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Investing in non-communicable disease prevention and
management to advance the Sustainable Development Goals
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Reduction of the non-communicable disease (NCD) burden is a global development imperative. Sustainable
Development Goal (SDG) 3 includes target 3·4 to reduce premature NCD mortality by a third by 2030. Progress on
SDG target 3·4 will have a central role in determining the success of at least nine SDGs. A strengthened effort across
multiple sectors with effective economic tools, such as price policies and insurance, is necessary. NCDs are heavily
clustered in people with low socioeconomic status and are an important cause of medical impoverishment. They
thereby exacerbate economic inequities within societies. As such, NCDs are a barrier to achieving SDG 1, SDG 2,
SDG 4, SDG 5, and SDG 10. Productivity gains from preventing and managing NCDs will contribute to SDG 8.
SDG 11 and SDG 12 offer clear opportunities to reduce the NCD burden and to create sustainable and healthy cities.

Introduction
This Lancet Taskforce about non-communicable diseases
(NCDs) and economics explores a common agenda in
ministries of health, ministries of finance, and other
ministries and outlines the potential of NCD prevention
and management efforts to magnify progress on
nine Sustainable Development Goals (SDGs). Economic
evidence and arguments constitute strong advocacy for
more investment in health.1 The Taskforce reveals how
poverty stems from and exacerbates the burden of NCDs,
how price policies can be effective tools to control NCDs
without harming the poor, how to ameliorate financial
hardship from out-of-pocket medical spending on NCDs,
and the contribution to gross domestic product (GDP)
from cardiovascular disease prevention and control—
cementing the case for NCDs to take a central role in
country and global development agendas.
The Lancet NCD Action Group2 showed how inaction
on NCDs hindered sustainable development. As in
previous papers by the NCD Action Group, we use the
term NCDs to refer mainly to the four diseases
constituting the largest burden worldwide: cardiovascular
disease, diabetes, chronic obstructive pulmonary disorder, and cancers. The Millennium Development Goal
(MDG) era from 2000–15 was focused on improving
child and maternal health and reducing deaths from
infectious diseases, and progress was made. In 2015,
WHO, UNICEF, and the World Bank announced that
childhood mortality had been reduced by half and that
maternal mortality had decreased by 44% worldwide
between 1990 and 2015.3
The SDGs include the specific and ambitious target
of reducing premature mortality from NCDs by a third
by 2030. NCDs cause 70% of mortality worldwide and
67% of deaths in lower-income and middle-income
countries.4 More than half of these deaths affect people
younger than 70 years, 45% of deaths affect people
younger than 60 years, and most of these deaths
from NCDs are preventable.4,5 The MDG era saw
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improvement in global adult NCD mortality (for people
aged 50–69 years) but at a much faster rate in high-income
countries (HICs) and upper-middle-income countries
(UMICs) than in low-income countries (LICs) and lowmiddle income countries (LMICs). The change between
2015 and 2030 in absolute number of deaths from NCDs,
by country income level, for people aged 50–69 years has
been projected on the basis of rates of mortality change
during the preceding 15 years (figure 1).
SDG target 3.4 is a forceful response to the neglect of
NCDs in the MDG era. In this Taskforce paper, we link
SDG target 3.4 on NCDs to targets and indicators of
SDG 3, the health goal itself, and to eight other SDGs.
We also present specific ways in which multisectoral
action can help achieve these SDGs, especially through
the application of economic tools and policy approaches.
Key messages
• Non-communicable diseases (NCDs) are associated with
poverty and create inequity within and across countries;
both the poor and non-poor experience financial
catastrophe from NCD-related medical care, often despite
having insurance coverage
• Investments in prevention and control of NCDs offer a
high return for countries at all income levels, contributing
to economic growth; in the long term, NCD prevention
offers a higher return on investment than NCD control,
though both are essential to an effective response strategy
• Fiscal measures should be directed toward incentivising
healthy diets and lifestyles, encouraging sustainable
consumption and production, and providing the revenue
to accelerate scale-up of universal health care; these
policies can, and should, be designed to achieve
favourable equity impacts
• Mutually reinforcing progress on at least nine Sustainable
Development Goals will help achieve target 3.4 of reducing
premature mortality from NCDs by a third by 2030
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Figure 1: Projected change in absolute number of deaths from NCDs, by country income level, for people
aged 50–69 years in 2015–30
Countries are grouped by World Bank country income designations. Percentages are the annual changes in premature
mortality rate over the period. Calculated using UN Population Division projections for 2015 and 2030, UNPD Death
Rates from 2000-2015, and GBD NCD share of deaths in 2015. NCD=non-communicable disease. HIC=high-income
countries. UMICs=upper-middle-income countries. LMICs=low-income and middle-income countries.
LICs=low-income countries.

The potential contribution of NCDs to achieving
other SDGs
The SDG targets and indicators form a web of mutually
reinforcing actions for sustainability.6–8 Identifying and
measuring interactions between SDGs and their targets
is an essential precursor to building alliances and
political will for action across sectors.6,7 Network analysis
offers a method to quantifiably assess which other SDGs
and targets within SDG 3 are connected to target 3.4 on
NCDs. This method is one of several used to identify
which other SDGs are most closely linked to health;9 it
identifies links across SDGs at the target level and in
multiple layers called third-party links.8 Although this
system is still abstract, it shows opportunities for policy
leverage.
Figure 2 shows the links between nine SDGs and the
NCD target 3.4, adapting a methodology developed by
UN Department of Economic and Social Affairs.8 SDGs
with particular salience to NCD prevention and control
are SDG 1 (reducing poverty), SDG 2 (zero hunger),
SDG 3 (health and wellbeing), SDG 4 (education), SDG 5
(gender equality), SDG 8 (decent work and economic
growth), SDG 10 (reduced inequalities), SDG 11
(sustainable cities and communities), and SDG 12
(sustainable production and consumption). With further
explication, links between NCDs and other SDGs can be
made. Our focus is on direct ways that target 3.4 could
contribute to or be enhanced by other SDGs, or both.
Many SDGs intersect with each other through NCDs.
For instance, target 11.6 of SDG 11 aims to reduce adverse
environmental effects in cities, indicating the need to
improve air quality—an important cause of chronic
respiratory disease. This constitutes one link between
2030

SDG 11 and SDG 3.8 A particularly promising way to
improve air quality is to incentivise the use of liquified
petroleum gas (LPG), as the Government of India does
by subsidising use of LPG by the poor.10 Added benefits
from achieving target 11.6 accrue to gender equality
(SDG 5) and education (SDG 4) as women’s and
children’s respiratory health improves. The example
highlights that the interactions between SDG targets and
goals might occur in one or several directions.
SDG 1 on poverty is linked to NCDs in several ways.
NCDs are a leading cause of premature mortality, which
disproportionately affects the poor and less educated
people (SDG 4), as described by Niessen and colleagues
in this Taskforce.11 Furthermore, catastrophic costs from
medical expenses associated with NCDs are more likely
to be experienced by the poor than by the rich, a finding
described and discussed further by Jan and colleagues12
in this Taskforce.The Taskforce offers clear evidence that
financial risk protection addressing NCDs in particular
can simultaneously reduce impoverishment and improve
health. Poverty is also associated with NCD health risks,
such as air pollution, toxic substances, and low access to
preventive health care, and is increasingly linked to
unhealthy diet and tobacco use, which are all targets
within SDG 3 and other SDGs.13
WHO6 has estimated that good nutrition is a necessary
condition for meeting 12 of 17 SDGs. An unhealthy diet
is an important cause of NCDs13 and is affected by
decisions made at all levels of society (ie, by nations,
communities, households, and individuals) and in
several sectors such as agriculture, the environment,
and industry.14 NCD target 3.4 can be expected to
motivate consumers, governments, and those sectors
that respond to them to improve the healthiness of food
systems.15 Industrialised agriculture, processed foods,
and the so-called westernised diet are all implicated
in the increased prevalence of NCDs worldwide and are
all addressable through several SDGs, such as by
introducing price policies to prevent NCDs, as discussed
further by Sassi and colleagues16 in this Taskforce.
Education, gender, and economy also mediate the
connections between nutrition and health outcomes.
Malnutrition early in life increases biomarkers for
chronic disease and inhibits cognitive development and
growth.17,18 Education builds social and economic
capabilities and is associated with a reduced age-specific
burden of disease, providing a mutually reinforcing
connection between SDG 4 and the NCD target 3.4.19
More specifically, both general education and health
literacy for NCDs have the potential to enable citizens to
take control of their own health, recognise and prevent
health risks, and effectively manage their diseases.20,21
Connections between NCDs and gender (SDG 5) are
complex.22,23 Across the adult lifespan and in countries of
all income levels, the health burden from NCDs is higher
in women than in men.2 Women’s experience of NCDs is
exacerbated by lack of access to and control over income
www.thelancet.com Vol 391 May 19, 2018
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Figure 2: Links between nine SDGs and NCD target 3·4
The black lines connecting the SDGs show the strength of relationships between SDGs, based on a count of common key words in each SDG target and indicator.
SDG=Sustainable Development Goal. NCD=non-communicable diseases. Adapted from LeBlanc 2015.8

to pay for health services, lower autonomy than men
(which often translates to having less mobility and lower
likelihood of having their own transportation to health
facilities), reduced access to education and health-care
information, and stigma.24 Women also often serve as
caregivers for family members with NCDs, which
reduces their own opportunities and income. These
factors cause financial vulnerability in women and
exacerbate financial risk.25 Addressing these causes of ill
health in women will reduce their vulnerability and
increase their productive contributions to society, thereby
contributing to SDG 5.
NCDs threaten economic growth and development
(SDG 8). Good evidence suggests the importance of
healthy workplaces and well designed wellness
programmes to extend healthy working life and improve
people’s wellbeing, which is an aspect of sustainable
economic growth.26 High mortality and morbidity from
NCDs (especially in people younger than 60 years)
reduces productivity and income for households, as
described by Bertram and colleagues27 in this Taskforce.
Furthermore, if current trends continue, LICs and
LMICs can expect to see far less improvement in NCD
mortality than UMICs and HICs, which will worsen
inequality between countries (SDG 10).28
Livable cities (SDG 11) and sustainable production and
consumption (SDG 12) are development goals that entail
myriad ways to reduce two main NCD risk factors:
www.thelancet.com Vol 391 May 19, 2018

unhealthy diet and physical inactivity. Livable cities with
planned infrastructure to promote walking and other
physical activity reduces obesity and chronic disease risk,
improves mental health, and strengthens musculoskeletal
systems.29 Fiscal policies can incentivise the use of public
transport and other low-emission and low-congestion
movability. Reducing and removing agricultural and
energy subsidies for producers, along with increasing
taxes on unhealthy consumption (eg, tobacco, sugar) are
politically challenging but both fiscally attractive and
health-promoting.1 Local and sustainable food production
affords access to fresh fruits and vegetables and could
advance progress on multiple SDGs.30 These avenues of
multisectoral actions are largely untested and need new
evidence from local experience.
Recognising the opportunities presented by the
intersections between SDG targets is a first step; creating
political coalitions to stimulate action is the next. The
policy changes described so far require that several sectors
of government set out to alter behaviours at all levels of
society, which in turn demands substantial political will
and needs support from civil society. Progress has been
slow since the 2011 UN high-level meeting on prevention
and control of NCDs, even for policies with important
health and economic benefits. Sustained effort is needed
to avoid back-sliding. Directives from the highest level of
government can encourage interaction and cooperation
between ministries in the search for feasible and mutually

For UN SDG targets and
indicators see https://
sustainabledevelopment.un.org/
content/documents/11803
Official-List-of-Proposed-SDGIndicators.pdf
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beneficial policy changes, and this interaction is not easy
or even productive if only unidirectional.31 In the following
section, we summarise recommendations from this
Taskforce to exploit mutual economic interests that bring
together ministries of finance, health, and other sectors.

Using economic and financial tools to achieve
the global NCD target
Economic prosperity and health are interdependent, and
the use of economic insights and tools to improve health
is growing.32 Jamison and colleagues1 calculated the
full-income value of health and concluded that the world
is vastly underinvesting in life-saving research and
development for health and preventive policies and health
services. Essential policy actions and cost-effective
measures that will reduce NCD burden in entire
populations and at low cost to countries have been
proposed.1,33–37 In South Africa, for example, sharp
increases in cigarette taxes reduced consumption by
50% between 1990 and 2005.38 Excise tax increases on
cigarettes of 114% produced US$1·5 billion in additional
revenue in the Philippines. Most of the revenue was used
to almost triple the enrolment of poor families in the
Philippines National Health Insurance Program between
2013 and 2015.39 Even with limited real-world experience,
these examples establish a strong foundation for using
economics and financial tools to achieve many of the
multisectoral actions described above.
Poor populations are especially susceptible to economic,
social, and health shocks, and NCDs exacerbate those
shocks. In the second paper of this Taskforce, Niessen
and colleagues9 describe evidence on the association
between five SDGs that address inequality (SDG 1,
SDG 3, SDG 4, SDG 5, and SDG 10) and NCDs, including
specific risk factors for NCDs such as tobacco, obesity,
and diabetes. In their analysis of 283 studies of the
temporal association between NCDs and socioeconomic
status (defined variably as household and individual
income, asset-based and consumption-based wealth
measures, educational attainment, and place of
residence), Niessen and colleagues found high-quality
evidence for a positive association between low socio
economic status and NCDs.
For the third paper of this Taskforce, Jan and colleagues10
reviewed 66 studies from a wide range of countries and
13 broad NCD categories and concluded that catastrophic
costs of medical care are far more likely to be incurred by
poor households than by wealthy households. Recurring
and sometimes high treatment costs, the need for
long-term care, potential intergenerational burdens, the
loss of income from illness, and premature death are all
common experiences for people with an NCD. The most
financially susceptible people with NCDs are the uninsured
and underinsured, yet even people with health insurance
incur catastrophic health expenditure when they have
low incomes and high copayments or limited coverage.
These findings suggest that financial protection through
2032

extending insurance coverage or subsidies for user fees is
only part of the solution and that such measures need to
work in conjunction with broader strategies to promote
economic growth, social mobility, and poverty alleviation.
In the fourth paper of this Taskforce, Sassi and
colleagues27 show that taxes and other policies to increase
the prices of unhealthy products can be used for important
health gains, especially in the poor, without imposing an
excessive financial burden on low-income households.
Although evidence from developing countries is limited
(and fiscal policy effects are very contextual), their findings
suggest that concerns about higher taxes on tobacco,
alcohol, and sugar-sweetened beverages harming the poor
might be overstated. Taking many factors into account
(consumption patterns, responsiveness to price changes,
potentially averted medical costs, opportunities to use
revenue to mitigate unintended effects on the poor, and the
overall financial effect of tax increases), there is no reason
to believe that price policies will be regressive. However,
Sassi and colleagues show that assumptions about the
distributional effects of fiscal policies must be tested by
considering socioeconomic status of consumers, availability
and affordability of health care, and other public policies
(including financial risk protection and fiscal policy design).
Finally, in the fifth paper of this Taskforce, Bertram and
colleagues17 show that investments in cardiovascular
disease prevention and control provide a very high
economic return. Using the Spectrum-based OneHealth
tool to estimate the costs and benefits of providing
prevention and treatment for ischaemic heart disease and
stroke in 20 countries that span all income levels between
2015 and 2030, Bertram and colleagues provide a glimpse
at the economic windfall of achieving SDG target 3.4.
Packages of WHO Best Buy interventions for cardiovascular
disease, with 50% coverage in 20 countries, could both
achieve the NCD target of reducing mortality by a third
and provide a return on investment ranging from 3.8 in
LICs to 10.2 in HICs.

Strengthened effort is needed to achieve the SDG
target 3.4 against NCDs
Although regions and countries differ substantially in
their prospects for progress, the broad failure to follow
through on commitments made at the 2011 UN high-level
meeting and subsequent meetings is nothing short of
shameful.2,28 At the second UN high-level meeting on
NCDs in 2014, a set of time-bound commitments was
agreed on, such as setting national targets and developing
national multisectoral plans and policies that take into
account WHO’s Global Action Plan for the Prevention and
Control of NCDs 2013–2020.40 Meeting these deadlines
would have provided important lessons about which
multisectoral actions are most feasible and effective in
addressing several SDGs and would have saved lives.
The UN41,42 has reported that countries are falling short and
emphasised the imperative for multisectoral action and
fiscal and financial policies to achieve SDG 3.
www.thelancet.com Vol 391 May 19, 2018
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Progress against the interim goals has been assessed in
preparation for the third UN high-level meeting on NCDs
in 2018. The action agenda set out in 2011 is already being
referred to as a failure.43 Many reasons for the insufficiency
of actions to control and manage NCDs have been offered,
including low government spending on NCDs in LMICs,
lack of national capacity for domestic functions to support
NCD scale-up (ranging from budgeting to legal and
regulatory needs), ineffective advocacy, and industry
opposition to the most cost-effective prevention inter
ventions.44,45 Finally, a notable lack of enthusiasm by global
health donors has made it especially difficult for the lowestincome, donor-dependent countries to even assess the size
of the health burden and initiate early detection and
prevention of NCDs.46 Yet, despite strong headwinds,
progress is happening. The NCD community and others
are strengthening and focusing their efforts in response to
public criticism. New actors and coalitions are emerging,47
and existing ones are intensifying their efforts.48
Many LMICs have included NCDs in their universal
health coverage (UHC) benefit packages or otherwise
offer NCD care.49 Some impressive performers include
Rwanda, Malawi, and South Africa, where reductions in
NCD mortality has been equal to or better than in HICs.50
Rwanda, Ethiopia, South Africa, Malaysia, Thailand,
Mexico, and Jamaica are among the developing countries
that are building and expanding their capacity to screen
and treat people with chronic diseases through primary
health services. These examples should be used by
countries as inspiration to step up action towards the
NCD-related SDGs.
Additional research is needed on many of the economic
aspects of NCDs discussed in this Taskforce. Confusion
remains about the mechanisms through which NCDs
contribute to poverty and the extent of such illnessrelated poverty. The reasons are poor data, non-uniform
methods of analysis, and heterogeneity in country and
local experiences. Further evaluation of this relationship
is needed, especially using uniform measures of poverty
and non-self-reported and longitudinal data that cap
ture dynamic processes between people’s health and
economic wellbeing.
A better understanding of the effects of NCDs on
household financial stability and employment will assist
in designing UHC packages and other social insurance
programmes. Such programmes should be developed
with an eye to the shifting needs of ageing populations
and health system interactions with other sectors.
Benefit and financing incidence analyses that measure
who pays for and who benefits from policies can reveal
the equity effects of different health financing initiatives
along with health and financial impacts.51 Ongoing
collection of data and robust policy evaluation will feed
knowledge about which financial mechanisms and levers
(including fiscal policies) achieve several aims, such as
behavioural risk reduction, revenue enhancement, and
equity. Greater country experience with UHC and benefit
www.thelancet.com Vol 391 May 19, 2018

packages that include NCDs in primary health care will
not only inform expectations about return on investment
from NCD control but energise the finance ministries to
expand NCD prevention and control to achieve both
target 3.4 and a broad array of multisectoral SDG
targets.52 Finally, the relationships between several SDGs
and their targets to SDG target 3.4 on NCDs is highly
complex and requires systems analysis (including
economic variables) to fully capture expected effects.53 An
example is the need to address obesity not only through
public health but through food and agricultural systems,
transport, employment, and other policy and private
decision making. Success in this domain will involve and
affect all nine SDGs discussed in this paper.

Conclusion
Economic policies to improve health offer strong appeal
for both ministries of finance and health. Properly
designed fiscal policy can raise needed revenue, eliminate
unintended regressive effects of taxes, and alter consumer
and producer behaviour, thereby contributing to several
SDGs.34–36 Connections to economic tools are three-fold.
First, poverty drives and is driven by NCDs, but financial
protection from the high medical costs of treating NCDs
can avert impoverishment and encourage adherence to
cost-effective preventative treatments.9,10 Second, price
policies are effective, feasible, and cost-effective means
to control the biggest NCD risk factors (tobacco and
unhealthy diet), encourage sustainable consumption
and production, and reduce inequalities.27 Finally, NCD
control enhances worker productivity and economic
growth.28 Priority should be given to the most costeffective interventions outlined by WHO in the updated
appendix 3 of the Global NCD Action Plan 2013–2020
(2016)54 and Disease Control Priorities, 3rd edition, to
fully benefit from those health sector investments.
The connection between economic growth and controlling NCDs is becoming evident as countries assess
their shifting and growing health-care needs, ageing
populations, and economic development goals. Of equal
importance is that household economic wellbeing depends
on incentives for healthy behaviour and an environment
within communities, workplaces, schools, and homes that
allows the healthy behaviour to be realised. Strengthened
recognition of the importance of incentivising healthy
behavior should pave the way for more concerted political
action and faster progress to achieving the SDGs. NCDs
are a formidable threat to the achievement of several SDG
targets, and as such, efforts to tackle these conditions could
help galvanise ministries of health, finance, and other
sectors toward common goals.
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