprehensive review, tak-
ing stock of progress in implementing the commit-
ments of the Political Declaration (5), identifying
ways to address gaps, and reaffirming political com-
mitment to respond to the challenge of NCDs (33).
The commitments made by countries in the out-
come document include the following:

Building on the guidance provided by the WHO
Global NCD Action Plan 2013-2020 (1):

m integrate NCDs into health planning and national
development plans;

m by 2015, set national NCD targets for 2025, con-
sistent with voluntary global targets;

m by 2015, develop national NCD multisectoral
plans to achieve the national targets;

m by 2016, implement policies and interventions to
reduce NCD risk factors and underlying social
determinants;

m by 2016, strengthen and orient health systems to
address NCDs, through people-centred primary
health care and universal health coverage;

m report on the progress in attaining the global
targets, using the established indicators in the
global monitoring framework.

Member States have agreed that the United
Nations will convene a third high-level meeting on
NCDs in 2018 to take stock of national progress

4

Noncommunicable diseases act as key barriers to poverty alleviation and sustainable development

While some countries are making progress, the majority are off course to meet the global NCD

Countries can move from political commitment to action by prioritizing high-impact, affordable

All countries need to set national NCD targets and be accountable for attaining them
Structures and processes for multisectoral and intersectoral collaboration need to be established
Investment in health systems is critical for improving NCD outcomes

Institutional and human resource capacities and financial resources for NCD prevention and control

(33). As discussed in this report, much remains to
be done in all countries, and especially in donor-de-
pendent nations, to attain the voluntary global tar-
gets by 2025 (see Box I.3). There is no single path-
way 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 information and
guidance presented in this report, on voluntary
global targets and national NCD targets and how
to scale up national efforts to attain them.
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NCDs currently cause more deaths than all other causes
combined and NCD deaths are projected to increase from 38
million in 2012 to 52 million by 2030.

Four major NCDs (cardiovascular diseases, cancer, chronic
respiratory diseases and diabetes) are responsible for 82% of NCD
deaths.

Approximately 42% of all NCD deaths globally occurred before
the age of 70 years; 48% of NCD deaths in low- and middle-
income countries and 28% in high-income countries were in
individuals aged under 70 years.

A well-functioning civil/vital registration system is vital for
monitoring progress towards attainment of global target 1.

In order to attain the premature mortality target, cost-effective
policies and interventions aimed at attaining the other eight NCD
targets, should be prioritized and implemented.



Global target 1: A 25% relative reduction
in overall mortality from cardiovascular
diseases, cancer, diabetes or chronic
respiratory diseases

Mortality from noncommunicable diseases

A total of 56 million deaths occurred worldwide during 2012. Of these, 38 mil-
lion were due to NCDs, principally cardiovascular diseases, cancer and chronic
respiratory diseases (1). Nearly three quarters of these NCD deaths (28 million)
occurred in low- and middle-income countries. The number of NCD deaths has
increased worldwide and in every region since 2000, when there were 31 million
NCD deaths. NCD deaths have increased the most in the WHO South-East Asia
Region, from 6.7 million in 2000 to 8.5 million in 2012, and in the Western Pacific
Region, from 8.6 million to 10.9 million (see Fig. 1.1). While the annual number
of deaths due to infectious disease is projected to decline, the total annual number
of NCD deaths is projected to increase to 52 million by 2030 (2,3).

The leading causes of NCD deaths in 2012 were: cardiovascular diseases
(17.5 million deaths, or 46.2% of NCD deaths), cancers (8.2 million, or 21.7% of
NCD deaths), respiratory diseases, including asthma and chronic obstructive
pulmonary disease (4.0 million, or 10.7% of NCD deaths) and diabetes (1.5 mil-
lion, or 4% of NCD deaths). Thus, these four major NCDs were responsible for
82% of NCD deaths.

Fig. 1.1 Total NCD deaths, by WHO region, comparable estimates, 2012
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Age -standardized NCD death rates by WHO
regions are shown in Fig. 1.2. Age-standardized
death rates reflect the risk of dying from NCDs,
regardless of the total population size or whether
the average age in the population is high or low.
In 2012, the age-standardized NCD death rate was
539 per 100000 population globally. The rate was
lowest in high-income countries (397 per 100000)
and highest in low-income countries (625 per
100000) and lower-middle-income countries (673
per 100000). Regionally, age-standardized death
rates for NCDs ranged from 438 per 100000 in
the WHO Region of the Americas to over 650 per
100000 in the WHO African, South-East Asia and
Eastern Mediterranean Regions.

Premature death is a major consideration when
evaluating the impact of NCDs on a given popu-
lation, with approximately 42% of all NCD deaths
occurring before the age of 70 years in 2012. This
represents 16 million deaths - an increase from 2000
when there were 14.6 million NCD deaths before the
age of 70 years. The majority of premature deaths
(82%), are in low- and middle-income countries. In
low- and middle-income countries, a higher propor-
tion (48%) of all NCD deaths are estimated to occur
in people under the age of 70 years, compared with
high-income countries (28%). Fig. 1.3 shows the
proportion of NCD deaths by cause in 2012 among
people under the age of 70 years. Cardiovascular
diseases were responsible for the largest proportion
of NCD deaths under the age of 70 years (37%),
followed by cancers (27%), and chronic respiratory
diseases (8%). Diabetes was responsible for 4% and
other NCDs were responsible for approximately 24%
of NCD deaths under the age of 70 years.

Monitoring premature
mortality from
noncommunicable diseases
The premature mortality target is, a 25% reduction
in overall mortality from cardiovascular diseases,
cancer, diabetes or chronic respiratory diseases by
2025 (referred to as “25x25”). The probability of

dying between the ages of 30 and 70 years from
these four diseases, is the indicator in the global

10

Fig. 1.2 Age-standardized NCD death rates (per 100 000
population), all ages, by WHO region, comparable

estimates, 2012 (7)
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monitoring framework that monitors progress in
attaining this target by 2025 (4) (see Annex 1).

The probability of dying from one of the four
main NCDs between ages 30 and 70 by WHO
region in shown in Fig. 1.4. The probability of dying
from one of the four main NCDs between ages 30
and 70 by country is shown in Fig. 1.5a and Fig.
1.5b. In 2012, a 30-year-old individual had a 19%
chance of dying from one of the four main NCDs
before his or her 70" birthday. This represents an
improvement over 2000, when the same 30-year-
old individual would have had a 23% chance of
dying from these diseases. This probability varied
by region, from 15% in the Region of the Americas
to 25% in the South-East Asia Region (see Fig. 1.4),
and by country, from greater than 30% in seven
low- and middle-income countries to less than 10%
in seven countries (Australia, Israel, Italy, Japan,
Republic of Korea, Sweden and Switzerland) (see
Fig. 1.5a and Fig. 1.5b).

Over three quarters of deaths from cardiovascu-
lar disease and diabetes, and nearly 90% of deaths
from chronic respiratory diseases, occur in low- and
middle-income countries. More than two thirds of
all cancer deaths occur in low- and middle-income
countries (see Fig. 1.6) (6). Lung, breast, colorectal,
stomach and liver cancers together cause more than
half of cancer deaths. In high-income countries, the
leading cause of cancer deaths among both men

Chapter 1. Global target 1

Fig. 1.4 Probability of dying from one of the four main
noncommunicable diseases between the ages of 30 and
70 years, by WHO region, comparable estimates, 2012
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Fig. 1.5b Probability of dying from the four main noncommunicable diseases between the ages of 30 and 70 years (%),
by individual country, and World Bank income group, comparable estimates, 2012
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and women is lung cancer, followed by breast can-
cer among women and colorectal cancers among
men. In low- and middle-income countries, cancer
levels vary according to the prevailing underlying
risks, with cervical cancer, liver cancer and stom-
ach cancer all causing a larger proportion of cancer
deaths than in high-income countries. In sub-Sa-
haran Africa, for instance, cervical cancer remains
the leading cause of cancer death among women.
Population growth and improved longevity are
leading to increasing numbers and proportions of
older people in many parts of the world. As pop-
ulations age, annual NCD deaths are projected to
rise substantially to 52 million in 2030 (3). Annual
cardiovascular disease mortality is projected to
increase from 17.5 million in 2012 to 22.2 million
in 2030, and annual cancer deaths from 8.2 million
to 12.6 million. These increases will occur despite
projected decreases in NCD death rates.

Key barriers to
attaining this target

Key barriers to attaining this target include, the lack
of a well-functioning civil/vital registration system
for monitoring, weak health system infrastructure
and inadequate funding for prevention and control
of NCDs.

o
o
o © °

Civil registration coverage (%)

The designations employed and the presentation of the material in
this publication do not imply the expression of any opinion
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Status of civil/vital registration systems

A vital registration system that records deaths with
sufficient completeness is required to allow estima-
tion of all-cause death rates. Results of the 2013
global survey on assessment of national capacity
indicate that 19% of countries (n=178) do not have
a system in place for reporting cause-specific mor-
tality in their national health information systems
(5). Across income groups, 98% of high-income and
92% of upper-middle-income countries reported
having a system for reporting cause-specific

Fig. 1.6 Global cancer mortality, by World Bank
income group, 2012 (crude mortality rate per 100000
population) (6)
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mortality, while 70% of lower-middle-income
countries and only 45% of low-income countries
indicated such capacity. Across WHO regions, a
system for generating cause-specific mortality was
reported in all countries in the European Region.
In all other regions, some of the countries did not
have such a system. Seventy four per cent (74%) of
countries indicated that cause of death was certified
by a medical practitioner. While 77% of countries
indicated that hospital-based deaths were included
in the reporting registration system, only 72% of
countries reported that their registration system
also included deaths occurring outside medical
facilities.

In all, 119 Member States (61%) have reported
cause-of-death information to WHO since 2000,
and only 97 Member States (50%) report their data
regularly (8). Only 34 countries - representing 15%
of the world’s population - produce high-quality
cause-of-death data, meaning that more than 90%
of deaths are registered and fewer than 10% of
deaths are coded to ill-defined signs and symptoms
(9). As shown in Fig. 1.7, civil registration coverage
is less than 50% in many low- and middle-income
countries.

Chapter 1. Global target 1

Status of health system infrastructure and
funding for noncommunicable diseases

According to the results of the 2013 NCD country
capacity assessment survey, some 94% of 178 coun-
tries had a unit, branch, division or department
with responsibility for NCDs within the ministry
of health or equivalent (5). In all, 80% of countries
had at least one full-time staff member working
on NCDs; thus, 14% of countries have a unit for
NCDs in their health ministry but no full-time staff
member dedicated to NCDs.

Results showed that 84% of countries reported
having funding available for early detection and
screening for NCDs, while 89% of countries
reported that funding was available for providing
health care for NCDs, as well as for primary pre-
vention and health promotion. Funding for sur-
veillance, monitoring and evaluation was reported
by a comparatively lower proportion of countries
(74%), and was particularly low in the African
Region (49%) and Eastern Mediterranean Region
(48%) (see Fig. 1.8). Across all countries, only 74%
reported having funding for capacity-building, and
the availability of funding for rehabilitation services
was also moderately low across all regions, with

Fig. 1.8 Percentage of countries with funding for NCD activities, by function, 2013, by WHO region and by World Bank

income group (5)
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only 64% of countries surveyed having funding.
Overall, 6% of countries (i.e. 10 countries) reported
no funding stream for NCD activities. There was
a significant lack of funding available for NCD
activities in low-income countries (18% reported no
funding) versus the lower-middle-income (7%) and
upper-middle-income and high-income countries
(2%). Major sources of funding included govern-
ment revenues (90%), international donors (64%),
health insurance (54%) and earmarked taxes on
alcohol and tobacco (32%).

Low-income countries reported receiving less
funding for NCD activities from all sources: 66%
of low-income countries received government rev-
enues, compared to more than 90% of countries in
other income groups. Similarly, although 28% of
low-income countries received funds from health
insurance, this still remains markedly lower than
in countries in other income groups. Use of ear-
marked taxes to fund NCD activities was reported
by 32% of countries.

A comparison of the 172 countries that responded
to questions about funding in capacity assessment
surveys, conducted in both 2010 (10) and 2013 (5),
reveals an improvement since 2010. There was an

increase in the percentage of low-income countries
receiving funds from international donors in 2013
(75%) relative to 2010, when the figure was 57%.
Similarly, there was an increase in the percentage
of countries that reported using earmarked taxes
to fund NCD activities (20% in 2010 versus 32% in
2013). The percentage of countries using earmarked
funds has increased across all regions except Africa.
Various fiscal interventions could be used to raise
funds for prevention and control of NCDs. Results
of the 2013 NCD country capacity assessment sur-
vey (5), show that there is room for improvement
(see Fig 1.9). Only about one third of countries had
fiscal interventions to raise funds for health. Taxes
on tobacco and alcohol were reported by 85% and
76% of countries respectively. Only 11% of countries
reported taxation on food with high sugar content,
and non-alcoholic beverages, and only 3% reported
taxation on high-fat foods. Only in 39% of coun-
tries were such policies and interventions intended
to raise general revenues. In 34% of countries, they
were intended to influence health behaviour. In a few
countries, fiscal interventions were intended to raise
funds for health, and most of these (5 of the 11 coun-
tries) were in the lower-middle-income grouping.

Fig. 1.9 Fiscal interventions to address NCD risk factors, 2013, by WHO region and by World Bank income group.
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Actions required
to attain this target

The “25x25” target was based on analysis of
trends in the indicator over recent decades. The
experience of high-performing countries during
1980-2010 showed that very substantial declines
in NCD death rates can be achieved and that the
proposed target is achievable. Based on their past
performance, high-income countries may wish to
set a national target for reducing premature mor-
tality that is higher than the global target. Coun-
tries with good-quality cause-of-death data from
a complete registration system may also wish to
establish more detailed national targets for specific
NCDs.

All actions that are required to attain the other
eight targets discussed in chapters 2—9, will con-
tribute to the attainment of this target on prema-
ture mortality. The risk factor and mortality tar-
gets were chosen independently from one another,
largely based on experiences of countries that had
been successful in reducing any one of the corre-
sponding indicators (11). As policy attention and
resources are mobilized towards NCD prevention
and control, it is useful to know if selected risk
factor targets discussed in subsequent chapters,
if achieved, would contribute towards reducing
NCD mortality, to achieve the “25x25” target (12).
A modelling analysis has been done to answer this
important question (13). The results show that,
achieving six targets (tobacco, harmful use of
alcohol, salt, raised blood pressure, raised blood
glucose and obesity) by 2025 together, will reduce
premature mortality from the four main NCDs to
levels that are close to the 25 x 25 target ( 22% in
men and 19% in women).

The multifaceted nature of the drivers, causes
and determinants of NCDs requires implemen-
tation of comprehensive multisectoral policies to
reduce premature mortality from NCDs (see Chap-
ter 10).

The following 10 key actions will be critical in
dismantling barriers and paving the way to attain
this target:

10.

Chapter 1. Global target 1

Obtain explicit high-level/head-of-state com-
mitment, establish/strengthen the NCD unit in
the ministry of health, and ensure that NCDs
are accorded due consideration in national stra-
tegic health planning.

Develop a national multisectoral plan, as out-
lined in Chapter 10, taking into account the
WHO Global NCD Action Plan 2013-2020 (14)
and regional frameworks and action plans.

Establish a high-level interministerial platform/
commission to facilitate and endorse multisec-
toral collaboration for prevention and control
of NCDs.

Set national NCD targets, consistent with
the nine global targets, covering risk factors,
national systems performance, and mortality,
based on national situations.

Strengthen national surveillance systems for
NCDs, including vital registration that is capa-
ble of reporting cause of death, cancer registries,
and risk factor surveillance, and ensure these
are integrated into national health information
systems, to enable regular reporting/auditing/
benchmarking and monitoring of progress.

Define, finance, prioritize and take to scale the
implementation of very cost-effective interven-
tions (see Box 1.1).

Strengthen the health system at all levels, with
emphasis on primary care, and define and
finance a national set of NCD interventions/
services for health promotion/prevention and
curative, rehabilitative and palliative care, to
achieve universal health coverage dynamically
and incrementally.

Protect the implementation of public health
policies for NCD prevention and control from
interference by vested interests, through com-
prehensive legislation and enforcement of
national laws and regulations.

Strengthen training of the health workforce and
the scientific basis for decision-making, through
partnerships and NCD-related research.

Mobilize and track domestic and exter-
nal resources for NCD prevention and

17
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Box 1.1 WHO “best buys” — (very cost-effective interventions that are also high-impact
and feasible for implementation even in resource-constrained settings) (74-16)

Tobacco

= Reduce affordability of tobacco products by increasing tobacco excise taxes
= Create by law completely smoke-free environments in all indoor workplaces, public places and public transport
= Warn people of the dangers of tobacco and tobacco smoke through effective health warnings and mass media

campaigns

= Ban all forms of tobacco advertising, promotion and sponsorship

Harmful use of alcohol

= Regulate commercial and public availability of alcohol

= Restrict or ban alcohol advertising and promotions

= Use pricing policies such as excise tax increases on alcoholic beverages

Diet and physical activity
= Reduce salt intake
Replace trans fats with unsaturated fats

|
= Implement public awareness programmes on diet and physical activity
|

Promote and protect breastfeeding

Cardiovascular disease and diabetes

= Drug therapy (including glycaemic control for diabetes mellitus and control of hypertension using a total risk
approach) and counselling to individuals who have had a heart attack or stroke and to persons with high risk
(= 30%) of a fatal and nonfatal cardiovascular event in the next 10 years

= Acetylsalicylic acid (aspirin) for acute myocardial infarction

Cancer

= Prevention of liver cancer through hepatitis Bimmunization
= Prevention of cervical cancer through screening (visual inspection with acetic acid [VIA] linked with timely

treatment of pre-cancerous lesions)

control, including through innovative financing
mechanisms.

A range of policies will be required to strengthen
the implementation capacity of countries to attain
the voluntary global targets. They are summarized
in the Global NCD Action Plan (14). A combination
of population-wide and individual interventions
need to be selected and implemented, based on
the availability of resources (14-16). The selection
should be guided by impact, feasibility of implemen-
tation, cost-effectiveness and affordability. Com-
plementing population-wide interventions with
individual interventions is essential, since high-
risk individuals will not be adequately protected
by the population-level interventions. Although

18

individual interventions can have relatively high
costs compared to population-wide interventions,
the investment in at least the limited set of “best
buys” that are recommended in this report can yield
a good return.

The average annual cost of implementing the
very cost-effective interventions (“best buys”, see
Box 1.1) is estimated be US$ 11.2 billion (15). On
the other hand, the cumulative economic losses
due to NCDs in low- and middle-income countries
between 2011-2025 under a “business as usual”
scenario have been estimated to be a staggering 7
trillion (17). The cost of taking action amounts to
an annual investment of under US$ 1 per capita
in low-income countries, US$ 1.50 per capita in



lower-middle-income countries and US$ 3 per cap-
ita in upper-middle-income countries. Expressed as
a proportion of current health spending, the cost
of implementing such a package amounts to 4% in
low-income countries, 2% in lower-middle-income
countries and less than 1% in upper-middle-income
countries (15).

In all countries, an increase in investment in
NCD prevention and control will be necessary to
attain this target. Strengthening surveillance sys-
tems, including vital registration, plus multisectoral
engagement, population-wide prevention policies,
proactive case-finding, and strengthening of health
systems with a special focus on primary health care
are important goals for all countries. Countries with
good economic growth, sound governance, strong
NCD policies and health institutions, could achieve
the “25x25” target, by scaling up their expenditures
on cost-effective programmes in proportion to cur-
rent allocations. All resource-constrained settings
could give priority to targeting additional govern-
ment spending on very cost-effective high-impact
interventions (14,15).

Low- and middle-income countries that spend
less than what they can afford on health need
to explore means of mobilizing more domestic
resources for health from general revenues and
social insurance contributions (18). In low-income
countries, simply increasing health spending along
the lines of past expenditure patterns may not be
adequate, because the amounts required to address
NCDs, in addition to other health priorities such
as communicable diseases and maternal and child
health, may be beyond any realistic expectation
of the financial resources these countries will be
able to generate. Development agencies and inter-
national partners have a distinct role to play in
supporting these countries.

Chapter 1. Global target 1
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There is a causal relationship between harmful use of alcohol
and the morbidity and mortality associated with cardiovascular
diseases, cancers and liver diseases.

In 2012, an estimated 3.3 million deaths, or 5.9 % of all deaths
worldwide, were attributable to alcohol consumption. More than
half of these deaths resulted from NCDs.

Implementing very cost-effective population-based policy options
— such as the use of taxation to regulate demand for alcoholic
beverages, restriction of availability of alcoholic beverages, and
bans or comprehensive restrictions on alcohol advertising — are
key to reducing the harmful use of alcohol and attaining this
target.

Health professionals have an important role to play in reducing
the harmful use of alcohol, by identifying hazardous and harmful
drinking or alcohol dependence in their patients and by providing
brief interventions and treatment as appropriate.



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

Harmful use of alcohol and its impact on health

Harmful use of alcohol is associated with a risk of developing noncommunicable
diseases, mental and behavioural disorders, including alcohol dependence, as well as
unintentional and intentional injuries, including those due to road traffic accidents
and violence. There is also a causal relationship between harmful use of alcohol
and incidence of infectious diseases such as tuberculosis. Alcohol consumption
by an expectant mother may cause fetal alcohol syndrome and pre-term birth
complications.

In 2012 it was estimated that 3.3 million deaths, or 5.9% of all deaths world-
wide, were attributable to alcohol consumption. More than half of these deaths
resulted from NCDs - chiefly cardiovascular diseases and diabetes (33.4%), cancers
(12.5%) and gastrointestinal diseases, including liver cirrhosis (16.2%). An estimated
5.1% of the global burden of disease —as measured in disability-adjusted life-years
(DALYs) - is attributed to alcohol consumption. Cardiovascular diseases, cancers
and gastrointestinal diseases (largely due to liver cirrhosis) are responsible for more
than one third (37.7%) of this burden ().

Fig. 2.1 Total (recorded and unrecorded) alcohol consumption per capita (aged 15 years and over), in litres of pure
alcohol within a calendar year, by WHO region, projected estimates for 2012
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Fig. 2.2 Total (recorded and unrecorded) alcohol consumption per capita (aged 15 years and over) within a calendar
year, in litres of pure alcohol, by individual country, and World Bank income groups, projected estimates for 2012
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There is a direct link between high levels of
alcohol consumption and the risk of cancers of the
mouth, nasopharynx, oropharynx, larynx, oesoph-
agus, colon, rectum, liver and female breast (2). At
high levels, alcohol consumption is associated with
exponentially increasing risk of liver cirrhosis and
pancreatitis (3,4).

The relationship between alcohol consumption
and ischaemic heart and cerebrovascular diseases is
complex. Alcohol use is associated with the risk of
hypertensive disease, atrial fibrillation and haem-
orrhagic stroke, yet, on the other hand, lower levels,

and particular patterns, of alcohol consumption in
some populations may lower the risk of ischaemic
heart disease and ischaemic stroke and associated
mortality. However, controversy remains on the
potential beneficial effect of low alcohol intake on
cardiovascular diseases. Furthermore, beneficial
effects of lower levels of alcohol consumption, if
any, tend to disappear if the patterns of drinking
are characterized by heavy episodic drinking (5),
which is highly prevalent in many countries and
population groups (1,6).

Table 2.1 Total alcohol consumption per capita (in litres of pure alcohol) and prevalence of heavy episodic drinking
(%) in the total population aged 15 years and over, and among drinkers aged 15 years and over, by WHO region and
the world, 2010

Among all (15+ years) Among drinkers only (15+ years)

Prevalence of heavy Prevalence of heavy

Per capita episodic drinking Per capita episodic drinking
WHO region consumption (%) consumption (%)
African Region 6.0 5.7 19.5 16.4
Region of the Americas 8.4 13.7 13.6 22.0
South-East Asia Region 34 1.6 23.1 12.4
European Region 10.9 16.5 16.8 229
Eastern Mediterranean Region 0.7 0.1 1.3 1.6
Western Pacific Region 6.8 7.7 15.0 16.4
World 6.2 75 17.2 16.0

Fig. 2.3 Total alcohol consumption per capita, 2010 (in litres of pure alcohol) in the total population aged 15 years and
over by WHO region and World Bank income groups

12

10

(o¢]

~

Litres of pure alcohol per capita
(@)

N

AMR  SEAR  EUR Low- Lower- Upper- High-
income middle- middle-  income
income income

AFR=African Region, AMR=Region of the Americas, SEAR =South-East Asia Region, EUR=European Region, EMR=Eastern Mediterranean Region,
WPR=Western Pacific Region
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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). Although alcohol
consumption is deeply embedded in the cultures of
many societies, WHO estimates for 2010 showed
that 48% of the global adult population had never
consumed alcoholic beverages and 62% of the pop-
ulation aged 15 years and older had not consumed
alcohol during the previous 12 months. The high-
est levels of alcohol consumption were found in
middle- and high-income countries of the WHO
European Region and the Region of the Americas
(see Fig. 2.1), while the lowest levels were observed
in the Eastern Mediterranean and South-East Asia

Chapter 2. Global target 2

Regions (see Table 2.1). Projected estimates of total
(recorded and unrecorded) alcohol consumption
per capita (aged 15 years and over) for 2012, by
country is shown in Fig 2.2. There is a wide varia-
tion in total alcohol consumption between different
countries. Prevalence of heavy episodic drinking in
past 30 days, is shown in Fig. 2.4. The prevalence
of heavy episodic drinking is associated with the
overall levels of alcohol consumption and is high-
est in the European Region and the Region of the
Americas (see Table 2.2, Fig. 2.3) ().

In general, the greater the economic wealth of
a country, the more alcohol is consumed and the
smaller the number of abstainers is (see Table 2.2).

Table 2.2 Total alcohol per capita consumption, prevalence (%) of current drinkers, and prevalence of heavy episodic
drinking among current drinkers, in the total population aged 15 years and over, by World Bank income group and the

world, 2010

Per capita

Income group consumption

Low-income 3.1
Lower middle-income 4.1
Upper middle-income 73
High-income 9.6
World 6.2

o
[}
o © °

Heavy episodic drinking past 30 days (%)

[ ]<2s M =0
25-49 [ Datanotavailable
[ 599 [T Notapplicable

Prevalence of
current drinkers

Prevalence of heavy
episodic drinking among

(%) drinkers (%)
183 11.6
19.6 12.5
45.0 17.2
69.5 223
383 16.0

25 World Health
Organization

WHO 2014, All rights reserved.

The designations employed and the presentation of the material in  Data Source: World Health Organization v
this publication do not imply the expression of any opinion
whatsoever on the part of the World Health Organization concerning \yorid Health Organization
the legal status of any country, territory, city or area or of its

authorities, or concerning the delimitation of its frontiers or 0

Map Production: Health Statistics and Information Systems (HSI)
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boundaries. Dotted and dashed lines on maps represent approximate
border lines for which there may not yet be full agreement.
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What are the cost-
effective policies and
interventions for reducing
harmful use of alcohol?

WHO’s Global strategy to reduce the harmful use of

alcohol highlights 10 policy areas for multisectoral

national action to protect the health of populations

and reduce the alcohol-attributable disease burden

(7). They include:

m leadership, awareness and commitment;

m health services response;

® community action;

» drink-driving policies and countermeasures;

m availability of alcohol;

= marketing of alcoholic beverages;

m pricing policies;

m reducing the negative consequences of
drink-driving and alcohol intoxication;

m reducing the public health impact of illicit alco-
hol and informally-produced alcohol;

= monitoring and surveillance.

These areas for action are also outlined in the
Global NCD Action Plan (8).

Some interventions for reducing harmful use of
alcohol are very cost-effective, or “best buys” (see
Box 1.1). When implemented in health services,
individual actions such as screening and brief
interventions for hazardous and harmful drink-
ing, and treatment of alcohol dependence, are also
effective in reducing the harmful use of alcohol.
Such interventions have a good cost-effectiveness
profile, although their implementation requires
more resources than those for population-based
measures (6,9-12). Health professionals play an
important role in reducing the harmful use of
alcohol, by assessing and monitoring levels and
patterns of alcohol consumption in patients and
by intervening with brief interventions, counselling
and pharmacotherapy - as appropriate - in cases
where hazardous and harmful drinking or alcohol
dependence are identified (8,13,14).

28

Monitoring harmful
use of alcohol

The three indicators of the global monitoring
framework (see Annex 1), for monitoring progress
towards attaining this target are:

m total (recorded and unrecorded) alcohol con-
sumption per capita (aged 15 years and over)
within a calendar year, in litres of pure alcohol,
as appropriate within the national context;

m age-standardized prevalence of heavy episodic
drinking among adolescents and adults, as appro-
priate within the national context; heavy episodic
drinking among adults is defined as consumption
of at least 60 g or more of pure alcohol on at least
one occasion in the previous 30 days;

m alcohol-related morbidity and mortality among
adolescents and adults, as appropriate within the
national context.

Member States may choose to report against
the indicator most appropriate to their national
circumstances, or against all three indicators if
possible. However, total per capita consumption is
one of the most reliable indicators of alcohol expo-
sure and is recommended for monitoring progress
in reducing the harmful use of alcohol at popu-
lation level. Effective monitoring of trends in the
prevalence of heavy episodic drinking requires a
well-developed system for surveillance of alcohol
consumption in populations. Shortcomings seen in
a number of surveys — such as poor representation
of the whole population, under-representation of
heavy drinkers in survey samples, use of different
indicators and data-collection instruments, and
underreporting of alcohol consumption, partic-
ularly in societies with stigmatization and social
disapproval of drinking — must be minimized.
There are significant challenges in measuring and
reporting alcohol-related morbidity and mortality,
since reporting on these indicators is significantly
influenced by the organization and functioning of
the health system. Nevertheless, these indicators
can be used for monitoring purposes in well-devel-
oped and relatively stable health systems.
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Mongolia’s revised law on alcohol prevention and control in-
cludes essential strategies for reducing alcohol-related harm
- such as a total ban on alcohol advertising, legislation on the
population-density requirement for alcohol sales outlets, in-
creased liability of businesses selling alcohol, and strengthe-
ned administrative and deterrence systems for infringements
and violations. The law aims to bridge the gaps between re-
gulation and implementation that were observed in the past
and to improve coordination of alcohol-related strategies and
programmes, by strengthening cooperation between different
levels of government and other stakeholders.

Mongolia set up a national network of 80 governmental and

Sources: see references (17).

nongovernmental organizations, to increase public awareness, formulate policies and establish a legal environment
to reduce the consequences of alcohol use and strengthen implementation of the law.

Progress achieved

Since the Global strategy to reduce the harmful use
of alcohol (7) was endorsed by the World Health
Assembly in 2010, growing numbers of countries
have developed or reformulated their national alco-
hol policies and action plans. Of 76 countries with
a written national policy on alcohol, 52 have taken
steps to operationalize it (15). Higher minimum legal
drinking ages, controls over alcohol sales, fewer out-
lets (including reduced density of outlets), and limited
hours and days of sale reduce both alcohol sales and
consumption (16). Some 160 WHO Member States
have regulations on age limits for sale of alcoholic
beverages, with 18 years as the most frequent age
limit for all beverage types and 20-21 years in some
countries (e.g. Iceland, Indonesia, Japan, Sweden, the
United States of America (USA) (1).

A total ban on advertising alcoholic beverages
has been considered by the Government of South
Africa, as a necessary measure to reduce the burden
attributable to alcohol. Efforts of the Government
of the Russian Federation to curb the high level of
alcohol consumption include strengthening regu-
lations on availability and marketing of alcoholic
beverages, including beer; enforcing drink-driving
measures; and increasing the minimum retail price
for the most common spirit. A new alcohol strategy
introduced in the United Kingdom of Great Britain

and Northern Ireland (UK) in 2012 promotes coor-
dinated actions across different government sectors
and prioritizes measures with proven effectiveness
in reducing alcohol-related harm. Mongolia has
established a national network to strengthen the
legal environment for prevention and control of
alcohol (see Box 2.1) (I).

Actions required
to attain this target

Evidence on the effectiveness and cost-eftective-
ness of policy options to reduce the harmful use
of alcohol strongly indicates that countries should
prioritize, according to their national contexts, the
following action areas:

pricing policies;

availability of alcohol;

» marketing of alcoholic beverages;

the response of health services;

drink-driving policies and countermeasures.

The successful implementation by governments
of population-based interventions to reduce harmful
use of alcohol depends on sustained political com-
mitment and societal support. Effective communica-
tion measures are needed to support alcohol-control
measures that may restrict individuals’ choices and
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reduce the economic benefits for enterprises involved
in alcohol production and sale (4-7).

Labelling on alcoholic drinks may help consum-
ers to estimate their alcohol content and potentially
choose a drink with less alcohol. Nevertheless, a
study in Australia supports the view that standard
labelling of drinks, without other changes to packag-
ing and marketing, may serve to help young people
choose the strongest drink for the lowest cost (18).

Health warnings have been introduced to
inform consumers about the risks associated with
drinking alcohol and to stimulate reduced con-
sumption. However, international experience shows
that health warnings that are poorly visible or have
generic messages have a weak impact on drinking
behaviour (19). More recent studies recommend
direct, more visible and pictorial health warnings,
with due consideration of plain packaging for alco-
hol products, in order to influence recall, percep-
tions and behaviours (20).

Models of a range of fiscal policy scenarios from
a number of countries have indicated the high cost
effectiveness of taxation and pricing policies in reduc-
ing hazardous drinking and alcohol-attributable
mortality, as well as in raising revenue (6,9,21,22).
Setting a minimum price per unit for alcohol in retail
sales can complement taxation measures and result
in health benefits, as demonstrated in a statistical
model for England (21), and as supported by the
impact on alcohol consumption in one province of
Canada (22). A total of 154 WHO Member States
have some form of excise tax on beer, wine or spirits,
but the effectiveness of these measures in protecting
population health depends on their scale and their
impact on the demand for alcoholic beverages.

Drink-driving measures, such as random
breath-testing and setting and enforcing low limits
(0.02—-0.05%) for blood-alcohol concentration are
effective in reducing not only road traffic injuries
but also alcohol consumption by drivers. Thus,
these measures have potential to improve popula-
tion health outcomes associated with NCDs.
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. Key points

4 )

B Regular physical activity - at least 150 minutes of moderate-
intensity physical activity per week for adults - reduces the risk of
cardiovascular disease, diabetes, cancer and all-cause mortality.

®m Children and young people aged 5-17 years should accumulate
at least 60 minutes of physical activity of moderate to vigorous
intensity daily, in order to maintain and improve lung and heart
condition, muscular fitness, bone health, cardiovascular and
metabolic health biomarkers and mental health.

B Globally, in 2010, 20% of adult men and 27% of adult women did
not meet WHO recommendations on physical activity for health.
Amongst adolescents, aged 11-17 years, 78% of boys and 84% of
girls did not meet these recommendations.

® Under the leadership of the health ministries, strategies to
improve physical activity should be developed and implemented
through multiple sectors, in order to create an enabling
environment for active living.

B Supportive built environment, multicomponent programs
including mass media campaigns and use of settings are key to
achieving this target.

m The attainment of this target will contribute to attainment of
targets on reducing the prevalence of hypertension, on a 0%
increase in diabetes and obesity and, ultimately, on reducing
premature mortality from NCDs.




Global target 3: A 10% relative reduction in

prevalence of insufficient physical activity

Insufficient physical activity
and its impact on health

Insufhicient physical activity is one of the 10 leading risk factors for global mortality,
causing some 3.2 million deaths each year (I). In 2010, insufficient physical activity
caused 69.3 million DALYs - 2.8% of the total - globally (1).

Adults who are insufficiently physically active have a 20-30% increased risk
of all-cause mortality compared to those who do at least 150 minutes of moder-
ate-intensity physical activity per week, or equivalent, as recommended by WHO
(2). Regular physical activity reduces the risk of ischaemic heart disease, stroke,
diabetes and breast and colon cancer. Additionally, regular physical activity is a
key determinant of energy expenditure and is therefore fundamental to energy
balance, weight control and prevention of obesity (2).

The prevalence of insufficient physical activity in men and women aged 18 years
and over in different parts of the world is shown in Figs. 3.1 and 3.2 respectively.

Fig. 3.1 Age standardized prevalence of insufficient physical activity in men aged 18 years and over, comparable

estimates, 2010
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Fig. 3.2 Age standardized prevalence of insufficient physical activity in women aged 18 years and over, comparable

estimates, 2010
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In 2010, 23% of adults aged 18 years and over were
insufficiently physically active - i.e. they had less
than 150 minutes of moderate-intensity physical
activity per week, or equivalent (2)."! Women were
less active than men, with 27% of women and 20% of
men not reaching the recommended level of activity.

Overall, older people were less active than
younger people: 19% of the youngest age group did
not meet the recommended level, compared to 55%
of the oldest age group. However, young women
were slightly less active than middle-aged women.

The WHO Eastern Mediterranean Region (31%)
and Region of the Americas (32%) had the highest
prevalence of insufficient physical activity, while the
prevalence was lowest in the South-East Asia (15%)
and African (21%) Regions. Across all regions,
women were less active than men, with differences
in prevalence between men and women of 10% and
greater in the Eastern Mediterranean Region and
the Region of the Americas (see Fig. 3.3).

1. The definition of “insufficient physical activity” differs from
that used in the Global status report on noncommunicable di-
seases 2010 (3). The previous definition was “less than five times
30 minutes of moderate activity per week, or less than three
times 20 minutes of vigorous activity per week, or equivalent”.
The new definition reflects new evidence on the recommended
amount of physical activity for health.
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Insufficient physical activity in adults increased
according to the level of country income (see
Fig.3.5). The prevalence in high-income countries
(33%) was about double that in low-income coun-
tries (17%). Nearly 28% of women from upper-mid-
dle-income countries and 38% in high-income
countries did not reach WHO’s recommended level
of physical activity.

The higher levels of activity in low-income and
lower-middle-income countries may be explained by
high levels of occupational and transport activity
in these countries (4). In addition to rising income
levels, factors such as increased ownership and use
of vehicles, different occupation types, urbanization
and industrialization seem to be important determi-
nants of levels and patterns of physical activity (5,6).

Insufficient physical activity
among adolescents

Compared to their inactive peers, children and
adolescents doing at least 60 minutes of physical
activity of moderate to vigorous intensity daily have
higher levels of cardiorespiratory fitness, muscular
endurance and strength. Documented health ben-
efits of regular physical activity among young peo-
ple also include reduced body fat, more favourable
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Figure 3.3 Age-standardized prevalence of insufficient physical activity in adults aged 18 years and over, by WHO
region and World Bank income group, men and women, comparable estimates, 2010
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cardiovascular and metabolic disease risk profiles,
enhanced bone health, and reduced symptoms of
anxiety and depression (2).

Globally, 81% of adolescents aged 11-17 years
were insufficiently physically active in 2010 - i.e.
they had less than the 60 minutes of moder-
ate-to-vigorous daily physical activity, as recom-
mended by WHO. Adolescent girls were less active

than adolescent boys, (see Fig. 3.4, 3.6 and 3.7) with
84% versus 78% not meeting WHO recommenda-
tions. Estimates of physical activity of adolescents,
are for school going adolescents due to lack of data
on adolescents in the general population in most
countries.

As with adults, adolescents from the WHO
South-East Asia Region showed by far the lowest

Figure 3.4 Global prevalence of insufficient physical activity for school going adolescent boys aged 11-17 years,

comparable estimates, 2010

o ° o

o .

o © N N
2 AN
(a3, World Health
&89 Organization

Prevalence of insufficient physical activity (%)* T 0 2014, Al ights resrved, gy
The designations employed and the presentation of the material in o o
l:l 60-79.9 - >90 this publication do not imply the expression of any opinion Data Source: World Health Organization
- - whatsoever on the part of the World Health Organization concerning  Map Production: Health Statistics and Information Systems (HSI)
l:l 80-84.9 l:l Data not available the legal status of any country, territory, city or area or of its World Health Organization
: authorities, or concerning the delimitation of its frontiers or 850 1700 3400 kilometers
- 85-89.9 - Not appﬁcable boundaries. Dotted and dashed lines on maps represent approximate

* Less than 60 minutes of physical activity per day.

border lines for which there may not yet be full agreement.

35



Global status report on NCDs 2014

Figure 3.5 Age-standardized prevalence of insufficient physical activity in adults aged 18 years and over (%),
by individual country and World Bank income group, comparable estimates, 2010
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Figure 3.6 Global prevalence of insufficient physical activity for school going adolescent girls aged 11-17 years,

comparable estimates, 2010
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prevalence of insufficient physical activity (74%).
Levels of insufficient physical activity were highest
in the Eastern Mediterranean Region, the African
Region and the Western Pacific Region (88%, 85%
and 85% respectively). Adolescent girls were less
active than adolescent boys in all WHO regions
(see Fig. 3.7).

There was no clear pattern of insufficient physical
activity among adolescents across income groups;
the prevalence was highest in upper-middle-income
countries and lowest in lower-middle-income coun-
tries (see Fig. 3.7).

What are the cost-effective
policies and interventions
for reducing insufficient
physical activity?

Evidence shows that many effective interventions —
focusing on policy and environment, mass media,
school settings, workplaces, the community and
primary health care - can be implemented by pol-
icy-makers to increase people’s physical activity (7).
Across these categories, multicomponent interven-
tions adapted to local cultural and environmen-
tal contexts are the most successful (see Box 3.1).
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Interventions that use the existing social structures
and participation of all stakeholders reduce barriers
to implementation.

The physical or built environment plays an
important role in facilitating physical activity for
large portions of the population, by ensuring that
walking, cycling and other forms of non-motor-
ized transport are accessible and safe for all (8).
The physical environment also provides sports,
recreation and leisure facilities and ensures there
are adequate safe spaces for active living, for both
children and adults (9). Health messages on stairs
promote physical activity, while the use of stairs
decreases when no message is displayed. A recent
study showed that individual preferences and/or
the lack of effort required in using esca