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Bangladesh is undergoing health transition simultaneous to a demographic transition and the 
emergence of non-communicable diseases (NCDs) has attributed to the manifestation of the 
double burden of disease along with communicable diseases. NCDs are responsible for half 
of annual mortality and account for 61% of the disease burden in terms of disability adjusted 
life years. Ischemic heart disease and stroke are the leading causes of deaths in Bangladesh. 
About 152 million live in Bangladesh and almost 3/4th of the population is exposed to two or 
more modifiable NCD risk factors including common behavioural as well as 
metabolic/physiological risk factors. More than 1/3rd of adults older than 35 years of age have 
hypertension, and prevalence of obesity is slowly increasing among both adult and youth 
populations. The current total health expenditure (THE) is only 3.5% of GDP and the 
household out of pocket (OOP)  cost can be as high as 63% of THE, with equal shares in 
urban (68%) and rural (61%) areas. Although separate funds have been allocated for NCDs, 
financing for NCD care is largely dependent on OOP leading to substantial economic burden. 
 
The scorecard has been quite useful for tracking actions of government’s performance in 
implementing its strategic plan for control and prevention of NCDs in Bangladesh. The 
scorecard reflects moderate performance in governance, but a fares poorly in health system 
response, assessment of NCD risk factors, and surveillance and research.  
 
The instrument involved a good number of respondents selected from a wide range of 
stakeholders, including the  governmental sector, nongovernmental /civil society, research 
institution/academia and the private sector. The specific parameters that were assessed under 
each domain were quite useful to judge the results of NCD scorecard and the results have 
been more or less a real-life assessment of the performance of government in multiple sectors 
involving NCD.   
  
However, the moderate performance in governance for NCD prevention and control reported 
does not fit my impression of the actual state  of the country in that area. NCDs were not 
considered a public health priority in Bangladesh until 2007 when NCDs were included in the 
Health Nutrition and Population Sector Program (HNPSP). Since then, government has taken 
several critical policy decisions related to NCDs, including establishing a separate 
operational plan for NCDs under the Line Director of the Non Communicable Disease 
Control Program in the Directorate General of Health Services (DGHS) under the Ministry of 
Health and Family Welfare (MOHFW). Governance is generally weak in most sectors in 
Bangladesh; the health sector is no exception. Despite strong political will to control NCDs, 
several issues have hindered the implementation of strategic plans for NCDs  and poor 
governance in MOHFW has been one of the reasons for lack of clear lines of responsibility, 
absence of dedicated financing, and competing priorities.  
 
Although there has not been comprehensive analysis for documenting factors contributing to  
poor governance in NCD actions, a few areas have been repeatedly identified as barriers to 
NCD care in Bangladesh. First, limited actions have been taken to establish NCD services at 
primary care facilities and an effective referral linkage between primary health care and 



 

 

higher level facilities are absent. Second, drugs for treating NCDs are not included in the list 
of essential drugs and financing for NCD treatment is heavily dependent on out of pocket 
(OOP) payments leading to catastrophic health expenditure among the poor. Third, there has 
not been a national guideline for managing NCDs and the government has not yet adopted a 
comprehensive prevention strategy as a priority, which it is a weak point in the NCD strategic 
plan. Fourth, despite a strong political will, there is still lack of stewardship of the MOHFW 
for establishing an effective coordination among various departments and units within the 
MOHFW, and this has probably led to weak implementation of  NCD strategic plans.   
 
The overall situation indicates poor governance in implementation of NCD, hence the 
moderate performance in governance reported in the country profile through the NCD 
scorecard seems to be an overestimation of the actual situation. However, the good news is 
that in recent time Bangladesh has made impressive progress in developing a multi-sectoral 
plan (2016-2021) for prevention and control of NCDs under the current leadership in both of 
the NCDC Program and the DGHS. A Multisectoral NCD Coordination Committee will be 
formed by the MOHFW for establishing an effective coordination at different levels within 
the health ministry as well as across other ministries contributing to prevention and control of 
NCDs. At this stage, it will be important that the NCDC Program pay closer attention to 
improving  coverage of NCD services as well as strengthening the quality of NCD care at all 
levels. The following issues may be  considered while developing future strategies in order to 
meet the NCD targets over the next five years.  
 
Strengthening NCD services at the primary health care facilities: 
 
Bangladesh has a large cadre of community health care provider (CHCP) and one CHCP is 
designated at one community clinic (CC) that provides services for 6,000 people. There are 
more than 18,000 CCs in Bangladesh, but the current health workforce is not adequately 
equipped for screening and treating NCDs at the community level. Recently ‘NCD corners’ 
have been established in sub district hospitals to provide dedicated services for 
cardiovascular diseases, diabetes and chronic respiratory diseases. However, the ‘NCD 
corners’ do not have well equipped dedicated staff, and the number of trained personnel at 
the secondary and tertiary care services is not sufficient for systematic diagnosis, treatments 
and risk assessment as a routine procedure. It will be very important to develop a protocol 
based management guideline for strengthening capacities of community health workforces 
for screening NCDs and risk factors, and implementing a comprehensive lifestyle 
modification program at the community level for mitigating NCD risks at the population 
level. In addition, availability of dedicated NCD services including supplies of essential NCD 
drugs will be crucial in order to support the referral linkage and community based health 
promotion program. 
 
 
Financing for NCD and public private partnership: 
 
Treatment for NCDs requires long term investment for a lifetime adherence to medications 
and the government must increase the health budget for strengthening early screening, 
diagnosis and treatment for NCDs. However, due to lack of awareness about NCDs the 
demand for NCD services is low in the community and demand side financing may be a 
helpful strategy for promoting early diagnosis and treatment, particularly among the poor, the 
elderly, women, the marginalised and people living in hard to reach areas. Additional 
investment must be made for implementing comprehensive and effective behavioural change 



 

 

communication strategy for promoting healthy life style behaviours in order to reduce NCD 
risks. Mobilising the private sectors in the community-based health promotion program will 
be an important strategy for cost sharing in the process of expanding preventive NCD 
services throughout the country. Sustainable public/private partnerships will also help in 
averting the prohibitive cost of treatment at both of the facility and patient level. 
 
Establishing a sentinel site for systematically  monitoring disease prevalence and NCD risk 
factors  
 
Although the NCD scorecard instrument shows poor performance of the country in 
assessment the risk factor indicators and surveillance, various agencies, including research 
institutions, have undertaken sporadic measures for establishing evidence of the NCD burden 
and measuring risk factors, which have created essential evidence for supporting a multi-
sectoral action plan for NCD control and prevention in Bangladesh. However, data generated 
from sporadic actions may not be reliable unless strict quality control is maintained. Indeed 
systematic collection of evidence is required for monitoring progress of interventions in order 
to give directions for future reforms. However, such initiatives for NCDs can be very 
expensive to conduct routinely and would require long terms investment by the government. 
Government should partner with internationally competitive and well reputed research 
organizations/academic institutions that already have an  established framework for 
generating routine health and demographic data on an annual basis, such as the International 
Centre for Diarrhoeal Diseases Research, Bangladesh (icddr,b), and systematically monitor 
performance of  NCDC program after implementation of various strategies  for the control 
and prevention of NCDs.   
 
Investment in NCD research for identifying solutions and strengthening response of health 
systems to NCDs  
 
Any program for NCD prevention and control will require long term investment and 
longstanding implementation of an NCD strategy, and thus can be very expensive. Further, a 
holistic approach should be adopted for simultaneous implementation of newer ideas of 
control and prevention; hence a vertical approach for tackling a specific NCD issue or a 
sporadic action plan will not be suitable for tackling NCDs. Thus scaling up a specific NCD 
program without sufficient research and cost effectiveness evaluation can pose a financial 
threat to other successful interventions for NCDs. Government should allocate substantial 
funding for research on innovative ideas for improving capacity of the health system prior to 
adopting newer methods for scaling up at the national level. Therefore, creating partnerships 
with well established research organisations and academic institutions will enable 
government to make use of this technical strength in evaluating various cost effective 
solutions prior to scaling up NCD programs countrywide. Such partnerships will be also 
necessary for strengthening the NCDC program as a national unit and for carrying  out 
periodic needs assessment, identifying additional need of multi-sectoral coordination, and 
conducting evaluation for implementation of existing and newer strategies. 
 
Finally, government should adopt the NCD scorecard for establishing a self monitoring 
system and can then assess its progress in various health sectors. However, the parameters 
assessed under the four domains may be further revised in order to adopt a few country 
specific indicators that would more realistically track the actions to reduce burden of NCD.  
The assessment of specific indicators under each domain may be shared with the NCDC 
program and also inform the government for real time advocacy and directions for necessary 



 

 

reforms. Overall the goal of GRAND South to develop a monitoring tool for assessing 
progress in reducing the burden of NCDs of low and middle income countries has been 
successfully achieved.  A broad dissemination of the findings and involving the MOHFW in 
the process will give more credibility of application of the NCD scorecard tool in Bangladesh 
in the future.  
 
 


