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Population aging is well underway 

The Population IIInll (delTlOll'lphlc Il'1n51110n) 15 now we" under WlY with life 

expectancy at 7" years and the proportion of people 60 yelrs Ind older Is 

expected to double from 12.1" In 2010 to 24.4" In 2040. 

Pruportion cd peo" In older I > 10 years) qe lI'Oups, Sri Lanka ZOOl-HOO 
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A shift in disease burden is also under way 

NCDs now account forapproximmly as" of the disease burden 

epldemloloc1c tr.msitlon. The dllNse burden Is shlftlnc from materllill 

and dliid hNlth ;lnd Inli!ctlous diseases towiIrds NCDs (aeute ilnd 

chronic NCDs). 

Di.lIIse burden in selected rqions IIInd countries, ZOO4 
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• Durlne the PIIst half century the proportion of deaths due to 

clrculiltol'V disellse (for example, heart disellse, stroke) Increased 

from 3" to 24% while that due to infectious diseases decreased from 

24" to 12"- Diabetes and cancer arc also incrcasinl. 



Proportion or deaths due to major c:a .... SrI Lanka 1945-2003 

G 

~ 

• 
• 
• _____ InlKdo •• diseases 

• • --.6_ Di,,","oftht 

f " cilallllory ..... 

i • • • ~~-, , • • • --->t- DI.beIIo ..... lIft •• .- - -
~, 

Sou,.., ...... Ivo~ 1Jr._ ..... dltl , .. ""tilt -.-oa, G ..... r. ~orM:"'" ZOOO.,d 2003, UN e5CA1'lam 

tIOponmom afa... .... ond_1UI1I 

• The NCO burden IncrBils15 the need for lone-term Cilre. This Cill! Is 

especially needed for the elderly iIS they suffer more from NCDs. 

Similarly. NCDs also ilflil!ct labor-form participation especially by older 

world ...... adub. BoththMo! ~ru haw H .llIniflCllnt Impgct, th@ 

fonner throLljlh hliher a!Sb of health alII! and the latter throUJh 

productivity losses. 



NCD burden is shifting 
to the poor 
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• In developed countries, NCDs dlsproportlo~el'f affect the poor. CUrTent 

evidence sugsesU thlt In Sri Lana the rich suffer more from some NCD$ 

than the poor, but this pattem Is chanllnl and shifillll towIrds the poor • 

• In Sri Lenke, heart disease dmhs have tended to be hllheramonlthe rich 

while asthma deaths Ire hllhest amonl the poorer populltlon fP'Oups. 

These hllh asthma death rates may, In part. be due to poor access to 

treatment. 
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Preva/ence of major NeD risk factors is 
expected to increase 

• Obesity, which •• mOil! IXImmDn In women and In urban areas and hills been Incn!8IIlng 

for the past 20 years, Increases the risk of he. rt dr.lse . 

• Tobacco use is almost eJlClusively found amonl men (3:n1i for men and 2% for women) 

and is hiaher amonrthe poor. Tobacco use increases the risk of heart disease.. chronic 
respil'iltoryillne55 ind runlCincer. 







Health services for NCDs are mostly delivered at 
higher-level public facilities, and need significant 
improvements 

• The public sector provides 50% of outpatient care and 90% of inpatient care. 

• Bed occupancy rates are 55-83% in higher-level facilities and 47% in lower-level facilities. 

• Approximately 66% of clinic-based services (mainly for chronic NCDs) are provided 

through higher level facilities, though most of it could be handled at lower level facilities 

at less cost, if the latter could be equipped for it. 

• Primary health care facilities are not managing the complete spectrum of chronic Neos. 
• Essential clinical investigation and medical equipment necessary to diagnose and manage 

NCOs are often not available at primary and secondary care levels. 

Consumption of Beta blockers {as an NCO medicine) 
In defined dally dose units (DOD), Sri lanka and OECD countries 
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Source. OECD countries fer 2006 from OECD Health Data 2008, and Sri Lanka fer 

2008 computed from data provided by MOH ilnd IM5-Health (Sri Lanka). 

• low availability of essential NCO medications is a problem at all levels but most severe at 

lower levels. The short supply of key medication and its impact is confirmed by the 

overall rates of essential NCO medicine use in Sri lanka being at the lower end of the 

range among countries with comparable NCO burden patterns. One explanation for this 

is the low volume of essential NCO medicines available in the public sector. An example 

can be seen in the graph below, comparing Sri lanka's consumption of Beta blockers 

(drugs used in heart disease) with that of other developed countries (instead of OECD). 



Health spending in Sri Lanka is low 

• Total health expenditures increased from 3.5% of GOP in 1995 to 4.0% 

in 2008, of which the share of public spending declined from 47% to 

43%. These overall expenditures are less than expected for the 

country's level of national income. 

NeD care is increasingly financed by 
out-oj-pocket spending 

• The expenditures for treatment of cancers and acute heart attacks in 2005 

were predominantly publicly financed (92 percent and 57 percent from 

public sources, respectively) while those for diabetes, asthma, and heart 

disease were predominantly privately financed (19 percent, 13 percent, 

and 26 percent from public sources, respectively). Private expenditures 

are mainly out of pocket. 

• For cardiovascular disease, diabetes, and asthma, about half the out-of­

pocket expenditures are for outpatient care and drugs. 

Expenditures on major NCDs, by public and private sources (%), Sri lanka ZOOS 
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NeD interventions are cost effective 

• There all! cost-effl!ctIVl! populil'llon-II!III!I and dlnlc-ll!Wllnterventlons to Pl'I!IIIi!nt and 

treat NCDs. Populatlon-Iewllnterventions ml&ht 1M! aimed at changing dlmry belwvlors. 
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Clrnlc-based actions focusing on Individuals could Include the control of diabetes, 

cholesterol, high blOO<i pressure, and screenlna:forarncer. 
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Population and clinic level interventions can 
significantly reduce deaths caused by heart disease 

• Population-based risk factor reduction and dlnlc-based interventions (with drup) 

can 5ub5l:lllntially reduce mortllllty, by up to 23 percent (38,000 deaths) of that 

otherwise expected_ 
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DeYll!lap halth /In.nell'll JtMecl. tNt mobMla! Irmer I1!SDUro!S for NCO 

p_ntlon and -.>1 (from both p.lbNc and prlvat8 ,ou"""l. mitfptethe 

potentilly Impcwerbhlnl ctt.cb of out-of-podI8t heilith expenditures. 

KlllbUsh meeh.nISln. for hllher oontrlbutlons to health services from rldler 

populMlon aroups. Inc~ e1fIdencles In the public sector, nd I1Ilse public 

flnlnelna of NCO drull bll)Iet8d to thl! pOOl1!r R!lIDents of till! populi1:Ion. 
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since It I1!rrulns poorty ..... derstood and Its outpvts lnIIftiy unc:I'Iafild:erlled, yet 

It IIlIII::I!!!i I substantlll QlntrlbU'llon to Hrlice provision for NCDs. 
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