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NCDs: Thee Big Four

 Cardiovascular Disea
 Cancer
 Diabetes
 Chronic Respiratory 
Diseases



Global deaths: Both sexes, all ages, 2017



SSA deaths: Both sexes, all ages, 2017



LMICs: 4 in 5 deaaths from NCDs



Projections 22016 - 2060
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Africa: Double Burden of Disease



Whhy?



Why==4 X 4
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Africa: Overburdenned Health Systems
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Global RResponse 

By 2030, reduce by o
third premature 
mortality from non‐
communicable disea
through preventionthrough prevention 
treatment and prom
mental health and wmental health and w
being
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Global Responsse - Stakeholders 



Global Respo

Th h f ‘d l tThe share of ‘development ass
NCDs has remained at 1–2%
36 billion) of the total since36 billion) of the total since

insufficient to attain the nine
Plan o

nse - Financing 

i t f h lth’ d di t d tsistance for health’ dedicated to 
% (US$ 492 million out of US$

e 2000 This level of funding ise 2000. This level of funding is 
e targets in WHO Global Action 
on NCDs.



Global Respo

From 2011 to 2025 it is estimat
50 trillion from the global ec
NCD i h iNCDs is very cheap in compa

Scaling up the ‘best buys’ from 
would cost Uwould cost U

nse - Financing 

ted that NCDs will drain over US$
conomy. Fortunately, preventing 

i i h h f i iarison with the costs of inaction. 
5% to 80% coverage in all LMIC
S$ 11 4 billionS$ 11.4 billion.
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Africa’s Response: S

New or revamped units/de
NCD i M H Stillor NCDs in MoHs: Still po

unded
Many small scale isolated 
esearch studies

Some attempts to include 
NCD indicators in HMISNCD indicators in HMIS
Health sector driven with l
MSAMSA

Sluggish and Disjointed

epts. 
loorly 

little 



Africa’s Response: S

Expansion of national health 
nsurance to cover some NCDnsurance to cover some NCD
Development of treatment 

id li d di i kguidelines and disease or risk
actor specific policies, progra

or action plansor action plans.
Some targeted laws and 
egulations e g SSB Tax in SAegulations e.g. SSB Tax in SA
ndustry interference.

Sluggish and Disjointed
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Africa’s Response: My subjective verdict



Africa’s Response

Our findings suggest that Africa is off track in achi
k d bl h l h ff dke sustained public health gains, more effort and 
ners and societies to implement these recommen
suit NCD advocacy with funding, African institutio
egional bodies such as West African Health Organegional bodies such as West African Health Organ

potentially play stronger roles in advocati

: An objective verdict

eving the NCDs indicators by the set deadlines. To
l d d fcommitment is urgently needed from governmen

ndations in a broader strategy. While donors need
ns such as The African Union (AU) and other sub‐
nization (WAHO) and various country offices couldnization (WAHO) and various country offices could
ng for more NCD policy efforts in Africa.”



Africa’s Response: WWhere we should focus



Africa’s Responsse: UHC case study
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International Develop

About us:
 Established by an act of Cana
 We fund research in developi

growth, reduce poverty, and d
change
O h d ffi i l t d i O Our head office is located in O
offices:
 LAC: Montevideo, Uruguay, g y
 SSA: Nairobi, Kenya
 MENA: Amman, Jordan
 SEA: New Delhi India SEA: New Delhi, India

ment Research Centre

ada’s parliament in 1970
ing countries to promote g
drive large-scale positive 

Ott C d 4 i lOttawa, Canada + 4 regional 



International Develop

Vision:
K l d i ti d l« Knowledge, innovation, and sol

people in the developing world »

IDRC realize this vision by working 
across its programming:
1. Invest in knowledge and innovat
2. Build the leaders for today and to
3. Be the partner of choice for great

ment Research Centre

ti t i th li futions to improve the lives of 

toward 3 strategic objectives 

ion for large-scale positive change;
omorrow;
ter impact.
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IDRC Prog
Food, Environme
A population health resea

Main focus on the prevention of 
chronic non-communicable diseases, 

with emphasis on healthier food Awith emphasis on healthier food 
systems and healthier diets

◦ food system/environment change 
(fiscal, policy, community)

A

•

Tobacco control
fi l & li

Preventable infectious 
diseases •

◦ fiscal & policy measures 
◦ sound economic rationale◦ vector-borne diseases

◦ helminths
◦Ebola ◦ Chagas 

gram:  FEH
ent, and Health 
arch program with 3 foci

A common binding goal of prevention by:A common, binding goal of prevention by:

• Addressing determinants of health and risk 
factors for disease through actions that are 
largely outside the control of the healthlargely outside the control of the health 
sector

• Changing the environment and 
circumstances in which people live tocircumstances in which people live to   
enable better health
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IDRC Prog

FEH funding commitmentFEH funding commitment

Food systems/environments tar
$NCDs: $19.3M.  28 projects

Tobacco control: $3.5M.  9 projep j

Other NCD prevention: $2M.  12

Infectious disease: $11.8M. 19 p

gram:  FEH

ts since 2015ts since 2015

rgeting the prevention of 

ects

2 projects

projects
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IDRC Program:  eexample of impact 
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IDRC Program:  e
EAST AFRI
 Rwanda
 Tanzania
 Uganda
 Kenya Kenya

example of impact 
CA
a

SOUTHERN AFRICA
 Botswana

a  Zambia
 Namibia



IDRC Program:  eexample of impact 
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IDRC Program:  e

WEST
 Sen
 Nig
 SierSier

example of impact 
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