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Abstract

This paper highlights the tenets of globalization and how its elements have spread to sub-Saharan Africa, and Nigeria 
in particular. It assesses the growing burden of non-communicable diseases (NCDs) in Nigeria and its relationship 
with globalization. It further describes the conceptual framework on which to view the impact of globalization 
on NCDs in Nigeria. It assesses the Nigerian dimension of the relationship between the risk factors of NCDs and 
globalization. Appropriate recommendations on tackling the burden of NCDs in Nigeria based on cost-effective, 
culturally sensitive, and evidence-based interventions are highlighted.
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Résumé

Cet article met en évidence les principes de la mondialisation et comment ses éléments sont propagées à l'Afrique 
subsaharienne et le Nigeria en particulier. Il évalue la charge croissante des maladies non transmissibles (MNT) au 
Nigeria et sa relation avec la mondialisation. De plus, il décrit le cadre conceptuel sur laquelle afficher l'impact de 
la mondialisation sur les maladies non transmissibles au Nigeria. Il évalue la dimension nigériane de la relation 
entre la facteurs de risque des maladies non transmissibles et de la mondialisation. Issu des recommandations 
appropriées sur la lutte contre le fardeau des maladies non transmissibles au Nigeria rentable, sensibles à la culture, 
et des interventions fondées sur des preuves sont mises en évidence.

Mots-clés : La mondialisation, Nigeria, maladies non transmissibles

Introduction

Until recently, the burden of non-communicable 
diseases (NCDs) was thought to be a problem 
afflicting only affluent countries. However, 
emerging evidence has indicated that the problem 
affects the developing nations more than the 
developed ones.[1,2] With the decline in prevalence 
of many infectious diseases and a steady increment 
of NCDs as major causes of death, Nigeria and 
other Sub-Saharan African countries are undergoing 
epidemiological transition.[3] Globalization, the 

changing demographic dynamics, affluence, and 
the pattern of food consumption are responsible for 
this trend. Despite these, there is a global inertia at 
curtailing the rising trend as evident by the lack of 
mention of NCDs in the millennium development 
goals.[4]

Globalization has reduced the world into a 
“global village,” with increase in interaction of 
people of diverse backgrounds sharing cultural 
heritage, educational improvement, and economic 
development. Contemporary globalization has been 
defined as “intensification of cross-national cultural, 
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Although several studies have addressed the 
epidemiology of NCDs, such as cardiovascular 
diseases (CVD), diabetes mellitus (DM), and 
others in Nigeria in addition to a national 
survey, there is paucity of data on the potential 
interrelationship between globalization and NCDs 
in the country.[6-12]

The objective of this review is to examine the burden 
of NCDs in Nigeria and depict how globalization 
has affected it.

Burden of non-communicable Diseasesin 
Nigeria

Cardiovascular diseases
Cerebrovascular diseases (cerebrovascular, cardiac, 
and peripheral vascular diseases) are the most 
important causes of morbidity and mortality 
globally, accounting for 80% of all deaths occurring 
in developing countries.[13]

Nigeria, with an approximate population of 160 
million, has an estimated proportional mortality 
attributable to CVD of 12%.[14] In 2008, the 
estimated mortality due to a combination of 
CVD and diabetes was put at 435.9/100,000 
and 475.7/100,000 for males and females, 
respectively.[14] Nigeria has not established a 
mechanism for community-wide data collection 
on NCD. Currently, WHO and local researchers 
have published hospital-based data on CVD in 
Nigeria. These reports and studies suggest a 
rising trend in CVD risk factors, such as systemic 
hypertension[15,16] [Figure 2].

Furthermore, the morbidity and mortality of 
systemic hypertension-related complications are 
also on the rise in Nigeria. Hitherto, ischemic heart 
diseases were considered to be rare in Nigerians; 
however, recent data has shown it to be on the rise.[17]

Other reports suggest an increase in morbidity 
and mortality associated with complications of 
hypertension,such as stroke heart failure and renal 
failure.[18,19]

Figure 2: Mean systolic blood pressure. Accessed from World 
Health Organization. Global health observatory. Non-communicable 
diseases country profile; Nigeria 2010. http://www.who.int/nmh/
countries/nga_ en pdf

Figure 1: Growth of internet users in Africa 2000-2008. Adapted 
from: http://whiteafrican.com/2009/12/22/internet-mobile-
stats-africa-grows-fastest-in-the-world-2009

economic, political, social, and technological 
interactions that lead to the establishment of 
transnational structures and the global integration 
of cultural, economic, environmental, political, and 
social processes on global, supranational, national, 
regional, and local levels.”[5]

This phenomenon has been accelerated by several 
factors, the most important of which is the rapid 
turnover of technologies and its adoption by 
people of diverse cultures, development in 
communication and transportation, and its 
widespread availability.

It has bridged geopolitical divides and led to the 
rapid adoption of liberal economic policies, opening 
up hitherto circumscribed markets, with attendant 
interdependence of national economies. These 
have brought to fore the concept of globalization. 
Immense internet usage in Nigeria has allowed the 
populace to share hitherto unknown information 
and lifestyle with the larger global community, 
some of which contribute to the risk of NCDs 
[Figure 1].

The last 20 years has seen increased capital flight 
from the industrialized world to developing 
countries as capital investments. It has also seen 
the presumed siphoning of resources, by leaders of 
some developing countries, to the financial “safe 
haven” in the developed world.

One of the main challenges of globalization is its 
tendency to globalize health risks. The relationship 
between globalization and NCDs is complex. The 
impact can be direct by affecting nationalities, 
communities, and individuals alike. It can also be 
indirect by affecting economies, education, health 
policies, and health systems.

It has now become imperative to re-strategize and 
devote more resources and time toward addressing 
this emerging challenge.
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These complications include retinopathy, neuropathy, 
peripheral vascular disease, and diabetic foot.[30,31]

The direct medical cost of treating a single diabetic 
patient in Cameroon was US$489in 2001.[32] An 
IDF estimate reports the ratio of cost of care for 
diabetics in Nigeria (age 20-70 years) compared 
with non-diabetics as approximately double making 
it one of the countries with the most expensive costs 
of diabetes care in Sub-Saharan Africa.[32]

Chronic respiratory diseases
Chronic respiratory diseases represent a spectrum 
of airway ailments, ranging from reversible airway 
obstruction, like bronchial asthma (BA), to 
irreversible airway diseases like emphysema. Globally, 
235 million people are afflicted with BA and another 
64 million with chronic obstructive pulmonary 
disease (COPD).[33]There were 3 million COPD-
related deaths worldwide in 2005, representing 5% of 
all causes of mortality; it is to be noted that majority 
of these deaths occurred in developing countries.[33,34]

Africa has an estimated 0.6% disability adjusted 
life year (DALY) caused by BA and 0.5% DALY by 
COPD.[35]There are no community-based surveys 
of chronic respiratory diseases in Nigeria; thus, most 
reports were hospital-based, in addition to estimates 
by extrapolation of data from other developed 
countries. In the time span from 2006 to 2009, 
studies on respiratory disease prevalence in urban 
areas showed a prevalence of chronic bronchitis in 
Nigeria as 0.3%, with that of BA varying between 
14% and 18%.[36-38] Although there is paucity of data 
on past prevalence of these diseases, lower prevalence 
are reported from rural areas and they can be used as 
surrogate indicators because rural localities are less 
exposed to elements of globalization.[39]

Whereas the cost of BA and COPD care in Nigeria 
has not been properly documented, figures from 
developed countries range from $300 to $1300 and 
$813 to $1522 per patient per year, respectively.[35,40]

These costs comprise direct and indirect economic costs 
contributed to by loss of man-hour at work, school 
absenteeism, and loss of earnings from early retirement.

Cancer
Cancer is one of the major causes of death globally, 
with 7.6 million deaths in 2008, mostly from 
developing countries.[41] Most cancers are linked to 
environmental and lifestyle changes;ironically, they 
are mostly preventable. While cigarette smoking 
is the main cause of the burden of global cancer 
mortality, other risk factors such as sedentary 
lifestyle, reduction of fruit and vegetable intake, 
and alcohol consumption also play major roles.[41]

The economic burden of CVD is restricted to not 
only the developed countries, but also the developing 
ones. This comes in form of loss of income from 
disability and increased cost of healthcare. Although 
there are no studies on the burden of these diseases 
in Nigeria, extrapolating from the global burden of 
diseases indicates that it may likely have more adverse 
effects on middle-aged less-privileged people. This 
may relate to their higher risk profile and limited 
access to health interventions, which ultimately 
affect national productivity and development.[20,21]

Diabetes mellitus
DM is an increasing problem in sub-Saharan Africa, 
especially Nigeria, with type 2 DM being the most 
common. It is becoming more prevalent owing to 
the increasing rates of obesity, physical inactivity, 
and urbanization [Figure 3]. The Framingham 
study revealed that the burden of DM, which also 
increases the risk for CVD, has remained fairly 
constant over the last 50 years.[22,23] Studies have 
shown that the risk of CVD mortality is higher 
in diabetic men compared with non-diabetic men 
having controlled for other CVD risk factors.[24,25]

Similar to other developing countries, Nigeria is 
experiencing a rise in the incidence of DM, as shown 
by an increase from 2.0% in 1992 to 2.2% in 1997.[26,27]

The current projected prevalence estimate of DM 
in Nigeria, based on the International Diabetes 
Federation figures, is 4.04%(5th International Diabetic 
Federation (IDF) Diabetes Atlas, 96-127: 2011).

DM comes along with the added cost of care disability 
from its complication and loss of productivity to 
the nation. Although data is scanty on the actual 
economic burden of DM in Nigeria, it can however 
be assumed to approximate that of countries with 
similar socioeconomic and geographical profiles.[25-27]

Although there is no nationwide population-based 
study on the complications of DM, anecdotal 
hospital-based reports suggest that it is on the rise. 
A study in Jos, Nigeria, found 75% prevalence of 
peripheral neuropathy in diabetics, whereas a study 
in Kano, Nigeria, found 36% prevalence of diabetic 
retinopathy.[28,29]

Figure 3: Mean fasting blood sugar. Accessed from World Health 
Organization. Global health observatory. Non-communicable 
diseases country profile; Nigeria 2010. http://www.who.int/nmh/
countries/nga_ en pdf
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In native Africans, 650,000 people of a projected 
965 million are diagnosed to have cancer yearly, 
with the lifetime risk of females being twice that of 
their peers in the developed world.[42]

Reports of cancer prevalence in Nigeria are scanty 
and hospital based, due to paucity of cancer registers. 
Commonly occurring cancers in Nigeria include 
cervical, breast prostrate, skin, and gastric cancers.[43,44]

A population-based survey carried out in Ibadan, 
covering the time period of 1960-1963, found 648 
cases of cancer. It was estimated to represent a 
crude annual incidence of 45 per 100,000 of the 
population.[43]

A review of the Kano cancer register spanning the 
years 1995-2004 documented 1990 cancer cases, 
showing an increasing trend, with a marked increase 
from 1999-2004. Being hospital based, the true 
population burden could be higher, since not all 
cases are reported in the hospital.[44]

It is projected that by 2020, cancer incidence in 
Nigerian males will rise to 90.7/100,000 and for 
females to100.9/100, 000.[45]

A report showed that only 10% of diagnosed cancer 
cases in Nigeria have access to care.[46] Only 5% of 
the reported figure has resources to access centers 
with specialized human and material resources, 
where they incur costs ranging from $10,000 to 
$15,000 for a course of radiotherapy.[46]

Frame work of impact of globalization on 
NCDS in Nigeria

Nigeria has witnessed various forms of economic 
reforms, commencing with the Structural 
Adjustment Program (SAP) of 1986. These changes 
have been introduced to accommodate the challenges 
of limited resources available for a rapidly growing 
population. The reforms have led to exposure of 
the Nigerian economy to global economic tides. 
Nigeria reached the peak of its thrust into the 
matrix of globalization by joining the World Trade 
Organization (WTO). It has subsequently seen 
deterioration in its human development indices, 
with increasing urban poverty level from 17.2% in 
1980 to 58.3% in 1996 even as it continued to record 
decline in per capita calorie intake, in the midst of a 
progressively increasing food deficit.[47]

The conceptual framework of the impact of 
globalization on Nigeria will be considered from the 
premises of a liberalized economy that encourages 
open international trading, while endorsing multi-

lateral trade agreements, characterized by increased 
foreign direct capital investment.[48]

The country has also witnessed increased access to 
information technology, global media, and increased 
ease of communication. These factors facilitate the 
entrenchment of tenets of globalization on host 
environs.[47] Ultimately, a behavioral change ensues, 
leading to the development of risk factors for NCDs.

Globalization directly and indirectly facilitates 
increase in the burden of NCDs. The indirect 
impact is brought about largely by changes in 
international economic dynamics. Factors like global 
monetary policies and trade agreement have placed 
developing nations like Nigeria at a disadvantage. 
This is translated in reduction in household 
incomes, reduction in governmental spending on 
public sector, and decline in purchasing power in 
the global arena from rising debt profile.[49-51]

Increased ease of communicating, increased speed 
and frequency of mobility, and cross-cultural 
exchanges indicate more Nigerians are able to share 
ideas with others. This has its advantages, besides 
the repercussions of sharing foreign lifestyles, which 
might be deleterious to health. Habits like changes 
in food choices and usage, alcohol consumption, 
and smoking have been given a greater impetus with 
global liberalization of these social habits.[5]

Globalization directly affects the health of Nigerians 
by opening up Nigeria’s market to foreign goods, 
thereby tilting the balance of trade against Nigeria. 
Widespread availability of cheap foreign goods in 
Nigerian markets means local producers cannot 
compete and thus there will be closure of factories, 
loss of income, and retrenchment of workers. 

These would have a direct effect on the ability of 
people to access healthcare, ultimately affecting the 
quality of their health.

Risk factors for developing NCDS

Diet
The traditional diet in Nigeria had been largely 
made of fiber-rich carbohydrates, minimal fat, and 
sparring protein. However, this profile has seen a 
gradual change over the years, starting from the 
period of colonization by the British. This trend 
has been given a boost in the last 10 years with the 
rapid uptake of the elements of globalization and 
with free trade agreements leading to the opening 
of Nigerian markets to foreign goods. Often these 
foreign meals are energy-dense, high in salt, and 
high-sugar containing meals. Furthermore, they 
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come with a lower price tag compared to those 
locally sourced. This has been aided by a growth 
in demand for pre-prepared meals from an ever-
increasing urban populace, facilitated by migration 
from rural areas. Changes in food consumption of 
such a manner is called nutrition transition.[52]

Nigeria has witnessed a rise in the number of fast 
food restaurants – serving meals with high salt 
and sugar content, often also containing saturated 
fat. This goes hand in hand with an increase in 
the availability of bottled drinks. Furthermore, 
canned fruit juices are becoming fashionable and are 
replacing natural fruits. These eateries are patronized 
by people across all economic bands in the society. 
The fortunes brought about by recent economic 
gains have brought about an emerging middle 
class with an enhanced purchasing capacity. The 
working class and the wealthy in Nigeria consider 
eating outside as trendy; as such, people of limited 
resources also tend to follow the emerging trend.

Eating away from home is not only related to 
urbanization and social class, but also to the demand 
of shift work imposed upon industrial workers and 
services delivery points like hospitals per capita. 
All these have brought about increase in per capita 
annual food consumption in Nigeria [Figure 4].

Obesity
Obesity is a risk factor for DM, hypertension, and 
cancer; thus,an increasingly obese population will 
bear the increased burden of these NCDs.[53] The 
Nigerian population is becoming more overweight 
and obese as shown by recent data [Figure 5]. Although 
these changes affect both rural and urban dwellers, 
it is more pronounced in the urban populace. These 
changes are brought about by changes in dietary habit, 
with the adoption of a westernized diet. Facilitation 

Figure 4: Per capita annual food consumption growth (%) – Historical 
data and forecasts: 2006-2015. Source: Central Bank of Nigeria, 
National Bureau of Statistics, Department for Environment Food 
and Rural Affairs (Defra), BMI.http://store.businessmonitor.com/
article/468129

of social acceptance of fast food by the global media 
outlets and advert billboards has potentiated this 
nutritional transition.[54,55]

The perception of greater economic opportunities 
in the cities has led to rapid urbanization due to 
mass migration from rural areas. This in turn has 
disrupted the traditional meal customs and meal 
options, resulting in poor eating habits and eating 
patterns, all contributing to obesity. Challenges of 
urban life bring about economic pressure, which 
often leads to the adoption of urbanized lifestyles.[56]

Traditional Nigerian societies are highly mobile, 
often walking several miles to visit relations, 
access markets, or just for leisure. Furthermore, a 
significant proportion of the society was, in the past, 
engaged in non-mechanized farming and other 
energy-demanding endeavors.

These have been replaced by a sedentary lifestyle 
and low energy-demanding vocations, facilitated 
by the availability of mass transportation systems 
across various parts of the country, and further 
complemented by more people using private vehicles 
to commute. Advancements in technologies, such as 
live television broadcasts, computers, the internet, 
and electronic games, have also made the Nigerian 
populace less ambulatory.

Studies have shown that attitudinal and cultural 
changes are associated with obesity.[57] Traditional 
Nigerian societies do sleep early and wake up 
after sunrise; however, with modern working 
requirement, sleep time has become increasingly 
shorter, leading to sleep deprivation. This is 
worsened by stress from demand of modern 
organizations to meet targets. Evidence from around 
the world have alluded to these contributing to the 
risk of being overweight and obese.[57] This picture 
is against the background of an ever-increasing 
working class mothers, who,similar to their male 
counterparts, have to live up to the demands of a 
modern workplace. These events not only bring 
about stress to the involved families, but also disrupt 
the opportunity of a regular traditional meal, which 
takes longer time to prepare.

Figure 5: Mean body mass index. Accessed from World Health 
Organization.Global health observatory. Non-communicable 
diseases country profile;Nigeria 2010. http://www.who.int/nmh/
countries/nga_ en pdf
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Cultural preferences for an obese phenotype as a 
marker of affluence or wellbeing in Nigeria and other 
parts of Africa have helped in fuelling the growing 
obesity epidemic and its attendant comorbidities. 
In some parts of Nigeria, young women are kept 
in fattening homes where they are fed high-calorie 
energy-dense fatty meals with minimal physical 
activity as part of preparations for a wedding ceremony.

Physical inactivity
Physical inactivity is one of the major causes of 
death due to NCDs; globally, it contributes to 
about 3 million preventable deaths yearly.[58] It is 
also related to other NCDs risk factors such as 
high blood pressure, obesity, and DM. To date, it 
was assumed that this problem is limited to the 
developed western world; however, globalization 
has created the enabling environments for the 
elements that allow inactivity to prosper in 
developing countries, including Nigeria. Studies 
have shown the prevalence of physical inactivity to 
be as high as 40% among young Nigerian adults.[59-61]

Heightened rural-urban migrations lead to the 
formation of urban slums and overstretching of 
urban facilities. It also leads to an increased demand 
for lodging services. This scenario puts pressure on 
land demand and ultimately restricts the options 
for physical activity by having limited or no parks in 
some cities, lack of proper sidewalks, and exercise 
services such as gymnasium and football pitches. 
The ever-increasing automation of activities, both 
domestic and at places of work, limits physical 
activity. Although many Nigerians have been engaged 
in farming, modern living and the abandonment of 
rural farms have nullified the earlier benefits.

Easy access to computers and other sedentary 
lifestyles would mean that more people would be 
exercising less. In Nigeria, this has become more 
pronounced among the young, creating childhood 
obesity and its attendant implications.

A widely spaced urban neighborhood encourages 
the culture of moving in cars, also creating limited 
access to local public spaces and recreational facilities.

Tobacco usage
Several large prospective epidemiological studies 
have shown the link between cigarette smoking 
and CVD; this is in addition to preceding 
case-control studies that first alluded to the 
association.[62] Although there are no local studies 
on the effect of tobacco in Nigeria, such studies 
could be generalized to the Nigerian population. 
The constituent participants in these studies from 
the United States comprise not only Caucasian but 
also African American populations who have similar 

genetic constitution as Africans. The implications of 
the results are further applicable to local Nigerian 
communities, having been faced with similar 
challenges of exposure to tobacco smoke. WHO 
estimates of 2010 state that 9% of Nigerian males 
and 0.2% of females smoke cigarette.[63]

The globalization of cigarette consumption and 
promotion has increased the burden of tobacco-
related diseases, mostly NCDs, even as the burden 
is not evenly distributed. The higher burden of 
tobacco is borne by such countries (like Nigeria) 
that have opened their markets to global investors 
in the hope of increasing their national income.[64]

Tobacco corporations are increasingly exploiting 
legislative loopholes in developing countries, like 
Nigeria, to target the adverts at the most vulnerable 
populations, including children and women. This is 
associated with a potential for a future nucleus for the 
epidemic, tobacco being a risk factor to most NCDs.

Alcohol consumption
Alcohol abuse is a major contributor to the global 
burden of NCDs. Worldwide, it accounts for 4% of 
DALYs.[65] Up to one-third of global occurrences of 
diseases,such as esophageal and liver malignancy, 
homicide, epilepsy, and motor vehicle accidents, are 
attributed to alcohol abuse.[65]Although the relative 
contribution of alcohol abuse to NCDs is higher 
in developed countries, it is expected to increase in 
developing countries with the widespread opening 
of their markets to global alcohol conglomerates.[65] 
The prevalence of alcohol abuse in Nigeria is not 
known. However, WHO estimates the adult per 
capita consumption to be 32.06 of pure alcohol.[66]

Globalization has created an enabling environment for an 
expansion in the alcohol market, more so in developing 
countries like Nigeria.[67] This is compounded by the 
“targeted marketing” aimed at women and young 
people. A new culture of social relevance is created for 
alcohol in Nigeria by linking it to social status.

Recommendations

Having established the burden of NCDs and 
affirmed that they are not only preventable 
but also share common risk factors, we would 
articulate global recommendations to be translated 
to actionable issues in Nigeria. These interventions 
are cost-effective and evidence-based. They are 
intended to address disease prevention, control risk 
factors, and sustain good health.

The global recommendations stand on the 
premise of behavioral change directed at four key 
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factors: Tobacco use, sedentary lifestyle,alcohol 
consumption and harmful diet.

The most cost-effective population-wide prevention 
approach will have to be a guided and integrated 
modification of these risk factors. These changes 
should be targeted not only at individuals but also at 
families, communities, and the population at large. 
Prevention should be incorporated into the health 
system through community actions, with a multi-
sectored appeal and be part of the national policies.

Global recommendations
WHO has developed a multi-sectored global 
proposal forNCD prevention.These are broad-
based with a multi-sectored framework for the 
prevention and control of NCD.

(A) “Develop and implement a comprehensive 
policy and plan for the prevention and control of 
major NCDs, and for the reduction of modifiable 
risk factors.”[67]

(B) “Establish a high-level national multi-sectoral 
mechanism for planning, guiding, monitoring and 
evaluating enactment of the national policy with the 
effective involvement of sectors outside health.”[67]

(C) “Conduct a comprehensive assessment of 
the characteristics of NCDs and the scale of their 
problems, including an analysis of how different 
governmental sectors are affected by such diseases.”[67]

(D) “Review and strengthen, when necessary, 
evidence-based legislation, together with fiscal and 
other relevant policies that are effective in reducing 
modifiable risk factors and their determinants.”[67]

Recommendation for the Nigerian Setting

Addressing NCDs in Nigeria is a multi-dimensional 
challenge with multi-faceted implications. Initially, 
there has to be lobbying at the legislative level and 
at the doorsteps of developmental partners for 
appropriate investments and policies. This is to 
facilitate a national discussion that will result in the 
incorporation of these policies in the development 
and health agendas of the nation.

Second, there is a need to develop cost-effective and 
evidence-based strategic models that are culturally 
appropriate and resource-sensitive.

Population-Wide Interventions

The ultimate aim of prevention in relation to NCDs 
is to prevent the occurrence of risk factors as much 

as possible. Best results are obtained by population-
wide interventions, which do not rely on individual 
initiatives. These interventions are called “best buy”; 
so named because they are not only cost-effective 
and inexpensive, but also practicable and culturally 
acceptable.

These interventions consist of increment in tobacco 
tax; limits on smoking in public spaces and work 
environs; increment in alcohol tax and control 
of it sale; compulsory and optional salt cutback; 
and enhanced access to places for physical activity. 
These interventions could only be achieved through 
legislative processes; thus,legislation should be 
encouraged to make enactments on tobacco and 
alcohol control, healthy diet, and physical activity. 
These legislations should be in line with the best 
international guidance so that international investors 
in food and beverages are not driven away. The 
laws should incorporate taxation for offenders, 
the derivative of which should be channeled into 
prevention services.

The government should control the proliferation of 
fast food eateries, while encouraging the increased 
intake of local high-fiber low-fat meals. Where 
possible, legislation should be made to ban the 
premarital fattening for brides [Table 1].

Individual Interventions

Although population-wide interventions have 
enormous benefits in reducing the burden of 
NCDs, it does not address the individual needs 
of people with established diseases or those at risk. 
Individualized interventions require a strong health 
system as well as a system-wide approach focused 
at the social determinants of NCDs.

The health system should be structured in such 
a way that people have quick access to proper 
care. Currently, such care is mostly available 
in secondary and tertiary care centers. The way 
forward is to develop the capacity of primary 
healthcare centers(PHC)to be able to recognize 
these risk factors and initiate basic prevention 
and treatment strategies. Furthermore, referral 
systems between PHC and higher care points 
should be established and enhanced. This will 
allow care to be stepped up and down in synergy 
with individual needs. It will also enhance 
compliance to therapy by bringing access closer 
to those who need them.

Strengthening the capacity of PHC to carry out basic 
assessment of NCD risk factors and diseases such as 
blood pressure assessment, weight measurement, 
and blood sugar checks will reduce the burden of 
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NCDs. These can be achieved through retraining and 
mentoring by staff from secondary and tertiary care 
centers. Patients who have developed NCDs should 
have prompt commencement of therapy. This has 
the beneficial effect of preventing or slowing the rate 
of progression to complications as well as reducing 
the overall cost of care. The government should 
collaborate with multinational bodies, pharmaceutical 
firms, and health insurance conglomerates to tackle 
the cost of NCD medications and diagnostic tools. 
Cost is a limitation to accessing and making available 
the choices to patients with NCDs; thus, tackling it 
will reduce the disease burden.

Secondary and tertiary care centers should have the 
capacity to address intervention for complications 
such as coronary events and stroke. These have 
been shown to improve the survival of patients 
with CVD. There should be wide availability of 
early cancer detection, and palliation care for cancer 
patients should be made accessible and affordable.

Summary

The burden of NCDs is on the rise in Nigeria 
due to various forces of globalization, even though 
most of its predisposing factors can be curtailed by 
behavioral modification.Although much is known 
about the policies for controlling its consequences, 
little is advanced on how to translate such policies 
to culturally acceptable practicalities. The major 
contributors to the risks for NCDs have been clearly 
recognized as tobacco and alcohol usage, sedentary 
lifestyle, poor eating habits associated with the 
consumption of foods containing excess fat, salt, 
and sugar. These factors work together to result in 
NCDs; hence, it is pertinent to tract the burden 
of these risk factors. To arrest the rising incidence 
of NCDs, concerted efforts should be targeted at 
strengthening the Nigerian health systems. Although 
population-wide interventions are cost effective, 

they have to be supported by care at the individual 
levels, especially for high-risk groups and those 
with disease.

References

1.	 World Health Organization. Preventing chronic disease: A 
vital investment. Geneva: WHO2005.P48. [Internet.Last 
accessed 2012 November 28]. Availablefrom: http://www.
who.int/chp/chronic_disease_report/full_report.pdf 

2.	 Young F, Critchley JA, Johnstone LK, Unwin NC. A review 
of co-morbidity between infectious and chronic disease 
in Sub Saharan Africa: TB and diabetes mellitus, HIV and 
metabolic syndrome, and the impact of globalization. 
Global Health 2009;5:9.

3.	 Adedoyin RA, Adesoye A. Incidence and pattern of 
cardiovascular disease in a Nigerian teaching hospital. 
Trop Doct 2005;35:104-6.

4.	 Wor ld  Hea l th  Org anizat ion.Commiss ion  on 
Macroeconomics and Health. Improving health 
outcomes of the poor. Report of working group 5. Geneva, 
Switzerland: WHO; 2002.p 23.[Internet,updated 2000.
Last accessed 2012 November 28]. Available from:who.
int/iris/bitstream/10665/42488/1/9241590130.pdf 

5.	 Swende TZ, Sokpo J, Tamen FI. Globalization and health: 
A critical appraisal. Niger J Med 2008 Apr-Jun;17:135-8 

6.	 Nyenwe EA, Odia OJ, Ihekwaba AE, Ojule A, Babatunde S. 
Type 2 diabetes in adult Nigerians: A study of its 
prevalence and risk factors in Port Harcourt, Nigeria. 
Diabetes Res Clin Pract 2003;62:177-85.

7.	 Nwafor A, Owhoji A. Prevalence of diabetes mellitus 
among Nigerians in Port Harcourt correlates with socio-
economic status. J Appl Sci Environ Mgt 2001;5:75-7.

8.	 Sani MU, Wahab KW, Yusuf BO, Gbadamosi M, Johnson OV, 
Gbadamosi A. Modifiable cardiovascular risk factors 
among apparently healthy adult Nigerian population: A 
cross sectional study. BMC Res Notes 2010;3:11.

9.	 Ministry of Health, Nigeria. Non-communicable 
diseases (NCDs) in Nigeria-final report of a national 
survey. Federal Ministry of Health-National Expert 
Committee on Non communicable diseases survey 
[NCDSS];1997.

10.	 Unwin N. Non-communicable disease and priorities for 
health policy in sub-Saharan Africa. Health Policy Plan 
2001;16:351-2.

11.	 Akindele OM,Uba M. Incidence and patterns of 
cardiovascular disease in North Western Nigeria. Niger 
Med J 2009;50:54-7.

Table 1: Non-communicable diseases risk factors, its burden before and after globalization in Nigeria and 
recommendations

Risk factor Preglobalization Postglobalization Recommended intervention
Diet(average per capita 
calorie availability) 

*1761(1975-1979) *2043 (1998-2002) Encourage use of local foods rich  
in fiber low in fat

Obesity ^2.0% (rural Nigeria) ^21% Encourage physical activity and 
moderation of food intake

Physical inactivity No data 61.9% Encourage physical activity
Tobacco usage ¶¶8.8% (rural) 9.9% Discourage use of tobacco
Alcohol consumption φφ27.1% (rural) φφ35.4% Discourage use of tobacco
*Impact of globalization on food consumption, health and nutrition in Nigeria Kolawole Olayiwola Adedoyin Soyibo and Tola Atinmo.  
www.ftp://ftp.fao.org/es./esn/food_systems/olayiowola_f.pdfsed.Accessed 14th October 2012. ^Okesina AB, Oparinde DP, 
Akindoyin KA, Erasmus RT. Prevalence of some risk factors of coronary heart disease in a rural Nigeria population. East Afr Med J 
1999;76:212-6. Kolawole W Wahab,Mahmoud U Sani,Bashir O Yusuf,Maruf Gbadamosi,Akeem Gbadamosi, Mahmoud I Yandutse. Prevalence 
and determinants of obesity: A cross-sectional study of an adult Northern Nigerian population.InternationalArchivesofMedicine 2011;4:10. 
φφWorld Health Organization. Health behavior monitor amongNigerian adult population,2003. www.who.int/entity/chp/steps/2003_
STEPS_Report_Nigeria.pdf. Accessed14th October 2012



Annals of African Medicine 	 Vol. 13, January-March, 2014

Page | 9

Maiyaki and Garbati: Non-communicable and globalization

12.	 Fiona Y, Julia AC, Lucy KJ, Nigel CU.A review of 
co-morbidity between infectious and chronic disease 
in Sub Saharan Africa: TB and Diabetes Mellitus, HIV and 
Metabolic Syndrome, and the impact of globalization. 
Global Health 2009:5:9.

13.	 World Health Organization. NCD mortality and 
morbidity, Global Health Observatory. [webpage];2008.
[Internet,updated 2007 Last accessed 2012 November 
28]. Available from: http://www.who.int/gho/ncd/
mortality_morbidity/en/index.html. 

14.	 World Health Organization. Global Health Observatory. 
Non-communicable diseases country profi le. 
Nigeria:[Internet] 2010.[updated 2011 Last accessed 
2012 November 28]. Available from: http://www.who.
int/nmh/countries/nga_ en pdf.

15.	 Okesina AB, Oparinde DP, Akindoyin KA, Erasmus RT. 
Prevalence of some risk factors of coronary heart disease in 
a rural Nigerian population. East Afr Med J 1999;76:212-6.

16.	 Opadijo OG, Akande AA, Jimoh AK. Prevalence of 
coronary heart disease risk factors in Nigerians with 
systemic hypertension. Afr J Med Med Sci 2004;33:121-5.

17.	 Sani MU, Adamu B, Mijinyawa MS, Abdu A, Karaye KM, 
Maiyaki MB,et al. Ischaemic heart disease in Aminu Kano 
Teaching Hospital, Kano, Nigeria: A 5 year review. Niger J 
Med 2006;15:128-31.

18.	 Onwuchekwa AC, Chinenye S. Clinical profile of 
hypertension at a University Teaching Hospital in Nigeria. 
Vasc Health Risk Manag 2010;6:511-6.

19.	 Onwuchekwa AC, Asekomeh EG. Geriatric admissions in 
a developing country: Experience from a tertiary centre 
in Nigeria. Ethn Dis 2009;19:359-62.

20.	 Gaziano TA. Reducing the growing burden of 
cardiovascular disease in the developing world. Health 
Aff (Millwood) 2007;26:13-24.

21.	 Ejim EC, Okafor CI, Emehel A, Mbah AU, Onyia U, 
Egwuonwu T, et al. Prevalence of cardiovascular risk 
factors in the middle-aged and elderly population of 
a Nigerian rural community. J Trop Med 2011;10:1155.

22.	 Nathan DM, Cleary PA, Backlund JY, Genuth SM, 
Lachin JM, Orchard TJ,et al. Intensive diabetes treatment 
and cardiovascular disease in patients with type 1 
diabetes. N Engl J Med 2005;353:2643-53.

23.	 Fox CS, Coady S, Sorlie PD, D’Agostino RB Sr, Pencina MJ, 
Vasan RS,et al. Increasing cardiovascular disease burden 
due to diabetes mellitus: The Framingham Heart Study. 
Circulation 2007;115:1544-50.

24.	 Stamler J, Vaccaro O, Neaton JD, Wentworth D. Diabetes, 
other risk factors, and 12-yr cardiovascular mortality for 
men screened in the Multiple Risk Factor Intervention 
Trial. Diabetes Care 1993;16:434-44.

25.	 Akinboboye O, Idris O, Akinboboye O, Akinkugbe O. Trends 
in coronary artery disease and associated risk factors in 
sub-Saharan Africans. J Hum Hypertens 2003;17:381-7.

26.	 The Nigerian National Expert Committee on non-
communicable diseases. Report of a National Survey.
Lagos, Nigeria: Federal Ministry of Health; 1992. 

27.	 Cooper RS, Rotimi CN, Kaufman JS, Owoaje EE, 
Fraser H, Forrester T, et al. Prevalence ofNIDDM among 
populations of the African diaspora. Diabetes Care 
1997;20:343-8.

28.	 Ugoya SO, Echejoh GO, Ugoya TA, Agaba EI, Puepet FH, 
Ogunniyi A. Clinically diagnosed diabetic neuropathy: 
Frequency, types and severity. J Natl Med Assoc 
2006;98:1763-6.

29.	 Lawan A, Mohammed TB. Pattern of diabetic retinopathy 
in Kano, Nigeria. Ann Afr Med 2012;11:75-9.

30.	 Alebiosu CO, Ayodele OE. The increasing prevalence 
of diabetic nephropathy as a cause of end stage renal 
disease in Nigeria. Trop Doct 2006;36:218-9.

31.	 Adeyinka A,Ayodeji A,Modupe K,  Egwuonwu T, Akabueze J,  

Onwubere BJ.Retinopathy among type 2 diabetic patients 
seen at a tertiary hospital in Nigeria: a preliminary report. 
ClinOphthalmol2008;2:103-8.

32.	 Mbanya JC, Ramiaya K. Diabetes Mellitus. In: Jamison DT, 
Feachem RG, Makgoba MW, et al., editors. Disease and 
Mortality in Sub-Saharan Africa. 2nd edition. Washington 
(DC): World Bank; 2006. Chapter 19.  Available from: 
http://www.ncbi.nlm.nih.gov/books/NBK2291/

33.	 World Health Organization. Asthma. Key facts, 
2011. [Internet. Updated  20011. [Last accessed, 
2012 Nov 29].Availablefrom:http://www.who.int/
mediacentre/factsheets/fs307/en/index.html. 

34.	 World Health Organization. Chronic obstructive 
diseases,Key facts,2011.[Internet.Updated 2010.[Last 
accessed 2012 Mar 23]Available from: http://www. who.
int/mediacentre/factsheets/fs315/en/index.html.

35.	 Aït-Khaled N, Enarson D, Bousquet J. Chronic respiratory 
diseases in developing countries: The burden and 
strategies for prevention and management. Bull World 
Health Organ 2001;79:971-9.

36.	 Woolcock AJ. Epidemiology of chronic airways disease. 
Chest 1989;96:302S-6.

37.	 Desalu OO, Oluboyo PO, Salami AK. The prevalence of 
bronchial asthma among adults in Ilorin, Nigeria. Afr J 
Med Med Sci 2009;38:149-54.

38.	 Erhabor GE, Agbroko SO, Bamigboye P, Awopeju OF. 
Prevalence of asthma symptoms among university 
students 15 to 35 years of age in Obafemi Awolowo 
University, Ile-Ife, Osun State. J Asthma 2006;43:161-4.

39.	 van Gemert F, van der Molen T, Jones R, Chavannes N. 
The impact of asthma and COPD in sub-Saharan Africa. 
Prim Care Respir J 2011;20:240-8.

40.	 Beasley R. The burden of asthma with specific 
reference to the United States. J Allergy Clin Immunol 
2002;109:S482-9.

41.	 World health Organization. Cancer fact sheet, 2008.
[Internet.Updated 2006. Last accessed,2012Mar25]. 
Available from: http://www.who.int/mediacentre/
factsheets/fs297/en/.

42.	 Cancer Incidence in Five Continents Vol. VIII.D.M. 
Parkin,  J. Ferlay, M.Hamdi-Chérif,  F. Sitas, J.O. 
Thomas,  H. Wabinga, S.L.  Whelan  . et al. Cancer in 
Africa – Epidemiology and Prevention. IARC Scientific 
Publications 153. Lyons: IARC Press; 2003. p.1-13.

43.	 Edington GM, Maclean CM. A cancer rate survey 
in Ibadan, Western Nigeria, 1960-63. Br J Cancer 
1965;19:470-81.

44.	 Mohammed AZ, Edino ST, Ochicha O, Gwarzo AK, 
Samaila AA. Cancer in Nigeria: A 10-year analysis of the 
Kano cancer registry. Niger J Med 2008;17:280-4.

45.	 Olufunsho A, Ayokunle AA, Deborah FA, Vincentb F, 
Duro CD. Cancer distribution pattern in south-western 
Nigeria. Tanzan J Health Res2011;3: 106-8.

46.	 BIoscreen.net. Nigeria: FG and Cost of Cancer 
Screening,[Internet] 2011.[ Posted on Nov 28, 2011. 
Last accessed 2012 November 28]. Available from: http://
www.bioscreening.net/2011/11/28/nigeria-fg-and-cost-
of-cancer-screening/.

47.	 Olayiwola K, Soyibo A, Atinmo T. Impact of globalization 
on food consumption, health and nutrition in Nigeria. 
Paper prepared for FAO Technical Workshop on 
“Globalization of Food Systems: Impact on Food Security 
and Nutrition”. 2004. Rome, Italy; Available from : ftp://
ftp.fao.org/docrep/fao/007/y5736e/y5736e00.pdf.

48.	 Woodward D, Drager N, Beaglehole R, Lipson D. 
Globalization and health: A framework for analysis and 
action. Bull World Health Organ 2001; 79: 875–81.

49.	 Yach D, Bettcher D. The globalization of public health, 
I: Threats and opportunities. Am J Public Health 
1998;88:735-8.



Vol. 13, January-March, 2014	 Annals of African Medicine

Page | 10

Maiyaki and Garbati: Non-communicable and globalization

50.	 Bettcher DW, Yach D, Guindon GE. Global trade and 
health: Key linkages and future challenges. Bull World 
Health Organ 2000;78:521-34.

51.	 Tomori S,Adebiyi MA.Externaldebtburdenandhealthexp
enditures in Nigeria: An empirical investigation. Nig Jnl 
Health & Biomedical Sciences 2002;1:1-5.

52.	 Mennen LI, Mbanya JC, Cade J, Balkau B, Sharma S, 
Chungong S, et al. The habitual diet in rural and urban 
Cameroon. Eur J Clin Nutr. 2000 Feb;54:150-4.

53.	 Khatib O. Noncommunicable diseases: Risk factors and 
regional strategies for prevention and care. East Mediterr 
Health J 2004;10:778-88.

54.	 Oladapo OO, Salako L, Sodiq O, Shoyinka K, Adedapo K, 
Falase AO. A prevalence of cardiometabolic risk 
factors among a rural Yoruba south-western Nigerian 
population: A population-based survey. Cardiovasc J Afr 
2010;21:26-31.

55.	 Sola AO, Steven AO, Kayode JA, Olayinka AO. 
Underweight, overweight and obesity in adults Nigerians 
living in rural and urban communities of Benue State. 
Ann Afr Med 2011;10:139-43.

56.	 Misra A, Khurana L. Obesity and the metabolic syndrome 
in developing countries. J Clin Endocrinol Metab 
2008;93:S9-30.

57.	 Patel SR, Hu FB. Short sleep duration and weight gain:  
A systematic review. Obesity (Silver Spring) 2008;16:643-53.

58.	 World Health Organization. Global health risks: Mortality 
and burden of disease attributable to selected major 
risks. Geneva, Switzerland: World Health Organization; 
2009. [Internet updated Last accessed 2012 Oct 04]. 
p.1-54. Available from: http://www.who.int/healthinfo/
global _burden_disease/en/.

59.	 Adegoke BO, Oyeyemi AL. Physical inactivity in Nigerian 
young adults: Prevalence and socio-demographic 
correlates. J Phys Act Health 2011;8:1135-42.

60.	 Senbanjo IO, Oshikoya KA. Physical activity and 
body mass index of school children and adolescents 

in Abeokuta, Southwest Nigeria. World J Pediatr 
2010;6:217-22.

61.	 Doll R, Peto R, Boreham J, Sutherland I. Mortality in 
relation to smoking: 50 years’ observations on male 
British doctors. BMJ 2004;328:1519.

62.	 World Health Organization. WHO Report on the 
Global Tobacco Epidemic, 2011.CountryprofileNigeria.
[Internet,updated,2011 accessed2012 Apr 4].,Available 
from: http://www.who.int/tobacco/surveillance/policy/
country_profile/nga.pdf.

63.	 Labonté R, Schrecker T. Globalization and social 
determinants of health: The role of the global marketplace 
(part 2 of 3). Global Health 2007;3:6.

64.	 Rehm J, Taylor B, Room R. Global burden of disease 
from alcohol, illicit drugs and tobacco. Drug Alcohol Rev 
2006;25:503-13.

65.	 World Health Organization. Consequences of alcohol 
use Global Status Report on Alcohol. Geneva, 
Switzerland:World Health Organization; 2004. p.35-
68.[Internet updated 2011.Last accessed 2012Apr6.
Availablefrom: http://www.who.int/substance_abuse/
publications/global_status_report_2004_overview.pdf.

66.	 WHO World Health Report.Management of substance 
abuse:Alcohol.Geneva: Resources for the Prevention 
and Treatment of Substance Use Disorders.[Internet 
webpage.Accessed 29th November 2012].Available from: 
http://www.who.int/substance_abuse/publications/
global_alcohol_report/profiles/nga.pdf.

67.	 World Health Organization. Global status report on non-
communicable diseases,2010. Available from: http://
www.who.int/nmh/publications/ncd_report2010/en/.
[Last accessed 2012 May 26].

Cite this article as: Maiyaki MB, Garbati MA. The burden 
of non-communicable diseases in Nigeria; in the context of 
globalization. Ann Afr Med 2014;13:1-10.
Source of Support: Nil. Conflict of Interest: None declared.

“Quick Response Code” link for full text articles

The journal issue has a unique new feature for reaching to the journal’s website without typing a single letter. Each 
article on its first page has a “Quick Response Code”. Using any mobile or other hand-held device with camera and 
GPRS/other internet source, one can reach to the full text of that particular article on the journal’s website. Start a QR-
code reading software (see list of free applications from http://tinyurl.com/yzlh2tc) and point the camera to the QR-code 
printed in the journal. It will automatically take you to the HTML full text of that article. One can also use a desktop or 
laptop with web camera for similar functionality. See http://tinyurl.com/2bw7fn3 or http://tinyurl.com/3ysr3me for the 
free applications.


