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Global Burden of Non-communicable Diseases:Preparedness of 
Bangladesh to Combat the Menace
Md. Nurul Amin1

Non-communicable diseases (NCDs) are now the 
leading causes of morbidity and mortality 
worldwide.1 According to the Global Burden of 
Disease study, NCDs were responsible for the 
deaths of 38 million people in 20132 accounting for 
63% of annual global deaths; most of them were 
preventable.3 Forty-two percent of NCD deaths 
occurred among people under 70 years of age and 
of those deaths, 82% were in the low- and 
middle-income countries (LMICs). The estimated 
2010 global cost of NCDs was $6.3 trillion (US 
dollars), which is projected to increase to $13 
trillion by 2030.4 Countries accross the world 
recognize that something must urgently be done to 
alter the current state and future outlook of NCDs.5 
The burden of NCDs are projected to exceed the 
combined burden posed by communicable, 
maternal, perinatal, & nutritional diseases by 2030 
and would emerge as the most common cause of 
death taking more lives than all other causes 
combined if appropriate measures are not taken 
without delay.6

Non-communicable diseases share common risk 
factors related to an unhealthy lifestyle like (1) 
physical inactivity, (2) unhealthy food behaviour (3) 
cigarette smoking, which primarily may lead to the 
development of overweight and obesity, 
hyperglycemia, dyslipidemia, hypertension and 
diabetes, all of which, in turn, complexly interact 
with one another to exponentially increase the risk 
of ischemic heart disease or stroke.7,8 In 2010, 
overweight and obesity were estimated to cause 
3.4 million deaths worldwide;9 the global economic 
impact of obesity is now approximately $2 trillion.10 
Physical inactivity caused more than 5.3 of the 56 
million global deaths in 200811 and is currently the 

fourth leading cause of death worldwide.12 Current 
projections indicate time spent being physically 
inactive will continue to increase substantially.13 
Diet quality and dietary patterns (e.g, excess 
calories and saturated fat) are poor across much of 
the world and contribute substantially to the NCD 
burden.3,14 Smoking also remains as a notable 
contributor to NCD risk.3,8  

In order to tackle the burden of NCDs, there is a 
need for comprehensive, coherent & multi-sectoral 
policies and strategies at international, national and 
local levels.15,16 This has already been recognized by 
the World Health Organization (WHO) in its 
2013–2020 Action Plan for the Global Strategy for 
the Prevention and Control of NCDs.17 This action 
plan has set six objectives for the prevention and 
control of NCDs. While this has increased 
awareness regarding the growing burden posed by 
NCDs and the need for effective policy response, it 
remains unclear how far it has led to the 
development and implementation of appropriate 
policies, particularly in developing countries.18 The 
developed countries, in most cases, have already 
undertaken broad policy and programmatic analysis 
to address the challenges posed by the NCDs. 
However, effective application of such policy in the 
developing countries including Bangladesh seems 
to be inadequate.19 It may be noted that while more 
than 70% of research on the burden of NCDs are 
conducted in high income countries, low and 
middle-income countries (LMICs) are home to only 
57% of such researchs.20 Nevertheless, seldom 
such research translates into concrete policy 

actions in LMICs. Moreover, there is an 
acknowledged lack of theoretical and conceptual 
framework that could be used to design appropriate 
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healthy public policy in LMICs.21 Like many other 
developing countries, in Bangladesh as well, 
non-communicable diseases (NCDs) are emerging 
as major cause of morbidity and mortality, 
accounting for 61% of deaths.22 The most common 
NCDs include cardiovascular diseases, diabetes 
mellitus, cancer, and chronic respiratory diseases. 
As the prevalence of these diseases increase, they 
will impose an even greater burden in the near 
future.23

In response to these emerging trends, the 
Government of Bangladesh has designed and 
introduced some innovative initiatives. A 
substantial number of policy documents have been 
published to address the critical issues related to 
the prevention and control of NCDs; however, little 
effort has been made to conduct a comprehensive 
analysis of the past and current policy instruments 
with a view to learn from the experience. A critical 
appraisal recently done by Biswas et al24 suggest 
that the NCD-related policies introduced in 
Bangladesh align with the World Health 
Organization’s (WHO) 2013–2020 Action Plan for 
the Global Strategy for the Prevention and Control 
of NCDs, but they hardly translated into proper 
planning, implementation and monitoring. 
Consequently, over the years Bangladesh had 
meager success in effectively addressing the 
growing burden of NCDs.

Of the 51 documents analyzed, seven (13.7%) 
were research/survey, nine were on policies 
(17.7%), while seventeen (33.3%) were on action 
plans. On the other hand, five (9.8%) and thirteen 
(25.5%) were related to guidelines and/or strategic 
plans/documents respectively from government 
institutes and non-government institutes. The 
National Strategic Plan for Surveillance and 
Prevention of Non-Communicable Diseases in 
Bangladesh 2007–2010, the first strategic plan for 
prevention of NCDs,25 highlighted several action 
plans such as for hospital based surveillance, 
inpatient NCD surveillance in specialized institutes, 
and monthly reporting of morbidity and mortality 
attributable to NCDs, as well as inpatient 
surveillance in medical college, district, and upazila 
hospitals, review meetings, publication of 

newsletters, reports, capacity building of the 
human resources and strengthening of information 
technology (IT) for the improvement of recording 
and reporting.24

There was some evidence of building collaborative 
efforts for NCD prevention and control through 
partnership nurtured by UN agencies, other 
international organizations and NGOs. For 
strengthening health care system in Bangladesh, 
government undertook some initiatives. As an 
innovative initiative, government established the 
NCD corner in selected Upazila Health Complexes 
(UHCs) for providing NCD services. In Bangladesh 
not only the government but also some 
international and national research centers such as 
the International Center for Diarrhoeal Disease 
Research, Bangladesh (icddr,b), Bangladesh Rural 
Advancement Committee (BRAC), Bangabandu 
Sheike Mujib Medical University (BSMMU), the 
Global Health Institute of the North South 
University, and EMINENCE, are also involved in 
research related to NCDs.24

To reduce modifiable risk factors for non- 
communicable diseases and underlying social 
determinants through health promotion, there are 
twenty-three documents. The first is the "Smoking 
and Tobacco Products Usage (Control) Act" of 2005. 
In order to further strengthen it, the Act was 
amended in 2013. This act highlighted few actions 
such as, ban on tobacco product advertisement, 
warning signs on the packaging of tobacco 
products, controlling the cultivation of tobacco, 
demotivating establishment of new industries 
related to tobacco products, ban on purchase and 
sale of tobacco products to the underaged (below 
the age of 18), ban on smoking in public places and 
while commuting on a public transport. In March 
2016, Bangladesh introduced larger graphic 
warning signs on all tobacco packages.24

In response to the findings of the National NCD Risk 
Factor Survey 2011, the health care system of 
Bangladesh took some initiatives to combat chronic 
non-communicable diseases. The National NCD 
plan is a notable one of them. Under this Plan a 
dedicated unit titled Non-Communicable Diseases 
Centre (NCDC) with dedicated line director has 
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been established within the Ministry of Health and 
Family Welfare. With a view to bring NCD services 
to the doorstep of the people, one of the key 
initiatives was the introduction of NCD corner in 
Upazila Health Complexes (UHCs), first piloted in 
2012, with the introduction of three NCD corners in 
three UHCs in the south-western districts of Khulna 
Division.26 Since then, the Government of 
Bangladesh has taken commendable steps to 
expand the NCD corners to 300 UHCs throughout 
the country.

To promote and support national capacity for 
high-quality research, Director General of Health 
services (DGHS) in Bangladesh has been 
empowered to invest in NCD related research. 
There are also several other national public health 
research institutes such as Institute of Public 
Health, the Institute of Public Health Nutrition, the 
National Institute of Preventive Medicine, the 
National Institute of Population Research and 
Training (NIPORT), BSMMU, the National Institute of 
Cardiovascular Diseases (NICVD) etc. But due to 
lack of skilled researchers, in these institutes have 
not yet been able to make any commendable 
contribution to this field. However, to monitor the 
trends and determinants of non-communicable 
diseases and evaluate progress in their prevention 
and control, the DGHS, in 2010, conducted the first 
National survey on NCDs and their risk factors. The 
survey revealed prevalence of hypertension to be 
17.9% in general (18.5% in men and 17.3% in 
women), the prevalence of self-reported or 
documented DM to be 3.9% (men 4.3% and women 
3.6%). A systematic review and meta-analysis 
between 1995 and 2010 showed that the 
prevalence of diabetes among the adults in 
Bangladesh has increased significantly during the 
period, 4% in 1995–2000, 5% in 2001–2005, and 
9% in 2006–2010,27 while the first, nationally 
representative study in Bangladesh demonstrated 
the prevalence of prediabetes and diabetes to be 23 
and 10% respectively indicating that the disease 
has attained an epidemic status.28 Tobacco 
consumption is quite common in Bangladesh: 
prevalence is 51.0% for any form, 26.2% for 
smoking and 31.7% for smokeless tobacco.29 
Studies exclusively related to dyslipidemia are 

sparse in Bangladesh. In a study involving 
secretariat employees in Dhaka, abnormal fasting 
total cholesterol (TC), LDL-C, HDL-C and TG were 
found to be 17.3%, 48.5%, 75.6% and 48.5%, 
respectively.30 A very recently published study31 
involving 51,353 people predominantly urban 
resident, demonstrated significantly higher mean 
serum levels of TC, LDL-C, TG, LDL to HDL ratio and 
TC to HDL ratio among younger adults aged 30–39 
years compared to other age groups, regardless of 
sex. A series of NCD-related surveys have so far 
been undertaken with financial/ technical support 
from sevaral international agencies such as the 
World Health Organization (WHO) & the Japanese 
International Cooperation Agency (JICA). Moreover, 
the first nationwide health facility survey in 
Bangladesh identified and described the health 
facilities available for NCD services in the country. 
But the findings gleaned from these studies, which 
among others also included the nutritional status 
and unhealthy behavior of children, that all these 
efforts have not effectively addressed the issue of 
NCDs. 

Thus, it is evident that Government of Bangladesh 
has taken numerous of initiatives to combat NCDs. 
However, effective enforcement of these policies 
and acts remains problematic. Close monitoring and 
supervision of the system is lacking making it 
difficult to ensure proper implementation of these 
policies at the root level. A multi-sectoral approach 
is also lacking that could maximize the positive 
output of these policies and acts. With a view to 
promote health and prevent NCDs through physical 
exercise, WHO outlined various guidelines for 
creating opportunities for games and physical 
activities in educational institutions.33 
Unfortunately, educational institutions in 
Bangladesh, especially in urban areas, lack of 
adequate space or playground for physical activity. 
The National Sports Policy also emphasized 
establishing and maintaining open space or fields in 
all educational institutions. Again, the policy seems 
to be poorly implemented, as 18.2% of secondary 
school children of a rural area (Puthia, Rajshahi) 
was found overweight or obese in a recent study 
(Life-style Practice among Secondary School 
Children with Particular Emphasis to Physical 
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Exercise and Diet, 2019 unpublished document). 
There are also directions to establish sports 
facilities, swimming pools and gymnasium in 
educational institutions - from village to the city 
level. However, little attention is being paid to 
operationalize these directives. Agricultural policy 
clearly emphasized the need to diversify the 
agriculture sector and produce agricultural products 
with higher quality of nutrition to satisfy the 
nutritional needs of the general population. 
However, in this case too there are no clear 
directions in ensuring the availability of fresh 
vegetables and fruits for the city dwellers.24 
Recentlya study titled “A scorecard for tracking 
actions to reduce the burden of non-communicable 
diseases” reported that among the four domains of 
governance, risk factor surveillance, research, and 
health system response, the performance score 
Bangladeshs was low in three domains, except for 
the governance domain (moderate performance).34 
It means that although the government initiated 
many policies or programs, there is a clear lack of 
rigorous implementation and monitoring of these 
policies & programs. On the other hand, the country 
lacks any integrated community public health 
program focused on monitoring NCDs on a regular 
basis. Bangladesh also lacks any national 
surveillance program focused on NCDs. 
Unfortunately, only a few tertiary hospitals maintain 
such NCD surveillance systems.35 Needless to say, 
had policies and programs adopted by Bangladesh 
Government to control NCDs been implemented 
plan-wise, a much better outcome could have 
resulted despite the resource-poor context of 
Bangladesh.
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