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Abstract 

Background Non-communicable diseases (NCDs) are a global epidemic challenging global public health authorities 
while imposing a heavy burden on healthcare systems and economies.

Aim To explore and compare the prevalence of NCDs in South Asia, the Caribbean, and non-sub-Saharan Africa, aim-
ing to identify both commonalities and differences contributing to the NCD epidemic in these areas while investigat-
ing potential recommendations addressing the NCD epidemic.

Method A comprehensive search of relevant literature was carried out to identify and appraise published articles 
systematically using the Cochrane Library, Ovid, Google Scholar, PubMed, Science Direct, and Web of Science search 
engines between 2010 and 2023. A total of 50 articles fell within the inclusion criteria.

Results Numerous geographical variables, such as lifestyle factors, socio-economic issues, social awareness, 
and the calibre of the local healthcare system, influence both the prevalence and treatment of NCDs. The NCDs con-
tributors in the Caribbean include physical inactivity, poor fruit and vegetable intake, a sedentary lifestyle, and smok-
ing, among others. While for South Asia, these were: insufficient societal awareness of NCDs, poverty, urbanization, 
industrialization, and inadequate regulation implementation in South Asia. Malnutrition, inactivity, alcohol misuse, 
lack of medical care, and low budgets are responsible for increasing NCD cases in Africa.

Conclusion Premature mortality from NCDs can be avoided using efficient treatments that reduce risk factor expo-
sure for individuals and populations. Proper planning, implementation, monitoring, training, and research on risk 
factors and challenges of NCDs would significantly combat the situation in these regions.
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Introduction
Background
Non-communicable diseases (NCDs), also referred to 
as chronic diseases, typically follow a life course pro-
gression and are brought on by a confluence of genetic, 
physiological, environmental, and behavioral variables 
[50]. The commonest dominating global NCDs are 
diabetes, cancer, chronic respiratory diseases (such as 
chronic obstructive pulmonary disease and asthma), 
and cardiovascular disorders (including heart attacks 
and stroke) [91]. NCDs are a global epidemic with pro-
gressive burdens across countries. They were primar-
ily a matter of discussion in wealthy nations for many 
years, but today, they are the primary issue facing the 
countries of the developing world [44]. These patterns 
reflect our expanding society, hasty unplanned urbani-
zation, and sedentary lifestyles [24]. Hospital-centered 
acute care is currently the main focus of healthcare 
for NCDs in many low- and middle-income countries 
[2]. The NCD epidemiologic transition is at varying 
stages in several nations. Many environmental, social, 
and structural changes occur when nations move from 
agrarian to industrial to postindustrial states. Some of 
these changes improve life expectancy, while others 
subject people to chronic risk exposures [76]. Nearly 
four out of five NCD-related fatalities take place in 
low- and middle-income nations, which are dispropor-
tionately affected by NCDs [90]. However, the problems 
mentioned above vary across different countries and 
regions. Thus, studying the main causes, prevalence, 
and impact of NCDs in vulnerable areas of the world is 
of public health importance.

South Asia, the Caribbean, and Africa represent 
diverse geographic regions, all of which are affected by 
NCDs superfluously. NCDs are becoming more preva-
lent throughout South Asia, causing serious health 
problems and economic losses while contributing to 
nearly two-thirds of all fatalities [33]. NCDs are also 
emerging as the primary cause of death in sub-Saha-
ran Africa, where they accounted for 37% of fatalities 
in 2019 when compared to 24% in 2000 [92]. Accord-
ing to the 2022 World Health Organisation (WHO) 
Non-communicable Disease Progress Monitor, NCDs 
account for 50–88% of fatalities in seven African 
countries, most of which are small island states [92]. 
Similarly, research asserts that NCDs account for a sig-
nificant portion of the disease burden in Latin America 
and the Caribbean (LAC), causing three out of every 
four deaths [12, 13, 15]. However, NCD mortality is 
rapidly increasing, and by 2030, those above four major 
NCDs will be responsible for about 81% of deaths in 
Latin America and the Caribbean [78].

Objective of the study
Numerous global studies address NCDs in the areas of 
South Asia, Africa, and the Caribbean. Some of these 
studies explain the links between lifestyle factors, like 
poor diet, tobacco use, and NCDs in these areas [59, 
88]. Others evaluate the impact of the economy, pov-
erty, industrialization, and the reduction of urban green 
space [4, 52, 84]. The importance of good quality health 
care in managing NCDs has also been discussed [56, 
84].

A recurrent finding in a significant number of these 
papers is the association between poverty, economic 
development, and NCDs [7, 34, 58, 61, 62, 64, 77, 84]. 
However, existing studies provide fragmented evidence 
and indications of the impact of NCDs on the different 
low- and middle-income regions [23, 33, 40, 85]. There-
fore, a more comprehensive overview is merited. Indeed, 
having a comprehensive understanding of the different 
contributing factors of NCDs and their impact on under-
privileged regions is of importance and corresponds to 
the Sustainable Development Goal (SDG) 3 of “ensuring 
health, life, and well-being for all” [1], ECALC 2021). To 
our knowledge, no comparative review article explores 
the NCDs situation in South Asia, Africa, and the Carib-
bean countries. This systematic review aims to compare 
the prevalence, risk factors, and challenges associated 
with NCDs in South Asia, the Caribbean, and the African 
continent. The objective is to highlight the importance 
of acknowledging the burden of NCDs in low-middle-
income countries, which is a requisite for a sustainable 
future.

Method
Literature selection
A literature search was conducted through different 
sources, including Cochrane Library, Ovid, Google 
Scholar, PubMed, ScienceDirect, and the Web of Sci-
ence search engine. The search strategy was based on 
the following keywords; “Health Literacy” OR “Inad-
equate Health Literacy” OR “Adequate Health Literacy”) 
AND (“Non-communicable diseases” OR “NCDs” OR 
“NCDs Comparison” OR “Diabetes” OR “Cardiovascu-
lar disease” OR “CVD” OR “Chronic Kidney Disease” OR 
“CKD” OR “Hypertension” OR “Heart Disease” OR “High 
Blood Pressure” OR “Coronary Heart Disease” OR AND 
(“South Asia” OR “India” OR “Pakistan” OR “India” OR 
“Sri-Lanka” OR “Bangladesh” OR “Bhutan” OR “Mal-
dives” OR “Afghanistan” AND “Caribbean” OR “Algeria” 
OR “Djibouti” OR “Egypt” OR “Libya” OR “Morocco” OR 
“Somalia” OR “Sudan” OR “Tunisia”. We have limited our 
search to literature published from 2010 till July 2023 to 
maintain significance.
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It is important to mention that in writing this review, 
we have not collected any primary data that involves 
human or animal subjects. Instead, we gathered second-
ary data from previously published articles. Therefore, 
ethical clearance was considered not applicable in this 
case.

The PICO framework was used to establish the inclu-
sion criteria for this systematic review, as seen in Table 1. 
The research participants (P) included low-middle-
income countries in the regions of South Asia, Africa, 
and the Caribbean. More specifically for South Asia, 
the South Asian Association for Regional Co-operations 
(SAARC) countries were included. These are Bangla-
desh, Bhutan, India, Nepal, Pakistan, Sri Lanka, Afghani-
stan, and the Maldives. African countries included in the 
systematic review were Algeria, Djibouti, Egypt, Libya, 
Morocco, Somalia, Sudan, and Tunisia [37]. We have 
considered these non-Sub-Saharan African countries as, 
according to the literature, NCDs are prevalent in these 
countries, as noted by Dalal et  al. [20], and Formenti 
et  al. [29]. Moreover, Sub-Saharan African countries 
were excluded because, even though they are classified 
as low-middle income countries, NCDs are not the pri-
mary cause of death or potential life years lost in these 
nations [63]. In the Caribbean, the areas having the high-
est death rates due to the four common NCDs were 
considered. These areas and their respective cumula-
tive proportion of deaths attributed to these four NCDs 
are as follows: Bermuda (2005–2014) 62.97%, Grenada 
(2005–2014) 60.09%, Montserrat (2005–2014) 66.59%, 
and Trinidad and Tobago (2001–2010) 59.21% [80]. Stud-
ies discussed in this review include participants across 
different age groups and genders who have non-commu-
nicable diseases and are from these specified regions. For 
intervention (I), we focused on evaluating the effect of a 
balanced and healthy lifestyle, socio-economic factors, 
regional regulations, and quality of healthcare on NCDs. 
A descriptive comparison (C) was made between differ-
ent regions of South Asia, Africa and the Caribbean. The 
outcome (O) of interest was the prevalence of NCDs, risk 
factors, and challenges among low and middle-income 

populations while assessing for measures to address 
them.

Studies of various designs were included in this review, 
including qualitative, quantitative, cross-sectional and 
comparative studies. Additionally, studies used were pub-
lished in English within the last 20 years.

We adhered to the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) guide-
lines, as seen in Fig. 1. A total of 50 literatures from South 
Asia, Africa, and the Caribbean Islands were analyzed in 
this review.

Assessment of risk of bias
The assessment of potential biases in studies chosen for 
this review was conducted using the updated Mixed 
Methods Appraisal Tool (MMAT), described by [42]. 
Each study was labeled as having a low, medium or high 
risk of bias within the relevant category. By using this 
tool, we were able to evaluate the design, methodology 
and validity of the included studies in order to enhance 
reliability of our conclusion as well as minimize bias.For 
the primary standardized appraisal, we have assessed all 
studies used in the review process using the same criteria. 
As the MMAT included criteria to evaluate qualitative, 
quantitative, and mixed methods, thus this comprehen-
sive coverage of literature selections is rigorously evalu-
ated, reducing the risk of bias from overlooking certain 
study designs. In addition, to enhance the reliability, 
more than one co-author independently reviewed and 
assessed each study. We have emphasized the relevance 
and rigor of studies to ensure that only methodologically 
sound and contextually appropriate studies are included 
in our review. This dual focus helped us minimize biases 
by including irrelevant or poorly conducted studies.

Results
Overview
In this comparative systematic review, 50 studies were 
included to explore the relationship between the preva-
lence, risk factors, challenges, and management of 
NCDs among the regions of South Asia, Africa, and the 

Table 1 PICOS table

Criterion Inclusion Keywords

Participants Low-middle income countries (south-Asia, Africa, Carib-
bean)

SAARC, Caribbean, Sub-Saharan

Interventions Rich and healthy lifestyle Healthy lifestyle

Comparisons Regional comparison NCDs comparative analysis

Outcomes NCDs are getting serious among poor and middle-income 
populations

NCDs in low-middle-income countries

Study designs Observational studies Not set
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Caribbean. The prevalence and management of NCDs 
are determined by a variety of regional factors, including 
lifestyle factors, socio-economic factors, and the quality 
of the area’s healthcare system [17, 28].

Lifestyle factors and NCDs
A significant number of NCDs have been associated 
with unhealthy lifestyles. Therefore, transitioning to a 
healthier lifestyle is cost-effective to prevent these dis-
eases [95]. Several studies have investigated the cor-
relation between tobacco use and NCDs in South Asia. 
Tobacco is widely used in the region and was found to 
play a big role in NCD deaths, with the greatest number 
of NCD-related deaths among females noted in Mal-
dives (79.4%) [88]. Similarly, Riaz et al. [81] conducted a 
cross-sectional study on NCD risk factors among Bangla-
desh’s adult population, which referred to tobacco usage 
as the chief risk factor for major NCDs in the area. This 
study also implied that those with sedentary lifestyles 
and poor eating habits are more predisposed to health 
issues like obesity and hypertension [81]. Overall, NCDs 
emerge as the leading cause of death and disability in the 
region of South Asia. Concerning this, dietary risks and 
tobacco usage were among the top three risk factors for 

premature death and disability, demonstrating the rela-
tionship between behavioral factors and NCDs [85].

The commonest lifestyle factors affecting NCDs in the 
Eastern Mediterranean Region (EMR) are unhealthy die-
tary habits, smoking, physical inactivity, and alcohol mis-
use. [5]. In countries like Libya, cardiovascular disorders, 
diabetes, hypertension, and cancer are on the rise, with 
physical inactivity being the key risk factor [9, 66]. Stud-
ies have shown that most people in EMR are unaware of 
having NCD risk factors. In fact, lifestyle changes over 
the years have increased NCD risk factors [9]. Evidence 
shows that effective interventions aimed at lowering the 
level of exposure of individuals and populations to risk 
factors such as smoking, malnutrition, inactivity, and 
alcohol misuse could have prevented 80% of premature 
deaths caused by NCDs in Morocco and neighboring 
countries [53, 68].

Similar studies were also conducted in the Caribbean. 
Prevalent NCD risk factors in the area were found to be 
physical inactivity, inadequate fruit and vegetable intake, 
a sedentary lifestyle, soft drink and fast-food consump-
tion, and tobacco use [75]. This was especially repre-
sentative of the student population. Most students were 
found to have three or more NCD risk factors. Psycho-
logical distress and advanced age increased the likelihood 

Fig. 1 PRISMA flowchart
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of having these risks, while good parental support and 
school attendance decreased it [75].

Socio‑economic factors and NCDs
The link between socio-economic factors like poverty, 
industrialization, urbanization, and country regula-
tions has been studied thoroughly. Mirelman et  al. [64] 
established the relationship between NCD occurrence 
and poverty in Bangladesh. Their results demonstrate 
that actions taken to reduce the burden of NCDs may 
help reduce household poverty, which will have ben-
efits beyond better health. The rising burden of NCDs 
imposes significant costs on Afghanistan, having a 
negative impact on the country’s economy and reduc-
ing access to primary health care [69]. In contrast, in Sri 
Lanka, most medications are afforded by most people, 
regardless of their income. This affordability and accessi-
bility of medications is thought to be due to the availabil-
ity of numerous generic brands both in semi-government 
and private pharmacies [19]. In India, NCDs are rising 
due to industrialization, socio-economic development, 
and urbanisation, apart from changing age demographics 
and lifestyles [72].

Fewer studies have discussed socio-economic fac-
tors and NCDs in the African region. Extreme poverty 
and poor access to medical care have been linked with 
increasing health issues [29]. Similar to other developing 
nations, countries like Djibouti, Egypt, Libya, Morocco, 
Somalia, Sudan, and Tunisia have experienced a shift 
in the disease burden over the past three decades from 
communicable illnesses to NCDs [5]. What makes the 
situation worse is the significant disparities in access to 
NCD treatment among the various social groups. It was 
reported that access to NCD therapy is being dispropor-
tionately denied to the poor, young males and those liv-
ing outside Urban Governorates [27].

The prevalence of NCDs in Latin America and the 
Caribbean is also greatly influenced by underlying socio-
economic factors. Both rapid urbanization and globali-
zation have been linked to poor lifestyle choices, such as 
the consumption of fast food and reduction in physical 
activity, which predispose individuals to NCDs. (Bonnila-
Chacin, 2013). A region’s socio-economic factors also 
impact health status through their role in determining 
the availability of nutritious food and clean water [51]. 
Furthermore, once again, studies show that NCD man-
agement, including medications and health care systems, 
is less accessible to those who are socially and economi-
cally disadvantaged [52].

Policies, regulations, and NCDs
Biswas et  al. [14] assessed the extent to which Bang-
ladesh’s NCD-related regulations adhered to WHO’s 

2013–2020 Action Plan for the Global Strategy for the 
Prevention and Control of NCDs. Findings reveal that 
while many NCD-related policies are in place, they lack 
proper planning, implementation, monitoring, training, 
and research [8]. In fact, countries like Bangladesh and 
Pakistan have struggled to combat the rising burden of 
NCDs effectively [57, 94]. Results indicate that the first 
step to combating NCDs is by creating NCD preventative 
programs and implementing current NCD regulations 
[65]. Similarly, studies in Afghanistan also show that 
good governance is fundamental to tackling NCDs, as 
this would result in better health promotion, community 
education, and the improvement of healthcare systems 
[70]. This applies to the rest of the South Asian region. In 
fact, in Bhutan, where Gross National Happiness (popu-
lation well-being) is a priority for the government, apply-
ing strategic opportunities to address NCDs is necessary 
to improve well-being. This will require collaboration 
between healthcare, government, and other sectors [86].

Enhancing the level of public awareness of NCDs can 
give a better result to mitigate the situation. Daoud and 
Meddeb [21] believe that integrating active communi-
cation, participation, and support with the social com-
munity would help improve the current condition in 
Tunisia. However, public awareness on its own may not 
be sufficient. Taking the Sudanese nationals as an exam-
ple, despite knowing the importance of a healthy lifestyle, 
most still do not adhere to one, and therefore, behavioral 
interventions are still required [36]. Like in South Asian 
countries, policy-making and implementation are also 
important in African nations. NCDs are affected by long-
term disruptions in health services and policy-making 
processes in Libya [6, 82]. By providing survey-based 
proof of the burden of NCDs, WHO is raising aware-
ness of the prevalence of NCDs and starting the conver-
sation on the significance of low-cost public health care 
and community-based interventions for NCD manage-
ment and prevention in Somalia (World Health Organi-
sation, 2017). To prevent and control NCDs in Somalia, 
the following steps have been found significant: provid-
ing information on the WHO’s global strategic approach, 
discussing insights gained from other nations, monitor-
ing and applying interventions targeting NCDs and asso-
ciated risk factors, and encouraging the participation of 
Somali health authorities in both regional and interna-
tional events [66].

Caribbean heads of state emphasized the 2030 Agenda 
for Sustainable Development’s commitment to ensur-
ing people can realize their potential in a healthy envi-
ronment [1]. To do so, the region must adopt affordable 
policies to prevent NCD risk factors and promote access 
to high-quality healthcare in a situation where a sizable 
portion of the workforce is employed in the unorganized 
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sector [10]. Although monitoring systems have been 
implemented [41], more specific objectives are still 
required, particularly for government entities that do 
not deal with health. Like African countries, inadequate 
funding has hindered several resource-dependent inter-
ventions in the Caribbean region [41]. The main difficulty 
in combating NCDs requires a coordinated, multifaceted, 
and persistent strategy with therapies, policy changes, 
and education [60]. Apart from this, the Caribbean cul-
ture, being shaped by different historical, economic, 
and political experiences, also plays a role in the region’s 
NCD-related policies [83]. However, information on the 
relationship between culture and NCD management 
is still scarce, and further research and evaluation are 
required, given the region’s cultural diversity and high 
NCD mortality [80].

Health care systems and NCDs
The importance of good quality healthcare systems for 
the prevention and management of NCDs in low- and 
middle-income countries has been assessed in different 
studies. In India, the fight against NCDs has been hin-
dered by under-trained healthcare workers, primary care 
providers with insufficient knowledge or skills, and the 
obscure roles of different healthcare sectors in delivering 
medical services [89].

Rawal et al. [79] explored the possibility of enhancing 
the delivery of NCD services at the primary healthcare 
level. Their study assessed healthcare practitioners’ per-
spectives on NCD prevention and management services 
offered through the NCD corners in Bangladesh. Patients 
who participated in these studies acknowledged the gov-
ernment’s initiative to set up NCD corners to support the 
provision of NCD services. They believed that the NCD 
corners had significantly contributed to raising NCD 
awareness, providing NCD care, and offering referral 
services. However, participants also noted a number of 
issues with these NCD corners. These included a short-
age of skilled personnel, subpar equipment and labs, 
poor logistics and medication supply, inadequate report-
ing and record-keeping, a lack of coordination, and an 
absence of good guidelines. Similar studies were also 
carried out in other areas, like Pakistan, Sri Lanka, and 
Bhutan. A common finding is the importance of NCD 
prevention public health models through good quality 
services and efficient healthcare workers [8, 18, 71, 87].

Funding pressures have been made worse by integra-
tion and coordination issues. Low funds are associated 
with less employee motivation and negatively affect pri-
mary healthcare [30]. This is the case in Tunisia, where, 
despite the importance of primary healthcare, the coun-
try is unprepared to manage NCDs [82]. The primary 
change that has filled the gap is private healthcare. 

However, in countries like Morocco, where health sys-
tems are well-funded and public services are free, there 
is still the question of quality [68]. Therefore, appropriate 
and good quality equipment is also necessary.

Studies carried out in the Caribbean also reveal signifi-
cant faults in healthcare systems and how they contrib-
ute to NCDs. For instance, it was found that those who 
suffer from hypertension and diabetes and are managed 
at a primary care level do not reach optimal blood pres-
sure or blood glucose levels. This results from healthcare 
workers not adhering to the recommended guidelines 
[80]. Contrastingly, other studies show that improvement 
in primary healthcare has enabled population aging, 
increasing NCD prevalence [80]. Multimorbidity is also 
an issue in this region, with the most commonly co-exist-
ing NCDs being diabetes and heart disease. A positive 
correlation was found between multimorbidity, out-of-
pocket expenses, and challenges in affording healthcare. 
This leads to poorer health outcomes and a higher risk of 
NCDs [54].

Risk of bias
For this systematic review, we evaluated the included 
studies for potential bias, summarized in Table 2. While 
most of the studies exhibited a low risk of bias, a few 
showed medium to high-risk bias and fell under the fol-
lowing categories: information, confounding, and selec-
tion bias. For studies that were found to have a medium 
or high-risk information bias, this was mostly due to the 
author’s own perception and a lack of participant knowl-
edge or information. Confounding bias occurred due to 
uncontrolled variables, like the combination of NCD risk 
factors that may be present simultaneously and, there-
fore, impact study results. Selection bias was mostly 
present in studies that included specific subgroups of 
participants that were not representative of the whole 
population or had a small sample size. Overall, this eval-
uation revealed a number of potential biases that could 
influence the analysis in this review.

Discussion
Interpretation of results
NCDs enhance the disease burden through both mor-
bidity and mortality and are considered a global health 
epidemic. This systematic review aimed to assess and 
compare NCDs’ prevalence, risk factors, challenges, and 
management in South Asia, Africa, and the Caribbean.

In this systematic review, an important similarity was 
noted in the contributing factors for the development 
of NCDs among the three regions examined. Poor life-
style choices, including a sedentary lifestyle, poor diet, 
tobacco use, alcohol misuse and physical inactivity 
emerge as common NCD risk factors in these locations. 
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Table 2 Risk of bias

Author Bias risk level Bias categories/
classification

Bias reasons

[49] Low – –

[47] Low – –

[43] Medium Information bias Speakers own perceptions

[31] Low – –

[64] Medium Selection Bias 2 year Relative risk, old study,

[38] High Selection Bias different policies, different regions,

[79] High Information Bias Lack of patient/ service receiver participants,

[14] Low – –

[81] Medium Information Bias Sampling units may not be accurate,

[89] Medium information Bias lack of available information

[72] High Confounding Bias Not adequate references, no proper review tools

[71] Low – –

[8] Medium Selection Bias Only considered trainees

[48] Medium Selection Bias Only two Charitable private hospitals were randomly selected

[32] High Selection Bias cross-sectional study was conducted among students aged 17–19 years

[18] Medium Selection Bias Low sample size (males 32, females 49)

[19] Low – –

[11] Low Information Bias Patients may not have adequate knowledge regarding NCDs

[65] Low – –

[86] Low Confounding Bias Gross National Happiness (GNH) is not a widely used metric

[87] Low - -

[70] Low Information Bias Less knowledgeable participants regarding NCDs

[69] Low – PRISMA method

[88] High Confounding Bias Tobacco is one of the risk factor for NCDs

[3] Medium Confounding Bias behavioral, physiological, and biochemical risk factors were considered

[5] High Selection Bias EMR countries has different life styles, food habits, socio-economic differences

[26] High Confounding Bias Obesity is one the risk factors

[27] Low Information Bias –

[9] Low Confounding Bias –

[6] Low – –

[53] Medium Confounding Bias Apart from smoking, malnutrition, inactivity and alcohol, there are other fac-
tors reduce NCDs related death

[68] High Information Bias Not supported by peer reviewed references

[82] Low – –

[21] Low Information Bias Apart from social media, there are many other mediums to prevent NCDs

[36] Low – Life style plays an important role for NCDs

[73] Low – Less population/sample

[22] Low – –

[39] Low – –

[16] Low – –

[66] Low Confounding Bias Apart from hypertension and diabetes, there are more factors affecting NCDs

[93] Low – –

[54] Medium Information Bias Low-middle income people may not respond correctly

[83] Medium Information Bias Lack of using PRISMA method

[41] Low – Covered sufficient factors for NCDs

[10] Low – –

[1] Low – –

[80] Low – –

[60] Low – –
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These findings highlight the importance of targeted 
public health interventions and population education. 
By addressing these risk factors through promotion of 
healthy lifestyle choices, the prevalence of NCDs in these 
regions may be reduced significantly [4, 36, 80]. Overall, 
the burden of NCDs in South Asia is shaped by complex 
social determinants and mostly caused by the region’s 
fast urbanization, shifting lifestyles, and aging popula-
tion [48]. Diabetes, cardiovascular disease, and respira-
tory problems are a few of the main causes of morbidity 
and mortality in the area, and poor lifestyle habits and 
air pollution influence them [25]. Mental health is pri-
oritized in Pakistan and Bangladesh, but lacks regula-
tions for mental health education and integration with 
NCD services. Thus, experts suggest multi-component, 
whole-systems approaches to enhance self-management, 
focusing on patient empowerment, education, tailored 
behavioural interventions, and better healthcare support 
in the region. Similarly, in Africa, NCDs are becoming 
a significant public health concern, with cardiovascular 
disease, chronic respiratory diseases, diabetes, and can-
cer becoming prevalent [35]. Once again, lifestyle fac-
tors and a deficient healthcare system are contributing 
factors. Furthermore, co-existing diseases prevalent in 
this region, such as HIV and malaria, create even more 
healthcare challenges [73]. Likewise, cardiovascular dis-
eases, diabetes, and cancer are among the most com-
mon health issues in the Latin American and Caribbean 
region, with poor lifestyle factors being the most preva-
lent risk factors (Macinko,2019). Addressing these life-
style factors and promoting healthier habits by enhancing 
awareness, education, and implementing focused inter-
ventions is the first step in preventing and managing 
NCDs.

Multiple studies showed that unfavorable living envi-
ronments, inadequate healthcare funding, and the 
absence of regulations and policy reinforcement con-
tribute to NCDs in low- and middle-income countries 
[17, 28]. Additionally, poor health infrastructure, lim-
ited access to health services, and a lack of resources 
further contribute to the burden of NCDs [46]. NCDs 
impose significant burdens on the economies of low- 
and middle-income nations, mainly due to the high 
cost of medications and health services, which may 
often exceed financial means of both the individual and 
the healthcare system. Additionally, there is also loss 

of income during time off work of both the affected 
individuals and their caregivers [47]. It is, therefore, 
imperative to foster multisectoral collaborations, with 
the recommendation that primary care is directly 
funded to manage this epidemic while simultaneously 
strengthening and incorporating NCD-specific ser-
vices into the pre-existing systems. It was highlighted 
that NCD service funding is an important subject, 
especially in low- and middle-income countries. There-
fore, proper funding and accessibility of good quality 
healthcare services for the early recognition and treat-
ment of NCDs is the way forward. However, over the 
past ten years, there has been a downward trend in 
international donor support for preventing NCDs [74] 
and a significant mismatch between available resources 
and requirements in these nations. Comparing NCDs’ 
financial analysis and political economy, Jakovljevic 
et  al. [45] advised that the WHO outreach initiatives 
in Asia, Africa, and the Caribbean are insufficient to 
eradicate NCDs. However, they may be strengthened 
by going beyond capacities and being willing to invest 
in more relevant resources.

Besides ensuring affordability of healthcare services, 
it is also imperative to ensure delivery of a good stand-
ard of care. Caribbean primary care centers’ readiness 
for NCD interventions, identifying insufficient resources 
and training but also staff support and stakeholder opti-
mism. Nurses’ roles in managing chronic illnesses in 
Africa, highlighting their active involvement but also 
noting challenges like shortages and inadequate train-
ing is a barrier. Poorly trained health care profession-
als, a lack of standard operating procedures, inadequate 
equipment and poorly maintained facilities all contribute 
to ineffective medical care and therefore, delay diagnosis 
and hinder management of NCDs [80, 87, 89]. Contrast-
ingly, some studies also showed that the improvement in 
the quality of healthcare is leading to population aging 
and increasing the prevalence of multimorbidity and 
NCDs. In view of this, health care systems need to adapt 
by working on preventative care and the management of 
comorbidities [80]. Integrated care models for HIV and 
NCD comorbidities in Sub-Saharan Africa, finding ben-
efits like improved patient retention and NCD detection 
but also increased burdens on existing staff. Therefore, 
effective NCD control requires overcoming several chal-
lenges, including scarce resources, a lack of political 

Table 2 (continued)

Author Bias risk level Bias categories/
classification

Bias reasons

[67] Medium Information Bias Should add the patients as sample

[55] Low Selection Bias –
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commitment, inadequate healthcare systems, and social 
and cultural variables.

By recognizing the main factors leading to the rise of 
NCDs in low- and middle-income countries, one can 
improve management by targeting the root of the prob-
lem. One of the most effective approaches to targeting 
risk factors is by enhancing public awareness and educa-
tion to avoid harmful risk factors. However, information 
on its own is not sufficient. People also require the imple-
mentation of effective regulations and policies to encour-
age them to live a healthy lifestyle and take care of their 
health. It is also important that individuals have access to 
affordable healthcare services that offer quality care. This 
might reduce health discrepancies and improve quality of 
life across different populations with different financial 
means.

Study limitations
While this systematic review discusses valuable insights 
on NCDs in South Asia, Africa, and Latin America, it is 
also important to address the encountered limitations. 
These were primarily due to the variations in the quality 
of the reviewed studies. Three main categories were iden-
tified in evaluating risk bias: information, confounding, 
and selection bias.

Conclusion
The NCD situation in South Asia, the Caribbean, and 
Africa showcased similarities and differences. However, 
all three regions are being significantly affected by NCDs. 
The increased frequency of NCDs in these areas results 
from lifestyle factors, socio-economic inequalities, a lack 
of NCD regulations, and issues with the healthcare sys-
tem. Indeed, healthcare systems in these regions face 
challenges in effectively addressing these diseases despite 
ongoing efforts to develop specific strategies and improve 
the healthcare infrastructure. Policymakers and public 
health experts are recommended to create context-spe-
cific policies to successfully target NCDs by acknowledg-
ing the contributing risk factors. In the context of rising 
urbanization and changing lifestyles, it is recommended 
that longitudinal research in high-burden transition 
neighborhoods be conducted. Public health interven-
tion initiatives designed specifically for these densely 
populated cities are also required [48]. International 
partnerships, knowledge exchange, and evidence-based 
medicine can help these regions effectively prevent, diag-
nose, and manage NCDs, thereby improving their popu-
lations’ overall health and well-being. However, further 
research is still needed to explore the efficacy and scal-
ability of interventions tailored to the specific needs of 
each region.
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