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The World Infection Fund (Vif ) was founded in
2005 by prominent researchers with the
intention to gather support in order to promote
research and development for infectious diseases
aﬀecting the world’s poor, as well as to contribute
to an increased awareness of the impact of these
diseases on people in lower-income settings.
Vif has throughout the years made several
contributions within the Swedish development
for global health. We have funded field work and
projects in Africa and Asia. As an opinion-former,
Vif has a close dialogue with the Government
Oﬃces of Sweden regarding global health, and
with international organisations such as WHO,
Médecins Sans Frontières as well as The Global
Fund.

Through advocacy and funding of
research, these are some of the
diseases that Vif aims to combat:
African
trypanosomiasis

Relapsing fever

Chagas disease

Respiratory tract
infections

Diarrhoeal diseases

River blindness

HIV/AIDS

Schistosomiasis

Leishmaniasis

Tuberculosis

Malaria
Measles
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Background
The end of 2015 marked the culmination of the
Millennium Development Goals (MDGs) and
the inauguration of the even more ambitious
Sustainable Development Goals (SDGs). The
MDG era was largely focused on gaining traction
against the human immunodeficiency virus
(HIV) pandemic and other infectious disease
priorities such as malaria and tuberculosis (TB),
whereas the SDGs represent a more comprehensive approach to tackling global health
priorities with the inclusion of non-communicable disease (NCD), risk reduction and health
system strengthening targets. Healthy lives and
wellbeing for all (SDG 3) is linked to nearly all
the SDGs, but particularly to SDG 1, as poverty
is arguably the greatest risk factor for acquiring
and succumbing to disease worldwide.
The relationship between communicable diseases
(CDs) and poverty is often akin to that of the
chicken and the egg, where one seemingly exists,
in part, because of the other. Poverty creates
conditions that perpetuate the spread of
infectious diseases and prevents aﬀected populations from obtaining adequate access to
prevention and care. On the other hand,
catastrophic health expenditure associated with
many NCDs throws many households in lowand middle-income countries (LIC-MICs) below
the poverty line. Poverty does not only limit
access to healthcare, but also to education and
sanitation, as well as amplifies the eﬀect of gender
and racial inequalities.
A report published in 2019 by the Bill and
Melinda Gates Foundation (BMGF)¹ highlighted
that while health status and education are
improving globally there is still a huge divide
between the health status of people who live in
poorer and marginalised communities and those
who live in more aﬄuent communities. For
instance, the study revealed that »more children
die every single day in Chad than die in Finland
in an entire year

6

in an entire year.« Children in the poorest nations
are the most vulnerable.
In 2015, South Asia and sub-Saharan Africa were
home to 85% (629 million) of the world’s
extreme poor, and half of the world’s 736 million
extreme poor lived in just five countries (India,
Nigeria, Democratic Republic of Congo,
Ethiopia, and Bangladesh). Of these 5 countries
two are classified as low income while the
remaining three as lower-middle income
countries (LMIC).
This current report will highlight major causes of
disease burden in low income countries (LICs)
and LMICs and to a lesser extent discuss some
drivers of disease among the world’s poor. Data
showcased in this report have been sourced
primarily from the global burden of disease
(GBD) 2017 study and the World Health
Organization (WHO). Other supplementary
sources are referenced accordingly. Disease
burden will be expressed primarily using the
disability-adjusted life year (DALY). DALYs
account for years of life lost because of premature
death, as well as years of life lived with disability
caused by disease. One DALY can be thought of
as one year of healthy life lost, and the overall
disease burden can be thought of as a measure of
the gap between current health status and the
ideal health status (where the individual lives to
old age free from disease and disability). In
practice, DALYs tend to underestimate the
burden of disease in part because of gaps in the
data from low and lower-middle income
countries.

Omoh Duze
Healthcare and Development Consultant
Research Cooperation Manager (Internship), Swedish
International Development Cooperation Agency
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Disease Burden
Communicable disease burden
Globally, only about 28% of total all age DALYs
were caused by communicable, maternal,
neonatal and nutritional causes in 2017, a decline
from 43% in 2000. However, in LICs these
account for 59% (NCDs 33% and injuries 8%)
of total all age DALYs as compared to 5%
(NCDs 85% and injuries 10%) in high income
countries (HICs). It is worthy of note that there
is a significant overlap of causes classified as neonatal, maternal and nutritional with those
classified as communicable. CDs alone account
for six of the top ten causes of DALYs, and five of
the top ten causes of death in LICs.²
Malaria, HIV, TB, and neglected tropical diseases
(NTDs) are among the leading causes of death
and DALYs in LICs and LMICs.
Child and maternal causes
Children are disproportionately aﬀected by CDs
in lower income settings. 85% of under five
deaths in LICs are attributable to communicable,
maternal, neonatal and nutritional causes.
Communicable diseases alone, such as lower
respiratory tract infections, diarrhoeal disease and
malaria accounted for 52% of all of deaths
among under-fives in LICs.²
Deplorable living conditions and poor sanitation
are directly linked to the spread of many diseases
such as respiratory tract infections and diarrhoeal
diseases. While it is diﬃcult to ascertain how
many deaths are directly resultant from poor
sanitation, a WHO study in 2012 calculated that
for every U.S. dollar ($1) invested in sanitation,
there was a return of 5.5 USD in lower health
costs, more productivity, and fewer premature
deaths.³
In the same vein, the WHO estimates that every
year 1.5 million

year 1.5 million children under the age of 5 die
from infectious diseases that could have been
prevented by vaccination.⁴ Such information
usually underestimates the actual number of cases
due to inadequate data reporting at various levels
in many developing countries.
Immunisation currently prevents 2-3 million
deaths every year. However, an estimated 19.4
million children under the age of one year did
not receive basic vaccines in 2018. Around 60%
of these children live in 10 countries: Angola,
Brazil, the Democratic Republic of the Congo,
Ethiopia, India, Indonesia, Nigeria, Pakistan, the
Philippines, and Vietnam.⁵ Vaccine preventable
illness accounted for over 10 million DALYs in
2016.
Among women of childbearing age in LICs, the
burden of CDs is significantly higher than
counterparts from more aﬄuent states. Four of
the top five leading causes of death in this subgroup are classified as CDs—HIV, TB, malaria,
and diarrhoeal disease.
Taking a closer look at maternal mortality uncovers more staggering ratios. It is estimated by
the WHO that 94% of all maternal deaths occur
in low and lower-middle income countries. The
maternal mortality ratio (MMR) in LICs in 2017
was 462 per 100,000 live births versus 11 per
100,000 live births in HICs.⁶ The bulk of
pregnancy related deaths are due to severe
bleeding, infection and pre-eclampsia.
The eﬀects of terror and conflict further amplify
the divide. The high number of maternal deaths
in some areas of the world reflects inequalities in
access to quality health services and highlights the
gap between rich and poor. In South Sudan,
which is one of 15 countries considered to be
»very high alert« or »high alert« being a fragile
state⁶, maternal mortality in 2017 was as high as
1150 per 100 000 live births.

7

WORLD INFECTION FUND THE BURDEN OF DISEASE AMONG THE WORLD’S POOR

state⁶, maternal mortality in 2017 was as high as
1150 per 100,000 live births.

approximately 300,000 and 430,000 deaths, and
20 million and 24 million DALYs in LICs and
LMICs respectively.

Malaria

As with many CDs, children remain vulnerable.
A recent report (2018) by UNICEF highlights
that children are less likely to receive treatment
for HIV.¹⁰ In the same vein the global target of
providing antiretroviral therapy to 1.6 million
children by 2018 was missed. The majority of
new child HIV infections in western and central
Africa were due to the low coverage of antiretroviral therapy among pregnant women living
with HIV.⁸ This highlights the need for placing
women at the center of a concerted global
response to HIV in countries most aﬀected.

In 2017, an estimated 219 million cases of
malaria occurred worldwide (95% confidence
interval [CI]: 203–262 million), compared with
217 million cases in 2016 (95% CI: 200–259
million) and 239 million cases in 2010 (95% CI:
219–285 million).
Most malaria cases in 2017 were in the WHO
African Region (200 million or 92%), followed
by the WHO South-East Asia Region with 5% of
the cases and the WHO Eastern Mediterranean
Region with 2%. Fifteen countries in subSaharan Africa and India carried almost 80% of
the global malaria burden. Five countries
accounted for nearly half of all malaria cases
worldwide: Nigeria (25%), Democratic Republic
of the Congo (11%), Mozambique (5%), India
(4%), and Uganda (4%)⁷.
The 10 highest burden countries in Africa
reported increases in cases of malaria in 2017
compared with 2016. Of these, Nigeria,
Madagascar and the Democratic Republic of the
Congo had the highest estimated increases, all
greater than half a million cases. In contrast,
India reported 3 million fewer cases in the same
period, a 24% decrease compared with 2016.
In 2017, there were an estimated 435,000 deaths
from malaria globally, 72% of which occurred in
LICs. Children aged under 5 years are the most
vulnerable group aﬀected by malaria. In 2017,
they accounted for 61% (266,000) of all malaria
deaths worldwide.⁷
Based on the 2017 GBD report, malaria is the
second leading cause of DALY loss in LICs (next
to lower respiratory tract infections) and accounts
for up to 32 million DALYs.
HIV
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There were approximately 37.9 million people
living with HIV (PLWH) at the end of 2018
with 1.7 million people becoming newly infected
in 2018 globally. Approximately 71% of PLWH,
65% of new infections and 75% of deaths
occurred in sub-Saharan Africa.⁸ ⁹ In sub-Saharan
Africa, four in five new infections among adolescents aged 15–19 years are in girls. Young
women aged 15–24 years are twice as likely to be
living with HIV than men.⁸ HIV accounts for
approximately 300 000 and 430 000 deaths, and
20 million and 24 million DALYs in LICs and
LIC-MICs respectively.

An increase in the availability of financial
resources to respond to HIV in low- and middleincome countries between 2016 and 2017
suggested that the world was making good on its
commitment—with almost two-thirds of all
people living with HIV in 2018 receiving
lifesaving antiretroviral therapy, and more than
half having suppressed viral loads. However, in
2018 investment toward the HIV response in
these countries decreased by almost 1 billion
USD in just one year.⁸ Adequate funding for the
global HIV response must be sustained in order
to maintain traction toward set goals and targets.

Tuberculosis
Globally, an estimated 10 million people fell ill
with TB in 2018, a number that has been
relatively stable in recent years. The burden of
disease varies enormously among countries, from
fewer than five to more than 500 new cases per
100,000 inhabitants per year, with the global
average being around 130. There were an
estimated 1.2 million TB deaths among HIVnegative people in 2018 (a 27% reduction from
1.7 million in 2000), and an additional 251,000
deaths among HIV-positive people (a 60%
reduction from 620,000 in 2000).¹¹ HIV is the
greatest risk factor for developing active TB
disease.¹²
Geographically, most TB cases in 2018 were in
the WHO regions of South-East Asia (44%),
Africa (24%) and the Western Pacific (18%),
with smaller percentages in the Eastern
Mediterranean (8%), the Americas (3%) and
Europe (3%). Eight countries accounted for two
thirds of the global total: India (27%), China
(9%), Indonesia (8%), the Philippines (6%),
Pakistan (6%), Nigeria (4%), Bangladesh (4%)
and South Africa (3%) (11). These and 22 other
countries in WHO’s list of 30 high TB burden
countries accounted for 87% of the world’s cases.
In LICs and LIC-MICs TB accounts for up to 12
million and 29 million DALYs respectively.
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Leading causes of all age deaths
Low income countries

Global

High income countries

1

Cardiovascular diseases

1

Cardiovascular diseases

1

Cardiovascular diseases

2

Respiratory infections & TB

2

Cancer

2

Cancer

3

Maternal & neonatal

3

Chronic respiratory

3

Neurological disorders

4

Enteric infections

4

Respiratory infections & TB

4

Chronic respiratory

5

Cancer

5

Neurological disorders

5

Diabetes & CKD

6

NTDs & malaria

6

Diabetes & CKD

6

Digestive diseases

7

HIV/AIDS & STIs

7

Digestive diseases

7

Respiratory infections & TB

8

Other infectious

8

Maternal & neonatal

8

Unintentional injuries

9

Other non-communicable

9

Unintentional injuries

9

Self-harm & violence

10 Digestive diseases

10 Enteric infections

10 Other non-communicable

Leading causes of all age DALYs
Low income countries

Global

High income countries

1

Maternal & neonatal

1

Cardiovascular diseases

1

Cancer

2

Respiratory infections & TB

2

Cancer

2

Cardiovascular diseases

3

NTDs & malaria

3

Maternal & neonatal

3

Musculoskeletal disorders

4

Enteric infections

4

Respiratory infections & TB

4

Neurological disorders

5

Other non-communicable

5

Musculoskeletal disorders

5

Mental disorders

6

HIV/AIDS & STIs

6

Mental disorders

6

Diabetes & CKD

7

Cardiovascular diseases

7

Other non-communicable

7

Unintentional injuries

8

Other infectious

8

Chronic respiratory

8

Chronic respiratory

9

Nutritional deficiencies

9

Neurological disorders

9

Other non-communicable

10 Cancer

10 Unintentional injuries

Communicable, maternal, neonatal, and nutritional diseases

Injuries

Non-communicable diseases

10 Digestive diseases
SOURCE Institute for Health Metrics and Evaluation (IHME), The

Global
Burden of Diseases, Injuries, and Risk Factors Study 2017 (GBD 2017)

Pakistan (6%), Nigeria (4%), Bangladesh (4%),
and South Africa (3%).¹¹ These and 22 other
countries in WHO’s list of 30 high TB burden
countries accounted for 87% of the world’s cases.
In LICs and LMICs, TB accounts for up to 12
million and 29 million DALYs respectively.

the poor. Increasing levels of AMR have important economic implications as second and
third-line regimens for most conditions including
TB are more expensive, more cumbersome, and
occasionally less eﬀective.

Drug-resistant TB remains a huge public health
concern. The latest anti-TB drug resistance
surveillance data show that 3.5% of new and
18% of previously treated TB cases in the world
are estimated to have rifampicin- or multidrugresistant tuberculosis (MDR-TB). In 2018, an
estimated 558,000 new cases of drug resistant TB
emerged globally, 82% of these were MDR-TB¹³.
Based on a recent report to the secretary general
of the United Nations by the interagency
coordination group on Antimicrobial Resistance
(AMR)¹⁴ the MDR-TB accounts for 230,000
deaths and could increase to 10 million deaths
globally per year by 2050 if no action is taken.

Neglected tropical diseases

Antimicrobial resistance (AMR) worsens an
already high burden of infectious diseases among
the poor. Increasing levels of AMR have
important economic implications as second and
third-line regimens for most conditions including
TB are more expensive, more cumbersome and
occasionally less eﬀective.

NTDs are a diverse group of communicable
diseases that prevail in tropical and subtropical
conditions in 149 countries. They aﬀect more
than one billion people and cost developing
economies billions of dollars every year.
Populations living in urban slums in the poorest
regions of the world and in close contact with
infectious vectors and domestic animals and
livestock are those worst aﬀected by these
blinding, disfiguring, and debilitating diseases.
NTDs can cause ongoing severe pain and longterm disability with subsequent stigmatisation
and social exclusion. These conditions prevent
suﬀerers from working to support their families
economically thereby locking them into poverty.

9
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The WHO has prioritised 18 NTDs, which are
caused by diverse organisms:
Bacteria:

Buruli ulcer, leprosy (Hansen disease), trachoma, and yaws;

malaria.¹⁶
Several studies have purported that increasing
trends in dengue incidence are directly linked to
climate change.¹⁷

Helminths:

cysticercosis/taeniasis, dracunculiasis (Guinea worm disease), echinococcosis, foodborne trematodiasis, lymphatic
filariasis (Elephantiasis), onchocerciasis
(River blindness), schistosomiasis, and soiltransmitted helminthiases (ascariasis, hookworm infection and trichuriasis);
Protozoa:

Chagas disease, African trypanosomiasis (Sleeping sickness) and leishmaniasis
Viruses:

dengue, chikungunya, and rabies.

Among all NTDs, dengue, foodborne trematodiasis, cysticercosis, schistosomiasis, and lymphatic
filariasis are the top five with the highest number
of DALYs, while the top five of death rank
consists of dengue, rabies, schistosomiasis,
Chagas disease, and leishmaniasis. Annual
estimates vary from 26 million to 48 million
years lost to the diseases.¹⁵ In 2017, WHO listed
snakebite envenoming as an NTD. Snakebite
envenoming is a neglected tropical disease that
kills over 100,000 people and maims
approximately 400,000 people every year.
Of these debilitating diseases, dengue is of
growing public health concern. Dengue is a viral
disease that is transmitted by female mosquitoes
mainly of the species Aedes aegypti and, to a lesser
extent, Ae. albopictus. These mosquitoes also
transmit chikungunya, yellow fever, and Zika
infection. Dengue is widespread throughout the
tropics, with local variations in risk influenced by
rainfall, temperature, and unplanned rapid
urbanisation.
The incidence of dengue has grown dramatically
around the world in recent decades. A vast
majority of cases are asymptomatic and hence the
actual numbers of dengue cases are underreported, and many cases are misclassified. One
estimate indicates 390 million dengue infections
per year (95% CI 284–528 million), of which 96
million (67–136 million) manifest clinically¹⁶.
Not only is the number of cases increasing as the
disease spreads to new areas, but explosive
outbreaks are occurring. The threat of a possible
outbreak of dengue fever now exists in Europe as
local transmission has been reported. Among
travelers returning from LIC-MICs, dengue is the
second most diagnosed cause of fever after
malaria (15).
Several studies have purported that increasing

10trends in dengue incidence are directly linked to
climate change (16).

Rising trend of NCDs and
the double burden
There has been a surge in the burden of NCDs in
sub-Saharan Africa over the past two decades,
partly driven by increasing life expectancy and a
growing incidence of cardiovascular risk factors
such as unhealthy diets, reduced physical activity,
hypertension, obesity, diabetes, dyslipidemia, and
air pollution.¹⁸ NCDs pose a significant threat to
household livelihoods in LICs. The poor are at a
greater risk of experiencing the catastrophic
eﬀects of medical expenses on NCDs.
Cardiovascular diseases (CVDs), cancer, mental
disorders and diabetes are among the leading
causes of DALYs caused by NCDs in LICs and
LMICs.
Cardiovascular diseases
CVDs are the number one cause of death
globally; more people die annually from CVDs
than from any other cause. Out of the 17 million
premature deaths (under the age of 70) due to
NCDs in 2015, 82% are in LIC-MICs, and 37%
are caused by CVDs.¹⁹ According to the GBD
2017, CVDs accounted for over 700,000 and 6
million deaths, and 19 million and 146 million
DALYs in LICs and LMICs respectively.
There is a growing concern that the cardiovascular disease burden, driven by increasing
behavioural risk factors such as smoking and
unhealthy diets, is likely to increase and pose
serious challenges to weak health systems in LICMICs.¹⁸
Cancer
The epidemiologic trend of cancers in LIC-MICs
is of concern. Despite a lower incidence of cancer
in LIC-MICs compared with HICs, total cancerrelated mortality is significantly higher in LICMICs (and continue to rise, whereas mortality
rates in HICs are either decreasing or stable)
especially in people younger than 65 years of age.
²⁰ In 2012, 65% of all cancer deaths globally
occurred in LIC-MICs, an estimate that is
projected to increase to 75% by 2030. Reasons
for these disparate trends include better risk
factor control in HICs (lower infection-associated
cancers, antismoking campaigns, other preventive

In Vietnam, many children do not receive basic
vaccines. Worldwide, vaccine preventable illness
accounted for over 10 million DALYS in 2016.
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Distribution of DALYs across causes in LICs vs HICs (%)
Low income countries, both sexes, all age DALYs
Stroke

Neonatal

59%

IHD

LRI

TB
Diarrhoea

Anxiety

Congenital

HIV

STI

Meningitis
8%

CKD

Diabetes

33%

Iron

Malaria

High income countries, both sexes, all age DALYs
Lung cancer

Back pain

Falls

Road
injuries

Depression
Self harm

Alzheimer's

Anxiety

Drugs
85%

Diabetes
Communicable, maternal, neonatal, and nutritional diseases

CKD
Injuries

Non-communicable diseases

factor control in HICs (lower infection-associated
cancers, antismoking campaigns, other preventive
measures), edu-cational resources, increased
number of screening and surveillance programs
with earlier detection of disease, and improved
cancer therapies.²⁰
Based on data from GBD 2017, cancer
accounted for approximately 370,000 and 2
million deaths, and 12 million and 65 million
DALYs in LICs and LMICs respectively.
Mental disorders
Despite being globally recognised as an important public health issue, mental illness is still
less prioritised as a cause of disease burden in
many LIC-MICs, though more than 70% of the
global mental illness burden occurs in these
countries. The coverage of mental health service
in LIC-MICs remains low despite the growing
need for mental health interventions.²¹
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The brunt of inadequate mental health service
coverage in LIC-MICs is largely borne by girls
and women. Across the life course, evidence
shows that girls and women are more likely than
male counterparts to experience mental disorders
(21). Data from the GBD 2017 study shows that
mental disorders (primarily depressive & anxiety
disorders) are the leading cause of DALYs from
NCDs in women of reproductive age in LICs

SOURCE Institute for Health Metrics and Evaluation (IHME), The

Global
Burden of Diseases, Injuries, and Risk Factors Study 2017 (GBD 2017)

shows that girls and women are more likely than
male counterparts to experience mental disorders.²² Data from the GBD 2017 study shows
that mental disorders (primarily depressive and
anxiety disorders) are the leading cause of DALYs
from NCDs in women of reproductive age in
LICs and LMICs. They represent up to 9% of
the total NCD burden in this population and
account for approximately 3.2 million and 16
million DALYs in LICs and LMICs respectively.
Diabetes
Of the estimated 425 million people with
diabetes worldwide, four-fifths currently live in
LIC-MICs and increasing numbers of children
and young adults have been diagnosed with the
disease.²³ The rising prevalence of diabetes in
LIC-MICs is believed to be associated with many
factors, including ageing populations, urbanisation, cultural and social changes, changes in
diagnostic criteria and screening practices, better
treatment and survival, and increasing trends in
behavioural risk factors. Diabetes accounts for
approximately 89,000 and 621,000 deaths, and
4 million and 28 million DALYs in LICs and
LIC-MICs respectively and is among the leading
causes of death and DALYs due to NCDs in
these countries.

10%

LRI

5%

Stroke

Neonatal

IHD
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Leading causes of all age DALYs in LICs
Disease

DALY

Deaths

Notes

NTDs

26 million–48 million¹

Top 5 DALYs: Dengue, foodborne
trematodiasis, cysticercosis, schistosomiasis
and lymphatic filariasis.² Top 5 death:
Dengue, rabies, schistosomiasis, Chagas
disease and leishmaniasis²

Malaria

32 million

approx. 314,000

WHO African Region accounts for 92% of
global malaria cases (200 million)
Children aged under 5 years accounted for
61% (266,000) of all malaria deaths
worldwide³

HIV

20 million

approx. 300,000

Approximately 71% of people living with HIV,
65% of new infections and 75% of deaths
occurred in sub-Saharan Africa 4

Cardiovascular
disease

18 million

approx. 700,000

Comprises of ischemic heart disease, stroke,
hypertensive heart disease, rheumatic heart
disease and other cardiovascular disease

TB

12 million

approx. 268,000

South-East Asia (44%), Africa (24%) and the
Western Pacific (18%)—WHO regions with
highest TB burden 5 . MDR-TB accounts for
approx. 230,000 deaths6

Cancer

12 million

approx. 370,000

Total cancer-related mortality is significantly
higher in low- and middle-income countries 7

Diabetes

4 million

approx. 89,000

Mental
disorders

3.2 million

Leading cause of DALYs from NCDs in
women of reproductive age in LICs²

1. Neglected tropical diseases – the present and the future. Winkler AS, Klohe K, Schmidt V, et al. s.l. : Tidsskr Nor Laegeforen, 2018, Tidsskr Nor Legeforen 2.
Institute for Health Metrics and Evaluation (IHME) The Global Burden of Diseases, Injuries, and Risk Factors Study 2017 (GBD 2017) 3. WHO World Malaria
Report 2018 4. Mapping HIV prevalence in sub-Saharan Africa between 2000 and 2017 Dwyer-Lindgren, L., Cork, M.A., Sligar, A. et al. 2019, Nature 5. WHO
Global Tuberculosis Report 2019 6. Ibid. Multidrug-resistant tuberculosis factsheet 2018 7. Cancer Control in Low- and Middle-Income Countries: Is It Time
to Consider Screening? Shah, Shailja C et al. 2019, Journal of global oncology vol. 5

4 million and 28 million DALYs in LICs and
LMICs respectively and is among the leading
causes of death and DALYs due to NCDs in
these countries.
CD and NCD comorbidity
Approaching CDs and NCDs as separate and
unrelated can lead to a significant missed
opportunity for eﬃciency gains within programs
and initiatives targeted at the prevention and
control of these two overarching disease
categories. NCDs and CDs share common
features, such as long-term care needs and
overlapping high-risk populations. There are also
notable direct interactions, such as the association
between certain CDs and cancer, as well as
evidence of increased susceptibility to CDs in
individuals with NCDs. A better appreciation of
these interrelations and an understanding of how
CDs impact NCDs and vice versa will help
inform a more integrated approach to how
disease programs are developed and deployed in
LMICs.

LIC-MICs.
Common risk factors exist for both CDs and
NCDs such as urban and indoor air pollution,
over- and undernutrition, alcohol and tobacco
intake, in addition to low socio-economic status.
A life-course perspective further amplifies the
influence of low socio-economic status, as factors
influencing growth and development during
foetal and infant life can have CD and NCD
consequences in adulthood.²⁴ Recent findings on
maternal and childhood undernutrition and
certain environmental exposures have highlighted
important links between early-life insults and
susceptibility to CDs and NCDs later in life.²⁵
Many NCDs have well established infectious
disease origins such as some lung, gastric, hepatic,
bladder and cervical cancers, heart disease, and
chronic kidney disease. In the same vein NCDs
can cause increased susceptibility to infections
and more adverse symptoms. The presence of an
NCD may also reduce the eﬃcacy of certain
therapies leading to poor treatment outcomes of
infectious diseases.
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Conclusions
Data on global health trends do not adequately
reflect the disease burden among the poor. In
lower income settings communicable, maternal,
neonatal, and nutritional causes dominate
leading causes of death and DALY loss. NCDs
contribute significantly less to the disease burden
in these settings, though on the rise and
associated with increased mortality in LIC-MICs.
Lower respiratory tract infections, malaria, HIV,
TB, NTDs, cardiovascular disease, cancers, and
diabetes are among leading causes of death and
D A LY l o s s i n p o o r a n d m a r g i n a l i s e d
communities.
Women and children in LICs and LMICs are
disproportionally aﬀected by communicable
diseases that are perpetuated by poverty and
conflict. Children in these countries account for
the largest proportion of malaria deaths, are less
likely to access antiretroviral therapy in the
treatment of HIV, and continue to die from
vaccine preventable illness. Women in low
income settings are also more likely to die from
pregnancy related causes and be infected with
HIV.
The rising trend of NCDs must also not be
ignored. Rather than approaching CDs and
NCDs as unrelated disease categories, acknowledging their common features and interactions
will allow for a more desegregated approach to
disease interventions. There is an opportunity for
further research on how to integrate NCDs into
existing CD programs in LIC-MICs which have
shown promising results, to allow for reciprocal
learning and sustained gains.
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Weak primary healthcare, air pollution and
climate change, Ebola and other high threat
pathogens, AMR, and vaccine hesitancy pose a
great threat to global health. In addition to the
global threat, LIC-MICs face the double burden
of CDs and NCDs and the associated overwhelming demand on frail health systems which
further perpetuate the cycle of poor health
outcomes and slows progress toward attaining the
SDGs.

whelming demand on frail health systems which
further perpetuate the cycle of poor health
outcomes and slows progress toward attaining the
SDGs.
Considering the recent call to action at the
United Nations General Assembly²⁶ for governments in all countries to invest an additional 1%
of their gross domestic product for primary
health care it is important to note that for many
of the poorest countries, including many aﬀected
by conflict, this may be neither feasible nor
suﬃcient. There is therefore a need for sustained
global funding toward increasing access to
primary healthcare to reduce the spread of
communicable diseases and for improved
management of NDCs in LICs.
Also worthy of note is a recent report by
Médecins Sans Frontières²⁷ which highlighted
that donor fatigue marked by premature exit
tactics from LIC-MICs and an international
discourse that appears to underplay the impact of
the funding shortfall in recent years could
potentially jeopardise strides made toward ending
major disease epidemics that have disproportionally aﬀected the poor and marginalised.
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