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Determinantes das Condi¢oes de Saude e Percepg¢ao
de Risco por Individuos e Sociedade
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Figure 2. Formal defin s for risk, uncertainty, ambiguity and ignorance
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Alguns Conceitos Basicos

* [1] Determinantes das Condicoes de Saude

* [2] A Constituicao da Evidéncia a Elaboracao
de Politicas e A¢goes sobre a Saude



Alguns Conceitos Basicos

e [3] Desigualdade versus Pobreza

* [4] Medindo as desigualdades: absoluto
versus relativo

e [5] Desigualdades vs. Iniquidades em Saude:
do local ao global



As condicoes de saude - situacao
atual e tendéncias

A Fome e a desnutricao

A mortalidade infantil e a expectativa de vida
As doencas infecciosas

A doencas cronicas e a epidemia de obesidade
As diversas formas de violéncia
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Infant Mortality Per Thousand Live Births
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Infant monrtality in France : 1740-2004
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FIGURE 1. Infant mortality rate,* by year — United States, 1915-1997
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Tendéncia temporal na mortalidade infantil,
Brasil, 1930-2006

Série Lancet Brasil
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Life Expectancy at Birth
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Life Expectancy, 1820-2003
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Estimated TB incidence rates, 2013

Leprosy prevalence rates, data reported to WHO as of beginning January 2011
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Infectious Diseases
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The 17 Neglected Tropical Diseases prioritized by WHO affect over 1 billion and
are endemic 149 countries

Protozoa

Chagas disease
Trypanosomiasis
Leishmaniasus

Rabies
Dengue

Cysticercosis/Taeniasis
Drancunculiasis (guinea worm disease)
Echinioccosis

Trematodiasis

Lymphatic filariasis
Onchoceriasis (River-blindness)
Schistosomiasis
Soil-transmitted helminthiasis

Bacteria

Buruli ulcer
Leprosy
Trachoma
Yaws




FIGURE 1. Crude death rate* for infectious diseases — United States, 1900-19967
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Prevalence of diabetes

Obesity in the World
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Homicide mortality Rate

—_—

25 '
5-10 r -

10-20
=20

= ~ Armed Confliets N

o] Eot
Fane s Norvay
St G Russia
Swegen Emeia
Canada B oun,
Iniand Nty Petand Belwas.
e ot B T, o, e
e ndied s e, Mkdow Kazakhstan Morgoka
North oy B"m- Do Cregs U
ted States Atlantic rorsgu " ) i i e
f America th
me Ocean s Co % S A
e e R e China
Cmmh'u\ﬂl Am Lm Joud sy o rasln Nepat oy
- Potanes Yerde: S [ T
S outa o v Saudi = UAE Inda t ol
L Maurtdna o =
L s ) B Yemen Meweass
Guaterals  Hondun: he':rvos, s - Cha s %
Zo 5 The Ganbis = Butia Cambods
# Trridad snd Tebags GuasBsmiGiost B8 3 'ﬁé""i’
R HZUNA: Oy SemLecne pioe, oy CAR l M U |1 Brawel S
S Ouana. [E2 | \”° Coraroen .
Fr) Ko . ghovh
4. G U & Sngwper®
Ecuador Pt~ 08 e Incongs!
e tiants Ehmage Zare  ~— Buundl : o
00096/ Vg TR Seraas
AR Brazil Angla o
Zambl Mozarbiqae
Bolvia AR Zirbabwe Madagascar
Botsvany Indian
Paraquay 2 o
cean
Swaziland CRE
Soun - Lesatho
Unigusy
3 Chie South
: % Atlantic
n Ocean Tasmavia
l‘;‘l:’d ievis
[ o m(lh“ hlnh':‘ri‘:n



Determinantes das Condicdes de Saude e Percepcao de
Risco por Individuos e Sociedade
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A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até guando podemos viver? E viver
saudavel?

I\/Iigrag'c”)es — 0 capital e as mercadorias migram porque
nao os seres humanos?

Urbanizacao — as cidades e a complexidade dos sistemas
sociais



Between 1950 and 2009 the world population increased by a
factor of 2.65, from 2,560 million to 6,800 million.
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A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até quando podemos viver? E viver
saudavel?

I\/Iigrag'c”)es — 0 capital e as mercadorias migram porque
nao os seres humanos?

Urbanizacao — as cidades e a complexidade dos sistemas
sociais
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A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até guando podemos viver? E viver
saudavel?

Migragb’es — 0 capital e as mercadorias migram porque
nao os seres humanos?

Urbanizacao — as cidades e a complexidade dos sistemas
sociais
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FIGURE 3.5. Walls, fences, and minefields between count ries

This mapshows the phces in theworkd where borders bebween one or several naghboring states areck sely controlled or made diffcult to cro ss by the erection of
barriers bwa lls, minehekls, or kences). Theseobstcles exist at the phees where there are very large differences in mean incomes batween neighbaring states. See text
brdiscussion aflocations.



A dinamica demografica e os
efeitos na saude

Crescimento populacional — Malthusianismo
desacreditado?

Envelhecimento- Até guando podemos viver? E viver
saudavel?

I\/Iigrag'c”)es — 0 capital e as mercadorias migram porque
nao os seres humanos?

Urbanizagéo — as cidades e a complexidade dos
sistemas sociais



Urbanization
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Os determinantes sociais da saude

e As desigualdades sociais (do local ao
internacional)

e O acesso as hecessidades basicas
(saneamento, habitacao, educacao etc)

* As politicas sociais



Mapa da Desigualdade
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The Gini index is a measure of
statistical dispersion and is used as a
measure of inequality of wealth (eg.
income) distribution. It varies from 0 to
1, where a value of O corresponds to
perfect equality and a value of 1
corresponds to perfect inequality
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GDP per capita (in 1220 international dollars)

FIGURE 2.11. The relationship between income inequality and mean income

ithe Kuznets relationship) for the United Kingdom/England, 1688-2010

Data sources: Ginis: for 1688, 1759, 1801, and 1867 from social tables for England/UK
reported in Milanovic, Lindert, and Williamson (2011); 1880 and 1913 from Lindert and
Williamson (1983, table 2J; 1961 to 2010, official UK data (disposable per capita incomne)
kindly calculated and provided by Jonathan Cribb, Institute for Fiscal Studies. GDP per
capita from Maddison Project (2013).
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FIGURE 2.16. The relationship between income inequality and mean income
{the Kuznets relationship) for Brazil, 1850-2012

This graph shows the Kuznets relationship for Brazil from two different data sets. The
first series estimates Ginis from the Williamson ratio (mean income divided by the
average unskilled wage); such estimates are called quasi-Ginis. Data sources: Ginis: 1850
to 1950 (first series) from Prados de la Escosura (2007); 1870 to 1920 (second series) from
Bértola etal. (2009, table 4); 1960 to 2012, from All the Ginis database (http:/fwww.gc
.cuny.edu/branko-milanovic). GDP per capita from Maddison Project (2013).
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FIGURE 2.10. The relationship between income inequality and mean income
(the Kuznets relationship) for the United States, 1774-2013

Data sources: Ginis: 1774, 1850, 1860, and 1870 from social tables created by Lindert and
Williamson (2012); 1929 from Radner and Hinrichs (1974); 1931 and 1933 from
Smolensky and Plotnick (1992); 1935 to 1950 from Goldsmith et al. (1954); after 1950,
from US Census Burean, Income, poverty and health insurance coverage in the United
States fvarious issues); gross income data adjusted to reflect disposable income. GDP per
capita from Maddison Project (2013),



TABLE 2.2. The first and the second Kuznets waves in advanced economies

Growth-ineguality
trade-off during the

Peakof Kuzmnets wave 1 Trough of Kuznets wave I downswing
GDP per GDP per
Level of capita in capita in
maximum  pear of Level of year of Approximate #
Year of imequality  maximum  Yearof MR minimum  of years of (Femi GDP
maxmmum  (Gwi mequality mmmmum  mequality mequality  downswingof  decrease MCreq s
Country inequality  points) (EPPF) inequality  (Ginipoints)  (SPPP) Kuznaswavel (impoints) (#oftimes)
Thiited States 1933 51 4800 1979 35 15,000 S0 1 4
United 18&7 57 2000 1978 27 12,000 110 20 =4
Kingdom
Spa]n 1953 55 2,500 1985 3l 10,000 3n 24 4
ItEI]':." 1261l 51 1,500 1983 30 13,0000 1210 21 =9
Ia]:uan 1937 55 2,300 1981 M 14,00 45 24 &
Metherlands 1732 al 2,000 1952 28 14,000 250 33 i

Mote: GDP percapita in 1990 inter national dollars, from Maddison Project 2013
Sowrces: See sources listed for Figures 210-2.1 3 2,15 and 2.18.
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FIGURE 3.2. Global and US inequality, 1820-2011

This graph shows global and US income inequalities (calculated across world and US
citizens, respectively). We see that in the recent period, global inequality is decreasing
while US inequality is going up. US inequality is, however, much lower than global
inequality. Data sources: For US data, see sources listed for Figure 2.10; for global data,
see sources listed for Figure 3.1.
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Proportion of population using improved drinking water sources (%), 2010
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As Politicas Sociais e a Saude

Programas de transferéncia condicional de renda

® PTCR fornecem uma renda para familias pobres
com a condicdo que cumpram algumas
condicionalidades, geralmente relacionadas com a
saude e a educacao dos filhos.

Implantac@o dos PTCR no mundo
1997 2008
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Effect of a conditional cash transfer programme on
childhood mortality: a nationwide analysis of Brazilian
municipalities

Ounvice R Ronang Aquino, Cados A T Santoy, Rimube Por-Sausa, Mavrcol Barrts

Summary

Backgrownd In the past 15 years, mm;wmwmuwmmmm Including 2 large
reduction In child mortality. The Bola Femdla P {BEP) Is 2 wid | cash wransfer
programme, Launched in 2003, -unurmmumwmmmmmsnwma
motth) when they comply with condisions rebated to health and education, Transfers range from $18 10 $175 per
mooth, depending on the income and composition of the family. We almed 1o assess the effect of the BFP on deaths
of (hlldvm younger than § years fuudrﬂ) ow-ull and resulting from specific causes associated with poverty:

diarrhoea, and lower

Methods The stady bad a mixed ecological design. It covered the period froen mwlmlmuﬂﬁiﬁﬂ -

municipalities with death and thvebirth suaistics of adequate quality. We wsed government sources o

Case undes-5 mortality rases and under-5 mortality rates for selected Causes. BFP wumwﬁ(h«l&d»b—
{0-0-17-1%). insermediate (17 2-32.0%), high (>32.0%), or consolidated (> 32-0% and target population coverage
=300% for at deast 4 years). We did multivariable regression amalyses of panel data with fised-effects negative binoenlal
models, adjusted for relevant social and ecomomic covariates, and for the effect of the Lirgest primary healih-care
scheme in the country (Family Health Programme).

Findings UnderS moctality rase, overall and resulting froen poverty-related causes, docreased as BFP coverage
increased. The rate ratios (RR) for the effect of the BF P on overall under-S mortality rate were 094 (95% C10.92-0.96)
for Intermvediate coverage, 0-38 (0-55-0.91) for high coverage, and 0.83 0-79-0. 53) for consolidated coverage. The
effect of conmoldated BFP coverage wis highest on under 5 moruality resulting froen saloutrition (RR 0.35; 95% CI
0.24-0.50) and diarrhoea (0-47; 0.37-0.61).

Interpretation A dithoral cash tramsfer p an greatly 0 2 decrease in childhood mortality
o\ﬂiMmpnk@hhﬁamﬁnﬂnmmwum«uhnnﬂnmm:tdm ina
large middiedncome country such as Brasil
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World Mealth =SSR Commission on NP, Reail.
Organization «?’) Social Determinants of Health
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Social protection and tuberculosis control in 21 European
countries, 1995-2012: a cross-national statistical modelling
analysis

Aaron Reeves, Sanjay Basu, Martin McKee, David Stuckler, Andreas Sandgren, Jan Semenza

Summary

Background WHO stresses the need to act on the social determinants of tuberculosis. We tested whether alternative
social protection programmes have affected tuberculosis case notifications, prevalence, and mortality, and case detection
and treatment success rates in 21 European countries from 1995 to 2012.

Methods We obtained tuberculosis case notification data from the European Centre for Disease Prevention and Control’s
2014 European Surveillance System database. We also obtained data for case detection, treatment success, prevalence,
and mortality rates from WHO'’s 2014 tuberculosis database. We extracted data for 21 countries between Jan 1, 1995, and
Dec 31, 2012. Social protection data were from EuroStat, 2014 edition. We used multivariate cross-national statistical
models to quantify the association of differing types of social protection programmes with tuberculosis outcomes. All
analyses were prespecified.

Findings After we controlled for economic output, public health spending, and country fixed effects, each US$100
increase in social protection spending was associated with a decrease per 100000 population in the number of tuberculosis
case notifications of —=1-53% (95% CI —0-28 to —-2-79; p=0-0191), estimated incidence rates of -1-70% (-0-30 to -3-11;
p=0-0201), non-HIV-related tuberculosis mortality rate of —2-74% (-0-66 to —4-82; p=0-0125), and all-cause tuberculosis
mortality rate of -3-08% (-0-73 to —5-43; p=0-0127). We noted no relation between increased social spending and
tuberculosis prevalence (-1-50% [-3-10 to 0-10] per increase of $100; p=0-0639) or smear-positive treatment success
rates (-0-079% [-0-18 to 0-34] per increase of $100; p=0-5235) or case detection (-0-59% [-1-31 to 0-14] per increase of
$100; p=0-1066). Old age pension expenditure seemed to have the strongest association with reductions in tuberculosis
case notification rates for those aged 65 years or older (-3 -87% [-0-95 to —6-78]; p=0-0137).

Interpretation Investment in social protection programmes are likely to provide an effective complement to tuberculosis
prevention and treatment programmes, especially for vulnerable groups.

Funding European Centre for Disease Prevention and Control.
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ARTICLE INFO ABSTRACT

Article history: The causes of cross-national differences in population health are subject for intense discussion, often
Received 11 December 2013 focusing on the role of structural economic factors. Although population health is widely believed to
Received in revised form reflect the living conditions in society, surprisingly few comparative studies systematically assess policy
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impacts of anti-poverty programs. In this paper we estimate the influence of minimum income benefits
on mortality using international data on benefit levels in 18 countries 1990-2009. Included are all major
non-contributory benefits that low-income households may receive. Our analyses, based on fixed effects
pooled time-series regression, show that minimum income benefits improve mortality, measured in

gﬁﬂﬁﬁve terms of age-standardized death rates and life expectancy. The results on country-level links between
Social assistance minimum income benefits and mortality are remarkably robust in terms of measured confounding
Public health effects.

Welfare states © 2014 Elsevier Ltd. All rights reserved.
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As transformacoes ambientais e
tecnoldgicas e os persistentes e os
novos riscos sobre a saude

e Atransicao dos riscos - 0s riscos se globalizam

* Porque persistem riscos reconhecidos — o caso
do fumo

* Arevolucao tecnologica e a emergéncia de
NOVOS riscos

A emergéncia da resisténcia antimicrobiana

* As mudancas climaticas e as incertezas do
futuro
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Why persist recognized risks - the case of smoking

~ 8-9 Million/Year by 2030
80% of Deaths by 2030

Cost - Effective and High Impact Interventionfor NCD - Prevention  and

Control (WHO; WB)
* Even if global reduction in Prevalence of tobacco consumption is decreases

by 1% annually = total number of smokers in developing countries will
increase, by 2020 and 2050 (ECOSOC 2002)

BEST NO PROGRESS
CASE SCENARIO SCENARIO
2000 |[2020 2050 2020 2050
Developed 196.5 |(177.0 134.7 216.4 222.6
Developing 977.3 | 1055.2 |11093.4 |1290.1 1807.2
Economies 108.0 |90.1 60.4 110.2 99.8
in Transition
World 1282.5|11385.1 |1341.8 |1693.5 |[2217.9

Source;: ECOSOC Report 2002




The technology revolution and emergence of new risks

Antimicrobial resistance
Examples of How Antibiotic Resistance Spreads

Key facts

® Antimicrobial resistance threatens the effective prevention and treatment of an = R p—— )
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Simply using antibiotics creates resistance. These drugs should only be used to treat infections.
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@ Quintila one (20% poorest) (2} Quintile two () Quintile three  {Z) Quintile four @) Quintile frve (208 richest)
Compasite coverage index & ——00—00—
Care seeking for pneumonia o-—_—_—0—0
Oral refvydration therapy -
Vitamin A in past & months SHTOD
Full immunisation 8—— 00—
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Early start of breastfeeding {0
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Antenatal care visits o—— ) {1
Antenatal carewitha | ® O O O O
skilled provider |
Family planning needs satisfied o—— 00—
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Figure 1: Mean coverage in each wealth quintile for the studied interventions in 54 Countdown countries
Coloured dots show the average coverage in each wealth quintile. Q1 is the 20% poorest wealth quintile; 5 is the 20% richest. The distance between quintiles 1and 5
represents absolute inequality. *Appendixp 1 specifies age ranges of children.

Barros et al 2012



90-10 Gap: Only 10% of worldwide C@&AR
expenditure on health research and o
development is devoted to the problems that

primarily affect the poorest 90% of the

world's population (Global Forum for Health

Research)

.l;lléi\‘;\‘ Picture From: Changing Minds:A Guide to Facilitated Participatory
WEEEEF Planning by Cole P Dodge and Gavin Bennet Jdamwn 4




US$bn  Global health research expenditure — 10/90 Gap
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Monitoring Financial Flows for Health Research 2006
Global Forum for Health Research, Geneva



Respostas

e Respostas das agéncias internacionais (MDGs,

SDGs, International Health Regulations-IHR, The United

Nations Framework Convention on Climate Change, WHO
Framework Convention on Tobacco Control, Global action
plan on antimicrobial resistance, Global Plan of Action on

Social Determinants of Health etc)

* Respostas locais/nacionais
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NORTH' 1979
SOUTH:

A PROGRAMME FOR SURVIVAL
The Report of the Independent ‘
Commission on International

Development Issues under the
Chairmanship of Willy Brandt




“There has been much to talk about a North-South dialogue.
And there have been serious contribution to it. But there has
also been a tremendous waste of opportunities and goodwill.
The difficult and controversial subjects which divide richer and
poorer countries will certainly not be solved by prejudices, not
by wishful thinking. They must be approached with a will to
overcome dangerous tensions and to produce significant and
useful results for nations and regions — but, first and foremost,
for human beings — in all parts of the world”
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The Commission’s overarching
recommendations

Improve Daily Living Conditions

Improve the well-being of girls and women and the circumstances in which their children are born, put major
emphasis on early child development and educanion for girls and boys, improve living and working conditions and
create social protection policy supportive of all, and create conditions for a flourishing older life. Policies to achieve
these goals will involve civil society, governments, and global institutions.

Tackle the Ineqguitable Distribution

of Power, Money, and Resources

In order to address health inequities, and inequitable conditions of daily living, it is necessary to address inequities —
such as those between men and women — in the way society is organized. This requires a strong public sector that

s committed, capable, and adequately financed. To achieve that requires more than strengthened government - it
requires strengthened governance: leginmacy, space, and support for civil society, for an accountable private sector, and
for people across society to agree public interests and reinvest in the value of collectve action. In a globalized world,
the need for governance dedicated to equity applies equally from the community level to global mnstitunions.

Measure and Understand the Problem

and Assess the Impact of Action

Acknowledging that there is a problem, and ensuring that health inequity is measured - within countries and

globally - is a viral platform for action. National governments and international organizations, supported by WHO,
should set up national and global health equity surveillance systems for routine monitoring of health inequity and the
social determinants of health and should evaluate the health equity impact of policy and action. Creating the
organizational space and capacity to act effectively on health inequity requires investment in training of policy-makers
and health practitioners and public understanding of social determinants of health. It also requires a stronger focus on
soctal determinants in public health research.



Algumas reflexdes finais

* Desigualdades vs. Iniquidades

* Tecnologia médicas vs. Politicas
Sociais/Ambientais
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The Lancet—University of Oslo Commission on Global
Governance for Health

The political origins of health inequity: prospects for change

Ole Petter Ottersen, Jashodhara Dasgupta, Chantal Blouwin, Paulo Buss, Virasakdi Chongsuwvivatwong, Julio Frenk, Sakiko Fukuda-Parr,
Bience P Gawanas, Rita Giacaman, John Gyapong. Jennifer Leaning. Michael Marmot, Desmond McNeill, Gertrude | Mongella, Nkosana Moyo.
Sigrun Megedal. Ayanda Ntsaluba, Gorik OQoms, Espen Bjertness, Ann Louise Lie. Suerie Moon, Sidsel Roalkvam, Kristin | Sandberg. Inger B Scheel

Key messages

=  Theunacceptable health inequities within and between
countries cannot be addressed within the health sector, by
technical measures, or at the national level alone, but
require global political solutions

= Maorms, policies, and practices that arise from transnational
interaction should be understood as political determinants
of health that cauvse and maintain health inequities

+  Power asymmetry and global social norms limit the range
of choice and constrain action on health inequity; these
limitations are reinforced by systemic global governance
dysfunctions and require vigilance across all policy arenas

+ There should be independent monitoring of progress
made in redressing health inequities, and in countering
the global political forces that are detrimental to health

+« State and non-state stakeholders across global policy
arenas must be better connected for transparent policy
dialogue in decision-making processes that affect health

+» Global governance for health must be rooted in
commitments to global solidarity and shared responsibility;
sustainable and healthy development for all requires a
global economic and political system that serves a global
community of healthy people on a healthy planet



Algumas reflexdes finais

* Desigualdades vs. Iniquidades nacionais e

globais
* Tecnologia médicas vs. Politicas
Sociais/Ambientais
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