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Editorial

Noncommunicable diseases: a major
challenge to public health in the

Region

Ala'din Alwan’

Introduction

Developing countries are experiencing dra-
matic changes in the health needs of their
populations. Although many countries cur-
rently face a double burden of infectious
diseases and noncommunicable diseases
{NCDs), the latter, including canccr, diabe-
tes and cardiovascular diseases (CVDs),
are fast replacing the traditional enemies of
infectious diseases and malnutrition as the
leading causes of disability and premature
death. This trend will continue and by the
year 2020, NCDs are expected to account
for seven out of every ten deaths in the de-
veloping regions, compared with less than
half today [7].

The so-called “epidemiological transi-
tion” is taking place in part because of the
rapid aging of the developing world’s pop-
ulations, progressive urbanization and so-
cioeconomic transformation. Another
major factor involves changes in nutritional
patterns experienced over the past few de-
cades. As diet changes, usually to include a
smaller proportion of complex carbuhy-
drates and more sugar and animal fat, peo-
ple become more susceptible to NCDs.
Obesity becomes more prevalent and, cou-
pled with less physical activity, it increases
the risk of morbidity and premature death,

particularly from CVD and diabetes. Epi-
demiological studies also provide evidence
that dietary fats influence the risk of certain
cancers such as those of the breast and co-
lon and rectum. Additionally, excessive al-
cohol intake is associated with increased
risk of cancer in the oral cavity, pharynx,
larynx, oesophagus and liver. High salt in-
take increases hypertension, raising the risk
of stroke and coronary heart disease
(CHD). Decades of rescarch, involving all
major types of biomedical investigation,
have conclusively shown that modern “dis-
turbances of human culture”, operating
from early childhood onward, are responsi-
ble for the epidemic of atherosclerotic dis-
cascs. These disturbances include a “rich”
diet associated with elevated levels of
blood pressure, serum cholesterol and body
weight as well as a high prevalence of dia-
betes, the 20th century mass habit of ciga-
rette smoking and a sedentary lifestyle [2].

In many countries of the Castern Medi-
terrancan Region (EMR), the health aspect
of the epidemiological transition is already
much further advanced than many health
policy-makers appreciate. Although health
officials and the medical profession have a
general awareness of the increasing occur-
rence of NCDs, the problem has, in gener-
al, not received the attention it deserves and
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its extent has not been sufficiently exam-
ined. Awareness among the general popula-
tion of the adverse health consequences of
the new behaviour and lifestyles is likewise
inadequate. Largely because of the long de-
lay between cause and effect, people tend
to misjudge the hazards of these lifestyles.
For example, when young adults begin to
smoke, they do not witness the high mortal-
ity associated with their behaviour until
they reach middle age.

Since treatment of established NCDs is
expensive and for some diseases often inef-
fective, prevention is the best way of avoid-
ing growth in the burden of these diseases
and in unnecessary health care expenditure,

This report provides a brief overview of
the magnitude and epidemiological pat-
terns of the three major NCDs (CVD, dia-
betes and cancer) in the EMR and
examines feasible interventions and appro-
priate preventive strategies.

Epidemiological situation in the
Region

Demographic and socioeconomic
trends

During the past three decades, Member
States have generally made considerable
progress in the control of the communica-
ble diseases of childhood. At present, the
infant mortality rate is less than 50 per 1000
live births in 16 countries of the Region
compared with only two countries around
1970 [3,4]. These changes are perhaps
more apparent in the member countries of
the Gulf Cooperation Council where infant
mortality has fallen significantly and where
fertility rates remain comparatively high. In
Oman, for example, the infant mortality
rate has dropped from 159 per 1000 live
births in 1970 to below 30 per 1000 live
births in 1990, a period of only 20 years [5]

while the fertility rate has changed compar-
atively little from 7.2 in 1970 to 6.8 in
1990, the global fertility rate was 3.3 in
1990 [6).

With the decline in infant and child
mortality and the high fertility, there has
been a rapid growth in the population.
Around 1970, the life expectancy at birth
was under 50 years in nine countries, a fig-
ure which now applies in only three coun-
tries [3,4]. Currently, the life expectancy in
the majority (16) of the countries exceeds
65 years of age [4] (the global average is 66
years [6,7]) and in six countries the life ex-
pectancy is 70 years or over [4). Thus, large
numbers of the population are advancing to
ages previous generations were not able to
enjoy.

While the per capita gross national
product {(GNP) ranges from US$ 170 to
US$ 18 642 {4] many countries have expe-
rienced economic growth and development
over the past three decades. For the oil ex-
porting Arab countries of the Gulf, the
growth and development has been dramat-
ic. This socioeconomic development has
brought about benefits such as improved
access to health care, education, safe drink-
ing water and sanitation. Unfortunately, it
has also brought about changes in lifestyle,
nutrition and traditional social and family
structures.

Nutritional trends

Considerable changes in food consumption
patterns have occurred over the past 30
years. Analysis of the data collected from
some countries on dietary consumption
trends demonstrates a rapid rise in food en-
ergy availability and consumption beyond
requirement [8]. Data from the Regional
Office for the Near East of the Food and
Agriculture Organization of the United Na-
tions, based on food balance sheets for cer-
tain Arab countries, indicate that the per
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capita food energy and protein availability
has doubled and fat has increased three fold
[9]. Cereals, which contribute more than
half the energy and protein supply to Arab
populations, increased in terms of per capi-
ta availability during the period 1961-
1990. The degree of this increase varied
from one country to another but rice avail-
ability increased five fold in some countries
and that of wheat eight fold. During the
same period, sugar availability was also re-
ported to have increased by up to 300% in
one country. Similarly, all countries
showed a very large increase in the per cap-
ita oil supply. On the other hand, there was
no comparable increase in the availability
of vegetables and there was in fact a gener-
al decrease in some countries. Only a slight
increase in the per capita supply of fruits
occurred during this period [9]. Based on
these data, it is important to note that the
enormous changes seen in food consump-
tion patterns have not been restricted to oil-
rich countries. They have also been
observed in less affluent countries in which
wheat and rice are replacing the traditional
high-fibre cereals.

It is predicted that if the increase in ca-
loric consumption continues at the present
rate, the consumption of calories will ex-
ceed that in industrialized countries in less
than a decade [8]. Obesity is emerging as a
major problem. Among Saudi Arabian
adults aged 18 to 74 years attending a pri-
mary health care centre, 51.5% of the men
and 65.4% of the women were obese (body
mass index > 25 kg/m?). Overall, marked
obesity, defined as body mass index of
30 kg/m? or higher, was seen in 25% of
people attending the centre [/0].

Other risk factors

In addition to the nutritional trends already
discussed, there are other risk factors
which are contributing to the increasing

magnitude of CVDs, diabetes and cancer.
Available data indicate a considerable and
steady increase in tobacco consumption
over the past three decades. Imports and
manufacture of cigarettes are progressively
increasing. Dara also demonstrate high
rates of smoking in the EMR, especially
among men [//]. A smoking prevalence
rate among adult males of up to 40% is re-
ported from some countries [/2]. A high
prevalence of smoking has also been con-
sistently reported among patients who have
suffered acute myocardial infarction [/3].
Needless to say, extensive evidence is
available about the role of smoking in caus-
ing several types of cancer. Since CVDs are
the major causes of death among people
with diabetes, smoking is considered to be
a significant factor affecting morbidity and
mortality from both types of diabetes.

Very little is known about physical ac-
tivity on a population basis in the Region.
With few exceptions, physical inactivity as
a risk factor in NCD has not been adequate-
ly evaluated. Although some government
facilities are available for sport, these facil-
ities are coften restricted to team sports and
are not always available to the general pub-
lic. Several barriers to promoting physical
activity exist, particularly among women.

Diabetes and impaired glucose toler-
ance, well recognised risk factors for CVD,
are increasingly encountered. The epidemi-
ological situation of diabetes in the Region
is reviewed below.

Three major noncommunicable
diseases in the Region

Cardiovascular diseases

Extensive knowledge is now available on
the global epidemiology of CVDs and dia-
betes. A well established finding is the in-
creasing prevalence of the main risk factors
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and the recent emergence of CVD and dia-
betes epidemics in developing countries. In
the EMR, reliable and complete mortality
data are difficult to obtain and many coun-
tries do not report death by cause. Howev-
er, data reported from many countries such
as Bahrain, Cyprus, Egypt, Iraq, Jordan,
Kuwait and Qatar in recent years provide
useful indicators of mortality trends. In
these countries, CVDs are reported as the
leading identifiable cause of death [/4].
The main CVDs encountered include coro-
nary heart disease, hypertension and stroke.

Data from Kuwait indicate an increas-
ing death rate from coronary heart disease
and hypertension [/5]. Deaths from CVDs,
accidents and malignant neoplasms ac-
counted for almost half the general mortali-
ty rate in 1984, Diseases of the circulatory
system were reported to be responsible for
37% of deaths in Qatar in 1992 and about
30% in Bahrain [/6,77]. In Jordan, CVDs
were reported as the leading cause of death
in 1991, accounting for 44.4% of male and
34.5% of female mortality; in 1961, 1970,
1979 and 1985 the corresponding figures
were 5.0%, 12.6%, 22.2% and 39.1% for
males and 2.9%, 13.0%, 18.5% and 27.2%
for females. There were concomitant re-
ductions in mortality caused by communi-
cable diseases [/8]. Despite the fact that
mortality data may be incomplete in some
countries, there is enough evidence to indi-
cate rising trends in mortality from CVDs.

Coronary heart disease seems to be the
predominant type of cardiopathy encoun-
tered in many countries. For example, coro-
nary heart disease, including acute
myocardial infarction, was reported to be
the fourth leading cause of admission at the
Salmaniya Medical Centre in Bahrain [17].
In Jordan, a progressive increase in coro-
nary heart disease cases between 1973 and
1987 has been reported and this was associ-
ated with a decline in the number of cases

of rheumatic heart disease [/8]. At Queen
Alia Heart Centre, almost half the patients
with angiographically confirmed discasc
were below the age of 50 years and only
17% were above the age of 60 years [19].

Data on hypertension have been report-
ed from many countries including Cyprus,
Egypt, Islamic Republic of Iran, Iraq, Mo-
rocew, Oman, Pakistan and Saudi Arabia.
Hypertension (blood pressure = 140/90)
has been reported to affect more than 20%
of adults. However, some surveys conduct-
ed over the past two decades were based on
different diagnostic criteria and age com-
position of the sample studied and are
therefore difficult to compare. According
to a recent survey, 26% of adult Egyptians
suffer from hypertension, a rate higher than
figures reported for the United States popu-
lation [20]. A similar figure (23.6%) was
reported by a survey conducted on a sample
of Omani adults [27]. A higher rate was re-
ported elsewhere [22]. The prevalence of
hypertension appears to be lower in rural
than in urban areas [23,24].

Studies have also shown a low detection
rate among people with high blood pres-
sure. Up to 60% of those discovered to
have a blood pressure of 140/90 or higher
were not aware of their elevated blood
pressure before the survey [23-25].

Based on a conservative hypertension
prevalence figure ot 20% in the population
20 years and older, and assuming that 60%
of cases are undiagnosed, it can be estimat-
ed that there are over 44 million people in
the EMR with high blood pressure; more
than 26 million have undiagnosed hyper-
tension.

Diabetes mellitus

Several epidemiological surveys on diabe-
tes have been conducted in the Region over
the past decade. Those that employed com-
parable methodology and diagnostic crite-
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ria, based on World Health Organization
{WHO) recommendations, deliver a con-
sistent and disturbing message: diabetes in
these populations is considerably more
prevalent than in Europe and North Ameri-
ca [26]. Data on the epidemiological and
clinical characteristics of the two types of
diabetes have been reported from Egypt,
Irag, Jordan, Kuwait, Lebanon, Libyan
Arab Jamahiriya, Oman, Saudi Arabia,
Sudan, Tunisia and Yemen. With the ex-
ception of Sudan, the prevalence of diabe-
tes in population samples aged 20 years and
over, utilizing WHO diagnostic criteria,
has been reported 1o be around 10% [27-
30]. There are ruralfurban differences in
prevalence. The Egyptian study reported an
overall prevalence of 9.3% but the preva-
lence went up to 20% in population sam-
ples taken from higher socioeconomic
classes in urban areas [30]. In Oman, an
additional 10% of the sample had impaired
glucose tolerance [28]. In Sudan, the re-
suits of a recent survey conducted on a pop-
ulation sample aged 25 years and over
revealed a crude prevalence of 2.4% for di-
abetes and 2.9% for impaired glucose toler-
ance. The highest prevalence was seen in
the northern parts of Sudan (5.5%) and the
lowest in the western desert-like areas
(0.9%) [29].

One consistent finding of all surveys is
the low detection rate. The percentage of
undiagnosed diabetes ranges from 40% to
over 60% [27-30].

Cancer
Despite the paucity of morbidity and mor-
tality data in most countries of the Region,
there is enough evidence to indicate that
cancer is now becoming a major public
health concern.
Published reports on the magnitude of
the cancer problem are scarce, and popula-
- tion-based cancer registries have been es-

tablished in only a few countries. Hospital-
based frequencies are, however,.available
from the major cancer treatment centres
from almost all countries in the Region.
Though biased, they provide some insight
into the prevailing cancer patierns. Report-
ed mortality statistics from countries indi-
cate that cancer is emerging as one of the
leading causes of death, occupying the
third place in some countries [/1].

Estimates provided by the International
Agency for Research on Cancer indicate
that over 450 000 new cancer cases oc-
curred in the Region during 1995. The
common cancer sites in males are lung,
lymphoid tissue, urinary bladder, stomach
and mouth/pharynx. In females, breast, uri-
nary bladder, lymphoid tissue and uterine
cervix are the common cancer sites. How-
ever, regional variations exist, as can be ob-
served from the country profiles; for
example, high frequencies of nasopharyn-
geal carcinoma in males and uterine cervi-
cal cancer in females are reported in
Morocco and Sudan. Further details on
cancer patterns in countries of the EMR
can be obtained trom the 1995 WHO publi-
cation Cancer control in the Eastern Medi-
terranean Region [11].

Based on data from member countries,
there are significant variations in cancer
profiles that must be taken into consider-
ation when planning and implementing na-
tional cancer control programmes. While
cancer of the lung appears to be the leading
cancer among males in many countries,
other types of cancer, such as lymphoma/
leukaemia and urinary bladder and na-
sopharyngeal neoplasm, may be more im-
portant in other countries. In females,
breast cancer is the leading type in most
countries but cancer of the uterine cervix
appears to predominate in Morocco. In
view of the current trends in the use of to-
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bacco, the prevalence of lung cancer will
continue to increase in coming years.

Potential for prevention

The three major NCDs are preventable. A
great amount of evidence from various sci-
entific disciplines testifies o the prevent-
ability of coronary heart disease. The
results of community intervention studies
provide further evidence that coronary
heart disease is preventable. On the basis of
epidemiological and other evidence, many
countries have identified the prevention of
coronary heart disease as a national health
priority. Similarly, there is much scope for
prevention of other CVDs like hyperten-
sion and stroke as well as non-insulin-de-
pendent diabetes mellitus. Prevention of
cancer is also possible and early detection
with the aim of potential cure is feasible for
many cancers. It is estimated that over one-
third of cancers are preventable and anoth-
er one-third are potentially curable
provided they are detected early in their
course [31]. It is important to remember
that coronary heart disease, hypertension,
stroke, non-insulin-dependent diabetes
mellitus and many cancers share the same
risk factors, and strategies for prevention
can therefore be integrated into one com-
mon approach. Such an integrated ap-
proach is particularly recommended in
countries experiencing epidemiological
transition and in those countries where
these NCDs exist in high proportions.

Four levels of prevention can be identi-

fied, corresponding to different phases in
the development of disease: primordial,
primary, secondary and tertiary. All are
important and complementary, although
primordial and primary prevention have the
most to contribute to the health and well-
being of the whole population.

The aim of primordial prevention is to
avoid the emergence and establishment of
the social, economic and culwral pawerns
of living that are known to contribute to an
increased risk of disease. Primordial pre-
vention for the three major NCDs should
include national policies and programmes
on food and nutrition, comprehensive poli-
cies to discourage smoking and pro-
grammes to promote regular physical
activity.

The purpose of primary prevention 15 to
limit the incidence of disease by control-
ling causes and risk factors. For example,
most of the deaths attributable to CVDs oc-
cur in the middle range of the cholesterol
level, where the majority of the population
lies; in this case, primary prevention de-
pends on widespread changes that reduce
the average risk in the whole population.
The most practical way to do this is to shift
the whole distribution to a lower level [14].
Similarly, a shift in the population distribu-
tion of blood pressure to a lower range,
with benefits across the whole range of
risks, along with targeted interventions of
persons who are at a higher individual risk,
will provide a comprehensive preventive
strategy for hypertension, stroke and coro-
nary heart disease. In general, primary pre-
vention includes efforts to discourage
unhealthy eating habits, reduce obesity,
promote physical activity and control
smoking. It involves two strategies that are
often complementary. It can focus on the
whole population, with the aim of reducing
average risk (population strategy) or on
people at high risk as a result of particular
exposures (high-risk strategy).

Secondary prevention aims to cure pa-
tients and reduce the more serious conse-
quences of disease through early diagnosis
and treatment. It comprises the measures
available to individuals and populations for
early detection and prompt and effective
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intervention. It is directed at the period be-
tween onset of disease and the normal time
of diagnosis, and aims to reduce the preva-
lence of disease. Secondary prevention can
be applied only to diseases in which the
natural history includes an early period
when it is easily identified and treated, so
that progression to a more serious stage can
be stopped.

Tertiary prevention is aimed at reducing
the progress or complications of estab-
lished disease and is an important aspect of
therapeutic and rehabilitation medicine. It
consists of measures intended to reduce im-
pairment and disability, to minimize sutfer-
ing caused by departure from good health
and to promote patient adjustment to incur-
able conditions. Tertiary prevention is of-
ten difficult to separate from treatment
since the treatment of chronic disease has,
as one of its central aims, the prevention of
recurrences.

Both hypertension and diabetes lead to
serious, disabling and potentially fatal
complications. Appropriate management
and control of these diseases are therefore
essential if we are to reduce the develop-
ment of these complications. There is now
firm evidence to indicate that the degree of
control is related to the frequency and se-
verity of long-term complications [32,33].
Thus, the major goal of management
should be to maintain blood pressure levels
and blood glucose levels that are close to
the normal limits. For secondary and tertia-
ry prevention, good management should be
ensured and appropriate health care deliv-
ery to people with diabetes should be made
available. Further details on the integration
of hypertension and diabetes care into pri-
mary health ¢are can be found in Preven-
tion and management of hypertension [32]
and Management of diabetes mellitus, stan-

dards of care and clinical practice guide-
lines [33].

As far as cancer is concerned, the strate-
gies adopted include, in addition to primor-
dial, primary and secondary prevention
(early detection levels), activities on pallia-
tive care and pain relief. In industrialized
countries, more than 60% of cancer pa-
tients die of their disease; in developing
countries the figures are much higher [34).
Although a substantial proportion of cancer
patients experience pain, evidence indi-
cates that such pain is often inadequately
treated. Considerable improvements in the
quality of life for people with incurable
cancer and their families could be achieved
by implementation of existing knowledge
of pain and symptom control. Guidelines
for pain relief and palliative care are pro-
vided in several publications of the World
Health Organization {31,34).

Community-based intervention
programmes

Accurate and relevant information on risk
factors and on healthy choices should be a
fundamental right. It is imperative to en-
sure the provision of this information to all
individuals. Particular emphasis should be
placed on education of children and adoles-
cents at school. A well organized national
health education system is a cornerstone of
any intervention programme [35].

- What is needed is not only the informa-
tion on what causes the three major NCDs,
but also practical information on how to
avoid these causes. Individuals should be
taught practical skills on how to adopt and
follow healthy practices, such as what sort
of food to buy and how to prepare meals.
Pecple and communities should also be
taught the skills for support measures need-
ed for such lifestyles [35].

However, providing information is not
enough. People’s health-related lifestyles
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in any community are closely related to the
general lifestyles of the community and to
the general beliefs, norms and social val-
ues. Thus, it is often difficult for the indi-
vidual to make major changes in lifestyle, if
respective changes do not take place in the
community and, more generally, in society
as a whole. Therefore, successful large-
scale preventive programmes attempt (o
change, not so much the individuals, but
the whole community and many of its so-
cial and environmental factors. This in-
volves decisions and actions that make
healthy choices possible and easy. People
are responsible for themselves, but inter-
vention programmes and decision-makers
should ensure that people can make in-
formed choices and that following healthy
lifestyles is a feasible option. Government
departments other than the ministry of
health need to be involved in a highly coor-
dinated manner. Nongovernmental organi-
zations should also be involved and,
ultimately, mobilization of the whole com-
munity is needed.

Carefully designed community pro-
grammes should form a link between the
basic health research and the large-scale
public health programmes and governmen-
tal policies. Such community programmes
thus form a “model” for testing the ap-
proach for nationwide use. From an epide-
miological point of view, the strength of the
community approach (population ap-
proach) is that it is more effective in reduc-
ing disease rates in the community than
restricted, but more intensive, interventions
among high-risk individuals alone.

An example of a successful programme
is the Finnish experience with the North
Karelia Project [35]. Finland had an excep-
tionally high mortality rate of coronary
heart disease in the 1960s. Based on public
concern and a specific petition from the
province of North Karelia, the North Kare-

lia Project was formulated and launched in
1972. Initially, the project was planned to-
gether with WHO to be a five-year pilot
project for prevention and control of
CVDs. The strategy and contents of this
comprehensive community-based interven-
tion programme were designed in light of
the previcusly mentioned considerations.
Twenty years' experience in this pro-
gramme demonstrated marked reductions
in the population levels of the main risk
facrors: e.g. among 3059 year-old males,
prevalence of smoking decreased from
52% to 32%, mean serum cholesterol from
7.0 mmol/l to 5.6 mmol/] and mean blood
pressure from 147/94 to 142/84. These re-
ductions took place particularly in the
197/0s and again in the late 1930s with con-
tinued intervention efforts.

Lifestyle modification is the foundation
tor the prevention of NCDs and their com-
plications and the basis of any intervention
programme aimed at primary prevention.
The importance of initiating such interven-
tion programmes is now recognized by
many Member States. The activities imple-
mented in the area of NCD control have fo-
cused so far on secondary and tertiary
prevention and there have been no plans
that specifically aim at primary prevention.
The community has enormous potential to
bring about change. The establishment of a
pilot project is the starting point. Such a
project should aim to promote healthy life-
styles, particularly in the areas of tobacco
use, dietary patterns and physical activity,
and to reduce the risk factors in the commu-
nity for CVDs, non-insulin-dependent dia-
betes mellitus and certain types of cancer.
The community approach brings long-term
benefits to the population as a whole as
compared to initiatives that are led by ex-
perts. The notion of community will result
in partnerships being formed between indi-
viduals and groups which have a synergis-
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tic effect. Lifestyle modification requires
environmental changes that can only be
taken by society as a whole.

Within the pilot project, activities on
smoking prevention should be based on a
national plan for tobacco conirol that in-
cludes strategies for data collection, devel-
opment of health education and
information systems and other appropriate
policies and legislation. For nutrition, strat-
egies should include the development of
methodologies to encourage healthy eating
and policies that support social, economic
and marketing environments conducive to
healthy eating. Physical activity pro-
grammes should be based on policy, public
information, education and training sup-
ported by standardized research and evalu-
ation components. All strategies should
aim at increasing physical activity in the
population as a whole with special empha-
sis on children and women.

Priorities and approaches for
prevention in the EMR

Given the magnitude of the NCD problem
in the Region and its profound adverse im-
pact on health and the economy, there is an
urgent need for intervention and the initia-
tion of preventive actions.

Member States should benefit from the
experiences gained in NCD prevention and
the lessons learnt in industrialized coun-
tries; however, the types and extent of
NCDs differ from region to region, and
available resources and socioeconomic and
cultural factors vary from one country to
another. These variations play a major role
in influencing policies and in determining
approaches and priorities that are region-
and country-specific.

For these reasons, approaches and pri-
orities for the prevention of CVDs, diabe-

tes and cancer in the EMR have been dis-
cussed during several intercountry meet-
ings organized by the WHO Regional
Office for the Eastern Mediterranean in the
past five years. The conclusions arrived at
in these meetings have been published in
several regional publications and docu-
ments [/1,14,32,33,36].

In conclusion, there is a pressing need
for Member States to initiate national pro-
grammes aimed at the prevention of NCDs
and reducing their enormous social and
economic costs. As a preliminary phase of
such programmes, national health authori-
ties should promote the collection of data
on the determinants, magnitude and impact
of NCDs. Existing information systems
should be strengthened with special em-
phasis on improving all aspects of mortality
statistics. The development of pilot com-
munity-based projects for the prevention of
NCDs shouid be seriously considered.
Equally important is the need to assess the
availability of minimum standards ot health
care for people with established CVD, dia-
betes and cancer. Appropriate measures
should be taken to ensure the availability of
the essential elements of health care at var-
ious levels of care at affordable costs. The
role of primary health care in the preven-
tion and management of NCDs should be
strengthened.

Intercountry coordination and collabo-
ration are vital. There is a need to establish
a network of experts and institutions in the
Region capable of responding to regional
needs in terms of research, training and
health care services.
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