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Correlation between noncommunicable disease mortality in people
aged 30-69 years and those aged 70-89 years

Peter Byass®

Objective To investigate whether the key metric for monitoring progress towards sustainable development goal target 3.4 that is measuring
premature noncommunicable disease mortality (deaths among people aged 30-69 years), is ageist.

Methods To examine the relationship between premature noncommunicable disease mortality and noncommunicable disease mortality
in older people, a database of mortality rates for cardiovascular disease, cancer, chronic obstructive pulmonary disease and diabetes in
people aged 30 to 69 years and 70 to 89 years was compiled using estimates from the Global Burden of Disease Study 2017. The data
covered 195 countries, six time-points and both sexes, giving 2340 instances. The World Health Organization’s (WHO's) life-table method
for the premature noncommunicable disease mortality metric was applied to the data.

Findings There was a strong correlation between noncommunicable disease mortality patterns in the premature and older age groups,
which suggests that measuring premature noncommunicable disease mortality is informative about such mortality in later life. Neither
time nor geographical location had a substantial effect on this correlation. However, there were female-to-male differences in age-specific
probabilities of death due to noncommunicable disease, implying that noncommunicable disease mortality should be assessed using a
sex-disaggregated approach.

Conclusion As the established WHO metric for premature noncommunicable disease mortality was predictive of noncommunicable disease
mortality in older people, the metric should not be construed as ageist. Focusing resources on measuring premature noncommunicable
disease mortality will be appropriate, particularly in settings without universal civil death registration. This approach should not prejudice
the provision of health services throughout the life-course.

Abstracts in S5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In recent years, increased attention has been given to the con-
cept of premature mortality, particularly that arising from non-
communicable disease.' In 2012, the sixty-fifth World Health
Assembly of the World Health Organization (WHO) adopted
a global target for the reduction of premature mortality (that
is death among people aged 30-69 years) due to noncommu-
nicable disease and subsequently set out life-table methods
for measuring and reporting progress towards achieving this
target.” Subsequently, further analyses of premature noncom-
municable disease mortality paved the way for the adoption
of target 3.4 of the United Nations” sustainable development
goals (SDG):* to “reduce by one third premature mortality
from noncommunicable diseases through prevention and
treatment” by 2030.*

Without doubt, morbidity and mortality from noncom-
municable disease engender considerable concern worldwide
and probably present the greatest challenge to providing health
services for adults of all ages in coming decades.” Despite
the international consensus on reducing noncommunicable
disease mortality, there has been relatively little discussion or
analysis of the implications of choosing premature noncom-
municable disease mortality as a key metric. Although there
is strong evidence that the premature noncommunicable
disease mortality reduction target is viable,” much less is
known about strategic targets for noncommunicable disease
mortality in older people. Indeed, as the highest rates of
death due to noncommunicable diseases occur in later life,
it might be considered counterintuitive to focus attention on
premature noncommunicable disease deaths. Furthermore,

given the high burden of noncommunicable disease in later
life worldwide (which partially reflects exposure to risk factors
in earlier life), focusing on premature mortality may give an
impression of institutional ageism within the health sector.®
In fact, the choice of premature noncommunicable disease
mortality as the metric for monitoring global progress on
noncommunicable disease control has been misconstrued
as not caring about the health of older people.” Some of this
debate may, however, have blurred the important distinction
between what makes a good metric and how effective health-
care policy should be implemented throughout the life-course.

Global noncommunicable disease mortality rates are
a composite of complex variables. For example, in places
where health care is suboptimal, poor diagnosis and treat-
ment in younger adults may lead to premature deaths and
inadequate public health measures may fail to reduce expo-
sure to important risk factors, thereby leading to death at any
age. In contrast, where health care is more comprehensive,
the appropriate diagnosis and treatment of chronic noncom-
municable diseases will probably postpone some potentially
premature noncommunicable disease deaths till later in life.
However, regardless of how well their health-care needs have
been met and managed, most older adults will eventually die
of noncommunicable diseases in any setting.

Rather than merely add to conceptual discussions about
the appropriateness of the premature noncommunicable dis-
ease mortality metric as the chosen means of tracking progress
on noncommunicable diseases in SDG target 3.4, it seems more
helpful to evaluate the evidence supporting this metric’s useful-
ness and scope. Currently, good primary data on cause-specific
mortality in older people are scarce for much of the world’s
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population and global estimates must be
based on modelling. Despite their limi-
tations, cause-specific mortality data, by
age and sex, are available over time for
every country in the world. Using these
data, one can objectively consider the
potential value of premature noncom-
municable disease mortality metrics
for understanding noncommunicable
disease mortality in older people (that
is, older than 70 years). In particular, the
following questions can be addressed:
(i) How are premature and older non-
communicable disease mortality rates
interrelated within populations? (ii) Do
relationships between premature and
older noncommunicable disease mortal-
ity rates differ by sex? and (iii) Are rela-
tionships between premature and older
noncommunicable disease mortality
rates stable over time and geographical
location?

The aim of this article was to pro-
vide an evidence-based understanding
of the strengths and weaknesses of
WHO’s premature noncommunicable
disease mortality metric for policy and
practice. The article does not set out to
elucidate patterns or trends in noncom-
municable disease mortality per se. The
core question is whether measuring
premature noncommunicable disease
mortality, as mandated by WHO and
SDG target 3.4, also provides reason-
ably useful information on noncom-
municable disease mortality in the older
population.

Methods

A database was compiled of mortality
rates for cardiovascular disease, cancer,
chronic obstructive pulmonary disease
and diabetes (the four major noncom-
municable diseases identified by WHO
for assessing premature mortality) using
estimates from the Global Burden of
Disease Study 2017 as source material.>*
This database reflected data modelled
from a wide range of sources for all
countries over time in a manner that
complies with the Guidelines for Accu-
rate and Transparent Health Estimates
Reporting.”!”

Data on deaths and mortality was
downloaded that covered 195 countries
and was divided into: (i) two sex groups;
(ii) twelve 5-year age groups from 30
to 89 years; (iii) six 5-year time points
within the period covered by Global
Burden of Disease estimates (i.e. 1992,
1997, 2002, 2007, 2012 and 2017); and
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Table 1. Deaths and mortality due to four major noncommunicable diseases,”

worldwide, 2017
Category No. of deaths, millions  Mortality, per 1000
(%) people
Premature age group (30-69 years)
Total 63.33 (100) 3.93
Year
1992 9.40 (14.8) 4.62
1997 9.90 (15.6) 434
2002 10.13 (16.0) 3.99
2007 10.27 (16.2) 3.66
2012 11.08 (17.5) 361
2017 12.55(19.8) 3.72
Sex
Female 25.11(39.7) 312
Male 38.21 (60.3) 4.74
WHO region
African 4.19 (6.6) 329
Americas 740 (11.7) 3.28
South-East Asia 15.67 (24.7) 4.16
European 13.12(20.7) 4.92
Eastern Mediterranean 436 (7.0) 4.26
Western Pacific 18.59 (29.4) 3.63
Cause of death
Cardiovascular disease 32.10(50.7) 1.99
Cancer 2358 (37.2) 1.46
Chronic obstructive pulmonary disease 486 (7.7) 030
Diabetes 2.79 (4.4) 0.17
Older age group (70-89 years)
Total 79.36 (100) 43.55
Year
1992 10.62 (13.4) 51.15
1997 11.52 (14.5) 4811
2002 12.72 (16.0) 4571
2007 1347 (17.0) 42.04
2012 14.88 (18.8) 40.80
2017 16.15 (20.4) 39.22
Sex
Female 39.39 (49.6) 38.09
Male 39.97 (50.4) 50.72
WHO region
African 3.55 (4.3) 40.73
Americas 10.74 (13.5) 35.36
South-East Asia 13.07 (16.5) 43,58
European 2244 (28.4) 46.05
Eastern Mediterranean 3.52 (4.6) 51.46
Western Pacific 26.04 (32.6) 4522
Cause of death
Cardiovascular disease 47.02 (59.2) 2581
Cancer 18.59 (23.4) 10.20
Chronic obstructive pulmonary disease 11.01(13.9) 6.04
Diabetes 2.73(34) 1.50

WHO: World Health Organization.

2 The four noncommunicable diseases identified by the World Health Organization for assessing premature
mortality were cardiovascular disease, cancer, chronic obstructive pulmonary disease and diabetes

mellitus.
® Percentages are of deaths in each age group.
Data source: The Global Burden of Disease Study 2017.%
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(iv) four disease groups: cardiovascular
disease (Global Burden of Disease cause
code 410), cancer (code 587), chronic
obstructive pulmonary disease (code
491) and diabetes mellitus (code 509).
Opverall, the total number of data points
was 112320 (i.e. 195x2x12x6x4).
In addition, data was derived for indi-
vidual WHO regions by merging data
for countries in each region and each
country’s population was calculated as
the number of reported deathsx 1000
divided by the country’s mortality rate.
The data set used is available in a GitHub
data repository (GitHub, San Francisco,
United States of America).!!

These data were used to produce a
descriptive summary of the number of
deaths and mortality, by year, sex, WHO
region and noncommunicable disease
cause of death, for two age groups in
which deaths due to a noncommunica-
ble disease occur: a premature age group
which included people aged 30-69 years
and an older age group which included
those aged 70-89 years (Table 1). Data
for these two age groups were derived by
combining data from the relevant 5-year
age groups for the categories: (i) year;
(ii) sex; (iii) WHO region; and (iv) non-
communicable disease cause of death.

Subsequently, WHO’s life-table
method for the premature noncom-
municable disease mortality metric
was applied to the whole data set.” The
noncommunicable disease mortality
rate at each 5-year time-point for each
age group (i.e. x to x+5 years), ;M , was
estimated for each country and year
of observation by summing relevant
mortality rates for the four noncom-
municable disease causes of death. These
estimates of ,M_were then used to calcu-
late corresponding probabilities of death
due to a noncommunicable disease over
5-year intervals, g :

__ (M. -5)
T, M, 25)! W

Unconditional probabilities of death
due to a noncommunicable disease for
the 30 to 69-year age group (,,q,,) and
the 70 to 89-year age group (,,q,,), for
each country, sex and 5-year time-point,
were then calculated using these 5-year
probabilities of death, as:

65
40%0=1_H(1_5qx) @

x=30

and

85
204970 :l_H(]‘_S q.) ®)

x=70

The magnitude of the probability
of death due to a noncommunicable
disease in the older age group relative
to the premature age group, for each
country, sex and time-point, was defined
as the ratio of , q,,to ,q,,- The resulting
data set contained 2340 unique instances
each of ;5 5, and ;9 ¢ s Which
were subsequently analysed by WHO
region, country, sex and year.

The Stata curvefit command (Stata-
Corp LP, College Station, USA) was
used to examine the relationship be-
tween the probability of death due to a
noncommunicable disease in the prema-
ture age group (,,q,,) and the ratio of the
probability of death between the older
and premature age groups (,,9,, : 45,
by WHO region, sex and year. The curve
with the best fit was identified to be a
power function. All calculations were
performed in Stata v. 12.1.

Results

In 2017, mortality rates in the 70 to
89-year age group were an order of
magnitude higher than those in the 30
to 69-year age group (Table 1). Although
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the numbers of deaths in the two groups
were comparable, there were fewer
people in the older age group as this
group made up a much lower proportion
of the population. In general, mortality
rates decreased modestly over time, were
higher among males and were highest in
WHO European and Eastern Mediterra-
nean Regions. They were predominantly
attributable to cardiovascular disease
and cancer, out of the four noncom-
municable diseases studied.

On applying WHO’s method for
the premature noncommunicable dis-
ease mortality metric to the data,” The
probability of death due to a noncom-
municable disease in the premature age
group varied by sex, country and year
from 0.050 for females in the Republic
of Korea in 2017 to 0.533 for males in
Papua New Guinea in 1992; the median
was 0.207. The probability of death in
the older age group varied from 0.274
for females in Singapore in 2017 to
0.983 for males in Uzbekistan in 2012;
the median was 0.695. The ratio of the
probabilities of death due to a noncom-
municable disease between the older
and premature age group, ranged from
1.57 for males in Papua New Guinea in
1992 to 7.67 for females in Greece in
2002; the median was 3.28.

The correlation between probabili-
ties of death in the premature age group

Fig. 1. The probability of noncommunicable disease deaths in those aged 30 to 69 years
and the ratio of the probability of these deaths in those aged 70 to 89 years
compared to 30 to 69 years, worldwide, 2017

Ratio of the probability of death due to NCDs aged
70-89 years versus the probability aged 30-69 years
T

r’=0.989

T T
0 0.1 0.2

T T T 1
03 0.4 05 0.6

Probability of dying from NCDs aged 30-69 years

Notes: The four noncommunicable diseases identified by the World Health Organization for assessing
premature mortality were cardiovascular disease, cancer, chronic obstructive pulmonary disease and
diabetes mellitus. The curve represents the line of best fit.

Data source: The Global Burden of Disease Study 2017.°
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and the older : premature ratio over all
2340 country, year and sex combina-
tions is shown in Fig. 1 and has an #?
value of 0.989. The fitted curve can be
expressed by the equation:

—-0.592 )

=1.31(
(4)

20 q70 +40 q30 40 q30

The shape of the curve in Fig. 1
shows that, in addition to the strong
correlation between the probabilities of
death in the premature age group and
the older: premature probability ratio,
lower values in the premature age group
correspond to proportionately higher
values of the ratio.

Fig. 2 shows similar scatter plots
of probabilities of death for the 2340
data points categorized by sex, year
and WHO region, respectively, and
includes separate fitted curves for each
subgroup. The median probability of
death for the premature age group
for females over all countries and
years was 0.178; the corresponding
value for males was 0.243. The median
older : premature ratio was 3.65 for
females and 2.98 for males. Analysed
by year, the median value for the
premature age group decreased from
0.2291in 1992 t0 0.180 in 2017, whereas
the median older : premature ratio
increased from 3.11 in 1992 to 3.53 in
2017. Analysed by WHO region, the
median probability for the premature
age group ranged from 0.173 for the
Region of the Americas to 0.251 for the
Western Pacific Region and the median
older : premature ratio ranged from
2.97 for the Western Pacific Region to
4.03 for the European Region.

Discussion

Globally, a strong relationship was
found between the probability of death
due to four major noncommunicable
diseases in the 70 to 89-year age group
and the probability in the 30 to 69-
year age group. This observation has
important implications for noncom-
municable disease policy and practice,
since premature noncommunicable
disease mortality is a key metric for
WHO noncommunicable disease
reduction strategies and SDG target
3.4, as health care throughout the life-
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Fig. 2. The probability of noncommunicable disease deaths in those aged 30 to 69 years
and the ratio of the probability of these deaths in those aged 70 to 89 years
compared to 30 to 69 years, by sex, year and WHO region
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WHO: World Health Organization.

Notes: The four noncommunicable diseases identified by WHO for assessing premature mortality were
cardiovascular disease, cancer, chronic obstructive pulmonary disease and diabetes mellitus. The curves
show the lines of best fit for each subgroup.

Data source: The Global Burden of Disease Study 2017.°
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course is a key deliverable. Although
the absolute numbers of deaths due to
a noncommunicable disease in the pre-
mature and older age groups were very
similar globally, the biological reality is
that the probability of dying in general,
and from a noncommunicable disease
in particular, is strongly age-related.
Estimates from the Global Burden of
Disease study indicate that there has
been some success in reducing the
noncommunicable disease mortality
rate in the older age group over time:
from 51.15 to 39.22 per 1000 globally
between 1992 and 2017. Nevertheless,
rates in the older group remained an
order of magnitude higher than those
in the premature age group, which fell
similarly from 4.62 to 3.72 per 1000 over
the same period.

Population ageing, which is occur-
ring in many societies, is being driven by
the successful postponement of death,
particularly death due to a noncom-
municable disease. Nevertheless, the
median probability of death observed
for the older age group reflects the fact
that most people who reach 70 years of
age die of a noncommunicable disease
before their 90th birthday. Thereafter,
only a small proportion of survivors
90 years of age go on to celebrate their
centenaries. The correlation between
probability of death in the premature
group and the older: premature ratio
suggests that, although there may be
scope for reducing the probability of
death from a noncommunicable disease
in general, reducing the probability of
dying from a noncommunicable disease
at an older age is likely to be less trac-
table, even if premature noncommuni-
cable disease mortality is substantially
reduced. Consequently, as the propor-
tion of people in the world who survive
till their seventieth birthday increases,
in future there is likely to be a higher
number of deaths due to a noncommu-
nicable disease in the older age group.
This should not, therefore, be regarded
as a public health failure in addressing
noncommunicable diseases.

With any population health target,
considering how various subgroups
might be affected is required. In this
study, the most obvious variation was
by sex, with females having gener-
ally lower probabilities of death from a
noncommunicable disease. This result

is consistent with adult females” overall
survival advantage, which is well estab-
lished almost everywhere in the world,
particularly in older age groups. Varia-
tions by year and WHO region were less
pronounced and these variables do not
seem to be major cofactors influencing
the relationship between probabilities
of death in the premature and the older
age groups. Such relationships suggest
that the premature noncommunicable
disease mortality metric provides very
useful, indirect, but generalizable infor-
mation about noncommunicable disease
mortality in older adults.

In practice, monitoring cause-
specific mortality among older people
successfully can be difficult, especially
in areas where death certification is not
mandatory. In particular, the cause of
death in older people is often uncertain
when verbal autopsies are used. For
example, in an analysis of over 100000
deaths across Africa and Asia,'” the
cause of death remained undetermined
in 14.6% (4 364/29911) of people older
than 65 years, compared with 11.5%
(7 862/68518) of those younger than
65 years. Clinically, the cause of death
may be less clear in older people with
multiple morbidities and culturally,
verbal autopsy informants may be less
forthcoming about the circumstances
of the death if there is an underlying
belief that “she died because she was
old” Therefore, concentrating efforts
on improved monitoring of the cause of
death in people younger than 70 years
of age may be more realistic in settings
with constrained resources.

This study has limitations. The
need to base the analysis on mod-
elled global estimates was not ideal.
Although Global Burden of Disease
estimates may be good, underlying
source data, particularly from low-
and middle-income countries, remain
scarce.” In addition, the Global Burden
of Disease modelling process is so
complex one cannot be sure that under-
taking further analyses based on those
modelled outputs does not somehow
reveal underlying assumptions as arte-
facts. However, given its global scope,
the analysis included a considerable
amount of data from countries with
excellent information systems that were
much less likely to be affected by the
modelling process. Consequently, the

Bull World Health Organ 2019;97:589-596| doi: http://dx.doi.org/10.2471/BLT.18.227132
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risk of uncovering modelling artefacts
was reduced.

In conclusion, the close relation-
ship between noncommunicable disease
mortality rates in people younger and
older than 70 years of age shown in this
study, suggests that using premature
noncommunicable disease mortal-
ity as a metric is not in itself an ageist
strategy. Use of the metric, as required
by SDG target 3.4, neither involves nor
implies any lack of care or concern
for older people and their health; to
the contrary, premature noncommu-
nicable disease mortality rates can, as
shown here, predict rates among older
people. Moreover, in terms of care of
older people, declarations by WHO and
other agencies have frequently stated
their commitment to universal health
coverage, which by definition covers the
whole life-course."

The unsurprising female-to-male
differences observed make it essential
that assessments of noncommunicable
disease mortality should adopt a sex-dis-
aggregated approach, not least to avoid
the allegation that noncommunicable
disease mortality targets are sexist. In a
world of scarce resources, the accurate
assessment of premature noncommu-
nicable disease mortality is a pragmatic
strategy for tracking overall progress
on tackling noncommunicable diseases.
The major remaining practical chal-
lenge is to strengthen on-the-ground
information systems so that premature
noncommunicable disease mortality can
be monitored directly and reliance on
modelled estimates, as used here, can
be reduced. W
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Résumé

Corrélation entre la mortalité due a des maladies non transmissibles des personnes de 30 a 69 ans et celles de 70 a 89 ans

Objectif Rechercher si l'indicateur clé permettant de suivre la
progression par rapport a la cible 3.4 des Objectifs de développement
durable, qui mesure la mortalité prématurée due a des maladies non
transmissibles (déces parmi les personnes de 30 a 69 ans), fait preuve
d'agisme.

Méthodes Afin d'examiner la relation entre la mortalité prématurée
due a des maladies non transmissibles et la mortalité de personnes
plus agées due a ce méme type de maladies, nous avons établi une
base de données répertoriant les taux de mortalité due a des maladies
cardiovasculaires, au cancer, a la bronchopneumopathie chronique
obstructive et au diabéte chez les personnes agées de 30 a 69 ans
et de 70 a 89 ans, a l'aide d'estimations de I'étude 2017 sur la charge
mondiale de morbidité (Global Burden of Disease Study). Les données
portaient sur 195 pays, six points temporels ainsi que sur les deux sexes,
et donnaient 2340 exemples. La méthode des tables de mortalité de

I'Organisation mondiale de la Santé (OMS), employée pour l'indicateur
de la mortalité prématurée due a des maladies non transmissibles, a été
appliquée a ces données.

Résultats Il est apparu une forte corrélation entre les schémas de
mortalité due a des maladies non transmissibles des deux groupes
d'age, ce qui suggere que la mesure de la mortalité prématurée due
a des maladies non transmissibles renseigne sur la mortalité pour les
mémes causes a un age plus avancé. Nile temps nile lieu géographique
n'avaient d'effet notable sur cette corrélation. En revanche, on a observé
des différences entre hommes et femmes dans les probabilités de déces
d( a des maladies non transmissibles selon I'age, ce qui implique qu'l
faudrait évaluer la mortalité due a des maladies non transmissibles en
différenciant les sexes.

Conclusion Etant donné que l'indicateur établi par 'OMS pour la
mortalité prématurée due a des maladies non transmissibles permettait
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de prédire la mortalité des personnes plus agées due a ce méme type
de maladies, il conviendrait de ne pas interpréter cet indicateur comme
faisant preuve d'dgisme. Il sera judicieux de concentrer les ressources
sur la mesure de la mortalité prématurée due a des maladies non
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transmissibles, en particulier dans les régions qui n'ont pas de systeme
universel d'enregistrement des déces. Cette démarche ne doit pas nuire
a la fourniture de services de soins tout au long de la vie.

Pesiome

Koppenauusa mexay cMepTHOCTbIO OT HeMH$EKLIMOHHbIX 3aboneBaHuii y nuu B Bo3pacte 30-69 net 1 B

Bo3pacTte 70-89 ner.

Llenb V/13yunTb, ABNAETCA N AUCKPUMUHMPYIOLWMM MO OTHOLWWEHWIO
K NOXMAbIM IOAAM NOAXOL, CBA3AHHbBIV C OCHOBHBIM M3MePAEMbIM
napameTpoM, onpeaenaWwmnM Nporpecc B AOCTXKEHWN Lenu
YCTONUYMBOrO passuTva 3.4, TO eCTb C M3MepeHemM nokasaTens
npexneBpeMeHHON CMepPTHOCTM OT HeUHPEKUMOHHbBIX
3aboneBaHuit (CMepTHOCTM Cpeav Noaelt B BozpacTe 30-69 ner).
MeToab! [InA 13yyeHrA B3aVMOCBA3N MEXAY NPEXAEBPEMEHHON
CMEPTHOCTBIO OT HENMHMEKLIVOHHbIX 3a0051EBaHMI 1 CMEPTHOCTbIO OT
HENHOEKUMOHHbIX 33001eBaHWIN Y NOXMIbIX lofei Oblna coCTaBneHa
6a3a [laHHbIX MO NOKa3aTenam CMEPTHOCTU OT CEPAEYHO-COCYANCTBIX
3a00neBaHwi, PaKa, XPOHMUYECKOM OBCTPYKTUBHOW GONE3HM NErKiX v
nunabeta y niofeit B Bo3pacTe o1 30 Ao 69 neT 1y niofei B Bo3pacTe
ot 70 no 89 net. B ocHoBy 6a3bl JaHHbIX €M OLEHKK, CieNaHHble B
Xofe vccnenoBaHva rnobansHoro bpemeHn bonesHelt 8 2017 roay.
[aHHble oxBaTtbiBanu 195 CTpaH, WeCTb BPEMEHHbIX TOYEK 1
npencTasuTenelt 0bovx nonos; scero 2340 cnyyaes. [1na nonyyeHvs
N3MEPAEMbBIX MOKa3aTenen npexaeBpeMeHHon CMepTHOCTU OT
HeMHEKLMOHHBIX 3aboneBaHni K AaHHbIM NPUMEHANCA MeTOq
TabNNL BEPOSTHOCTM [OXKUTIS, MPUHATBI BCemnpHOM opraHmsaLimel
3apaBooxpaHerms (BO3).

Pesynbratbl bbina o6HapyxeHa TeCHad B3aVMOCBA3b Mexay
nokasaTenamy CMePTHOCTW OT HEVHOEKLIMOHHbBIX 3aboneBaHmi

B rpynne npexaeBpeMeHHoONn CMepTHOCTM 1 B rpynne NOXUnoro
BO3pacTa, YTO MO3BOMAET NPeanonoXnTb MHOOPMATUBHOCTb
M3MEPEHVIS MPEXAEBPEMEHHON CMEPTHOCTY OT HEUMHEKLMOHHbIX
3a001eBaHNN KakK MHAMKATOPa TakoW CMEePTHOCTM B MOXMWIIOM
BO3pacTe. Hv Bpems, HU reorpadrnyeckoe NosoKeHe He OKasblBano
CYLeCTBEHHOro BAMAHMA Ha 3Ty B3aMMOCBA3b. OfHaKko Obinn
ObHapyXeHbl Pas3NnuMA B NOKazaTenax Mexay My>KU4nMHaMu 1
MKEHLLVHAMM B YaCTV BEPOATHOCTU CMePTU OT HeMHOEKLIMOHHbIX
3aboneBaHun ANA KOHKPETHOro BO3pacTa, YTo no3sondet
NPeANONOXNTb HEOOXOAMMOCTb Pa3febHOM OLIEHKM NMoKasaTtenei
CMEPTHOCTU OT HeMHPEKLMOHHbIX 3aboeBaHWin Mo NMoIoOBOMY
MPU3HaKy.

BbiBoAbl [1ockonbky ycTaHoBNEHHbIE BO3 13vepsaemble noKasatenm
npeXaeBpeMeHHOl CMePTHOCTYN OT HENMHOEKLIMOHHbIX 3a60M1eBaHMI
MO3BOMAIOT MPOrHO3MPOBaTh CMEPTHOCTb OT ITWX 3a00NEeBaHNUN B
MOXWIOM BO3pacTe, VX He CieflyeT pacCMaTpUBaTh Kak BO3PACTHYIO
OVNCKPUMUHALMIO NOXUNbIX MoAen. BoigeneHve pecypcos Ha
n3MepeHne MacliTaboB NpeXxaeBpemMeHHOoM CMepPTHOCTN OT
HenHbeKUMOHHbIX 3abonesaHwin bynet 06OCHOBaHO, B YaCTHOCTH, B
YCIOBUAX, Fe OTCYTCTBYeT BCeoblasn cucTeMa perucTpaumm cMepTel.
Takol nofxof He [omKeH NPenATCTBOBaTb NPefoCTaBNeHNIO yCyr
3[PaBOOXPAHEHVIA Ha BCEM MPOTAXEHMM KIM3HW UenoBekKa.

Resumen

Correlacion entre la mortalidad por enfermedades no transmisibles en personas de 30 a 69 aios y las de 70 a 89 afios

Objetivo Investigar si el indicador clave para monitorear el progreso
hacia la meta 3.4 de desarrollo sostenible, que es la medicién de la
mortalidad prematura por enfermedades no transmisibles (muertes
entre personas de 30 a 69 afios de edad), es el de la edad.

Métodos Para examinar la relacién entre la mortalidad prematura por
enfermedades no transmisibles y la mortalidad por enfermedades no
transmisibles en las personas mayores, se compilé una base de datos
de las tasas de mortalidad por enfermedades cardiovasculares, cancer,
enfermedades pulmonares obstructivas crénicasy diabetes en personas
de 30a 69 afios y de 70 a 89 afios de edad, utilizando las estimaciones
del Estudio sobre la Carga Mundial de las Enfermedades 2017. Los
datos abarcaban 195 paises, seis puntos temporales y ambos sexos,
lo que representaba 2 340 casos. Se aplico a los datos el método de la
tabla de mortalidad prematura por enfermedades no transmisibles de
la Organizacion Mundial de la Salud (OMS).

Resultados Hubo unafuerte correlacion entre las pautas de mortalidad
por enfermedades no transmisibles en los grupos de edad prematura
y de edad avanzada, lo que indica que la medicién de la mortalidad

prematura por enfermedades no transmisibles es informativa sobre
esa mortalidad en etapas posteriores de la vida. Ni el tiempo ni la
ubicacion geogréfica tuvieron un efecto sustancial en esta correlacién.
Sin embargo, existen diferencias entre las mujeres y los hombres en
cuanto a las probabilidades especificas de muerte por enfermedades
no transmisibles, lo que implica que la mortalidad por enfermedades
no transmisibles debe evaluarse mediante un enfoque desagregado
por sexo.

Conclusién Dado que el indicador establecido por la OMS para la
mortalidad prematura por enfermedades no transmisibles es predictivo
de la mortalidad por enfermedades no transmisibles en las personas de
edad, el indicador no debe interpretarse como un indicador de la edad.
Serd apropiado centrar los recursos en la medicion de la mortalidad
prematura por enfermedades no transmisibles, en particular en los
entornos enlos que no existe un registro universal de defunciones civiles.
Este enfoque no debe perjudicar la prestacion de servicios sanitarios a
lo largo de toda la vida.
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