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Noncommunicable diseases among
the Bahraini population: a review

R.R. Hamadeh '

SUMMARY The review investigates changes in the morbidity and mertality dus to noncommunicable diseas-
as in the Bahraini population and looks at the conditions which may have contributed to them in the 1980s
and 1990s. Data were extractad from the Ministry of Health annuai health reports and the 1981 and 1991
censuses and other relevant published papers. Governmant stratagies for the control of noncommunicable
diseases and the promotion of healthy lifestyles are outlined.

Introduction

The Public Health Directorate is the main
preventive service in Bahrain. Primary care
is provided by the government through 19
health centres and 2 clinics. Secondary
care is provided by the government at 2
general hospitals, 5 maternity hospitals, 1
psychiatric hospital and 1 geriatric hospital
[1]. In addition, there are 3 private hospitals
and several private clinics in the country.
Death registration is mandatory in Bah-
rain and deaths are certified usually without
performing an autopsy. A 1993 study ex-
amining the validity and reliability of death
certificates showed that the level of con-
sistency between the stated cause of death
on death certificates and the diagnosis
based on hospital records compared to re-
viewers’ diagnoses to be 76%, with a test
bias ratio of 1.2 and a positive likelihood
ratio of 2.7 [2]. Moreover, there has been a
reduction in the proportion of conditions
where the cause of death was classified as
ill defined [3]. In the absence of detailed

information on the conditions of outpa-
tients, hospital discharges from the main
general hospital, Salmaniya Medical Com-
plex (SMC), offer the best data source on
morbidity in the country, as SMC deals
with 90% of total hospital inpatients [3].
Causes of morbidity and mortality are cur-
rently coded using the 9th revision of the
International classification of diseases.

Bahrain has undergone rapid economic
development since the 1970s. This devel-
opment has been paralleled by changes to a
more sedentary lifestyle and westernized
diet [4-6]. and by increased cigarette con-
sumption [7].

The aim of this review was to investi-
gate changes in the morbidity and mortality
due to noncommunicable diseases (NCDs)
in the Bahraini population and to focus on
the conditions that may have contributed to
them in the 1980s and 1990s. Non-Bah-
rainis were excluded due to their transient
nature. Annual health reports published by
the Ministry of Health [8] for the period
198297, and the 1981 and 1991 censuses
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[9] were reviewed. In the annual reports,
the main causes of death and hospital dis-
charges are presented by major disease
groups for Bahrainis and non-Bahrainis [§].
Thus, it was not possible to examine spe-
cific causes of death and morbidity. The
prevalence of certain conditions and life-
style patterns like diabetes, hypertension,
obesity, smoking, physical activity and in-
take of fruits and vegetables were abstract-
ed from all available locally and
internationally published papers.

Sociodemographic
characteristics

The 1997 population of Bahrain was esti-
mated to be 620 378, of whom 61.2% were
Bahraini [/0]. The Bahraini population is al-
most equally distributed by sex in each age
group, The Bahraini male and tfemale popu-
lations have evidenced a small but steady
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increase in the older age groups since the
1980s. Adult literacy rates increased from
74.8% and 51.9% in males and females re-
spectively in 1981 to 86.7% and 71.3% in
males and females respectively in 1991,
Between the 1981 and 1991 censuses re-
spectively, labour force participation in-
creased in men aged 15-65 years from
77.8% to 80.9% and in women from
14.3% to 18.7% [9].

Mortality
Deaths in those under 50 years in the Bah-

raini population decreased from 43.0% in
1982 to 24.2% in 1997. Females showed a
sharper decline than males in this age
group, reaching less than half the rate of
1982 (from 45.1% to 21.0%). A change
has occurred in the proportional mortality
ratios (PMR}) of some causes of death in
the Bahraini population between 1982 and

Table 1 Proportional mortality ratic (%) by sex and cause of death, Bahraini population, 1982

and 1997°
Cause of death Males Females Total
1982 1997 1982 1997 1982 1997

Infectious and parasitic diseases 2.1 23 24 22 23 23
Neoplasms 11.0 14.8 7.1 115 9.4 134
Endocrine, nutritional, and metabolic

and immunity disorders 33 77 4.9 97 39 8.6
Diseases of the circulatory system 3.0 305 340 37.3 322 333
Diseases of the respiratory system 6.6 86 83 75 6.4 8.1
Diseases of the digestive system 25 57 27 59 26 58
Diseases of the genitourinary system 25 49 33 38 28 4.4
Perinatal conditions 135 29 14.9 21 141 26
Injury and poisoning 10.6 55 6.8 41 8.0 49
Other 44 83 8.4 B4 8.1 8.4
Unknown causes 125 88 92 75 11.2 82

*Annual Report 1982. Bahrain, Office of Health Information Systam, Ministry of Health, 1983.

*Health Statistics 1996-97. Bahrain, Publications Group, Health Information Diractorate,

1998.

Ministry of Health,
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1997. Neoplasms, diseases of the respira-
tory, digestive and genitourinary systems
and endocrine, nutritional and immunity
disorders increased in males, females and
both sexes combined among the Bahraini
population, while the PMR due to perinatal
conditions, injury and poisoning and un-
known causes declined (Table 1). The
PMR due to neoplasms increased in both
male and female Bahrainis. The percentage
change in the PMR due to neoplasms for
the period 1982-97 in females was twice
that of males (62% compared to 34.5%).

Cancer has been the second most com-
mon cause of death in Bahraini males and
females since the mid-1990s, whereas in
the 1980s it ranked fourth. Deaths due to
circulatory diseases remained stable in
males and females combined but increased
slightly in females. Circulatory diseases ac-
counted for one-third of the deaths in Bah-
raini males, females and both sexes
combined and occupied the first rank as a
cause of death throughout the period. The
PMR due to infectious and parasitic diseas-
es, diseases of the respiratory system, peri-
natal conditions and maternal causes are
similar to those for industrialized countries
[11].
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Morbidity

Circulatory diseases ranked fourth and ne-
oplasms eleventh in total Bahraini inpatient
discharges from the SMC in 1997. The
percentage of inpatient discharges diag-
nosed as circulatory discases slightly de-
clined in males and females during 199297
(Table 2). Bahraini females showed a 24%
increase in neoplasms and Bahraini males a
9.5% decrease during the same period
(Table 2).

From preliminary data of the Bahrain
Cancer Registry, haematopoeitic and retic-
uloendothelial cancers, cancer of the fe-
male breast, colorectal cancer, stomach
cancer, lung cancer and cancers of the uri-
nary bladder, lip, oral cavity, pharynx, thy-
roid, cervix and ovary are the most
frequent cancers among Bahrainis. Smok-
ing and diet-associated cancers have been
found to account for not less than 60% of
all cancers in the Bahraini population [/2].

Diabetes is common in the Bahraini
population (Table 3). The prevalence of di-
abetes (based on World Health Organization
criteria) among adult males (= 20 years
old) is 26.4%, which is roughly the same as
to that of adult females (25.0%) [/3].

Table 2 Percentage change In discharges from the Salmaniva Medical Complex due to
neoplasms and diseases of the circulatory system, Bahraini population, 1992-97

Year Diseases of the circulatory system Neoplasms
Males Females Total Males Females Total

1992 11.0 6.7 84 42 25 32
1993 10.4 8.0 7.7 3.7 25 3.0
1994 11.4 6.3 83 4.1 3.3 36
1995 97 55 7.2 30 37 a8
1996 8.0 5.7 71 4.1 30 a5
1997 9.3 5.4 7.0 38 31 34
% change —15.5 -194 -16.7 -95 240 6.3
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Table 3 Prevalence of diabetes among the
Bahraini population by age group

Age Year Prevalence(%) Source
(years) Males Females

4049 1995-6 229 - [14
50-59 19956 296 354 (14
6069 1995-6 - 376 [14
3049 1992 6.3 6.8 [17r
50-79 1992 6.4 19.8 [17
220 1996 264 250 [13p
=50 1995 140 19.0 [16F
265 1992 10.2 15.0 [15F

“Based on clinical and laboratory diagnosis.
tSelf-reported.

Table 4 Prevalence of overwelght and obesity
among adult Bahrainis

Population Year Prevalence (%)
Overweight* Obesity®

20-65yaars 199192

Males 26.3 16.0

Females 294 314
3049 years 1992¢

Males 424 2586

Females 322 47.1
50-79 years 1992°

Maies N2 17.9

Females 29.5 50.5
Total 1992°

Males 359 212

Females 31.0 48.6
15-21 years 1989

Males 15.6 -

Females 17.4 -

*Body mass index = 25-28.9 kg/m?.
*Body mass index = 30 kg/m®.

*Source: [18].

Sourca: [17].

*Source: [19].

‘Ovarweight or obess (BMI > 25 kg/m?).
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However, in the age group 50-59 years,
women have a higher prevalence of diabe-
tes (35.4%) than men (29.6%) [/4]. Other
studies that relied on self-reporting have
also shown diabetes to be more prevalent
among older women than men [/5-17).

In older Bahrainis (= 50 years of age),
the reported prevalence of hypertension in
women (27.0%) is almost double that of
men (15.0%) [16,17]. In a recent study,
55% of women aged 5069 years had hy-
pertension (systolic pressure = 140 mmHg,
diastolic pressure > 90 mmHg) [/4]. In the
same study, the prevalence of hypertension
was found to be 41.5% in men aged 40-59
years.

Lifestyle patterns

Several studies have shown that obesity,
i.e. a body mass index (BMI) 2 30 kg/m?, is
a public health problem among nationals in
Bahrain [15,17,18]. The prevalence of
obesity among females is higher than that
of males in all age groups. Overweight
(BMI of 25-29.9 kg/m?) was found to be
slightly more common among males than
females [17,19], except in one study [/8]
where the prevalence was slightly lower in
males (26.3%) than females (29.4%)
{Table 4).

The prevalence of cigarette smoking,
other types of smoking and all types com-
bined declined in the aduit male Bahraini
population in the 1990s compared to the
1980s [7,16]. Moreover, the prevalence of
smoking among males in the general Bah-
raini adult population [/6], in primary
health care physicians [20], in medical stu-
dents [2/] and in secondary-school stu-
dents [22] was found to be similar (Table
5). It is worth noting that the prevalence of
smoking among male secondary-school
students increased in the 1990s compared
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Table 5 Prevalence of smoking in different
Bahraini population groups

Study Study Prevalence (%)
period population Males Females
1995 =15 years 253 8.3
1994° Primary health

care physicians 227 6.3
1992¢ Medical students 25.0 0.0
1996° Secondary-school

students 258 -
*Source: f16].
vSource: [20].
°Source: [21].
“Source: [22],

to the early 1980s [22 24]. There was al-
most no change in the prevalence of daily
smoking among light (< 1 packet/day) and
hcavy (= 1 packct/day) malc cigarctte
smokers [25]. Similar findings were noted
for male smokers of other tobacco and for
all types of smoking combined [25]. The
prevalence of cigarette smoking (daily and
occasional) and daily smoking of all types
of tubacco increased in adult females
[7,16,25]. The increase (100%) was high-
est among daily cigarette smokers [25].

A higher percentage of Bahraini men
aged 3079 years reported engaging in ex-
ercise compared to their female counter-
parts (12.7% and 8.3% respectively) [17].
A very low percentage of Bahraini women
(1.3%) aged 5069 years old were reported
to be active at leisure time (leisure time ex-
penditure > 0.3 MJ/day) [/4]. A similar
percentage of men and women (30-79
years old) reported daily intake of fruits
{63.5% and 65.4% respectively) and vege-
tables (78.9% and 81.1% respectively)
[17].
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Control of noncommunicable
diseases

The government has undertaken several
strategies to control NCDs. Cancer, circu-
latory and cardiovascular diseases and dia-
betes are among the 11 “priority areas for
health gain” identified by the Ministry of
Health. A health planning committee has
been established for each of these priority
areas. The main function of these commit-
tees is to develop strategic goals in each
priority arca.

For cancer, strategies include the use of
the National Cancer Register to analyse
causes and manage cases of cancer, to pro-
mote healthy lifestyles, develop and sup-
port the use of cancer screening
programmes for cervical and breast cancer
and to exploit the latest technology availa-
ble at SMC to treat cancers as early as pos-
sible, For cardiovascular diseases, the main
strategies are: establishment of a registry
and using it to analyse cause and manage
cases; promotion of healthy lifestyles; en-
hancement of coordination between facili-
ties at SMC and the Bahrain Defence Force
Hospital (the other general government
hospital); and formation of links with expe-
rienced international institutions. Strategies
for diabetes include establishment of base-
line information about the prevalence of di-
abetes, implementation of a systematic
health care programme for diabetics and
implementation of a rigorous and systemat-
ic health education programme [3].

Tobacco control is carried out through
legislation and health education in Bahrain
[25]. With regards to nutrition, the Ministry
of Health recently introduced guidelines for
the advertising of milk substitute products
[3].

NCD-related health education pro-
grammes target the general public and spe-
cial groups and include education on the
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hazards of smoking, and the promotion of a
healthy diet and healthy lifestyle. The gov-
ernment also provides prompt early admis-
sion to the coronary care unit and
up-to-date treatment of circulatory diseas-
es, diabetes and cancer. Ongoing training
of professionals and nonprofessionals is
another of the strategies of the Ministry of
Health, The country also has governmental
and nongovernmental committees and so-
cieties that aim to control NCDs.

Recommendations

Efforts to strengthen programmes that aim
to combat smoking and control obesity, di-
abetes and hypertension should continue.
Preventive efforts need to focus on women
because of the high prevalence of contrib-
uting factors for NCDs among them and
because of their roles as mothers and edu-
cators. There is a need for education pro-
grammes to raise the awareness of women
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of the importance of physical exercise and
of husbands to support their wives in allo-
cating time for it. In smoking control,
greater attention should be given to young
people, particularly middle- and secondary-
school males. Policies and ongoing pro-
grammes that promote health education
and healthy lifestyles should continue to be
encouraged and supported. Early detection
and efficient management of circulatory
diseases, neoplasms, diabetes and hyper-
tension should continue to be a priority.
Planning of baseline studies on risk factors
of NCDs where data are lacking, such as
serum cholesterol levels, are of prime im-
portance. Moreover, studies to assess
changes in the contributing factors for
NCDs and evaluation of ongoing control
programmes should continue. Given the at-
tention and concerted efforts NCDs are re-
ceiving in Bahrain, monitoring and
follow-up of the policies and programmes
are vital in order to ensure the burden these
diseases incur is reduced.
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