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Abstract

Although the incidence of chronic non-communicable diseases (CNCD:s) is increasing, CNCDs were not included in
the United Nations Millennium Development Goals (2000) which focussed on the major global challenges of
communicable diseases, child and maternal health and poverty-related issues along with strengthening health
policies. Although some countries have since incorporated CNCDs into the MDGs, this has not happened globally, a
matter which requires urgent attention. Obesity and physical inactivity are risk factors for some CNCDs such as
cardiovascular disease and diabetes. The incidence of these risk factors is increasing in developing countries such
as India and South Africa with an increase in urbanization and the influence of Westernization playing an important
role. Cultural influences may also play a role in the increase in obesity e.g. in South Africa, being overweight or
obese is associated with affluence and happiness in some cultures. The World Health Assembly Global Strategy on
Diet, Physical Activity and Health (2004) provides guidelines to reduce global disease, deaths and CNCD risk
factors, with an emphasis on improvement of diet and physical activity promotion. To reduce the incidence of

CNCDis, these guidelines should be implemented using a multi-sectoral and multi-stakeholder approach.
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Global health risks, the World Health Organisation's
upcoming report on global and regional mortality and
disease burden, identifies the following five leading risk
factors that account for one-quarter of all deaths in the
world and one-fifth of all disability-adjusted life years
(DALYS5): being underweight in childhood, unsafe sex,
alcohol use, unsafe water and sanitation and high blood
pressure'. Global health is in a state of transition, with
Chronic Non Communicable Diseases (CNCDs) such as
cardiovascular diseases and diabetes, causing double the
number of deaths ascribable to infectious diseases™.
Exposure to unhealthy dietary habits and a sedentary
lifestyle, especially among indigent urban populations,

increases the risk of CNCDs",
Unbhealthy diet and physical inactivity risk factors are the

result of a complex interplay of various factors that
include irregular, unbalanced meals; aggressive fast food
marketing; sedentary lifestyles; adverse economic,
social and environmental conditions; urbanization;
industrialization and global trade™*’. During the 20"
century in most regions around the world, an extensive
range of demographic and socio-economic shifts has
resulted in major changes in diet and physical activity.
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There has been a steady increase in the consumption of
partially hydrogenated fats, refined carbohydrates, and a
substantial decrease in consumption of whole grains,

fibre, fruits and vegetables*’. Also, increasingly, food is
seen by many people as a beauty and health tool or
emotional medication and not as providing nutritional

satisfaction.
Physical activity has been greatly reduced by

urbanization, industrialization and mechanized forms of
transport’. Approximately 1.9 million deaths occur
among populations annually due to physical inactivity''.
People with lifelong habits of reduced physical activity
and unhealthy diets have an increased risk of obesity and
this in turn leads to adverse metabolic effects on blood
pressure, cholesterol, triglycerides and insulin
resistance’” which ultimately can cause cardiovascular
diseases (CVD), type 2 diabetes,
osteoarthritis and some forms of cancer™". The CVD

dyslipidemia,

burden is increasing rapidly in middle and low income
countries and affects young economically productive
people. If the overwhelming CNCD risk factors are

addressed adequately, quality of life may be increased".
In the last five decades, unhealthy weight prevalence has

been increasing steadily, and obesity is reaching

epidemic levels in both developing and developed

countries'”"”. Obesity has presented as the most prevalent

global nutritional problem over the last two decades,
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eclipsing infectious diseases and under-nutrition as a
significant mortality and ill-health contributor. Globally
an estimated 1 billion adults are overweight, with 300
million of them being obese'’. An estimated 155 million
obese children contribute to this epidemic”. Obese
children tend to become obese adults. Obesity-related
health problems occur in the early years of life and

progress into adulthood".
Obesity results in some non-fatal but incapacitating

health problems such as respiratory difficulties, chronic
musculoskeletal problems, skin problems and infertility
but most significantly results in four main areas of life-
threatening health problems: CVDs; conditions
associated with insulin resistance such as type 2 diabetes;
certain types of cancers, especially the hormonally
related and large-bowel cancers; and gallbladder disease.
The World Health Report of 2002 highlighted that
globally, approximately 58% of diabetic cases, 21% of
ischaemic heart disease cases and 8-42% of certain
cancers were attributable to a body mass index (BMI)

2(12)

above 21 kg/m
In 2005, 60% of all deaths in the world were attributed to

CNCDs, which caused an estimated 35 million of the 58
million global deaths. It has to be noted that CNCDs
account for double the number of deaths from all
infectious diseases (including HIV/AIDS, tuberculosis
and malaria), maternal and perinatal conditions, and
nutritional deficiencies combined™”’. It is equally
important to note that of the 60% global mortality, 80%
of CNCD related mortality rates occur in 23 middle and
low income countries, which include South Africa and
India®. These appalling statistics when viewed against
the popular misconception that CNCDs affect only
populations in high income countries, shows the major
challenges that countries like South Africa and India face
due to the double burden of infectious diseases along

with CNCDs.
In order to address the global health challenges, the Alma

Ata declaration of 'Health for all' was followed up by
Millennium Development Goals (MDGs) . The UN
Millennium declaration was signed by 189 countries in
2000 and was developed into the MDGs”. The eight
MDGs emerged to assist in focusing attention on major
global challenges of communicable diseases, child and
maternal health and poverty-related issues along with
strengthening health policies™. While the public health
and medical communities can rejoice that three of the
eight MDG goals are specifically health focused, it is
extremely important to note that CNCDs have not been

15,24

included within the global MDG targets
Prioritization and investing in CNCD prevention as well
as management is misconceived to remove the emphasis
from communicable disease". Countries with poor
health status are far from the health targets, are unlikely
to make any progress substantially, and are unlikely to
achieve the MDGs by 2015%, especially in sub-Saharan
Africa”. As a way forward to deal with CNCDs which are
the major cause of adult illness and death, some countries
are adapting their MDG goals to incorporate CNCDs.
Countries such as the Czech Republic, Mauritius, Poland
and Thailand have included new indicators such as heart
disease prevalence and death rates to monitor their
MDGs while countries such as Hungary, Indonesia,
Jordan and Lithuania have started noting the importance
of chronic diseases in their countries' MDGs. This is an
important step forward in addressing this immense

challenge’.
South Africa:
Since 1996, after overcoming the Apartheid era, South

Africa has been investing resources in collecting
valuable data that informs the current situation,
highlights various health care challenges and paves the
path for addressing the enormous challenges in the area
of CNCDs along with other health related problems. A
few of the important strategies and studies are

highlighted below:
e The introduction of the Outcome Based Education

(OBE) systems implemented at schools resulted in life
skills being integrated into the curriculum. In 1997
both HIV/AIDS and life skills education commenced
as part of the Department of Health's initiative™.
Stakeholders noted that communication as part of
information exchange in health education was
important and not only based on HIV/AIDS but
included various other health issues of importance”.
Health promotion activities in schools have been
recognized as an effective way of addressing health

related awareness in the community™.
* The 1999 National Food Consumption Survey (NFCS),

documented the prevalence of being overweight at
17% and this increased concerns regarding the
nutrition transition, CNCDs and its association to
urbanization”. CNCDs are the leading causal agents of
death in every region of the world except lowest-
income countries and sub-Saharan Africa. While
HIV/AIDS is the leading cause of death in South
Africa, CVD is ranked first in women's burden of
disease".
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* According to data from the South African
Demographic and Health Survey (SADHS) in 1998, as
education levels increase so do unhealthy dietary
habits and physical inactivity due to urbanization and
other related factors”. This suggests that access to
education does not necessarily translate to a greater

awareness about healthy lifestyle.
* Obesity emergence especially in Black African

women has been documented in studies over recent
years’ . The 1998 SADHS revealed that 56% of women
and 29% of men were either overweight or obese.
Comparing urban and rural situations, 33% of urban
women and 25% of non-urban women were identified

as either overweight or obese™.
* In 2000, a study of BMI contributing to an estimated

disease burden was conducted among the four
population groups of South Africa. This study
highlighted the similarity among Coloured, Indian and
White populations who subsisted on a diet high in fat
and sugar, and low in fibre and carbohydrate. This
study also reveals that while urban Black Africans tend
to consume a western diet, rural Black Africans tend to
follow a traditional diet high in carbohydrates and
fibre but low in simple sugars and fat”. Traditional
perceptions and culture regarding body size promote
the use of food rich in fat and sugar. In Black
communities, being overweight has positive
connotations and is considered a sign of happiness and
affluence”. Black women are feeling the pressure
mounting on them as they are subjected to the norms of
Westernization, whereas local tradition emphasizes
the desirability of a larger body size. Also, a thin figure

is associated with sickness and being HIV positive™.
* In 2001, a South African report discussing 'Poverty

and chronic diseases' highlights that as people get
richer, obesity and hypertension emerge as risk
factors. Therefore it is important to protect poor
people from these risk factors because economic
progress and upward social mobility increases the risk

of major changes in diet and physical activity™.
* In the 2002 National Youth Risk Behaviour Survey

with adolescents, overweight prevalence was
documented at 17% and postulated to be due to
increased energy-dense food consumption and low
physical activity levels. Nationally 37.5% of
adolescents have shown no or very little physical
activity and this confirms the decrease in physical
activity”.

* The 2003 SADHS was carried out as a follow up
survey to the 1998 SADHS. These surveys assist in

tracking changes in the population's health status,
identifying risk factors as well as in understanding if
health services are accessible and utilised by the
population. The 2003 SADHS survey highlights that
being overweight or obese has not changed since 1998
and remain particularly high for women. Fifty five%
of women and 30% of men aged 15 and above are
overweight or obese and the survey also points out that
currently there is considerable evidence of health
problems associated with excess bodyweight which
highlights the urgent need to initiate healthier

environments and lifestyles among all ages.
It is interesting to note that for the first time in the

SADHS, physical activity was measured compared to
other countries. It is not surprising that the survey shows
very high levels of inactivity, especially in urban
settings, with 48% of men and 63 % women in South
Africabeing inactive. This data is extremely important to
set the trend in understanding the reasons behind this
behaviour and then setting agenda to change it so as to

avoid the resulting burden of diseases™.
In 2004, a Multi-sectoral National Health Lifestyle Task

Force was established and a strategy document was
drafted in 2005 which is currently in the advocacy stage.
In 2004, government and private sectors, NGOs and
tertiary institutions convened for the Youth Charter on
Physical Activity Sport Stakeholder Workshop, which
resulted in drafting the Youth Charter and constituting a
steering committee”’. As part of the Healthy Lifestyle
initiative of the Department of Health, “Vuka South
Africa” was formed in 2005 with the intention of
expanding health education, identifying benefits of
fitness and promotion of physical activity. The Move for
Health core message is the encouragement of individuals
to participate in 30 minutes of moderate physical activity

as many times in a week as possible™.
In South Africa, although policies and guidelines for the

management and prevention of CNCDs have been
developed, their successful implementation at the
provincial and local levels has yet to be achieved”.
Inadequate staff and training, short consultation times,
infrequent use of clinical treatment guidelines, little
patient education in regard to self-care and low rates of
regular clinic attendance and adherence to medication
are some of the factors that constrain the management of
these chronic conditions”. In addition, attitudes of health
care professionals and patients may hinder optimal
prevention and management of CNCDs such as

hypertension and diabetes"*
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India:
WHO Global info base, a data warehouse that collects,

stores and displays information on chronic diseases and
their risk factors for all WHO member states reports that
15.2% of females and 16.8% of males fall into the
overweight/obesity range = 25 kg/m? “’. In India, 10-
fall into the
overweight range (BMI equal to or greater that 25 kg/m’)

24.9% of women aged 30 and above

whereas as in South Africa in 2005, more than 75% of
women fell into this category. It has been projected that
by 2015, the number of overweight women in India will
increase to 25-49.9% which will have dire consequences
w.r.t. the prevalence of CNCDs'. It is important to note
that overweight is more prevalent among female, urban
and high-socioeconomic-status (SES) groups* and the
prevalence of diabetes, hypertension and coronary artery
disecase is two- to threefold greater in the urban

population than in rural populations®.
A WHO report highlights that in 2005, projected death

rates from CVDs in India was 400 per 100,000 when
compared to less than 100 per 100,000 from HIV/AIDS,
TB and Malaria. This data highlights the myth that Low
and middle income countries should control infectious
diseases before chronic diseases'. CNCDs are
preventable and therefore it is important to adopt health
promotion strategies rather than wait until the challenges
of infectious diseases have been addressed. India has to
guard again another misunderstanding that 'Chronic
diseases affect old people'. The statistics show that
projected chronic disease death rates in 2005 for people
aged 30-69 years were close to 700 per 100,000 in India
whereas it was only 500 per 100,000 in China. A
common misunderstanding that 'Chronic diseases affect
men more than women' has to be reconsidered because
global statistics show that projected global coronary
heart disease deaths in 2005 affected not only 53% men
but also 47% women. In the light of all these statistics it is
important to consider that chronic disease prevention
strategies are cost-effective and have to be implemented

without delay’.
The WHO is estimating an increase of 42% in the number

of diabetics in the developed countries but an enormous
increase of 170% in developing countries by 2025.
Among the various regions that will be most affected by
this increase is the South East Asia region which is
expected to carry the maximum global burden of

diabetes™.
India requires urgent policy and regulatory

governmental interventions along with societal and

individual management of obesity and cardio vascular
diseases to sustain the economic boom with health
population to avert the growing epidemic due to
increased risk factors which range from urbanization to
possible genetic predisposition due to lipoprotein (a)
excess' . If urgent attention is not paid to these epidemic
health challenges, increasing trends of CNCDs such as
CVDs and diabetes will result in calamitous
consequences for developing countries like China, India
and the Russian Federation which are expected to lose
between $200 billion and $550 billion in national income

over the next 10 years’.
Way forward:
The World Health Assembly Global Strategy on Diet,

Physical Activity and Health (2004) provides guidelines
to reduce global disease, deaths and CNCD risk factors,
with improvement of diet and physical activity
promotion, resulting in effective preventative
interventions. The way forward is drafting and
implementing action plans and policies from global to
community levels”. As part of the CNCD action plan,
various responses are necessary at national level which
include: research capacity promotion; health-related
socio-economic, environmental and behavioural
policies; policies in public and private sectors; capacity
building; addressing health inequalities and burden of
disease monitoring” . This global strategy uses
experience, evidence and the best practices of countries
that are addressing CNCD prevention, along with health,
physical activity and nutrition knowledge from
developed and developing nations. Thus countries can
choose from a policy 'toolbox', with the strategy
emphasizing that a multi-sectoral and multi-stakeholder
approach to CNCD reduction is needed to decrease the
global disease burden’. Therefore the Global Strategy on
Diet, Physical Activity and Health must be implemented

atanational level'.
Scope exists for the dietary and environmental factors of

obesity prevalence to be better understood by
researchers. Many countries lack the necessary data,
particularly for children, as it is in this population group
that unhealthy diet and physical inactivity have
increased noticeably. Obesity co-morbidities and the
BMIs of the various ethnic groups need identification,
along with documentation of obesity high risk factors in
populations™. A grounded protocol that addresses the
major knowledge gaps needing to be filled with
emphasis on risk factors in all populations is an
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For nutritious food selection, knowledge and support is
necessary for communities. Necessary healthy diet

messages must be creatively conveyed to target groups.

Where the resources of government are poor, effective
working partnerships between NGOs, schools, families,
health professionals, policy makers, corporate leaders,
key leaders, government stakeholders, faith-based
organizations and local communities are vital to initiate,

2 There is aneed

develop and implement intervention
for operational research to develop effective community-
based prevention programmes as part of interventions™ .
Specifically, the Health and Education Departments, as
government stakeholders, play an important role in
facilitating the understanding of the contributing risk
factors for diet and decreased physical activity in
children and adults". Interventions focusing on the risk
factors make CNCDs preventable and accomplish
improvement, which can reduce morbidity, mortality
and disability, leading to more positive health

outcomes™,
It is estimated that by the year 2020, lifestyle-related

CNCDs will account for 60% of the burden of disease,
and 70% of deaths worldwide, if adequate health
promotion intervention programs are not established. It
is possible to reduce mortality rates by 2% annually
during the 2006 - 2015 period if the global goal of CNCD
prevention is achieved. This achievement would avert 24
million deaths in the 23 middle and low-income

countries”.

To reduce the chronic disease burden, modification of
lifestyle, promotion of preventative measures in health
care systems, improved dietary habits and physical
activity, community-based interventions for all age
groups, and initiatives to create awareness of risk factors
in the most vulnerable sectors of the population are
vital™”.
developed to address all CNCDs together rather than in a

It is important for health systems to be

“disease by disease” vertical pattern”.
Although evidence indicates that there is feasibility in

unhealthy lifestyle prevention in both children and
adolescents, lack of information on intervention
development, implementation and content, leads to
inadequate intervention programme components being
determined”. Also, generally nutrition programs tend to
focus on children under five years of age, infants,
lactating and pregnant mothers. School-going children
are generally not included in these programs. This
neglected group presents an opportunity for constructive

intervention™. Nutrition education provided during

childhood enables this group to begin making informed
dietary behavior decisions. Thus, during these school-
going years, prevention of obesity is vital as juvenile
obesity often worsens or begins during this period of

accelerated growth™.
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