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Executive Summary

The biggest global health crisis in low- and middle-income countries
is not the one you might think. It is not the exotic parasites, bacterial
blights, or obscure tropical viruses that have long occupied interna-
tional health initiatives and media attention. It is cancer, cardiovascular
disease, diabetes, and other noncommunicable diseases (NCDs), which
killed more than eight million people before their sixtieth birthdays in
low- and middle-income countries in 2013 alone. Unless urgent action
is taken, the NCD crisis emerging in developing countries will worsen
and become harder to address with each passing year.

The rise of NCDs in low- and middle-income countries is not merely
the byproduct of success—increasing incomes, reductions in infec-
tious diseases such as HIV/AIDS, or greater adoption of unhealthy
western lifestyles. Recent improvements in life expectancy explain why
more people in developing countries get NCDs. They do not, however,
explain why so many people in these countries are developing NCDs so
much younger and with such worse outcomes than in wealthier nations.
Rates of obesity, consumption of fatty foods, and physical inactivity
are rising in low- and middle-income countries, but they remain much
lower than in most high-income countries. Premature death and dis-
ability from NCDs are increasingly associated with poverty in emerg-
ing nations, just as they are in wealthier countries.

The factors fueling the emergence of NCDs are the combination of
dramatic changes in urbanization, global trade and consumer markets,
and longevity that occurred over decades in wealthy nations but are
happening much faster in still-poor countries. These changes are out-
pacing the ability of developing-country governments to establish the
health and regulatory systems necessary to adjust. With these trends
expected to persist or accelerate, the toll of NCDs on working-age pop-
ulations will increase in these countries (Figure 1).



4 The Emerging Global Health Crisis

FIGURE 1: PREMATURE (UNDER AGE SIXTY) DEATHS FROM NCDS
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Underlying Data Source: Institute for Health Metrics and Evaluation, Global Burden of Disease Study 2013.!

U.S. interests will be affected by the rise of NCDs in low- and mid-
dle-income countries because of their human, economic, and strategic
consequences. More patients will get sick, suffer longer, require more
medical care, and die young. Given the scale of these trends, the results
will reverberate. At the household level, it will mean less income, cata-
strophic health expenditures, and potential impoverishment. At the
national level, it will mean lower productivity and competitiveness,
higher health and welfare expenditures, and a potential missed oppor-
tunity for the demographic dividend that lifted the fortunes of many
higher-income countries. At the global level, the World Economic
Forum projects that the NCD epidemic will inflict $21.3 trillion in
losses in developing countries over the next two decades—a cost nearly
equal to the total aggregate economic output ($24.5 trillion) of these
countries in 2013. These economic consequences will undercut poten-
tial U.S. trade partners and allies, and may reduce domestic support for
foreign governments of strategic interest to the United States.

This outcome is not inevitable. Despite much higher rates of obesity
and physical inactivity, premature death and disability from NCDs have



Executive Summary 5

declined dramatically in the United States and other high-income coun-
tries. The difference? Mostly cheap and effective prevention, manage-
ment, and treatment tools and policies that are not widely implemented
in developing countries, but could be by using well-established global
health strategies. Yet the international community has struggled to act.

The urgency of this situation has led the Council on Foreign Relations
(CFR) to convene an Independent Task Force on Noncommunicable
Diseases in Low- and Middle-Income Countries—its first ever devoted
to a global health matter. The charge of this Task Force is to assess the
case for greater U.S. engagement on the NCD crisis in developing coun-
tries and recommend a practical and scalable strategy for intervention.

The last time that the world confronted a global health challenge
that caused such a large number of premature adult deaths and so dis-
proportionately affected low- and middle-income countries was HIV|
AIDS. The United States led the global response to that disease, and the
world rallied to its side. The U.S. government launched the President’s
Emergency Plan for AIDS Relief (PEPFAR) and worked with other
donors and partners to establish the Global Fund to Fight AIDS, Tuber-
culosis, and Malaria. These programs have delivered treatment to mil-
lions, saved many lives, and inspired a dramatic increase in international
support for addressing other global health challenges from malaria to
tamily planning to maternal and child health. It is an accomplishment
of which every American may feel deeply proud.

This Task Force finds that leadership on the new emerging global
health crisis of NCDs in low- and middle-income countries is vital to
U.S. interests—in improved global health, increased trade and devel-
opment, and U.S. standing in the world. The means by which that
leadership is demonstrated, however, must be different from U.S. inter-
ventions on HIV/AIDS.

The United States cannot solve the NCD crisis emerging in develop-
ing countries. Determining health priorities and allocating resources in
the face of this crisis are decisions for national governments. Yet, work-
ing with like-minded partners, the United States can slow the rise of
this epidemic, lessen its worst effects, and help provide national gov-
ernments with the time and technical assistance needed to tackle this
emerging crisis sustainably on their own.

Figure 2 depicts two projections. The first (red line) is the expected
increase in premature (defined in this report as under age sixty) deaths
from NCDs in the forty-nine countries where the United States



6 The Emerging Global Health Crisis

FIGURE 2: PROJECTED PREMATURE NCD DEATHS IN FORTY-NINE
U.S. PRIORITY COUNTRIES, 2014-2025
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The red dashed line is a linear projection based on country-specific rates. The blue dashed line is a counterfactual based on observed
average historic rates of high-income countries.

Underlying Data Source: Institute for Health Metrics and Evaluation, Global Burden of Disease Study 2013.

currently has significant global health investments. The second (blue
line) is the decrease in premature mortality that would occur if those
countries improved NCD prevention and treatment at the same rate
that the average high-income country did between 2000 and 2013. The
difference between those projections is 5,166,984 lives over the next
eleven years. If this outcome could be achieved or even approached, the
results would be comparable to other successful U.S.-supported initia-
tives on childhood immunization and HIV.?

The Task Force recommends that U.S. investments in NCDs focus
initially on the specific diseases and risk factors that are (a) especially
prevalent among the working-age poor in developing countries and for
which (b) effective and low-cost interventions exist that are (c) amena-
ble to collective action and (d) can leverage existing U.S. global health
programs and platforms. The Task Force applied these criteria to the
NCDs that are causing large numbers of premature deaths in low- and
middle-income countries but far fewer in high-income countries. That
assessment provides the basis for our recommendations in three areas.
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= Challenges onwhich U.S. leadership would make a tremendous difference
now: primary and secondary prevention of cardiovascular disease;
tobacco control; hepatitis B vaccination to prevent liver cancer; and
human papillomavirus (HPV) vaccination and screening programs to
prevent cervical cancer

* Challenges on which U.S. leadership would make a tremendous differ-
ence soon: frugal diagnostic and curative care strategies for treatable
and curable cancers such as leukemia and breast cancer; and better
diabetes management for low-resource settings

» Shared challenges on which U.S. collaboration with developing coun-
tries and the private sector could help: population-based strategies to
reduce poor diets and nutrition, physical inactivity, and obesity; inte-
gration of mental health into primary care; and low-cost chronic care
programs and technologies

The recommendation to increase U.S. engagement on NCDs is not
one to which this Task Force comes lightly. The United States already
does much to address global health, and its resources are not infinite.
Yet given strong U.S. interests in addressing the rising NCD epidemic
in developing countries and the availability of proven, cost-effective
interventions, our conclusion is unavoidable. The time to act is now.

This report proceeds as follows. Sections one and two examine the
emerging crisis of NCDs in developing countries and the factors behind
its rise. Section three assesses U.S. interests in increased engagement
on NCDs internationally. Section four presents a practical, data-driven
set of reccommendations for that engagement. Each recommendation is
accompanied by a case for U.S. investment.

The report concludes with two immediate steps that the United
States should take. First, the U.S. government should undertake a seri-
ous examination of its global health priorities and spending and act to
ensure their continued effectiveness in advancing U.S. interests. In the
forty-nine countries with the most U.S. global health investment, the
U.S. government spent $44.17 in aid for each year of life lost to disabil-
ity and early death from HIV/AIDS in 2010 (as measured in disability-
adjusted life years, or DALYSs), $4.21 per DALY lost to malaria, and
$1.82 per DALY lost to tuberculosis, but only $0.02 per DALY lost to
NCDs. If the United States devoted the same resources it spends at
the lower end of this range—$236 million on tuberculosis in fiscal year
(FY) 2014—to NCDs, it would go along way toward implementing the
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recommendations outlined in this report. The United States should
consider the potential for additional funds to respond to the changing
needs of these countries and the feasibility of building on the positive
legacy of PEPFAR-funded programs by expanding their mandate from
disease-focused goals to more outcome-oriented measures for improv-
ing health.

The costs and the burden of action on NCDs should not be borne by
the United States alone. The second step that the United States should
take is to convene the leading actors and potential partners for address-
ing NCDs—national governments, intergovernmental and inter-
national institutions, philanthropic foundations, nongovernmental
organizations (NGOs), and private companies, especially large-scale
employers operating in heavily affected countries. The purpose of this
convening should be to develop a practical, well-prioritized, and sus-
tainable plan for collective action on the global health crisis of NCDs in
low- and middle-income countries.



