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Part 1: Setting the Scene

In 2018, the Government of Denmark and the World Health Organization (WHO) co-
organized  the first Global Dialogue on Partnerships for Sustainable Financing of 
Noncommunicable Disease (NCD) Prevention and Control. The Dialogue generated a 
range of recommendations for countries to increase financing for NCDs to accelerate 
progress towards the Sustainable Development Goal (SDG) 3.4 target on NCD mortality.1 
This effort built on years of hard work to maintain momentum following the first UN High 
Level Meeting on NCDs in 2011. In fact, the past decade offered signs of hope for dealing 
with NCDs, with a steady growth in policy-relevant evidence and international experience 
implementing NCD programs. Although it was acknowledged at the time of the first 
Dialogue that many countries would struggle to reach the SDG targets, there was a sense of 
optimism that governments and major donors would devote more resources to NCDs.

Unfortunately, the COVID-19 pandemic knocked the NCD agenda significantly off course. 
Persons living with NCDs were the most affected by the pandemic, and utilization rates of 
chronic disease services fell precipitously.2 Goals for routine preventive care like cancer 
screening have been slow to recover.3 What is more, the mental health consequences of the 
pandemic, combined with increased levels of migration and conflict in several parts of the 
world, have elevated mental health as a top health priority in many countries. A positive 
aspect of these calamitous events is that there is new interest, acceptance, and appetite to 
advance the public mental health agenda, which opens new policy windows for policy.4

Still, in the wake of the pandemic, macro-fiscal risks have shifted towards the downside 
for many countries, with slow growth, inflation, and debt burdens pressuring public 
budgets and exacerbating social inequalities and impoverishment.5 Progress towards 
universal health coverage (UHC) has been slow, with two-thirds of countries seeing 
stagnation or increases in rates of catastrophic out-of-pocket (OOP) spending on health, 
and most countries seeing little or no improvement in coverage of most key services, 
including NCDs.6 Geopolitical realignment and armed conflict are on the rise, distracting 
some countries from implementing their health policy agendas. The global community 
is struggling to act on climate change. The list of challenges goes on. Thus, the challenge 
for NCDs and mental health in the coming years is to secure appropriate investment and 
provide financial protection within a highly constrained macro-fiscal environment.

Against this backdrop, the WHO and World Bank are convening an International Dialogue 
on Sustainable Financing for NCDs and Mental Health (hereafter, “Dialogue”). This Dialogue 
will revisit the recommendations from the 2018 event, considering the changed world 
today. In view of the frequent co-occurrence of NCDs and mental health conditions and 
shared approaches to their appropriate management within health systems, the Dialogue 
explicitly and fully includes mental health. It seeks to identify policy options and strategic 
approaches that enable and enhance the integration of high-value NCD and mental health 
interventions into national health and financing systems.

In preparation for the Dialogue, several technical background papers were developed to 
summarize the evidence for effective financing policies and actions. The process included 
consultation with an External Technical Expert Group (ETEG), multidisciplinary teams at the 
WHO, World Bank, and external partners. The papers drew on literature review, secondary 
analyses of expenditure data, desk reviews of policy documents and publications from 
14 case study countries, and key informant interviews with NCD and mental health 
stakeholders in international organizations and in several countries. This document seeks 
to summarize the technical background work and organize it into thematic areas that 
specify opportunities for action. Where countries are named in this document, the content 
draws on evidence and examples from those case studies, which will be published after the 
Dialogue.
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Part 2: Where are we now?

Trends in NCD and mental health spending should be understood within the broader 
health spending context. An analysis of the WHO Global Health Expenditure Database 
provides insights into long-term trends in health financing and its sources. For many 
countries, the 2000–2009 period was a “golden age” for health spending because of rapid 
economic development. In lower-income countries, it marked a period of steady growth 
in development assistance for health (DAH) to support the Millennium Development Goals 
and other donor interests. The years 2010–2019 saw deceleration in economic growth in 
many countries, with concomitant slowing in the rate of growth in government spending 
on health and DAH. The COVID-19 pandemic led to a resurgence in government spending 
on health and short-term infusions of DAH, mostly for pandemic response. Since the 
pandemic, trends in health spending have returned to patterns that look more like 2010–
2019 for many countries and bleaker for countries facing significant economic downturns.7

The reason these trends are important is that the share of total health spending on NCDs 
and mental health has tended to increase or at least remain stable as incomes rise. Part of 
this is due to increasing demand for health services overall, but in these same countries 
epidemiological and demographic shifts have been especially rapid, so the need for NCD 
and mental health care has grown as well. Figure 1 shows trends in the share of total 
health expenditure allocated to NCDs and mental health from several countries with 
available data. Unfortunately, in numerous countries the observed growth in total health 
expenditure (THE) allocated to NCDs and mental health has been driven partly by increased 
OOP spending by patients and families, raising their financial risk and threatening progress 
on UHC. Additionally, the share of THE allocated to mental health is much lower than for 
NCDs.
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Much of the increase in OOP spending associated with NCDs and mental health conditions 
could be due to one of two factors: (i) public sector service provision is inadequate to meet 
demand, and so many service users must seek care through the private sector, often at 
their own cost; (ii) purchasers – entities that use pooled funds to pay providers for health 
services – fail to cover all or most of the costs of commodities, including chronic outpatient 
medicines, within benefits packages.

Though these data provide some insights into spending patterns in a handful of countries, 
it is important to note that they have significant limitations. As one person interviewed 
for the background papers put it, “we have no idea what’s going on” below the surface of 
these aggregate data in most countries. It is unclear how much funding is going into public 
health functions and population-level prevention. It is also unclear what sorts of clinical 
interventions for NCDs and mental health are being funded and how those relate to the 
contents of health benefits packages. Figure 1 underscores this point: time-series data on 
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Figure 1 – Trends in expenditure 
on NCDs (Graph A) and mental 
health (Graph B) in selected 
countries.

Source: Data are from the WHO 
Global Health Expenditure 
Database. 
Note: Expenditure is expressed 
as the share of total health 
expenditure (THE) allocated to 
these conditions.
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NCDs and mental health spending are only available for a small subset of countries, and 
the heterogeneity of levels and trends seen suggests a need for more detailed look at the 
different components of spending. The quality of national health accounts data is also an 
area of concern for some countries. Future conversations about financing for NCDs and 
mental health therefore need to start with an acknowledgement that investments in high-
quality, timely, detailed financial data on disease- and program-specific spending patterns 
are lacking in most countries, hindering their ability to develop, implement, and monitor 
changes in financing policy. 

A positive development has been the increasing amount of DAH committed to NCDs and 
mental health. According to one study, DAH increased by a factor of three between 2011, 
the year of the first UN High Level Meeting, and 2019.8 Since 2019, DAH has been relatively 
stable at around US$300–400 million per year, with about half coming from nongovernment 
sources like private philanthropies. Adding GAVI’s support for human papillomavirus (HPV) 
immunization would increase these estimates by about 15–20 percent. However, it is 
important to note that DAH for NCDs and mental health still continues to make up only a 
tiny fraction of the approximately US$40 billion DAH expenditure per year.
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Alongside the relatively low but stable level of DAH, a critical insight and message is that 
government spending on NCDs and mental health must keep up with needs and demand 
for services and preventive strategies. Worldwide and on average, the annual growth rate in 
the number of deaths from NCDs since 2010 has been 1.8 percent, and the number of years 
lived with disability from mental health conditions has grown at 1.3 percent.9 This is against 
the backdrop of a 1.2 percent population growth rate and a 0.43 percent annual increase 
in the median age of the population.10 So governments that are increasing their real per 
capita NCD and mental health spending at rates lower than 1–2 percent per year run the 
risk of falling further behind population need. Some low- and middle-income countries are 
achieving this rate of growth, while others are not.

Put another way, population growth, aging, and epidemiological change, all of which are 
largely inevitable trends, are expected to put more and more pressure on health systems 
to prevent NCDs and mental health conditions and to provide more health care services at 
the same time financial commitment to these conditions is flagging. Further, there will be 
inevitable pressure to include more high-cost interventions for NCDs and mental health as 
incomes grow, which will further stretch public budgets. Part 3 explores the opportunities 
for national governments to course correct to better meet the needs of their populations 
while being mindful of overall resource constraints.

Figure 2 – Trends in development 
assistance for NCDs and mental 
health, by function and source.

Source: Data are from the 
OECD Development Assistance 
Community database.
Note: Management of cross-
border externalities refers to 
programs that prevent the spread 
of environmental risks such as air 
pollution or unhealthy products 
like tobacco smuggling. Public 
goods refers to knowledge, tools, 
and products that benefit many 
countries, including research. 
Country-level support refers to 
projects that primarily benefit one 
country.
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Part 3: Opportunities for improving and increasing 
financing for NCDs and mental health

What is meant by “improving and increasing” financing?
While population-level prevention and health promotion interventions are critical to 
addressing NCD and mental health, over 90 percent of the funding that is required 
to adequately respond to these conditions is for personal health services – clinical 
interventions that prevent, treat, rehabilitate, or palliate.11 Yet regardless of a country’s 
specific health financing arrangements, it is difficult to track increases in spending on 
specific interventions, especially those delivered through integrated platforms like primary 
care clinics. It is possible to indirectly increase the level of financing for NCD and mental 
health care by appropriating more funding to the health sector in general. Further, it is 
possible to indirectly improve the efficiency of financing for NCD and mental health care 
by moving towards strategic purchasing or investing in more efficient administration of the 
health system – for example, through digital information systems. Health benefits packages 
designed around cost-effectiveness evidence can also, in principle, be used to improve 
financing efficiency by getting more health from a given level of spending. Doing a better 
job on disease prevention could lead to reductions in spending relative to the status quo 
and free up pooled funds.

Apart from these generic measures that influence spending on clinical interventions for 
NCDs and mental health, disease program managers in ministries of health have other 
options for directly increasing financing for NCDs and mental health using budgets over 
which they have discretion. Common examples from country case studies include: (i) 
population-based interventions, such as mass-media campaigns on tobacco use; (ii) public 
health and policy activities for specific diseases, such as the development of national 
cancer strategies; and (iii) measures that influence “effective coverage” of personal health 
services, such as online mental health screenings. 

Outside of the main health financing and service delivery system, non-State actors can 
finance some activities that support NCD and mental health care, such as awareness 
raising, advocacy (agenda-setting), research, and their own health promotion and service 
delivery measures. In some cases, non-State actors can also be contracted to deliver 
interventions paid through public funds. Additionally, ministries other than health can 
undertake activities that address NCD and mental health risks, and these activities require 
dedicated financing for administration. Examples include regulations on trans fats and 
taxes on alcohol. Of course, taxes also generate revenues for governments.
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job on disease 
prevention could 
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the status quo and 
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Figure 3 maps these “entry points” for financing NCDs and mental health. Importantly, these 
should not be construed as vertical programs, but  instead as initiatives that enable or support 
targeted spending on specific diseases and their interventions. Within this framework, the technical 
background papers and country case studies have identified five major opportunities to increase 
and improve financing for NCDs and mental health.
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Figure 3 – Entry points for 
increasing and improving NCD 
and mental health financing.

Source: Original figure for this 
publication. 
Note: Actions in blue are targets 
of disease- or program-specific 
budgets. Actions in yellow are 
generic but could be leveraged 
to increase or improve 
financing within the core 
health service financing and 
delivery system (white boxes) 
to influence risk factors and 
disease outcomes (purple)
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Opportunity 1 – Raising awareness of the unmet need for NCD and 
mental health care
The problem: A major reason why governments are not devoting more resources to NCDs 
and mental health is low awareness by decision-makers, affected individuals, and the 
general population. For example, only half of individuals with hypertension worldwide 
are aware of their diagnosis; the number is less than a third in low-income countries like 
Malawi and Ethiopia.12 People at high risk of NCD or mental health conditions may also be 
unaware of their risk. Mental health conditions are also underdiagnosed and are highly 
stigmatized in most of the countries in our case study series, with misunderstandings 
among the general population about the effectiveness and safety of evidence-based 
interventions. Additionally, ministry of health units that are responsible for NCDs and 
mental health suffer from inadequate and inflexible budgets and thus do not appropriately 
invest in the types of activities shown in Figure 3 that could increase awareness.

Potential solutions – general: Disease advocates can and should join forces to advocate for 
greater budget appropriation to health overall, with the rationale that “a rising tide lifts all 
boats.” Even getting health on the national policy agenda is an important first step in some 
countries where health is being deprioritized. Ministries of health can seek out productive 
partnerships with other key ministries, including finance, as well as legislators, civil society 
groups, and academic researchers with an interest in health. The case studies show that in 
countries where more resources are being devoted to NCDs and mental health, like Chile 
and Philippines, durable multisectoral coalitions are a major factor. These coalitions are 
also an important accountability mechanism. Additionally, low screening and diagnosis 
rates are often due to health workforce gaps, especially in primary health care facilities. 
Initiatives on health workforce development, particularly capital investments to increase 
the number of health workers, could have a spillover benefit for NCDs and mental health 
by increasing detection and patient demand for care, which could then justify further 
increases in spending on these conditions. Changes can be made to budget development 
processes. In many settings, annual health budgets are based more on historical utilization 
or even allocations than future forecasting of need. Proactive budgeting to prepare for 
scale-up of essential services could enhance screening and diagnosis, justifying further 
appropriations over time and creating a virtuous financing cycle.

Potential solutions – condition-specific: For health ministries that want to do more on 
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NCDs and mental health, an important first step could be to ensure that disease program-
specific activities such as those shown in Figure 4 are adequately resourced. Compared to 
spending for individual health services, these activities have relatively modest costs, but 
they can catalyze greater action. In countries like Ghana and Ethiopia, researchers and civil 
society organizations are key to ensuring that problems are documented and that needs 
are measured, and this can enable and buttress advocacy efforts for specific diseases. 
What is needed is a standardized menu of options for high-impact programs and activities 
that disease units can choose from, perhaps drawing from successful models in exemplar 
countries in each region. Another necessary step is to ensure that essential NCD and mental 
health interventions are explicitly listed in health benefits packages. While inclusion itself 
does not itself guarantee financing and access, it can raise awareness on their importance 
and help foster public demand. 

Disease units need not work in silos; there are many opportunities for collaboration and 
synergy, such as cardiovascular prevention in people living with human immunodeficiency 
virus (HIV), mental health care and support for persons living with cancer, and diabetes 
care in populations at high risk of tuberculosis. The implication for the financing system is 
that ministries could conduct cross-programmatic analyses to identify synergies and 
generate new ideas. At a minimum, programs and units could participate in joint planning 
and budgeting. A more ambitious opportunity would be to use pooled budgets to achieve 
shared results. Highly constrained health ministries can also partner with non-State actors 
to implement disease-specific interventions. For example, the International Diabetes 
Federation and the Ukrainian Diabetes Federation have played an important role in 
providing diabetes care in Ukraine.
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Figure 4. Opportunity #1 for 
financing NCDs and mental 
health.

Source: Original figure for this 
publication.
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Opportunity 2 – Tackling risk factors and increasing government 
revenues through health taxes
The problem: Most countries are making insufficient progress on tackling the major 
behavioral and environmental risk factors for NCD and mental health conditions, and 
the risk environment appears to be worsening overall, especially around dietary risks, 
physical inactivity, and pollution. Intersectoral collaboration among finance, health, 
and other ministries is usually limited, and in some cases other ministries work at cross-
purposes with each other, for example, by propping up alcohol and tobacco industries 
while financing care for alcohol- and tobacco-related diseases. Industries are also known 
to interfere in policy processes, often successfully. Even when excise taxes on tobacco, 
alcohol, and sugar-sweetened beverages (SSBs) have become law, their implementation 
has been hindered by poor design and administration, limiting their effectiveness.13

Potential solutions – general: Many finance ministries struggle with revenue collection 
in general. Measures to improve tax administration overall would also improve the 
implementation of specific excise taxes on tobacco, alcohol, and SSBs. On the other hand, 
governments spend considerable resources on subsidies that are harmful to health, 
including on fossil fuels and agricultural commodities, such as beef and corn, that have 
a negative health and environmental impact. Recent work has highlighted that health, 
in addition to its role in economic growth, is a critical and independent dimension of the 
welfare of society, so it should be an objective for national policy in general, not just health 
policy.14 Finance ministries could thus take a holistic look at the nature of all their taxes and 
subsidies and consider reforms that increase or free up revenues to have an overall positive 
impact on health.

Potential solutions – condition-specific: Most countries could improve implementation of 
tobacco, alcohol (where relevant), and SSB taxes. Countries like Philippines and Colombia 
have greatly improved implementation of these taxes in recent years and have become 
exemplars for health taxes. Technical assistance from the World Bank and IMF was an 
enabling factor in some cases. Numerous countries have successfully implemented “soft” 
earmarking of health taxes to public health budget. But earmarking carries considerable 
downsides, and the size of the health budget increase is usually quite modest, if it ever 
materializes at all – as observed in Bangladesh – given that there can be and often are 
offsetting declines in discretionary allocations to the health sector. The WHO has analyzed 
the role of and evidence on earmarking as part of policy processes and overall health 
financing, highlighting key considerations for approaching the issue.15 An important 
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emerging area for health taxes beyond tobacco, alcohol, and SSBs is ultraprocessed foods; 
Colombia recently enacted legislation on so-called “junk foods” that included taxes on 
ultraprocessed foods. It is also important to foster local, national, and regional networks of 
advocates and experts who can counter industry interference in health tax policy 
development and implementation processes. This could include civil society – for example, 
non-State actors, including academia, were critical to the adoption of SSB taxes in Ghana 
and Pakistan. As a counterexample, Thailand – a country with a strong health system – 
ranks 10th globally on industry interference in tobacco control, so greater support on these 
issues is needed.
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Figure 5. Opportunity #2 for 
financing NCDs and mental 
health.

Source: Original figure for this 
publication.
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Opportunity 3 – Providing greater financial protection for people living 
with NCDs, mental health conditions, and other chronic diseases
The problem: Countries are making very little progress on indicators of financial protection 
within the UHC target. The available data suggest that it is OOP payments associated with 
chronic medical needs rather than unanticipated acute events that account for the lion’s 
share of catastrophic health spending in low- and middle-income countries.6 Still, countries 
lack timely, local data on the determinants of financial risk and the types of services that 
contribute the most. Evidence increasingly suggests that OOP spending on medicines is a 
major factor, though under-provision of services through the public sector – leading to use 
of costly, loosely regulated private sector services – is also an important concern.16 What 
is clear is that budgets for service provision and thus payments to providers are often 
inadequate, especially for chronic outpatient medicines, resulting in shifting of costs to 
patients. Social welfare policies for financial protection – for example, fee exemptions 
for the poor – are also lacking, are missing their target groups, or are not well enforced, 
partly because of insufficient funding. Low coverage of essential NCD and mental health 
services in primary care settings in countries like Ethiopia, Ghana, and Malawi means that 
those seeking care must travel far away for care, and transportation is a major source 
of spending especially in rural populations. Although such spending is not incorporated 
into the definition of OOP health spending used for international comparisons and SDG 
reporting, it is a highly relevant policy consideration in many countries. It is worth stressing 
that inadequate investment in preventive interventions, including health taxes, can lead to 
excess spending on costly treatments, often borne by patients.

Potential solutions – general: One opportunity for international organizations and 
researchers is to develop tools and approaches to help countries better monitor financial 
risks and their determinants, including health-seeking behaviors and activity within the 
private sector. In many countries, an early step would be better integration of private 
providers into pooled funding, though this requires sufficient regulation and oversight to 
ensure their compliance with public goals around equitable access and financial protection 
and measures to prevent unproductive cost escalation. Countries with considerable 
geographic disparities in access to health services could target spending towards 
expanding high-quality chronic disease care to underserved areas where travel costs are 
prohibitive to poor households. This applies both to primary facilities and more specialized 
ones that provide – for example, mental health or cancer services at the community level. 
Chile and Kenya, for example, have recently invested in health infrastructure to expand 
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access to NCD and mental health services. Countries could also explore ways to improve 
purchasing, including public financial management (PFM) reforms when needed, and 
coverage policy design reforms for services that are inclusive of medicines outlined in 
their benefits packages. Improvements in procurement systems and removal of tariffs 
on essential medicines in general could result in lower prices and greater availability and 
alleviate some of the financial burdens on individuals and households. 

Potential solutions – condition-specific: While medicines for NCDs and mental health are 
only one part of the financial protection puzzle for these conditions, they represent 
relatively easy solutions with high impact. All countries could work towards lowering prices 
of key drugs for NCD and mental health care through stronger negotiation and regulation. 
To implement this approach to financial protection, countries must start by identifying 
which high-priority NCD and mental health medications and conditions are most 
responsible for high OOP costs in their local context, then target these medicines for price 
control policies. The Philippines and Ukraine provide several successful examples of price 
control policies and other mechanisms that enable their health systems to ensure that 
priority drugs are available free of charge for patients as part of the health benefits 
package. Emerging evidence suggests that pooled procurement is extraordinarily effective 
at driving down commodity prices, with examples ranging from cardiovascular drugs in the 
PAHO region17 to cancer drugs in India.18 Pooled procurement is when multiple purchasers 
create a single purchasing entity that uses their combined funds to acquire commodities in 
larger quantities, achieving economies of scale and lowering prices for all purchasers. It 
may be appropriate in some cases to set up schemes to purchase specific commodities that 
have unique characteristics. For example, cancer drugs and consumables tend to be very 
expensive, are used by a limited number of facilities, and may undergo a different priority-
setting process. This is the case in Ethiopia, for instance. Some countries have had success 
procuring specific commodities through the ministry of finance, which may be in a better 
position to negotiate directly with manufacturers to ensure the lowest prices; such a 
mechanism could complement a pooled procurement arrangement. At the level of benefits 
package design, another important solution is the elimination, or at least limitation – for 
example, with an annual household cap – of copayments for persons with any of a pre-
specified list of chronic conditions. The justification is that these individuals are particularly 
vulnerable, like the poor, by virtue of being exposed to an ongoing need for health services 
including medicines. Chile provides a recent example of legislation eliminating 
copayments.
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health.

Source: Original figure for this 
publication.
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Opportunity 4 – Enhancing intervention and policy implementation and 
effectiveness by improving data systems and analytics
The problem: A major theme running through the technical background papers is the 
lack of high-quality, actionable data to facilitate improved prevention and better case 
management for NCD and mental health services. There are several interrelated data 
issues. First, existing approaches to tracking health spending are not optimized to track 
disease- or intervention-specific spending, limiting the ability to monitor implementation 
of financing and nonfinancing policies. Second, many countries have weak PFM systems 
that result in misaligned budget allocations, rigid budget structures, and cumbersome 
budget execution processes, contributing to inefficiencies in health spending and poor 
accountability. Third, some countries still do not have reliable civil registration systems 
with unique identifiers. This constrains the introduction of provider payment mechanisms 
like capitation, which could be beneficial to better prevention and management of 
chronic conditions. Fourth, many countries lack electronic medical record systems, and 
often digital health data systems generally. This impedes quality longitudinal care and 
coordination across providers – for example, from primary care facilities to hospitals – and 
possible supportive measures such as performance-based financing measures. Overall, 
there has been a systematic under-investment in high-quality data as well as ineffective 
use of existing data in many places; unfortunately, the “costs” of bad data are relatively 
invisible.

Potential solutions – general: For countries that are underperforming on PFM within the 
health sector, a top priority will be to strengthen the system. This involves accelerating the 
transition to program-based budgeting to enable a better alignment of budget resources 
with sector priorities and greater flexibility in resource use. Streamlining budget execution 
protocols is also needed to ensure that providers, including for primary care, can access, 
flexibly manage, and account for outputs. In most countries, financial information 
management systems also need to be strengthened to monitor provider behavior. 
Subsequently, these data can be used to provide feedback, facilitate quality improvement 
initiatives, and inform future budget allocations. Digital health information systems could 
enhance the analytical capacities of purchasing agencies where it is most needed – for 
monitoring the provision of complex care for chronic diseases. Many purchasing agencies 
would also need to expand their workforce to include more data analysts for this work.

Digital health 
information systems 
could enhance the 
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provision of complex 
care for chronic 
diseases.
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Potential solutions – condition-specific: Bespoke data systems for specific health 
conditions have pros and cons. Experience with global health initiatives suggests that a 
proliferation of specialized data collection processes and reporting requirements 
contribute to fragmentation and waste of resources when viewed from a system-wide 
perspective. Yet disease-specific data included in comprehensive data systems – for 
example, cancer registries – can be incredibly useful for planning, delivering clinical care, 
and enabling patients and other stakeholders to hold national systems accountable for 
policy commitments. The power of having detailed data can be seen in Malawi, which has 
undertaken several rounds of resource mapping to understand financial flows to different 
programs as an aid to implementation of the health sector strategic plan and essential 
health package. The agenda is thus to generate this sort of information from integrated 
data systems. Countries like Thailand and Colombia regularly capture digital data from 
their provider payment systems to support financing arrangements that cover specific 
high-cost NCDs like cancer and end-stage renal disease. Developing and improving existing 
methods of tracking spending across diseases within the unified national health accounts 
framework would be valuable. Additionally, a fully digital public system could support 
expansion of specific services. For example, several digital-based mental health programs 
have been developed in Bangladesh to extend the reach of mental health services and 
support distance learning.
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health.

Source: Original figure for this 
publication. 
Note:“Enhanced and digitalized 
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having an impact on the entire 
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Opportunity 5 – Increasing the efficiency of spending through 
innovations in purchasing NCD and mental health services
The problem: Common service delivery models for NCDs and mental health are usually 
labor-intensive, relatively inefficient, and of suboptimal quality, even in high-income 
countries. Most health systems are not organized around the need to provide longitudinal 
care for persons with chronic conditions who may require many episodes of outpatient 
and inpatient care, often by different providers, over their lifetimes. How to purchase 
these sorts of services most efficiently, without creating perverse incentives, is an active 
area of study in countries of all income levels. Population aging and the growing burden 
of multimorbidity will put pressure on health systems to provide an increasing volume 
of integrated care for multiple chronic conditions while keeping costs under control. 
Therefore, “lean” models of integrated, high-quality care that are feasible in countries at all 
resource levels are needed.

Potential solutions – general: While discussions of service delivery models themselves 
are outside the scope of the Dialogue, what is relevant is the question of how purchasing 
arrangements can enable rather than hinder such desired changes in service delivery. 
Again, purchasing arrangements need to be able to track patients across levels of care and 
across public vs. private providers, and payment methods should incentivize – or at least 
not contradict – the desired delivery strategy. Thailand, for example, has made great strides 
towards strategic purchasing for health services as part of its UHC reforms. What is needed 
is to overcome knowledge silos between organizations working on integrated service 
delivery and organizations working on provider payment reforms. Communities of practice 
and learning networks could be formed to bridge across these sorts of organizations and 
conduct comparative studies to identify best practices.

Purchasing arrangements 
need to be able to track 
patients across levels of 
care and across public 
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Potential solutions – condition-specific: One issue that is not clear is what sorts of 
purchasing models are most effective for different types of health conditions. For example, 
a mix of payment methods may be required for items such as bundles for cancer services 
that span inpatient and outpatient settings and include many procedures. Different models 
may also be more effective for chronic care provided – for example, by a primary care 
provider as compared to a mental health specialist. The Philippines has been 
experimenting with a mix of provider payment mechanisms to better contain costs for 
certain services. An emerging area of emphasis in the literature is the scalability of new 
interventions and implementation approaches beyond the pilot stage.19

To take interventions to scale, countries need capable financing systems that include 
budget mechanisms and PFM capacity for ensuring adequate resources and monitoring for 
new programs.
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financing NCDs and mental 
health.

Source: Original figure for this 
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Part 4: The role of development assistance in 
addressing NCDs and mental health

Most followers of global health trends do not expect a massive uptick in DAH for NCDs and 
mental health,20 and there appears to be little appetite for another global health initiative 
modeled after existing initiatives for communicable diseases. Yet there are important 
opportunities to maximize NCD- and mental health-related DAH.

First, in addition to supporting country projects, DAH should play a key role in supporting 
collective action. Collective action is defined in this document as groups of countries 
and organizations working together to address shared challenges. While global action on 
NCDs and mental health has been slow, there have been numerous examples of successful 
regional action, such as on pooled procurement of medicines, capacity-building for health 
technology assessment, and harmonization of food marketing regulations. Sustaining and 
expanding these regional efforts could complement and enhance country-level projects. 
Three dimensions of collective action10 could be targets of DAH:

1.	Public goods. Examples include (i) development of new products such as fixed-dose 
combinations of medicines); (ii) market-shaping efforts to improve access to affordable 
medicines; (iii) policy and implementation research, including learning networks and 
other knowledge-sharing platforms; and (iv) innovations in disease measurement and 
surveillance.

2.	Management of cross-border externalities. Examples include (i) control of marketing and 
distribution of unhealthy products; (ii) control of the tobacco trade across borders; and 
(iii) strengthening of legal frameworks on firearms control.

3.	Promoting leadership and stewardship. Examples include (i) fostering global leadership 
and advocacy on specific NCD or mental health topics; (ii) collective efforts to counter 
industry interference in national policy, and (iii) international organizations to support 
harmonization of economic regulations across countries and to provide ongoing 
technical assistance to countries, including building local capacity and skills to negotiate 
on drug prices, for example.

Second, as noted previously, some funders could consider investing in learning networks 
and other knowledge-sharing platforms, which may also support collective action. The 
number of country projects on NCDs and mental health has grown substantially in recent 
years, and it is increasingly important for country efforts to be coordinated and experiences 
and learnings shared with others. 

Third, a lesson learned from interviews with global partners is that it may be necessary to 
reframe the case for DAH for NCDs and mental health, especially for existing funders. For 
example, bilaterals and development banks may see the importance of these conditions 
more clearly when positioned within the broader primary health care agenda. On the 
other hand, large philanthropies and foundations may be more willing to support projects 
on specific diseases with unique solutions that align with their interests. For example, 
a foundation focused on maternal and child health may be willing to support NCD and 
mental health initiatives that benefit these populations, perhaps using a life course 
approach.

In addition to supporting 
country projects, DAH 
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In preparing for the 2025 High Level Meeting, it would also be helpful for the global 
community of NCD and mental health experts to identify priorities for DAH and best 
practices. In the background work for this Dialogue, we propose a series of principles are 
proposed. When applied by country projects, these would ensure that funding and actions 
are truly “catalytic” and not unsustainable or open-ended commitments. These principles 
include:
•	 Focus on addressing implementation gaps for highly cost-effective interventions and 

programs, such as those recommended by WHO21, 22 and the Disease Control Priorities 
Project.23

•	 Develop standardized approaches for countries to request catalytic funding and provide 
technical support in preparing proposals.

•	 Recognize that there is no one-size-fits-all approach to NCDs and mental health, and 
adequately staff grant review panels to fairly evaluate a diverse range of proposals.

•	 Respond differently to NCD and mental health funding requests from humanitarian 
settings, which raise very different issues than pertain in other contexts.

•	 In the case of the world’s poorest countries, remain open to financing NCD and mental 
health service delivery over the longer term, ideally as part of an integrated strategy for 
supporting primary health care and pursuing UHC objectives.

Further work after the Dialogue could elaborate on these principles.
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Conclusion

Responding to NCDs and mental health conditions and their risk factors needs to be part 
of the core business of health systems. Cost-effective intervention and policy options are 
available for countries at all levels of income, but many countries have struggled to secure 
adequate financing for NCDs and mental health and to use existing funds efficiently. The 
COVID-19 pandemic was a further setback to the global and national NCD and mental 
health agendas, and the macro-fiscal situation in many countries has worsened compared 
to pre-pandemic trends.

The good news, underscored by the country experiences summarized in this document and 
the technical background papers, is that there is a range of potential generic and disease-
specific solutions to increase and improve financing for NCDs and mental health, even in 
highly resource-constrained environments. The upcoming Dialogue provides a unique and 
timely opportunity to further develop and disseminate these ideas in advance of the 2025 
High Level Meeting on NCDs. A successful Dialogue will produce, among other outputs, 
updated technical guidance to countries and to the international community on how to 
spend wisely to tackle these increasingly important health conditions.
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