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The art of medicine 
Non-communicable diseases of poverty: what’s in a name? 
In recent decades, there has been increasing focus on 
individual responsibility for health. The emphasis for non-
communicable diseases (NCDs) has long been on screening, 
early diagnosis, and timely treatment, with prevention tied 
to behavioural measures, such as avoidance of smoking 
and sedentary living, limited consumption of alcohol, and 
the promotion of physical activity and a healthy diet. These 
public health messages frequently characterise NCDs as 
“lifestyle diseases” best prevented through individual action. 
This characterisation overlooks societal and economic factors 
that contribute to the inequitable distribution of NCDs. The 
failure of the UN General Assembly in September, 2025, to 
pass a UN political declaration on NCDs was disappointing, 
but highlights—rather than downplays—the importance of 
these conditions and the global politics that can either help 
tackle NCDs or contribute to their prevalence. 

Supporting calls to attend to poverty and associated 
social, commercial, and environmental determinants of 
health, here we reflect on the way poverty influences the 
distribution and outcomes of NCDs globally and locally. The 
history of neglected infectious diseases of poverty provides 
a starting point to argue for increased focus on poverty with 
NCDs. In 1974, when the Special Programme for Research 
and Training in Tropical Diseases (TDR) was established, 
several infectious diseases were labelled “tropical” both for 
programmatic purposes and to index their geographical 
concentration. From early on, however, poverty at 
household, community, and state levels was recognised as a 
key driver of many diseases. Acknowledging the geopolitical 
context of transmission and mortality, by around 2000 
these endemic diseases became referred to as infectious 
diseases of poverty and neglected tropical diseases. The 
number of diseases regarded as neglected has increased 
since then to include numerous viral, fungal, and bacterial 
infections, which are considered quintessentially outcomes 
of social, economic, and commercial determinants in 
relationship with environmental conditions. Attention 
to structural neglect has informed the programmes of 
biomedical, epidemiological, and social scientists, and 
organisations such as TDR and the Drugs for Neglected 
Diseases initiative (DNDi). Are NCDs really any different? 

Greater attention needs to be given to how poverty 
contributes to the epidemiology of NCDs in multiple ways, 
as underlined by the 2020 Lancet Commission on Reframing 
NCDs and Injuries (the NCDI Poverty Commission). NCDs 
disproportionately affect people from low-income comm
unities in wealthy countries and from poor households and 
communities in lower-middle and middle-income countries. 
In such settings, for social, structural, and political reasons, 
many people do not have access to markets, resources, 

and services that would allow them to reduce risk, access 
screening, and receive and adhere to treatment. By glossing 
NCDs as an outcome of “lifestyle” and shifting responsibility 
onto individuals, the implication is that all people have 
equal choice in diet, nutrition, and physical activity. This 
approach dismisses how food intake and activity are shaped 
by income at household level, community and national 
economies, and the effects of powerful global economic 
networks, transnational companies, and systems. 

The impoverishment of diets has a long history in 
colonialism and neocolonialism, under which land and other 
resources were and are appropriated and labour exploited. 
Over the past century, in many places local food production 
has been systematically displaced with commercial farming 
and fishing, with local foods replaced by cheap imported 
items as people were drawn into cash economies and the 
commercialisation and globalisation of the food industry. 

Ultra-processed foods and sugar-sweetened beverages fuel 
the prevalence of many NCDs. As these industries move into 
new markets in lower-income settings, they drive nutritional 
transitions among populations unable to afford NCD drugs 
and care. However, boardroom decisions and international 
trade agreements become invisible when NCDs and their 
precursors are framed as the result of individual behaviours. 
Industries strategically apply the trope of personal choice 
to avoid responsibility for the social ills of their products; 
this deflects attention from the aggressive promotion of 
harmful products, externalising the costs to individuals and 
governments. At a national level, some products deemed 
unhealthy in high-income markets are sold in less regulated 
markets in low-income and middle-income countries, as 
documented with infant formula since 1974 and still today 
51 years later. Many preventable deaths are linked to the 
products of just four industries: alcohol, fossil fuel, tobacco, 
and ultra-processed foods. But in addition, people who are 
unemployed or precariously employed have curtailed choice 
in what food to purchase. They often live in areas where food 
markets are distorted, in insecure housing, without food 
storage or cooking facilities, and without the resources to 
purchase food in larger, cheaper quantities. For example, in 
informal settlements in contemporary South Africa, such as 
the Cape Flats, commercial sliced bread and sugar-sweetened 
beverages are delivered to local spaza (provision shops), but 
spaza owners must often travel to wholesale warehouses to 
purchase other food items to sell on. As a result, a limited 
range of foods is available and affordable, resulting in 
communities that are affected by both hunger and obesity. 

This includes children. In many communities in low-
income and middle-income countries, the capacity to afford 
good food is limited, as occurs also for poor people in high-
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other (richer) countries for care. Further, people necessarily 
balance their perceived need for care with time required to be 
seen, away from other productive and reproductive activities 
such as work and child care, and with the indignities and 
violence to which they are often subject as a result of racism, 
xenophobia, sexism, and other forms of discrimination. 

Populations worldwide continue to experience structural 
violence. When people are unable to take up public health 
advice because of low income and limited residential 
options, it is disingenuous to imply that they are vulnerable 
to or responsible for diseases of “lifestyle”. People with 
adequate incomes, living in convivial environments, with 
health insurance and good medical care, are not necessarily 
protected from NCDs, but their risks are lower, their diagnosis 
earlier, and their prognosis better. In referring to NCDs of 
poverty, the significance of poverty for populations, health 
systems, and nations is visible. This perspective ensures that 
in research, policy, and programme development, political 
leaders, policy makers, and public health professionals 
remain mindful of the social, political, environmental, 
and commercial determinants of ill-health, and that they 
work to address these. Poverty profoundly affects disease 
concentration, causality, prevention, and control. Public 
health advice can encourage people to be mindful of what 
they eat, and national interventions can have substantial 
impacts on individual health risks, intervening in smoking, 
and sugar and salt consumption, for instance. But redressing 
income disparity, inequality, and structural violence requires 
not individual effort, but the efforts of states and global 
entities through policies, governance, and programmes. 
While changes to the flow of funds globally have compro
mised the effort to do so, addressing these concerns is crucial.
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income countries. In Australia, food insecurity affects 
Indigenous populations in urban, rural, and remote areas. 
In the USA the food safety net programme expanded 
between 2000 and 2024, often requiring recipients to work 
in low-wage work, while people outside the labour market, 
including undocumented immigrants, depended on charity. 
Food choices are limited and diets are constrained for low-
income populations everywhere. 

Occupations and environments also compromise health 
and increase the risks of various cancers, chronic respiratory 
disease, and cardiometabolic conditions, particularly for 
people working as unskilled labour in harsh conditions and 
impoverished settings. The successful silicosis class action 
suit in 2019 for compensation to the families of deceased 
miners in South Africa is an example of how industries can 
be held accountable. However, the status quo is that in 
mining communities, workers and residents continue to 
be exposed to heavy metals over generations. Those who 
work and live in areas of polluted soil and groundwater 
contend with resultant NCDs due to poor environmental 
controls, not lifestyle. Limited environmental regulations 
and backtracking on regulations, as have been proposed in 
the USA, exacerbate NCD risk in such communities. 

Physical activity is constrained or enabled by 
environments. People living in disadvantaged areas, in 
any country, have limited time, opportunity, security, and 
resources to exercise. For example, violence, including gang 
warfare and gender-based violence, limits safe movement 
in many places, and in gendered ways, with Black women 
in some settings in South Africa citing this as a barrier to 
physical activity. Discretionary exercise is generally neither 
feasible nor possible for people working as day labourers, 
recyclers, or roadside vendors, or for women who must 
also manage households and provide care for children and 
other relatives. Samodein and colleagues have explicitly 
linked these conditions and interpersonal and structural 
violence with the rise of NCDs; describing the burden of 
NCDs in South Africa as catastrophic, they argue that “socio-
economic factors [must] be considered as risk factors for 
strategies aimed at reducing or preventing these disorders”. 

Quality health care is available for many NCDs for 
people with sufficient health insurance and income for 
treatment and medications, but poorer people in both 
highly industrialised places and low-resource settings are 
generally under-insured or uninsured, and rely on (often 
limited) public health services. Health systems in low-
income settings, particularly in remote and marginalised 
communities, struggle to provide basic care, and contend 
with inadequate human resources, diagnostic and 
treatment technologies, and medication. As an example, 
anthropologists Julie Livingston and Marissa Mika have 
described the experiences of people in Botswana and 
Uganda who lack oncology services and care, with adequate 
treatment only possible for those who can afford to travel to 
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