
THE ROLE OF GOVERNMENT AND COMPETING PRIORITIES IN MINORITY POPULATIONS

AND DEVELOPINGNATIONS

Santos Depine, MD, MPHObjective: The purpose of this article is to
analyze the role of governments in relation to
the burden of chronic diseases and the
potential response within the framework of
competing priorities that determine resource
allocation.

Methods: The following variables were ana-
lyzed both in retrospect and prospectively: the
epidemiologic transition and the current effect
of degenerative chronic diseases, the epidemic
of diabetes and kidney disease in minority
populations and developing countries, the
potential response from healthcare systems,
the relationship of chronic kidney disease vs
quality of life and costs, and the differences
between developed and developing countries.

Results: In Latin America, as in many other
regions, cardiovascular diseases (ie, heart
diseases and stroke) kill many people at early
stages of renal disease. Only some survivors
have access to renal replacement therapy.
Those deaths can be attributed to the lack of
systematized prevention and control programs
to encompass chronic diseases and relate to
poor engineering of adequate financial sup-
port. The Latin American Society of Nephrol-
ogy and Hypertension is fostering a cardiovas-
cular, cerebral, renal, and endocrine-
metabolic health program in which 12 coun-
tries in the Latin American region implement
different strategies, including allocation of
national funds and strengthening of transplant
programs. The focus of these strategies is on
promotion, prevention, rehabilitation, re-
search, and teaching.

Conclusion: Developing countries should im-
plement cardiovascular, cerebral, renal, and
endocrine-metabolic health programs to im-
prove efficiency of sanitary regulations and
retrieve the huge amount of money that is
spent on illnesses associated with the absence
of systematized kidney disease control and
follow-up programs (Ethn Dis. 2009 [Suppl
1];19:S1-73-S1-79)
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INTRODUCTION

In recent years, great importance has

been paid to the critical impact of renal

disease on the budget of healthcare

organizations and its close connection

with prevailing chronic diseases such as

diabetes, hypertension, obesity, dislypi-

demia, certain infections, and types of

cancer such as kidney and urinary tract

tumors. As a result, the cost of treating

chronic disease has soared worldwide

both for health organizations and for

individuals.

Governments have not been very

effective in the control of chronic

diseases, and competing priorities for

the allocation of available human and

financial resources have always been

under consideration. As a result of this

situation, populations at risk in devel-

oping countries do not have good access

to health care. To be poor in some Latin

American countries means to be short of

healthcare coverage, to rely on the state

for health care, and to see how quickly

the possibility of disease and premature

death increase.

Competing priorities for govern-

ments can be better explained as the

consequence of an epidemiologic tran-

sition and its strong influence on

infectious disease, which prevailed for

more than 1900 years in the history of

mankind. The so-called ‘‘epidemiologic

transition’’ shows the passage between

acute infections to degenerative and

human-caused diseases.

In this article, I examine the under-
lying ethics of this process and analyze
the budget allocations that cater to the
needs of different population groups
and the need to establish a sustainable
and tenable model of cardiovascular,
renal, and endocrine-metabolic health.

METHOD

1. The Epidemiologic Transition
I analyzed implications of the epide-

miologic transition in the development of
health policies in different countries,
especially in developing countries with
unfavorable conditions as regards avail-
able resources, healthcare access, and
conditions that gave rise to endemic
transmissible diseases. Humanity was
dominated by infectious diseases up to
the 19th century. From the 20th century
onward, degenerative and human-caused
diseases have taken an important role,
and today we are witnessing a global
epidemic of diabetes, obesity, and kidney
disease, cardiovascular disease, respiratory
disease, cancer, and dementia.

2. The Impact of Chronic
Disease in Minority Populations
and Developing Countries

Developing countries have a high
burden of transmissible disease and high
mortality from chronic degenerative
diseases.1 Low-income countries have a
high prevalence of both infectious and
chronic-degenerative diseases, while in
higher-income countries, mortality due
to chronic diseases has overtaken that
due to infectious disease, and the gap is
widening.

According to the World Health
Organization, the prevalence of over-
weight in adults (mainly women) will
significantly increase during the next 10
years. By 2015, it is estimated that .1.5
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be met. In such a geometric progression

of dialysis patients, indirect costs grow

even higher. This is the money the

healthcare system could conceivably

recover if systematized programs of

cardiovascular, cerebral, renal, and en-

docrine-metabolic health care were im-

plemented (Figure 1B).

This situation poses an ethical

dilemma for society: how can these

limited resources be ethically allocated

when resources in developing countries

Fig 1B. Geometrical growth of patients requiring RRT because RRT indirectcosts grow in the same progression as direct costs.
Unless prevention and control programs are implemented promptly in Latin American countries, the most vulnerable groups will
have a more limited access to public health

Fig 1A. Distributing struggle generated inside the health care system in Latin American countries, which is deepened by an
insufficient budget. Dialysis has a space but lack of prevention and control triggers hidden costs that increase over 100% the cost
of treatment. (indirect costs)
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health condition of a group initially at
risk after PMA is not better than before,
or if the improvement cannot be effec-
tively related to the SMA, the obligation
to provide should be stopped.

In December 2002, a workshop
from the Latin American Society of
Nephrology and Hypertension called
‘‘Towards a Sustainable and Tenable
Renal Health Model’’ was held in
Valdivia, Chile, sponsored by the Pan
American Health Organization and the
Chilean Society of Nephrology. The
Declaration of Valdivia was approved
on that occasion as a guideline to
facilitate the implementation of the
model in Latin America.

The Valdivia Declaration connected
for the first time clinical nephrology with
public health by using the logical frame-
work and the matrix of allocation of
activities and resources and established an
action plan for Latin America countries.
The four established principles were: 1)
start a patients’ identification system
depending on the evolutionary stage of
the disease, encouraging National Kidney
Foundation classification; 2) create a
reference and counter-reference system

for an orderly planning of renal patients
at primary level of attention (ie, early
reference to nephrologists at first diagno-
sis); 3) establish therapeutic goals and
plans encouraging the use of flowcharts
and diagnostic and therapeutic algo-
rithms; and 4) integrate the renal health
model and health national policies in
each of the countries using the logical
framework and the matrix of activities
and allocation resources.

As a consequence of this action plan,
several documents were prepared: 7,8 First
we established starting points and a logic
model recognizing that ESRD is one of
many major problems for public health.
We devised a ‘‘problem tree’’ and an
‘‘objectives tree.’’ In the first we showed a
cascade of events that currently make
renal health assistance non-sustainable. In
the second we established the necessary
objectives to make renal health assistance
sustainable and tenable.

Using a Gantt chart, I projected
trends for 10 years, with the goal for the
first five years being to develop chronic
kidney disease awareness in 10 Latin
American countries. If we could meet
this goal, the goal for the following five

years would be to deploy CaCeREM
strategies in 10 countries. Table 2
presents the progression of the program
in several countries during 2003–2008.

From the Latin American Society of
Nephrology, we found a Sustainable and
Tenable Renal Health Model that links
communitarian public health and clinical
medicine.9 The Model has several inter-
vention strategies: to reinforce continent-
wide transplant programs; to organize
service provider’s networks; to generate
special funds to support the model based
on ethical principles of budget allocation.
The Renal Health program is based on
the concept of ‘‘renal health control’’ that
integrates promotion, through commu-
nity programs, and prevention, through a
reference and counter-reference system.
The reference system goes from the
primary doctor to the nephrologist
(counter reference), who refers the patient
back to his family doctor with suggestions
to continue treatment together. It also
features management, rehabilitation, re-
search and teaching systems as well as an
information database. The program con-
nects clinical nephrology and public
health and can generate a new strategy

Table 2. Gantt Chart. Ten-year projected trends to develop awareness in Latin American countries
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