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Introduction

Disease in developing countries conjures images of the poorest people in the world suffering from mostly preventable diseases stemming from poor access to safe water and food, basic health education and supplies, and inability to financially support themselves.  Naked children carrying heavy, unsanitary buckets containing drinking water collected from an unreliable stream several miles from home.  Young adults lying restless in poorly equipped hospitals, suffering from infections easily treated with antibiotics that are near impossible to obtain.  Middle aged and older people, a rarity, with their wrinkles revealing their wisdom and hesitant yet inevitable sense of uselessness.  This image has been instilled in the average Western world citizen’s mind through the public health field’s portrayal of the current state of health in developing countries.  Developing countries are depicted as in desperate need of the financial support, educational knowledge, and technological advances of the Western world.  Never did it occur that the habits and lifestyles of the Western world are causing serious health issues in developing regions.

According to the World Health Organization, lower respiratory infections, HIV/AIDS, and malaria claim the top three spots on the “Deadliest Diseases of Developing Nations” list, yet the prevalence of chronic non-transmissible diseases such as cardiovascular disease, cancer, and diabetes is startlingly increasing in developing nations in Central America.  Non-communicable diseases account for 63% of all global deaths, totaling over 36 million people each year (WHO).  These ailments have long been associated with the fast food-guzzling, couch-lounging, tobacco smoking habits of “Westerners” or those living in developed nations.  But as the “diseases of the rich” reach Central American nations, they are having lethal consequences: 80% of deaths caused by non-communicable diseases occur in low- or middle-income countries (WHO).

As Americanized eating and exercise habits reach developing and often impoverished areas of Central America, processed food is often replacing traditional foods.  This is causing a deleterious effect on the general health and well being of the population.  Issues include rising obesity, increasing tooth decay, increase of cardiovascular diseases, among others.  This paper will explore the connections between globalization and the increase in what might be called "Western disease," "developed world disease," or “disease of affluence” in Central America, with a specific focus on El Salvador.  Central America’s proximity to the United States will be examined, and the method by which this proximity influences the traditional lives of Salvadorans in rural as well as urban communities.  The role that demand in Central America has changed the dietary habits of its peoples will be examined.  The research will also look at the international and national public health policy issues surrounding this increase in "western disease" in Central American populations.  Finally, the role of global health organizations in addressing these issues will be explored.

Systemic Violence and Healthcare Systems
The healthcare systems of most developing nations are designed with the intention of treating infectious disease, but unfortunately most are ill prepared for the treatment of chronic disease.  This pattern of focus on infectious disease control can also be seen in the thousands of public health campaigns backed by large health policy organizations.  Chronic disease prevention gets little attention due to its relatively recent emergence in developing nations.  The Western habits causing cardiovascular disease, diabetes, and obesity are reaching developing regions faster than the healthcare system can keep up.  The failure of international public health organizations is in their own inability to recognize the velocity of the globalization of factors contributing to human health.  Hence, the globalization of dietary patterns can be viewed as a form of systemic violence.  This is a new way of looking at structural violence; pulling away from the specific political, social, and economic structures of a nation, and generalizing it to the global scale.

According to Paul Farmer, humanitarian physician and medical anthropologist who works in hospitals in Boston and Port-au-Prince, Haiti, “the social determinants of health outcomes are also the social determinants of the distribution of assaults on human dignity.”  He views the denial of basic healthcare to all a violation of a human right, supported by structural forces.  Structural violence applies to human rights violations or suffering that is “structured by historically given (an often economically driven) processes and forces that conspire—whether through routine, ritual, or…the hard surfaces of life—to constrain agency” (Farmer).  For individuals in developing nations, everyday choices are limited by racism, sexism, political violence, and most extensively, extreme poverty.  Farmer consistently regards people living in poverty as experts on structural violence, as victims of the specific structures of their nation’s political, social, and economic systems.

Systemic violence suggests a more widespread influence.  It is the violence occurring due to the web of networks and interactions between nation states that oppresses and hinders the development of the human race as a species on the planet: increasingly known as the broadly defined term of globalization.  Looking at systemic violence in terms of the emerging global diet requires delving into the reasons that people in developing nations accept the diet and lifestyles of Western peoples as superior to their own, adopting these practices, unaware of the lethal consequences.  The globalization of food patterns in developing nations is occurring at the most rapid and dramatic pace in human history (Hu).  
Zimmet suggests that globalization may “be a thin disguise for a movement that attempts to integrate developing nations into the Western socio-economic and health care models.”  This idea is backed by the World Bank for obvious financial benefits, but means little to developing nations.  People in developing nations see the rich getting richer and the poor getting poorer, expecting that years of public health research would have produced improvements in health outcomes.  But this has not been the case, as globalization applies not only to economic change, but also the human diet.  The marketing of Americanized consumption patterns is becoming of increasing concern to global health experts, especially because much of the advertising is directed towards children.
Shift Towards a Global Diet
The appeal of the Western diet to children and adolescents is particularly of concern (Hu).  Children are more susceptible to the influence of food advertising and tend to adapt to global culture quickly, putting them at greater risk of developing long-term adverse health consequences than adults.  In El Salvador, the younger generation is plagued by a pandemic of tooth decay, contributing to the likelihood that these children develop other health issues later in life.  While in El Salvador, several situations came up in which I was witness to unhealthy habits that can be directly linked to the commercialization of food industries.  One particular instance stood out to me in which a young mother had given her six-year-old son a lollipop candy “for his cough.”  She genuinely believed that a snack consisting of high fructose corn syrup and other artificial ingredients would help relieve his cold symptoms.  This example speaks to the accessibility and cheapness of sugary, fatty snacks and a grave disconnect between public health education and well-meaning parents.

Among populations in developing nations, a former dependency on hunting and gathering or subsistence agriculture is being replaced with a modern sedentary lifestyle coupled with a diet of high saturated fat processed foods, mostly imported from developed, neighboring countries such as the United States (Zimmet).  This “coca-colonization” of the global diet is high in animal products and refined carbohydrates while lacking whole grains, fruits, and vegetables (Hu).  The global diet has seen a major shift from the traditional coupling of income and fat intake.  The availability and cheapness of vegetable oils and fats has caused huge increases in fat intake in low-income nations, as well as low-income populations in wealthy nations (Zimmet).  This pattern can even been seen in the United States, where poverty is linked to obesity due to the cheapness of unhealthy foods and inability to exercise.  This is a global nutrition transition that has contributed to a transnational obesity epidemic that exacerbates the generational development of non-communicable diseases mentioned earlier, such as diabetes and cardiovascular disease.

What has caused a shift from traditional subsistence farming to cheap sugary, fatty food consumption in El Salvador?  One could look to the dysfunctional development of the agro-export economic model for Central American countries, which is contributing to the migration of workers from the fields to city factories (Brohman).  Traditional “molpas,” or small corn fields belonging to individual families are rapidly being bought out by large companies like Grupo Bimbo, the world’s largest Mexican-owned baking company with branches in the United States, Europe, and several large Asian countries.  Grupo Bimbo has one of the most extensive distribution networks in Latin America, consistently making its products available even in the most remote regions (Alonso).  In this way, Grupo Bimbo is contributing to the deleterious consequences of the commercialization of corn in two ways: through marketing and making accessible their mostly highly enriched, manufactured foods in place of fruits and vegetables, and controlling the soil that was once used for the cultivation of this produce.

The agro-export model, as represented by Grupo Bimbo, entails the destruction of small peasant forms of production and enterprise, and of the rural village communities upon which they are based.  Peasants have been squeezed off their land in traditional food-producing areas by the lateral expansion of large-scale agribusiness (Brohman).  These former peasants have commonly been converted into a landless or near-landless floating reserve of labor which is often seasonally employed for peak periods of labor demand such as during agro-export harvests of, for example in El Salvador, coffee, whose short harvest period runs from November to February.  Idealistically, growth led by the agro-export model of development benefits the rural poor, allowing them to move from subsistence farming to waged labor (Lawrence).  But clearly it has contributed to the growing rural to urban migration and swelling of the urban labor reserve, helping to maintain lower working wages in urban areas (Brohman).  Wages remain so low that workers cannot support the basic needs of their families.  Labor relations in Central American countries are characterized by violence, and attempts to organize workers’ unions are met with death threats (Lawrence).

As young people are pressured to seek factory work in cities, they leave home at young ages, which may be contributing to a loss of cultivation knowledge.  Indigenous farming systems are losing their backbones as the older generation slowly disappears, leaving behind few knowledgeable descendants.  This could also be a contributing factor to the shift towards unsustainable American food consumption.  Local knowledge of plant diversity is lost as uniform industrial agricultural technologies predominate.  In Latin America in the 1980s, there were about 16 million peasant production units, occupying about 35% of the total cultivated land (Alteiri).  These numbers have significantly decreased in the last thirty years due to the condensation of small farms into large plots bought out by companies such as Grupo Bimbo.

Hence, the commercialization of large exports such as corn, coffee, and fruits from Central America, as well as the marketing and distribution of the products made from these exports, is a form of systemic violence stemming from the capitalist and consumption-driven mentality of the United States and other highly developed nations.  The violence permeates down the spiraling system into the daily lives of people living in small impoverished communities, by affecting the long term health of individuals unaware of the harmful effects on their bodies.

Looking at changing dietary and exercise patterns as a form of globalization requires an examination of the systemic consequences on societies struggling to keep up with the social and economic stresses of chronic disease.  Non-communicable diseases are not only a health problem, but a development challenge as well because they force people into, or prevent them from escaping poverty due to extremely high expenditures for treatment (WHO).  As previously mentioned, the “coca-colonization” of eating habits of Central Americans and Salvadorans in particular, is contributing to increased prevalence of “diseases of affluence.”  Diseases of affluence include mostly chronic and non-communicable diseases and other physical health conditions for which personal lifestyles and societal conditions associated with economic development are believed to be an important risk factor (Ezzati et al).  These diseases are in contrast with “diseases of poverty” which are largely infectious diseases resulting from poor living conditions.

Factors associated with increased rates of type 2 diabetes, asthma, coronary heart disease, cerebrovascular disease, peripheral vascular disease, obesity, hypertension, cancer, alcoholism, gout, and some types of allergies are characteristic of developed world lifestyles.  Less strenuous and irregular physical exercise due to increased use of motor vehicles and sedentary office jobs, greater use of alcohol and tobacco, longer lifespans, and reduced exposure to infectious agents are among the factors contributing to these chronic, non-communicable diseases.  But changes in dietary habits easily contribute the most to increases in chronic disease: easy accessibility to large amounts of low-cost food, the ability to obtain more food with expending less physical exertion (especially food high in fat and sugar), higher consumption of meat and dairy products, refined flours, and foods that are processed, cooked, and commercially provided are causally linked to prevalence of diseases of affluence. 

A study by INTERHEART, published in the medical journal Circulation is the first epidemiological study to have directly linked dietary patterns in diverse populations and cultures to disease outcome.  The study compared myocardial infarction (heart attack) risk in populations with three different diets: Oriental (high intake of tofu and soy and other sauces), Western (high in fried foods, salty snacks, eggs, and meat), and prudent (high in fruit and vegetables).  The study provides evidence that despite different food habits in various populations, reproducible patterns can be found in diverse regions of the world (Hu).  Dietary-patterning analysis has been used in recent years to assess the cumulative effects of the entire diet, which is especially useful as diets morph from one to another.  The primarily prudent Central American diet is gradually incorporating components of the Western diet, and thus gradually increasing risk of myocardial infarction.  This is suggestive of the large role that globalization takes in dietary convergence toward a typical Western diet, and the likeliness of it contributing to the global epidemics of obesity and coronary heart disease.

El Salvador: A Case Study
At this point, the problem has been addressed, and it is necessary to apply it to a specific example and explore the implications of such a broad issue.  The nation in question for this paper is El Salvador, a small Central American country whose history has been plagued by a violent civil war in the 1980s and 1990s.  Its relations with the United States and other developed nations have been marked by dependence on mostly food and service assistance from the US Agency of International Development (Ugalde et al).  Healthcare reform has been at the forefront of political discussion since the end of the civil war in 1992, and in 2000 the government of El Salvador and the Ministry of Health and Public Assistance introduced the Basic Integrated Health System (Sibasi) program in an attempt to address the shortcomings of the public system.  The main goal was to improve access to and quality of care for the poorest people in El Salvador and to use social participation to inform the processes of policy development and implementation (Murphy).  While the Sibasi program has potential, it is impeded by many of the other healthcare system problems in El Salvador.  This is relevant to the discussion of chronic disease because a nation’s healthcare system should be expected to play a large part in prevention of such diseases, but obviously El Salvador and most other Central American nations have inadequate infrastructure.

Through experience working both domestically in the cardiology department of a hospital as well as in a maternal and child health clinic in a small rural community in El Salvador, parallels and differences can be drawn between educational prevention initiatives.  While both nations increasingly suffer the consequences of mostly sedentary lifestyles and sugary, fatty snacks, the United States has the resources to tackle the causes of behaviors that increase risk. El Salvador’s healthcare system is lacking in its ability to mandate proper public health warning campaigns and other educational materials to its citizens.

Public Health Field’s Response
The emergence of Western diseases in developing nations has attracted little public health response, despite developing countries contributing a greater share to the global burden of cardiovascular disease than developed nations (Reddy & Yusuf).  The situation in Central America has turned systemically violent due to the utter neglect by public health organizations to recognize and stop the pandemic, and the uncontrollable forces of “Westernization” of diet and exercise habits.  Non-communicable diseases are largely preventable by means of effective interventions that tackle risk factors like tobacco use, unhealthy diet, physical inactivity, and alcohol abuse (WHO).  But many large international relief organizations instead funnel their resources into massive campaigns to vaccinate children, improve maternal and child health, and otherwise limit infectious diseases’ reach in developing countries.  The resources for prevention are available, but the failure to respond to the chronic disease epidemic is now a political rather than technical issue (Geneau et al).

There exists a parallel relationship between health and economics.  It seems that a population’s health is directly affected by its economic standing, but a nation’s economic standing is significantly altered by its health.  Chronic diseases were responsible for 50% of the disease burden in 23 high-burden developing countries in 2005 and will cost those countries $84 billion by 2015 if nothing is done to slow their growth (Nugent).  

The authors of the previously mentioned INTERHEART study underscored the importance of establishing a comprehensive set of health policies that address globalization and its impact on obesity and diet-related chronic illnesses.  But encouraging individual behavioral changes in the form of dietary recommendations is unlikely to neutralize the exponential effect of globalization on food patterns (Hu).  Reform policy with initiatives to produce, distribute, and market healthier food is needed, but these types of campaigns often get shoved to the sidelines, deemed less important than more pressing issues, such as outbreaks of infectious disease.  

Using a political process model, Dr. Geneau et al propose a three pronged approach: “reframe the debate to emphasize the societal determinants of disease and the inter-relation between chronic disease, poverty, and development; mobilize resources through a cooperative and inclusive approach to development and by equitably distributing resources on the basis of avoidable mortality; and build on emerging strategic and political opportunities, such as the World Health Assembly 2008–13 Action Plan and the high-level meeting of the UN General Assembly in 2011 on chronic disease.”  This approach sounds like it moves toward solutions, and the involvement of the United Nations gives it credibility on the global scale.
Conclusions
The UN General Assembly recognizes the importance of chronic diseases as a development issue and hosted a high-level meeting on this topic in September 2011.  At this meeting, a formal resolution was adopted in which they pledge to “advance the implementation of multisectoral, cost-effective, population-wide interventions in order to reduce the impact of the common non-communicable disease risk factors, namely tobacco use, unhealthy diet, physical inactivity and harmful use of alcohol, through the implementation of relevant international agreements and strategies, and education, legislative, regulatory and fiscal measures” (UN General Assembly).  While this is an ambitious step in the right direction, the wording and implementation plans are vague.

It is clear that diseases of affluence are predicted to become more prevalent in developing countries as diseases of poverty decline, longevity increases, and lifestyles change.  Cardiovascular disease risks are expected to systematically shift to low-income and middle-income countries and in conjunction with the persistent burden of infectious diseases, further increase global health inequalities. Preventing obesity should be a priority from early stages of economic development, accompanied by population-level and personal interventions for blood pressure and cholesterol (Ezzati et al).
In 1998 WHO Director General of the World Health Organization, Dr. Gro Harlem Brundtland said in her introduction:

The world could end the first decade of the 21st century with notable accomplishments. Most of the world’s poor people would no longer suffer today’s burden of premature death and excessive disability, and poverty itself would thereby be much reduced. Healthy life expectancy would increase for all. Smoking and other risks to health would fade in significance. The financial burdens of medical needs would be more fairly shared, leaving no household without access to care or exposed to economic ruin as a result of health expenditure. And health systems would respond with greater compassion, quality and efficiency to the increasingly diverse demands they face.

More recently in 2011 at the WHO Global Forum: Addressing the Challenges of Noncommunicable Diseases, Director General Dr. Margaret Chan remarked: 

Economic development and health development are not at all the same thing.  Economic growth improves health only when the right policies are in place, policies that explicitly consider the consequences for health.  What is the net gain if the benefits of modernization and economic growth are cancelled out by the costs, like medical bills, lost productivity, and premature death, of a preventable disease?

These prominent leaders in public health understand the grave consequences that chronic diseases have on the global community.  Capitalist pressures on nations across the globe are increasing in the age of technology, but so is the flow of information and education.  People are becoming better educated through campaigns designed to raise awareness of the consequences of certain lifestyles and behaviors.  As the 21st century plays out, it has become apparent that the globalization of diet is a form of systemic violence that permeates national borders, destroying traditional farming lifestyles, and contributing to the growing global threat of chronic disease.  Public health organizations are slowly taking preventative steps to slow the progression of these maladies, but harsher measures are required to systematically control the pandemic.
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