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Can China achieve a one-third reduction
in premature mortality from non-
communicable diseases by 2030?
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Abstract

Background: The United Nation’s Sustainable Development Goals for 2030 include reducing premature mortality
from non-communicable diseases (NCDs) by one third. To assess the feasibility of this goal in China, we projected
premature mortality in 2030 of NCDs under different risk factor reduction scenarios.

Methods: We used China results from the Global Burden of Disease Study 2013 as empirical data for projections.
Deaths between 1990 and 2013 for cardiovascular disease (CVD), diabetes, chronic respiratory disease, cancer, and
other NCDs were extracted, along with population numbers. We disaggregated deaths into parts attributable and
unattributable to high systolic blood pressure (SBP), smoking, high body mass index (BMI), high total cholesterol,
physical inactivity, and high fasting glucose. Risk factor exposure and deaths by NCD category were projected to
2030. Eight simulated scenarios were also constructed to explore how premature mortality will be affected if the
World Health Organization’s targets for risk factors reduction are achieved by 2030.

Results: If current trends for each risk factor continued to 2030, the total premature deaths from NCDs would
increase from 3.11 million to 3.52 million, but the premature mortality rate would decrease by 13.1%. In the
combined scenario in which all risk factor reduction targets are achieved, nearly one million deaths among persons
30 to 70 years old due to NCDs would be avoided, and the one-third reduction goal would be achieved for all
NCDs combined. More specifically, the goal would be achieved for CVD and chronic respiratory diseases, but not
for cancer and diabetes. Reduction in the prevalence of high SBP, smoking, and high BMI played an important role
in achieving the goals.

Conclusions: Reaching the goal of a one-third reduction in premature mortality from NCDs is possible by 2030 if
certain targets for risk factor intervention are reached, but more efforts are required to achieve risk factor reduction.
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Background
China has experienced tremendous socioeconomic
changes in the past 30 years, during which time rapid
economic development substantially influenced the diets
and lifestyles of the Chinese population. Meanwhile, a
remarkable epidemiological and demographic transition
has markedly changed the country’s leading causes of

death [1]. Non-communicable diseases (NCDs) such as
cardiovascular disease (CVD), cancer, and chronic re-
spiratory diseases have become top killers in the Chinese
population, accounting for 86.6% of total deaths in 2013
[2]. In contrast, deaths from communicable diseases and
injuries have decreased by 73.0% and 23.6% since 1990,
respectively [2]. Unhealthful lifestyle factors, such as
tobacco use, drinking, insufficient exercise, and imbal-
anced diet, are still prevalent in the population despite
the behavior modification efforts made by public health
practitioners to reduce these risk exposures in the past
decades [3, 4]. Moreover, the prevalence of metabolic
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risk factors, including excess weight/obesity, hypertension,
and hyperglycemia, has been increasing rapidly in the last
decade [5–7]. If these risk factors are not well controlled,
the disease burden of NCDs will continue to rise.
In 2011, the United Nations (UN) High-level Meeting

on NCDs announced a worldwide initiative to prevent
and control NCDs [8]. The World Health Organization
(WHO) and its member states subsequently agreed on a
target of a 25% reduction by 2025 in the probability of
premature death among people aged 30–70 years for
four main NCDs: CVD, diabetes, cancer, and chronic
respiratory disease [9]. In September 2015, the UN
General Assembly formally released the 2030 Agenda
for Sustainable Development, which included a set of 17
bold new Global Goals and 169 specific targets. The
agenda also includes the aim of reducing by one third
premature mortality from NCDs compared to the
current level [10]. To reach that goal, the WHO Global
Monitoring Framework proposed ten specific targeted
risk factors to be reduced [11]. The National Health and
Family Planning Commission of the People’s Republic of
China has stated strong support for these targets and is
planning a corresponding national health policy, known
as Health China 2030. Health China 2030 aims to adopt
the most pertinent health policies or strategies for
improving the overall health of the Chinese population
over the next 15 years, and a core component is NCD
prevention and control. In order to inform setting
priorities when allocating limited resources in Health
China 2030, this study has projected premature
mortality from NCDs under different scenarios of risk
factor reduction and assessed whether and how the goal
of a one-third reduction in premature mortality from
NCDs can be achieved.

Methods
Data
We used China results from the Global Burden of
Disease Study (GBD) 2013 as empirical data for projec-
tion. Age-, sex-, and year-specific deaths between 1990
and 2013 for all NCDs and subcategories were extracted,
along with population numbers. The standard methods
of mortality estimation in GBD 2013 and special consid-
erations for China are described in detail in our previous
publications [2, 12]. In the present study, for ease of
computation and interpretation, we projected premature
mortality for CVD, cancer, chronic respiratory diseases,
and diabetes that were aggregated from separate esti-
mates for more specific subcategories and also combined
into categories capturing minor or rare conditions.
Additional file 1: Table S1 presented the categorization
of NCDs in this study.
From the comparative risk assessment in GBD 2013,

we used the estimates of risk factor exposure trends

between 1990 and 2013 to project exposure level in
2030. GBD 2013 modeled age-sex-year exposure for 79
modifiable risk factors using all available data in China,
including NCD and risk factor surveillance, nutrition
surveys, health service surveys, epidemiological studies,
and administrative data in China [13]. In the present
study we included six risk factors which were included
in the GBD study whose definitions harmonize with
those of WHO, and we examined to what extent the
mortality from NCDs and their main subcategories
could decrease in 2030 if any or all risk factors meet the
WHO targets. Those risk factors are systolic blood pres-
sure (SBP, in millimeters of Hg), fasting plasma glucose
(FPG, in millimoles/liter), body mass index (BMI, in
kilograms/meter squared), total cholesterol (TC, in
millimoles/liter), smoking (proportion of current smoking),
and physical inactivity (defined as less than 600 metabolic
equivalent minutes per week). The GBD 2013 adopted a
set of unified relative risks (RRs) for all attribution analysis
globally. The RRs were modeled using meta-regression
with pool data from prospective cohort studies or pub-
lished literature reviews [13], and those for the six risk fac-
tors and the subcause mortality of NCDs were extracted
for the present study. All data were analyzed by sex, 5-year
age group, and cause.

Projection of NCD premature mortality in 2030
We projected NCD premature mortality by following
three steps. The first step categorized all deaths into
deaths that can be attributed to the aforementioned risk
factors and unattributable parts, according to the theory
of comparative risk assessment [13]. The second step
projected risk factor exposure and unattributable deaths
in 2030 assuming a constant annual change rate. We
based this on the targets suggested by WHO on risk re-
duction to control NCDs [9]. Also in this step, we simu-
lated eight separate scenarios to explore the potential
effects of future risk factor reduction on premature mor-
tality from NCDs. The reduction targets for those risk
factors were taken directly from WHO’s voluntary global
NCD targets [11], as the Chinese government has shown
a strong interest in achieving them. The risk reduction
was simulated differently for different risk factors. The
prevalences of smoking and physical inactivity in 2030
were lowered to the WHO’s target levels in a straightfor-
ward way. For continuous exposure like cholesterol and
SBP, risk reduction was made by shifting the population
distribution to the left until the WHO’s target was met,
while the distribution of BMI and fasting glucose was
held constant to the 2013 level. Table 1 summarizes the
specification of each scenario. Third, premature mortal-
ity for total NCDs and the main subcategories under
each scenario were projected for 2030. Premature mor-
tality was defined as the probability of dying between
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ages 30 and 70 years from NCDs and was estimated
using age-specific death rates (in 5-year age groups be-
tween 30 and 70 years) with a life table method [14].The
level in 2013 was considered as the baseline for the cal-
culation of relative reduction in premature mortality. All
data were prepared and analyzed in SAS 9.4. Additional
file 1 documents details of the projection and the flow-
chart of the study design (Additional file 1: Figure S1).

Presentation of the analysis results
We firstly presented the death numbers, mortality rate,
and probability of dying between ages 30 and 70 years
by NCD causes in 2013, and those statistics in 2030,
provided that all study risk factors continued their past
trends. We also examined the relative changes in be-
tween to show to what extent those indicators would
increase or decrease in the future without reinforced
intervention on risk reduction (Table 2). Next, we esti-
mated the absolute number of premature deaths that
would be avoided if any or all risk reduction targets were
achieved, so as to compare the absolute health benefit
that would be harvested among different risk factor
strategies. Finally, trends of premature mortality by main
NCD causes between 2013 and 2030 in the eight risk
reduction scenarios were shown to visually assess the
feasibility of a one-third reduction in premature
mortality due to NCDs in China.

Results
Premature deaths and mortality in 2030
If past trends for each risk factor continue to 2030, the
total annual premature deaths due to NCDs would in-
crease from 3.11 million to 3.52 million, with a decrease
in the premature mortality rate of 13.1% (Table 2). The

premature deaths from CVD would increase from 1.24
million in 2013 to 1.52 million in 2030, accounting for
the largest portion (277,000 deaths) of the total increase
in NCD premature deaths. This would be followed by
cancer (174,000) and diabetes (16,000), while premature
deaths from chronic respiratory diseases would decrease
by 45,000. The risk of a premature death in 2030 would
be highest for CVD (7.8%) and cancer (7.5%).
The mortality rate of all NCDs remains similar

between 2013 (432.2 per 100,000 people) and 2030
(431.8/100,000). With regard to specific causes, the mor-
tality rate would increase fastest in diabetes (by 13.6%
relatively) and CVD (7.9%), and chronic respiratory
diseases and other NCDs would see a relative decrease
of 31.1% and 14.3%, respectively, while cancer in 2030
would still remain at the 2013 level.
The premature mortality for each NCD subcategory was

consistently higher in men than in women, with differ-
ences of more than twofold. The percentage of premature
mortality from chronic respiratory disease would undergo
a 47.1% relative decrease between 2013 and 2030, and the
probability for CVD and cancer would observe 9.3% and
9.6% relative decreases, respectively, while the rate for dia-
betes would be unchanged. Most NCD subcategories saw
a decrease in premature mortality, but the magnitude var-
ied wildly. For women, premature mortality from NCDs
decreased, with the sharpest being a 63.6% decline in
deaths from chronic respiratory diseases. Decreases
among women in premature mortality from CVD (22.0%),
cancer (18.9%), and diabetes (25.0%) were also notable. In
contrast, only small decreases were seen in male
premature mortality from CVD (3.6%) and cancer (5.4%),
although a 43.5% decline was predicted in chronic respira-
tory diseases. Additional file 1: Table S1 further presents

Table 1 Scenario specifications in risk factor exposure projection according to the WHO Global Monitoring Framework

Scenario Scenario specification

Natural trend Age and sex-specific risk factor exposures were projected assuming the annual change rate remained similar to
that between 1990 and 2013.

Smoking Age and sex-specific prevalences of smoking in 2030 are reduced relatively by 30% from the 2013 level. All
other risk factors follow the natural trends.

Physical inactivity Age and sex-specific prevalences of physical inactivity in 2030 are 10% relatively less than in 2013. All other risk
factors follow the natural trends.

High BMI Age and sex-specific distributions of BMI in 2030 are the same as in 2013. All other risk factors
follow the natural trends.

Total cholesterol Age and sex-specific distributions of total cholesterol are shifted in 2030 so that the prevalence of raised cholesterol
(defined as ≥5.0 mmol/L) is reduced relatively by 20%. All other risk factors follow the natural trends.

Fasting glucose Age and sex-specific distributions of fasting glucose in 2030 are the same as in 2013. All other risk factors follow
the natural trends.

Systolic blood pressure (SBP) Age and sex-specific distributions of SBP are shifted in 2030 so that the prevalence of raised SBP (defined as
≥140 mm Hg) is reduced relatively by 25% from the 2013 level. All other risk factors follow the natural trends.

All targets are achieved in 2030 All targets described above are achieved in 2030.
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the estimates of deaths and premature mortality for each
specific NCD subcategory.

Premature deaths avoided in multiple scenarios
In the combined scenario in which all risk factor reduc-
tion targets are achieved, nearly one million deaths due
to NCDs among 30- to 70-year-olds would be avoided
compared with the projection should current trends
continue (Table 3). Most of the avoided deaths are due
to CVD (700,000), followed by cancer (240,000), chronic
respiratory disease (36,000), and diabetes (15,000). Many
more deaths are avoided in men (730,000) in the com-
bined scenario than in women (260,000).
As a single target, reduction in the prevalence of hyper-

tension provided the largest reduction in premature
deaths for both genders (390,000 in men and 170,000 in
women), all in CVD. A reduction in smoking prevalence
had the second largest impact, particularly on lung cancer
deaths among males. However, reducing smoking preva-
lence by only 30% would result in more CVD deaths in
women, as the projected current trend in smoking preva-
lence leads to a decrease of more than 30% by 2030. Com-
pared with the current trend, a halt in the rise of average
BMI could prevent 95,600 extra deaths, mainly in CVD
(54,900) and cancer (26,900). There were also notable
benefits of achieving the targets for fasting glucose and
total cholesterol, with 57,400 and 52,700 deaths avoided,
respectively. A modest impact on deaths was seen when
the prevalence of physical inactivity decreased by 10%. In
all simulated scenarios, more deaths in men were saved
than in women for all NCD categories (Table 3). Estimates
of premature deaths in NCD subcategories are shown in
Additional file 1: Table S2.

Achievability of the one-third reduction goal in premature
mortality from NCDs
If all risk factor targets are achieved, the premature
mortality from NCDs for people aged 30–70 could be re-
duced by more than 33% between 2013 and 2030 (Fig. 1).
However, reduction in any one risk factor could not meet
the goal of a one-third reduction in premature mortality.
Specifically, the 33% premature mortality reduction in

2030 was achieved for CVD and chronic respiratory dis-
eases, but not for cancer and diabetes, even in the com-
bined scenario where all risk factor targets were reached.
A 25% reduction in the prevalence of hypertension had
the largest impact on CVD premature mortality and
could achieve the goal even if no other risk factors were
changed (Fig. 2). Other CVD-related risk factors pro-
vided relatively small contributions to reaching the goal.
For cancer, the goal of a 33% reduction in premature
mortality was not achieved even if all targets for related
risk factors were reached by 2030 (Fig. 3). With the con-
tinuation of current trends, reduction in premature mor-
tality from chronic respiratory disease in 2030 would
surpass the goal (Fig. 4). The decline would be greater
with a 30% reduction in overall smoking prevalence for
both genders. While the 33% reduction goal would not
be accomplished for diabetes even if all risk factors were
achieved, the decrease in premature mortality from this
cause would still be notable. A halt in the rise of average
BMI was a particularly large component of the decrease
in diabetes (Fig. 5).
Scenario projections by sex were also performed and

are shown in Additional file 1: Figures S2–S11. Given
the higher baseline premature mortality in men than in
women, risk factor reduction in men achieved sharper

Table 3 Reduction in deaths for four main NCDs in 2030 with different risk factor scenarios (in thousands)

Smoking Physical activity High BMI Fasting glucose Total cholesterol SBP All targets achieved

Both Total 326.0 7.8 95.6 57.4 52.7 564.1 998.8

CVD 66.6 6.7 54.9 57.4 52.7 564.1 703.1

Cancer 222.4 0.6 26.9 0 0 0 244.8

Diabetes mellitus 1.2 0.4 13.8 0 0 0 15.1

Chronic respiratory diseases 35.8 0 0 0 0 0 35.8

Men Total 280.1 7.1 67.4 39.2 37.3 391.9 734.8

CVD 75.0 6.2 37.1 39.2 37.3 391.9 503.3

Cancer 178.7 0.5 22.8 0 0 0 197.6

Diabetes mellitus 1.2 0.4 7.5 0 0 0 8.8

Chronic respiratory diseases 25.2 0 0 0 0 0 25.2

Women Total 45.9 0.7 28.2 18.1 15.4 172.2 264.0

CVD –8.4 0.6 17.8 18.1 15.4 172.2 199.8

Cancer 43.8 0.1 4.1 0 0 0 47.3

Diabetes mellitus 0 0.1 6.3 0 0 0 6.3

Chronic respiratory diseases 10.6 0 0 0 0 0 10.6
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declines in premature mortality for all NCDs than it did
among women. A gender difference was also found in
the reduction of diabetes premature mortality: women
saw a target-achieving decline if all risk factor targets
were met, while men did not. Trend of risk factor expos-
ure by age and sex between 1990 and 2030 are docu-
mented in Additional file 1: Tables S5-S10.

Discussion
Ours is the first study to attempt to provide answers to
questions raised during the design of the Health China

2030 program on future trends in premature mortality
from NCDs. The findings suggest that a large reduction
in these deaths is possible by 2030 if certain targets for
risk factor intervention are reached. The UN goal of an
overall one-third reduction in premature mortality due
to NCDs could be successfully achieved by meeting the
organization’s targets for related risk factors, but meet-
ing the goal for cancer and diabetes would require extra
efforts. These results provide rich information for setting
priorities when allocating limited resources in the Health
China 2030 program.

Fig. 1 Probability of premature death due to NCDs between ages 30 and 70 in China from 1990 to 2030

Fig. 2 Probability of premature death due to cardiovascular disease between ages 30 and 70 in China from 1990 to 2030
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The present study suggests that, despite the fact that
mortality from most NCDs is already declining and a
great increase in life expectancy has been achieved in
China over the past two decades [2], one million prema-
ture deaths due to NCDs could still be avoided in 2030
if the exposure levels of a small number of risk factors
were reduced. Loss of productivity due to aging and pre-
mature deaths from NCDs is considered a major barrier
to poverty alleviation and sustainable development [14].
Simulations in this study showed it is possible to reach

the UN goals for reducing premature mortality from
NCDs by the year 2030. The prerequisite for this success
is to reduce the population’s exposure to high-impact risk
factors, particularly high SBP, smoking, and high BMI.
Although adequate reduction in high SBP would have a

notable impact on premature mortality, there remain a
number of important obstacles to population-based blood
pressure management and control. Recent national sur-
veys show a consistent and rapid increase in hypertension
prevalence, from 18.0% in 2002 to 27.8% in 2013 [15, 16].

Fig. 3 Probability of premature death due to cancer between ages 30 and 70 in China from 1990 to 2030

Fig. 4 Probability of premature death due to chronic respiratory disease between ages 30 and 70 in China from 1990 to 2030
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Despite joint efforts by public health practitioners and
medical professionals in the last decade, awareness, treat-
ment, and control of hypertension remain poor. In 2013,
40.9% of hypertensive individuals were aware of their con-
dition, 32.5% were receiving antihypertensive medication,
and only 9.7% had their blood pressure controlled (defined
as SBP ≤140 mm Hg and diastolic blood pressure ≤90
mm Hg) [16]. To reach the WHO’s target of reducing
hypertension prevalence by 25%, efforts should be
concentrated on two important aspects: prevention and
management. Lifestyle modification is the most important
strategy in preventing hypertension. However, hypertension-
related risk factors remained at a prevalent level in the last
decade, including smoking, a diet high in calories from fat,
physical inactivity, and excess weight or obesity [16]. To
keep the blood pressure of a hypertensive population
within the normal range requires early detection of the
condition, good compliance with appropriate antihyper-
tensive treatment, regular visits to doctors, necessary
lifestyle modifications, and a robust primary health system
[17–19]. However, the situation in China is not promising,
particularly in the vast rural areas and underdeveloped
urban cities. Therefore, achieving an overall 25% reduction
in the prevalence of high blood pressure in the next
15 years presents a significant challenge for the public
health system.
Smoking is also a serious and complicated public

health problem. The global Adult Tobacco Survey in
2010 reported that 53% of Chinese men aged 15 years
and older were current smokers, though the rate was
much lower for women (2.4%) [20]. The smoking
prevalence among men has decreased only slightly since

1996 [21]. Intervention to promote smoking cessation
seems ineffective, as smokers quit smoking mainly be-
cause of poor health [21, 22]. In addition, although
smoking cessation clinics have been rapidly expanded in
urban hospitals, few smokers visit them and seek help
[23]. China officially ratified the WHO’s Framework
Convention on Tobacco Control (FCTC) in 2006, but
progress has been slow due to multiple political, social,
and economic obstacles [24]. The implementation of
“the tax linkage,” which increased the cigarette wholesale
and valorem tax rate from 5% to 11%, was not imple-
mented until 2015, nearly ten years after the ratification
of the FCTC [25]. However, the increase in tax still
seems very modest compared to that in developed coun-
tries; e.g., the price of cigarettes in France grew by 44.7%
in 2003–2004 [26]. China is still one of the countries
where the price of cigarettes is very cheap [25], although
raising taxation has been proven as an effective measure
to reduce tobacco consumption [27]. The use of large
pictorial health warnings on cigarette packages is a
highly cost-effective way to inform the public about the
health risks of tobacco consumption, but its implemen-
tation in China is still far from satisfactory [23]. Until
early 2017, only 18 cities had legislated to ban smoking
in public areas, and the public law enforcement is rare
to non-existent outside of the most highly developed cit-
ies like Beijing, Shanghai, and Shenzhen. More efforts
are still needed to overcome various barriers to reaching
the FCTC goals.
The prevalence of excess weight or obesity has seen

steady growth in China for nearly 20 years [28, 29],
mainly because of a transformation in dietary patterns

Fig. 5 Probability of premature death due to diabetes mellitus disease between ages 30 and 70 in China from 1990 to 2030
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and a reduction in physical activity driven by the growth
of modern transport [30]. The Chinese government is
fighting an epidemic of obesity in the younger gener-
ation. A nationwide campaign, “Eat smart at school,”
aims to promote and cultivate a long-term healthful life-
style in the educational setting. There are also a number
of nationwide health promotion campaigns that have
incorporated new techniques, such as Internet-based
wearable devices or smartphone apps which drive phys-
ical activity among users. Despite these public health in-
terventions, the target of halting the rise in overweight
and obese people between 2013 and 2030 might only be
reached with sustained health education and promotion
in the population with appropriate techniques in this
country where an obesity epidemic prevails.
We validated the current projection with other

methods or assumptions. In the scenario where current
trends continue, premature deaths from NCDs increased
from 3.2 million to 3.5 million. With the expected
increased burden of NCDs over the next 15 years, an
increase of only 300,000 premature deaths in such a
populous country may be an underestimate. We, there-
fore, additionally projected deaths for all ages with the
same methods adopted in the present study. The total
number of deaths in 2013 for NCDs was 8.5 million,
which would increase by 43% to 12.2 million in 2030
(Additional file 1: Table S3). It is clear that the majority
of deaths from NCDs would occur in people older than
70. An aging population, increasing life expectancy, and
improving medical techniques might be important rea-
sons for this. To validate the 2030 projection of NCDs
deaths in the scenario with no interventions, we further
produced estimates assuming NCD mortality trends
continued to 2030 with a constant change rate
(proportional change model). We saw very similar re-
sults (Additional file 1: Table S4). There was a difference
of only 190,000 (5% relative difference) in this projection
of total NCD deaths and a 0.8% difference in overall pre-
mature mortality. The projection in the present study,
we believe, is reliable.
Our study suffered from several limitations. First, the

projection relied heavily on estimates driven by GBD
2013; therefore, all the limitations in estimates of deaths,
mortality, and attributable burden in the GBD study
apply to this analysis. We noticed that RRs for the
Chinese population might well differ from global RRs
adopted by GBD 2013, and thus the attributable burden
of risk factors for China might be biased. However,
China-specific estimations of associations between study
risk factors and related NCD mortality are still compara-
tively rare and embryonic, and it is difficult to anticipate
the direction and magnitude of these associations until
more solid evidence appears. As more and more large
population-based cohort studies are emerging in China,

e.g., China Kadoorie Biobank [31], the Shanghai Men's
and Women's Health Study Cohorts [32, 33], and the
Taizhou Longitudinal Study [34], more compelling evi-
dence on China-specific RRs would be available in the
future and could be potentially adopted in the future
GBD study for China’s specific estimation. Second, as
diabetes is 100% attributed to high fasting glucose, and
hypertensive heart disease is 100% attributed to high
SBP in the comparative risk assessment framework of
GBD 2013, there were no unattributable deaths for these
risk factors in the present study. Theoretically, the
present projected deaths and premature mortality in
diabetes and CVD must have been underestimated in
the scenarios of fasting glucose, systolic blood pressure,
and the combined scenario. However, as the absolute
number of deaths for diabetes and hypertensive heart
disease is quite small relative to total deaths from all
NCDs, this should have little impact on the conclusion.
Third, some important risk factors for NCDs were not
included in the present study, such as sodium intake,
other dietary risk factors, and environmental risk factors.
We excluded sodium because the causal relationship be-
tween salt intake and SBP makes SBP a perfect substi-
tute in the attribution analysis. Even if we included
sodium, its impact on CVD would be erased, as SBP
completely mediates that impact. WHO did not set goals
for reducing cancer-related dietary and environmental
risk factors, so we did not simulate scenarios for these
risk factors. This may partly explain why premature
mortality from cancer failed to reach the 33% reduction
goal in the risk factor reduction scenarios. Fourth,
duration of exposure is usually required before outcome
occurs, and the time lag in between varies for different
exposure-outcome pairs. For example, smoking rapidly
increases RR for CVD but only does so slowly for lung
cancer or chronic obstructive pulmonary disease, and
the same pattern is also observed among those who quit.
This was extensively discussed in the GBD study on risk
factor burden [13]. As the differences are already cap-
tured in the mortality trends for China estimated for the
GBD in the present study, we implicitly assume that the
same time durations for exposure and disease outcomes
will continue into the future.

Conclusions
The absolute burden of premature deaths due to NCDs
will continue to increase over the next decade and a half.
Effective modification of NCD-related risk factors to
meet WHO’s targets could not only prevent the burden
from increasing but also help China achieve the UN
Sustainable Development Goal of a one-third reduction
in premature mortality from NCDs. However, rein-
forcement of public health interventions is needed to
secure the risk factor reduction.

Li et al. BMC Medicine  (2017) 15:132 Page 9 of 11



Additional file

Additional file 1: Online material providing details of projection of NCD
mortality, flowchart of the study design, and data processing (Figure S1),
figures of projections by sex (Figures S2–S11), and supplemental tables
(Tables S1–S10). (PDF 1081 kb)

Abbreviations
BMI: Body mass index; CVD: Cardiovascular disease; FPG: Fasting plasma
glucose; GBD: Global Burden of Disease study; NCD: Non-communicable
disease; RR: Relative risk; SBP: Systolic blood pressure; TC: Total cholesterol;
UN: United Nations; WHO: World Health Organization

Acknowledgements
We thank all individuals who have contributed to this study and Jichun
Wang, Wenhua Zhao, Ruotao Wang, and Liping Wang (Chinese Center for
Disease Control and Prevention, Beijing, China) for their important and much
appreciated contribution to the study.

Funding
This research was supported by the National Health and Family Planning
Commission of China. The sponsor had no role in the design of the study,
collection, analysis, or interpretation of data, or in writing the manuscript.

Availability of data and materials
The datasets used in the current study are available from the corresponding
author on reasonable request.

Authors’ contributions
MZ and YLi conceived the study design and analysis plan. YLi, MZ, PY, and
JQ wrote the first draft of the report. XZ, YLi, JL, YLiu, SY, YH, SL, and ZZ
performed the statistical analysis. FG, LW, GH, ADL, and MZ jointly directed
the study. All coauthors reviewed the manuscript and provided comments
or suggestions. All authors read and approved the final manuscript.

Ethics approval and consent to participate
As all data was abstracted from the results from the GBD 2013 study, the
consent to publication is not applicable. The Ethnic committee at the
Chinese Center for Disease Control and Prevention approved the study.

Consent for publication
No individual data is presented, and consent to publication is therefore
not applicable.

Competing interests
All authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1National Center for Chronic and Non-communicable Disease Control and
Prevention, Chinese Center for Disease Control and Prevention, Nanwei Road
27, Xicheng District, Beijing, China. 2Chinese Center for Disease Control and
Prevention, Beijing, China. 3Melbourne School of Population and Global
Health, University of Melbourne, Melbourne, Australia.

Received: 14 February 2017 Accepted: 20 June 2017

References
1. Wang L, Kong L, Wu F, Bai Y, Burton R. Preventing chronic diseases in China.

Lancet. 2005;366(9499):1821–4.
2. Zhou M, Wang H, Zhu J, Chen W, Wang L, Liu S, et al. Cause-specific

mortality for 240 causes in China during 1990-2013: a systematic
subnational analysis for the Global Burden of Disease Study 2013. Lancet.
2016;387(10015):251–72.

3. Li Y, Zhang M, Jiang Y, Wu F. Co-variations and clustering of chronic disease
behavioral risk factors in China: China Chronic Disease and Risk Factor
Surveillance, 2007. PLoS One. 2012;7(3):e33881.

4. Li Y, Wang L, Jiang Y, Zhang M, Wang L. Risk factors for noncommunicable
chronic diseases in women in China: surveillance efforts. Bull World Health
Organ. 2013;91(9):650–60.

5. Xu Y, Wang L, He J, Bi Y, Li M, Wang T, et al. Prevalence and control of
diabetes in Chinese adults. JAMA. 2013;310(9):948–59.

6. Xi B, Liang Y, Reilly KH, Wang Q, Hu Y, Tang W. Trends in prevalence,
awareness, treatment, and control of hypertension among Chinese adults
1991-2009. Int J Cardiol. 2012;158(2):326–9.

7. Wu Y. Overweight and obesity in China. BMJ. 2006;333(7564):362–3.
8. UN General Assembly. Political declaration of the High-level Meeting of the

General Assembly on the Prevention and Control of Non-communicable
Diseases. United Nations A/66/L.1. Sept 16, 2011. http://www.un.org/ga/
search/view_doc.asp?symbol=A/66/L.1. Accessed 20 July 2016.

9. WHO. 65th World Health Assembly. WHA65(8) Prevention and control of
noncommunicable diseases: follow-up to the High-level meeting of the
United Nations General Assembly on the Prevention and Control of Non-
communicable diseases. June 5, 2012. http://apps.who.int/gb/ebwha/pdf_
files/WHA65/A65_DIV3-en.pdf. Accessed 10 April 2016.

10. United Nations. Sustainable development goals. Goal 3: Ensure healthy lives
and promote well-being for all at all ages. http://www.un.org/
sustainabledevelopment/health/. Accessed 20 July 2016.

11. WHO. Monitoring framework and targets for the prevention and control of
NCDs. Revised WHO discussion paper on the development of a
comprehensive global monitoring framework, including indicators, and a
set of voluntary global targets for the prevention and control of NCDs. July
25, 2012. http://www.who.int/nmh/events/2012/ncd_discussion_paper/en.
Accessed 10 April 2016.

12. GBD 2013 Mortality and Causes of Death Collaborators. Global, regional, and
national age-sex specific all-cause and cause-specific mortality for 240
causes of death, 1990-2013: a systematic analysis for the Global Burden of
Disease Study 2013. Lancet. 2015;385(9963):117–71.

13. Forouzanfar MH, Alexander L, Anderson HR, Bachman VF, Biryukov S, Brauer M,
et al. Global, regional, and national comparative risk assessment of 79
behavioural, environmental and occupational, and metabolic risks or clusters
of risks in 188 countries, 1990-2013: a systematic analysis for the Global Burden
of Disease Study 2013. Lancet. 2015;386(10010):2287–323.

14. World Health Organization. Global status report on noncommunicable
diseases 2014. Geneva: WHO Press; 2014.

15. Wu Y, Huxley R, Li L, Anna V, Xie G, Yao C, et al. Prevalence, awareness,
treatment, and control of hypertension in China: data from the China National
Nutrition and Health Survey 2002. Circulation. 2008;118(25):2679–86.

16. National Center for Chronic and Non-communicable Disease Control and
Prevention, Chinese Center for Disease Control and Prevention. Report on
Chronic Disease Risk Factor Surveillance in China, 2013. Beijing: Military
Medical Science Press; 2016. (In Chinese).

17. Mendis S, Lindholm LH, Mancia G, Whitworth J, Alderman M, Lim S, et al.
World Health Organization (WHO) and International Society of Hypertension
(ISH) risk prediction charts: assessment of cardiovascular risk for prevention
and control of cardiovascular disease in low and middle-income countries.
J Hypertens. 2007;25(8):1578–82.

18. Beaglehole R, Bonita R, Horton R, Adams C, Alleyne G, Asaria P, et al. Priority
actions for the non-communicable disease crisis. Lancet. 2011;377(9775):1438–47.

19. Calhoun DA, Jones D, Textor S, Goff DC, Murphy TP, Toto RD, et al. Resistant
hypertension: diagnosis, evaluation, and treatment: a scientific statement
from the American Heart Association Professional Education Committee
of the Council for High Blood Pressure Research. Circulation.
2008;117(25):e510–26.

20. Giovino GA, Mirza SA, Samet JM, Gupta PC, Jarvis MJ, Bhala N, et al.
Tobacco use in 3 billion individuals from 16 countries: an analysis of
nationally representative cross-sectional household surveys. Lancet.
2012;380(9842):668–79.

21. Yang G, Ma J, Chen A, Zhang Y, Samet JM, Taylor CE, et al. Smoking
cessation in China: findings from the 1996 national prevalence survey.
Tob Control. 2001;10(2):170–4.

22. Chen Z, Peto R, Zhou M, Iona A, Smith M, Yang L, et al. Contrasting male
and female trends in tobacco-attributed mortality in China: evidence
from successive nationwide prospective cohort studies. Lancet.
2015;386(10002):1447–56.

Li et al. BMC Medicine  (2017) 15:132 Page 10 of 11

dx.doi.org/10.1186/s12916-017-0894-5
http://www.un.org/ga/search/view_doc.asp?symbol=A/66/L.1
http://www.un.org/ga/search/view_doc.asp?symbol=A/66/L.1
http://apps.who.int/gb/ebwha/pdf_files/WHA65/A65_DIV3-en.pdf
http://apps.who.int/gb/ebwha/pdf_files/WHA65/A65_DIV3-en.pdf
http://www.un.org/sustainabledevelopment/health/
http://www.un.org/sustainabledevelopment/health/
http://www.who.int/nmh/events/2012/ncd_discussion_paper/en


23. Yang G, Wang Y, Wu Y, Yang J, Wan X. The road to effective tobacco
control in China. Lancet. 2015;385(9972):1019–28.

24. Hu TW, Lee AH, Mao Z. WHO Framework Convention on Tobacco Control
in China: barriers, challenges and recommendations. Glob Health Promot.
2013;20(4):13–22.

25. The impacts of tobacco tax increase. http://www.cb.com.cn/special/show/
810.html. Accessed 18 April 2017. (In Chinese).

26. Lakhdar CB. Quantitative and qualitative estimates of cross-border tobacco
shopping and tobacco smuggling in France. Tob Control. 2008;17(1):12–6.

27. Choi SE. Are lower income smokers more price sensitive? The evidence
from Korean cigarette tax increases. Tob Control. 2016;25(2):141–6.

28. Xi B, Liang Y, He T, Reilly KH, Hu Y, Wang Q, et al. Secular trends in the
prevalence of general and abdominal obesity among Chinese adults,
1993–2009. Obes Rev. 2012;13(3):287–96.

29. National Center for Chronic and Non-communicable Disease Control and
Prevention, Chinese Center for Disease Control and Prevention. Report on
Chronic Disease Risk Factor Surveillance in China, 2010. Beijing: Military
Medical Science Press; 2010. (In Chinese.)

30. Zhai F, Wang H, Du S, He Y, Wang Z, Ge K, et al. Prospective study on
nutrition transition in China. Nutr Rev. 2009;67 Suppl 1:S56–61.

31. Chen Z, Lee L, Chen J, Collins R, Wu F, Guo Y, et al. Cohort profile: the
Kadoorie Study of Chronic Disease in China (KSCDC). Int J Epidemiol.
2005;34(6):1243–9.

32. Shu XO, Li H, Yang G, Gao J, Cai H, Takata Y, et al. Cohort profile: the
Shanghai Men's Health Study. Int J Epidemiol. 2015;44(3):810–8.

33. Zheng W, Chow WH, Yang G, Jin F, Rothman N, Blair A, et al. The Shanghai
Women's Health Study: rationale, study design, and baseline characteristics.
Am J Epidemiol. 2005;162(11):1123–31.

34. Wang X, Lu M, Qian J, Yang Y, Li S, Lu D, et al. Rationales, design and
recruitment of the Taizhou Longitudinal Study. BMC Public Health.
2009;9:223.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Li et al. BMC Medicine  (2017) 15:132 Page 11 of 11

http://www.cb.com.cn/special/show/810.html
http://www.cb.com.cn/special/show/810.html

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data
	Projection of NCD premature mortality in 2030
	Presentation of the analysis results

	Results
	Premature deaths and mortality in 2030
	Premature deaths avoided in multiple scenarios
	Achievability of the one-third reduction goal in premature mortality from NCDs

	Discussion
	Conclusions
	Additional file
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

