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WHAT 1S GLOBAL HEALTH/CHANGING MINDSETS IN GLOBAL HEALTH

SocCIAL DETERMINANTS OF HEALTH

(GLOBAL BURDEN OF DISEASE

HOw WE CAN GET INVOLVED



CHANGING MINDSETS IN GLOBAL HEALTH

GLOBAL HEALTH 1.0 WAS CALLED TROPICAL
MEDICINE AND WAS PRIMARILY CONCERNED
WITH KEEPING WHITE MEN ALIVE IN THE
TROPICS

GLOBAL HEALTH 2.0 WAS CALLED INTERNATIONAL
HEALTH AND COMPRISED OF CLEVER PEOPLE IN
RICH COUNTRIES DOING SOMETHING TO HELP
PEOPLE IN POOR COUNTRIES

GLOBAL HEALTH 3.0, WHICH IS STILL THE MAIN
MANIFESTATION OF GLOBAL HEALTH, IS ABOUT
RESEARCHERS FROM RICH COUNTRIES LEADING
RESEARCH PROGRAMS IN POOR COUNTRIES

GLOBAL HEALTH 4.0, INCREASINGLY THE PRESENT
AND CERTAINLY THE FUTURE, IS RESEARCH AND
OTHER ACTIVITIES BEING LED BY RESEARCHERS
FROM LOW AND MIDDLE INCOME COUNTRIES.



Towards a common definition of global health

Jeffrey PKoplan, T Christopher Bond, Michael H Merson, K Srinath Reddy, Mario Henry Rodriguez, Nelson K Sewankambo, Judith N Wasserheit,
for the Consortium of Universities for Global Health Executive Board*

definition: global health is an area for study, research, and
practice that places a priority on improving health and
achieving equity in health for all people worldwide.

Global health

International health

Public health

Geographical reach  Focuses on issves that directly or indirectly affect
health but that can transcend national boundaries

Level of cooperation Development and implementation of solutions often
requires global cooperation

Individuals or Embraces both prevention in populations and clinical
populations care of individuals

Accessto health Health equity among nations and for all peopleis a
major objective

Range of disciplines  Highly interdisciplinary and multidisciplinary within
and beyond health sciences

Focuses on health issues of countries other than
one’s own, especially those of low-income and
middle-income

Development and implementation of solutions
usually requires binational cooperation

Embraces both prevention in populations and
clinical care of individuals

Seeks to help people of other nations

Embraces a few disciplines but has not
emphasised multidisciplinarity

Focuses on issues that affect the health of the population of a
particular community or country

Development and implementation of solutions does not
usually require global cooperation

Mainly focused on prevention programmes for populations

Health equity within a nation or community is a major
objective

Encourages multidisciplinary approaches, particularly within
health sciences and with social sciences

Table: Comparison of global, international, and public health

Lancet 2009




“GLOBAL HEALTH, WHILE A MARKED IMPROVEMENT
ON ITS FOREBEAR “INTERNATIONAL HEALTH,”
REMAINS A COLLECTION OF PROBLEMS RATHER THAN
A DISCIPLINE. THE COLLECTION OF PROBLEMS... ALL
TURN ON THE QUEST FOR EQUITY.”

- PAUL FARMER



WHY IS GLOBAL HEALTH IMPORTANT?

e FIRST AND FOREMOST, THE GLOBALIZATION OF DISEASE

e EXPANSION OF RAPID TRAVEL AND TRADE HAS INCREASED THE TRANSMISSION AND SPREAD OF
INFECTIOUS DISEASES

Figure 3. Immigrants in the U.S., Number and Percent, 1900-2022
Plus Census Bureau Projections to 2060

Number of United States residents travelling overseas from 2002 to 2021 (in millions)

17.1%

12.9%

Share of ‘

population

2009 2010 2011 2012 3 2014 2015 201

Number of Immigrants in Millions
1900 1910 1920 1930 1940 1950 1960 1970 1980 1990 2000 2010 2022 2030 2040 2050 2060
——

Addtional Information:

United States; NTTQ; 2002 to 2021 Year

Census Bureau Projections
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Source: DIAAFMIC, 1808

Figure 9
Typology of Countries by Health Care Status

Trend toward:
Improvement Regression
+ —

Absence of symbol indicates no change:

Boundary repredentaton is
nol nocessarity authortative.

Category 1: Countries with highly
developed health care
infrastructures*

- Mational system of epidemiclogical
surveillance, response, and
prevention capacity throughout the
country.

= High-guality care available to
90100 percent of the population

- Madern primary, secondary, and
tertiary health care delivery
capability.

= Excellent pharmaceutical availability
and production capability.

- Budgelary resources present and
programmed effactively: high-
INCOME SCONaMmies.

- Health care and pubdic health
education are higher national
priorities.

Category 2: Countries with developed

health care infrastructures™

- National system of epidemiclogical
surveillance, response, and
prevention capacity throughout most
of the country.

- Medical care available to
70-90 percent of the population.

- Established primary, secondary, and
tertiary health care capability.

- Pharmacauticals genarally available
to population with  adagquate
pradudclion capakbility.

- Budgetary resources available; upper-
middie-incomea economies.

- Health care is a high national
pricrity.

Category 3: Countries with developing
health care infrastructures®

- System of epidemiological surveill-
ance, response, and prevention in
developed areas of the country.

- Medical care available o
S0-70 percent of the population

- Primary and secondary health care
developing: bertiary cane generally
available.

- Pharmaceutical availability good in
wrban areas; limited production
capabilities.

- Budgetary resources available; lower-
middle-income economies.

- Health care is a national priority.

*Individual countries within each category do not necessarily conform to all

the criteria for that category.

Category 4: Countries with less-
developed health care
infrastructures®

- Epidemiological surveillance,
rasponse, and prevention concentrat-
ed in capital; minimally present in
mast of the country.

= Medical care available to
40-50 percent of the population,

- Rudimentary primary and secondary
haalth care; tertiary care minimally
avallable

= Pharmaceutical availability restricted
o wriban areas; minimally available in
rural areas; imited production
capabilities.

- Health expanditures depandent upon
oulside assistancs; |owar-income
Bconomias.

- Health care is a lower national priority,

Category 5: Countries with least-
developed health care
infrastructures®

- System of epidemiclogical surveill-
ance, response, and prevention
dependent on humanitarian organ-
izations; no domestic capakbility,

= Medical care available to less than
40 percent of the population,

- Primary, secondary, and tertiary
health care provided primarily Dy
humanitarian organizations.

= Pharmaceutical availability dependent
upon humanitarian organizations

- Health axpenditures haavily depand-
enl upon oulside assistancs; |owas!-
INCOME @conamias.

- Health care is an extramaly low
national priority.




OXFAM REPORT IN 2023

e BILLIONAIRES HAVE SEEN EXTRAORDINARY INCREASES IN THEIR WEALTH. DURING THE PANDEMIC AND
COST-OF-LIVING CRISIS YEARS SINCE 2020, $26 TRILLION (63 PERCENT) OF ALL NEW WEALTH WAS
CAPTURED BY THE RICHEST 1 PERCENT, WHILE $16 TRILLION (37 PERCENT) WENT TO THE REST OF THE
WORLD PUT TOGETHER. A BILLIONAIRE GAINED ROUGHLY $1.7 MILLION FOR EVERY $1 OF NEW
GLOBAL WEALTH EARNED BY A PERSON IN THE BOTTOM 90 PERCENT. BILLIONAIRE FORTUNES HAVE
INCREASED BY $2.7 BILLION A DAY.

™ > Pressreleases

Richest 1% bag nearly twice as much wealth as the rest of the world put
together over the past two years

Published: 16th January 2023

* Super-rich outstrip their extraordinary grab of half of all new wealth in past decade.

= Billionaire fortunes are increasing by 82.7 billion a day even as at least 1.7 billion workers now live in countries where
inflation is outpacing wages.

= A tax of up to 5 percent on the world’s multi-millionaires and billionaires could raise $1.7 trillion a year, enough to lift 2
billion people out of poverty.




SLIGHTLY DIFFERENT WAY OF LOOKING AT THINGS

LIFE ON THE FOUR INCOME LEVELS

LEVEL 3

LEVELI g LEVEL2 g LEVEL3 g  LEVELA




WHERE YOU LIVE WILL AFFECT YOUR HEALTH

e EXAMPLE

 BORN IN ALFALFA COUNTY OKLAHOMA — LIFE EXPECTANCY /7.15 YEARS

e BORN IN KIOWA COUNTY OKLAHOMA — LIFE EXPECTANCY 69.86 YEARS



WHY CARE ABOUT GLOBAL
HEALTH?



GLOBAL HEALTH IS HUMAN HEALTH

ADDRESS SERIOUS INEQUITIES IN HEALTH

THERE IS AN ETHICAL & HUMANITARIAN IMPERATIVE TO ENSURE HEALTH AS A FUNDAMENTAL
RIGHT FOR ALL

GLOBALIZATION HAS TRULY MADE THE WORLD FLATTER — “WE ARE IN THIS TOGETHER”

SOME PROBLEMS ARE TOO BIG/COMPLEX FOR COUNTRIES TO DEAL WITH (TRANSNATIONAL
EFFORT IS NEEDED)



WE LIVE IN A FLAT, HIGHLY INTERCONNECTED
WORLD

“We live in a time when the incubation period of every known
human pathogen is longer than the longest intercontinental
flight”



6 not living in
extreme poverty

94 living in
extreme poverty

83 have not attained
any education

17 have basic
education or more

88 are not able
to read

12 are able
to read

Data sources:

Extre me Poye rty
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Literacy
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over the last two centuries

Democracy
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44 not living
in a democracy
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in a democracy

extreme poverty ina demu-:‘.‘racy

1940 1960 1980 2000 2015 1820 1840

1860 1880 1900 1820

e e
1940 1960 1980 2000 2015

VGCCII‘IGl‘Ion ugums! diphihano perlussls {whooplng cough] uncl tetanus

14 have not attained
any education

86 have basic
education or more
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to read Y
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14 not vaccinated

86 vaccinated
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96 survive the
first 5 years of life

4 die before they
are 5 years old
1940 1960 1980 2000 2015

All these visualizations are from OurWorldinData.org an online
publication that presents the empirical evidence on how the
world is changing.

Licensed under CC-BY-SA by the author Max Roser.




Life expectancy at birth in countries around the world 1540-2011 — Max Roser
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http://ourworldindata.org/

CHILD MORTALITY

Child mortality by world region — by Max Roser
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http://ourworldindata.org/

MATERNAL MORTALITY

Maternal Mortality, 1751-2008 — by Max Roser

Maternal Mortality Ratio per 100,000 live births
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5 visualisation |s avallable st OurWorldinData org, There yau find the raw data and more visualizsatans on this topic

Chart 4 of "What on Earth is going on - 100 charts that show how living standards around the world are changing’.

http://ourworldindata.or : : ;
Published on www.MaoxRoser.com and licensed under CC-BY-SA.
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WHY DOES INEQUALITY MATTER TO
HEALTH?

SOCIAL DETERMINANTS OF HEALTH



TRADITIONAL APPROACH VS SDH APPROACH

TRADITIONAL

e VIEWED THROUGH A
BIOMEDICAL/EPIDEMIOLOGICAL LENS

e HEALTH IS DETERMINED BY:
« GENETIC AND BIOLOGICAL FACTORS

«  SEX, AGE, GENETIC MAKE UP, PHYSIOLOGICAL INTERACTIONS

 INDIVIDUAL BEHAVIORS

« ALCOHOL USE, SMOKING, UNPROTECTED SEX, DRUG USE, NON-

ADHERENCE TO TREATMENT AND MEDICAL CARE

SOCIAL DETERMINANTS OF
HEALTH

» THE CIRCUMSTANCES INTO WHICH PEOPLE ARE
BORN, GROW UP, LIVE AND AGE AFFECT THEIR
HEALTH

» THE SYSTEMS WHICH ARE PUT IN PLACE TO
DEAL WITH HEALTH, ILLNESS AND WELLBEING



TRADITIONAL VS SDH CONT...

TRADITIONAL SDH METHOD
- REDUCTIONIST THEORY + ADDRESSES NONMEDICAL FACTORS THAT

- FOCUSES ON SPECIFIC OBJECTIVE FACTORS AND INFLUENCE HEALTH
NEGLECTS THE INFLUENCE OF WIDER SOCIAL
FACTORS  INCLUDES HEATH RELATED KNOWLEDGE,

« FOCUSES ON OBJECTIVITY (MALE/FEMALE; ATTITUDES, BELIEFS AND BEHAVIORS
BLACK/WHITE),

« NEGLECTS THEIR INHERENT SOCIAL SUBJECTIVITY » THOSE IN TURN ARE SHAPED BY WIDER SOCIAL
(GENDER; RACE) STRUCTURES

JUDGMENTAL — WHAT 'SHOULD BE’ VS.
"WHAT IS’



EXAMPLES OF SOCIAL DETERMINANTS OF HEALTH

e AGE e SOCIAL ENVIRONMENT — SOCIAL

* INCOME * SUPPORT, CAPITAL, NETWORKS
* EDUCATION

* WORKING AND LIVING CONDITIONS e PHYSICAL ENVIRONMENT — HOUSING,
COMMUNITY, (URBAN/RURAL) INFRASTRUCTURE,
[ ]
B R AIR QUALITY, CLIMATE CHANGES
e (GENDER
[ ]
SR IIMIGHY e POLITICS AND GOVERNING (SOCIAL AND

e CULTURE HEALTH) POLICIES



Infrastructure

% Capacity

Community
Engagement

Data &
Surveillance

Evaluation
& Evidence
Euflding

Partnerships
& Collaboration




SOCIAL DETERMINANTS OF HEALTH

STRUCTURAL CONDITIONS AND DETERMINANTS OF EVERY DAY LIFE, INCLUDING:
CIRCUMSTANCES IN WHICH WE ARE BORN, GROW UP, LIVE AND AGE, AND
SYSTEMS THAT ARE PUT IN PLACE TO DEAL WITH HEALTH, ILLNESS AND WELLBEING
SHAPED BY WIDER, INTERSECTING STRUCTURAL FORCES [J

ECONOMICS, SOCIAL POLICIES, AND POLITICS (SOCIAL STRUCTURES)

RESULT IN HEALTH INEQUITIES



EXAMPLES OF SOCIAL INEQUITIES IN HEALTH

POOR ACCESS TO NUTRITIOUS FOOD = MORE SUSCEPTIBLE TO DISEASE, LESS LIKELY
TO RECOVER

 POOR LIVING CONDITIONS (E.G., SANITATION, OVERCROWDING) =

MORE SUSCEPTIBLE TO INFECTIONS

POOR LIFE CIRCUMSTANCES = MORE SUSCEPTIBLE TO LOW PAYING, HIGH RISK
WORK

POOR TRAFFIC LAWS =2 ROAD TRAFFIC INJURIES



MORTALITY GAP
FOR U.S. MOMS

In the U.S., black women who are
expecting or who are new mothers
die at rates similar to those of

the same women in lower-income
countries, while the maternal
mortality rate for white U.S.
mothers more closely resembles
rates in more affluent nations.

Sources: U.S. ratios (2011-2013):
CDC Pregnancy Mortality
Surveillance System; Global ratios
(2015): UNICEF
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WHICH AMERICAN WOMEN ARE DYING
Black women are 2.6 times as likely to die due
to a pregnancy-related cause as white women.
Older women also face greater risk.

hs per virth

RACE/ETHNICITY

WHEN THEY'RE DYING

Risk doesn’t end when pregnancy ends.
Potentially fatal post-pregnancy complications
include blood clots and hemorrhages.

HOW THEY'RE DYING

Heart-related problems are a leading
cause of maternal death; heart attack risk
increases with obesity and age.

Cardiovascular disease 15.2%
Endocrine, blood, other disorders 14.7%
Infection 12.8%
Hemorrhage 1.5%
Heart-muscle disease 10.3%

Pulmonary embolism 91%

Stroke 74%

Hypertension 6.8%

Unknown 6.5%

Other 5.8%

ACCESS TO PRENATAL CARE
Women with no prenatal care at all

are up to four times more likely to suffer
a pregnancy-related death.

35



PERCENTAGE OF THE US POPULATION IN POVERTY OR
UNEMPLOYED
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GREAT STRIDES CAN BE MADE IN SHORT AMOUNTS
OF TIME

In 7 years n 9 years years

LIFE ACCESS TO POVERTY PRIMARY SCHOOL
EXPECTANCY POTABLE ENROLMENT

WATER
56 yrs 15m 33% 89%

48 yrs m

Sri Lanka South Africa Botswana



SUSTAINABLE DEVELOPMENT GOALS

GOOD JOBS AND

ECONOMIC GROWTH
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EQUALITY EQUITY
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WE NEED TO FIGHT AGAINST
“SOCIALIZATION FOR SCARCITY”

This is something I've been struggling with since | was a student:
socialization for scarcity. But scarcity for ourselves? No. Scarcity
for our mom? No. For our own kids? No. We're socialized for
scarcity for other people, and they’'re usually black or brown or
poor. So then we start cutting corners. Like saying we can treat
drug-susceptible tuberculosis but not drug-resistant
tuberculosis. We can give vaccines in Liberia but not
chemotherapy. We must focus on prevention of trauma, or AIDS,
In such settings, but not treatment. It might sound OK in a
classroom, but such logic is lethal on the ground.

Paul Farmer, Harvard Gazette 21 May 2018



MEASURING THE GLOBAL BURDEN
OF DISEASE



Global
Both sexes, All ages, 2019, DALYs
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GLOBAL BURDEN OF DISEASES, INJURIES, AND RISK

FACTORS STUDY: OVE
COUNTRIES PUT TOGE

R 1,000
'HER AL

MORE THAN 1,000 D

PEOPLE FROM OVER 100
. THE WORLD’S DATA ON

FFERENT

Findings from the
Global Burden
of Disease Study

2017

® HME

| THE LANCET

-
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- CLINICAL OUTCOMES
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http://www.healthdata.org/sites/default/files/files/policy report/2019/GBD 2017 Booklet.pdf


http://www.healthdata.org/sites/default/files/files/policy_report/2019/GBD_2017_Booklet.pdf

MEASUREMENT IS CRITICAL FOR GLOBAL
HEALTH

e To understand disease trends and to set priorities

» To assess progress towards elimination or other targets

* To evaluate the effectiveness of interventions

e To provide feedback to improve performance

* To advocate for resources and investments

e To measure impact of donor aid

e For granting agencies to evaluate their investments and strategies



“Medical doctor and economist Christopher Murray began
| the Global Burden of Disease studies to gain a truer
“Like The Social Network but actually important.,” —HANK GREEN : : I understanding Of hOW We Iive and how We die. While it iS

P I
A

one of the largest scientific projects ever attempted—as
breathtaking as the first moon landing or the Human
Genome Project—the questions it answers are meaningful
M for every one of us: What are the world’s health
problems? Who do they hurt? How much? Where? Why?
Murray argues that the ideal existence isn’t simply the

longest but the one lived well and with the least iliness.
Until we can accurately measure how people live and die,
we cannot understand what makes us sick or do much to
improve it. Challenging the accepted wisdom of the WHO

One Doctor. Seven Billion Patients. N and the UN, the charismatic and controversial health
|J E H [ M Y N S M | -l- H I\ maverick has made enemies—and some influential
: b friends, including Bill Gates who gave Murray a $100

million grant.”
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ENEWS, JOURNAL CLUB

help us learn, we rarely &eerﬂ to publlsh or di oducts and
global health. This blog post aims to crowd source and c@mpﬂe alist of fallures in
global health.

@ MadhukarPai Jul25,2010 36 [J3



LEADING CAUSES OF EARLY DEATH, 1990 AND 2017

1990 rank™
1 Neonatal disorders
2 Lower respiratory infections
3 Diarrheal diseases
4 Ischemic heart disease
5 Stroke
6 Congenital birth defects
7 Tuberculosis
8 Road injuries
9 Measles
10 Malaria

11 COPD
19 HIV/AIDS

2017 rank

1 Ischemic heart disease
2 Neonatal disorders

3 Stroke

4 Lower respiratory infections
5 Diarrheal diseases

6 Road injuries

7/ COPD

8 HIV/AIDS

9 Congenital birth defects
10 Malaria

11 Tuberculosis
39 Measles

Communicable, maternal,
neonatal, and nutritional diseases

Non-communicable diseases
Injuries
[ Same or increase

' Decrease




LEADING CAUSES OF EARLY DEATH AND DISABILITY$ AT LOWEST AND HIGHEST LEVELS
OF DEVELOPMENT, 2017

Low Socio-demographic Index (SDI)® countries  High SDI countries Communicable, mgt.ernal, |
neonatal, and nutritional disease

1 Neonatal disorders 1Ischemic heart disease Non-communicable diseases

2 Lower respiratory infections 2 Low back pain

3 Diarrheal diseases 3 Stroke

4 Malaria 4 Lung cancer

5 Congenital defects 5COPD




Leading causes in 2016
1 Ischemic heart disease
2 Stroke
3 Lower respiratory infections
4 Diarrheal diseases
5 Road injuries
6 Malaria
7 Preterm birth complications
8 HIV/AIDS
9 COPD
10 Neonatal encephalopathy

13 Lung cancer
15 Diabetes
16 Chronic kidney disease

18 Alzheimer's disease

2040

Leading causes in 2040

1 Ischemic heart disease

2 Stroke

3 Lower respiratory infections
4 COPD

5 Chronic kidney disease

6 Alzheimer's disease

7 Diabetes

8 Road injuries

9 Lung cancer

10 Diarrheal diseases

12 HIV/AIDS

18 Preterm birth complications
21 Neonatal encephalopathy
22 Malaria

FORECAST: LEADING CAUSES OF EARLY DEATH, 2016 AND

Communicable, maternal,
neonatal, and nutritional diseases

Non-communicable diseases

Injuries

| Same or increase

' Decrease



WHY IT MATTERS IN OKLAHOMA?

e \WHEN DIVING INTO THE DATA, OKLAHOMA STILL HAS MAJOR HEALTHCARE DISPARITIES
e FOR EXAMPLE:

e MATERNAL MORTALITY RATES VARY GREATLY IN OUR STATE BASED ON SOCIOECONOMIC STATUS
AND RACE.



Rate per 1,000 live births

20.7
11.8
8.8
5.7
- 2'6

Black American Asian/ Pacific More than one
Indian/Alaska Islander race
Native




G IV' N G Give Effectively ~  GetlInvolved +  Research~  About~  Blog DEHETTEEEE " IECTIVT; T
what we can 2

Giving What We Can is fundraising for 2017

We need vour support to continue to grow our community of committed, effective givers. Help ns make 2017 even bigger by

More Info B3 Donate Now ¥

making a donation to our parent organisation, The Centre for Effecuve Altrusm.
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A LOT OF WORK STILL TO BE DONE




While globalization poses major
challenges, it also offers exciting
opportunities...



OSU CHS OFFICE OF GLOBAL HEALTH

e EXPANDING EDUCATION IN GLOBAL HEALTH AND MEDICINE IN OKLAHOMA

e PARTNERSHIPS IN NEPAL, PERU, GUATEMALA, MEXICO, ETHIOPIA AND ZAMBIA

e MASTERS DEGREE PROGRAM IN GLOBAL HEALTH
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