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The neglected epidemic of chronic disease

Richard Horton

The Lancet 2005:366:1514




The reduction of chronic disease is not a Millennium
Development Goal (MDG). While the political fashions
have embraced some diseases—HIV/AIDS, malaria, and
tuberculosis, in particular—many other common

conditions remain marginal to the mainstream of global
action on health. Chronic diseases are among these

neglected conditions.

Horton, The Lancet 2005



Chronic diseases represent a huge proportion of
human illness. They include cardiovascular disease (30%
of projected total worldwide deaths in 2005), cancer
(13%), chronic respiratory diseases (7%), and diabetes
(2%). Two risk factors underlying these conditions are
key to any population-wide strategy of control—
tobacco use and obesity. These risks and the diseases
they engender are not the exclusive preserve of rich
nations. Quite the contrary.* Chronic diseases are a larger
problem in low-income settings. Research into chronic
diseases in resource-poor nations remains embryonic.
But what evidence there is** shows just how critical it
will be to intervene early in the epidemic’s course. There
is an unusual opportunity before us to act now to
prevent the needless deaths of millions. Do we have the

insight and resolve to respond? Horton, The Lancet 2005



With a new series of articles,+7 for which we thank the
superb efforts of Robert Beaglehole, The Lancet aims to
fill a gap in the global dialogue about disease. It is a
surprising and important gap, one that health workers

and policymakers can no longer afford to ignore. The call
by Kathleen Strong and colleagues* for the world to seta
target to reduce deaths from chronic disease by 2%
annually—to prevent 36 million deaths by 2015—

deserves to be added to the existing eight MDGs.

Horton, The Lancet 2005



Chronic Diseases 1

Preventing chronic diseases: how many lives can we save?

Kathleen Strong, Colin Mathers, Stephen Leeder, Robert Beaglehole

Lancet 2005; 366: 1578-82
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Figure 1: Projected global distribution of total deaths (58 million) by major
cause, 2005 Strong et al, Lancet 2005
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Table: Projected global deaths and burden of disease (DALYs) due to chronic diseases by age, 2005 and 2015

Strong et al, Lancet 2005
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Figure 4: Cumulative number of deaths averted by an additional 2% annual
reduction in death rates from chronic disease from 2006 to 2015, by
combined World Bank income groups Strong et al, Lancet 2005
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Chronic Diseases 2

Preventing chronic diseases: taking stepwise action

JoAnne E Epping-Jordan, Gauden Galea, Colin Tukuitonga, Robert Beaglehole

Lancet 2005; 366: 1667-71




Estimate population need and advocate for action

Formulate and adopt policy

Identify policy implementation steps

Interventions that are feasible to implement with existing resources in the
Core short term
Interventions that are feasible to implement with a realistically projected increase

Expanded in or reallocation of resources in the medium term

Evidence-based interventions which are beyond the reach of existing resources
Desirable

Figure: WHO stepwise framework for preventing chronic diseases Epping-Jordan et al, Lancet 2005




Chronic Diseases 3

Responding to the threat of chronic diseases in India

K Srinath Reddy, Bela Shah, Cherian Varghese, Anbumani Ramadoss

Lancet 2005; 366: 1746-51
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Figure 1: Estimated proportions of total deaths and DALYs lost by cause in India (all ages, 2005)

Reddy et al, Lancet 2005



Chronic Diseases 4

Preventing chronic diseases in China

Longde Wang, Lingzhi Kong, Fan Wu, Yamin Bai, Robert Burton

Lancet 2005; 366: 1821-24
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Figure 1: Estimated proportions of total deaths and DALYs lost for all ages in China, 2005

Fan Wu et al, Lancet 2005



Major Causes of Death in China

N ENGL ) MED 354;8 WWW.NEJM.ORG FEBRUARY 23, 2006




TO THE EDITOR: The epidemiologic analysis of
deaths in China by He et al. (Sept. 15 issue)* sug-
gests a change in pattern toward that in Western
socleties: heart disease, cancer, and cerebrovas-
cular disease are now listed as the top three causes
of death. However, respiratory diseases are clear-
lv underrepresented in their report, because of
the way the causes of death were classified. The
conclusions of the authors may perpetuate the
chronic underrecognition of lung diseases and
lessen the pressure on governments to promote
their prevention and management. Simply ac-
knowledging (in the legend to Fig. 1 of the arti-
cle) that “chronic pulmonary heart disease . . .
is usually caused by chronic obstructive pulmo-
nary disease [COPD]” is insufficient. Those who
read the article will focus on heart disease, cancer,
and stroke, because these are what the authors
conclude are the major causes of death.




We challenge the authors to reanalyze their
data and present total mortality from COPD, asth-
ma, pulmonary infections (including tuberculo-
sis), other less common lung diseases, and lung
cancer (because of its close relationship to smok-
ing and COPD). We believe that, if the causes of
death were properly classified, a picture would
emerge showing that lung diseases as defined
here are at least as important a public health tar-
get as heart disease, cancer, and stroke.

Peter D. Wagner, M.D. Yoshinosuke Fukuchi, M.D.
American Thoracic Society Asian Pacific Society of Respirology
New York, NY 10006 Tokyo 113-0033, Japan

pdwagner@ucsd.edu

Giovanni Viegi, M.D. : : 5
. ‘ American College of Chest Physicians
European Respiratory Society Northbrook IL 60062

1003 Lausanne, Switzerland
Asma El Sony, M.D., Ph.D.

Carlos M. Luna, M.D.
o : : . International Union against Tuberculosis and Lung Disease
Asociacién Latinoamericana del Térax )
75006 Paris, France

18328 Buenos Aires, Argentina

Presidents of respiratory societies participating in FIRS

Paul A. Kvale, M.D.




THE AUTHORS REPLY: Wagner and colleagues cor-
rectly point out that chronic pulmonary heart
disease can be classified as either respiratory dis-
ease or cardiovascular disease. In our study, the
causes of death were coded according to the Inter-
national Classification of Diseases, 9th Revision (ICD-9).1
Respiratory disease would be a leading cause of
death in China if chronic pulmonary heart dis-
ease were included in that category (Table 1). Dr.
Barnett suggests that solid-fuel use is an impor-
tant risk factor for COPD, besides cigarette smok-
ing, in China. Unfortunately, data on solid-fuel
use were not collected in our study.

As indicated by Drs. Wei and K. Wang, socio-
economic status and access to health care are im-
portant potential confounders of the association
between body-mass index and mortality from all
causes. In addition, hypertension and diabetes
are key intermediate factors in the causal path-
way between body-mass index and mortality.?




Table 1. Age-Standardized Mortality Associated with Respiratory Disease.
Group Cause of Death Total Deaths
COPD and Related Pulmonary ~ Chronic Pulmonary
Conditions* Asthma Lung Cancer Tuberculosis Heart Disease
deaths /100,000 person-years

All subjects 243 4.5 715 15.4 137.6 248.7
Men 27.3 4.3 96.9 19.3 152.6 296.1
Women 21.0 4.7 46.7 11.0 120.6 1500

* The category of COPD and related conditions (ICD-9 codes 490 though 496) includes asthma (ICD-9 code 493).







Chapman et al, ERJ 2006
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Menezes, Lancet 2005




Respir Med. 2003 Feb;97(2):115-22.

Not 15 but 50% of smokers develop COPD?--Report from the Obstructive
Lung Disease in Northern Sweden Studies.

Lundback B, Lindberg A, Lindstrom M, Ronmark E, Jonsson AC, Jonsson E,
Larsson LG, Andersson S, Sandstrom T, Larsson K; Obstructive Lung Disease
In Northern Sweden Studies.

In 1996, 5892 of the Obstructive Lung Disease in Northern Sweden (OLIN)
Study@first cohort could betraced to a third follow-up survey, and 5189
completed responses (88% ) werereceived corresponding to 79% of the
original cohort from December 1985. Of theresponders, a random sample
of 1500 subjects wereinvited to a structured interview and a lung function
test, and 1237 of theinvited completed a lung function test with acceptable
guality. In ages >45 years, the prevalence of COPD accordingtothe BTS
guidelines was 8%, while it was 14% according to the GOLD criteria and
approximately a half of elderly smokersfulfilled the criteriafor COPD
according to both the BTS and the GOLD criteria. Of those fulfilling the
BTScriteriafor COPD, 94% were symptomatics, 69% had chronic
productive cough, but only 31% had prior to the study been diagnosed as
having either chronic bronchitis, emphysema, or COPD. The

corresponding figuresfor COPD according GOLD were 88, 51, and 18%.




CHEST 2005




Lindberg et al, CHEST 2005







Johannessen, IJTLD 2005




WG-1:. Epidemiology and Surveillance (G Viegi):
Chair: G.Vieqgi, Italy (ERS); Co-Chairs. S. Buist, USA
(GOLD), Y. Fukuchi (APSR).

WHO-Liaison Officers. E. Mantsouranis.

Proposed initial composition: |. Annes (ERS), R. Beasley (?),
P. Burney (GA2LEN), W. Canonica (WAO), B. Chipps
(ACAALI), E. Duran (ERS), J. Jardim (ALAT), D.S. Kim
(APSR), A. Kocabas (TTS), C. La (AAAF), Lee Todd
(BOLD), B. Lundback (ERS), J. Mallal (?), D. Mannino
(ATS?), D. Nugmanova (WONCA), J.A. Odhiambo
(IUATLD?), R Pawankar (ARIA?), J Vestbo (ERYS).




2005 Annual report

The WG chair persons have participated in the preparatory
meetings held in Geneva and Copenhagen and have
Indicated the major needsin terms of epidemiology and
surveillance of CRD and allergies.

They have discussed the Ter ms of References of GARD.

They have also identified the human resour ces needed to
carry out the action plan, oncethe GARD budget has been
established.




General Objective

Thegoal of thisWG isto develop a standar dized processto
obtain datarisk factors, disease burden, trends, quality and
affordability of care and the economic burden of chronic

respiratory diseases (CRD) and allergiesthat can then be
compar ed across countries.




AIms:;

1. UseWHO programmesand non-WHO programmesto
make an inventory of existing studies/reportsthat have
collected data on prevalence, risk factors, severity, and
economic burden of chronic respiratory diseases.

2. Collect these data at a country-based level.

3. Expand WHO internal initiatives (routine statistics,
Infor mation systems, projection models) to cover
respiratory and allergic diseases.




Plan of work (1):

1. Develop the methodology and selection of key words.

2. Review theliterature published in thelast 10 years.

3. Calculatethe PAR (Population Attributable Risk) for host
and environmental factors.

4. Includethese datain the Info base of WHO.




Plan of work (11):

5. Develop and test methods for estimating the economic
burden of chronic respiratory diseases.

6. Validate the existing models aimed at forecasting disease
prevalence and economic burden.

/. |dentify standar dized methods for prevalence surveysfor
the CRD of interest and establish standardsfor carrying
out these surveys.

8. Develop risk chartsfor educational purposes.




Action Plan Year 1 (I)

Oncethe WG isfully established and the necessary wor k
forcerecruited, thefirst activity will be a full description
of the epidemiology of COPD.

Thisis motivated by the that islargey

unrecognized at governmental level and challenged by
the misuse of common indicators such as death
certificates.

Thefirst work to becarried out will be:




Action Plan Year 1 (I1)

An important basisfor enlisting existing data on COPD
prevalence will bethearticleof Halbert RJ et al (Chest
2003), and an updated systematic review and meta

analysis, also by Halbert et al (in Pressin ERJ) A review
and updating of this paper, If necessary, will bethefirst
task of WG 1.




Action Plan Year 1 (I11)

e.g.. BOLD,

ERS White Book,

GINA Global Burden of Asthma,

Healthy people 2010 goalsfor respiratory diseases (NHL Bl),

IMCA (Indicatorsfor monitoring COPD and asthmain the
EV),

|SAAC,

PLATINO,

2003 NHL BI Fact Book,

2003 NHLBI Chart Book,

South African Thoracic Society plan to develop an “ African
White Book” .




Action Plan Year 1 (1V)

4. Dissemination of the outcome of the
, carried out by the

(duetofinish in the fall of 2006).




Deliverables:

1.1. An inventory of recent studies (published in thelast ten
years) with COPD prevalence data.

1.2. Definition of standardized methods needed to carry out
compar able epidemiological surveyson CRD and allergic
diseases of interest.
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Needed human resour ces

1. Job description:

Consultantsin epidemiology: selection of usable prevalence
studies and countriesfor new surveys.

Consultantsin biostatistics: PAR and risk charts calculations
and models verification.

Consultantsin health economics: burden calculations.

Consultant in information system: liaison with in-house
WHO initiatives.

One full-time PhD in Epidemiology.

One half-time PhD in Biostatistics.

One part-time PhD in Economics.

One part-time expert in Information system.




