












































Figure 27.

WHO Regions
Deaths in 2000 attributable to selected leading risk factors
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The proportion of deaths due to diet and physical inactivity related risk factors was highest in Europe, the Westem Pacific and South-
East Asia. In all regions blood pressure was the most important risk factor in this group followed by cholesterol.

Figure 28.
WHO Regions
Disease burden (DALYs) in 2000 attributable to selected leading risk factors
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Blood pressure is the leading risk factor for the disease burden within the group of diet and physical activity related risks in all WHO
regions, with the exception of the Americas, where overweight is the leading risk factor.



Figure 29.

World
Deaths in 2000 attributable to selected leading risk factors, by sex
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A comparison of global deaths in the year 2000 attributable to the 15 selected leading risk factors by sex shows a striking difference

between the male and female population in relation to tobacco and alcohol.

Figure 30.

World
DALYs, by broad cause group and by age, 2000
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The global disease burden (DALYs) grouped by broad cause and by age group shows that noncommunicable conditions and injuries
are responsible for more than half of the disease burden from the age of 5 years upwards. The two key causes in the age group 5-14
fears are injuries and neuropsychiatric conditions (see also figure 19.). The proportion of noncommunicable diseases increases rap-

\dly after the age group 5-14.
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Figure 31.

Distribution of causes of death in Africa, 2001
Total deaths: 10,644,000
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Figure 32.

Africa
Deaths in 2000 attributable to selected leading risk factors
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Figure 33.

Distribution of causes of death in Americas, 2001
Total deaths: 5,910,000
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Figure 34.

Americas
Deaths in 2000 attributable to selected leading risk factors
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Figure 35.

Distribution of causes of death in Eastern Mediterranean, 2001
Total deaths: 4,156,000
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Figure 36.

Eastern Mediterranean
Deaths in 2000 attributable to selected leading risk factors
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Figure 37.

Distribution of causes of death in Europe, 2001
Total deaths: 9,699,000
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Figure 38.

Europe
Deaths in 2000 attributable to selected leading risk factors
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Figure 39.

Distribution of causes of death in South-East Asia, 2001
Total deaths: 14,467,000
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Figure 40.

South-East Asia
Deaths in 2000 attributable to selected leading risk factors
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Figure 41.

Distribution of causes of death in Western Pacific, 2001
Total deaths: 11,636,000
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Figure 42.

Western Pacific
Deaths in 2000 attributable to selected leading risk factors
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Figure 43.

Burden of Neuropsychiatric Disorders Vs Budget
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Figure 44.
Poverty and prevalence of depression
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Itis often not realised that mental disorders are more prevalent among the poor. A number of methodically sound stud-
ies from developing as well as developed countries demonstrate that depression is 1.5 to 2 times more prevalent
among low income groups.



Figure 45.

Number of psychiatrists per 100 000 population
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Mental health services in most countries are grossly deficient to the needs. ATLAS data shows that many countries in
Africa and Asia have less than 1 psychiatrist per 100,000 population. Lack of timely treatment increases the disability
due to mental disorders.

Figure 46.

Cancer, Heart Disease & Depression
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Depression has significant influence on
treatment adherence (  Glazer etal, 2002)

There are intricate links between depression, cancers and heart disease. Depression acts as a risk factor and is also
an outcome to these diseases.



Figure 47.

WORLD
Injury related Disease Burden
(DALYs), 2001
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Figure 48.

Age distribution of global injury related mortality, 2000
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Almost 50% of the world’s injury related mortality occurs in young people aged between 15-44 years, the most eco-
nomic productive members of the global population.




Figure 49.

In both developed and developing
countries use of tobacco products
is highest in the most disadvan-
taged groups. This disturbing
trend is illustrated here by the
examples of Australia and India.
Higher levels of smoking in the
disadvantaged leads to increasing
chronic health problems for people
already suffering economic disad-
vantage. The proportions between
these countries are not exactly
comparable due to different to-
bacco use definitions; but the
pattern in tobacco use is still valid.

Figure 50.

In developed countries, tobacco
use has been declining since the
early 1970s for both men and
women. Unfortunately, for some
developing countries, like China,
trends in tobacco use for men are
increasing. For other countries,
including developed countries like
Spain, women are showing in-
creasing rates of current smoking.

Figure 51.

Australia, representing a devel-
oped country and Nigeria, repre-
senting a developing country,
show similar patterns for high risk
drinking by social class. In both
populations, those who are disad-
vantaged engage more in high
risk drinking than their more ad-
vantaged counterparts.

Tobacco use in adults by social class; Australia and India
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Obesity (BMI >= 30) in adults (15+ years)
by rural/urban, South Africa and Tanzania
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Overweight and obesity (BMI >= 25) in adults (25-64 years)

by social class; Australia
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Trends in obesity (BMI>30), Brazil 1974-1996
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Figure 52.

A trend towards urban living is
occurring in  many developing
countries. As this happens, diet
and activity patterns are changing,
leading to increasing epidemics of
obesity in urban areas.

Figure 53.

Disadvantaged groups have been
shown to suffer more chronic dis-
ease, and disability than their more
advantaged counterparts in a num-
ber of developed country settings.
Australia provides a good example
of a frend that is apparent in many
countries. Those in disadvantaged
groups show higher levels of obe-
sity. This is a particularly striking
problem for women. The higher
levels of obesity shown in these
groups may account for the dis-
ease and disability suffered later.

Figure 54.

Brazil's population, regardless of
rural or urban status, is experienc-
ing increasing levels of obesity.
The rate of increase is different for
rural and urban dwellers but the
pattern of increase, for both males
and females, remains the same.



Figure 55.

Australia and Chile show a pattern
of inactivity common to many other
countries, namely leisure time inac-
tivity increases with level of disad-
vantage. The most disadvantaged
groups have less time for leisure
activities but are more likely to be
active at work or for transportation.

Figure 56.

As market economy develops in a
country, people become less physi-
cally active. This pattern, illustrated
across a number of countries,
leads to increasing levels of over-
weight and obesity in all popula-
tions and ultimately, increased
rates of chronic health problems.

Figure 57.

The WHO MONICA project pro-
duced comparable data for mean
total cholesterol from a wide range
of countries from 1983 to the mid-
1990s. Trends in mean cholesterol
have declined over time for men in
some countries, such as Sweden.
They have remained stable in Aus-
tralia but have increased in Poland.
The trends in mean total choles-
terol for women show a similar
pattemn to that of men. Note that for
China, there were increasing rates
in the 1980s but these have now
flattened out in the 1990s. China
has much lower rates overall than
the other countries.
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Trends in mean cholesterol in adults (35-64 years)
for selected countries from the WHO MONICA Project
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Trends in mean total cholesterol; Beijing China, 25-64
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Blood pressure (>160/95) by social class in selected countries
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Trends in mean systolic blood pressure;
Urban India (40-49 years) and Urban China (25-64 years)
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Figure 58.

A different pattern is apparent for
the urban population of Beijing,
China. Mean total cholesterol has
been increasing in both men and
women since 1983. This choles-
terol pattern predicts the increase
in heart disease and stroke now
being reported from Beijing.

Figure 59.

More disadvantaged people suffer
from high blood pressure than
advantaged people. Australia and
South Africa demonstrate this pat-
tem. The consequences are higher
levels of stroke and heart disease
in economically disadvantaged
groups, worldwide.

Figure 60.

This astounding picture of systolic
blood pressure in Indian men (40-
49 years of age) shows increasing
levels from 1942 on. The data have
been compiled from a range of
different studies that are roughly
comparable. A similar picture
emerges for China.



Figure 61.

Although for many developed
countries diabetes prevalence
increases with social disadvantage,
this is not the case for some devel-
oping countries, such as India. The
pattern in developed countries
suggests that those economically
disadvantaged groups suffer more
chronic conditions and use more
health services than their advan-
taged counterparts. For India, the
rise in diabetes with advantage
supports the trends seen for in-
creasing overweight and obesity as
part of the nutrition transition in
developing countries.

Figure 62.

Estimates of the number of people
with diabetes between the year
2000 and 2025 show a massive
increase in developing countries.
Many developing countries are
suffering from a "double burden" of
disease. They are still fighting com-
municable diseases while at the
same time being faced with rising
morbidity and mortality from non-
communicable disease, as demon-
strated by this trend in increasing
diabetes prevalence.
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The rapid rise of noncommunicable diseases (NCDs) represents one of the
major health challenges to global development. It is estimated that by
2020 over 70% of the global burden of disease will be caused by NCDs
(especially cancer, diabetes, cardiovascular diseases and chronic respiratory
diseases), mental health disorders and injuries. This increase is seen dispro-
portionately in poor and marginalized populatons and is contributing to
widening health gaps between and within countries, thus resulting in enor-
mous human suffering and increased threat to the economies of many
countries.

There now exists a vast body of knowledge and experience regarding their
prevention and control and opportunities are immense for global action to
control the epidemic. The most prominent noncommunicable diseases are
linked to common risk factors, namely tobacco and alcohol use, unhealthy
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Key Areas of Work

NCD Prevention and Health Promotion

Policies and action to promote, maintain and restore health
across the life course. Activities are focused on the preven-
tion of major NCDs through a targeted and integrated ap-
proach to reduce the prevalence of their risk factors.

Who to contaci:

Dr P. Puska

Tel: +41-22-791 4703

Email:
Fax:

puskap@who.int
+41-22-791 4186

Management of Noncommunicable Diseases

An integrated approach to the secondary and tertiary preven-
tion of NCDs. Development of standards of care. Guide-
lines for screening, eatly detection, management and rehabili-
tation of priority NCDs.
Who to contact:

Dr R. Bengoa

Tel: +41-22-791 2410

Email:  bengoar@who.int
Fax: +41-22-791 4259

Injuries and Violence Prevention

Global action to address violence and non-intentional injuries
as major threats to public health, through dissemination of
best practices in primary and sccondary prevention, data col-
lection and evaluation, and advocacy.

Who to contact:

Dr E. Krug

Tel: +41-22-791 3535

Email:
Fax:

kruge@who.int
+41-22-791 4332

Cross Cluster Initiative

Surveillance

Mapping the global levels and trends of major NCDs and their

risk factors; provision of country supportt.
Who to contact:

Dr R. Bonita

Email: bonitar@who.int

Tel: +41-22-791 2428

Mental Health and Substance Dependence

Promotion of mental health and reduction of the burden as-
sociated with mental and neurological disorders, including
substance use disorders. Collection of information on deter-
minants of mental health within populations.

Who to contact:

Dt B. Saraceno

Tel: +41-22-791 3603

Email:
Fax:

saracenob@who.int
+41-22-791 4160

Tobacco Free Initiative
Strengthening the capacity of governments, international
agencies, and other partners in the implementation of effec-
tive national and trans-national approaches to tobacco con-
trol.

Who to contact:

Dr V.L. da Costa e Silva
Tel: +41-22-791 2442

Email:
Fax:

costaesilvav@who.int
+41-22-791 4832

Cluster Mission

The mission of the Noncommunicable Diseases and
Mental Health cluster is to promote health across the
life-course; to prevent and control NCDs (including men-
tal disorders) as well as injuries and violence; to assist
Member States in reducing the toll of morbidity, disabil-
ity and premature mortality due to those diseases; and to
enhance the quality of life of people with disabilities.
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