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It doesn’t have to be this way. Many of the NCDIs killing and 
disabling the poorest billion people—including type 1 diabe-
tes, rheumatic and congenital heart disease, asthma, severe 
mental illness, sickle cell disease, burns and physical trauma, 
and pediatric and cervical cancers—are routinely prevented, 
managed, treated or cured in rich countries. If they received 
more attention globally, they would no longer be virtual death 
sentences for the world’s poorest.

A set of cost-effective and equitable interventions is avail-
able to address NCDIs of poverty. What is missing is compre-
hension of the problem and true solidarity with the poor. The 

international community can make the fight against disease 
fairer through leadership, policies and funding that prioritize 
NCDs and injuries of poverty within universal health coverage.

These are among the findings and recommendations of 
the Lancet Commission on Reframing NCDs and Injuries for 
the Poorest Billion (NCDI Poverty Commission). The Commis-
sion’s report was produced by 23 global health experts, and 
informed by more than 250 academics and policymakers 
who convened National NCDI Poverty Commissions across 
16 countries. Major support for the Commission was provided 
from the Leona M. and Harry B. Helmsley Charitable Trust.

One billion people, many of them children and young adults, live in poverty beneath any reasonable 
definition of human decency. While the links between extreme poverty and diseases like HIV, TB—
and now COVID-19—are well documented, the poorest billion also suffer extensively from severe 
conditions nearly invisible on the global agenda: non-communicable diseases and injuries (NCDI).

Introduction: Mending a Great Global Health Injustice

Non-Communicable Diseases and Injuries:  
Closing the Gap for the Poorest Billion
Policy Brief on Findings and Recommendations  
From the Lancet NCDI Poverty Commission October 2020 
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NCDs and Injuries of Poverty: Avoidable Years of Life Lost

NCDI disease burden among the poorest billion
The Commission analyzed disease patterns using national 

reports, surveillance surveys, Global Burden of Disease data 
and expert testimony. The Commission finds for the first time 
that non-communicable diseases and injuries constitute more 
than a third of the overall disease burden among the poorest 
billion people.

NCDIs are commonly represented as complications of aging 
and development largely avoided through healthy behaviors. 
In fact, the Commission finds that the NCDI burden is higher at 
every age among the poorest billion people, including chil-
dren. NCDIs among the poor are in large part due to factors 
beyond their control, including infectious and environmental 
risks, and especially lack of access to health care.

NCDIs associated with the greatest health loss among the 
poorest billion result in significantly greater loss of years of 
healthy life per person than the same conditions in high- 
income populations. NCDIs among the poorest billion are  
acquired at younger ages, and NCDIs are more lethal when 
they occur in people living in extreme poverty.

NCDIs, poverty and COVID-19
People living with non-communicable diseases and injuries 

in settings of extreme poverty may be at the greatest risk of 
death directly or indirectly caused by COVID-19.

Not only do their health problems make poor people 
with NCDIs more biologically vulnerable to the effects of the 
respiratory infection, but their survival also depends on fragile 
health systems that struggle even in the best of times to 
deliver quality care. COVID-19 is overwhelming these health 
systems and making it more challenging, and sometimes im-
possible, for people with severe chronic diseases such as  
type 1 diabetes, sickle cell disease and rheumatic heart dis-
ease to receive essential care. Poor people living with NCDIs 
and their households are particularly vulnerable to the eco-
nomic impact of the pandemic and resulting policies such as 
lockdowns.

The World Bank estimates that the pandemic will drive be-
tween 71 million and 100 million people into extreme poverty, 
mostly in sub-Saharan Africa and South Asia—the regions 
already home to more than 90% of the poorest billion people.

The Lancet Commission provides the clearest picture yet of how a diverse set of NCDIs afflicts the 
poorest billion people—causing 560,000 avoidable deaths in people under age 40 every year. The 
toll exceeds avoidable deaths from HIV and maternal causes combined in this population.

An Avoidable Disparity Worsening Amid COVID-19
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Health Loss Transition—Poorest Billion vs. High-Income Countries

Tigist Gebeyas, Ethiopia, age 20
Living with epilepsy
“My illness used to be bad. I would fall every 
few minutes. Then it started to get better [with 
medication]. But I can be talking with you, and 
if I get upset or angry, I will fall.

“My illness makes my family life a bit tough 
and in particular life with my neighbors. ‘You 
idiot,’ they say. To my fellow epileptics, I can 
understand their situation in a way that others 
can’t. I want to advise their families, ‘Don’t hit 
them, don’t insult them. They need nurturing 
and love.’ If they gave that, it would help the 
disease get better.”

Dipesh Rai, Nepal, age 17
Living with rheumatic heart disease
“The doctor said my valve is damaged and it 
needed an operation. But I came back home 
without doing the operation, because we didn’t 
have any money to pay for it. So we didn’t 
operate. Now two of my valves are damaged, 
one of which is more severe. It needs to be 
replaced.

“I think of my parents a lot. I want to edu-
cate myself so I can take care of them. They 
are very humble. They always agree to what 
other people say. I want to study Japanese so I 
can go to Japan to study and work.”

Aldophmy Joseph, Haiti, age 17
Living with type 1 diabetes
“Because I did not have money to follow a 
proper diet, every time I ate, it [my blood sugar 
level] went high. It was always going up all the 
time.

“I started getting some insulin and it went 
down. I keep my insulin at my aunt’s house in a 
refrigerator, because they have electricity and 
we don’t have electricity here.

“I’m always scared because they told me 
there is no cure for this illness and I have to 
live with it, but if I go on a diet and watch what 
I eat, I will be able to control it.”

Fortuna Messaye, Ethiopia, age 14
Living with leukemia
“My illness started when I was 10 years old. I 
couldn’t learn; each time I sat down, I would 
fall asleep.

“My grandmother came and started to take 
care of me. Her kids—uncles and cousins that 
I have—started to say, ‘What’s the point of 
helping her since she will not live?’

“The reason I want to be a doctor is to take 
care of people in my community and all others, 
to help them heal. Those who are sick have 
to know they can be cured. And they have to 
teach others that it’s possible.”

Comparing the loss of healthy life for people in the poorest billion who acquire NCDs and injuries 
with the loss for those with the same conditions in high-income countries shows a glaring disparity. 
The gap can be as great as 20 years of healthy life lost. This “Health Loss Transition” is particularly 
striking for manageable diseases like type 1 diabetes and epilepsy, surgically correctable conditions 
like congenital and rheumatic heart disease, and treatable childhood cancers.

Voices of NCDIs of Poverty
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Global Plans and NCDIs of Poverty—Complementary Agendas

Avoidable burden, effective solutions
The Commission finds that a majority of the years of life lost 

to non-communicable and injuries among the poorest billion 
people are avoidable—74% of years of life lost are avoidable 
for the poorest under age 40, and 61% are avoidable for those 
over age 40.

The sizable NCDI burden that is avoidable reflects the 
number of interventions available to address NCDIs. Working 
with the Disease Control Priorities Project, the Commission 
identified 183 health interventions ranking highly in terms of 
cost-effectiveness and equity—including prevention, medical 
management, surgery, curative treatment and palliative care.

The Commission estimates that progressive implementation 
of affordable, cost-effective and equitable NCDI interventions 
between 2020 and 2030 could save the lives of more than  
4.6 million of the poorest people, including 1.3 million people 
who would otherwise die before the age of 40.

Expanding the scope of NCD action plans
Despite evidence of effectiveness, interventions for NCDIs 

of poverty have been passed over by global public health 
efforts in favor of a far more limited set of interventions. These 
have prioritized reduction of behavioral and metabolic risks 
that are primary killers of older adults in rich countries. The 
World Health Organization’s global action plans for NCDs—
which have influenced many national NCD action plans—focus 
on reducing four NCD conditions associated with four key risk 
factors (the “4x4” framework): unhealthy diets, lack of physical 
activity, tobacco and use of alcohol.

The Commission estimates that as much as 47% of the bur-
den of non-communicable diseases among the poorest billion 
people is unaddressed in global action plans. Poor people 
face risk factors beyond behavior, including inadequate sani-
tation, polluted environments and vulnerable social position. 
Infectious disease is also an important risk factor for NCDIs 
of poverty—for example, human papillomavirus for cervical 
cancer, malaria for epilepsy and streptococcus for rheumatic 
heart disease.

Integrated approaches to care
A key challenge in responding to non-communicable dis-

eases and injuries of poverty is that they constitute a diverse 
collection of diseases and conditions. The Commission finds 
that the complexity of NCDI care can be managed by grouping 
essential services according to common factors and develop-
ing teams around those services.

Integrated care teams consist of health workers who have 
been trained to treat patients with a variety of conditions with 
interventions that require related skills and equipment.

One example is the package of interventions known 
as PEN-Plus, which builds on WHO’s Package of Essential 
Non-Communicable Disease Interventions. PEN-Plus provides 
a strategy and training for nurses and clinical officers at district 
hospitals to deliver chronic care services for a range of severe 
NCDs. Some lower-income countries have begun to imple-
ment PEN-Plus with investments of less than US$1 per capita. 
Programs are most effective when people living with NCDIs 
are meaningfully included in their design and execution.

Poor people with NCDIs face a pernicious myth: nothing can be done to alleviate their suffering and 
improve their lives. The Commission finds that proven, cost-effective solutions could save millions 
of lives each year if scaled to reach everyone in need.

Opportunities to Address NCDIs of Poverty
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Financing Universal Health Coverage in Low-Income Countries

Constrained domestic financing
Commission analysis of national health accounts suggests 

that the poorest countries face a large gap in health financing 
for NCDIs. Over the coming decade, low-income countries will 
struggle to fund universal health coverage that includes NCDIs 
as well as essential services for infectious diseases and repro-
ductive, maternal and child health conditions, even at optimis-
tic projections of domestic revenue and health expenditure. 
Resources to finance universal health coverage in low-income 
countries, the Commission projects, are likely to fall below 
US$40 per capita by 2030—less than half of the $84 needed.

Urgent need for global assistance
The Commission finds that only 1%–2% of total develop-

ment assistance for health has been targeted to NCDIs overall 
since 2001. A small and shrinking fraction of this is targeted to 
the poorest countries.

Between 2011 and 2016, even as NCDs were adopted as 
global priorities, external financing targeted for NCDIs in the 
poorest countries increased from US$74 million to just  
$83 million. This represented only 10% of the already tiny 
share of global development assistance focused on NCDIs, 
and less than 0.3% of all development assistance for health.

The global community must make the fight against disease fairer. As the world debates how to 
strengthen health systems amid COVID-19, the Commission calls for significant new resources to 
end the needless death and suffering caused by NCDIs among the world’s poorest people.

Call for Greater Solidarity—and Development Assistance
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The Lancet NCDI Poverty Commission was established in 
2016 to address one of the most glaring inequities in global 
health: the crushing burden of non-communicable diseases 
and injuries on the poor. The Secretariat for the Commis-
sion was housed at the Program on Global NCDs and Social 
Change at Harvard Medical School.

The final report of the Commission was peer-reviewed 
and published by The Lancet. Major financial support for 
the Commission was provided by the Leona M. and Harry B. 
Helmsley Charitable Trust.

Full report:
thelancet.com/commissions/NCDI-Poverty
ncdipoverty.org | Twitter: @NCDIPoverty
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Lancet Commission recommendations for governments
• Include NCDIs of poverty in poverty-reduction, NCD and 

universal health coverage planning, and routinely measure 
a larger set of NCDIs of poverty in public health surveys

• Redesign delivery of NCDI services around integrated 
strategies such as deploying integrated care teams across 
levels of the health system

• Generate revenue for NCDI services through taxation of 
sugar-sweetened beverages, alcohol and tobacco—includ-
ing in countries with low rates of exposure to these risks

National civil society organizations
• Make special efforts to channel the voices of the poor af-

fected by a broad group of NCDIs, forging strategic allianc-
es around groups of related health conditions

National research institutions
• Close knowledge gaps about the cost-effectiveness of 

NCDI interventions and integrated delivery strategies that 
have no published costing evaluation

Recommendations for national professional societies
• Develop specialized certification and career pathways for 

mid-level health care providers and community health work-
ers to deliver priority NCDI services

Multilateral agencies
• Expand action plans and monitoring frameworks for NCDs 

to give greater priority to NCDIs of poverty
• Enhance universal health coverage frameworks to include 

measurements of essential services for NCDIs of poverty

Bilateral and philanthropic funders
• Increase investments in NCDIs in the poorest countries, 

including investments in service delivery as well as in policy 
and research

• Prioritize funding for the health needs of the poorest billion 
people

• Invest in integrated strategies that drive health system 
improvements and connect care efforts across multiple 
diseases to meet the diverse needs of patients

In order to remedy the neglect of NCDIs of poverty, the Commission is launching the NCDI 
Poverty Network. The Network will work over the next decade to catalyze financing and technical 
partnerships to reduce NCDs and injuries of poverty.

The network will spearhead a new movement in global health. There is space for everyone to get 
involved—including governments, civil society, researchers, professional societies, multilateral 
agencies, funders and poor people living with NCDIs.

Recommendations: Toward a New NCDI Poverty Network
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