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Introduction

NCDs were particularly prominent in the global,
regional and national public health agenda in 2011.
Globally, the "First global ministerial conference on
healthy lifestyles and non-communicable disease con-
trol" was held in Moscow on 28-29 April 2011 and the
UN High-level Meeting of the General Assembly on
Non-Communicable Diseases in September 2011. Re-
gionally, the WHO African Regional Consultation on
the preparation for the Moscow Ministerial Meeting
and the UN High Level Summit on NCDs was held in
Brazzaville on 4-6 April 2011. Nationally, the Univer-
sity of Ghana fifth College of Health Sciences’ Annual
Scientific Conference had “The increasing burden of
NCDs in Ghana” on 21-23 September as its theme.
The Health Summit of the health sector in Ghana re-
viewed the national response to NCDs on 24 Novem-
ber 2011. The Ghana College of Physicians & Sur-
geons (GCPS) chose the theme “NCDs: Lifestyle and
Health” for its Annual General and Scientific Meeting
(AGSM). These meetings in Ghana were intended to
galvanize response to NCDs. Globally, NCDs are the
leading causes of death accounting for 63% of the 57
million deaths that are reported every year, with 80%
of these deaths occurring in developing countries and
one-third occurring in people younger than 60 years'.
Obesity reduces overall mortality by 2—4 years among
persons with a body mass index of 30-35 kg/m * and by
8—10 years at 4045 kg/m*.’

Not surprisingly, NCDs have been described as a
global emergency requiring urgent action. In his con-
cluding remarks to the Forum on Global Health on 15
June 2009, the UN Secretary General, Ban Ki-Moon
described NCDs as “a public health emergency in slow
motion™”. “Cancer, diabetes, and heart diseases are no
longer the diseases of the wealthy. Today, they hamper
the people and the economies of the poorest popula-
tions even more than infectious diseases. This repre-
sents a public health emergency in slow motion.” The
World Bank reports that NCDs are a “chronic emer-
gency” in middle and low-income countries which
should be considered a priority by decision-makers.*
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Closer home, an epidemic of hypertension in Gha-
na’ and an epidemic of diabetes and physical inactivity
in adults in West Africa® have been described. For
those of us in Africa, it is pertinent to note that NCDs
are projected to become the commonest cause of death
by the year 2030, Africa is the region with the fastest
rate of increase of various NCDs. For instance, the
number of persons living with diabetes aged 20-79
years in Africa is projected to increase by 98% from
12.1 million in 2010 to 23.9 million by 2030, compared
with a global average of 54% increase over the same
period®. Again, the share of NCD deaths among per-
sons aged 15-59 years, is expected to increase by 44%
from 28% to 41% between 2008 and 2030*. This paper
would like to communicate five key messages (which
will be discussed in turn) with respect to the control of
NCDs in Ghana:

1. The burden of NCDs is higher than is often appre-
ciated

2. NCDs are now developmental issues

NCDs are largely preventable

4. National response has been weaker than it should
be

5. There are many opportunities for improved nation-
al response

w

NCDs are now a developmental issue

In addition to being the leading global killers,
NCDs impose huge financial burden on nations and
households. According to a joint report by the Harvard
School of Public Health (HSPH) and the World Eco-
nomic Forum published in September 2011, the world
would lose a staggering $47 trillion over the period
2010-2030 due to the economic impacts of NCDs’.
This loss represents 75% of global GDP in 2010 (US$
63 trillion). In 2010, the World Economic Forum
ranked NCDs among the most important threats to
global economic development'’. It has been estimated
that each 10% rise in the mortality rates of chronic
NCDs is associated with an almost 0.5% decline in the
rates of annual economic growth'.

NCDs have the capacity to push people into pov-
erty and to maintain them in that state. Poor popula-
tions may have increased exposure to common modifi-
able risk factors as well as have limited access to effec-
tive health care interventions'. NCDs decrease national
productivity and country competitiveness; place high
fiscal pressures through lost tax revenue and increased
health and social protection expenditures; impoverish
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families through their direct health effects and worsen
poverty, inequity and opportunity loss®.

At the household level, Ghanaians spent 2.6% of
their total annual household expenditure on alcoholic
beverages and 1.6% on tobacco in 2005'?. The com-
bined household expenditure on alcohol and tobacco
was more than the proportion spent on health-related
expenses (3.5%). In the Ghana Demographic and
Health Survey (GDHS 2008), men from the poorest
households were 1.8 times as likely to have consumed
alcohol four times or more in the past 7 days as those
from the richest households (17.6% vs. 10.0%)".
NCDs hinder the attainment of the Millennium Devel-
opment Goals (MDGs), particularly of MDG 1 (pov-
erty), MDG 4 (child health), MDG 5 (maternal health)
and MDG 6 (AIDS, TB, malaria) through biological
and social pathways'*'®. Stuckler et al found that high
burdens of NCDs contribute to worse child health and
poorer tuberculosis outcomes, both as a result of bio-
logical risks from co-morbidities and as a result of re-
duced household resources'®. They estimated that each
10% higher NCD mortality is associated with a 7.6%
reduction in progress toward tuberculosis mortality
targets, a 5.6% reduction in achieving the child mor-
tality target and a 6.3% reduction in achieving the in-
fant mortality targets.

The burden of NCDs in Ghana is higher

than is often appreciated

The burden of NCDs can be derived from three
sources — mathematically-modelled estimates (using
the Global Burden of Disease approach), local surveys
and administrative (routine) reports. WHO estimates
that NCDs kill 78,000 persons in Ghana annually, rep-
resenting 354 deaths per 100,000 population'. NCDs
(including neuropsychiatric disorders) cause 2.32 mil-
lion Disability-adjusted life years (DALYs) represent-
ing 10,500 DALYs lost per 100,000 populations. They
account for 34.0% of the total deaths and 31% of total
DALYs". CVDs are the leading cause of NCD-deaths
with an estimated 35,000 deaths or 15% of the total
deaths.

Surveys on NCDs and their risk factors have been
limited to four regions and mostly to Accra and Ku-
masi. Surveys in and around Accra suggest that the
prevalence of hypertension has increased from about
25%-28% in the 1976-1998 period to about 37%-45%
in 2002-2006°. Even in the poorest rural districts, such
as the Kassena-Nankana district in the Upper East Re-
gion, about one in five adults have raised blood pres-
sure®. It is estimated that at least, 3 million adults have
hypertension. This contrasts with an estimated 236,000
adults living with HIV in Ghana.

A major public health problem that is not well
acknowledged is that the majority of those with
hypertension (up to 70%) are unaware of their
condition and adequate control is disturbingly low™ *'.
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Not surprisingly, a significant proportion of them have
severe hypertension or evidence of target organ
damage. In the Civil Servants Study of Accra in 2006,
19% of those with hypertension had severe (Grade 3)
hypertension and 48% of those examined had evidence
of organ damage® >

The prevalence of diabetes in Accra and Kumasi rang-
es between 4% and 9% and hyperlipidaemia between
17% and 23%** *. The prevalence of diabetes in men
around Accra of about 7.8% in 1998 is much higher
than the 0.2% among men in Ho in 1963** %, The
prevalence of exercise-induced bronchospasm (EIB), a
proxy for asthma, increased from 3.1% (95% CI 2.2% —
4.3%) to 5.2% (4.3% —6.3%) among school children in
and around Kumasi between 1993 and 2003*. The
prevalence of sensitisation to at least one allergen simi-
larly increased from 7.6% to 13.6% over the same pe-
riod.

Reported cases of newly diagnosed outpatient hy-
pertension have increased from about 60,000 in 1990 to
around 700,000 in 2010. These figures exclude report-
ed cases from the Teaching Hospitals in Accra and
Kumasi. Currently, about 150,000 newly diagnosed
outpatient cases of diabetes and 70,000 cases are re-
ported each year. Hypertension has ranked as the fifth
commonest newly diagnosed outpatient disease for
about two decades (Table 1). In some regions such as
the Greater Accra Region, it has on some occasions
ranked second.

Cardiovascular diseases are among the top causes
of admission and institutional deaths Based on limited
reports, the Centre for Health Information Management
(CHIM) of the Ghana Health Service (GHS) estimates
that CVDs were the leading cause of institutional
deaths in 2008 accounting for 14.5% of reported total
deaths compared with 13.4% deaths from malaria®.
Five years earlier, CVDs had been responsible for
8.9% of the deaths and ranked as the third leading
cause of death after malaria (17.1%) and anaemia
(9.6%).

Corresponding with the increase in the prevalence
of NCDs, risk factors for chronic NCDs have generally
been worse or are worsening. Risk factors such as
physical inactivity, obesity, high consumption of salt
and sugars, indoor smoke from solid fuels, alcohol
misuse and tobacco use are prevalent. For example,
the prevalence of overweight or obesity in women aged
15-49 years has increased from 13% in 1993 to 30% in
2008"7. In the Women’s Health Survey of Accra
(WHSA) 2002/2003 and in the chronic NCD risk fac-
tors survey of Greater Accra Region 2006, more than
60% of subjects were overweight or obese®” *°. In the
World Health Survey 2002-2003, fruits and vegetable
consumption in Ghana were the lowest among 52
mainly low- and middle-income countries including 19
African countries’'. It is only with tobacco that Ghana
has managed to reduce the prevalence in men aged 15-
49 years from 11% in 2003 to 8% in 2008".
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Table 1: Regional ranking of top 21 newly diagnosed outpatient diseases in Ghana

Rank Disease WR CR GAR VR ER AR BAR NR UER UWR
e | 1|1 1|4 a4 ||
) Other.Acute Respiratory ) ) ) ) ) ) ) ) ) )

Infections
3 Skin Diseases & Ulcers 3 3 4 5 5 5 3 4 3 3
4 Diarrhoea Diseases 4 4 6 6 6 4 5 3 4 4
5 Hypertension 6 5 3 3 3 3 8 5 12 9
6 Rheumatism and Joint Paints 5 6 7 4 4 6 4 7 6 7
7 Intestinal worms 8 9 14 7 7 7 6 13 10 13
8 Acute Eye infection 7 10 8 11 9 11 7 11 5 5
9 Anaemia 11 7 9 8 10 10 10 9 13 14

Injuries — Road Traffic Acci-
10 dents, home, occupational, 9 8 10 9 8 9 9 10 11 6

sexual violence
11 ELZ?.?)TSV andRelated Com- | ) | 4, 5 13 | 11 | 16 | 11 | 20 | 18 | 18
12 Acute Urinary Tract Infection 13 13 13 12 17 8 13 12 16 11
13 IZ&:?EKE;T”C Fe- 122 | 11 | 17 | 14 | 14 | 12 | 19 8 7 17
14 Acute Ear infection 16 16 15 15 13 15 12 14 8 8
15 Diabetes Mellitus 17 15 11 16 12 13 17 25 27 35
16 Gynaecological conditions 15 14 12 10 15 17 14 17 20 15
17 Vaginal Discharge 14 18 18 18 16 14 15 15 14 16
18 Pneumonia 19 17 19 17 18 18 16 6 9 10
19 Dental Caries 18 19 16 20 21 24 22 24 24 19
20 PUO (not Malaria) 21 23 22 19 23 21 18 18 15 12
21 Asthma 22 20 20 21 19 19 20 19 22 25
There is often clustering of risk factors in the same Potsdam Study (EPIC) and INTERHEART. In the

individual. In the chronic NCD risk factors survey of
Greater Accra Region 2006, 56% of adults had at least
three risk factors™. Risk factors in the youth tend to track
to adulthood. Under-five obesity which was <1% in
1988 has increased to 5.3% in 2008". The Global
School-Based Survey in Ghana in 2008 found that
7.8% of Senior High School adolescents were over-
weight or obese (Males 2.4%, Females 13.9%)**. Only
about one in five students were physically active on all
7 days during the past 7 days for a total of at least 60
minutes per day.

NCDs are largely preventable

WHO estimates that up to 80% of NCDs are pre-
ventable through lifestyle changes'. About 40% of can-
cers are preventable. Experiences from prospective
studies, community-based interventions and cost-
effectiveness analyses have provided evidence of the
health effects of various risk factors. Let us examine
the effect of these risk factors in two studies: European
Prospective Investigation into Cancer and Nutrition
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EPIC conducted to examine the reduction in relative
risk of developing major chronic NCDs associated with
4 healthy lifestyle factors, more than 23000 participat-
ing German adults aged 35 to 65 years were enrolled
and followed-up for a mean of 7.8 years between 1994
and 2006>. The end points included confirmed inci-
dent type 2 diabetes mellitus, myocardial infarction,
stroke, and cancer. The 4 factors were never smoking,
having a BMI<30, performing 3.5 h/wk or more of
physical activity, and adhering to healthy dietary prin-
ciples (high intake of fruits, vegetables, and whole-
grain bread and low meat consumption). The 4 factors
(healthy, 1 point; unhealthy, 0 points) were summed to
form health behaviour score that ranged from 0 to 4.
After adjusting for age, sex, educational status, and
occupational status, subjects with all 4 healthy factors
at baseline had a 78% (95% confidence interval [CI],
72% to 83%) lower risk of developing a chronic dis-
ease than participants without any healthy factor. The
benefits ranged from 36% [95% CI, 5% to 57%]) re-
duction for cancer to 93% [95% CI, 88% to 95%] for
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diabetes. The level of reduction in developing a chron-
ic NCD declined as the number of healthy behaviours
declined.

The EPIC study also examined the relationship be-
tween lifestyle and the risk of dying among about
20,000 men and women aged 45-79 living in Norfolk
UK who were enrolled between 1993 and 1997 and
followed up for a mean of 11 years™. The four health
behaviours - current non-smoking, not physically inac-
tive, moderate alcohol intake (1-14 units a week), and
consuming five or more fruit and vegetable servings
daily — were summed into a score which ranged from 0
to 4. The study found that the adjusted risk for all-
cause mortality increased progressively with decreas-
ing number of healthy behaviours. The risk of death
from any cause for those with no healthy behaviour
was four times that of those with four healthy behav-
iours. The greatest differentials were observed with
deaths from cardiovascular diseases.

The INTERHEART Africa data involving nine Af-
rican nations showed that only five risk factors account
for 89.2% of the risk for first myocardial infarction®”.
These risk factors are current/former tobacco smoking,
self-reported hypertension and diabetes, abdominal
obesity measured as the waist-to-hip ratio (WHR), and
lipoprotein ApoB/ApoA-1 ratio. Of these risk factors,
four can be easily determined by taking a medical his-
tory and performing simple physical measurements in
primary healthcare services. They explain 83.1% of
the risk for an initial acute myocardial infarction. We
know that a combination of population and high-risk
strategies is required for the control and prevention of
chronic NCDs. In many Western countries, death rates
from coronary heart disease (CHD) have declined by
25% - 75% over the past 20-40 years. It has been esti-
mated from various models that changes in risk factor
may explain 45% - 75% of the mortality decline while
medical treatment explains about 25% - 50%.°% .
About 5% - 24% of the CHD mortality decline remains
unexplained.

WHO has compiled a list of cost-effective actions
that should be implemented immediately to produce
accelerated results which it has called “best buys”'.
Some of these actions are implemented at the popula-
tion and others at the health-care delivery level. Ex-
amples of the best buy for tobacco control include pro-
tecting people from tobacco smoke and banning smok-
ing in public places; warning about the dangers of to-
bacco use; enforcing bans on tobacco advertising, pro-
motion and sponsorship; and raising taxes on tobacco.
Examples of individual health-care actions are counsel-
ling and multidrug therapy, including glycaemic con-
trol for diabetes for persons aged > 30 years with a 10-
year risk of fatal or nonfatal cardiovascular events;
aspirin therapy for acute myocardial infarction; and
treatment of persistent asthma with inhaled corticoster-
oids and beta-2 agonists.

35

Since 1972, several community-based interven-
tions such as the North Karelia Project in Finland, the
Depok (Indonesia), Ballabgarh (India) Project and the
Isfahan Healthy Heart Program in Iran have demon-
strated modest-to-significant successes in changing
behaviour and outcomes.’®*. In the Isfahan Program,
the incidence of diabetes was reduced by 65% in the
intervention groups compared to controls after a mean
follow up of 3.6 years*'.

National response has been weaker than it
should be

Since the mid-90s, there have been a number of
positive initiatives by Ghana in response to the increas-
ing epidemic of NCDs. Some of these developments
are as follows:

e Ratification of the Framework Convention on To-
bacco Control,

e Incorporation of tobacco control measures into a
national Public Health Bill

¢ Inclusion of NCD prevention and control in the
Ghana Shared Growth and Development Agenda
(GSGDA), 2010-2013

e Development of various policies— Health Prom o-
tion Policy, School Health Policy, NCD policy,
Alcohol Policy

e Development of strategic plans cancer, sickle
cell disease, NCDs, Regenerative Health and Nu-
trition Programme (RHNP)

e Health promotion— celebration of national and
international days; development of educational
materials; public education using the mass media

e Growing phenomenon of health walks and fun
games to mark anniversaries and recreation

e Vaccination — hepatitis B since 2001 and from
2012 introduction of pneumococcal vaccine

*  Scale up of newborn screening for sickle cell dis-
ease

e Early detection— visual inspection of the cervix
after application of acetic acid (VIA)

* Expansion of infrastructure e.g. Radiotherapy in
KBTH and KATH with a loan of $14.8 million se-
cured by the Government of Ghana

¢ Training and conferences
Introduction of the national health insurance
scheme

*  Surveillance — inclusion of some NCDs and risk
factors into the Integrated Disease and Surveil-
lance Response

*  Surveys and research— multi-country studies e.g.
World Health Survey, WHO Study on global Age-
ing and adult health (SAGE) and the addition of
NCD-relevant questions to the GDHS modules

e National Diabetes Management and Research Cen-
tre based at the KBTH has obtained a grant from
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the World Diabetes Foundation to build capacity
in diabetes screening, treatment and care, to im-
prove awareness and to monitor risk factors for the
discase.

In the five-year period since the Tobacco Bill was
first presented to the Parliamentof Ghana, the Food &
Drugs Board has supervised the implementation of
some of the Framework Convention on Tobacco Con-
trol (FCTC) provisions. It has set up registers for to-
bacco companies and tobacco products; introduced an
import permit regime for tobacco products; prohibited
direct and indirect advertisements by tobacco compa-
nies; introduced textual health warnings on tobacco
product packs; and strengthened the Tobacco Control
Bill. Despite these initiatives, there are several gaps in
the national response. The structures for coordination
are weak and inefficient. Contrary to WHO recom-
mendations, there is no multi-sectoral coordinating
structure, as exists for other disease control pro-
grammes such as AIDS, malaria and the Expanded
Programme on Immunization”. The tobacco control
programme is not integrated into the NCD Control
Programme. Neither is there meaningful little collabo-
ration between the Non-Communicable Diseases Con-
trol Programme (NCDCP) and the RHNP. The inde-
pendent team that reviewed the health sector perfor-
mance of 2008 observed that:

“The RHNP is operating in isolation in the Minis-
try and does not work together with the Department of
Public Health, where the non-communicable diseases
programme is located. The parallel programmes in
MOH and GHS do not seem to be effective use of re-
sources. The way forward seems to be: integration in
the GHS public health activities, maintaining the sector
wide cooperation with all agencies and the intersectoral
collaboration with other ministries” **.

NCD control is not mainstreamed into regional
and district health services. This is compounded by the
absence of Regional or District NCD Focal Persons,
who could plan, monitor and coordinate local level
programmes.

There is limited capacity at the NCD Control Pro-
gramme (NCDCP). The national programme has only
three professional staff who cover the various constitu-
ent diseases. Funding for the programme is limited.
There is currently no system to track how much of the
health budget is allocated to NCD control. Develop-
ment Partners have traditionally not been interested in
NCD control.

Awareness of NCDs is generally low among the
general public. For example, patients attending a hy-
pertension clinic in Sekondi, believed that high blood
pressure was due to having “too much blood in the
body,” and that hypertension caused a variety of phys-
ical ailments, such as joint pain, and dizziness** About
58% of the patients believed that hypertension was
curable. The investigators concluded that the low
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knowledge of hypertension contributed to the low up-
take of treatment and the poor control (5%) of their
blood pressure. Some herbal practitioners fuel misin-
formation when they advertise cure of NCDs.

Clegg-Lamptey and colleagues reported that igno-
rance, fear of mastectomy, recourse to medical treat-
ment, spiritual consultation at prayer camps and lack of
funds were common reasons for delay in seeking medi-
cal care or absconding from treatment®. Low
knowledge about NCDs is not limited to the lay public
or those of low socio-economic status. Adanu found
that only about 37% of a group of medical students,
nonmedical undergraduate students, nurses, and senior
university workers in Accra had adequate knowledge
about cervical cancer™.

Along with the low knowledge, the culture of hav-
ing periodic medical check-ups is lacking, except com-
pelled by travel, education or employment. Consider-
ing that up to 70% of patients with diabetes or hyper-
tension have no symptoms, it becomes important to
open up access for medical examination of such per-
sons, for example through self-referral or mass screen-
ing””. In the chronic NCD risk factor survey in the
Greater Accra Region in 2006, only about 60% of
those identified to have raised BP reported BP check
during the past 12 months; 17% had not received a BP
check for more than five years™. Improving this cul-
ture is undermined by the fact that the national health
insurance scheme (NHIS) benefits package does not
cover medical examination.

There is generally no organized screening pro-
gramme in place. Surveys suggest that 2% - 12% of
Ghanaian women undergo cervical cancer screening
using Pap smears***. The Johns Hopkins Program for
International Education in Gynecology and Obstetrics
(JHPIEGO) -initiated VIA screening programme which
was introduced in 2001 in Accra, Kumasi and Amasa-
man has not been scaled up beyond these initial cen-
tres. Indeed, the rural screening programme at Ama-
saman has collapsed for a number of years.

At the institutional level, there is late reporting,
late diagnosis, limited infrastructure and low compli-
ance with treatment. About 60% of patients with
breast cancer attending KBTH report with Stage III and
IV disease, and they report with average 8-10 months
duration of symptoms®. Among 80 diabetics identified
with soft tissue and foot disease at the Surgical Unit of
37 Military Hospital during the period May 2005 -Apr
2007, 28% were newly diagnosed®’. There is a limited
supply of some cadre of health workers such as
pathologists, psychologists, dieticians, physiotherapists
and health promotion specialists.

The national NCD Control Programme (NCDCP)
was established in 1992, two years before the National
Tuberculosis Programme (NTP) was established.
However, while the NTP has been evaluated (often by
external reviewers) several times, the NCDCP has not
been formally evaluated. Unlike the other disease con-
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trol programmes e.g. NTP, National AIDS Control
Programme (NACP) which have their own dedicated
set of reporting tools, the NCDCP relies completely on
the CHIM for reports on routine data. Such data are
often incomplete and untimely.

There are some problems with routine reports.
Multiple diagnoses such as hypertension and diabetes,
or gestational diabetes are not routinely reported. The
severity of hypertension is not reported although this
has prognostic value and implications for public educa-
tion. It is also not possible to determine from routine
reports which NCDs presented as medical emergencies.
A large proportion of NCDs reporting as emergencies
could be an indictment on the public health education
programmes. For example, during an 8-month period
in 1995 and 1996 at KATH, 18% of 3317 acute medi-
cal admissions were ascribed to a cardiovascular cause
(hypertension, heart failure, stroke); 29% of these
died".

There are many opportunities for im-

proved national response

Having identified some of the gaps in the national
response, we can now consider some suggestions on
how to accelerate the current response. We know
enough of what works in order to act. It is essential to
establish and strengthen structures for whole-of-
government response. It is proposed that, the Ministry
of Health coordinates an inter-sectoral response within
the framework of the national development agenda. In
particular, a multi-sectoral committee should be estab-
lished to advise the government on the needed actions
and the progress towards achieving defined targets.
The NCDCP will serve as the technical department for
day-to-day planning, coordination, and monitoring
appropriate interventions. The NCDCP will work
closely with various partners in this effort. Horizontal
and vertical integration will be required at all levels
within the health sector and between governmental and
non-governmental organizations involved in healthcare
delivery™. This model is similar to that used for the
control of HIV/AIDS in Ghana and is similar to the
structural arrangements for control of NCDs in Kenya.
The capacity of the NCDCP itself will need to be
strengthened through a hierarchical elevation, im-
proved human resources and finances.

Primary prevention involves implementing inter-
ventions to improve the four major lifestyle behaviours
(diet, physical activity, tobacco, alcohol) and vaccina-
tion against liver and cervical cancer. The various pol-
icies have to be finalised and implemented. There
should be continuing advocacy for the Tobacco Bill or
now the Public Health Bill after it has been passed.
Legislation is needed for alcohol control, marketing of
alcoholic and non-alcoholic beverages, food labelling,
fiscal controls to promote healthier lifestyle choices.
Promoting healthy diet and healthy eating will involve
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reducing salt, reducing industrially-produced trans-
fatty acids (IPTFAs), reducing consumption of saturat-
ed fat, promoting consumption of fruits and vegetables,
legumes and wholegrain. Many of these measures are
clearly beyond the health sector. However, the MOH
Ghana could take the lead in a number of these inter-
ventions - for example, organize a stakeholders’ con-
sultative meeting on reducing the consumption of salt.

The Ghana Medical Association has traditionally
been in the news on issues relating to salaries. It has
the capacity to advise government and the public on
various health issues. However, this role has not been
quite visible. The GMA, along with other professional
bodies including the various faculties in the Ghana
College of Physicians & Surgeons could publish mon-
ographs or scientific papers on various health topics
such as alcohol, tobacco, salt, cocoa drinks. Profes-
sional bodies can take a cue from the British Medical
Association which produced a monograph on alcohol
in 2008°*

Local champions such as politicians, policy mak-
ers, entertainers should encourage healthy lifestyles.
Ghanaian professors and leaders should overturn exist-
ing taboos and ride bicycles to their offices or clinics!
Politicians should talk NCDs. Physical activity should
be emphasised in the education curriculum of our
schools. The media should be regularly engaged to
communicate messages on healthy living to the public.
Research and surveillance are needed to guide the na-
tional response. The three demographic surveillance
sites at Navrongo, Kintampo and Dodowa are uniquely
placed to monitor changes in health behaviour and
health outcomes. More research from these and the
various training institutions on NCDs are needed, par-
ticularly in the area of health economics and how to
neutralize the unhealthy activities of the food and bev-
erage industry. Nationwide surveys of risk factors,
including the GDHS should be periodically undertaken.
Qualitative studies to understand health behaviour of
communities are also needed. Globally, continuing
research is helping to identify the role of drugs such as
aspirin and statins in primary prevention of cardiovas-
cular diseases and diabetes®. The recent meta-analysis
finding that prehypertension is associated with an in-
creased risk of stroke (relative risk 1.55, 95% Confi-
dence Interval 1.35-1.79) calls for randomized con-
trolled trials (RCTs) to assess the effect of reducing BP
in this group™.

The primary care level should be strengthened and
trained to prevent and manage common NCDs. There
is the need for re-thinking of the traditional paradigm
that non-physicians cannot manage certain diseases.
The WHO-developed Package of Essential NCD
(WHO-PEN) interventions for the prevention and con-
trol of four major NCDs at the primary care level could
be adapted for national use®®. Primary care could re-
duce hospital admissions related to NCDs. There is
good evidence that conditions such as tobacco cessa-



March 2013

Vol. 2, No. 1

Postgraduate Medical Journal of Ghana

tion, counselling to reduce hazardous use of alcohol,
management of impaired glucose tolerance and persons
at high-risk of CVD could be effectively delivered in
primary health care”’.

Screening programmes should be scaled up. It is
proposed that a ‘know your blood pressure’ month be
instituted during which free BP measurements and
medical examination may be performed. The GHS has
already started establishing ‘Wellness Clinics’ in some
regional hospitals. In Australia, a ‘wellness check’ is
recommended for every adult aged 18 years and
above™®. In Ghana, wellness checks could be incorpo-
rated into HIV workplace programmes. In a recent
project by the German Technical Agency, the uptake of
workplace screening increased from 60% to over 90%
when assessment of BMI, blood pressure, and fasting
glucose were added to the HIV testing and counselling
over a period of two to three years>’.

The division between NCDs and communicable
diseases is becoming blurred. The adverse impact of
NCDs on some MDGs has been previously discussed.
In a recent mathematical model, smoking was estimat-
ed lead to 40 million extra deaths from TB from 2010
to 2050 and 18 million new cases of TB® Smokers are
two-to-three times as likely as non-smokers to develop
TB. Passive smokers are also at higher risk of TB".
Up to 36% of diabetics are found to have TB when
they are actively screened®'. Conversely, up to 35% of
TB patients are found to have diabetes. A bi-
directional screening for TB and diabetes has therefore
been advocated. Post-tuberculosis patients are at high
risk of developing COPD. There is therefore the need
for better collaboration between NCD control and the
better resourced TB control programme.

The final intervention area that I would discuss is
NCD financing. Limited financing is a serious threat
to accelerating response. Innovative financing mecha-
nisms for NCDs are needed. It has been recommended
that governments invest funds derived from tobacco
and alcohol taxes into their control, as done in New
Zealand and some Asian countries'. Other countries
(e.g. the Pacific islands) invest a proportion of revenue
from national health insurance into NCD control. In
the 2012 budget, the Government of Ghana proposed to
further reduce the ad valorem tax on alcohol and tobac-
co in a bid to generate more revenue, as it did in 2011
(after replacing excise duty with the ad valorem tax)®.
The Government should consider investing funds into
tobacco and alcohol control and not only to decrease
unemployment, increase capital investment and acqui-
sition of new technology.

Finally, I conclude by emphasizing some key
points:

* NCDs contribute significantly and increasing-

ly to disease burden

e NCDs are a development issue
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e National response is undermined by low
awareness, weak structures, weak capacity,
limited funding and insufficient will

e It is essential to adopt whole-of-government
and whole-of-society approaches, integrate in-
to existing systems, and strengthen primary
care.

Acknowledgments

The author would like to thank Prof. David Ofori-
Adjei, Rector of the College and the conference organ-
isers for the opportunity provided.

References

1. World Health Organization. Global status report
on non-communicable diseases 2010. Geneva:
WHO; 2011.

2. Prospective Studies Collaboration, Lewington S,
Whitlock G, Clarke R, Sherliker P, Emberson J,
Halsey J, Qizilbash N, Peto R, Collins R. Blood
cholesterol and vascular mortality by age, sex,
and blood pressure: a meta-analysis of individual
data from 61 prospective studies with 55,000 vas-
cular deaths. Lancet 2007; 370:1829-1839.

3. United Nations Secretary-General. Secretary-
General, in concluding remarks to forum, empha-
sizes importance of partnerships in race to meet
health-related millennium development goals.
SG/SM/12314 DEV/2746. New York: UN; 15
June 2009.

4. Nikolic IA, Stanciole AE, Zaydman M. Chronic
Emergency: Why NCDs Matter. Washington,
DC: World Bank; July 2011.

5. Bosu WK. Epidemic of hypertension in Ghana: a
systematic review. BMC Public Health 2010;
10:418.

6. Abubakari AR, Lauder W, Jones MC, Kirk A,
Agyemang C, Bhopal RS. Prevalence and time
trends in diabetes and physical inactivity among
adult West African populations: the epidemic has
arrived. Public Health 2009; 123:602-614.

7. Dalal S, Beunza JJ, Volmink J, Adebamowo C,
Bajunirwe F, Njelekela M, Mozaffarian D, Fawzi
W, Willett W, Adami HO, Holmes MD. Non-
communicable diseases in sub-Saharan Africa:
what we know now Int J Epidemiol 2011 ;
40:885-901.

8. International Diabetes Federation, editor. IDF Di-
abetes Atlas, Fourth edition. Brussels: IDF; 2009.

9. Bloom DE, Cafiero ET, Jané-Llopis E, Abra-
hams-Gessel S, Bloom LR, Fathima S, Feigl AB,
Gaziano T, Mowafi M, Pandya A, Prettner K,
Rosenberg L, Seligman B, Stein AZ, Weinstein
C. The Global Economic Burden of Non-
communicable Diseases. Geneva: World Eco-
nomic Forum; September 2011.



March 2013

Bosu W K

Non-communicable diseases in Ghana

10.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

World Economic Forum. Global Risks 2010 - A
Global Risk Network Report. Geneva: WEEF;
January 2010.

Stuckler D. Population causes and consequences
of leading chronic diseases: A comparative analy-
sis of prevailing explanations Milbank Q 2008 ;
86:273-326.

Ghana Statistical Service. Ghana Living Stan d-
ards Survey - Report of the Fifth Round (GLSS
5). Accra: GSS; September 2008.

Ghana Statistical Service (GSS), Ghana Health
Service (GHS), ICF Macro. Ghana Demographic
and Health Survey 2008. Accra, Ghana: GSS,
GHS and ICF Macro; 2009.

Furber AS, Maheswaran R, Newell JN, Carroll C.
Is smoking tobacco an independent risk factor for
HIV infection and progression to AIDS? A sys-
temic review. Sex Transm Infect 2007; 83:41-46.
Lin HH, Ezzati M, Murray M. Tobacco smoke,
indoor air pollution and tuberculosis: A systemat-
ic review and meta-analysis.PLoS Med 2007; 4 :
€20. doi:10.1371/journal.pmed.0040020.

Stuckler D, Basu S, McKee M. Drivers of In e-
quality in Millennium Development Goal Pro-
gress: A Statistical Analysis.PLoS Med 2010 ;
7:¢1000241.

Bakker H, Jaddoe VW. Cardiovascular and met a-
bolic influences of fetal smoke exposure Eur J
Epidemiol 2011; 26:763-770.

Efroymson D, Ahmed S, Townsend J, Alam SM,
Dey AR, Saha R, Dhar B, Sujon AI, Ahmed KU,
Rahman O. Hungry for tobacco: an analysis of
the economic impact of tobacco consumption on
the poor in Bangladesh. 7ob Control 2001,
10:212-217.

World Health Organization. The global burden of
disease: 2004 update. Geneva: WHO; 2008.
Kunutsor S, Powles J. Descriptive epidemiology
of blood pressure in a rural adult population in
Northern Ghana.Rural Remote Health 2009; 9:
1095.

Amoah AGB. Hypertension in Ghana: A cross-
sectional community prevalence study in Greater
Accra. Ethn Dis 2003; 13:310-315.

Addo J, Smeeth L, Leon DA. Hypertensive Tar-
get Organ Damage in Ghanaian Civil Servants
with Hypertension. PLoS ONE 2009; 4:¢6672.
Addo J, Smeeth L, Leon DA. Prevalence, detec-
tion, management, and control of hypertension in
Ghanaian civil servants. Ethn Dis 2008; 18:505-
511.

Hill AG, Darko R, Seffah J, Adanu RMK, Anarfi
JK, Duda RB. Health of urban Ghanaian women
as identified by the Women’s Health Study of
Accra. Int J Gyn Obstet 2007; 99:150-156.
Owiredu WKBA, Adamu MS, Amidu N, Woode
E, Bam V, Plange-Rhule J, Opoku-Okrah C.
Obesity and Cardiovascular Risk Factors in a

39

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Pentecostal Population in Kumasi-GhanaJ Med
Sci 2008; 8:682-690.

Dodu SRA, de Heer NA. A diabetes case-finding
survey in Ho, Ghana.Ghana Med J 1964; 3:75-
80.

Amoah AG, Owusu SK, Adjei S. Diabetes in
Ghana: a community based prevalence study in
Greater Accra. Diabetes Research and Clinical
Practice 2002; 56: 197-205.

Addo-Yobo EO, Woodcock A, Allotey A, Baf-
foe-Bonnie B, Strachan D, Custovic A. Exercise-
induced bronchospasm and atopy in Ghana: two
surveys ten years apart. PLoS Med 2007; 4:¢70.
Ghana Health Service. The health sector in Gha-
na: facts and figures 2009. Accra: CHIM, GHS;
2010.

NCD Control Programme. Ghana STEPS Survey
Fact Sheet: Greater Accra Region 2006. Accra:
GHS; 2010.

Hall JN, Moore S, Harper SB, Lynch JW. Global
variability in fruit and vegetable consumption.
Am J Prev Med 2009; 36:402-409.

Owusu A. Global School-Based Student Health
Survey (GSHS) 2008: Ghana Report Senior High
Schools: Middle Tennesse State University,
WHO, CDC, GES; 2008.

Ford ES, Bergmann MM, Kroger J, Schienki e-
witz A, Weikert C, Boeing H. Healthy Living Is
the Best Revenge: Findings From the European
Prospective Investigation Into Cancer and Nutri-
tion-Potsdam Study. Arch Intern Med 2009;
169:1355-1362.

Khaw K-T, Warecham N, Bingham S, Welch A,
Luben R, Day N. Combined Impact of Health
Behaviours and Mortality in Men and Women:
The EPIC-Norfolk Prospective Population Study.
PL0oS Med 2008; 5:¢12.

Steyn K, Sliwa K, Hawken S, Commerford P,
Onen C, Damasceno A, Ounpuu SYusuf S .
Risk factors associated with myocardial infarc-
tion in Africa: the INTERHEART Africa study.
Circulation 2005; 112:3554-3561.

Ford ES, Ajani UA, Croft JB, Critchley JA, Lab-
arthe DR, Kottke TE, Giles WH, Capewell S
explaining the decrease in U.S. deaths from coro-
nary disease, 19802000. N Engl J Med 2007,
356:2388-2398.

Palmieri L, Bennett K, Giampaoli S, Capewell S.
Explaining the Decrease in Coronary Heart Dis-
ease Mortality in Italy Between 1980 and 2000.
Am J Public Health2010; 100:684-692.
Papadakis S, Moroz 1. Population-level interve n-
tions for coronary heart disease prevention: what
have we learned since the North Karelia project?
Curr Opin Cardiol 2008; 23:452-461.

Krishnan A, Ekowati R, Baridalyne N,
Kusumawardani N, Suhardi, Kapoor
SK, Leowski J. Evaluation of community-based



March 2013

Vol. 2, No. 1

Postgraduate Medical Journal of Ghana

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

interventions for non-communicable diseases:
experiences from India and Indonesia. Health
Promot Int 2011; 26:276-289.

Sarrafzadegan N, Kelishadi R, Esmaillzadeh A,
Mohammadifard N, Rabiei K, Roohafza
H, Azadbakht L, Bahonar A, Sadri G, Amani
A, Heidari S, Malekafzali H. Do lifestyle inter-
ventions work in developing countries? Findings
from the Isfahan Healthy Heart Program in the Is-
lamic Republic of Iran. Bull WHO 2009; 87:39-
50.

Harati H, Hadaegh F, Momenan AA, Ghanei L,
Bozorgmanesh MR, Ghanbarian A, Mirmiran
P, Azizi F. Reduction in incidence of type 2 dia-
betes by lifestyle intervention in a Middle Eastern
community. Am J Prev Med 2010; 38:628-636.
World Health Organization. 2008-2013 action
plans for the global strategy for the prevention
and control of noncommunicable diseases: pre-
vent and control cardiovascular diseases, cancers,
chronic respiratory diseases and diabetes. Gene-
va: WHO; 2008.

Ministry of Health Ghana. Independent Review
Health Sector Programme of Work 2009. Accra:
MOH; April 2010.

Spencer J, Phillips, E., Ogedegbe, G. Knowledge
attitudes, beliefs, and blood pressure control in a
community-based sample in Ghana. Ethn Dis
2005; 15:748-752.

Clegg-Lamptey J, Dakubo J, Attobra YN. Why
do breast cancer patients report late or abscond
during treatment in Ghana? A pilot study. Ghana
Med J 2009; 43:127-131.

Adanu RM. Cervical cancer knowledge and
screening in Accra, Ghana. J Womens Health
Gend Based Med 2002; 11:487-488.

Abotchie PN, Shokar NK. Cervical cancer
screening among college students in Ghana:
knowledge and health beliefs. Int J Gynecol Can-
cer 2009; 19:412-416.

Chen JGL, Duda RB, Hill AG, Darko R, Adanu
RM, Seffah J, Anarfi JK. Epidemiology of cervi-
cal cancer and dysplasia in a cross-sectional study
of women in Accra, Ghana. International Journal
of Tropical Medicine 2005; 1:7-11.
Clegg-Lamptey JNA, Hodasi WM. A study of
breast cancer in Korle-bu Teaching Hospital: As-
sessing the impact of health education. Ghana
Med J2007; 41:72-77.

Asumanu E, Ametepi R, Koney CT. Audit of di-

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

abetic soft tissue infection and foot disease in Ac-
cra. West Afr J Med 2010; 29:86-90.
Plange-Rhule J, Phillips R, Acheampong JW,
Saggar-Malik AK, Cappuccio FP, Eastwood JB.
Hypertension and renal failure in Kumasi, Ghana.
J Hum Hypertens 1999; 13:37-40.

Gupta R, Guptha S, Joshi R, Xavier D. Translat-
ing evidence into policy for cardiovascular dis-
ease control in India. Health Research Policy and
Systems 2011; 9:8.

British Medical Association. Alcohol misuse:
tackling the UK epidemic; February 2008.
Bartolucci AA, Tendera M, Howard G. Meta-
analysis of multiple primary prevention trials of
cardiovascular events using aspirin. Am J Cardiol
2011; 107:1796-1801.

Lee M, Saver JL, Chang B, Chang KH, Hao Q,
Ovbiagele B. Presence of baseline prehyperten-
sion and risk of incident stroke: a meta-analysis.
Neurology 2011; 77:1330-1337.

World Health Organization. Package of Essential
Noncommunicable (PEN) Disease Interventions
for Primary Health Care in Low-Resource Set-
tings. Geneva: WHO; 2010.

Beaglehole R, Epping-Jordan J, Patel V, Chopra
M, Ebrahim S, Kidd M, Haines A. Improving the
prevention and management of chronic disease in
low-income and middle-income countries: a pri-
ority for primary health care. Lancet 2008;
372:940 - 949.

Rowe L, Kidd MR. A ‘wellness check’ for every
adult in Australia. Aust Fam Physician 2008;
37:837-839.

Till H. The Employee Wellbeing Programme
(EWP): Context and Concept. Health Summit;
24 November 2011; Accra: GIZ-Regional Coor-
dination Unit HIV & TB; 24 November 2011.
Basu S, Stuckler D, Bitton A, Glantz SA. Project-
ed effects of tobacco smoking on worldwide tu-
berculosis control: mathematical modelling anal-
ysis. Brit Med J 2011; 343:d5506.

Jeon CY, Harries AD, Baker MA, Hart JE, Kapur
A, Lonnroth K, Ottmani SE, Goonesekera
S, Murray MB. Bi-directional screening for tu-
berculosis and diabetes: a systematic review.
Trop Med Int Health 2010; 15:1300-1314.
Ministry of Finance and Economic Planning.
2012 Budget: Infrastructural Development for
Accelerated Growth and Job Creation. Accra:
Republic of Ghana; 2011.

40



