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Assessment as entry point to policy
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Standardized but flexible process

Multidisciplinary
approach

Dialogue, dialogue,
dialogue




Three pillars of the assessment

Expected
health gain

Achieve 25%
mortality

reduction for
NCD by 2025

Core
services

Population
interventions

Individual
services

Health system
strengthening
through addressing
health system
challenges and
responding to
opportunities for
scaling up coverage
of core services




- Population health



l—E In Estonia and EU
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Avoidable mortality
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Risk attributable burden

Dietary risks

High blood pressure
High body-mass index
Smoking

Alcohol use

High total cholesterol
Physical inactivity

High fasting plasma glucose
Drug use

Household air pollution
Occupational risks
Ambient PM pollution
Iron deficiency

Lead

Intimate partner violence

Source: IHME 2014
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War & disaster

Intentional injuries.
Unintentional injuries
Transport injurias

Other non—communicable
Musculoskelstal disorders
Disbetes/urogen/blood/endo
Mental & behavioral disorders
Meurclogical disorders
Digestive diseases

Cirrhasis

Chronic respiratory diseases
Cardio & circulatory diseases
Camoar

Other communicabla
Mutritional deficiencies
Meonatal disorders

Maternal disorders

NTD & malaria

Diarhea/L Rlfother infectious

HWVIAIDS & tuberculosis



In summary

Excellent progress on health outcomes in Estonia
C Gap with EU is closing
Continued progress requires addressing NCD risk
factors:
Diet
Hypertension
Smoking

Alcohol
Physical inactivity



- Core Interventions and service:



Population interventions
Score card

30% reduction in the prevalence
of current tobacco use

20% reduction in the harmful use
of alcohol

Further efforts are needed to implement WHO recommenc
core interventions

Halt the rise in diabetes and
obesity

30% reductionn salt intake Further efforts are needed to implement WHO recommeng
10% reduction imactivity core interventions




Individual services
Main findings

Early detection otardiometaboliconditions still
Inadequate

Improvement in risk stratification for the management
NCD patients

Progress on counseling of NCD patients

Quality Bonus Systd improved prevention and
disease management for CVD, hypertension, diabetes
(type II), and post acuHmyocardial infarction



Lack of data a majochallenge

No information about true prevalence NCDs
C Inability to monitor progress over time

No information on clinicalitcomes

C Providers are operating in the blind about the effects
of their care (in both trand outpatient settings)

Score card not possi bl e,



Improved disease management

Prevention

cvD

Total cholesterol measured for 40-60 year old person once in 5 year

Glycose test for high CVD risk persons aged 40-60 once per year

Fractions of cholesterol measured for high CVD risk persons aged 40-60 once per year
Nurse counseling for high CVD risk persons aged 40-60 once per year

Chronic diseases management

Type Il diabetes

Glycohemoglobin test done for patients with type Il diabetes once per year

Creatin test done for patients with type Il diabetes once per year

Total cholesterol test done for patients with type Il diabetes once per year
Fractions of cholesterol measured for patients with type Il diabetes once per 3 year
Albumin test done for patients with type Il diabetes once per year

Nurse counseling for type Il diabetes patients

Hypertension

Glucoses test done for hypertension patients (low risk) once per 3 year

Total cholesterol test done for hypertension patients (low risk) once per 3 year

ECG done for hypertension patients (low risk) once per 3 year

Nurse counseling for hypertension patients (low risk)

Total cholesterol test done for hypertension patients (medium risk) once per year

Fractions of cholesterol measured for patients with hypertension patients (medium risk) once per year
Glucoses test done for hypertension patients (medium risk) once per year

Creatin test done for patients with hypertension patients (medium risk} once per year

ECG done for hypertension patients (medium risk) once per 3 year

Albumin test done for patients with hypertension patients (medium risk) once per year

Total cholesterol test done for hypertension patients (high risk) once per year

Fractions of cholesterol measured for patients with hypertension patients (high risk) once per year
Glucoses test done for hypertension patients (high risk) once per year

Creatin test done for patients with hypertension patients (high risk) once per year

Albumin test done for patients with hypertension patients (high risk) once per year

AMI

Total cholesterol test done for patients with myocardial infarction once per year
Glucoses test done for patients with myocardial infarction once per year
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Inadequate hypertension awareness
and adherence

HTN awareness and adherence

Men

Women

0% 20% 40% 60% 80% 100%
m Not aware Aware -no tmt = Aware - tmt



Increasing diabetes mortality
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Declining diabetes mortality elsewhe
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Health system challenges and

opportunities



15 health system challenges and
opportunities to respond to NCDs

Political
commitment to
NCDs

Explicit priority
setting
approaches

Effective mode
of service
delivery

Coordination

Distribution anc
mix of human
resources

Integration of
evidence into
practice

Adequate
information
solutions

Managing
change

across provider:

Citizen
empowerment

Interagency
cooperation

Incentive

Regionalizatio systems

Access to qualit
medicines for
chronic disease

Effective
management

Ensuring acces
and financial
protection




