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Abstract 

When the term BRIC was first coined in 2001, Brazil and India were reputed as two 
leading emerging markets with tremendous growth potential. While both nations have 
sustained high growth rates for almost a decade, both are increasingly facing the 
onerous double disease burden that could prove to be economically and socially 
crippling if left unchecked.  The double disease burden refers to the rise of 
communicable and non-communicable diseases (NCDs). Inefficient healthcare delivery 
systems and high rates of urbanization have contributed to periodic rises in 
communicable diseases such as tuberculosis, malaria and HIV. At the same time, as life 
expectancy increases in both nations, there has been a concomitant hike in the 
prevalence of NCDs such as cancer, diabetes and cardiovascular disease.  
 
This double disease burden is a common characteristic of developing nations and the 
increasing morbidity and loss of economic activity has the risk of hampering economic 
growth. According to the World Health Organization (WHO), the estimated loss in 
income from heart disease, stroke and diabetes alone was $8.7 billion in India and $2.7 
billion in Brazil in 2005. This is expected to increase to $54 billion in India and $9.3 
billion in Brazil by 2015. By implementing proper policy measures, both Brazil and India 
can avoid a health care catastrophe and serve as a model for developing nations. 
 
There is no doubt that Brazil has outperformed India in terms of controlling the spread 
of communicable diseases. Yet, challenges remain. While rates of HIV/AIDS and 
tuberculosis are comparatively lower in Brazil than in India, rates of dengue fever in 
Brazil are six times higher than they were in the 1990s, with 3.5 million cases in the last 
decade and no available vaccine (Barreto et. al, 2011). Control of neglected tropical 
diseases such as visceral leishmaniasis is also currently very poor.  
 
India has an even more unsettling disease profile with major diseases like tuberculosis 
responsible for more than 300,000 deaths per year. In addition, while the government 
boasts a reduction in prevalence rates of HIV/AIDS, it is still home to over 2.4 million 
HIV/AIDS patients.  
 
Equally worrying is the monumental rise in rates of cardiovascular disease and diabetes. 
According to the WHO, non-communicable diseases currently cause 35 million deaths 
per year and 80 percent of these occur in low- or middle-income countries (World 
Diabetes Foundation 2010). India will incur an accumulated loss of over $200 billion due 
to non-communicable diseases by 2015, and Brazil will see an estimated loss of $49.2 
billion due to diabetes and cardiovascular disease alone (World Diabetes Foundation 
2010).  
 
It is clear that Brazil and India will not be able to achieve the Millennium Development 
Goals by 2015 unless the double disease burden and associated challenges of alleviating 
the rising economic and human costs are addressed. Overall, Brazil’s efforts and 
programs have been more effective than India's. Brazil’s acceptance of health care as a 
constitutional right for all citizens in 1988, regardless of their ability to pay, has led to 
groundbreaking health care reforms by the Brazilian government. Its HIV/AIDS program 
has served as an exemplar of government intervention. In the 1990s, the World Bank 
had estimated that 1.2 million people would be living with AIDS in Brazil by 2000, but in 
reality, the actual figure was less than 600,000 due to effective government intervention 
(Avert n.d.). India however, still struggles with a lack of effective communication 
between federal, state and municipal governments and woeful implementation of health 
coverage across sectors. Since India has a disproportionate share (21 percent) of the 
global disease burden, it is essential that it learn from Brazil a country that has achieved 
several significant milestones in addressing the health care needs of its citizens who are 
below the poverty line. India could adopt similar health care strategies to promote 
collaboration between the two nations to combat the double disease burden.  
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Part I: Communicable Diseases 

 
The most immediate concern in the case of both Brazil and India is the rapidly increasing 
rates of urbanization, especially in deteriorating slums or favelas as they are called in 
Brazil. In Mumbai, for example, the situation looks particularly bleak. According to the 
2011 census, the city’s population increased from 1.19 crores in 2001 to 1.25 crores in 
2011. Most of this growth is concentrated in slum areas, which comprise 93 million 
people throughout India. In Brazil, a similar scenario is evident with over 18 percent of 
the population living in favelas. Poor health care infrastructure and compact living 
quarters in such areas often leads to rampant spread of diseases, resulting in a high 
disease burden. For instance, India ranks first in the global burden of tuberculosis, 
accounting for one-fifth of the world’s total cases with 3.4 million patientsi, whereas 
Brazil ranks 14th.  
 

 

Brazil’s Success with Communicable Diseases 
 
Brazil has revolutionized its service delivery sector with a collaborative effort from all 
three tiers of government. Among such fruitful efforts is the country’s Family Health 
Program, a highly successful primary health care strategy implemented by the 
government to provide quality health care to families. Under the program, Family Health 
teams of 4–6 community health workers, and at least one physician and nurse are placed 
in communities with little access to health care and conduct regular checkups to ensure 
preventative care (Binge, 2010). According to a 2ii008 report published by the WHO, 
“27,000 Family Health teams are active in nearly all of Brazil’s 5560 municipalities, each 
serving up to about 2000 families or 10,000 people”. Thus the family health teams are 
the first point of entry into the tiered health care system (Binge, 2010). They are 
responsible for making monthly visits, collecting medical histories, promoting healthy 
lifestyles and communicating preventative measures (Binge, 2010). Coverage of the 
program has been increasing since its inception in 1994. The dramatic reductions in 
health indicators like infant mortality, from 49.7 to 28.9 per 1000 births from 1990 to 
2002 (Binge, 2010), indicate that the program has been successful. 
 
Another area in which Brazil has outshone India is in controlling incidence rates of 
HIV/AIDS and improving the lives of people living with the disease. Currently, the HIV 
prevalence rate in Brazil stands at 0.6 percent. There is free provision of Antiretroviral 
drugs to all who require them due to a booming market for generic drugs. While India 
has an even lower prevalence rate of around 0.3 percent, it has over 1.5 million more 
people living with the disease when the population of the two respective countries is 
taken into consideration. Brazil has also rejected $40 million in aid from the U.S. 
government by refusing to condemn prostitution and instead collaborating with such 
high-risk groups to encourage healthy practices (Okie, 2006). This has allowed for 
increased awareness in otherwise marginalized members of society, which is not the 
case in India where stigmatization as a result of disclosure of one’s HIV status is still high 
in many areas. India was not able to head the disease off at the pass like Brazil did, but it 
can still scale up prevention measures alongside treatment availability to reduce the 
incidence rate of diseases like HIV (Okie, 2006). 

 
 

India’s Attempts with Communicable Diseases 
 
In India, the WHO-recommended Directly Observed Treatment, Short Course (DOTS) 
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programiii, has been highly successful in reducing mortality from tuberculosis. However, 
a high default rate (15.6 percent among the smear-positive re-treatment cases) remains 
across regions as patients currently undergoing treatment terminate the course prior to 
completioniv. India will not be able to address this issue unless efforts in primary 
preventative health carev are stepped up. India has tried to introduce decentralization 
through different programs between 1977 and 2002 but failed. For instance, based on 
recommendations from a review committee, the government discontinued funding for a 
national community health worker program after 2002 and asked the state governments 
to continue running the scheme with their resources. However, without proper 
surveillance and financial support from the central government, the program gradually 
tapered off.  
  
Despite India’s failure in continuing this program, a similar program resurfaced in 
Chattisgarh in the same year, attempting to apply the community health worker model to 
hamlets throughout an entire state. The Mitanin (‘female friend’) Program started off as 
a series of pilot blocks through a joint effort by prominent NGOs and the state 
government (Misra, 2011). It involved facilitating a community-based selection of 
women who would then undergo 20 days of camp-based training and 30 days of village 
training and routinely visit families within their hamlet, ensuring awareness of 
behaviors like early breastfeeding, immunization and ante-natal care (Misra, 2011). In 
essence, it echoed the Family Health Program in Brazil by focusing on preventative 
primary health care services and good health practices, but it differentiated itself from 
other programs by empowering women community members as activists as well as 
health workers (Misra, 2011). The European Union Review Committee that analyzed the 
outcomes has deemed the Mitanin Program a great success.  

 
 

Lessons for India 
 
Of course, Brazil’s smaller population size and a strong political will allows for such 
coverage, whereas India’s large population as well as the bureaucracy at multiple tiers of 
municipal, state and central government, makes collaboration and transparency difficult. 
This is why the lesson for India lies in the implementation of decentralized service 
delivery at the state level. Brazil’s success story suggests that a federal policy monitored 
at the state level, and put into operation with decentralized delivery at the municipal 
level, it is possible to dramatically reduce mortality rates associated with easily 
preventable diseases.  
 
In the long run however, curative approaches will not be sustainable and the focus must 
be on preventive health care. Preventative care can drastically reduce mortality rates. 
Brazil spends, on average, $943 per capita on health care for a population of 193 million. 
India spends $132 per capita for a population of 1.2 billion. For India to spend the 
amount Brazil spends per capita, it would require $1.1 trillion, which is financially 
unsustainable for India. Moreover, Brazil’s strategy to provide health care to its 
population is dependent on cash transfer programs financed by the government, which 
India does not have the capacity to do.  
 
What will work in India is a model that includes the private sector through PPPs (Public 
Private Partnerships) and that focuses on optimizing delivery of health care through 
universities and institutions of higher learning. Specifically, India should pilot a family 
health program across urban slums where rates of communicable diseases are 
particularly high. This health program should be run under the aegis of the state 
governments with funding support from the centre. The states must involve the large 
number of existing NGOs already present in the health care space and assist them by 
providing operational, funding, and logistical support wherever possible. The key here 
however, is to ensure proper accountability. One of the ways the central government can 
ensure accountability for the program is by creating a social credit rating agency under 
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the India Audit and Accounting Service. As with business rating agencies such as 
Moody's, Standard and Poor's, etc., this agency will implement proper accounting 
standards at partner NGOs and assign ratings to the NGOs with proven efficient business 
models. The private sector can be roped in to provide the structure for the rating agency 
and to help with creating performance metrics for NGOs. Higher rated NGOs can then be 
targeted by the governments to take on greater responsibilities. 
 
Another solution is for the Government of India to promote knowledge sharing between 
NGOs by providing a platform for networking.  Since many NGOs lack business 
experience, the government can help these NGOs partner with private entities.  This can 
help corporate achieve their CSR (Corporate Social Responsibility) targets. This fits in 
with the new clauses of the upcoming Companies Act that requires companies with a 
turnover of Rs 1,000 crore or net profit of Rs 5 crore or more to earmark 2 percent of 
their net profit (of the three preceding years) on CSR.    
 
Finally, in addition to using a community health worker to deal with such problems, 
health officials must step up surveillance measures by using information technology for 
their benefit. In Andhra Pradesh, the Integrated Disease Surveillance Project piloted a 
SMS-based surveillance system in 2008, which used automatic reporting through SMS 
messages for health workers in remote locations, allowing for early case detection and 
consequent control of communicable diseases. In India, the problem is effective 
implementation and proper auditing. Therefore, not only should these programs be 
focused on ensuring that proper preventative care is promoted in high-risk areas like 
urban slums, but they should also have routine audits to determine the efficacy of the 
scheme and make necessary corrections. 
 
By using this three-pronged approach to remediate the debacle of India’s current 
healthcare system, the rise in communicable diseases like HIV/AIDS can surely be 
controlled. The same approach can also check the default rate on treatment for 
tuberculosis and malaria. As time will tell, this is an investment not just to curb mortality 
rates but for establishing a surveillance network that can reliably monitor the health 
care needs of every citizen. 
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Part 2: Non-Communicable 
Diseases 

 
Even more pressing than the rise of communicable diseases is the rise in non-
communicable diseases (NCDs) such as diabetes, cardiovascular disease and cancer. The 
World Health Organization has estimated that by 2020, NCDs are expected to account for 
60 percent of the global disease burden and 73 percent of mortalities. According to 
information published by the International Diabetes Foundation, India is home to over 
40 million diabetics, a number expected to increase to around 70 million by 2025. 
Similarly, an Indian Council of Medical Research study conducted in 2010 found that 
cardiovascular diseases have already outpaced communicable diseases in becoming the 
leading cause of death for the Indian population. Diabetes and hypertension are the 
leading causes of death in Brazil as well. NCDs cause a reduction in the average lifespan 
of an individual, thus having socio-economic consequences for the nation as a whole.  
 
As with communicable diseases, non-communicable diseases also lead to a loss in 
national income. The estimated loss to India until 2009 ranges from $200-500 billion, a 
significant proportion of the current GDP. For Brazil the loss has been estimated at $245 
billion as of 2009. With rising population levels, these numbers are only expected to 
grow. There are some key differences between communicable and non-communicable 
diseases. For instance, several NCDs are considered to be untreatable. Since most of 
these diseases have multiple causal factors, taking preventative measures for any one 
factor may not be sufficient to prevent the onset of the disease. NCDs are also long-term 
illnesses, requiring frequent monitoring. Thus, a separate strategy is required for 
tackling the NCD burden. Treatment of NCDs comprises two parts: efficient delivery 
mechanisms and the use of pharmaceuticals. Most of the recommendations for a good 
delivery system made for communicable diseases can be extended to NCDs. Thus, we will 
focus now on the need for pharmaceutical products. 
 

 

The Pharmaceutical Approach 
 
The key to using pharmaceuticals as an effective means of combating NCDs is ensuring 
access to the drugs at affordable rates. Drugs are expensive to research and develop (a 
Tufts study in 2003 estimated the total cost of developing a drug and taking it to the 
market at $802 million), and have exacting manufacturing standards requiring highly 
sophisticated pieces of equipment. As a result, the world pharmaceuticals research 
market is dominated by western MNCs with India and Brazil solely playing the role of 
generic producers. However, until these nations build up research capacities of their 
own, they must rely on western formulations for drugs. A key challenge area in this 
regard is international patent law. 
 
Until 1995, the patent regimes that existed in the world were typically country-specific. 
India classified drugs under process patents rather than product patents, thus allowing 
generic producers to manufacture the same product through a different processing route 
at a much lower cost. However, after signing the Trade-related Aspects of Intellectual 
Property Rights (TRIPS) agreement in 1995, emerging economies like India and Brazil 
were required to classify pharmaceutical drugs under product patents and were given 
until 2005 to do so. The patent term on all products was extended to 20 years. However, 
certain riders like price controls, governmental production of essential drugs, import of 
drugs from the cheapest source, etc. were put into place to ensure affordable healthcare 
for the citizens of developing economies. Post-2005, western countries have sought to 
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dilute these safeguards by including a new set of provisions in the original agreement 
that served to extend patent terms of current drugs and also sought to restrict the use of 
the riders in the original agreement. For example, one of the important provisions in the 
new laws is called data exclusivityvi. This provision states that patent holders can obtain 
exclusive rights to the research data submitted to the patent office for periods ranging 
between 5 to 10 years, effectively increasing the lifetime of a patent. Thus, any generic 
producers must conduct their own clinical trials, a time consuming and very expensive 
process. These were referred to as the TRIPS-plus agreementsvii and they were added as 
an additional condition for the signing of free trade agreements (FTAs) between various 
emerging nations and the western countries.  
 
In effect, developing countries were being asked to choose between economic benefits 
and providing affordable healthcare. According to a study conducted by the Pan 
American Health Organization, the TRIPS plus agreements will cause the price of drugs 
to rise from anywhere between 17–31% in Costa Rica. The EU-India FTA, for example, 
has been stalled solely due to disagreements regarding data exclusivity. This has led to 
increasing pressure on generic manufacturers in countries like Brazil and India to 
conduct their own clinical trials and R&D, even for drugs that have not been patented 
yet. This is a time-consuming and expensive affair.  
 
While access to patents is dependent on dealings with foreign nations, emerging 
countries can start off by creating plans to combat specific NCDs. Brazil has outpaced 
India in addressing the problem of NCDs: it has a national cardio-care program and has 
recently announced the Saúde Não Tem Preço, a national program that provides free 
diabetes and hypertension drugs to the lower income groups in Brazil. This program 
provides access to these drugs through a network of 15,000 pharmacies that were set up 
in 2004 as part of a broader medicine distribution program, making it easy to extend this 
further for other NCDs if required.  
 
On the other hand, India is expected to become the heart disease capital of the world in 
the next decade. Yet, it does not have a national heart-care program despite having some 
of the best cardiovascular research institutes in the world. Similarly, there is consensus 
about diabetes but very little action is taking place on the ground. Thus, India lacks both 
infrastructure and strong public policy to counter this issue.  
  
Interestingly, both Brazil and India have strengths that complement each other. India has 
a well-developed generic manufacturing sector providing 20 percent of the worlds 
generic drug supply. Over 70 percent of drugs used by patients in developing nations are 
from India. Major Indian firms have gone global to seek out new partners and markets. 
For example, in 2010, Dr. Reddy's Laboratories, a major Indian pharmaceutical company, 
completed the acquisition of GlaxoSmithKlines product portfolio in the United States. 
Sun pharmaceuticals, another Indian pharma company, recently announced a joint 
venture with Merck, a global pharmaceuticals manufacturer, to develop medicines for 
emerging markets. Brazil has a large pharmaceuticals market and an active government 
committed to providing affordable health care for its citizens. Secondly, both nations 
have access to hot spots of natural biodiversity – thus providing a variety of natural 
ingredients for conducting research. And finally, they have world-class medical 
education colleges such as the All India Institute for Medical Sciences and the Faculdade 
de Medicina de Ribeirão Preto.  
 

 

Areas of Co-operation 
 
Earlier collaborations between Brazilian and Indian firms helped bring down the cost of 
Antiretroviral therapy for AIDS significantly. However, the recent seizure of Indian 
generic shipments at European Union (EU) ports destined for Latin American and 
African countries has caused much anxiety. India and Brazil collaborated at the WTO to 
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highlight this issue. The EU responded by changing its stance and modifying its laws to 
accommodate Indian shipments.  
 
For the future, there are many unexplored areas for cooperation. Contract researching, 
which is the outsourcing of fundamental research to external players, has emerged as a 
popular option for governments to undertake research in the pharmaceutical sector. 
Both the Indian and Brazilian governments should set up a common fund to stimulate 
research in their respective countries. This will enable the government to drive research 
in their countries along the areas that they wish to address rather than based on which 
disease will end up being the most profitable. Preference can be given to those 
companies from India and Brazil that bid jointly as a means of promoting bilateral 
private sector collaboration. The intellectual capital generated by this activity should be 
licensed out to local manufacturers with an understanding that they produce only to 
cost-sensitive segments. These manufacturers should also be allowed to sell at high 
prices in Western markets, so that the benefits of increased profitability can be passed 
on at a cheaper cost to local consumers. Instead of agreeing to the TRIPS-plus 
agreements, India and Brazil should formulate a common policy regarding patents 
issued in both countries. This will allow both nations to create their own version of 
TRIPS-plus agreements and negotiate with the western powers accordingly. Since 
patents are one of the main ways to promote scientific growth, this policy should only be 
extended to local companies/MNCs having significant investments in both these nations. 
Patents originally issued through other countries should be dealt with through the TRIPS 
laws only.  
 
Both nations must also declare access to pharmaceuticals to be a national interest issue. 
The health of the poor in these nations should not be used as a bargaining chip in 
bilateral free trade agreements; it must be dissociated from any and all trade linkages 
and addressed exclusively as a human rights issue. If publicized as such before the 
world’s population, it will help in delinking the TRIPS-plus agreements from FTAs. India 
and Brazil could take the leading role in this area and coverage can eventually be 
extended to include other emerging economies as well. 
 
The Indian Ministry of Health should send an emissary as an observer to look at the 
Brazilian model for tackling NCDs and also observe the evolution of the free medicines 
program undertaken by Brazil. Based on what is learned and keeping in mind that 
combating NCDs at a national level is a relatively recent trend, India should formulate a 
national strategy of its own.  It should include steps to create time bound strategies for 
the identification and treatment of NCDs. This is an area where India could leverage its 
IT and engineering expertise in order to come up with low cost medical devices for 
identification and treatment.  
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Conclusion 

 
Improving delivery mechanisms and scaling up capacity whilst encouraging 
international cooperation on the global double disease burden front can serve as a 
blueprint for future developing economies to tackle their respective diseases burdens in 
a more organised fashion. Because of our diversity, countries will be looking at India and 
how it tackles the disease burden to formulate their own plans. India is the world’s 
largest democracy and is expected to be one of the world’s top five economies by 2050. 
Thus, the growth path we chart out will be keenly watched by other nations when they 
come to a similar stage. It is up to us to ensure that they look at India to emulate our 
successes rather than to avoid our failures. 
 
It seems clear that different approaches will be required for tackling communicable and 
non-communicable disease burdens in the long term. We believe that India should take 
the first step of starting a strategic dialogue for effective management of these diseases. 
Health care is a major concern for lower and middle income groups in most developing 
nations. By improving access to affordable health care, India can show that it genuinely 
cares about the welfare of its citizens and treats affordable healthcare as a basic right for 
everyone. 
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iv  UNICEF: http://www.unicef.org/infobycountry/india_statistics.html#76  
v  Primary prevention methods in healthcare focus on avoiding the development of diseases and 
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