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Abstract

In recent decades, public health policy and practice have been increas-
ingly challenged by globalization, even as global financing for health
has increased dramatically. This article discusses globalization and its
health challenges from a vantage of political science, emphasizing in-
creased global flows (of pathogens, information, trade, finance, and
people) as driving, and driven by, global market integration. This inte-
gration requires a shift in public health thinking from a singular focus
on international health (the higher disease burden in poor countries) to
a more nuanced analysis of global health (in which health risks in both
poor and rich countries are seen as having inherently global causes and
consequences). Several globalization-related pathways to health exist,
two key ones of which are described: globalized diseases and economic
vulnerabilities. The article concludes with a eall for national govern-
ments, especially those of wealthier nations, to take greater account of
global health and its social determinants in all their foreign policies.



Crisis and Opportunities
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Economic Crisis, Restrictive Policies, and the Population’s
Health and Health Care: The Greek Case

| Elias Kondilis, MD, PhD, Stathis Giannakopoulos, MD, PhD, Magda Gavana, MD, PhD, loanna lerodiakonou, MD, PhD, Howard Waitzkin, MD, PhD,

and Alexis Benos, MD, PhD

The global economic crisis
has affected the Greek econ-
omy with unprecedented sever-
ity, making Greece an important
test of the relationship between
socioeconomic determinants
and a population’s well-being.

Suicide and homicide mor-
tality rates among men in-
creased by 22.7% and 27.6%,
respectively, between 2007
and 2009, and mental disar-
ders, substance abuse, and
infectious disease morbidity
showed deteriorating trends
during 2010 and 2011. Utiliza-
tion of public inpatient and
primary care services rose by
6.2% and 21.9%, respectively,
between 2010 and 2011, while

THE CURRENT GLOBAL ECO-
nomic crisis, manifested in 2007
with the collapse of the subprime
mortgage market and the bank-
rupicy of several financial institu-
tions in the United States, affected
the Greek economy—viewed by
some as the Eurozone's weakened
economic link—with unprece-
dented severity.

Many commentators in the
past and present have debated
whether the ongoing international
economic turmoil, the worst since
the Great Depression, threatens
the health of the population both
in the United States and through-

out the developed and less-
Aavialernad uraeld 125 Tha WaelA

ECONOMIC CRISIS AND
RESTRICTIVE HEALTH
POLICIES

After 14 years of confinuous
economic expansion since 1994,
Creece’s gross domestic product
(GDP) started showing zero or
close to zero growth rates since the
fourth quarter of 2007 and nega-
tive growth rates from the fourth
quarter of 2008 onward (Figure 1)*
During the 5-year period of re-
cession (2008-2012), GDP
{in 2005 constant market prices)
cumulatively dropped by 20.8%,
shrinking to its 2002 level® The
unemployment rate, 7.2% of total
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with very low work intensity, with
income below 60% of national
median, and with severe material
deprivation." As of 2011, an
estimated 20 000 people were
homeless (12 280 more than in
April 2009).'* and more than

20 000 people in the 2 largest
cities of Greece were receiving
daily food rations from nongov-
ernmental organizations and other
community-based agencies.*

In the midst of the crisis
{(November 200 9—May 2010),
international financial markets
started focusing on the growing
Greek government deficit (15.4%
of GDP in 2009, compared with
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INVESTIGATION BY CIVIL SOCIETY AND WORLD BANK
CHALLENGES STRUCTURAL ADJUSTMENT PROGRAMS

Publication of the SAPRI Report Highlights
Bank’s Continued Inaction on Policy Findings

Following a multi-year participatory investigation undertaken with the World Bank
and the governments of countries on four continents into the impact of economic
adjustment programs, the international citizens' network, SAPRIN, released the findings
of the Structural Adjustment Participatory Review Initiative (SAPRI) in April 2002 at a
public forum held at the European Union in Brussels. Reissued in January 2004 in
expanded form by Zed Books and Third World Network, Structural Adjustment — The
SAPRI Report. The Policy Roots of Economic Crisis, Poverty and Inequality presents an
incisive view of the devastating effects of the liberalization, privatization and
deregulation agenda of the international financial institutions.



THE POLICY ROOTS OF
ECONOMIC CRISIS AND POVERTY

A Multi-Country Participatory Assessment
of Structural Adjustment

Based on Results of the Joint World Bank/Civil Society
Structural Adjustment Participatory Review Initiative (SAPRI)

and the Citizens’ Assessment of Structural Adjustment (CASA)

Executive Summary
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Chapter 8: The Impact of Public Expenditure Reforms on Health Care, Education
and Other Public Services

Fiscal reforms have been a central part of structural adjustment packages, involving public -
expenditure controls and, more often, cuts in spending on social services as a means of curbing budget
deficits and reining in inflation. Yet, reforms have gone beyond cutbacks in social spending and have
been applied to transform the social sector from one in which the state plays a major redistributive role
to one that is subject to free-market forces. The consequent decline in the state’s ability to allocate
resources to the social sector, as well as the general deterioration in access to affordable quality
services by important population groups, resulted in a worsening of poverty and inequality.

Education and health care are key social services affected by public -sector reforms and were
areas of particular concern in several of the countries studied. Investigations in Ghana, Zimbabwe,
Mexico and Hungary focused primarily on the impact of reforms on access to and the quality of these
services, while the Uganda and Philippines assessments looked at the impact on spending for education
and health care. The review in Ecuador focused on social subsidies, addressing the more overarching
issue of the role of the state in the social sector and the question of state support for universal vis-a-vis
largeted coverage.

In general, the investigations concurred in their conclusions that reforms have weakened the
role of the state in the social sector by limiting its functions and reducing its expenditures for education
and health care, or at least failing to mprove their allocation and effectiveness. As a result, market
forces, for which the only criterion for success is profit maximization, have been left to determine the
access that much of the population can gain to key services such as education and health care.
SAPRIN found that, in the face of low wages and high unemployment levels, the imposition of user
fees and the rising cost of services have increased hardships on the poor. The strategy of targeting
subsidies to benefit only those in extreme poverty has failed to address the broader problems of the
poor or to stop the growth of poverty and inequality. Specific conclusions are as follows:
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Public health services, an essential determinant of health during
crisis. Lessons from Cuba, 1989-2000

Pol De Vos', Anai Garcia-Farinas?, Adolfo Alvarez-Pérez?, Armando Ru-driguez-Sahrél, Mariano Bonet-Gorbea®
and Patrick Van der Stuyft' i

1 Institute of Tropical Medicine, Antwerpen, Belgium
2 National Institute of Hygiene, Epidemiology and Microbiology, Havana, Cuba

Abstract During the 1990s, Cuba was able to overcome a severe crisis, almost without negative health impacts.
This national retrospective study covering the years 1989-2000 analyses the country’s strategy through
essential social, demographic, health process and health outcome indicators. Gross domestic product
(GDP) diminished by 34.76% berween 1989 and 1993. In 1994 slow recuperation started. During the
crisis, public health expenses increased. The number of family doctors rose from 9.22 to 27.03 per 104
inhabitants between 1989 and 2000. Infant mortality rate and life expectancy exemplify a series of health
indicators that continued to improve during the crisis years, whereas low birth weight and tuberculosis
incidence are among the few indicators that suffered deterioration. GDP is inversely related to
tuberculosis incidence, whereas the average salary is inversely related to low birth weight. Intant mortality
rate has a strong negative correlation with the health expenses per inhabitant, the number of maternal

. |

homes, the number of family doctors and the proportion of pregnant women receiving care in maternal
homes. Life expectancy has a strong positive correlation with health expenses, the number of nursing
personnel and the number of medical contacts per inhabitant. The Cuban strategy effectively resolved
health risks during the crisis. In times of serious socio-economic constraints, a well conceprualized public
health policy can play an important role in maintaining the overall well-being of a population.

keywords public health, determinants of health, health services, economic crisis, Cuba,
international health
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vCapacita di comprensione del processi globali nel
locale

vCostruire una rete di relazioni tra locale e globale
che porti I'esperienza e le istanze locali nello spazio
globale e non solo il peso del globale nel locale
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THE UNIVERSAL DECLARAT é -

OF ﬁuman ﬁlghts
| Articolo 25

1. Ogni individuo ha il diritto ad un tenore di vita sufficiente a garantire la
salute e il benessere proprio e della sua famiglia, con particolare riguardo
all'alimentazione, al vestiario, all'abitazione, e alle. cure mediche e ai servizi
sociali necessari, ed ha diritto alla sicurezza in caso di disoccupazione,
malattia, invalidita vedovanza, vecchiaia o in ogni altro caso di perdita dei
mezzi di sussistenza per circostanze indipendenti dalla sua volonta.

2. La maternita e l'infanzia hanno diritto a speciali cure ed assistenza. Tutti i
bambini, nati nel matrimonio o fuori di esso, devono godere della stessa
protezione sociale.



LA
COSTITUZIONE
DELLA
REPUBBLICA

ITALIANA
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La Repubblica tutela la salute come fondamentale diritto
dell'individuo e interesse della collettivita, e garantisce cure
gratuite agli indigenti.

Nessuno puo essere obbligato a un determinato trattamento
sanitario se non per disposizione di legge. La legge non puo
In nessun caso violare i limiti imposti dal rispetto della persona
umana.
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Figure 7-1. Ecosocial theory and embodying inequality: core constructs. (Krieger, 1994;
Krieger, 2008a)



B CelibiMNubili Coniugati'e Vedovi'e Jj Divorziati'e

Eta Anna di nascila
100+ 1912 o prima
05.99  Maschi Femmine 1813-1917
90-94 1916-1522
85-89 | 1923-1927
80-84 | 1928-1932
757 | 1933-1937
70-74 | 19381942
65-68 | 1943-1947
50-64 ] 1 1948-1952
555 I ] 1953-1957
50-54 [ ] 1958-1962
45-49 0] B 1963-1967
40-44 1 1 1968-1972
35.38 | [ 1973-1977
30-34 | | 1978-1982
25.28 | 1983-1587
20-24 1986-1992
15-19 19931897
10-14 1998-2002

5.9 2003-2007

0-4 2008-2012

2800000 2.100.000 1.400.000 T00.000 0 700,000 1.400.000 2.100.000 2.B00.000

Popolazione per eta, sesso e stato civile - 2012
ITALIA - Dati ISTAT 1°* gennaio 2012 - Elaborazione TUTTITALIAIT



EAT. Joaguim liveira Martins, Christine de la Maisonneuve and Simen Bjornerud

Figure 4
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Public Health Care Expenditure by Age Groups
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Chronic Diseases: Chronic Diseases and Development 1

Raising the priority of preventing chronic diseases:

@itical prnc@

Robert Geneay, David Sudder, Sulvie Stachenko, Martin Mcee, Shah Ebrahin, Senjay Basu, Arvn Chockalingham, Modi M watsama,
Reeminjamal, Ala Alwan, Robart Beaglehole

Chronic diseases, especially cardiovascular diseases, diabetes, cancer, and chronic obstructive respiratory diseases,
are neglected globally despite growing awareness of the serious burden that they cause. Global and national policies
have failed to stop, and in many cases have contributed to, the chronic disease pandemic. Low-cost and highly effective
selutions for the prevention of chronic diseases are readily available; the failure to respond is now a political, rather
than a technical issue. We seek to understand this failure and to position chronic disease centrally on the global

e malattie croniche - specialmente le malattie
cardiovascolari, il diabete, il cancro e le malattie
respiratorie croniche - sono trascurate,
nonostante la consapevolezza del grave carico

Le politiche globali e nazionali non sono
riuscite a fermare - in molti casi anzi
Adattata da hanno contribuito a diffondere - le
prof. Gavino Maciocco malattie croniche. Attualmente sono
Universita di Firenze facilmente disponibili soluzioni a basso costo
e di alta efficacia per la prevenzione delle

malattie croniche; il fallimento nella
risposta e oggi un problema politico,
piuttosto che tecnico.
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Adattata da prof. Gavino Maciocco Universita di Firenze



Innovative Care for

Chronic Conditions

Organizing and Delivering High Quality Care for
Chronic Noncommunicable Diseases in the Americas

Pan American
Health
Organization

3 Bl 11:‘..",}'{ Regional Office o
B0 World Health Drgan zation

Adattata da prof. Gavino Maciocco Universita di Firenze



TABLE 1. Attributes of Effective Care for Chronic Conditions

OUTDATED CARE

Disease-centered

EFFECTIVE CARE

Patient-centered

Specialty care/hospital-based

PHC-based

Focus on individual patients

Focus on population needs

Reactive, symptom-driven

Proactive, planned

Treatment-focused

Prevention-focused
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Population management
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Le buone pratiche per la
gestione delle malattie
croniche
La sanita diiniziativa.
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“Integralita
‘Universalita
vContinuita della cure

“Partecipazione
“Inclusione
“Equita
*Solidarieta

“Capacita di contribuire a
migliorare i servizi a
partire dai bisogni

“Trans-disciplinarita
“Multi-settorialita
“Multi-professionalita
vLavoro in team
“Orizzontalita

“Formazione specifica
a partire dalle pratiche
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