Health Scope.2012;1(3):96-98.

Health Scope

International Quarterly journal

w““;hxnlthuupt LCOIm | |'I

Rich Diseases in Poor Countries

Alireza Ansari-Moghaddam", Mansour Shakiba?

1Health Promotion Research Center, Zahedan University of Medical Sciences, Zahedan, IR Iran

2 Department of psychiatry, Zahedan University of Medical Sciences, Zahedan, IR Iran

ARTICLE INFO

Article type:
Editorial

Article history:
Received: 10 Oct 2012
Accepted: 23 Oct 2012

Keywords:
Chronic Disease
Developing Countries

Non-communicable diseases (NCDs) are becoming in-
creasing prevalent worldwide and noticeably threaten
health and longevity in developing countries (1-3). Ac-
cording to the WHO annual report, approximately 65% of
57 million deaths from all causes in 2009 were attribut-
able to chronic disease including cancer, cardiovascular,
diabetes, mental illness and pulmonary diseases (1, 2) .
Furthermore, this proportion is expected to increase by
69% in 2030 if the current trends continue without any
change (1, 2). A longstanding assumption has been that
chronic no communicable diseases are the problems
of the rich and that the infectious, communicable, and
maternal-fetal diseases are the problems of the poor
countries (3). However, this belief is no longer true as the
pattern of morbidity and mortality of NCDs are rapidly
changing, with rates generally decreasing, or stabiliz-
ing, in developed countries but increasing in developing
countries (1-3). Accordingly, the future burden of NCDs
will not be equally shared by the world nations (2, 4). At
present, the developing countries sheared less than half
of the global burden of chronic diseases. By 2030, it is

» Implication for health policy/practice/research/medical edu-
cation:

This manuscript provides a good understanding of life and
death in an unequal world. It shows that why non-communi-
cable diseases will place severe pressure on low and middle
income countries in the area of inequality. Then, it could be of
utmost importance for health policy makers.

» Please cite this paper as:
Ansari-Moghaddam A, Shakiba M. Rich Diseases in Poor Coun-
tries. Health Scope. 2012;1(3):96-8.

predicted that 70% of the global burden and 80% deaths
due to NCDs will be borne by the developing world where
these disease have traditionally had low incidence (2,
4). According to the recent estimates, the five aforemen-
tioned chronic non communicable diseases will cost US$
47 trillion over the next 20 years (2). Obviously, the devel-
oping countries are not like the developed nations and
do not share the same opportunities to handle the huge
amount of required budget (2, 4). For example, in Neth-
erland, about 10% of the GNP is devoted to health care,
while this is 2% at the most in the majority of developing
countries (5).

In parallel well known existing, emerging, and reemerg-
ing diseases including tuberculosis, hepatitis, malaria,
AIDS and others continue to be the major of morbidity
and mortality in the developing countries (6-9). Notably,
there is some evidence of associations between communi-
cable and non-communicable diseases which contradict
the separation of the two categories of the diseases among
academic and health policy makers (6-9). For example,
people with diabetes are seven times more likely to have
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culture-positive incident TB (6, 9). Consequently, the in-
creased prevalence of diabetes in less developed regions
may hinder efforts at TB control. Another importance issue
is the worsening risk profile for diabetes and cardiovas-
cular diseases in people on antiretroviral therapy for HIV
infection (6). Accordingly, there will be a sizeable increase
in the number of people with diabetes and cardiovascular
disease especially in resource-poor settings.

Then, the increased prevalence and incidence of non-
communicable diseases along with common infectious
diseases will place severe pressure on those countries
with the least capability, capacity and small budget for
health care to respond properly huge burden of health
problems (1-10). More importantly, the dominance of the
NCDs epidemic in developing countries has not been
well recognized among health experts as these diseases
are less visible than communicable diseases (1-10).

1. Risk Factors: The Enemies to Combat

The burden of non-communicable diseases are rapidly
increasing in developing countries as a result of aging,
increasing adoption of “westernized” lifestyle and high
prevalence of tobacco use.

2. Demographic Changes in Size and Age of
Populations

The first driver of increase in the burden of NCDs is ag-
ing of the population mainly due to global successes in
improved life expectancy combined with a declining fer-
tility rate (11-13). According to recent estimates, there has
been a 20-year increase in the average life expectancy of
the world’s population during the second half of the last
century, with another 10 year increment by 2050 likely
(12). Consequently, the number of persons aged 65 years
or older is estimated to double from 420 million (6.9% of
the global population) in 2000 to approximately 1 billion
(12% of the world population) by 2030, and will approach
16.4% of the world’s population by 2050, with a sharp in-
crease in developing countries due to their expanding
population (12, 13). Importantly, persons over the age of
65 years are several times more likely to develop NCDs
compared with individuals less than 65 years (2, 14, 15).

3. Increasing Tobacco Use

Tobacco is the most important established modifiable
risk factor for CVDs. Currently, about 80% of the 1.2 billion
smokers live in low and middle income countries (LMIC),
particularly in Asia, while smoking is falling in most de-
veloped countries (1) (16) 17). Notably, the smoking epi-
demic across large parts of Asia is relatively immature (by
compared with countries such as the USA and UK where
smoking reached its peak in the 1940’s and 50’s (1, 16, 17).
Therefore, there will be another 30 years before the full
impact of smoking will become apparent because of the
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substantial time-lag between exposure to cigarette smok-
ing and disease onset (1, 16, 17).

4. Changing Lifestyle Behaviors

Over the past two decades, the percentage of urbaniza-
tion has increased dramatically: among the total world
population by 4%, and even more so in East Asia and the
Pacific, by 8% (18). Increased urbanization is often liked
with the adoption of habits and lifestyles that tend to
be hazardous to health including high fat and energy di-
ets and sedentary lifestyles at the expense of traditional
social and cultural habits (3, 19, 20). For, example, tra-
ditional diet rich in fruit and vegetables are now being
increasingly replaced by a diet rich in calories provided
by animal -based products, more sugar as well as more
processed foods and less fiber in all but the poorest coun-
tries (3, 19, 20). In comparison, physical activity appears
to be declining due to modernization, and changes in oc-
cupational behaviors (3,19, 20). Accordingly, there will be
a considerable increase in overweight and obesity. Today,
more than a billion adults are overweight, of which 300
million are clinically obese (21). Given that obesity and
dietary habits represents potential risk factors for CVDs,
type -2 diabetes and some types of cancer in absence of
physical activity, it is non-surprising that the epidemic of
overweight and obesity will be paralleled by the global
epidemic of type-2 diabetes and consequently CVDs and
cancer particularly in developing countries.

5. Prevention and Control of NCDs in LMIC

In conclusion, the primary prevention efforts focused
on healthy diet, physical activity and the avoidance of
tobacco smoking seems to be the three main pillars of
NCDs prevention. The available data from the WHO and
community-based intervention trials have come mainly
from developed regions indicate that 80% of all the cases
of CVDs and type-2 diabetes as well as 40% of all cancer
cases could be prevented through abovementioned pri-
mary preventions (6). These experiences could be highly
applicable in NCDs prevention and lifestyle modification
in developing nations as well.
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