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neonatal tetanus due to immunization in Ja‑
maica. In addition, between 1950 and 2012, 
life expectancy increased from 58.5 years to 
74 years [7,3].
Therefore, there has been a definite change in 
the overall health profile at the Regional lev‑
el. This transition also occurred in Jamaica 
which supports the point that CNCDs are not 
diseases of affluence, as developing coun‑
tries now bear the major burden [8]. With this 
public health transition, it is therefore quite 
understandable that the focus of research 
over the years, moved from under‑nutrition 
and communicable diseases to over‑nutrition 
and obesity and obesity‑related diseases 
(CNCDs). However, where should our re‑
search focus be now?

DISCUSSION

Present coexistence of 
both Communicable and 
Non‑communicable Diseases
At the Regional level, CNCDs have been 
consistently determined the most common 
causes of death in analyses done every 5 
years from 1985 to 2000 with heart diseases, 
cancers, cerebrovascular diseases, and dia‑
betes mellitus constituting the four leading 
causes of deaths [1]. In 2000, HIV/AIDS 
climbed to 5th position (from 8th position in 
1995) [1].
In 2012, twenty‑six percent of the life years 
lost (LYL) in Jamaica was due to communi‑
cable diseases. This was 10% higher than the 
Regional average (Figure 1) [3]. Sixty‑one 
percent of the LYL for Jamaica in 2012 was 
due to CNCDs. This was close to the Re‑
gional average of 66% (Figure 1) [3]. HIV/
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The Caribbean Region
The Caribbean has moved from under‑nutri‑
tion and communicable diseases to over‑nu‑
trition and chronic non‑communicable dis‑
eases (CNCDs) being the major public health 
problems over the last several decades. The 
Region has seen great improvements due to 
immunization coverage which has resulted 
in the eradication of several communicable 
diseases e.g. poliomyelitis (last outbreak, 
1982), measles (not diagnosed since 1991), 
and rubella (not diagnosed since 2002) [1]. 
The average life expectancy in Latin Ameri‑
ca and the Caribbean has risen from 51 to 76 
years in the last few decades along with an 
improvement in nutrition quality. Simultane‑
ously, the Region has seen a switch in dietary 
intake from vegetable to animal protein as 
well as an increase in the percent of energy 
coming from fat intake [2,3].

Jamaica
Like the rest of the Caribbean, Jamaica has 
changed from under‑nutrition and commu‑
nicable diseases being the major causes of 
death and disability to CNCDs over the last 
five decades [4]. In 2000, the prevalence of 
obesity among Jamaican 15‑74 year olds 
was 9.6% among males and 29.9% among 
females [5]. Cerebrovascular diseases, isch‑
emic heart diseases, hypertensive diseases, 
heart failure, diabetes mellitus and coronary 
heart disease/other forms of heart disease 
were among the ten leading causes of death 
in Jamaica during 1998 [6]. These diseases 
are all linked to obesity. Between 2001 and 
2005, there were no cases of measles, polio, 
diphtheria, rubella, congenital rubella, or 
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AIDS is the major communicable disease 
that causes concern in the Region [1]. An‑
other communicable diseases of growing im‑
portance is tuberculosis. The increase in the 
number of cases of tuberculosis observed is 
thought to be due to a combination of factors 
that include poverty, malnutrition, and the 
HIV/AIDS epidemic [1].
The HIV/AIDS is at an epidemic level in 
Jamaica [9]. The prevalence of HIV per 
100,000 population for Jamaica is 3 times 
and twice that at the Regional and Global lev‑
el respectively (Table I) [3]. An estimated 50 
people have died from AIDS every month in 
Jamaica between 2001 and 2003 [1]. Despite 
extensive national and international support 
for activities of the National HIV/AIDS/
STI prevention and Control Programme, the 
number of reported cases of AIDS continues 
on an upward trend [10]. Overall for Jamaica, 
more males are reported with AIDS than fe‑
males [10]. However, females in the 10‑14 
and 15‑19 years age group are twice and 
three times as likely to be infected as males 
in their respective age groups [10]. Between 
1999 and 2002, HIV death rates doubled for 
females from 15.8 to 30.7 per 100,000 popu‑
lation; and increased for males from 26.9 to 
44.9 per 100,000 [9].

Figure 1. Distribution of life years lost (LYL) by causes in 2012 [3]

Cost burden attributable to chronic 
non‑communicable diseases
Obesity and its related chronic diseases are 
seen as a result of lifestyle changes due to eco‑
nomic development. However, it is important 
to note that country‑wide economic develop‑
ment is not necessarily needed for the lifestyle 
changes required to fuel weight gain to occur 
[11]. Instead the obesity‑diabetes epidemic be‑
ing observed in many poor and middle‑income 
countries is a result of the nature of social 
development [11]. Therefore, a country does 
not have to necessarily be affluent to have an 
economic burden due to obesity or chronic dis‑
eases. Jamaica is an example of such a country. 
In Jamaica, there were 1,092 premature deaths 
due to cardiovascular disease in 1999 resulting 
in a total of 41,157 life years lost (LYL) [1]. 
While 61% of the LYL in Jamaica in 2012 was 
due to CNCDs (Figure 1) [3].
In 2001, the total economic burden of diabe‑
tes in Jamaica amounted to J$10.18 billion/
US$221 million (at 2001 rates) with the costs 
of medications, hospitalization and diagnos‑
tics accounting for about 56%, 13% and 12% 
of this cost respectively [12]. The total eco‑
nomic burden of hypertension for Jamaica 
during 2001 was J$12.26 billion/US$266 
million. Costs of medications and diagnos‑
tics accounted for 45% and 26% of this cost 
respectively [12].

Cost burden attributable 
to communicable diseases
Sixteen percent of the life years lost (LYL) 
in 2012 in the Region was due to communi‑
cable diseases (Figure 1) [3]. For the period 
1985 to 2000, the years of productive life 
lost (YPLL) in the Region increased by some 
22% largely due to the effect of HIV/AIDS. 
This was observed most notably in males 
20‑44 years old [1]. We are losing many per‑
sons during their economically productive 
years throughout the Caribbean.
Communicable diseases were responsible for 
26% of the life years lost (LYL) in Jamaica 
in 2012 (Figure 1) [3]. In addition, for HIV/
AIDS during 2004, Jamaican males and fe‑
males lost 25,000 and 9,000 disability‑adjust‑
ed life years (DALY) respectively [13].

Where do we go from here?
Historically, Jamaica has moved from un‑
der‑nutrition and communicable diseases to 
over‑nutrition and obesity and obesity‑relat‑
ed diseases. As a result, many Researchers 
have studied obesity and chronic non‑com‑
municable diseases resulting in invaluable 
information. However, HIV/AIDS is also of 
importance and needs more attention in the 
research arena.

Prevalence (per 100,000 population)

Jamaica Regional average Global average

HIV 1,024 315 511

Tuberculosis 9.5 40 169

Table I. Prevalence of HIV and tuberculosis per 100,000 population for Jamaica, 
the Region and worldwide [3]
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In addition, we may be seeing the re‑emer‑
gence of under‑nutrition. In a comparison 
of 2010 survey results with those from 2008 
among Jamaican children under five years 
old, an increase in the estimated prevalence of 
under‑nutrition and a decline in the estimated 
prevalence of over‑nutrition was observed 
[14]. This is likely due to the Jamaican econ‑
omy which continued to contract in 2010, as 
a result of the prolonged effect of the global 
economic recession [14]. Many Jamaicans 
have been on salary‑freeze since the begin‑
ning of the recession in 2008. The numbers of 
deaths in Jamaica in 2008 among 0‑14 year 
olds as result of nutritional deficiency were 
1.6 and 1.4 times the number of deaths due to 
HIV/AIDS for males and females respectively 
(Table II) [15]. In addition, the numbers of 
deaths in Jamaicans over 60 years as result of 
nutritional deficiency were 1.2 and 5.5 times 
the number of deaths due to HIV/AIDS for 
males and females respectively (Table II) [15].
It is important to note that for Jamaicans 15‑59 
years, the number of deaths due to HIV/AIDS 
for males was almost similar to the number 
of deaths due to CNCDs for males. While for 
females, the number of deaths was 35% of the 
amount due to CNCDs for females (Table II) 
[15]. Bear in mind that the data for HIV/AIDS 
account for one disease condition, whereas 
the data for CNCDs account for a combina‑
tion of diseases e.g. diabetes, hypertension, 
and cardiovascular disease.

CONCLUSIONS
The public health transition continues. We 
currently have economic burdens due to obe‑

Age group 
(years)

HIV/AIDS Nutritional Deficiency Chronic Non‑communicable Diseases

Male Female Male Female Male Female

0‑14 39 38 62 54 187 173

15‑59 1,006 431 30 21 1,077 1,219

60+ 69 25 83 138 5,032 6,566

Table II. Number of deaths in Jamaica in 2008 [15]

sity and obesity‑related diseases i.e. chronic 
non‑communicable diseases, as well as due 
to HIV/AIDS. In addition, we may be ob‑
serving the re‑emergence of under‑nutrition 
in Jamaica due to the economic recession. 
At present, the amount of research studies 
that can be found on CNCDs for Jamaica far 
outnumber what can found for HIV/AIDS. It 
is important that researchers cover all areas 
well so that knowledge of the direct and in‑
direct costs to healthcare systems and society 
can be obtained. This would enable the mak‑
ing of relevant policy decisions for appropri‑
ate cost‑effective interventions in the Jamai‑
can Health Sector.

RECOMMENDATIONS
 ‑ The burden of CNCDs remains very high 

in the Jamaican population and may be 
increasing. However, the prevalence of 
communicable diseases, notably HIV/
AIDS, is also high and may be increasing 
as well. A study of the economic burden 
of both is needed.

 ‑ Periodic surveys should be done to pro‑
vide evidence on prevalence and trends of 
chronic non‑communicable diseases and 
HIV/AIDS.

 ‑ The leading causes of death in Jamaica 
are CNCDs, followed by HIV/AIDS. The 
resulting economic burden from both is 
due to lifestyle behaviour. Perhaps educa‑
tion or policy interventions can be under‑
taken.

 ‑ With the present ongoing recession, it is 
time to start paying attention again to un‑
der‑ nutrition.
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