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PROLOGUE

T   he rise in noncommunicable diseases 
(NCDs) is increasingly undermining 
sustainable development, especially 
in low- and middle-income countries 
which suffer the highest burden of 

disease. Over the past several decades, countries in 
the Americas have made important gains in econom-
ic and social development, as well as considerable 
progress in reducing vaccine preventable infectious 
diseases, undernutrition, access to potable water 
and sanitation, and improving maternal and child 
health outcomes. While this has resulted in overall 
improvements in population health, there are grow-
ing  NCD-related challenges.  

NCDs are a complex problem, responsible for 79% 
of all deaths in the Americas. They also cause signif-
icant negative economic impact, as a result of lost 
output due to premature deaths, disability, and costs 
of ill health. NCD prevention and control will require 
strong governmental commitment, leadership and 
multi-sectoral approaches, to reduce exposure to the 
four main risk factors: tobacco use, harmful use of 
alcohol, unhealthy diet and physical inactivity.  This 
will be particularly relevant in the Americas, a region 
known to have the highest rates of overweight and 
obesity globally, coupled with high population levels 
of insufficient physical activity.  

Global and Regional Plans of Action for the Preven-
tion and Control of NCDs as well as the 2014 United 
Nations General Assembly Outcome Document on 
NCD Prevention and Control, have set out the road-
map to tackle NCDs.   The overall goal is to reduce 
premature mortality from NCDs by 25% by 2025. As 
such, the roadmap defines a set of evidence-based 
policies and interventions, with a clear accountabil-
ity framework to monitor countries’ performance 
and progress. 

The capacity to address NCDs in the region of the 
Americas is assessed through the NCD Country Ca-
pacity Survey, which periodically collects informa-
tion on national NCD-related health infrastructure, 
policies, plans, surveillance and health system re-
sponses. This report summarizes the results of the 
last survey conducted in 2015, and completed by 34 
of 35 Member States in the Americas. 

These results are particularly relevant and timely as 
they illustrate that several countries have made im-
portant advances towards achieving some the time-
bound NCD commitments. However, progress in the 
Region is uneven and there are many countries that 
have not yet achieved the commitments established 
for 2015. Fewer than half of the PAHO/WHO Mem
ber States reported having established an NCD pol
icy, strategy or multisectoral and operational action 
plan. Additionally, fewer than half of the countries 
reported having established national indicators with 
targets.

This report is intended to call attention to the urgent 
need to accelerate national efforts and invest more 
resources to fulfill the NCD commitments. Countries 
in the Americas are called upon to scale up their ef-
forts to  prevent and control NCDs.   If the status quo 
continues, the social, human and economic costs 
associated with NCDs will overwhelm our health 
systems and economies   and challenge the Region’s 
ability to successfully pursue the 2030 Sustainable 
Development Agenda

Dr. Anselm Hennis
Director, Department of Noncommunicable Diseases and 
Mental Health
PAHO/WHO
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N oncommunicable diseases (NCDs) 
and their risk factors (RFs) are the 
leading causes of morbidity, mortali-
ty, and disability in the Americas, and 
they represent both a public health 

challenge and a serious threat to the economic and 
social development of the Region. In response, coun-
tries of the Region have made commitments to ad-
dress this problem from global, regional and nation-
al perspectives. These include the four time-bound 
commitments set forth in the outcome document of 
the second meeting of the United Nations General 
Assembly in 2014. The World Health Organization 
carries out the Country Capacity Surveys (CCS) peri-
odically, that is used to develop Country Profiles of 

Capacity and Response to NCDs and their RFs. The 
CCS serves as an instrument both for monitoring 
progress and for identifying gaps and unmet needs 
in each country. It is also the main source of infor-
mation defined by WHO to report on progress to the 
United Nations General Assembly.

Overall, the Country Capacity Survey 2015 was com-
pleted by 34 of the 35 Member States of the Region of 
the Americas (97%), and the responses of 30 of these 
countries (88%) were completely validated. This re-
port summarizes the main findings of the Country 
Capacity Survey, as reported by the Member States, 
and includes results for the corresponding progress 
indicators. 

SUMMARY

Regarding the available public health infrastructure, 
23 of 34 countries (68%) reported having a dedicated 
NCD unit, branch, or department in their Ministry of 
Health staffed by at least one full-time employee, with 
funding for primary prevention, health promotion, 
early detection and screening, treatment, surveil-
lance, monitoring and evaluation. General govern-
ment revenues were the main source of NCD funding 
in the majority of countries, followed by health insur-
ance and, to a lesser extent, earmarked taxes. 

Regarding the implementation of NCD-related fiscal 
interventions, 32 of 34 countries (94%) reported the 
use of at least one of the interventions described in 
the Country Capacity Survey (most commonly, taxes 
on tobacco and alcohol). However, must be noted that 
these results only show that such taxes exist and do 
not indicate whether the existing enforcement frame-

work employs best practices to ensure the desired im-
pact on public health. 

Only 9 of 34 countries (26%) reported having a dedi-
cated national multisectoral commission, agency, or 
mechanism in place to oversee NCD engagement, pol-
icy coherence, and accountability among sectors oth-
er than health. Regarding broader policy frameworks, 
NCDs are part of the national health plans of 27 coun-
tries (27/34, 79%) and are included in the domestic de-
velopment agendas of 16 (16/34, 47%). These findings 
demonstrate a need to promote further integration of 
NCDs and their RFs into national development plans 
and to establish mechanisms for multisectoral work 
that facilitate  whole-of-government, whole-of-society 
and health-in-all-policies approaches, taking into ac-
count the recently adopted 2030 Agenda for Sustain-
able Development. 

Public health infrastructure, partnerships, and multisectoral collaboration for 
NCDs and their RFs
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Regarding the status of policies, strategies, and ac-
tion plans relevant to NCDs and their RFs, 17 of 34 
countries (50%) reported having an operational, 
integrated policy, strategy, or multisectoral action 
plan that addresses the four main NCDs and RFs. In 
addition, 16 of 34 countries (47%) reported having 
NCD indicators related to a set of time-bound na-
tional targets. According to these results, approxi-
mately half of all countries in the Region have yet 
to reach two of the four time-bound commitments 
included in the outcome document of the second 
meeting of the United Nations General Assembly in 
2014, namely “developing or strengthening national 
multisectoral policies and plans” and “setting na-
tional targets for 2025 and process indicators.” Both 
commitments were to be accomplished by 2015, 
and thus their implementation is a priority. 

Regarding the availability of cost-effective dietary 
policies, 6 of 34 countries (18%) reported having leg-

islation in place to limit the use of saturated fats and 
virtually eliminate industrially produced trans fats 
from the food supply; 4 of 34 countries (12%) report-
ed having active legislation to reduce the impact on 
children of marketing foods high in saturated fats, 
trans-fatty acids, free sugars, salt or non-alcoholic 
beverages. Only one country (1 of 34, 3%) reported 
having legislation designed to reduce population 
salt intake by mandating reformulation of products 
by industry across the food supply. 

The small proportion of countries that reported 
having active legislation that addresses these is-
sues, highlight the need to strengthen the national 
health authority’s institutional capacity to regulate 
RFs. An indispensable component of this effort is 
the development of fiscal policies conducive to im-
plementation of 10 of the 15 highly cost-effective 
interventions recommended by WHO to address 
NCDs and their RFs.

Status of policies, strategies, and action plans relevant to NCDs and their RFs

Surveillance

Regarding surveillance, 24 of 34 countries (71%) re-
ported having an office, department or administra-
tive branch within the Ministry of Health respon-
sible for NCDs surveillance. Within these group of 
countries, 21% were exclusively (5/24) dedicated to 
NCDs surveillance and 79% were nonexclusively 
(19/24). Furthermore, all countries reported having 
a system for routine collection of mortality data by 
cause of death, and 16 countries reported having 
population-based registries at the national (11/34, 
32%) or subnational (5/34, 15%) level. Finally, nine 
countries (9/34, 26%) reported carrying out recent 
(within the last 5 years) and periodic (at least every 
5 years) surveys in adults to determine the levels of 
harmful alcohol consumption, physical inactivity, 
tobacco consumption, high blood glucose/diabetes, 

high blood pressure/hypertension, overweight and 
obesity, and salt/sodium intake. 

Although the Country Capacity Survey reveals some 
capability for NCD and RF surveillance, enhancing 
integrated national systems that are capable of pro-
ducing data periodically, systematically, sustainably, 
and in a standardized fashion remains a priority. At 
least four main sources of information should be 
tapped: vital registries, NCD registries, population 
surveys, and health information systems. Further-
more, population surveys must routinely include 
physical measurements and biochemical tests for 
several NCD risk factors, including overweight and 
obesity, salt/sodium intake, blood pressure, and ele-
vated glucose and cholesterol. 
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Health systems capacity

The health systems module of the Country Capac-
ity Survey provides an overview of national capa-
bilities for the management of NCDs and their RFs, 
including such key aspects as the availability of ev-
idence-based guidelines, standards, and protocols, 
as well as criteria for referral. It also provides infor-
mation on services available at the primary care lev-
el for the early detection, diagnosis, and treatment 
of the main NCDs, as well as diagnostic procedures 
and treatments for this group of diseases in second-
ary and tertiary settings. Furthermore, it enables re-
porting on two of the progress indicators established 
by the United Nations General Assembly, namely, the 
availability and implementation of evidence-based 
guidelines, standards, and protocols and the provi-
sion of drugs and guidance for patients at high car-
diovascular risk.

Only 7 of 34 countries (21%) reported having fully or 
partially implemented evidence-based guidelines, 

protocols, or standards for the four main NCDs, while 
14 of 34 countries (41%) had such instruments in place 
for at least two. Furthermore, only 4 of 34 countries 
(12%) reported that cardiovascular risk stratification 
was carried out in more than 50% of primary care fa-
cilities for the identification of patients at high car-
diovascular risk. Finally, essential medicines for the 
management of NCDs (insulin, aspirin, metformin, 
thiazide diuretics, ACE inhibitors, calcium channel 
blockers, statins and sulphonylureas) were usually 
available at the primary care level. 

These results suggest that promoting the implemen-
tation of evidence-based clinical practice guidelines, 
standards or protocols for NCDs should be a priority 
in order to improve quality of care.

Limitations

When reviewing the results of the 2015 Country 
Capacity Survey, the limitations described below 
should be taken into account. It is a global tool that 
provides an overview of national capabilities for the 
prevention and control of NCDs and their RFs. It 
cannot capture all of the specific circumstances in 
each country, nor does it allow for a comprehensive 
situation analysis of each subject covered in its four 
modules. 

The Country Capacity Survey is coordinated by a fo-
cal point designated by the national authorities. The 
quality of the collected data depends on the breadth 

of the consultation process carried out by this coor-
dinator. It also reflects the perspectives and knowl-
edge level of the informants at the time the survey 
was completed. 

Finally, although the present round was accompa-
nied by an expanded validation process, the survey 
still includes many questions for which no indepen-
dent verification mechanism is available. Neverthe-
less, these results should prove useful in identifying 
gaps in health systems, services, surveillance and 
policies. 
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N
oncommunicable diseases (NCDs), 
including cardiovascular diseases, 
cancer, diabetes and chronical respi-
ratory disease were responsible for 
4.8 million deaths in 2012, which rep-

resents 79% of all deaths in the Americas.(1). 

Tobacco, harmful alcohol consumption, physical 
inactivity, and unhealthy diet are the main risk fac-
tors for NCDs. According to 2013 estimates, there are 
approximately 127 million smokers aged 15 or older 
in the Americas. The prevalence of current tobacco 
smokers in the adult population is 17.1%, the fourth 
highest in the world by region (2). The prevalence 
of binge drinking in the general population of the 
Americas is 14%, the second highest among the six 
World Health Organization (WHO) regions (3). The 
Region of the Americas also has the world’s high-
est prevalence of overweight and obesity in adults1 
(59%), and the prevalence of physical inactivity in 
adults2 is almost 1.5 times higher than the global av-
erage (32.4% vs. 23.3%). The prevalence of high total 
cholesterol3  in the Americas is the second highest in 
the world at 12.6%. Finally, the Region has the fourth 
highest prevalence of high fasting blood glucose4  
(7.9%) among adults and ranks sixth in prevalence of 
high blood pressure5  (19.3%) (4)6.  
In response to this situation, a growing number of 
resolutions and political declarations have been is-
sued in the last 15 years, at both the regional and glob-
al levels, which have helped raise the profile of NCDs 
and their RFs in the health and economic and social 
development agendas. These efforts culminated in 
the Political Declaration of the UN High-Level Meet-

ing on the Prevention and Control of Noncommuni-
cable Diseases in September 2011 (5). This statement 
generated new commitments to address NCDs and 
their RFs, including the WHO Global Action Plan for 
the Prevention and Control of NCDs 2013-2020 (6), 
the Pan American Health Organization (PAHO) Plan 
of Action for the Prevention and Control of Noncom-
municable Diseases in the Americas 2013-2019 (7), and 
the WHO Global Monitoring Framework for surveil-
lance of NCDs and their RFs, which established nine 
voluntary goals and 25 indicators to monitor progress 
at the global level (8). In 2014, a second High-level 
Meeting of the United Nations General Assembly was 
held to evaluate progress made, resulting in an Out-
come Document (9) in which the Member States es-
tablished four time-bound commitments and agreed 
to hold a third follow-up meeting and evaluation in 
2018. Finally, one of the 17 Sustainable Development 
Goals (SDGs) within the 2030 Agenda for Sustainable 
Development, approved in September 2015, pertains 
to health and is associated with several NCD-related 
targets. Among these is the reduction of premature 
mortality from NCDs by one-third by 2030 (10). 

All of these commitments to action include a series 
of targets and corresponding indicators of progress 
and performance (Figure 1), and all contain a time-
line for Member States to report to WHO and to the 
United Nations General Assembly. 

1	 Body mass index of 25 kg/m2 or greater.

2	 Less than 150 minutes of moderate physical activity per week 
or less than 75 minutes of vigorous physical activity per week 
(or equivalent).

3	 Total cholesterol of 240 mg/dl or higher.

4	 Fasting blood glucose of 126 mg/dl (7.0 mmol/l) or higher, or use 
of any medicines for high blood sugar.

 
5	 Systolic blood pressure ≥ 140 mmHg or diastolic blood pressu-

re ≥ 90 mmHg.

6	 All prevalence figures except for prevalence of physical inacti-
vity are age-standardized. All refer to the adult population aged 
18 years or older, except for tobacco and alcohol (population 
aged 15 years or older) and high total cholesterol (population 
aged 25 years or older). All prevalence figures represent 2010 
data, except for current tobacco use (2013) and high total cho-
lesterol (2008).
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Time-bound commitments made by the Member States in the outcome document of the 
second High-level Meeting of the United Nations General Assembly, 2014 (9)

2015

2016

○○ Consider setting national targets for 2025 and process indica-
tors based on national situations, taking into account the nine vo-
luntary global targets for noncommunicable diseases, building on 
guidance provided by the World Health Organization, to focus on 
efforts to address the impacts of noncommunicable diseases and 
to assess the progress made in the prevention and control of non-
communicable diseases and their risk factors and determinants. 

○○ Consider developing or strengthening national multisectoral 
policies and plans to achieve the national targets by 2025, taking 
into account the Global Action Plan for the Prevention and Control 
of Noncommunicable Diseases 2013–2020. 

○○ As appropriate, reduce risk factors for noncommunicable 
diseases and underlying social determinants through the 
implementation of interventions and policy options to create 
health-promoting environments, building on guidance set out in 
Appendix 3 to the Global Action Plan.

○○ As appropriate, strengthen and orient health systems to ad-
dress the prevention and control of noncommunicable diseases 
and the underlying social determinants through people-centered 
primary health care and universal health coverage throughout 
the life cycle, building on guidance set out in Appendix 3 to the 
Global Action Plan. 

The Country Capacity Survey, which has been car-
ried out in 2000, 2006, 2010, and 2013, serves as an 
instrument for monitoring advances, identifying 
gaps and needs and thus, facilitating technical coop-
eration. Finally, this  will be the source of informa-
tion for the process indicators devised to monitor 
implementation of the WHO global action plan (11). 

WHO has developed 10 indicators to report to the 
United Nations Assembly. These 10 indicators mea-
sure progress across four areas: surveillance, risk 
factors, health services and policy. (12) (see Annex 1 

for a detailed description of the progress indicators 
and their information sources): 

○○ Surveillance and monitoring (indicators 1, 2, 3);
○○ Risk Factors: tobacco use (indicators 5a, 5b, 5c, 

5d), harmful use of alcohol (indicators 6a, 6b, 6c), 
unhealthy diets (indicators 7a, 7b, 7c, 7d), public 
awareness on diet and/or physical activity (indi-
cator 8);

○○ NCDs policy, guidelines and drug therapy (indica-
tors 4, 9 and 10)
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Timeline of key milestones for the prevention and control of NCDs and their RFs, with 
corresponding goals and indicators

FIGURE 1
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2.1 QUESTIONNAIRE

2.2 DATA  COLLECTION 
AND VALIDATION

The 2015 Country Capacity Survey questionnaire 
was developed by WHO and consists of four mod-
ules, as follows: 

1.	 Public health infrastructure, partnerships, 
and multisectoral collaboration for NCDs and 
their RFs.

2.	 Status of NCD-relevant policies, strategies and 
action plans.  

3.	 Capacity for NCD early detection, treatment 
and care within the health system. 

4.	 Health information systems, surveillance, and 
surveys for NCDs and their RFs.

The survey is a self-administered questionnaire de-
signed for online completion. The web page devel-
oped to host the questionnaire includes a glossary 
with definitions of important terms, as well as de-
tailed instructions on how to complete the survey. 
Definitions of key terms used in the questionnaire 
are available in Annex 2. 

The methodology of the 2015 Country Capacity Survey 
required countries to provide background documen-
tation to enable the validation of “yes” answers to 38 
items. To support this requirement, an upload func-
tion was added to the survey web page. Annex 3 lists 
the questions for which background documentation 
was requested as part of the validation process. 

The questionnaire for this fifth Country Capacity 
Survey overlaps substantially with those used in 2010 
and 2013. (13). Nevertheless, some modifications have 
been introduced to cover the progress and process in-
dicators defined by WHO, to expand the scope of in-
formation collected on health services, and to stream-
line the modules by eliminating sub-items that did not 
provide essential information. 

The complete 2015 Country Capacity Survey question-
naire is available online at http://www.paho.org/hq/dm-
documents/CCS-2015-NCD-Questionnaire.pdf. 
 

Instructions and login information (user name and 
password) for the 2015 Country Capacity Survey 
website were provided to authorities in the 35 Mem-
ber States of the Region of the Americas in July 2015 
by the respective PAHO/WHO country offices. Data 
collection and validation took place between July 
and November 2015. 

It was recommended that a focal point be desig-
nated within each country’s Ministry of Health in 
order to improve the quality and completeness of 

responses. This focal point was in charge of coordi-
nating data collection and validation and of conven-
ing a group of key informants with expert knowl-
edge of the subject matter in the different modules 
of the questionnaire. The authorities of each coun-
try were responsible for appointing the focal point 
and establishing the consultation procedure and 
scope. In addition, the 2015 Country Capacity Sur-
vey included a broader validation process than pre-
vious rounds. Changes included: 
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2.3 RESPONSE RATE AND VALIDATION 

○○ Verification of selected responses against 
WHO databases. These databases included 
the vital registration system of the WHO De-
partment of Health Statistics and Informat-
ics, the cancer registries of the International 
Agency for Research on Cancer (IARC), the 
WHO Global Health Observatory data reposi-
tory (4), statistics from the WHO Report on the 
Global Tobacco Epidemic (14), and the internal 
registry of risk-factor surveys for which WHO 
provides technical cooperation, including the 
STEPS survey and the survey on Health Behav-
ior in School-aged Children (HBSC). 

○○ Verification of selected responses on cancer 
prevention and treatment against the American 

Cancer Society’s Cancer Atlas (15) and the Inter-
national Atomic Energy Agency’s Directory of 
Radiotherapy Centers (DIRAC) (16). 

○○ A review of supporting background documen-
tation provided in the case of positive responses 
to selected questions across the four modules. 

When the answers provided by the country were at 
odds with information obtained through validation, 
a process of information exchange with the national 
authorities was carried out until consensus on the di-
vergent answers was achieved. 

A summary of the validation process defined by WHO 
is provided in Annex 3. 

Overall, 34 of the 35 Member States of the Americas 
completed the 2015 Country Capacity Survey, which 
represents a 97% response rate. Furthermore, 30 of 
the 34 countries that completed the survey (88%) 
had their responses completely validated according 
to the process established by WHO. As part of this 
process, the countries submitted 811 documents 

through the survey website in support of their re-
sponses. 

Table 1 provides a complete list of the countries that 
completed the questionnaire and validation process, 
grouped by subregion and classified by income level 
as defined by the World Bank (17). 

The database containing all responses provided by 
the Member States of the Region was uploaded from 
the survey website into a Microsoft Excel file (18). 
First, a critical data review was carried out to ensure 
consistency between answers to each item and its 
sub-items and to identify responses that were not 
validated. Then, a descriptive analysis was carried 
out for all 34 Member States, as well as an analysis 

for country groups classified by income level accord-
ing to World Bank definitions (17). For the purpose 
of the present report, Haiti, the only low-income 
country in the Region (Table 1), was pooled with 
the lower-middle-income countries under a single 
category of “low-income and lower-middle-income 
countries.” 

2.4 ANALYSIS
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When reviewing the results of the 2015 Country 
Capacity Survey, the limitations described below 
should be taken into account. First, as a global tool 
that provides an overview of national capabilities 
for the prevention and control of NCDs and their 
RFs, this instrument cannot capture all of the spe-
cific circumstances of each country, nor does it al-
low for a comprehensive situation analysis of each 
subject covered in the four modules. For example, 
although the Country Capacity Survey can identify 
the existence of fiscal interventions for NCDs and 
their RFs, it does not provide enough information 
to determine whether those interventions are suf-
ficient to bring about the desired public health im-
pacts. In addition, because it is meant to be a global 
tool to monitor advances toward the global and re-
gional commitments made by the Member States, 
it cannot be adjusted to fit all the specific circum-
stances that occur at the country level. 

The Country Capacity Survey is coordinated by a focal 
point for NCDs designated by the national authorities. 
This coordinator is in charge of identifying key infor-
mants for each of the survey modules. The quality of 
the collected data depends on the breadth of this con-
sultation process. It also reflects the perspective and 
knowledge level of the informants at the time they 
completed the survey. Changes among national au-
thorities in some Member States may affect the quali-
ty of some of the answers provided. 

Finally, although the present round of the survey fea-
tured an expanded validation process, there were still 
a substantial number of questions for which no inde-
pendent verification mechanism was available. This 
limitation notwithstanding, the results should be very 
useful especially because they provide information on 
the absence of essential infrastructure, surveillance, 
policy and health service components. 

2.5 LIMITATIONS

For analysis of the population surveys reported by 
countries in Module III, “Health Information Sys-
tems, Surveillance, and Surveys for NCDs and their 
Risk Factors,” results were categorized according to 
the key attributes needed for an NCD and RF sur-
veillance system: representativeness (nationwide), 
frequency of data collection (at least every 5 years), 
timeliness (data collected in the last 5 years), and 
availability of measurements for RFs that are defined 
by quantitative parameters. The technical note in 
Annex 4 provides a detailed description of this cate-
gorization for RFs that do and do not require specific 
measurements. 

Annex 5 contains maps that present the results for 
progress indicators that have the Country Capacity 
Survey as their main source of information, as well 
as tables listing the variables used for construction 

of these indicators, presented by country. A defini-
tion of the indicator and its performance criteria are 
provided with each map. 

For all analyses, the number of countries that com-
pleted the questionnaire, whether cumulatively 
or within the subgroup of interest, was used as the 
denominator, as specified in the tables and figures 
presented in the Results section. In all cases, nonval-
idated responses were treated as a separate category. 
All statistical analyses were performed in STATA 14.1 
(20). 

Finally, although the 2015 Country Capacity Survey 
questionnaire overlaps substantially with those used 
in 2010 and 2013, this report does not include a com-
parison of results across the three survey rounds due 
to changes in the methodology used for validation of 
responses in 2015. 
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* Income levels defined in relation to the following ranges of per capita gross domestic product for 2014, calculated by the World Bank 
Atlas method: low income, less than US$1,045 (United States dollars); lower-middle income, US$1,046-4,125; higher-middle income, 
US$4,126-12,735; high income, US$12,736 or more. 
N/A, not applicable. 

Countries that completed the 2015 Country Capacity Survey and their validation status, by 

subregion and World Bank income level (18)*

Sub-Region Country World Bank income level* Completed Validated

North America
Canada High Yes Yes

United States of America High Yes Yes 

Central America
and Mexico 

Costa Rica Upper-middle Yes Yes 

El Salvador Lower-middle Yes Incomplete 

Guatemala Lower-middle Yes Yes 

Honduras Lower-middle Yes Yes 

Mexico Upper-middle Yes Yes 

Nicaragua Lower-middle Yes Yes 

Panama Upper-middle Yes Yes 

Andean Region 

Bolivia, Plurinational 
State of

Lower-middle Yes Incomplete 

Colombia Upper-middle Yes Yes 

Ecuador Upper-middle Yes Yes 

Peru Upper-middle Yes Yes 

Venezuela, Bolivarian 
Republic of

High No N/A 

Southern Cone 

Argentina High Yes Yes 

Brazil Upper-middle Yes Yes 

Chile High Yes Yes 

Paraguay Upper-middle Yes Yes 

Uruguay High Yes Incomplete 

Non-Latin 
Caribbean

Antigua and Barbuda High Yes Yes 

Bahamas High Yes Yes 

Barbados High Yes Yes 

Belize Upper-middle Yes Yes 

Dominica Upper-middle Yes Yes 

Grenada Upper-middle Yes Yes 

Guyana Lower-middle Yes Yes 

Jamaica Upper-middle Yes Yes 

Saint Kitts and Nevis High Yes Yes 

Saint Lucia Upper-middle Yes Yes 

Saint Vincent and the Gren-
adines

Upper-middle Yes Yes 

Suriname Upper-middle Yes Yes 

Trinidad and Tobago High Yes Yes 

Latin Caribbean 

Cuba Upper-middle Yes Yes 

Dominican Republic Upper-middle Yes Yes 

Haiti Low Yes Incomplete

TABLE 1
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3.1
PUBLIC HEALTH INFRASTRUCTURE, 
PARTNERSHIPS, AND MULTISECTORAL 
COLLABORATION FOR NCDs AND 
THEIR RFs  

7	 For more information, please see pages 52-54 of the Discussion section.

Highlights

23 of 34 countries (68%) reported having an unit, branch, or 
department responsible for NCDs in their Ministry of Health, with at 
least one full-time professional staff member and funding for primary 
prevention, health promotion, early detection and screening, treatment, 
surveillance, monitoring, and evaluation. 

9 of 34 countries (26%) reported having a dedicated, nationwide 
multisectoral commission, agency, or mechanism to oversee NCD 
engagement, policy coherence, and accountability in sectors other than 
health. 

General government revenues were the main source of funding for 
NCDs in the majority of countries, regardless of income level. 

01

02

04

03

32 of 34 countries (94%) reported the implementation of at least one 
fiscal intervention related to NCDs (most commonly, taxes on tobacco 
and alcohol). However, these results only show that such taxes exist and 

do not indicate whether the current enforcement framework employs 
best practices to ensure the desired impact on public health.7 
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Table 2 shows the main results of the survey module 
on infrastructure, human resources, and funding 
for NCDs and their RFs, for countries grouped by in-
come level. Overall, 29 of 34 countries (85%) report-
ed having a unit, branch, or department within the 
Ministry of Health dedicated to NCDs and their RFs, 
with at least one full-time technical or professional 
staff member. Regarding funding for core functions 
or activities related to NCDs and their RFs, most 
countries reported having funding for primary pre-
vention (32/34, 94%), health promotion (31/34, 91%), 
early detection and screening (31/34, 91%), treatment 
(32/34, 94%), and surveillance, monitoring, and eval-
uation of NCDs and their RFs (30/34, 88%). A smaller 
proportion of countries reported that funding was 
available for capacity-building (24/34, 71%) and for 
palliative care (15/34, 44%). 

Overall, 23 of 34 countries (68%) reported having an 
operational unit, branch, or department for NCDs 
within their ministry of health or equivalent agency, 
with at least one full-time staff member as well as 
funding for primary prevention, health promotion, 
early detection and screening, treatment, surveil-
lance, monitoring, and evaluation. The proportion 
of countries that reported having a unit, branch, or 
department dedicated to NCDs with at least one pro-
fessional staff member and funding for core NCD-re-
lated activities or functions turned out to be similar 
among groups of countries with different income 
levels. Funding for capacity-building and palliative 
care was substantially less available in low-income 
and lower-middle-income countries.

Unit, branch, or department dedicated to NCDs
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* A list of countries classified by World Bank income level is provided in Table 1.

Existing infrastructure to address NCDs and their RFs, by income group* 

País Low and 
Lower-middle

Upper-middle High Total

Number 
of 

countries
(of 34 
total)

%

Number 
of 

countries
(of 34 
total)

%

Number 
of 

countries
(of 34 
total)

%

Number 
of 

countries
(of 34 
total)

%

Unit, branch, or department 
in the Ministry of Health or 
equivalent with responsibility 
for NCDs and their RFs

6/7 86% 15/17 88% 8/10 80% 29/34 85%

Number of full-time technical 
or professional staff in the 
unit, branch or department:

        

1 1/6 14% 2/15 12% 0/8 0% 3/29 10%

2  to 5 3/6 43% 5/15 29% 3/8 30% 11/29 38%

6 to 10 2/6 29% 4/15 24% 1/8 10% 7/29 24%

11 or more 0/6 0% 4/15 24% 4/8 40% 8/29 28%

Funding for NCD and RF 
activities or functions:

Primary prevention 6/7 86% 16/17 94% 10/10 100% 32/34 94%

Health promotion 6/7 86% 16/17 94% 9/10 90% 31/34 91%

Early detection/screening 5/7 71% 16/17 94% 10/10 100% 31/34 91%

Care and treatment 5/7 71% 17/17 100% 10/10 100% 32/34 94%

Surveillance, monitoring, and 
evaluation

5/7 71% 17/17 100% 8/10 80% 30/34 88%

Capacity-building 3/7 43% 13/17 76% 8/10 80% 24/34 71%

Palliative care 1/7 14% 10/17 59% 4/10 40% 15/34 44%

TABLE 2
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Regarding sources of funding to address NCDs 
and their RFs, general government revenue was 
the primary source of funding in the majority of 
countries, regardless of income level. The second 
major source of funding was health insurance 
in 40% (4/10) of the high-income countries  and 
47% (8/17) of the upper-middle-income countries. 

Earmarked taxes represented the second major 
source of financing in 29% (2/7) of low- and low-
er-middle-income countries. Finally, international 
donors appeared as the third or lowest-ranking 
source of funding in the majority of countries, in-
cluding 40% (4/10) of high-income countries (Fig-
ure 2). 

Sources of funding and fiscal interventions

Primary source of funding

FIGURE 2

Main sources of funding to address NCDs and their RFs, by income group*
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Secondary source of funding

Tertiary source of funding

* A list of countries classified by World Bank income level is provided in Table 1.
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Percentage of countries that reported implementing fiscal interventions related to NCDs and 

their risk or protective factors, by income group* 

FIGURE 3

* A list of countries classified by World Bank income level is provided in Table 1.

The survey revealed that 32 of 34 countries (94%) had 
implemented at least one of the six specified fiscal 
interventions related to NCDs and their risk or 
protective factors.8 In most cases, these interven-
tions were excise9 and non-excise taxes on tobacco 
(31/34, 91%) and alcohol (29/34, 85%). Conversely, 
other types of interventions, such as taxes on sug-
ar-sweetened beverages (7/34, 21%) and on foods 

high in fat, sugar, or salt (4/34, 12%), price subsidies 
for healthy foods (7/34, 21%), and incentives to pro-
mote physical activity (3/34, 9%), were considerably 
less widespread. Figure 3 shows the proportion of 
countries that reported implementation of these fis-
cal interventions, by income level. Taxes on tobacco 
and alcohol were the most frequently implemented 
fiscal interventions in all countries, regardless of 
income level. Taxes on sugar-sweetened beverages 
were more likely to be enacted in low-income and 
lower-middle-income countries than in high-income 
countries, while incentives for healthy food and pro-
motion of physical activity were most common in 
high-income countries. 

8	 These results only reveal that such taxes exist, not whether 
they are sufficient to ensure the desired impact on public heal-
th. For more information, please see pages 52-54 of the Discus-
sion section.

9	 Excise taxes have a greater public health impact, as they only 
affect tobacco products and increase their price in relation to 
other products or services (3).
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Multisectoral commissions, agencies, or mechanisms

Availability and status of national multisectoral commissions, agencies, or mechanisms for 

addressing NCDs 

FIGURE 4

Finally, of the 31 countries that had implemented at 
least one of the types of taxes listed previously, 20 
(65%) reported that most of the funds resulting were 
added to general government revenue, while eight 

Twenty-four countries (24/34, 71%) reported hav-
ing a national multisectoral commission, agency, 
or mechanism10 to oversee NCD engagement, pol-

countries (26%) reported that the revenue generated 
was combined with general health and health servi-
ces funding. Only two countries (6%) reported that 
such funds were used to influence health behaviors. 

icy coherence, and accountability in sectors other 
than health. However, such commissions, agen-
cies, or mechanisms were only categorized as op-
erational by nine countries (9/34, 26%), while the 
rest of the countries indicated that the entities 
were still under development or otherwise not in 
effect (Figure 4).

10	 According to the Country Capacity Survey glossary, the term 
“multisectoral” means "involving different sectors, such as 
health, agriculture, education, finance, infrastructure, trans-
port, trade, etc.” (Annex 2). 

Note: The sum of percentages may not be 100% due to rounding.



18

Results

País Operational
Under 

development
Not in effect Total

Number 
of 

countries: 
(of 34 
total) 

% 

Number 
of 

countries: 
(of 34 
total) 

% 

Number 
of 

countries: 
(of 34 
total) 

% 

Number 
of 

countries: 
(of 34 
total) 

% 

Members of the 
multisectoral 
commission, 
agency, or mechanism

Government ministries 
other than health

9/9 100 11/13 85 2/2 100 22/24 92 

Academia (including 
research centers)

9/9 100 10/13 77 1/2 50 20/24 83 

Nongovernmental or 
community-based 
organizations / civil society

9/9 100 10/13 77 2/2 100 21/24 88 

Private sector 7/9 78 8/13 62 2/2 100 17/24 71 

United Nations agencies 5/9 56 8/13 62 1/2 50 14/24 58 

Other international 
institutions

3/9 33 6/13 46 0/2 0 9/24 38 

Other 1/9 11 2/13 15 0/2 0 3/24 13 

Table 3 shows the main types of entities that par-
ticipate in the multisectoral commissions, agen-
cies, or mechanisms, stratified by status of the 
commission, agency, or mechanism. Overall, the 
most commonly reported participants in the 24 
countries were ministries other than health (22/24, 
92%), civil society (21/24, 88%), and academia 

(20/24, 83%), followed by the private sector (17/24, 
71%). United Nations agencies (14/24, 58%) and 
other international institutions (9/24, 38%) were 
represented to a lesser extent. This membership 
pattern was observed both in operational commis-
sions, agencies, or mechanisms and in those still 
under development. 

Members of NCD multisectoral commissions, agencies, or mechanisms, by status

TABLE 3
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Highlights

3.2 POLICIES, STRATEGIES, AND 
ACTION PLANS RELEVANT 
TO NCDs AND THEIR RFs

NCDs are part of the national health plan of 27 countries (27/34, 79%) 
and are included on the national development agenda of 16 countries 
(16/34, 47%). 

Six countries (6/34, 18%) reported having legislation in place to limit 
saturated fats and virtually eliminate industrially produced trans fats. 

16 countries (16/34, 47%) reported having NCD indicators related to a set 
of time-bound national targets. 

Around two-thirds of countries reported having implemented some kind 
of national program to raise awareness of healthy diets (24/34, 71%) or 
physical activity (21/34, 62%) in the last 5 years.

17 countries (17/34, 50%) reported having an operational multisectoral 
policy, strategy, or action plan that addresses the four main NCDs and RFs. 

One country (1/34, 3%) reported having legislation in place to reduce 
population salt intake through product reformulation by industry across 

the food supply. 

Four countries (4/34, 12%) reported having legislation in place to reduce 
the impact on children of marketing of foods high in saturated fats, 

trans-fatty acids, free sugars, salt and non-alcoholic beverages. 

01

02

04

06

03

05

07
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Integrated policies, strategies, or action plans for NCDs, according to status

FIGURE 5

Regarding the position of NCDs within the nation-
al political framework, 27 countries (27/34, 79%) 
reported including this group of diseases in their 
national health plan. Almost half of the countries 
(16/34, 47%) also reported that NCDs were included 
in the national development agenda. 

In addition, 25 countries (25/34, 74%) reported hav-
ing a national NCD policy, strategy, or action plan 
that covers the main NCDs and their RFs. Overall, 
20 countries (20/34, 59%) confirmed that the policy, 

strategy, or action plan is operational11,  4 countries 
(4/34, 12%) reported it is under development, and 
one country (1/34, 3%) declared that it is not in ef-
fect (Figure 5). It should be noted that in 6 of the 9 
countries that lack an integrated policy, strategy, or 
action plan, NCDs are at least included in the nation-
al health plan. 

11	 According to the Country Capacity Survey glossary, the term 
“operational” refers to “a policy, strategy, or plan of action 
which is being used and implemented in the country, and has 
resources and funding available to implement it” (Annex 2).

As shown in Table 4, all the operational policies, 
strategies, or action plans were multisectoral in 
nature (20/20, 100%); 17 (17/20, 85%) addressed the 
four main RFs and four principal NCDs, but only 
11 (11/20, 55%) included palliative care for patients 
with NCDs. Just over half (11/20, 55%) began in 2013 
or later, which demonstrates rapid progress in the 
Region. 

These results provide information on WHO prog-
ress indicator number 4 to be reported to the 
United Nations General Assembly (12). It measures 

the number of Member States with an operation-
al, national multisectoral strategy or action plan 
that covers the main NCDs and their RFs. Overall, 
17 countries (17/34, 50%) fulfilled this indicator 
completely by having operational multisectoral 
policies, strategies, or action plans for all four NCDs 
and all four RFs. Three countries (3/34, 9%) par-
tially achieved it by addressing at least two of the 
four main NCDs and at least two of the four main 
RFs. Annex 5 presents results for this indicator for 
each country (see Figure A-3 and Table A-5). 

Integrated policies, strategies, or action plans for NCDs and their RFs
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Main characteristics of operational integrated national NCD policies, strategies, or action 

plans 

TABLE 4

Although 22 countries (22/34, 65%) reported having 
national indicators for NCDs and their RFs, in only 
16 of them (16/34, 47%) were these indicators asso-
ciated with a set of national time-bound targets. 
On the other hand, 14 of the 16 countries with NCD 
targets and indicators also have an operational in-
tegrated policy, strategy, or action plan for the pre-
vention and control of this group of diseases. 

These results have been used to construct progress 
indicator number 1 (12), which measures the num-
ber of Member States that have established nation-
al indicators and time-bound targets that relate to 

the three areas covered by the targets of the WHO 
Global Monitoring Framework: mortality, risk fac-
tors, and health services (8). Overall, 14 countries 
(14/34, 41%) achieved this indicator completely by 
having indicators and time-bound targets that cov-
er NCD mortality as well as key RFs for the country 
and/or health services, while 2 countries (2/34, 2%) 
achieved it partially by covering only two of the 
three topics of the Global Monitoring Framework 
(one of them being mortality) or by not having time-
bound targets. Annex 5 provides information for 
this indicator for each country (see Figure A-1 and 
Table A-3). 

Number of countries 
with affirmative answers % 

Is there a national NCD policy, strategy, or action plan 
covering several NCDs and their RFs?

20/34 59 

Is it a policy / strategy? 18/20 90 

Is it an action plan? 16/20 80 

Is it multisectoral? 20/20 100 

Is it multi-stakeholder? 19/20 95 

Does it address the 4 main NCDs and their 4 RFs? 17/20 85 

Recent implementation (2013 or later)? 11/20 55 

Does it address the following NCDs and RFs?

Harmful use of alcohol 18/20 90 

Unhealthy diet 20/20 100 

Physical inactivity 20/20 100 

Tobacco 19/20 95 

Cancer 18/20 90 

Cardiovascular diseases 20/20 100 

Chronic respiratory diseases 18/20 90 

Diabetes 20/20 100 

Does it include palliative care for patients with NCDs? 11/20 55 
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Specific policies, strategies, or action plans to address the main NCDs and their RFs

Specific policies, strategies, and action plans for the main NCDs and RFs, by implementation 

status

FIGURE 6

Figure 6 presents the specific policies, strategies, 
or action plans for the main NCDs and their RFs as 
reported in the survey, according to their implemen-
tation status. Cancer (15/34, 44%) and reduction of 
tobacco use (20/34, 59%) were the issues most com-

monly addressed by specific operational policies, 
strategies, and action plans of the countries. The re-
maining NCDs and RFs were only covered by specific 
operational policies, strategies, or action plans in 21% 
to 32% of countries. 

In this analysis it is important to note the relatively 
high proportion of countries in which the four main 
NCDs and the four main RFs are not covered by any 
type of operational policy, strategy, or action plan, 
whether integrated or focused on a specific NCD or 
RF. As shown in Figure 7, this was the case in more 
than one-third of the 34 countries that completed 
the survey. The exception was tobacco control, for 
which only six countries (6/34, 18%) reported having 

no operational policies, strategies, or action plans 
(either integrated or specific). This pattern was inde-
pendent of income level, but a higher proportion of 
low- and lower-middle-income countries lacked pol-
icies, strategies, or action plans, followed by high-in-
come countries. Upper-middle- income countries re-
ported the broadest coverage in terms of operational 
policies, strategies, and action plans for the main 
NCDs and RFs (Figure 8). 

Notes:    CVD: cardiovascular diseases; DM: diabetes; CRD: chronic respiratory diseases; DNV: data not validated; DK: don’t know.
The sum of percentages may not be 100% due to rounding.
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Availability of operational integrated and/or specific policies, strategies, or action plans to 

address the main NCDs and their RFs, by areas 

FIGURE 7

Notes:  CVD: cardiovascular diseases; DM: diabetes; CRD: chronic respiratory diseases.

Notes:  CVD: cardiovascular diseases; DM: diabetes; CRD: chronic respiratory diseases.

FIGURE 8

Percentage of countries in which the main NCDs and their RFs are not covered by any type of 

operational policy, strategy, or action plan (integrated or specific), by income level
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Cost-effective policies on diet and physical activity

Regarding the availability of cost-effective policies re-
lated to diet and physical activity, 6 countries (6/34, 
18%) reported having policies to reduce the impact 
on children of marketing of foods high in saturated 
fats, trans-fatty acids, free sugars, salt and non-alco-
holic beverages. In four of these countries (4/34, 12%) 
the policies were enacted through governmental legis-
lation, whereas in the remaining two countries (2/34, 
6%) they were voluntary or depended on self-regula-
tion. Furthermore, 9 countries (9/34, 26%) reported 
having national policies to limit saturated fatty ac-
ids and virtually eliminate industrially produced 
trans fats, but only six countries (6/34, 18%) indicated 
that these policies were legislation-based. In the oth-
er three countries (3/34, 9%), they were voluntary or 
self-regulatory. 

Eleven countries (11/34, 32%) reported having nation-
al policies to reduce population salt intake, but only 
one country’s (1/34, 3%) legislation called for refor-
mulation of products by industry throughout the food 
supply. The policies in another eight countries (8/34, 
24%) included voluntary reformulation of products by 
industry, 10 countries (10/34, 29%) reported that such 
policies included awareness-raising programs aimed 
at the general public, and eight countries (8/34, 24%) 
implemented regulations on food salt content12.  

Regarding labeling of packaged food, 20 countries 
(20/34, 59%) reported having nutrition label regula-
tions in line with international standards13.  

Finally, around two-thirds of countries have imple-
mented some national program to raise aware-
ness of healthy diets (24/34, 71%) or physical ac-
tivity (21/34, 62%) in the last 5 years. 

Survey items regarding policies to reduce popula-
tion salt intake, limit saturated fats and virtually 
eliminate industrially produced trans fats, and re-
duce the impact of marketing on children, as well as 
those related to national programs to raise aware-
ness of healthy diet and/or physical activity, rep-
resent the source of information for reporting on 
progress indicators 7a, 7b, 7c, and 8, respectively 
(12). Annex 5 reports results for these indicators for 
each country (see Figures A-4, A-5, A-6, and A-7 and 
Table A-6).

12	 The Country Capacity Profile did not collect information on 
whether regulations on salt/sodium content were voluntary or 
mandated by law.

13	 For more information on the Codex Alimentarius guidelines 
on nutrition labeling, see http://www.fao.org/fao-who-codexa-
limentarius/en/
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3.3 SURVEILLANCE  

Highlights

24 countries (24/34, 71%) reported having an office within the Ministry 
of Health that is responsible for NCD surveillance, whether exclusively 
(5/34, 15%) or nonexclusively (19/34, 56%). 

11 countries (11/34, 32%) reported having nationwide population-based 
registries and 5 countries (5/34, 15%) had registries at the subnational 
level. 

All countries reported having a system for collecting mortality data by 
cause of death on a routine basis. 

Nine countries (9/34, 26%) said they had carried out recent (within the 
last 5 years) and periodic (at least every 5 years) surveys among adults 

on harmful alcohol consumption, physical inactivity, tobacco use, high 
blood glucose/diabetes, high blood pressure/hypertension, overweight 

and obesity, and salt/sodium intake.
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Five countries (5/34, 15%) reported having an offi-
ce, department, or administrative branch within 
the ministry of health dedicated exclusively to NCD 
surveillance, while in 19 countries (19/34, 56%) the 
ministry of health agency responsible for NCD sur-
veillance also performed other duties. In the 10 re-
maining countries (10/34, 29%), the responsibility for 
surveillance was distributed across several offices, 
departments, or branches of the ministry of health. 

All countries that completed the Country Capaci-
ty Survey reported having a system for collecting 
mortality data by cause of death on a routine basis, 
with 24 countries (24/34, 71%) indicating that the la-
test available mortality data corresponded to 2013 or 
later. All countries could disaggregate mortality data 
by sex and age, and 28 countries (28/34, 82%) repor-

Infrastructure, mortality information systems, and NCD registries

ted also being able to disaggregate data by other so-
ciodemographic variables. 

A total of 27 countries (27/34, 79%) reported having 
cancer registries, although a substantially lower 
proportion were population-based, at either the na-
tional (11/34, 32%) or subnational (5/34, 15%) level. In 
addition, 14 countries (14/34, 41%) reported that the 
last year for which data were available was 2013 or 
later (Figure 9). 

Finally, nine countries (9/34, 26%) reported having 
a diabetes registry, and in eight of these countries 
(8/34, 24%) the most recent data were obtained in 
2013 or later. However, only three (3/34, 9%) coun-
tries’ registries recorded and updated data on chro-
nic complications of diabetes (Figure 9). 

Availability of cancer and diabetes registries, by coverage and source of information

FIGURE 9

Note: The sum of percentages may not be 100% due to rounding.
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Population surveys on leading NCD risk factors

The proportion of countries that reported having conducted surveys on NCDs and their RFs among adults or 
youths ranged from 74% to 91%, depending on the risk factor (Table 5). 

Target population Subject 
Number of 
countries

(of 34 total)
% 

Adolescents 

Harmful use of alcohol 27 79 

Low fruit and vegetable consumption 25 74 

Physical inactivity 28 82 

Tobacco use 31 91 

Overweight and obesity 27 79 

Adults 

Harmful use of alcohol 30 88 

Low fruit and vegetable consumption 26 76 

Physical inactivity 27 79 

Tobacco use 30 88 

Overweight and obesity 29 85 

High blood glucose/diabetes 29 85 

High total cholesterol 27 79 

High blood pressure/hypertension 29 85 

Availability of population surveys for leading NCD risk factors in adults and adolescents 

TABLE 5

The following graphs summarize characteristics 
of the reported surveys of adolescents and adults. 
A color-coded categorization scheme indicates the 
representativeness, frequency of data collection, lat-
est date of data collection, and whether the surveys 
included physical measurements or biochemical as-

sessments when applicable (Table 6). A “green” rat-
ing denotes surveys that met all the criteria neces-
sary for adequate surveillance of NCDs and their RFs. 
The technical note in Annex 4 includes a detailed de-
scription of these categories. 
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Categorization scheme for risk factors that do not 
require physical or biochemical measurements 
(tobacco use, alcohol consumption, fruit and 
vegetable intake, physical inactivity)

Categorization scheme for risk factors that
require physical measurements (weight, height, 
blood pressure) or biochemical assessments 
(glucose, cholesterol, sodium) 

Green: recent, representative, and periodic data
Green: recent, representative, with measurements, 
and periodic data

Yellow: recent and representative data (not periodic)
Yellow: recent, representative, and with measure-
ments (not periodic)

Orange: recent and periodic data 
(not representative)

Orange: recent data (representative or not, periodic 
or not, with measurements or self-reported)

Red: no data or no recent data Red: no data or no recent data

Gray: did not answer or answer not validated Gray: did not answer or answer not validated

Categories for classification of adult and youth population surveys 

Population surveys in adolescents

TABLE 6

Figure 10 shows the proportion of countries that re-
ported having conducted surveys of leading RFs in 
adolescents (young people between the ages of 10 
and 19 years), by category as defined in Table 6. 

For RFs that do not require measurements, the green 
category indicates countries that have conducted 
recent (within the last 5 years) and periodic (carried 
out at least every 5 years) nationally representative 
surveys. Overall, 21 countries (21/34, 62%) met these 
criteria for surveys on tobacco in adolescents; 17 
countries (17/34, 50%), for surveys of alcohol use; 14 
countries (14/34, 41%), for surveys of low fruit and 
vegetable intake; and only 11 countries (11/34, 38%), 
for surveys about physical inactivity. 

For surveys of overweight and obesity, the green cat-
egory corresponds to countries with recent, periodic, 

nationally representative surveys that also include 
weight and height measurements. A total of 12 coun-
tries (12/34, 35%) reported surveys with these attri-
butes. 

In summary, only eight countries (8/34, 24%) reported 
surveys that could be classified in the green category 
(optimal performance) for all risk factors examined in 
adolescents (tobacco use, alcohol use, fruit and vege-
table intake, physical inactivity, and overweight and 
obesity). The proportion of countries that reported a 
lack of data for adolescents or had last conducted sur-
veys more than 5 years ago ranged from 20% to 35%, 
depending on risk factor. These surveys are classified 
in the red category in Figure 10. 
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Percentage of countries that reported conducting population surveys of leading RFs in 

adolescents, by category* 

FIGURE 10

Percentage of countries that reported conducting population surveys of leading RFs in ado-

lescents, for each survey category*, by income level** 

FIGURE 11

*  For a detailed description of the categories, see Table 6 and the technical note in Annex 4.
Note: The sum of percentages may not be 100% due to rounding.

High income (n=10 countries)
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Low and lower-middle income (n=7 countries)

The proportion of countries with recent, represen-
tative, and periodic surveys (green category) of to-
bacco use, harmful use of alcohol, physical activity, 
and fruit and vegetable consumption in adolescents 

increased with higher income level, as illustrated by 
the area encompassed by the green line in the graphs 
shown in Figure 11. 

* For a detailed description of the categories, see Table 6 and the technical note in Annex 4.
** A list of countries classified by World Bank income level is provided in Table 1.

Upper-middle income (n=17 countries)

Harmful use of alcohol
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Percentage of countries that reported conducting population surveys on RFs in adults, 

by category* 

FIGURE 12

12-a. Surveys on RFs that do not require physical or biochemical measurements

Population surveys in adults

Approximately half of all countries reported having 
conducted recent, periodic, and nationally represen-
tative surveys in adults of tobacco use (19, 56%), alco-
hol use (18, 53%), fruit and vegetable consumption (17, 
50%), and physical inactivity (17, 50%), as shown by the 
green category in Figure 12-a. Regarding risk factors 
that require measurements, 35% to 44% of countries 
reported recent, periodic, nationally representative 
surveys with the necessary measurements for over-
weight and obesity (14, 41%), high blood glucose or 
diabetes (13, 38%), total cholesterol (12, 35%), and high 
blood pressure or hypertension (15, 44%), as shown 
by the green category in Figure 12-b. Conversely, only 
three countries (3/34, 9%) had conducted surveys on 
salt/sodium intake that met the requirements for 
classification in the green category. 

None of the countries that completed the Country 
Capacity Survey had carried out surveys classifiable 
under the green (optimal performance) category for 
all RFs of interest in adults. Nevertheless, 10 coun-
tries (10/34, 29%) reported surveys that met these 
requirements for all risk factors except salt/sodium 
intake. 

Furthermore, 15% to 35% of countries reported not 
having conducted surveys for the leading RFs in 
adults or having last conducted a survey more than 
5 years ago, as shown by the red category of Figures 
12-a and 12-b. Again, salt/sodium intake was particu-
larly neglected, with 21 countries (21/34, 62%) falling 
in the red category for this RF. 

Note: The sum of percentages may not be 100% due to rounding.
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12-b. Surveys on RFs that require physical or biochemical measurements

* For a detailed description of the categories, see Table 6 and the technical note in Annex 4. 
Note: The sum of percentages may not be 100% due to rounding.

Disaggregating these data by country income level 
reveals a clear association between the proportion 
of surveys classified under the green category (i.e., 
meeting all of the necessary attributes for NCD sur-
veillance) and income category (Figure 13). The ex-
ception was surveys on salt/sodium intake, which 
were consistently poorly represented in the green 
category across all country income levels.

Progress indicator number 3, to be reported to 
the United Nations General Assembly (12), is based 
on information collected by the Country Capacity 
Survey on the number of Member States that carry 
out a STEPS survey or similar comprehensive health 

survey every 5 years. Overall, nine countries (9/34, 
26%) achieved this indicator fully by having conduct-
ed recent (2010 or later) and periodic (at least every 5 
years) population surveys of adults for the following 
risk factors: harmful alcohol use, physical inactivity, 
tobacco use, high blood glucose/diabetes, high blood 
pressure/hypertension, overweight and obesity, 
and salt/sodium intake. Furthermore, 19 countries 
(19/34, 56%) achieved this indicator partially by 
having conducted such surveys for at least three of 
the seven risk factors, or by conducting their latest 
surveys more than 5 years but less than 10 years ago. 
Annex 5 provides results for these indicators for each 
country (Figure A-2 and Table A-4). 
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Upper-middle income (n=17 countries)

Percentage of countries that reported conducting population surveys of leading RFs in adults, 

for each category*, by income level**

FIGURE 13

Low and lower-middle income (n=7 countries)

13-a Surveys on RFs that do not require physical or biochemical measurements
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High income (n=10 countries)

Low and lower-middle income (n=7 countries)

13-b. Surveys on RFs that do require physical or biochemical measurements
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Upper-middle income (n=17 countries)

High income (n=10 countries)

*  For a detailed description of the categories, see Table 6 and the technical note in Annex 4.
** A list of countries classified by World Bank income level is provided in Table 1.
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Highlights

Seven countries (7/34, 21%) reported full or partial implementation of 
evidence-based guidelines, protocols, or standards for the management 
of the four main NCDs, and 14 countries (14/34, 41%) for at least two of the 
four main NCDs. 

Only four countries (4/34, 12%) reported that cardiovascular risk 
stratification for the management of high-risk patients was available in 
more than 50% of primary care facilities. 

National screening programs exist in almost all countries for cervical 
cancer (31/34, 91%) and breast cancer (28/34, 82%), but in only about one-third 

of the countries for prostate cancer (12/34, 35%) and one-quarter for colon 
cancer (8/34, 24%). The proportion of countries that reported screening 

program coverage of 70% or higher was very low for all four types of cancer. 

Palliative care services were offered in 10 countries (10/34, 29%) at the 
primary care level and in nine countries (9/34, 26%) as part of home-based 

care, in both cases with coverage of at least 50% of patients. 
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3.4 HEALTH SYSTEM CAPACITY
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Evidence-based guidelines, protocols, and standards for the main NCDs

Evidence-based guidelines, protocols, or stan-
dards14  approved by the government or competent 
health authorities were available for management of 
diabetes in 24 of 34 countries (71%) and for cancer in 

19 of 34 countries (56%), while fewer than half of the 
countries reported having guidelines for the mana-
gement of CVD (14/34, 41%) and CRD (15/34, 44%). As 
shown in Figure 14, the proportion of countries in 
which these guidelines are fully implemented was 
substantially lower: one-third or less for CRD, CVD, 
and DM guidelines, and slightly more than half for 
cancer guidelines. 

14	 For CVD, cancer, and CRD, all of which comprise more than 
one disease, the reported data refer to the availability and im-
plementation status of guidelines, protocols, or standards for 
at least one such condition. 

Availability and implementation status of evidence-based guidelines, protocols, and standards 

for the main NCDs 

FIGURE 14

Progress indicator number 9 utilizes these data to 
inform reporting to the United Nations General As-
sembly on the number of Member States that have 
evidence-based national guidelines, protocols, or 
standards approved by government or competent 
authorities for the management (diagnosis and treat-
ment) of the four main NCDs (CVDs, DM, cancer and 
CRDs) (12). According to the results of the Country Ca-

pacity Survey, seven countries (7/34, 21%) satisfied 
this indicator fully by having partially or completely 
implemented national guidelines, protocols, or stan-
dards for all four NCDs, while 14 countries (14/34, 
41%) achieved it partially by covering at least two of 
the four main NCDs. Annex 5 presents results for this 
indicator for each country (Figure A-8 and Table A-7). 
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15	 For CVD, cancer, and CRD, all of which comprise more than 
one disease, the reported data refer to the availability and im-
plementation status of referral criteria for at least one such 
condition.

Standardized referral criteria

Most countries reported having standardized cri-
teria for referral15 of patients from primary care to 
higher levels of care (secondary and tertiary) for dia-

betes (29/34, 85%), cancer (28/34, 82%), CVDs (27/34, 
79%), and, to a lesser extent, CRDs (23/34, 68%). How-
ever, these referral criteria are implemented fully in 
only about half of the countries for CVDs, diabetes, 
and cancer, and in less than one-third of the coun-
tries for CRDs (Figure 15). 

Availability and implementation status of referral criteria for the main NCDs 

FIGURE 15

Primary prevention, screening, and early detection of leading types of cancer

Regarding the availability of strategies for pri-
mary prevention of cancer, approximately half of 
the countries (18/34, 53%) reported having a natio-
nal human papillomavirus (HPV) vaccination pro-
gram, although only four (4/34, 12%) reported 70% 
or higher coverage with the vaccine. 

Figure 16 shows the proportion of countries with 
national screening programs for specific cancer 
types, as well as the main screening test used. Near-

ly all countries reported having national screening 
programs for cervical cancer (31/34, 91%) and breast 
cancer (28/34, 82%), while only one-third reported 
national screening programs for prostate cancer 
(12/34, 35%) and only one-quarter for colon cancer 
(8/34, 24%). The proportion of countries with 70% 
or higher coverage by these programs was low for 
cervical cancer (6/34, 18%) and breast cancer (4/34, 
12%), and even lower for colon and prostate cancer 
(1/34, 3%) (Table 7). 
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Availability of national screening programs for specific cancer types and main screening 

tests used 

FIGURE 16

Breast cancer 

Cervical cancer 

Notes:  VIA: visual inspection with acetic acid; Pap: Pap smear; PSA: prostate-specific antigen; HPV: human papillomavirus.
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Colon cancer 

Notes:  Information on availability of prostate cancer screening programmes as reported by countries in the Region. At present, WHO 
does not have an official position on prostate cancer screening. All cancer screening programmes should adhere to WHO guidelines on 
effectiveness, high-quality and safety.

Prostate cancer 
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 Breast cancer Cervical cancer Colon cancer Prostate cancer 

 

Number 
of 

countries 
(of 34 
total)

% 

Number 
of 

countries 
(of 34 
total)

% 

Number 
of 

countries 
(of 34 
total)

% 

Number 
of 

countries 
(of 34 
total)

% 

National screening 
program

28 82% 31 91% 8 24% 12 35%

Type of program         

Organized popula-
tion-based screening

9 26% 16 47% 4 12% 0 0%

Opportunistic screen-
ing

18 53% 15 44% 4 12% 12 35%

Don't know 1 3% 0 0% 0 0% 0 0%

Screening coverage         

Less than 10% 2 6% 1 3% 1 3% 2 6%

10% to 50% 11 32% 13 38% 3 9% 3 9%

More than 50% but 
less than 70%

3 9% 4 12% 1 3% 0 0%

70% or more 4 12% 6 18% 1 3% 1 3%

Don't know 8 24% 7 21% 2 6% 6 18%

Key characteristics of national screening programs for specific cancers: program type and 

coverage 

TABLE 7

The most commonly available programs or guideli-
nes for early detection pertained to cervical cancer 
(29/34, 85%), breast cancer (25/34, 74%), and prosta-
te cancer (18/34, 53%). Only about one-third of the 
countries reported such programs or guidelines for 
early detection of colon cancer (12/34, 35%) and oral 

cancer (12/34, 35%). A similar pattern with regard to 
cancer types was seen in the availability of systems 
of referral from primary care to the secondary and 
tertiary levels of care, although more countries re-
ported having referral systems than early detection 
programs or guidelines (Figure 17). 
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Early detection, diagnosis, and treatment of major NCDs at the primary care level

Figure 18 shows the availability of basic technologies 
for the early detection, diagnosis, and monitoring of 
major NCDs in primary care facilities in the public 
health sector (Figure 18-a) and in the private heal-
th sector (Figure 18-b). Over two-thirds to nearly all 
countries reported that measurement of weight and 
height, blood pressure, blood glucose, blood choles-
terol, and urine albumin are generally available in 
both the public and private sectors. However, more 
complex technologies, such as glycated hemoglobin 

measurement, dilated fundus examination, foot vas-
cular status examination by Doppler ultrasound, or 
peak flow measurement through spirometry, were 
generally available at the primary care level in only 
one-third to one-half of the countries. Although no 
major differences were reported between the public 
and private sectors, it should be noted that respon-
dents in 6% to 26% of the countries said they had no 
knowledge of the availability of certain technologies 
in the private health system. 

Availability of programs or guidelines for the early detection and referral of leading cancer types

FIGURE 17
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Availability of basic technologies to detect NCDs in primary care facilities in the public and 

private health sectors

FIGURE 18

18-a. Public health sector

Note:  The sum of percentages may not be 100% due to rounding.



44

Results

Notes: For the purpose of the Country Capacity Survey, “generally available” is defined as availability in at least 50% of health facilities.
HbA1c: glycated hemoglobin. 
The sum of percentages may not be 100% due to rounding.

18-b. Private health sector
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FIGURE 19

Notes:  For the purpose of the Country Capacity Survey, “generally available” is defined as availability in at least 50% of pharmacies.
ACE: angiotensin-converting enzyme; CC: calcium channel.
The sum of percentages may not be 100% due to rounding. 

Availability of essential medicines for NCDs in primary care facilities in the public health system
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Availability of essential medicines for NCDs in primary care facilities in the public health 

system, by country income level*

FIGURE 20

* A list of countries classified by World Bank income level is provided in Table 1.
Notes: For the purpose of the Country Capacity Survey, “generally available” is defined as availability in at least 50% of pharmacies.
ACE: angiotensin-converting enzyme; CC: calcium channel.
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Percentage of countries that offer cardiovascular risk stratification for the management of 

patients at high risk of heart attack or stroke

FIGURE 21

Regarding essential medicines for the manage-
ment of NCDs, the majority of the 34 countries that 
answered the survey reported that insulin (91%), 
metformin (94%), sulphonylureas (85%), aspirin 
(100 mg) (94%), the main antihypertensive agents 
(88%-94%), and bronchodilators (88%) are generally 
available in at least 50% of pharmacies or primary 
care facilities in the public health sector. The re-

ported availability of statins and inhaled steroids 
was somewhat lower (76% and 71%, respectively), 
while less than half of the countries (41%) indicated 
that oral morphine was available (Figure 19). This 
pattern was similar regardless of income level (Fig-
ure 20), although the availability of essential drugs 
was generally more limited in the low- and low-
er-middle-income countries. 

Cardiovascular risk stratification in primary care facilities

Over half of the countries (19/34, 56%) reported of-
fering cardiovascular risk stratification for the 
management of patients at high cardiovascular risk, 

although only four countries (4/34, 12%) said this ser-
vice was available in more than 50% of primary care 
facilities (Figure 21). 

The Country Capacity Survey has been designated 
as a source of information for reporting on progress 
indicator number 10, which measures the number 
of Member States that provide drug therapy (includ-
ing drugs for glycemic control) and counseling for 
eligible persons at high cardiovascular risk, with 
emphasis on interventions at the primary care lev-

el. According to the technical specifications for this 
indicator, only four countries (4/34, 12%) achieved 
it fully, with more than 50% of primary health care 
facilities offering cardiovascular risk stratification 
for the management of patients at high cardiovascu-
lar risk and with all essential drugs for NCD manage-
ment and prevention (insulin, aspirin, metformin, 
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Diagnosis and treatment of major NCDs at the secondary and tertiary levels 
of care

Figure 22 shows the availability of procedures for 
treating NCDs at the secondary and tertiary levels of 
care in public health systems. The therapeutic modal-
ities reported as generally available by the majority 
of countries were renal replacement therapy by dial-
ysis (22/34, 65%) and thrombolytic therapy for acute 

myocardial infarction (18/34, 53%); coronary bypass 
or stenting (14/34, 41%) and retinal photocoagulation 
(13/34, 38%) were less available. Overall, only two coun-
tries (2/34, 6%) reported that all six of the procedures 
listed in Figure 22 were available in at least 50% of pub-
lic health system facilities. 

Availability of selected procedures for NCD treatment in the public health system

FIGURE 22

Notes: For the purpose of the Country Capacity Survey, “generally available” is defined as availability in at least 50% of health facilities.
The sum of percentages may not be 100% due to rounding.

thiazide diuretics, ACE inhibitors, calcium channel 
blockers, statins, and sulphonylureas) being gener-
ally available at the primary care level. Three coun-
tries (3/34, 9%) achieved this indicator partially by 
having these essential medicines available in at least 

50% of their pharmacies or primary care facilities 
but offering cardiovascular risk stratification in only 
25% to 50% of primary care facilities. Annex 5 shows 
the results for this progress indicator for each coun-
try. 
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In general, there was a direct relationship between 
the availability of procedures for NCD treatment in 
the public health system and country income level 
(Figure 23). However, the availability of certain the-

rapeutic modalities, such as coronary revasculari-
zation (bypass or stenting), acute stroke care, and 
retinal photocoagulation, was relatively low even in 
high-income countries. 

Proportion of countries where selected procedures for NCD treatment are generally available 

in the public health system, by country income level*

FIGURE 23

* A list of countries classified by World Bank income level is provided in Table 1.
Note: For the purpose of the Country Capacity Survey, “generally available” is defined as availability in at least 50% of health facilities.



50

Results

Availability of palliative care for NCD patients in the public health system

Palliative care16 for patients with NCDs is offered 
in primary care facilities of the public health sys-
tem in 10 countries (10/34, 29%), and nine countries 
(9/34, 26%) offer these services as part of home-

based care. In both cases, coverage of at least 50% 
of patients was reported. As shown in Figure 24, the 
availability of palliative care in primary health care 
settings was similar regardless of country income 
level, while the availability of these services as part 
of home-based care was higher among high-income 
countries

16	 The Country Capacity Survey did not specifically evaluate the 
availability and use of opioids as part of palliative care services 
provided through the public health system

Availability of palliative care for NCD patients in the public health system, by country income 

level* 

FIGURE 24

* A list of countries classified by World Bank income level is provided in Table 1.
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Public health infrastructure, partnerships, and multisectoral collaboration for 
NCDs and their RFs

The results of the 2015 Country Capacity Survey 
provide evidence of at least a minimum operation-
al infrastructure in most countries, regardless of 
income level. Approximately two-thirds of the 34 
Member States that completed the questionnaire 
reported having a unit, branch, or department for 
NCDs that is staffed by at least one full-time pro-
fessional, as well as funding for the core activities 
or functions needed to address these diseases (pri-
mary prevention, health promotion, early detection 
and screening, treatment, surveillance, monitor-
ing, and evaluation). Although these results seem 
to point in the right direction, they do not reveal 
whether the reported financial and human resourc-
es are appropriate or sufficient to cope with the bur-
den of NCDs and their RFs in each country. Indeed, 
many countries of the Region still tend to prioritize 
and focus their resources on communicable diseas-
es and maternal and child health, especially emerg-
ing diseases such as dengue, chikungunya, and Zika, 
which means that building a sustainable infrastruc-
ture consistent with the magnitude of the NCD and 
RF problem continues to be a challenge (20). 
The majority of the countries reported that the 
main sources of funding for NCDs were general 
government revenues and health insurance (the 
first and second most important sources, respec-
tively), while earmarked taxes ranked third or low-
er in terms of importance. These results suggest 
there is some leeway to increase mobilization of 
funds through fiscal policies. Such a strategy has 
been proposed in various venues as a funding mech-
anism for development (21), as a way to eliminate 

out-of-pocket payments to health services (22), and 
as a recommendation within the WHO Framework 
Convention on Tobacco Control (FCTC) (23) and the 
guidelines for implementation of its Article 6 (24). 

Fiscal interventions not only represent a potential 
source of funding but also constitute one of the most 
effective strategies for reducing consumption of 
products that have a negative impact on population 
health, such as tobacco, alcohol, sugar-sweetened 
beverages and ultra-processed foods (2, 25–27). In 
fact, excise taxes on tobacco and alcohol are among 
the so-called “best buys,” or highly cost-effective 
interventions recommended by WHO to address 
NCDs and their RFs (3). To achieve the goal of reduc-
ing consumption of these products and consequent-
ly mitigate the associated morbidity and mortality 
burden, taxes must be levied to make products rel-
atively more expensive than other products on the 
market. Such taxes must also be adjusted periodi-
cally to account for inflation and income growth (2, 
25–28). 

Most countries reported taxing tobacco (91%) and 
alcohol (85%), while a smaller proportion of coun-
tries also taxed other products such as sugar-sweet-
ened beverages (21%), or foods high in fat, sugar, or 
salt (12%). However, it should be noted that although 
the survey results show that while these taxes ex-
ist, they do not provide any information about the 
type of taxation (excise tax, value-added tax, sales 
tax, etc.), the proportion of the product’s price rep-
resented by the tax, or whether these taxes will be 

The section below discusses the key findings of the 
2015 Country Capacity Survey, organized around 
its four modules and taking into account the time-

bound commitments made by the Member States 
in the outcome document of the second High-level 
Meeting of the United Nations General Assembly (9).
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adjusted for inflation, among other practices to en-
sure that taxation contributes to public health tar-
gets (2, 25–28). 

In the specific case of tobacco taxes, one of the 
progress indicators established by the WHO that re-
ports on the Global Tobacco Epidemic is the propor-
tion of the final consumer sale price of the top-sell-
ing tobacco brand represented by the tax in a given 
country, with the highest level of this indicator be-
ing >75%. Thus, although 31 of the 34 Member States 
that completed the Country Capacity Survey report-
ed having taxes on tobacco (excise and non-excise), 
according to the data from the 2015 WHO Report on 
the Global Tobacco Epidemic (14), only one country 
in the region (Chile) achieved the highest level of ap-
plication of this indicator, with a tax that represents 
80% of the final sales price of the top-selling brand. 
Thirteen other countries (Argentina, Brazil, Cana-
da, Costa Rica, the Dominican Republic, Ecuador, El 
Salvador, Mexico, Panama, Saint Lucia, Suriname, 
Uruguay and Venezuela) levy taxes that account for 
51% to 75% of the final sales price, while the remain-
ing countries apply taxes that represent 50% or less 
of the final price of tobacco products.

With regard to alcohol, even though 29 of the 34 
countries reported taxes on alcohol, it is not known 
whether these taxation schemes seek to limit the 
availability of alcohol and thus discourage its con-
sumption. For example, data from the 2012 WHO 
Global Status Report on Alcohol and Health (29) 
show that only seven countries adjust their taxes on 
alcoholic beverages according to inflation. Further-
more, the WHO Global Strategy to Reduce Harmful 
Use of Alcohol (25) recommends combining taxation 
with other pricing policies, such as setting minimum 
prices or banning volume discounts. Without such 
supplemental restrictions, the alcohol industry can 
compensate for the tax burden by offering promo-
tions (25, 29). 

In light of these results, there is a clear need for con-
tinued enhancement of regulatory capacity in the 
countries of the Region in order to establish fiscal 
policies on tobacco and alcohol that follow the rec-

ommendations of the WHO FCTC (23), the Global 
Strategy to Reduce Harmful Use of Alcohol (25), 
and the “best buys” of the global (6) and regional (7) 
action plans, so that the desired impact on public 
health can be achieved. These efforts should be sup-
plemented by strategies to end the illicit trade of to-
bacco products (30) and alcohol (25). 

The results of the Country Capacity Survey show 
that seven countries have taxes on sugar-sweetened 
beverages, while four countries levy taxes on foods 
high in fat, sugar or salt. However, to the best of our 
knowledge only Barbados, Dominica, and Mexico 
have implemented these fiscal measures as a public 
health intervention to address the obesity epidemic. 
In Mexico, this measure was introduced in January 
2014 and was accompanied by a major social aware-
ness campaign. It consisted of a specific excise tax of 
1 peso per liter on sugar-sweetened beverages and an 
ad valorem tax of 8% on a list of nonessential foods 
with high caloric content. An independent evalua-
tion found that the tax has led to an average reduc-
tion of 6% in the consumption of taxed beverages and 
a 4% increase in consumption of untaxed beverages, 
mainly bottled water, during its first year of imple-
mentation. These effects are greater still in house-
holds of lower socioeconomic status (31). It should 
be noted that some countries of the Region taxed 
foods with high caloric content and low nutritional 
value as part of fiscal reforms designed to increase 
government income, i.e., without a public health ob-
jective. Nevertheless, there is a clear mandate for the 
implementation of fiscal regulations and measures 
as cost-effective means to reduce consumption of 
these products, in order to curb the rapid rise of the 
obesity epidemic and prevent NCDs. This mandate 
is set forth both in the Political Declaration of the 
High-level Meeting of the UN General Assembly on 
the Prevention and Control of NCDs (5) and in sev-
eral global and regional strategies of WHO (32) and 
PAHO (26). 

Finally, the Country Capacity Survey revealed that 
only nine countries have a dedicated, nationwide 
multisectoral commission, agency, or mechanism 
to oversee NCD engagement, policy coherence, and 
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accountability in sectors other than health. Any ef-
fective approach to combat NCDs and their RFs re-
quires multisectoral strategies and a whole-of-gov-
ernment, whole-of-society, and health-in-all-policies 
approach, as recognized in the Political Declaration 
of the High-level Meeting of the UN General Assem-
bly (5) and in global (6) and regional (7) action plans. 
Such efforts are especially important in view of the 

new 2030 Agenda for Sustainable Development and 
the SDG-3 on health and well-being, which, for the 
first time, includes specific targets related to NCDs 
and their RFs (10). In this context, the results of the 
Country Capacity Survey clearly highlight priorities 
for work in the Region and can serve as a starting 
point to identify successful experiences that can be 
replicated in other countries. 

Status of policies, strategies, and action plans relevant to NCDs and their RFs

The Country Capacity Survey confirms that progress 
has been made in the Region in terms of policies, 
strategies, and action plans for the prevention and 
control of NCDs and their RFs. NCDs are included 
in the national health plans of approximately two-
thirds of all countries in the Region and have been 
integrated into the national development agen-
da of almost half the countries, thus improving the 
position of these issues within the broader policy 
framework. The ongoing incorporation of NCDs and 
their RFs into development plans is of particular im-
portance in the context of the 2030 Agenda for Sus-
tainable Development (10), and it signals recognition 
of the impact of these diseases and their RFs on eco-
nomic and social development (10, 33). 

A total of 20 countries reported having operational, 
integrated multisectoral policies, strategies, or 
action plans for NCDs, 17 of which address the four 
principal NCDs and related RFs. Approximately half 
of these policies, strategies, or action plans were im-
plemented in 2013 or later, which demonstrates rap-
id progress in the Region, consistent with the Politi-
cal Declaration of the High-level Meeting of the UN 
General Assembly in 2011 (5) and the consequent ap-
proval of the Global Monitoring Framework (8) and 
the global (6) and regional (7) action plans in 2013. 
Although these results are encouraging, it must be 
noted that half of the countries that completed the 
survey still have not met the time-bound commit-
ments which proposes, “By 2015, consider develop-
ing or strengthening national multisectoral policies 
and plans” on NCDs (9). Furthermore, the Country 
Capacity Survey does not provide detailed informa-

tion on the scope or implementation status of the 
reported policies, strategies or action plans. By way 
of an example, only seven of the 20 countries that re-
ported having operational, integrated multisectoral 
policies, strategies, or action plans also reported not 
having an operational nationwide multisectoral 
commission, agency or mechanism for NCDs. Thus, 
the results indicate that although the importance 
of multisectoral work in addressing NCDs and their 
RFs is reflected in policies, plans, and strategies,  the 
availability of formal entities to operationalize this 
approach remains limited. 

Likewise, although 20 countries (20/34, 59%) have 
specific policies, strategies, or action plans for the re-
duction of tobacco use and 19 countries (19/34, 56%) 
reported addressing this issue within an integrated 
NCD policy, strategy, or action plan, only four coun-
tries have implemented three of the four “best buys” 
for tobacco control at the highest level of achieve-
ment as defined by WHO17.  As a result, expanding 
the adoption and implementation of national laws 
consistent with the mandates and guidelines of the 
WHO FCTC remains a priority in order to allow full 
and coordinated implementation of all its measures 

17	 The highest level of achievement of the “best buys” for tobacco 
control is defined by WHO as follows  (2):

○○ All indoor public places and workplaces and public trans-
port are completely smoke-free (or at least 90% of the popu-
lation is covered by subnational legislation).

○○ Packaging contains a large warning (average of at least 50% 
coverage on the front and back of the package) with all 
appropriate characteristics.

○○ All forms of direct and indirect advertising are banned.
○○ Taxes are more than 75% of the retail sale price.
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and ensure a positive impact on public health (2). 
These actions are particularly important in light of 
the global target calling for a 30% relative reduction 
in the prevalence of tobacco use in persons aged 15 
years or older, which in turn is essential to achieving 
the global target of a 25% reduction in NCD-related 
premature mortality by 2025 (8). It has been estimat-
ed that a more ambitious reduction in the prevalence 
of tobacco use (50%) would be the most effective way 
to achieve the goal of reducing premature mortality 
attributable to NCDs in the Region of the Americas, 
in both men and women (34). This finding highlights 
the urgent need to advance toward full implementa-
tion of the FCTC. 

Regarding the harmful use of alcohol, the Global 
Strategy to Reduce Harmful Use of Alcohol (25) es-
tablishes 10 areas of political action18.  Among them 
are three highly cost-effective interventions, or “best 
buys,” that have been promoted to reduce the impact 
of alcohol use on NCDs: reduce the physical availabil-
ity of alcohol, restrict all forms of advertising (direct 
and indirect), and implement pricing policies (3). 
PAHO/WHO proposes that implementation of the 
three “best buys” be prioritized, as these highly 
cost-effective interventions have a greater potential 
for impact than the other seven policy areas, espe-
cially if implemented together. For example, policies 
and actions to prevent drunk driving help reduce 
traffic fatalities, but alcohol pricing policies and 
measures to reduce the physical availability of alco-
hol enhance this impact by affecting other causes of 
mortality and morbidity associated with alcohol use 
(36). Another example is the restriction on all forms 
of advertising and sponsorship, which has a much 
greater impact than health education initiatives, as 
the latter must compete with the massive promotion 
of alcoholic beverages intake in the media (36). Nev-

ertheless, the other seven policy areas are important 
within the context of a comprehensive policy for the 
reduction of harmful alcohol use (25). 
	
The Country Capacity Survey includes a series of 
questions about the availability of policies on diet 
and physical activity, which include three WHO 
“best buys” and other policy options proposed in the 
global (6) and regional (7) action plans. 

The survey revealed that approximately two-thirds 
of the countries implemented a national awareness 
program on diet (24/34, 71%) or physical activity 
(21/34, 62%) in the last 5 years. However, a consider-
ably lower proportion of countries reported imple-
mentation of more effective interventions involving 
legislation or regulation. Fewer than one-third of the 
countries have policies to reduce population salt 
consumption (11/34, 32%), and only one country re-
ported having legislation for product reformulation 
by industry across the food supply. Furthermore, 
although about one-fourth of all countries reported 
policies to limit saturated fat and virtually elim-
inate trans fats (9/34, 26%), only six countries indi-
cated that these policies were backed by governmen-
tal legislation. 

Similarly, a very small proportion of countries (6/34, 
18%) reported having policies to reduce the impact 
on children of marketing of foods and non-alco-
holic beverages with high caloric content and low 
nutritional value. The percentage of countries in 
which these policies consisted of actual legislation 
was even lower (4/34, 12%). Furthermore, of the 20 
countries (20/34, 59%) with regulations on nutri-
tional content in processed food labeling, only two 
countries (Chile and Ecuador) have standards that 
allow rapid, easy identification of products with high 
caloric content and low nutritional value. Both of 
these measures are essential because they protect 
children from the persuasive power of advertising 
messages (to which they are especially susceptible) 
and they promote healthy choices by providing in-
formation about the energy content and nutritional 
value of food. Those measures are recommended by 
the PAHO Plan of Action for the Prevention of Obe-

18	 The Global Strategy to Reduce the Harmful Use of Alcohol inclu-
des 10 recommended target areas for policy action: leadership, 
awareness, and commitment; health services’ response; com-
munity action; drunk-driving policies and countermeasures; 
availability of alcohol; marketing of alcoholic beverages; pri-
cing policies; reducing the negative consequences of drinking 
and alcohol intoxication; reducing the public health impact of 
illicit alcohol and informally produced alcohol; and monitoring 
and surveillance (25).
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sity in Children and Adolescents (26) and are among 
the policy options recommended by the global (6) 
and regional (7) plans of action, which means there 
is a clear mandate for their implementation. 
These findings, along with the need to strengthen 
fiscal policies, underscore the importance of boost-
ing the regulatory capacity of the Member States as 
an essential public health function for addressing 
NCDs and their RFs. They also demonstrate the im-
portance of emphasizing fiscal policy-making and 
regulatory mechanisms in contrast to voluntary ap-
proaches. The latter have no proven impact on prior-
ity problems such as childhood obesity (26) and are 
more susceptible to interference from the private 
sector which acts to weaken, delay, or prevent im-
plementation of the most effective measures. These 
ideas underpinned the process that led to negotia-

tion of the WHO FCTC as an international legal in-
strument to tackle the smoking epidemic. 

To support these efforts, PAHO has launched the 
REGULA Initiative, which is designed to strengthen 
the institutional capacity of health authorities in the 
Member States to regulate risk factors (27). In addi-
tion, tools are available to facilitate these efforts at 
the country level, such as the Manual for Developing 
Tobacco Control Legislation in the Region of the Amer-
icas (37), the WHO Technical Manual on Tobacco Tax 
Administration (28), the WHO (38) and PAHO (39) 
recommendations on regulating the marketing of 
foods and non-alcoholic beverages to children, and 
the PAHO Nutrient Profile Model, which is designed 
to facilitate the identification of products that should 
be subject to regulation (40). 
 

Health information systems, surveillance, and surveys for NCDs and their RFs

The Political Declaration of the High-level Meeting of 
the United Nations held in 2011 (5) and subsequent 
resolutions established a clear mandate for surveil-
lance of NCDs and their RFs as a core public health 
function. In this regard, the nine voluntary goals and 
25 indicators of the WHO Global Monitoring Frame-
work (8) and the progress indicators developed to 
inform reporting to the United Nations General As-
sembly (12) are especially noteworthy. The frame-
work and the establishment of time-bound reporting 
commitments constitute a road map for strengthen-
ing surveillance at the country level and provide a 
mechanism to ensure accountability. They will be re-
inforced by the development of a monitoring frame-
work for the SDGs, which for the first time include a 
goal and targets related to NCDs and their RFs (10). 

As one of the four time-bound commitments adopt-
ed in the outcome document of the second meeting 
of the United Nations General Assembly in 2014 (9), 
the countries pledged to establish national targets 
and indicators by 2015, taking into account the nine 
voluntary goals and 25 indicators of the WHO Glob-
al Monitoring Framework. According to the results 
of the Country Capacity Survey, although almost 

two-thirds (65%) of the 34 Member States that com-
pleted the questionnaire had national indicators for 
NCDs and their RFs, fewer than half reported having 
national time-bound targets associated with those 
indicators. These results are very useful, as they 
identify which countries lack targets and indicators 
and should thus be prioritized in preparation for the 
third meeting of the General Assembly in 2018. How-
ever, a more thorough analysis of the available tar-
gets and indicators is needed to examine key aspects, 
such as their alignment with the Global Monitoring 
Framework, the availability of baselines, country re-
porting capacity, their relationship with mortality 
rates, service access and delivery, and the interven-
tions available or expected to become available in 
each country (8). 

National surveillance systems for NCDs and their 
RFs should be comprehensive and produce data pe-
riodically, systematically, sustainably, and in a stan-
dardized fashion, and they should cover everybody. 
The multisectoral approach necessary for address-
ing NCDs and their RFs is also key for surveillance, as 
it enables the use of data collected outside the health 
sector. The information gathered should be used to 
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guide development and evaluation of policies. To this 
end, surveillance systems should be able to obtain 
data through at least four main information sources: 
vital registries, NCD registries, population surveys, 
and health services information systems. Results 
from the Country Capacity Survey reveal core as-
pects related to the first three of these information 
sources. 

All countries reported having mortality informa-
tion systems able to generate reliable cause-specif-
ic mortality data on a routine basis. Approximately 
two-thirds of countries stated that they have data 
corresponding to 2013 or later years. Indeed, the 
quality of mortality data in the Americas has im-
proved in recent years thanks to the strengthening 
of national vital statistics systems. The progress 
achieved includes better coverage and a reduction in 
the proportion of deaths assigned to ill-defined caus-
es. Nevertheless, this progress has not been even 
throughout the Region, which means the quality of 
mortality statistics among the countries has become 
more unequal (41). 

Fewer than half of the 34 Member States that com-
pleted the Country Capacity Survey reported having 
population-based cancer registries (16/34, 47%). 
Nine other countries (9/34, 26%) reported having 
hospital-based registries; although these are a good 
starting point, it is important to note that only pop-
ulation-based registries can generate incidence data 
for this group of diseases (42). Incidence data by spe-
cific type of cancer constitute one of the additional 
indicators of the Global Monitoring Framework (8) 
and represent the best tool for evaluating the im-
pact of both primary prevention interventions and 
those geared to reducing exposure to risk factors. 
These data provide key information to support de-
cision-making as well as monitoring and evaluation 
of cancer programs (43). The majority of the Mem-
ber States still do not provide complete and precise 
incidence data as part of the health information re-
ported to PAHO. To improve this situation, PAHO is 
collaborating with the IARC Global Initiative for Can-
cer Registry Development with a view to strengthen-
ing the quality of such registries in the region (44). 

Efforts include the establishment of a training cen-
ter for Latin America headquartered in the National 
Cancer Institute of Argentina, as well as future devel-
opment of a second training center for the Caribbean 
through the Caribbean Public Health Agency (CAR-
PHA). 

Population surveys of risk factors were the third 
source of information considered in the Country Ca-
pacity Survey. These surveys were available in 74% 
to 91% of the Member States, depending on the risk 
factor, and were conducted in both adults and young 
people. However, analysis of the representativeness 
(national), periodicity (data collection at least every 
5 years), year of latest data collection (within the last 
5 years), and availability of physical and biochemical 
measurements (for risk factors that require them) 
of reported surveys revealed that few countries con-
ducted surveys of the highest quality. 

Approximately half of the countries reported pop-
ulation surveys in adults that were classified in the 
green (highest-performing) category for risk factors 
reported (tobacco use, alcohol use, fruit and vege-
table consumption, and physical activity). However 
this proportion fell to over one-third for surveys of 
risk factors requiring physical or biochemical mea-
surements (overweight and obesity, raised blood 
pressure, raised blood glucose, and raised total cho-
lesterol). Salt intake surveys were particularly un-
der-represented, with only three countries report-
ing surveys that met the requirements for maximum 
performance by including urinary sodium measure-
ments. As expected, there was a direct relationship 
between the proportion of countries with surveys 
classified in the green category and country income 
level, except in the case of salt/sodium intake surveys, 
for which a gap existed regardless of income level. 

The information generated through population risk 
factor surveys in adults is key to reporting the 13 indi-
cators of the Global Monitoring Framework (8). These 
surveys contribute strategic data for the development 
and evaluation of policies and interventions to ad-
dress NCDs and their RFs. To support this process, 
WHO has developed the STEPS methodology aimed 
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at obtaining basic data on risk factors for the main 
NCDs. The instrument of this household survey in-
cludes three steps for the evaluation of risk factors: a 
questionnaire, physical measurements and biochem-
ical assessments (45). The use of new technologies, 
including mobile devices for blood glucose and cho-
lesterol measurement in capillary blood, is another 
strategy to improve the efficiency and quality of data. 
It is hoped that these advances will increase the pro-
portion of countries reporting recent, high-quality 
data, including measurements. 

Regarding surveys conducted in young people, the 
proportion of countries with such surveys classified 
in the green category (nationally representative, peri-
odic, recent, and including measurements instead of 
self-reported data, when applicable) ranged from 62% 
for tobacco use to 35% for overweight and obesity. 

The HBSC and Global Youth Tobacco Survey (GYTS) 
are the main school-based surveys conducted in 
this age group. Their use for more than a decade has 
helped consolidate surveillance of NCDs and their 
RFs in young people. Regarding the GYTS, 73% and 
54% of Member States in the Region have imple-
mented two or three rounds of the survey, respec-
tively (2). These surveys are particularly important 
because they provide data to inform reporting on 
four indicators from the Global Monitoring Frame-
work (8). They also contribute information on expo-
sure to risk factors and the effect of tobacco control 
policies among young people, who are an especially 
vulnerable population at risk of future diseases. 

Despite these achievements, and as observed for 
surveys of adults, the proportion of countries with 
surveys classified under the maximum performance 
category was directly related to income level. It is im-
portant to note that both the GYTS and the HBSC are 
low-cost surveys for which external funding is avail-
able, which has facilitated their periodic implemen-

tation for over a decade. The results of the Country 
Capacity Survey demonstrate that challenges remain 
for the sustainability of these surveys as part of a sur-
veillance system. Tackling these challenges depends 
not only on the availability of funds but also on insti-
tutionalizing the surveys and strengthening techni-
cal capabilities.

The Country Capacity Survey not only contributed 
strategic information about the availability of pop-
ulation surveys on risk factors in adults and young 
people, it also allowed compilation of reports from 
such surveys as part of the validation process. A 
more thorough analysis of the documentation ob-
tained is warranted. One limitation of the Country 
Capacity Survey is that no information was collect-
ed about surveys in children under 10 years of age, 
a population of special importance in the context of 
the global nutrition targets (46) and in light of the 
growing epidemic of childhood obesity (26). 

PAHO is working with countries in the Region to 
strengthen their surveillance systems through the 
institutionalization of efforts, emphasizing the im-
portance of securing funds to provide sustainability 
and continuity, both of which are essential for prop-
er monitoring of this group of diseases and their risk 
factors. Furthermore, PAHO is working with coun-
tries in the Region to coordinate the administration 
and optimal execution of surveys. It also seeks to 
harmonize the selection of questions so that the data 
generated can allow countries to report on the indi-
cators to which they have committed. 

Finally, it should be noted that the Country Capacity 
Survey does not include questions on health service 
information systems, which constitute one of the 
four essential sources of information for surveil-
lance of NCDs and their RFs and contribute key data 
for health services planning and management. 
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A comprehensive approach to NCDs and their RFs 
requires strengthening and reorientation of health 
services, with an emphasis on primary care health,  
as called for in the Political Declaration of the Unit-
ed Nations High-level Meeting (5) and the global (6) 
and regional (7) action plans. This approach also 
takes  as a reference point the four strategic lines of 
the PAHO Strategy for Universal Access to Health and 
Universal Health Coverage (22). In addition, in the out-
come document of the second meeting of the United 
Nations General Assembly, countries committed to 
strengthen and guide their health systems to address 
the prevention and control of NCDs and their under-
lying social determinants through people-centered 
primary health care and universal health coverage 
by 2016 (9). Recently, universal health care has been 

incorporated as a target under the SDG-3 for health, 
further strengthening the mandate to improve health 
services response (10). 

Data from the health systems module of the Country 
Capacity Survey provide an overview of national ca-
pabilities for the management of NCDs and their RFs, 
including such key aspects as (I) the availability of ev-
idence-based guidelines, standards, protocols, and 
referral criteria; (II) services for the early detection, 
diagnosis, and treatment of the main NCDs at the pri-
mary care level; and (III) procedures for the diagnosis 
and treatment of this group of diseases in the second-
ary and tertiary levels of care. The following sections 
discuss the main findings regarding health systems in 
relation to these three major topics. 

Capacity for NCD early detection, treatment, and care within the health system

I.	 Evidence-based guidelines, standards, protocols, and referral criteria

According to the results of the Country Capacity 
Survey, one-third or fewer of the countries in the 
Region have fully implemented evidence-based 
guidelines, protocols and standards for the four 
main NCDs, and between one-third and one half-
have fully implemented referral criteria for patients 
with these diseases. In both cases, chronic respira-
tory diseases are the conditions addressed by the 
fewest countries. These low levels of full implemen-
tation are troubling and point to the need to rise the 
priority of these diseases. The availability and ap-
propriate implementation of evidence-based guide-
lines, protocols, and standards are essential to 
providing high-quality care, reducing unjustifiable 

variability in clinical practice, and, consequently, 
improving health outcomes (47). The dissemination 
of evidence-based clinical practice guidelines, their 
periodic updating, and their daily integration into 
clinical practice represent the core of one of the 
components of the Chronic Care Model: support for 
decision-making (48). Furthermore, the availabili-
ty of operational criteria for referral of patients 
from primary care to secondary and tertiary care 
ensures the continuity of care with appropriate ac-
cess to necessary specialist care. Implementation 
of such criteria reduces delays, avoids unnecessary 
duplications and inappropriate diagnostic tests, 
and reduces unnecessary prescriptions (47). 
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II.	Early detection, diagnosis, and treatment of major NCDs at the primary care level

With regard to technologies for the early detection, 
diagnosis, and treatment of the major NCDs, most 
countries indicated that such technologies are avail-
able in at least 50% of their primary care facilities. 
The exceptions were more complex technologies, 
such as dilated-pupil fundus examination and foot 
vascular status evaluation by Doppler ultrasound. 
Likewise, the majority of countries reported that the 
main essential medicines for NCDs are available 
in at least 50% of primary care facilities in the pub-
lic health system. The exception was oral morphine, 
which less than half of the countries (14/34, 41%)re-
ported as being generally available.

Although the responses to the Country Capacity Sur-
vey seem to point in the right direction regarding 
the availability of medicines and basic technologies 
for NCDs, certain limitations must be taken into ac-
count when interpreting these results. The evalua-
tion of whether drugs and technologies are available 
in at least 50% of primary care facilities is eminently 
subjective. Most countries lack an information sys-
tem capable of reporting on this topic, which means 
that the responses provided are largely based on ex-
pert knowledge. Furthermore, the survey questions 
are not designed to evaluate important aspects such 
as the affordability of drugs and services, suitability 
of prescribing practices, availability of human re-
sources trained in the use of these technologies, or 
patient adherence to therapy. Regarding affordabili-
ty, direct payments are an especially important issue 
in the case of NCDs. Out-of-pocket costs can become 
a barrier to access at the point of service delivery and 
can generate catastrophic expenditures that lead to 
poverty. For these reasons, moving toward the elim-
ination of direct payments is one of the priorities of 
the PAHO Strategy for Universal Health (22). Final-
ly, this section of the Country Capacity Survey did 
not include questions on the availability of essential 
drugs for cancer treatment. 

Despite these limitations, the Country Capacity Sur-
vey contributes valuable information by identifying 
gaps and helping to set priorities. In this regard, the 

PAHO Revolving Fund (49) and Strategic Fund (50) 
are resources that can be used to improve the avail-
ability and affordability of vaccines, essential med-
icines, and technologies by facilitating acquisition 
at the lowest possible cost of products that meet 
international quality standards. In addition, use of 
these Funds provides the added value of technical 
assistance for supply management, including such 
key aspects as planning, storage and distribution. 

The questionnaire of the 2015 Country Capacity 
Survey included a series of new questions address-
ing care provided at the primary level for cancer 
and CVD—the two leading causes of premature 
NCD-related mortality in the Region (1). With re-
gard to cancer, these items focused on the availabil-
ity of national screening programs for specific 
types of cancer. A high proportion of countries 
reported having screening programs for cervical 
cancer (31/34, 91%) and breast cancer (28/34, 82%). 
However, most screening programs continue to 
be opportunistic and/or have coverage below 70%, 
which is insufficient to have a significant impact at 
the population level. Furthermore, there is much 
room for improvement in the availability of screen-
ing services for other types of cancer, especially 
colorectal cancer, for which only eight countries re-
ported having a national program. Finally, it should 
be noted that, in order to be effective, screening 
programs require  high-quality diagnostic tests and 
proper management of any lesions identified; nei-
ther aspect could be evaluated through this survey 
questionnaire. Therefore, a more in-depth analysis 
of health services is needed in order to provide a 
comprehensive evaluation of country capacity. 

Regarding CVDs, the survey included items de-
signed to assess country capacity in terms of access 
to essential medicines for the prevention of heart 
attack and stroke in people at high cardiovascu-
lar risk. Ensuring availability of these drugs is one 
of the targets of the Global Monitoring Framework 
(8) and one of the strategies listed as highly cost-ef-
fective in the global (6) and regional (7) action plans. 
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Although the essential medicines necessary for pri-
mary and secondary prevention of cardiovascular 
episodes were reported as being generally available 
by a high proportion of countries in the Region, 
there is limited use of cardiovascular risk strati-
fication in public sector. According to the results 
of the survey, only four countries (4/34, 12%) offer 
such risk stratification in 50% or more of primary 
care facilities. Despite limitations inherent to the 
survey items on availability of essential medicines, 
these results suggest that a substantial gap exists 
and confirms the need to promote total cardiovas-
cular risk assessment for individuals, as noted in 
the Regional Consultation on Priorities for Cardio-
vascular Health in the Americas and its later eval-
uation (47, 51). To support these efforts, WHO has 
developed a cardiovascular risk assessment form 
that streamlines the process by making laboratory 
tests optional. Furthermore, PAHO has launched a 
free app for mobile devices and computers that is 
based on the WHO form and performs calculation 
of cardiovascular risk and body mass index (BMI). 
It also includes recommendations on how to modi-
fy risk profiles and provides the option of enabling 
reminders to improve treatment adherence. The 

app, available in English, Spanish, and Portuguese 
at http://www.paho.org, is designed for use by both 
primary care providers and the general public. Its 
objectives are to facilitate rapid cardiovascular risk 
assessment in primary care settings and to promote 
dialogue between patients and health providers 
(52). 

Finally, there is a significant shortfall in access to 
palliative care in the Region. This is the NCD-re-
lated function or activity for which the fewest 
countries report having funding. Palliative care is 
included in only 11 of the 20 operational integrated 
policies, strategies, or action plans for NCDs, and 
opioids are the medicines least likely to be gener-
ally available in primary care facilities in the public 
health system. This pattern, which was seen regard-
less of country income level, was more marked in 
low- and lower-middle-income countries. The pro-
gression of NCDs, compounded by rapid population 
aging in the majority of countries of the Region, will 
lead to increasing demand for services, including 
palliative care. Access to opioids and the provision 
of outpatient and community-based care are espe-
cially relevant. 

III.	 Diagnosis and treatment of major NCDs at the secondary and tertiary levels of care

The Country Capacity Survey revealed a substantial 
gap in the availability of procedures for NCD treat-
ment at the secondary and tertiary levels of care, 
especially in low-income countries. The proportion 
of countries reporting on the availability of select-
ed retinal, renal, cardiac and stroke treatment in at 
least 50% of health facilities ranged from 21% (care 

and rehabilitation of acute stroke) to 65% (renal re-
placement therapy by dialysis). The growing demand 
for these highly specialized and costly services rep-
resents a great challenge for the health systems, 
not only for the secondary and third levels, but also 
for primary level where the efforts of prevention of 
NCDs complications should be reinforced.
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The results of the 2015 Country Capacity Survey suggest the following actions for strengthening the 
capacity and response of the countries of the Americas for the prevention and control of NCDs and 
their risk factors: 

Promote integration of NCDs and their RFs into national development plans and es-

tablish operational mechanisms for multisectoral work to facilitate a whole-of-gov-

ernment, whole-of-society, health-in-all-policies approach, taking into account the new 

2030 Agenda for Sustainable Development. 

Prioritize development of operational, integrated, multisectoral policies, strategies, or 

action plans for the four main NCDs and four RFs in the 17 countries where these instru-

ments are not yet available, as provided for in the time-bound commitments made in the 

outcome document of the United Nations General Assembly in 2014. In countries that do 

have policies, strategies, or action plans with these characteristics, a thorough analysis of 

their true scope and implementation status is advisable. 

Strengthen the institutional capability of country health authorities to establish regula-

tions pertaining to risk factors, including development of fiscal policies as a essential ele-

ment for implementation of 10 of the 15 highly cost-effective interventions recommended 

by WHO for addressing NCDs and their RFs. 

Strengthen national surveillance systems for NCDs and their RFs so that they are com-

prehensive and capable of producing periodic, systematic, sustainable, standardized data 

through four key information sources: vital registries, NCDs registries, population surveys, 

and health information systems. 

Prioritize the development of national indicators for NCDs and their RFs, as well as time-

bound national targets for these indicators aligned with the WHO Global Monitoring 

Framework, in the 14 countries that reported they lack them, in response to one of the 

time-bound commitments included in the outcome document of the 2014 United Nations 

General Assembly meeting.

II.

III.

IV.

V.

I.
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VI.
Improve the availability of surveys that include physical and biochemical measure-

ments for risk factors (including overweight and obesity, salt/sodium intake, blood pres-

sure, glucose and cholesterol).

Promote development and implementation of evidence-based clinical practice 

guidelines, standards, or protocols for the leading NCDs and improve the availabili-

ty of essential medicines and technologies for the diagnosis and treatment of NCDs at 

all levels of care. 

Strengthen national screening programs for the main types of cancer in order to achieve 

effective coverage and high-quality screening tests.

Promote assessment of total cardiovascular risk for individuals at the primary care level 

to improve the management of patients with or at high risk of cardiovascular disease. 

Improve access to palliative care by strengthening policy frameworks, strategies, or plans, 

as well as expanding the availability of opioids and the provision of ambulatory and com-

munity-based palliative care.

VII.

VIII.

IX.

X.
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PROGRESS INDICATORS

Definition Data collection tool

INDICATOR 1 

Member State has set 
time-bound national 
targets and indicators 
based on WHO guidance

Country has set national targets and indicators. 
The NCD-related targets and indicators should be 
time-bound and based on the 9 voluntary global 
targets and 25 indicators from the WHO Global 
Monitoring Framework.

WHO NCD Country 
Capacity Survey tool

INDICATOR 2 

Member State has a 
functioning system 
for generating reliable 
cause-specific mortality 
data on a routine basis

Country has a vital registration system that cap-
tures deaths and the causes of death routinely. 
The International Form for Medical Certificate of 
the Cause of Death is completed by certifiers. The 
International Classification of Diseases (ICD) is 
used to code the causes of death. The data com-
piled are made available to policy-makers and re-
searchers.

WHO Mortality
Database 

INDICATOR 3 

Member State has a STEPS 
survey or a comprehensive 
health examination survey 
every 5 years

Country has completed a STEPS survey or another 
risk factor survey which includes physical mea-
surements and biochemical assessments covering 
the key behavioral and metabolic risk factors for 
NCDs. Country must indicate that survey frequen-
cy is at least every 5 years.

WHO NCD Country 
Capacity Survey tool

INDICATOR 4

Member State has an 
operational multisectoral 
national strategy/action 
plan that integrates the 
major NCDs and their 
shared risk factors

Country has a multisectoral, integrated national 
NCD and risk factor policy/strategy/action plan 
that addresses the 4 main NCDs (cardiovascu-
lar disease, diabetes, cancer, chronic respiratory 
disease) and their main risk factors (tobacco use, 
unhealthy diet, physical inactivity, harmful use of 
alcohol).

WHO NCD Country 
Capacity Survey tool

Technical specifications of the WHO progress indicators for reporting to the United 
Nations General Assembly (12)

ANNEX 1
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PROGRESS INDICATORS

INDICATOR 5 

Member State has implemented the following four demand-reduction measures of the WHO FCTC at 
the highest level of achievement: 

Definition Data collection tool

INDICATOR 5.a

Reduce affordability of 
tobacco products by 
increasing tobacco excise 
taxes

Country has a tobacco excise tax at a level that 
accounts for at least 70% of the retail price of to-
bacco products.

WHO Report on the 
Global Tobacco 

Epidemic

INDICATOR 5.b

Create by law completely 
smoke-free environments 
in all indoor workplaces, 
public places, and public 
transport

All public places in the country are completely 
smoke-free (or at least 90% of the population is 
covered by subnational smoke-free legislation). 
“Completely” means that smoking is not permit-
ted, with no exemptions allowed, except in resi-
dences and indoor places that serve as equivalents 
to long-term residential facilities, such as prisons 
and long-term health and social care facilities like 
psychiatric units and nursing homes. Neither ven-
tilation nor any form of designated smoking room 
and/or area protects against the harm caused by 
second-hand tobacco smoke, and the only laws 
that provide protection are those that result in the 
complete absence of smoking in all public places.

WHO Report on the 
Global Tobacco 

Epidemic

INDICATOR 5.c

Warn people of the 
dangers of tobacco and 
tobacco smoke through 
effective health warnings 
and mass media 
campaigns

Country has large warnings on tobacco packag-
ing, which are defined as covering on average at 
least 50% of the front and back of the package, 
with all appropriate characteristics. Appropriate 
characteristics include: containing specific man-
dated health warnings; appearing on individu-
al packages as well as on any outside packaging 
and labelling used in retail sale; describing specific 
harmful effects of tobacco use on health; being 
large, clear, visible, and legible (e.g., specific colors 
and font style and sizes are mandated); warnings 
rotate; including pictures or pictograms; written in 
(all) the principal language(s) of the country.

WHO Report on the 
Global Tobacco 

Epidemic
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PROGRESS INDICATORS

Definition Data collection tool

INDICATOR 5.d

Ban all forms of tobacco 
advertising, promotion, 
and sponsorship

Country has a ban on all forms of direct and in-
direct advertising. Direct advertising bans apply to 
national television and radio; local magazines and 
newspapers; billboards and outdoor advertising; 
point-of-sale ads. Indirect advertising bans prohib-
it free distribution of tobacco products in the mail 
or through other means; promotional discounts; 
non-tobacco goods and services identified with 
tobacco brand names (brand extension); brand 
names of non-tobacco products used for tobacco 
products (brand sharing); appearance of tobacco 
brands (product placement) or tobacco products 
in television and/or films; and sponsorship, includ-
ing corporate social responsibility programs.

WHO Report on the 
Global Tobacco 

Epidemic

INDICATOR 6 

Member State has implemented, as appropriate according to national circumstances, the following 
three measures to reduce the harmful use of alcohol as per the WHO Global Strategy to Reduce the 
Harmful Use of Alcohol:

Definition Data collection tool

INDICATOR 6.a 

Regulations over 
commercial and public 
availability of alcohol

Country has a licensing system or monopoly on 
retail sales of beer, wine, spirits. Country restricts 
on-/off-premise sales of beer, wine, spirits regard-
ing hours, days, and locations of sales. Country 
has legal minimum age for being sold and served 
alcoholic beverages.

WHO Global Survey on 
Alcohol and Health

INDICATOR 6.b

Comprehensive 
restrictions or bans on 
alcohol advertising and 
promotions

Country has regulatory or co-regulatory frame-
works for alcohol advertising through different 
channels (public service/national TV, commercial/
private TV, national radio, local radio, print media, 
billboards, points of sale, cinema, internet, social 
media). Country has a detection system for in-
fringements on marketing restrictions.

WHO Global Survey on 
Alcohol and Health

INDICATOR 6.c 

Pricing policies such as 
excise tax increases on 
alcoholic beverages

Country has excise tax on beer, wine, spirits. 
Country adjusts level of taxation on alcoholic bev-
erages for inflation.

WHO Global Survey on 
Alcohol and Health
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PROGRESS INDICATORS

INDICATOR 7 

Member State has implemented the following four measures to reduce unhealthy diets:

Definition Data collection tool

INDICATOR 7.a 

Adopted national policies 
to reduce population salt/
sodium consumption

Country has implemented a policy(ies) to reduce 
population salt/sodium consumption, such as 
product reformulation by industry, regulation of 
salt content of food, or public awareness pro-
grams.

WHO NCD Country 
Capacity Survey tool

INDICATOR 7.b 

Adopted national policies 
that limit saturated fatty 
acids and virtually 
eliminate industrially 
produced trans-fatty acids 
in the food supply

Country has implemented a policy(ies) to limit sat-
urated fatty acids and virtually eliminate industrial-
ly produced trans-fats in the food supply.

WHO NCD Country 
Capacity Survey tool

INDICATOR 7.c

WHO set of 
recommendations on 
marketing of foods and 
nonalcoholic beverages to 
children

Country has implemented a policy(ies) to reduce 
the impact on children of marketing of foods and 
nonalcoholic beverages high in saturated fats, 
trans-fatty acids, free sugars, or salt.

WHO NCD Country 
Capacity Survey tool

INDICATOR 7.d

Legislation /regulations 
fully implementing the 
International Code of 
Marketing of Breast-milk 
Substitutes

Country has implemented legislation/regulations 
that fully implement the International Code of 
Marketing of Breast-milk Substitutes.

Under review
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PROGRESS INDICATORS

Definition Data collection tool

INDICATOR 8 

Member State has 
implemented at least one 
recent national public 
awareness program on diet 
and/or physical activity

Country has implemented at least one recent na-
tional public awareness program on diet, physical 
activity, or both.

WHO NCD Country 
Capacity Survey tool

INDICATOR 9 

Member State has 
evidence-based national 
guidelines/protocols/
standards for the 
management of major NCDs 
through a primary care 
approach, recognized/
approved by government or 
competent authorities

Country has government-approved, evidence-based 
national guidelines/ protocols/ standards for the 
management (diagnosis and treatment) of the four 
main NCDs – cardiovascular disease, diabetes, can-
cer, and chronic respiratory diseases.

WHO NCD Country 
Capacity Survey tool

INDICATOR 10 

Member State has provision 
of drug therapy, including 
glycemic control, and 
counselling for eligible 
persons at high risk to 
prevent heart attacks and 
strokes, with emphasis on 
the primary care level

Country has provision of drug therapy, including 
glycemic control, and counseling for eligible per-
sons at high risk in order to prevent heart attacks and 
strokes, with emphasis on the primary care level.

WHO NCD Country 
Capacity Survey tool
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Term Definition

Integrated national 
action plan

A concerted approach to addressing a multiplicity of issues within a chronic disease 
prevention and health promotion framework, targeting the major risk factors com-
mon to the main chronic diseases, including the integration of primary, secondary, 
and tertiary prevention, health promotion, and disease prevention programs across 
sectors and disciplines.

Multisectoral
Involving different sectors, such as health, agriculture, education, finance, infra-
structure, transport, trade, etc.

Multisectoral 
collaboration

A recognized relationship between parts of different sectors of society—such as  
ministries (e.g., health, education), government agencies, nongovernmental organi-
zations, private for-profit entities, and  community representatives—which has been 
formed to take action to achieve health outcomes in a way that is more effective, 
efficient, or sustainable than might be achieved by the health sector acting alone.   

National policy, 
strategy, action plan

National policy:  A specific official decision or set of decisions designed to carry out 
a course of action endorsed by a political body, including a set of goals, priorities, 
and directives for attaining these goals. The policy document may include a strategy 
to give effect to the policy.

Strategy: A long-term plan designed to achieve a particular goal. 

Action plan:  A scheme of course of action, which may correspond to a policy 
or strategy, with defined activities indicating who does what (type of activities and 
people responsible for implementation), when (time frame), how, and with what 
resources.

National survey
A survey conducted at fixed or unfixed time intervals on the main chronic diseases, 
or major risk factors common to chronic diseases.

Operational
A policy, strategy, or plan of action which is being used and implemented in the 
country, and has resources and funding available to implement it.

Surveillance
The systematic collection of data (through survey or registration) on risk factors, 
chronic diseases, and their determinants for continuous analysis, interpretation, 
and feedback.

Under development
An activity or measure that is still being developed or finalized and is not yet being 
implemented in the country.

Unit or department
Administrative entity with responsibility for NCD prevention and control in a Ministry 
of Health or national institute.

Key terms used in the 2015 NCD Country Capacity Survey

ANNEX 2 
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MODULE I: 
PUBLIC HEALTH INFRASTRUCTURE, PARTNERSHIPS AND MULTISECTORAL 

COLLABORATION FOR NCDs AND THEIR RISK FACTORS 

Question Validation

1)   Is there a unit/branch/department in the Ministry of Health or 
equivalent with responsibility for NCDs and their risk factors? 

1a)  Please indicate the number of full-time technical/professional 
staff in the unit/branch/department.

Can be compared to response from 
previous round of survey. If reversal is 
present, confirm with Member State 
that there has indeed been a reversal.

2)   Is there funding for the following NCD activities/functions? 

          • Primary prevention 
          • Health promotion 
          • Early detection/screening   
          • Health care and treatment 
          • Surveillance, monitoring, and evaluation
          • Capacity-building 
          • Palliative care

Not Applicable

2a)  What are the major sources of funding for NCDs and their risk 
factors?

Not Applicable

3)   Is your country implementing any of the following fiscal 
      interventions?

          • Taxation on alcohol 
          • Taxation on tobacco (excise and non-excise taxes)
          • Taxation on sugar sweetened beverages
          • Taxation on foods high in fat, sugar, or salt
          • Price subsidies for healthy foods
          • Taxation incentives to promote physical activity
          • Others

Not Applicable

4)  Is there a national multisectoral commission, agency, or 
mechanism to oversee NCD engagement, policy coherence, and 
accountability of sectors beyond health?

Not Applicable

Validation process established by WHO for the 2015 NCD Country Capacity Survey 

ANNEX 3 
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MODULE II: 
STATUS OF NCD-RELEVANT POLICIES, STRATEGIES, AND ACTION PLANS

Question Validation

1a) 	Are NCDs included in your national health plan? Provide a copy of the national health 
plan.

1b)	 Are NCDs included in your national development agenda? Provide a copy of the national 
development agenda.

2)	 Is there a set of national NCD indicators? Provide a copy of the indicators.

2a)	 Is there a set of time-bound national targets for these 
	 indicators?

Provide a copy of the targets.

3)	 Does your country have a national NCD policy, strategy, or action 
plan which integrates several NCDs and their risk factors?

Provide a copy of the policy, strategy, 
or action plan.

4-13) Is there a policy, strategy, or action plan for ______*______ in 
your country? 

	 (* = cardiovascular diseases, cancer, diabetes, chronic 
respiratory diseases, reducing the harmful use of alcohol, 
reducing overweight/obesity, reducing physical inactivity and/or 
promoting physical activity, decreasing tobacco use, or reducing 
unhealthy diet related to NCD and/or promoting a healthy diet)

For each policy/strategy/action plan, 
provide a copy.

For tobacco policies/strategies/action 
plans, compare with GTCR.
For alcohol policies/strategies/action 
plans, compare with Global 
Information System on Alcohol and 
Health.

14)	 Is there a policy and/or plan on NCD-related research 
	 including community-based research and evaluation of the 
	 impact of interventions and policies?

Provide a copy of the policy/plan.

15)	 Is your country implementing any policies to reduce the impact 
on children of marketing of foods and nonalcoholic beverages 
high in saturated fats, trans-fatty acids, free sugars, or salt?

Provide a copy of the policy(ies).

16)	 Is your country implementing the International Code of 		
Marketing of Breast-Milk Substitutes through adoption of national 
laws?

Provide a copy of the policy(ies).

17)	 Is your country implementing any national policies that limit 
saturated fatty acids and virtually eliminate industrially produced 
trans-fats (i.e., partially hydrogenated vegetable oils) in the food 
supply?

Provide a copy of the policy(ies).
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MODULE III: 
HEALTH INFORMATION SYSTEMS, SURVEILLANCE AND SURVEYS FOR NCDs AND 

THEIR RISK FACTORS

Question Validation

1)    In your country, who has responsibility for surveillance of NCDs 
and their risk factors?

Not Applicable

2)	 Does your country have a system for collecting mortality data by   
cause of death on a routine basis?

To be compared to data held by HSI 
(HQ).

3)	 Does your country have a cancer registry? To be compared to data held by IARC

4)	 Does your country have a diabetes registry? Not Applicable

5)	 Have surveys of risk factors been conducted in your country for 
any of the following? [...] 

Provide a copy of the survey report.
To be compared to data held by PND/
SPP (HQ) and PND/CIC (HQ) and other 
data publicly available from other 
major global surveys.

MODULE II: 
STATUS OF NCD-RELEVANT POLICIES, STRATEGIES, AND ACTION PLANS

Question Validation

18)  Is your country implementing any policies to reduce population 
salt consumption?

Provide a copy of the policy(ies).

19)  Has your country implemented any national public awareness 
program on diet within the past 5 years?

Provide any documentation on the 
program and/or a link to the program 
website, if available.

20) Has your country implemented any national public awareness 
program on physical activity within the past 5 years?

Provide any documentation on the 
program and/or a link to the program 
website, if available.

21)  Does your country have any nutrition labeling regulation, in line 
with international standards, in particular the Codex Alimentarius, 
for pre-packaged foods?

Provide a copy of the regulation.
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MODULE IV: 
CAPACITY FOR NCD EARLY DETECTION, TREATMENT AND CARE WITHIN THE 

HEALTH SYSTEM

Question Validation

1)	 Please indicate whether evidence-based national guidelines/
prtocols/standards are available for the management (diagnosis 
and treatment) of each of the major NCDs through a primary care 
approach recognized/approved by government or competent 
authorities. Where guidelines/protocols/standards are available, 
please indicate their implementation status and when they were 
last updated.

Provide a copy of the guidelines/
protocols/standards that are available.

2)	 For each of the major NCDs, please indicate the availability of 
standard criteria for the referral of patients from primary care level 
to a higher level of care (secondary/tertiary).  Where standard 
criteria are available, please indicate their implementation status.

Not Applicable

3)	 Indicate the availability of the following basic technologies for 
early detection, diagnosis / monitoring of NCDs in the primary 
care facilities of the public and private health sector.

Not Applicable

4)	 Please indicate if there is a national screening program targeting 
the general population for the following cancers and, if yes, 
provide details.

To be compared to cancer atlas 
(http://canceratlas.cancer.org/data)

5)   Please indicate if early detection of the following cancers by 
means of rapid identification of the first symptoms is integrated 
into primary health care services and if there is a clearly defined 
referral system from primary care to secondary / tertiary care for 
suspected cases.

Not Applicable

6)	 Is there a national HPV vaccination program under 
implementation?

        6a) Who is targeted by the program?
	   6b) What year did the program begin? 
        6c) What is the immunization coverage of the program?

To be compared to cancer atlas 
(http://canceratlas.cancer.org/data)

7)	 Describe the availability of the medicines below in the primary 
care facilities of the public health sector.

Not Applicable

8) 	 Indicate the availability of the following procedures for treating 
NCDs in the publicly funded health system.

Not Applicable
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Question Validation

9)   Indicate the number of treatment centers which offer 
radiotherapy.

To be compared to DIRAC database 
(http://www-naweb.iaea.org/nahu/
dirac/)

10)	 Detail the cancer diagnosis and treatment services in the public 
sector.

Not Applicable

11)  How many pathology laboratories for cancer diagnosis are there 
in the country?

Not Applicable

12)	 Indicate the availability of palliative care for patients with NCD in 
the public health system.

Not Applicable

13)	 What proportion of primary health care facilities are offering 
cardiovascular risk stratification for the management of patients at 
high risk for heart attack and stroke?

Not Applicable

14)	 What percentage of public sector health facilities have provision 
for care of acute stroke and rehabilitation? 

Not Applicable

15)	 What percentage of public sector health facilities have provision 
for secondary prevention of rheumatic fever and rheumatic heart 
disease?

Not Applicable

Technical note: Categories for the classification of population surveys on NCD risk factors

Population surveys on the main RFs in adults and adolescents have been classified into categories defined accord-
ing to the following criteria: 

1.	 Periodicity: carried out at least every 5 years. 
2.	 Representative survey: nationally representative. 
3.	 Recent survey: data collected no more than 5 years ago.
4.	 Measurements obtained: in case of RFs that require physical measurements (weight and height for 

overweight and obesity; blood pressure for high blood pressure or hypertension) or biochemical anal-
yses (blood glucose for high blood glucose or DM; blood cholesterol for high total cholesterol; urinary 
sodium for salt/sodium intake). 

On the basis of these criteria, two color-coded sets of categories have been established, one for those RFs that do 
not require measurements and one for those that do, as shown below: 

ANNEX 4 
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Categories for the classification of population surveys of risk factors that do not require 

measurements: harmful use of alcohol, tobacco use, low fruit and vegetable consumption, and 

physical inactivity

Categories for the classification of population surveys of risk factors that do require measure-

ments: overweight and obesity, high blood glucose/diabetes, high blood pressure/hyperten-

sion, high total cholesterol

TABLE A-1

TABLE A-2

Category Recent data (< 5 years) Nationally representative
Periodicity of at least every 5 

years 

Green Yes Yes Yes 

Yellow Yes Yes No 

Orange Yes No Yes 

Red No Yes/No Yes/No 

Gray Not answered or not validated 

Category Recent data (<5 years)
Nationally 

representative

Physical or 
biochemical 

measurements 
(instead of 

self-reported data)

Periodicity of at least 
every 5 years

Green Yes Yes Yes Yes 

Yellow Yes Yes Yes No 

Orange Yes Yes/No Yes/No Yes/No 

Red No Yes/No Yes/No Yes/No 

Gray 
Not answered or not 

validated
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Definition: Number of Member States that have set time-bound national targets and indicators based 
on WHO guidance. The NCD-related targets and indicators should be time-bound and based on the 9 
voluntary global targets and 25 indicators from the WHO Global Monitoring Framework. (12).

Fully achieved: there are national indicators for NCDs and nation-
al targets for these indicators that are time-bound, based on the 9 
global targets, and address NCD mortality as well as key risk factors 
in the country and/or health systems.

Partially achieved: there are national indicators for NCDs and na-
tional targets for these indicators, but the targets do not cover two 
of the three areas addressed in the 9 global targets (including mor-
tality) or they are not time-bound.

Not achieved

No data: the country did not complete the 2015 NCD Country Ca-
pacity Survey.

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey

14 countries (14/34, 41%) 
have fully achieved the indicator 

2 countries (2/34, 2%) 
have partially achieved the indicator

WHO progress indicator number 1 for reporting to the United Nations General Assembly

FIGURE A-1

Progress indicators that use the 2015 NCD Country Capacity Survey as a source of 
information, disaggregated by country

ANNEX 5

Annexes
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Results for progress indicator number 1 and 2015 NCD Country Capacity Survey variables used 

to construct it, by country

TABLE A-3

Country
Is there a set of 
national NCD 

indicators? 

Are there time-
bound targets 

for these 
indicators? 

Do the time-bound targets 
cover all three areas of the 

WHO Global Monitoring 
Framework (mortality, RFs, and/

or health services)?

 Has progress 
indicator number 
1 been achieved? 

Antigua and Barbuda No N/A N/A No 

Argentina Yes Yes Yes Fully 

Bahamas No N/A N/A No 

Barbados Yes Yes Yes Fully 

Belize Yes Yes Yes Fully 

Bolivia (Plurinational State of) Yes No N/A No 

Brazil Yes Yes Yes Fully 

Canada Yes No N/A No 

Chile Yes Yes Yes Fully 

Colombia Yes Yes Yes Fully 

Costa Rica Yes Yes Yes Fully 

Cuba Yes Yes Yes Fully 

Dominica No N/A N/A No 

Dominican Republic Yes Yes Yes Fully 

Ecuador No N/A N/A No 

El Salvador No N/A N/A No 

Grenada Yes No N/A No 

Guatemala Yes Yes Yes Fully 

Guyana No N/A N/A No 

Haiti No N/A N/A No 

Honduras No N/A N/A No 

Jamaica Yes Yes Yes Fully 

Mexico Yes Yes No Partially 

Nicaragua No N/A N/A No 

Panama No N/A N/A No 

Paraguay Yes Yes Yes Fully 

Peru Yes No N/A No 

Saint Kitts and Nevis No N/A N/A No 

Saint Lucia Yes No N/A No 

Saint Vincent 
and the Grenadines 

Yes Yes Yes Fully 

Suriname Yes No N/A No 

Trinidad and Tobago Yes Yes No Partially 

United States of America Yes Yes Yes Fully 

Uruguay No N/A N/A No 

Venezuela 
(Bolivarian Republic of) 

No data No data No data No data 

N/A: not applicable



Definition: Number of Member States that have a STEPS survey or a comprehensive health survey every 
5 years (13).

Fully achieved: country has conducted population surveys in 
adults recently (2010 or later) and periodically (at least every 5 years) 
for all of the following RFs: harmful alcohol use, physical inactivity, 
tobacco use, high blood glucose/diabetes, high blood pressure/hy-
pertension, overweight and obesity, and salt/sodium intake.

Partially achieved: country has conducted recent and periodic 
surveys for at least three, but not all, of the aforementioned RFs, 
or the surveys were conducted more than 5 years ago but less than 
10 years ago.

Not achieved

No data: the country did not complete the 2015 NCD Country 
Capacity Survey.

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey.

9 countries (9/34, 26%) 
achieved the indicator fully 

19 countries (19/34, 56%) 
achieved it partially   

WHO progress indicator number 3 for reporting to the United Nations General Assembly

FIGURE A-2

Annexes
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Country 

Availability of recent, periodic surveys for the following RFs in adults:

Harmful use of 
alcohol

Physical inactivity Tobacco use 
High blood glucose/

DM 

Year 
Frequency 

of data 
collection 

Year 
Frequency 

of data 
collection 

Year 
Frequency 

of data 
collection 

Year 
Frequency

of data 
collection 

Antigua and Barbuda No N/A No N/A No N/A No N/A 

Argentina 2013 3-5 years 2013 3-5 years 2013 3-5 years 2013 3-5 years 

Bahamas 2012 3-5 years 2012 3-5 years 2012 3-5 years 2012 3-5 years 

Barbados 2011 3-5 years 2011 3-5 years 2011 3-5 years 2011 3-5 years 

Belize 2006 Ad hoc 2006 Ad hoc 2006 Ad hoc 2006 Ad hoc 

Bolivia (Plurinational State of) 2014a -- 2014a Ad hoc 2014a Ad hoc 2014a Ad hoc 

Brazil 2014 1-2 years 2014 1-2 years 2014 1-2 years 2013 3-5 years 

Canada 2014 1-2 years 2014 1-2 years 2014 1-2 years 2013 1-2 years 

Chile 2013 1-2 years 2010 3-5 years 2013 1-2 years 2010 3-5 years 

Colombia 2013 Other 2010 Other 2013 Other 2007 Other 

Costa Rica 2010 3-5 years 2010 3-5 years 2010 3-5 years 2010 3-5 years 

Cuba 2010 3-5 years 2010 3-5 years 2010 3-5 years 2010 3-5 years 

Dominica 2008 Other 2008 Other 2008 Other 2008 Other 

Dominican Republic 2013 3-5 years 2013 3-5 years 2010 3-5 years 2013 3-5 years 

Ecuador 2012 3-5 years 2012 3-5 years 2012 3-5 years 2012 3-5 years 

El Salvador 2014a 3-5 years 2013a 3-5 years 2014a 3-5 years 2014a 3-5 years 

Grenada 2010 Other 2010 Other 2010 Other 2010 Other 

Guatemala 2010 3-5 years 2010 3-5 years 2010 3-5 years 2010 3-5 years 

Guyana 2009 Other No N/A 2009 Other No N/A 

Haiti No N/A -- -- No N/A 2006a Ad hoc 

Honduras 2011 Ad hoc No N/A 2011 Ad hoc 2004 --

Jamaica 2008 Other 2008 Other 2008 Other 2008 Other 

Mexico 2012 Other 2012 Other 2012 Other 2012 Other 

Nicaragua 2003 Ad hoc 1998 Ad hoc 2001 Ad hoc 2003 Ad hoc 

Panama 2010 Ad hoc 2010 Ad hoc 2013 3-5 years 2010 Ad hoc 

Paraguay 2011 3-5 years 2011 3-5 years 2011 3-5 years 2011 3-5 years 

Peru 2014 1-2 years -- -- 2014 1-2 years 2014 1-2 years 

Saint Kitts and Nevis 2008 Ad hoc 2008 Ad hoc 2008 Ad hoc 2007 Other 

Saint Lucia 2012 Ad hoc 2012 Ad hoc 2012 Ad hoc 2012 Ad hoc 

Saint Vincent 
and the Grenadines 

2014 3-5 years 2013 3-5 years 2013 3-5 years 2013 3-5 years 

Suriname 2013 3-5 years 2013 3-5 years 2013 3-5 years 2013 3-5 years 

Trinidad and Tobago 2011 3-5 years 2011 3-5 years 2011 3-5 years 2011 3-5 years 

United States of America 2015 1-2 years 2015 1-2 years 2013 1-2 years 2013 1-2 years 

Uruguay 2013 3-5 years 2013 3-5 years 2013 3-5 years 2013 3-5 years 

Venezuela 
(Bolivarian Republic of) 

No 
data 

No data 
No 

data 
No data 

No 
data 

No data 
No 

data 
No data 

Results for progress indicator number 3 and 2015 NCD Country Capacity Survey variables 

used to construct it, by country

TABLE A-4
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Country 

Availability of recent, periodic surveys for the following RFs in adults:

 Has progress 
indicator number 
3 been achieved? 

High blood 
pressure/HTN

Overweight and 
obesity 

Salt/sodium intake

Year 
Frequency 

of data 
collection 

Year 
Frequency 

of data 
collection 

Year 
Frequency 

of data 
collection 

Antigua and Barbuda No N/A No N/A No N/A No 

Argentina 2013 3-5 years 2013 3-5 years 2013 3-5 years Fully 

Bahamas 2012 3-5 years 2012 3-5 years No N/A Partially 

Barbados 2011 3-5 years 2011 3-5 years 2011 3-5 years Fully 

Belize 2006 Ad hoc 2006 Ad hoc No N/A Partially 

Bolivia (Plurinational State of) 2014a Ad hoc 2014a Ad hoc No N/A Data not validated

Brazil 2013 3-5 years 2014 1-2 years 2013 3-5 years Fully 

Canada 2013 1-2 years 2013 Other 2004 Other Partially 

Chile 2010 3-5 years 2010 3-5 years 2010 3-5 years Fully 

Colombia 2007 Other 2010 Other 2010 Other Partially 

Costa Rica 2010 3-5 years 2010 3-5 years 2013 3-5 years Fully 

Cuba 2010 3-5 years 2010 3-5 years No N/A Partially 

Dominica 2008 Other 2008 Other No N/A Partially 

Dominican Republic 2010 Other 2013 3-5 years No N/A Partially 

Ecuador 2012 3-5 years 2012 3-5 years 2012 3-5 years Fully 

El Salvador 2014a 3-5 years 2014a 3-5 years 2014a 3-5 years Data not validated

Grenada 2010 Other 2010 Other No N/A Partially 

Guatemala 2010 3-5 years 2010 3-5 years No N/A Partially 

Guyana No N/A No N/A No N/A No 

Haiti No N/A -- -- No N/A No 

Honduras 2004 Ad hoc 2011 Ad hoc No N/A Partially 

Jamaica 2008 Other 2008 Other No N/A Partially 

Mexico 2012 Other 2012 Other No N/A Partially 

Nicaragua 2003 Ad hoc 2011 Ad hoc No N/A No 

Panama 2010 Ad hoc 2010 Ad hoc No N/A Partially 

Paraguay 2011 3-5 years 2011 3-5 years 2014 Ad hoc Partially 

Peru 2014 1-2 years 2014 1-2 years No N/A Partially 

Saint Kitts and Nevis 2007 -- 2008 Ad hoc No N/A Partially 

Saint Lucia 2012 Ad hoc 2012 Ad hoc 2012 Ad hoc Partially 

Saint Vincent and 
the Grenadines 

2013 3-5 years 2013 3-5 years No N/A Partially 

Suriname 2013 3-5 years 2013 3-5 years 2013 3-5 years Fully 

Trinidad and Tobago 2011 3-5 years 2011 3-5 years No N/A Partially 

United States of America 2015 2015 1-2 years 2015 1-2 years 1-2 years Fully 

Uruguay 2013 3-5 years 2013 3-5 years 2013 3-5 years Fully 

Venezuela 
(Bolivarian Republic of) 

No 
data 

No data No data No data No data No data No data 

a: data not validated; --: did not respond; N/A: not applicable. 
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Definition: Number of Member States with an operational multisectoral national strategy or action plan 
that integrates the major NCDs and their RFs (12).

Fully achieved: the country has operational multisectoral policies, 
strategies, or action plans for the four main NCDs and four main 
RFs.

Partially achieved: the country has operational multisectoral 
policies, strategies, or action plans for at least two of the four NCDs 
and at least two of the four RFs.

Not achieved

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey.

17 countries (17/34, 50%) 
achieved the indicator fully 

3 countries (3/34, 9%) 
achieved it partially

WHO progress indicator number 4 for reporting to the United Nations General Assembly

FIGURE A-3

No data: the country did not complete the 2015 NCD Country 
Capacity Survey.

Profile of capacity and response to noncommunicable diseases and their risk factors in the Region of the Americas
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Country 
Integrated policy, 
strategy, or action 

plan for NCDs

Does it address the following NCDs and RFs? 

Harmful 
alcohol use

Unhealthy 
diet 

Physical 
inactivity 

Tobacco use

Antigua and Barbuda Under development Yes Yes Yes Yes 

Argentina Operational No Yes Yes Yes 

Bahamas No N/A N/A N/A N/A 

Barbados Operational Yes Yes Yes Yes 

Belize Operational Yes Yes Yes Yes 

Bolivia (Plurinational State of) No N/A N/A N/A N/A 

Brazil Operational Yes Yes Yes Yes 

Canada Operational Yes Yes Yes Yes 

Chile Operational Yes Yes Yes Yes 

Colombia Operational Yes Yes Yes Yes 

Costa Rica Operational Yes Yes Yes Yes 

Cuba No N/A N/A N/A N/A 

Dominica Under development Yes Yes Yes Yes 

Ecuador Operational Yes Yes Yes Yes 

El Salvador Under development Yes Yes Yes Yes 

Grenada Under development Yes Yes Yes Yes 

Guatemala Operational Yes Yes Yes Yes 

Guyana Operational Yes Yes Yes Yes 

Haiti No N/A N/A N/A N/A 

Honduras No N/A N/A N/A N/A 

Jamaica Operational Yes Yes Yes Yes 

Mexico Operational No Yes Yes No 

Nicaragua No N/A N/A N/A N/A 

Panama Operational Yes Yes Yes Yes 

Paraguay Operational Yes Yes Yes Yes 

Peru No N/A N/A N/A N/A 

Dominican Republic Operational Yes Yes Yes Yes 

Saint Kitts and Nevis Operational Yes Yes Yes Yes 

Saint Lucia Not operational Yes Yes Yes Yes 

Saint Vincent 
and the Grenadines 

Operational Yes Yes Yes Yes 

Suriname Operational Yes Yes Yes Yes 

Trinidad and Tobago No N/A N/A N/A N/A 

United States of America Operational Yes Yes Yes Yes 

Uruguay No N/A N/A N/A N/A 

Venezuela No data No data No data No data No data 

Results for progress indicator number 4 and 2015 NCD Country Capacity Survey variables 

used to construct it, by country

TABLE A-5
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Country 

Does it address the following NCDs and RFs? 

First year of 
implementation

Has progress 
indicator number 
4 been achieved?Cancer CVD CRD DM 

Antigua and Barbuda Yes Yes Yes Yes Yes No

Argentina Yes Yes Yes Yes Yes Partially

Bahamas N/A N/A N/A N/A N/A No

Barbados Yes Yes Yes Yes Yes Fully

Belize Yes Yes Yes Yes Yes Fully

Bolivia (Plurinational State of) N/A N/A N/A N/A N/A No

Brazil Yes Yes Yes Yes Yes Fully

Canada Yes Yes Yes Yes Yes Fully

Chile Yes Yes Yes Yes Yes Fully

Colombia Yes Yes Yes Yes Yes Fully

Costa Rica Yes Yes Yes Yes Yes Fully

Cuba N/A N/A N/A N/A N/A No

Dominica Yes Yes No Yes Yes No

Ecuador Yes Yes Yes Yes Yes Fully

El Salvador Yes No Yes Yes Yes No

Grenada Yes Yes No Yes Yes No

Guatemala Yes Yes Yes Yes Yes Fully

Guyana Yes Yes Yes Yes Yes Fully

Haiti N/A N/A N/A N/A N/A No

Honduras N/A N/A N/A N/A N/A No

Jamaica Yes Yes Yes Yes Yes Fully

Mexico No Yes No Yes Yes Partially

Nicaragua N/A N/A N/A N/A N/A No

Panama Yes Yes Yes Yes Yes Fully

Paraguay Yes Yes Yes Yes Yes Fully

Peru N/A N/A N/A N/A N/A No

Dominican Republic Yes Yes Yes Yes Yes Fully

Saint Kitts and Nevis Yes Yes Yes Yes Yes Fully

Saint Lucia Yes Yes Yes Yes Yes No

Saint Vincent 
and the Grenadines 

No Yes No Yes Yes Partially

Suriname Yes Yes Yes Yes Yes Fully

Trinidad and Tobago N/A N/A N/A N/A N/A No

United States of America Yes Yes Yes Yes Yes Fully

Uruguay N/A N/A N/A N/A N/A No

Venezuela No data No data No data No data No data No data 

DM: diabetes; CVD: cardiovascular diseases; CRD: chronic respiratory diseases; N/A: not applicable.
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Country 

Does it address the following NCDs and RFs? 

First year of 
implementation

Has progress 
indicator number 
4 been achieved?Cancer CVD CRD DM 

Antigua and Barbuda Yes Yes Yes Yes Yes No

Argentina Yes Yes Yes Yes Yes Partially

Bahamas N/A N/A N/A N/A N/A No

Barbados Yes Yes Yes Yes Yes Fully

Belize Yes Yes Yes Yes Yes Fully

Bolivia (Plurinational State of) N/A N/A N/A N/A N/A No

Brazil Yes Yes Yes Yes Yes Fully

Canada Yes Yes Yes Yes Yes Fully

Chile Yes Yes Yes Yes Yes Fully

Colombia Yes Yes Yes Yes Yes Fully

Costa Rica Yes Yes Yes Yes Yes Fully

Cuba N/A N/A N/A N/A N/A No

Dominica Yes Yes No Yes Yes No

Ecuador Yes Yes Yes Yes Yes Fully

El Salvador Yes No Yes Yes Yes No

Grenada Yes Yes No Yes Yes No

Guatemala Yes Yes Yes Yes Yes Fully

Guyana Yes Yes Yes Yes Yes Fully

Haiti N/A N/A N/A N/A N/A No

Honduras N/A N/A N/A N/A N/A No

Jamaica Yes Yes Yes Yes Yes Fully

Mexico No Yes No Yes Yes Partially

Nicaragua N/A N/A N/A N/A N/A No

Panama Yes Yes Yes Yes Yes Fully

Paraguay Yes Yes Yes Yes Yes Fully

Peru N/A N/A N/A N/A N/A No

Dominican Republic Yes Yes Yes Yes Yes Fully

Saint Kitts and Nevis Yes Yes Yes Yes Yes Fully

Saint Lucia Yes Yes Yes Yes Yes No

Saint Vincent 
and the Grenadines 

No Yes No Yes Yes Partially

Suriname Yes Yes Yes Yes Yes Fully

Trinidad and Tobago N/A N/A N/A N/A N/A No

United States of America Yes Yes Yes Yes Yes Fully

Uruguay N/A N/A N/A N/A N/A No

Venezuela No data No data No data No data No data No data 

Definition: Number of Member States that have adopted national policies to reduce population salt/so-
dium consumption, such as product reformulation by industry, regulation of salt content of food, or 
public awareness programs (12).

Fully achieved: there are policies to reduce population salt intake.

Partially achieved: category not defined for this indicator.

Not achieved 

No data: the country did not complete the 2015 NCD Country 
Capacity Survey.

Don’t know

Data not validated: the country did not provide the documen
tation required for validation of responses to the 2015 NCD Country 
Capacity Survey.

11 countries (11/34, 32%) 
achieved this indicator fully

WHO progress indicator number 7a for reporting to the United Nations General Assembly

Annexes

FIGURE A-4
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Definition: Number of Member States that have adopted national policies that limit saturated fatty acids 
and virtually eliminate industrially produced trans-fatty acids in the food supply (12).

Fully achieved: policies have been implemented to limit saturated 
fatty acids and virtually eliminate industrially produced trans- fatty 
acids in the food supply.

Partially achieved: category not defined for this indicator.

Not achieved

Don’t know

Data not validated: the country did not provide the documen
tation required for validation of responses to the 2015 NCD Country 
Capacity Survey.

9 countries (9/34, 26%) 
achieved this indicator fully

WHO progress indicator number 7b for reporting to the United Nations General Assembly

No data: the country did not complete the 2015 NCD Country 
Capacity Survey.

FIGURE A-5

Profile of capacity and response to noncommunicable diseases and their risk factors in the Region of the Americas
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Definition: Number of Member States that have implemented policies to reduce the impact on children 
of marketing of foods and non-alcoholic beverages high in saturated fats, trans-fatty acids, free sugars, 
or salt  (12).

Fully achieved: policies are being implemented to reduce the im-
pact on children of marketing of foods and non-alcoholic beverages 
high in saturated fats, trans-fatty acids, free sugars, or salt.

Partially achieved: category not defined for this indicator.

Not achieved

No data: the country did not complete the 2015 NCD Country 
Capacity Survey.

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey.

6 countries (6/34, 18%) 
achieved this indicator fully

WHO progress indicator number 7c for reporting to the United Nations General Assembly

FIGURE A-6

Annexes
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Definition: Number of Member States that have implemented at least one recent national public aware-
ness program on diet and/or physical activity (12).

Fully achieved: implemented at least one recent (within the past 5 
years) national public awareness program on diet and/or physical 
activity.

Partially achieved: category not defined for this indicator.

Not achieved

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey.

26 countries (26/34, 76%) 
achieved this indicator fully

WHO progress indicator number 8 for reporting to the United Nations General Assembly

FIGURE A-7

No data: the country did not complete the 2015 NCD Country Ca-
pacity Survey

Profile of capacity and response to noncommunicable diseases and their risk factors in the Region of the Americas
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Country 
Has progress indicator 7a 
(regarding population salt 

intake) been achieved?

Has progress indicator 7b 
(regarding saturated fatty 
acids and trans fats) been 

achieved?

Has progress indicator 
7c (regarding impact of 

marketing on children) been 
achieved?

Antigua and Barbuda No No No 

Argentina Fully Fully No 

Bahamas No No No 

Barbados Fully No No 

Belize No No No 

Bolivia (Plurinational State of) No DK No 

Brazil Fully Fully Fully 

Canada Fully Fully Fully 

Chile Fully No Fully 

Colombia No Fully Fully 

Costa Rica Fully Fully Fully 

Cuba Fully No No 

Dominica No No No 

Dominican Republic No No No 

Ecuador No Fully No 

El Salvador No No No 

Grenada No No No 

Guatemala No No No 

Guyana No No No 

Haiti No No No 

Honduras No No No 

Jamaica Fully Fully No 

Mexico No No Fully 

Nicaragua No No No 

Panama No No No 

Paraguay Fully No No 

Peru Fully Fully No 

Saint Kitts and Nevis No No No 

Saint Lucia No No No 

Saint Vincent 
and the Grenadines 

No No No 

Suriname No No No 

Trinidad and Tobago No No No 

United States of America Fully Fully No 

Uruguay Data not validated No Data not validated

Venezuela No data No data No data 

Results for progress indicators 7a, 7b, 7c, and 8 and 2015 NCD Country Capacity Survey 

variables used to construct indicator 8, by country

TABLE A-6
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Country 

Has a national awareness 
program on physical activity 

been implemented in the past 5 
years?

Has a national awareness 
program on diet been 

implemented in the past 5 
years?

Has progress 
indicator number 8 

been achieved? 

Antigua and Barbuda Yes Yes Fully 

Argentina Yes Yes Fully 

Bahamas Yes Yes Fully 

Barbados Yes Yes Fully 

Belize No No No 

Bolivia (Plurinational State of) No Yes Fully 

Brazil Yes Yes Fully 

Canada Yes Yes Fully 

Chile Yes Yes Fully 

Colombia Yes Yes Fully 

Costa Rica Yes Yes Fully 

Cuba Yes Yes Fully 

Dominica Yes Yes Fully 

Dominican Republic Yes No Fully 

Ecuador Yes Yes Fully 

El Salvador No Yes Fully 

Grenada Yes Yes Fully 

Guatemala No No No 

Guyana Yes Yes Fully 

Haiti No No No 

Honduras Yes No Fully 

Jamaica Yes Yes Fully 

Mexico No No No 

Nicaragua No Yes Fully 

Panama No No No 

Paraguay Yes Yes Fully 

Peru No No No 

Saint Kitts and Nevis No No No 

Saint Lucia No Yes Fully 

Saint Vincent 
and the Grenadines 

No Yes Fully 

Suriname Yes Yes Fully 

Trinidad and Tobago Yes Yes Fully 

United States of America Yes Yes Fully 

Uruguay No DK DK

Venezuela No data No data No data 

Note: DK: don’t know.
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Country 

Has a national awareness 
program on physical activity 

been implemented in the past 5 
years?

Has a national awareness 
program on diet been 

implemented in the past 5 
years?

Has progress 
indicator number 8 

been achieved? 

Antigua and Barbuda Yes Yes Fully 

Argentina Yes Yes Fully 

Bahamas Yes Yes Fully 

Barbados Yes Yes Fully 

Belize No No No 

Bolivia (Plurinational State of) No Yes Fully 

Brazil Yes Yes Fully 

Canada Yes Yes Fully 

Chile Yes Yes Fully 

Colombia Yes Yes Fully 

Costa Rica Yes Yes Fully 

Cuba Yes Yes Fully 

Dominica Yes Yes Fully 

Dominican Republic Yes No Fully 

Ecuador Yes Yes Fully 

El Salvador No Yes Fully 

Grenada Yes Yes Fully 

Guatemala No No No 

Guyana Yes Yes Fully 

Haiti No No No 

Honduras Yes No Fully 

Jamaica Yes Yes Fully 

Mexico No No No 

Nicaragua No Yes Fully 

Panama No No No 

Paraguay Yes Yes Fully 

Peru No No No 

Saint Kitts and Nevis No No No 

Saint Lucia No Yes Fully 

Saint Vincent 
and the Grenadines 

No Yes Fully 

Suriname Yes Yes Fully 

Trinidad and Tobago Yes Yes Fully 

United States of America Yes Yes Fully 

Uruguay No DK DK

Venezuela No data No data No data 

Definition: Number of Member States that have evidence-based national guidelines/protocols/stan-
dards for the management (diagnosis and treatment) of major NCDs, recognized/approved by govern-
ment or competent authorities (12).

Fully achieved: national guidelines/protocols/standards exist for 
all four NCDs and are being partially or fully implemented.

Partially achieved: national guidelines/protocols/standards exist 
for at least two of the four NCDs and are being partially or fully im-
plemented.

Not achieved

No data: the country did not complete the 2015 NCD Country Ca-
pacity Survey

Don’t know

Data not validated: the country did not provide the documenta-
tion required for validation of responses to the 2015 NCD Country 
Capacity Survey

WHO progress indicator number 9 for reporting to the United Nations General Assembly

FIGURE A-8

7 countries (7/34, 21%) 
achieved this indicator fully

14 countries (14/34, 41%) 
achieved this indicator partially

Annexes
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Results for progress indicator number 9 and 2015 NCD Country Capacity Survey variables 

used to construct it, by country

TABLE A-7

Availability and implementation status of clinical practice guidelines, protocols, 
or standards for the four main NCDs 

Country CVD 
Implementation 

status
 DM 

Implementation 
status

 Cancer 

Antigua and Barbuda No N/A Yes Full No 

Argentina Yes Partial Yes Partial Yes 

Bahamas No N/A No N/A No 

Barbados No N/A Yes Partial No 

Belize No N/A Yes Full No 

Bolivia (Plurinational State of) Yes (DNV) Partial (DNV) Yes (DNV) Partial (DNV) Yes (DNV) 

Brazil Yes Full Yes Full Yes 

Canada Yes Full Yes Full Yes 

Chile Yes Full Yes Full Yes 

Colombia Yes Partial No N/A Yes 

Costa Rica Yes Full Yes Full Yes 

Cuba Yes Full Yes Full Yes 

Dominica No N/A Yes Full Yes 

Dominican Republic No N/A No N/A Yes 

Ecuador Yes Partial Yes Partial No 

El Salvador No N/A Yes Full Yes 

Grenada No N/A Yes Partial Yes 

Guatemala Yes Full Yes Full Yes 

Guyana No N/A No N/A No 

Haiti No N/A No N/A No 

Honduras No N/A Yes No No data

Jamaica No N/A Yes Full Yes 

Mexico Yes Full Yes Full Yes 

Nicaragua Yes Full Yes Full Yes 

Panama No N/A Yes Full Yes 

Paraguay Yes Full Yes Full Yes 

Peru No N/A No N/A No 

Saint Kitts and Nevis No N/A No N/A No 

Saint Lucia No N/A Yes Full Yes 

Saint Vincent 
and the Grenadines 

No N/A No N/A No 

Suriname Yes Full Yes Full No 

Trinidad and Tobago No N/A Yes Full Yes 

United States of America Yes Partial Yes DK No 

Uruguay No N/A No N/A No 

Venezuela No data No data No data No data No data 
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Availability and implementation status of clinical practice 
guidelines, protocols, or standards for the four main NCDs 

Country
Implementation 

status
 CRD 

Implementation 
status

Has progress indicator 9 
been achieved? 

Antigua and Barbuda N/A No N/A No 

Argentina Partial Yes No Partially 

Bahamas N/A No N/A No 

Barbados N/A Yes Partial Partially 

Belize N/A No N/A No 

Bolivia (Plurinational State of) Partial (DNV) No N/A DNV 

Brazil Full Yes Full Fully 

Canada Full Yes Full Fully 

Chile Full Yes Full Fully 

Colombia Partial Yes Partial Partially 

Costa Rica Full Yes Full Fully 

Cuba Full No N/A Partially 

Dominica No No N/A No 

Dominican Republic Partial No N/A No 

Ecuador N/A No N/A Partially 

El Salvador Full Yes Full Partially 

Grenada No data Yes Partial Partially 

Guatemala Full Yes Full Fully 

Guyana N/A No N/A No 

Haiti N/A No N/A No 

Honduras No data No N/A No 

Jamaica Full Yes Full Partially 

Mexico Full Yes Full Fully 

Nicaragua Full Yes Partial Fully 

Panama Full No N/A Partially 

Paraguay DK No N/A Partially 

Peru N/A No N/A No 

Saint Kitts and Nevis N/A No N/A No 

Saint Lucia Partial Yes Full Partially 

Saint Vincent 
and the Grenadines 

N/A No N/A No 

Suriname N/A No N/A Partially 

Trinidad and Tobago Full No N/A Partially 

United States of America N/A Yes Partial Partially 

Uruguay N/A No N/A No 

Venezuela No data No data No data No data 

Notes: DM: diabetes; DNV: data not validated; CVD: cardiovascular diseases; CRD: chronic respiratory diseases; N/A: not applicable;
DK: don’t know.
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Definition: Number of Member States that provide drug therapy, including glycemic control, and coun-
seling for eligible persons at high cardiovascular risk, with emphasis on the primary care level  (12).

Fully achieved: more than 50% of primary health care facilities 
are offering cardiovascular risk stratification for the management 
of patients at high cardiovascular risk, and all essential drugs for 
NCD management and prevention (insulin, aspirin, metformin, 
thiazide diuretics, ACE inhibitors, calcium channel blockers, 
statins, and sulphonylureas) are generally available at the primary 
care level (in at least 50% of pharmacies or primary care facilities).

Partially achieved: all of the essential drugs listed above are generally available in pri-
mary care facilities, but only 25% to 50% of primary health care facilities are offering 
cardiovascular risk stratification.

Not achieved

Don’t know

Data not validated: the country did not provide the documentation required for 
validation of responses to the 2015 NCD Country Capacity Survey.

4 countries (4/34, 12%) 
achieved this indicator fully

3 countries (3/34, 9%) 
achieved this indicator partially

WHO progress indicator number 10 for reporting to the United Nations General Assembly

FIGURE A-9

No data: the country did not complete the 2015 NCD Country Capacity Survey

Profile of capacity and response to noncommunicable diseases and their risk factors in the Region of the Americas
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TABLE A-8

Country Insulin Aspirin Metformin Thiazides 
ACE 

inhibitors
CCBs BBs Statins

Antigua and Barbuda GA GA GA GA GA GA GA GA 

Argentina GA GA GA GA GA GA GA GA 

Bahamas GA GA GA GA GA GA GA GA 

Barbados GA GA GA GA GA GA GA GA 

Belize GA GA GA GA GA GA GA GU 

Bolivia (Plurinational State of) GA GA -- -- -- -- -- -- 

Brazil GA GA GA GA GA GA GA GA 

Canada GA GA GA GA GA GA GA GA 

Chile GA GA GA GA GA GA GA GA 

Colombia GA GA GA GA GA GA GA GA 

Costa Rica GA GA GA GA GA GA GA GA 

Cuba GA GA GA GA GA GA GA GA 

Dominica GA GA GA GA GA GA GA GA 

Dominican Republic GA GA GA GA GA GA GA GA 

Ecuador GA GA GA GA GA GA GA GA 

El Salvador GU GA GA GA GA GA GA GU 

Grenada GA GA GA GA GA GA GA GA 

Guatemala GA GU GA GA GA GU GU GU 

Guyana GA GA GA GA GA GA GA GA 

Haiti GA GA GA GA GA GA GA GA 

Honduras GU GA GU GA GU GU GU GU 

Jamaica GA GA GA GA GA GA GA GA 

Mexico GA GU GA GA GA GA GA GA 

Nicaragua GA GA GA GA GA GA GA GA 

Panama GA GA GA GA GA GA GA GA 

Paraguay GA GA GA GA GA GA GA GA 

Peru GU GA GA DK DK DK DK DK 

Saint Kitts and Nevis GA GA GA GA GA GA GA GU 

Saint Lucia GA GA GA GA GA GA GA GU 

Saint Vincent 
and the Grenadines 

GA GA GA GA GA GA GA GA 

Suriname GA GA GA GA GA GA GA GA 

Trinidad and Tobago GA GA GA GA GA GA GA GA 

United States of America GA GA GA GA GA GA GA GA 

Uruguay GA GA GA GA GA GA GA GA 

Venezuela No data No data No data No data No data No data No data No data 

Results for progress indicator number 10 and 2015 NCD Country Capacity Survey variables

used to construct it, by country
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Country Sulphonylureas 
Are all of these 
drugs generally 

available?

Proportion of primary care 
facilities that offer 
cardiovascular risk 

stratification for the
 management of high-risk 

patients 

Has progress 
indicator 10 been 

achieved?

Antigua and Barbuda GA Yes Unavailable No 

Argentina GA Yes 25% to 50% Partially 

Bahamas GA Yes DK DK 

Barbados GA Yes Less than 25% No 

Belize GA No Less than 25% No 

Bolivia (Plurinational State of) -- No 25% to 50% No 

Brazil GA Yes 25% to 50% Partially 

Canada GA Yes More than 50% Fully 

Chile GA Yes More than 50% Fully 

Colombia GA Yes Less than 25% No 

Costa Rica GA Yes Unavailable No 

Cuba GA Yes 25% to 50% Partially 

Dominica GA Yes DK DK 

Dominican Republic GA Yes More than 50% Fully 

Ecuador GA Yes Less than 25% No 

El Salvador GA No Unavailable No 

Grenada GA Yes Unavailable No 

Guatemala GA No Less than 25% No 

Guyana GA Yes Less than 25% No 

Haiti GA Yes DK DK 

Honduras GU No Unavailable No 

Jamaica GA Yes Unavailable No 

Mexico GA No Less than 25% No 

Nicaragua DK No Unavailable No 

Panama GA Yes Less than 25% No 

Paraguay GA Yes Less than 25% No 

Peru DK No DK DK 

Saint Kitts and Nevis GA No Less than 25% No 

Saint Lucia GA No Unavailable No 

Saint Vincent 
and the Grenadines 

DK No Unavailable No 

Suriname GA Yes DK DK 

Trinidad and Tobago GA Yes Less than 25% No 

United States of America GA Yes DK DK 

Uruguay GA Yes More than 50% Fully 

Venezuela No data No data No data No data 

Notes: Aspirin: 100-mg dosage; BB: beta-blockers; GA: generally available (in at least 50% of pharmacies); GU: generally unavailable (in 
less than 50% of pharmacies); ACE: angiotensin-converting enzyme; DK: don’t know; CCB: calcium channel blocker; --: no response.



Country Sulphonylureas 
Are all of these 
drugs generally 

available?

Proportion of primary care 
facilities that offer 
cardiovascular risk 

stratification for the
 management of high-risk 

patients 

Has progress 
indicator 10 been 

achieved?

Antigua and Barbuda GA Yes Unavailable No 

Argentina GA Yes 25% to 50% Partially 

Bahamas GA Yes DK DK 

Barbados GA Yes Less than 25% No 

Belize GA No Less than 25% No 

Bolivia (Plurinational State of) -- No 25% to 50% No 

Brazil GA Yes 25% to 50% Partially 

Canada GA Yes More than 50% Fully 

Chile GA Yes More than 50% Fully 

Colombia GA Yes Less than 25% No 

Costa Rica GA Yes Unavailable No 

Cuba GA Yes 25% to 50% Partially 

Dominica GA Yes DK DK 

Dominican Republic GA Yes More than 50% Fully 

Ecuador GA Yes Less than 25% No 

El Salvador GA No Unavailable No 

Grenada GA Yes Unavailable No 

Guatemala GA No Less than 25% No 

Guyana GA Yes Less than 25% No 

Haiti GA Yes DK DK 

Honduras GU No Unavailable No 

Jamaica GA Yes Unavailable No 

Mexico GA No Less than 25% No 

Nicaragua DK No Unavailable No 

Panama GA Yes Less than 25% No 

Paraguay GA Yes Less than 25% No 

Peru DK No DK DK 

Saint Kitts and Nevis GA No Less than 25% No 

Saint Lucia GA No Unavailable No 

Saint Vincent 
and the Grenadines 

DK No Unavailable No 

Suriname GA Yes DK DK 

Trinidad and Tobago GA Yes Less than 25% No 

United States of America GA Yes DK DK 

Uruguay GA Yes More than 50% Fully 

Venezuela No data No data No data No data 

NOTES




