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		Breaking News: Link 124
	

	
		

Breaking News Links, as part of the research project GESPAM (Geopolitica, Salute Pubblica e Accesso alle Medicine/Geopolitics, Public Health and Access to Medicines), aim to focus on the latest challenges by trade and governments rules to equitable access to health in resource-limited settings

 

Breaking News 124

The Global Conflicts to Watch in 2015 

What We Learned About Climate Change In 2014 

12 Reasons for Climate Optimism This Holiday Season 

EU finally agrees on 2015 budget, but development funding remains in limbo  

The year of sustainable development  

Post-2015 Development Agenda Latest

Durham Health Summit Commentary Governance for Health in a Changing World 10-11 November 2014, Durham University

Reality of Aid 2014 Global Report: Rethinking Partnerships in a Post-2015 World: Towards Equitable, Inclusive and Sustainable Development

Development through investment? A briefing on current reform efforts at BIO-Invest  

The State of Finance for Developing Countries, 2014

Human Rights Reader 351  

UN Human Rights Council and U.S. Senators slam World Bank draft safeguards  

Atul  Gawande: What ails  India’s public health system   

Building health policy and systems research capacity in India: the KEYSTONE approach  

Ebola crisis update 18th December 2014 

Battle against Ebola to go ‘mini, local’ â€” experts

At the epicenter of the Ebola crisis: Africaâ€™s response â€“ good, bad, not nearly enough or still too early to tell? 

A Preliminary Assessment of the African Ebola response 

Donors and WHO responded too slowly to West Africa Ebola outbreak 

Uruguay’s Infant Social Security 

Cause-of-death study shows progress â€“ albeit unequalâ€“ and big red flags

Lifestyle diseases are a worrying killer in developing countries

OECD praises UK for its effort to fight global poverty

Why the next world war will be fought over food 

Nuovi farmaci contro lâ€™epatite C. Quali costi? Quale trasparenza? 

A global conspiracy of health 
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Breaking News Links, as part of the research project GESPAM (Geopolitica, Salute Pubblica e Accesso alle Medicine/Geopolitics, Public Health and Access to Medicines), aim to focus on the latest challenges by trade and governments rules to equitable access to health in resource-limited settings 

 

Breaking News 123

Commission ISDS report: Fireworks for the new year 

Afghanistan: Uphill struggle for female aid workers 

(How) Can We Reduce Violence Against Women by 50% over the Next 30 Years?

Global Fund chair: Development aid should not be about figures, but about people  

3 ways to fast-track UHC in the developing world

Is Community Health Insurance the shortest path towards Universal Health Coverage in Africa?  

11 ways the public and private sector can work together to improve health care  

3 breakthrough agreements will underpin the post-2015 agenda 

UN climate meet clinches decision, Paris deal up for negotiation 

OXFAM: COP20 Lima  

The one big concept complicating the Lima climate talks

Global North-South divide shows signs of closing at Lima COP 

The environmental implications of Chinaâ€™s new bank

Africaâ€™s elite exploit Chinese development aid, study reveals 

New Leader of UN Ebola Response Appointed  

Global emergency fund would have helped fight Ebola, World Bank says

Responding to Ebolaâ€™s Long-Term Threat to Development 

What You Did (and Didnâ€™t) Hear at the Congressional Ebola Hearing 

Bayer and DNDi Sign First Agreement to Develop an Innovative Oral Treatment for Human River Blindness 

IFPMA: Global Health Matters 

MSF responds to Indian Supreme Court decision upholding production of affordable cancer drug  

Spotlighting racism, stigma, UN launches International Decade of People of African Descent  

Inequality hurts economic growth, finds OECD research

G-FINDER 2014 report released   

The ACTA and the Plurilateral Enforcement Agenda: Genesis and Aftermath  

Will India, US Bridge Divide Over Intellectual Property Rights? 

Follow the Money: Corruption and Graft Punish the Poor, Undermine Development, and Corrode Honest Governance
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		2014: A Year in Review through GESPAM Contributors’ Stands
	

	
		Authoritative insights by 2014 GESPAM contributors added steam to debate on how to settle the conflicting issues that still impair equitable access to health by discriminated population settings worldwide

2014: A Year in Review through GESPAM Contributors€’ Stands



by  Daniele Dionisio*

PEAH – Policies for Equitable Access to Health 

Now that 2014 is nearing its end, I wish to thank the top thinkers and academics who enthusiastically contributed articles over the year. Their authoritative insights meant a lot to our scope while adding steam to debate on how to settle the conflicting issues that still impair equitable access to health by discriminated population settings worldwide.

Find out below a list of summaries and links to the relevant articles:

Ole Petter Ottersen and Desmond McNeill, University of Oslo, pointed out that the root causes of health inequities are to be found in weaknesses at supranational political domains including democratic deficit, weak accountability, institutional stickiness, missing institutions and restricted policy space for health. The authors envisage that achieving health equity is not just a matter of coming up with technical solutions and providing the means to finance them. Rather, it is a matter of  considering the political landscape and rectifying the dysfunctions in global governance that undermine health.

Relevantly, David Chiriboga former president of the UNASUR Health Council and former minister of health of Ecuador, reported that after setting up the public health infrastructure to fail, the World Bank and their allies are proposing a new solution: to create a publicly funded insurance package using the now expanded network of private providers, who will participate in the program, as long as they are guaranteed payment. As per Chiriboga terms, while reinforcing the notion that healthcare is a commodity and not a basic human right, this approach has several problems and side effects: fragmentation of care, higher cost, precedence of procedures over preventive medicine and further dismantling of the public healthcare system. At the same time, insurance packages divert attention and funds from a more comprehensive approach directed at modifying the root causes of disease, through socioeconomic interventions aimed at increasing equityâ€�. 

In agreement, Natalie Van Gijsel, Medecine Pour le Tiers Monde, highlighted that the current privatization policies of the Philippine government do not provide an answer to the enormous health needs. The author contends that despite the name of the Philippine Universal Health Care€� program that claims to €œbring equity and access to critical health services to poor Philippinos€�, commercialisation of health services would do exactly the opposite. Inherently, Van Gijsel complained about the fact that “€œ..the European Commission is supportive of these policies and formerly approved a contribution of  €33 million in support of the Health Sector Reform Agenda of the Philippine government..€�.”

In their article, Sadhana Srivastava and Kanikaram Satyanarayana, Indian Council od Medical Research and Ministry of Health & Family Welfare, New Delhi dealt with the major concerns of several patent offices all over the world in respect of providing access, including the growing prevalence of €œsecondary€� patents (i.e., patents covering various ancillary features of existing medicines) and of a strategy called evergreening, that refers to patenting strategies to secure sequential and overlapping patents on a single object (qua invention) through trivial changes such as change in size, colour, dosage, delivery mechanism and composition of a patented drug. Inherently, the authors turn the spotlight on the recent developments India has achieved in the area of using TRIPS flexibilities and discuss the potential impact of effective implementation of these achievements for promoting  access to health care. 

On the same wavelength, Matthew Rimmer, Australian National University College of Law, Canberra, told about an independent “Pharmaceutical Patents Review Report”, published by the Australian Government on the 20th March 2014, that recommended to shorten and reduce patent term extensions, to address the problems of evergreening and data protection, and to reverse Australia’s passive approach to the negotiation of intellectual property and international trade. As such, Rimmer emphasizes the need for Australia to protect its public health interests including in ongoing negotiations for the Trans-Pacific Partnership agreement. 

From a similar point of view, Brook K. Baker, Northeastern University School of Law and Health GAP, maintained in his contribution that US business interests and government officials are trying to sell the idea that heightened intellectual property protections in India are essential to foreign investment, innovation, and achievement of public health goals. Instead, heightened intellectual property rights would  make India consumers captive to Big Pharmaâ€™s extortionate pricing at a time when there seems to be deference by the US and Indian governments to Big Pharmaâ€™s pressure. 

To the point, Carlos Passarelli, UNAIDS, stressed that the levels of enforcement of intellectual property rights (patents) may have critical impact in fostering or hindering access to medicines. He explained that  UNAIDS vision of €œzero new infections, zero AIDS-related deaths, and zero stigma and discrimination€� is based on the recognition that medicines are public goods and, therefore, the proprietary/private right must not prevail over the public interest. 

As regards these issues, Thomas Pogge, Yale University, stated that problems of innovation, access and delivery in the domain of pharmaceuticals still exclude billions of people from the health benefits that advanced medicines can provide. His article turned the spotlight on the Health Impact Fund as an initiative that could systematically and sustainably address these problems. 

Inherently, Olasupo Owoeye, Tasmania University Faculty of Law, discussed how patent pools and regional integration can be deployed as mechanisms for assuaging the African access to medicines €œimbroglio€�. 

Unfortunately, as reported by Moses Mulumba, CEHURD Uganda, the generic pharmaceutical manufacturers in the East African Community region still produce at a cost disadvantage compared to their large-scale Asian counterparts. Aside from this, Mulumba’s article also highlights some of the key areas where civil society there has engaged and can still engage with local pharmaceutical industries to address these challenges. 

And this occurs at a time when, as written by Ella Weggen, Wemos Foundation, a study in Germany, France and the Netherlands has highlighted an alarming trend: the majority of medicines granted marketing authorisation has no added therapeutic value compared to medicines already on the market. In some cases the new medicine even did more harm than good.

On her part, Raffaella Ravinetto, Antwerp Institute of Tropical Medicine, pointed out that the issue of post-trial equitable access to essential medicines for treating non-communicable diseases in low and middle-income countries is raising increasing concerns. Her article suggests some short-term measures to fill in the relevant gaps.

Additionally, Karyn Kaplan, Treatment Action Group (TAG) reported that, while hepatitis C virus (HCV) infection can be cured now thanks to highly effective oral direct-acting antivirals (DAAs), that remains, however, only a distant dream for most who need it worldwide. Hence, her article urged to €œfight HCV DAA bank-busting price tags, and the intellectual property regime and the industry behind it, that collude to undermine public health€�. 

In unison, William F. Haddad, Biogenerics, New York, blamed that hiding behind patents, Pharma has become immune to criticism and has developed a powerful constituency among politicians who often use prepared cliches to equate challenges to high prices as a threat to democracy. 

In this environment, the article by Shubha Ghosh, University of Wisconsin Law School, is one entry into the cottage industry of patent law analysis that was generated by Court’€™s unanimous decision in Association for American Pathologists v. Myriad Genetics as regards the patentability of DNA sequences. The author analyzes the decision and puts it in context, both present and the near future.  He states that,  although some found the decision devastating for the pharmaceutical and biotechnological industries, the ruling was not as fatal as some claimed, while setting the right course for the future of synthetic genetics.

The article by Lawrence C. Loh, University of Toronto and  The 53rd Week , took recent backlash cases against vaccinator staffs as a starting point and maintained that effective immunization programs protect our communities and our way of life from innumerable communicable diseases, while encouraging development efforts abroad. ….Eradication is a laudable goal that can only mean better health for all. Thus, it matters not if anti-vaccinators are radical militants or Hollywood celebrities; they stand with each other, and with these preventable diseases…€€�.

Priya Shetty, Danny Edwards and Carel IJsselmuiden, COHRED and KwaZulu-Natal University, South Africa, remind us in their article that many low and middle-income countries (LMICs) are still struggling to finance indigenous research and development (R&D), that several are failing to meet continental declarations of intent such as the African Union target of 1% of GDP on R&D, and that in the next two years, LMICs may make significant strides in pushing their own R&D models, although it is clear that a radical re-think of how to fund, and how to incentivise R&D is needed if they are to get drug development for diseases of poverty resourced. As such, the authors assert that a bold new strategy requires perspectives including the voice of NGOs and civil society, if progress in R&D is to result in greater access and health equity. This is why LMICs should take the lead and not rely on external aid nor wait for international treaties to arrange what they can start and fund at home.

To the point, Claire Wingfield, PATH, wrote about a new paper exploring why R&D of high-priority health tools for diseases and conditions affecting LMICs should be a critical component of the post-2015 development agenda.

From a complementary perspective, Laura L. Nervi, University of New Mexico, pointed out that more attention should be paid to the consequences that the increasingly intricate panorama of international cooperation in health (ICH) has on LMICs, and to the complex set of connections of decision-making processes, power relations, and global/local articulations involved in planning, channelizing, and executing international aid. As such, the author aimed to give a glimpse at some of the (nonfinancial) issues that the governments of LMICs confront in the process of incorporating technical and financial ICH in their national health agendas.

Inherently, the paper by Sara Gorman, Columbia University Mailman School of Public Health, suggested that while individual donations cannot operate in lieu of government or multilateral funding, engaging the general public in global health issues and providing them with easy ways to donate could be extremely effective.

A couple of articles dealt with Chagas disease:

Alessandro Bartoloni and Lorenzo Zammarchi, University of Florence, Italy, regretted that even though Chagas disease has emerged as a potentially chronic or lethal illness in many non-endemic areas such as USA, Canada, Japan, Australia and several European countries, unfortunately only few governments in non-endemic countries have implemented adequate public health measures to avoid autochthonous transmission and provide appropriate care to subjects that are affected.

Moreover, Mabel Lenardon and co-Authors, Municipality of La Plata and Mundo Sano Foundation, Argentina, told about the experience carried out by the Secretariat of Health and Social Medicine of the Municipality of La Plata and Mundo Sano Foundation from July 2010 to December 2013 at school institutions of the Buenos Aires province and primary health care centers of the municipality. The partnership aimed to address the situation of people affected by Chagas disease from a comprehensive perspective, carrying out early diagnosis and timely treatment in a specific non-endemic geographic area.

From a different viewpoint, Cinzia Chighine, Tuscany Region, Italy, contributed an analysis drawing from her field experience in Lebanon. As such, while regretting that the Lebanese health care system is very fragmented due to the lack of a public health policy, strategic planning of services and their organizational structures, the author focuses on a recent process of decentralization whereby South Beirut Municipalities are improving primary healthcare services and integrated local welfare.

 

Last but not least, Iris Borowy, Aachen University, Germany, tackled challenges to global health from a multi-pronged, entwining perspective. She alerted that if the present trend continues, road traffic injuries (RTIs) are expected to kill approximately 1.9 million people per year by 2020, which would raise them to rank three of the leading causes of death. Borowy reported that over ninety percent of RTIs fatalities occur in low- or middle income countries, while being the most important cause of death among young people between 15 and 29 years of age.  As such, the author stressed that promoting non-motorized forms of transport, notably walking and cycling, would come with the double benefit of both mitigating the triple health burdens of RTIs, climate change and air pollution and of providing the positive health benefits of increased physical activity. This double advantage would appear true both for cities in high-income industrialized and in middle-income industrializing countries. 

—————————————————————————————————— 

*Daniele Dionisio is a member of the European Parliament Working Group on Innovation, Access to Medicines and Poverty-Related Diseases. He is an advisor for â€œMedicines for the Developing Countriesâ€� for the Italian Society for Infectious and Tropical Diseases (SIMIT), and former director of the Infectious Disease Division at the Pistoia City Hospital (Italy). Dionisio is Head of the research project PEAH – Policies for Equitable Access to Health. He may be reached at d.dionisio@tiscali.it  https://twitter.com/DanieleDionisio 
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		Transportation and Global Health, an Underestimated Challenge
	

	
		If the present trend continues, road traffic injuries (RTIs) are expected to kill approximately 1.9 million people per year by 2020, which would raise them to rank three of the leading causes of death. RTIs are the most important cause of death among young people between 15 and 29 years of age.  And the burden is hardly shared equitably around the world: over ninety percent of the fatalities occur in low- or middle income countries

 Promoting non-motorized forms of transport, notably walking and cycling, comes with the double benefit of both mitigating the triple health burdens of RTIs, climate change and air pollution and of providing the positive health benefits of increased physical activity. This double advantage appears true both for cities in high-income industrialized and in middle-income industrializing countries

 Transportation and Global Health, an Underestimated Challenge



by Iris Borowy

Institute for the History, Theory and Ethics of Medicine, RWTH Aachen University, Germany



Mobility is a crucial part to people’€™s lives everywhere. People need to get around to go to work, to schools or to university, to reach stores or markets and to get to doctors and hospitals to receive medical care. People also need to be able to transport goods, either on a private basis to buy and transport home what they need and to see what they produce, or commercially, to sell and buy the products that sustain the economy. Of these functions, access to medical care has the most direct connection to health, but, in reality, all factors affect central determinants of health: education, employment, income and access to the necessities of life. Generally, a functioning economy is vital to population health, and in many ways, increasing transportation possibilities increases the health potential of a society. However, increasing transportation also increases its health risks, and, depending on its form and circumstances, at some point, the health burden of mobility risks overwhelming its health benefits.

 Nothing epitomizes this risk as poignantly as the meteoric rise of the car. A mere 150 years ago, cars were unheard of. In a matter of a few generations, this new invention revolutionized the way people in industrialized countries traveled, worked, shopped and lived in spaces that were increasingly designed to accommodate car traffic. The number of cars and trucks in the world exploded from roughly one million in 1910 to 50 million in 1930, 100 million in 1955, 500 million in 1985 and one billion in 2010. It has kept rising since. In high- and increasingly in middle-income countries, car traffic has determined how people move around, how and where they live, work, buy what they need and how they spend their free time.  In addition, average driving distances expanded, further increasing overall traffic exposure.  In many places, cars represent the dominant or even the only prevalent means of transportation beyond walking distances. For many people, having a car represents freedom and a sense of options in life.

In global health terms, the price for this development is stiff. One area of health risk, which has been attracting substantial attention in recent years, involve road traffic injuries (RTIs). Every year, approximately 1.24 million people die of RTIs as a result of crashes involving a motorized vehicle. Between 20 and 50 million people suffer non-fatal injuries. Economic costs are estimated to range between one and three percent of national GNPs.   RTIs rank ninth among the ten leading causes of death, and seventh in upper middle income countries. And the numbers are rising. If the present trend continues, RTIs are expected to kill approximately 1.9 million people per year by 2020, which would raise them to rank three of the leading causes of death. RTIs are the most important cause of death among young people between 15 and 29 years of age.  And the burden is hardly shared equitably around the world. Over ninety percent of the fatalities occur in  low- or middle income countries.

 Those particularly at risk are the “€žvulnerable road users”€œ, i.e. pedestrians, cyclists and motorcyclists. They are also the heaviest users of roads in low-income countries and are, themselves, often poor, demonstrating the social gradient involved in RTI risks. The distribution of different groups of RTI victims varies dramatically between countries of different income levels. Approximately 45% of road traffic fatalities in low-income countries are among pedestrians, but only 29% in middle-income and 18% in high-income countries. These changes reflect similarly different absolute numbers.  227,835 pedestrians are estimated to die in low-income countries each year, compared to 161,501 in middle-income and 22,500 in high-income countries. In addition, there is a distinct gender gap. Worldwide, men are almost three times as likely to be killed in a road accident as women. Given the age and gender specificities, the victims of RTI form the economically most active group. Often, families depend on their income, and if they die or are incapacitated, many people are affected. In a larger sense, the societies at large suffer from the disproportionate risk carried by their potentially most productive members.  Thus, the present and future health burden of RTIs is disproportionately borne by people, who cannot afford to own cars, and by  countries that can least afford to meet the health service, economic and societal challenges.

 RTIs prevalence is not fate. It is the result of a complex combination of circumstances and policies and, thus, amenable to changes. Industrialized countries have seen a drastic decline in RTI mortality since its peak in the 1970s. For instance, in Australia, RTI fell from 30.4/100,000 in 1970 to 5.7/100,000 in 2012. Declines were similarly steep in Austria (34.5 to 6.3), France (32.6 to 5.8), Germany (27.3 to 4.9) and Italy (20.5 to 6.0). In 2012, RTI mortality in industrialized countries ranged from 2.8/100,000 in the United Kingdom and Iceland to 10.7/100,000 in the USA. This development reflected changes in a broad range of relevant factors, falling under the responsibility of various actors. A key factors involve the behavior of individual traffic participants, notably the prevention of speeding, drunk driving and the use of protective gear, especially helmets and seat-belts. A focus on the role of vehicles points to the responsibility of manufacturers and the role of car designs and equipment, such as air bags. Several factors highlight the responsibility of administrations, which decide on the set-up of roads, notably their size, surface, markings, signs and maintenance, but also its structure which may or may not allow the separation of different traffic participants with different lanes for cars, bicycles and pedestrians. The establishment of pedestrian zones also falls into this category. Administrations are also responsible for the extent to which traffic regulations exist and are enforced. Meanwhile, medical services have an important role to play. Generally, the quantity and quality of ambulances and hospitals and, more specifically, the degree to which staff is trained to treat RTIs all help determine in how far traffic crashes translate into long-term injury and disability. Most of these factors improve with the economic development of a country. High-income countries simply tend to have better cars, better roads, better regulations, better law enforcement and better medical services. This point is borne out by a comparison with RTI mortality data with low- and middle-income countries, which are comparable to those experienced in industrialized countries some decades ago, such as the Dominican  Republic (41.7), Iran (34.1), Malaysia (25.0), Nigeria (33.7) or Thailand (38.1).

 This observation has given rise to the theory that the development of RTIs generally follows a Kuznets-curve like trend, i.e. RTIs first increase with rising national income along with growing but largely unregulated motorization, but then decrease after a peak, as regulations and improved material quality and services take over. Consequently, it has been suggested that low- and middle-income countries would have to undergo a developmental process.  This view was taken by, among others, a World Bank report of 2003, which predicted that “€žthe fatality rate will rise to approximately 2 per 10,000 persons in developing countries by 2020, while it will fall to less than 1 per 10,000 in high-income countries.”€œ This prediction has largely become true, and these data appear to support an underlying assumption that low-income countries would repeat the past experience of industrialized countries, that things will have to get worse before they get better and that the best policy to reduce the burden of RTIs would be to foster economic growth. A similar claim is still being made, albeit with a focus on wealth, reduced corruption and improvements in medical care and technology. Not surprisingly, this approach has been popular in the industrial sector. Thus, a 2007 study that was financially supported by the automobile industry found that lives could be saved by lowering either vehicles per capita or the fatalities by vehicle but ruled out the first strategy since it was “€œinextricably linked to economic growth. Consequently, the focus should be on reducing fatalities per vehicle.”€� Clearly, this approach would limit anti-RTI strategies to those not harmful to the interests of the car industry. It also portrayed RTIs as a regrettable but temporary side effect of modernisation.

However, this perspective is questionable for several reasons: from an ethical and even a medical point of view it seems difficult to accept that this dramatic number of lost lives should be the price to be paid for increasing economic well-being and for -€“ eventually -€“ a reduced health risk of traffic. Besides, the logic is flawed. According to a 2003 report by the UN Secretary General, WHO and the World Bank, estimated global costs of the RTI burden amounted to $ 518 billion per annum and $ 100 billion in developing countries “€˜twice the annual amount of development assistance to developing countries.”€™ Thus, instead of price that must be paid for a generally beneficial economic development RTIs must primarily be understood as a powerful impediment to development.

Besides, one must question the theory that it will be possible for low-income countries to repeat the development of industrialized countries, with a traffic system largely based on individual motorized vehicles. For many years, this assumption determined many development aid and investment decisions, which focused on the construction of streets and motorways. Thus, 73 percent of the -€“ substantial -€“ World Bank commitments to the transport sector in supported countries between 1996 and 2006 were dedicated to road construction. The rationale provided referred to the impact of road transportation on poverty reduction but also to the importance of roads to free market trade and to the immense growth potential of the automobile sector in emerging economies like India and China. In other words, the export interests of industries in Northern countries influenced development decisions in and for Southern countries in support of modes of transportation that mimicked infrastructures of industrialized countries and favored motorized traffic participants at the expense (and the risk) of the others, privileging the needs of a minority of affluent citizens, who could afford cars, over those of a majority, who could not. But even if such self-interested motives are discounted, a repetition of the industrialized transportation model all over the world is neither desirable nor realistic. The long-term availability of fuel is obviously in doubt. But even assuming that the discovery of new oil wells and of new alternative techniques of oil exploitation such as fracking, will postpone fuel shortages for many decades to come, a very optimistic assumption, it is difficult to imagine that the planet should be able to provide the material resources for the production, the operation and the disposal of a cars on a scale of motorization in industrialized countries today. In the USA, the most motorized country of the world, there were 808 motorized vehicles for every 1,000 people in 2012. The corresponding numbers in other parts of the world are 187 in Brazil, 81.5 in China, 33.6 in Africa and 24.4 in India. A ten-fold increase in China alone would roughly double the number of cars in the world today.

But even if this was materially possible, the health burden resulting from the environmental effects would be unacceptable. According to a WHO study, published in 2000, motor vehicles are a major source of a series of air pollutants, emitted very close to people and often near nose height, estimated to cause between 36,000 and 129,000 adult deaths in European cities or approximately twice the number of deaths resulting from RTIs (!). Road traffic related air pollution is also believed to cause substantial increase of chronic bronchitis and asthma. An addition, motorized traffic accounted for approximately one quarter of all CO2 emissions in EU countries, establishing a direct link between road traffic and climate change. The potential health impact of climate is truly frightening.  A study by the Potsdam Institute for Climate Effects, published by the World Bank in 2013 describe a scenario of an increase of world temperature by four degrees centigrade, foreseeing, among other effects, a substantial increase in infant mortality, of respiratory, cardiovascular, gastrointestinal and vector-borne diseases, of loss of lives and livelihoods resulting from increasingly frequent extreme weather events and a decrease of global food production. Given the uneven distribution of these effects, climate change would also increase global inequalities, increasing the likelihood of violent conflict.

 Theoretically, it is conceivable that one day we may have a means of individualized transportation that does not require fossil fuels, does not emit harmful exhaust fumes, and uses recyclable material.  But in the foreseeable future, no such solution is in sight on a mass and affordable scale. Clearly, an evaluation of the health effect of transportation must take these considerations into account.

 To some degree, comprehensive approaches to the health repercussions of transportation have emerged in high-income countries. Between the 1970s and the 1990s, most industrialized countries sought to decrease the health risk of transportation related air pollution by prohibiting leaded fuel, by making catalytic converters mandatory and by generally tightening emission standards. However, these policies have largely been considered in a context of air pollution, disconnected from considerations of overall concepts of transport and mobility. Most efforts in that regard have focused on reducing RTI mortality, a more direct and immediately visible link between road traffic and public health. In recent years, these efforts have given rise to various, sometimes contradictory approaches. They included Vision Zero in Sweden, which shifts the responsibility for traffic safety from the participants to a system, designed to allow increased traffic flow while reducing crashes (ideally to zero) through a strict separation of traffic participants. On the other hand, there has been a long list of initiatives to restore urban space as shared  living space for all citizens and to reduce traffic accidents by forcing all participants to assume the full responsibility for their own and each other’€™s safety.

Meanwhile, until recently, the health burden of transportation in the rest of the world has long been a somewhat neglected topic compared to other burdens of diseases of comparable magnitude. The picture changed in the early twenty-first century when a host of international activities have addressed the issue, of which the following are only a few pivotal examples. By 2002, RTIs were coined a global public health problem. In  2003, a UN study on the Global road safety crisis called attention to the importance of the issue in low- and middle-income countries. Taking inspiration from developments in urban areas in high-income regions, it advocated integrating RTI consideration into a broader vision of urban development and transportation planning, which avoided a one-sided concentration on car-based system of traffic but also included alternative modes of transport. Its call for a â€œsystems approachâ€� was echoed in a large-scale study published jointly by the WHO and the World Bank a year later. After an extensive analysis of the issue, this document recommended, among other measures, indirect but highly relevant strategies of designing the material and organizational infrastructure that would satisfy human needs for food, household items, work and leisure activities while reducing transportation needs. This goal would require a reorientation of city planning, aiming at clustered, mixed-use community services and making ample use of electronic long-distance communication. Remaining unavoidable transportation should de-emphasize individual motorized forms of mobility. However, though offering a wide visions and far-sighted considerations, these recommendations only took a relatively small part of the very comprehensive report, a lot of which focused on more conventional measures such as speed control and the use of seat-belts. It appears that follow-up activities have largely focused on these tangible measures, which promised to make road traffic safer without requiring fundamental systemic change.

 As a case in point, the WHO Global status report on road safety 2009 presented recorded or estimated RTI data of 178 countries, while its analysis and recommendations focused on five key items: speed, drinking and driving, use of motorcycle helmets, seatbelts and child restraints, as well as related legislation.  They are still identified as the major risk factors and the WHO criticizes than only 28 countries, representing a mere 7 percent of the world population, have adequate laws that address all five factors. There is no doubt that these factors are crucial and improving them would go far in reducing the immediate health burden of RTIs. But they have little to do with a comprehensive vision of local, national and global transportation and mobility that would best serve long-term health considerations.

It is difficult to quantify yet impossible to overlook that many initiatives in recent years have carried the sign of involvement of the automobile industry, which strove to improve its reputation and maintain the acceptance of car traffic by supporting measures that would improve its safety without challenging its principle. Notably, the FIA Foundation, an association of automobile clubs and motorsport associations, became involved in high-level international initiatives to promote road safety, thus narrowing the question from how to provide healthful forms of communication and mobility to that of safe roads. Thus, it was one of many partners, including international organizations, governments, NGOs and the private sector, when the UN declared a Decade of Action for Road Safety 2011-2020, meant to energize participating countries into taking active measures in the field. Its agenda focuses on five “€œpillars”€�: Road safety management, safer roads and mobility, safer vehicles, safer road users, and post-crash response. These recommendations, while mentioning the need to promote alternatives to private motorized transportation, tended to bury them in a majority of technical recommendation on ways to make car and motorcycle traffic safer.

 The latest examples in this series of high-level international publications upgrade non-motorized traffic to some extent. The 2013 update  Global status report on road safety 2013 designed as a baseline report for the Decade of Action Road Safety Campaign, published by the WHO and the Bloomberg Foundation, included a chapter on existing programs to promote non-motorized transportation and on the importance of making public transportation safe. Recently, even the Make Roads Safe Campaign, an initiative jointly carried by NGOs, public health advocates, automobile associations and the car industry, have included walking and the safety of pedestrians in their call for “€œsafe roads”, otherwise more interested in maintaining the acceptance of car traffic on those roads. Similarly, a road safety manual on Pedestrian Safety, jointly published by the WHO and FIA Foundation addressed various measures to make pedestrians traffic safer, including the separation of pedestrian from motorized traffic and the encouragement of public transportation.

These signs are encouraging and should be welcomed. But at a time of continuing increases in the number of cars on roads worldwide, they also appear painfully inadequate. They show that the international attention to RTIs in low- and middle-income countries, though crucially important and badly overdue, have also been a mixed blessing. By restricting the focus on technical approaches within a narrow focus on RTIs as the supposedly central factor of health relevance, it has effectively prevented a larger view on the relation of transportation and health, including important aspects of air pollution, climate change and physical exercise.  This is unfortunate, since the health costs of continuing a transportation system based on individual motorized traffic are far higher than measurable in RTIs and, by the same token, the health benefits of a changed system are far higher and multi-faceted.

 Promoting non-motorized forms of transport, notably walking and cycling, comes with the double benefit of both mitigating the triple health burdens of RTIs, climate change and air pollution and of providing the positive health benefits of increased physical activity. This double advantage appears true both for cities in high-income industrialized and in middle-income industrializing countries. A comparison of different scenarios of possible future traffic developments in London and Delhi, supported and published by Lancet in 2009, found that major public health benefits could be achieved by a combination of reduced motor vehicle use, more walking and cycling, and the use of low-carbon-emission motor vehicles. In Delhi, this scenario entailed a 10-€“25% cut in heart disease and stroke, a 6-€“17% reduction in diabetes and a 33 percent reduction in RTIs while cutting CO2 emissions by three fifth. Consequently, the authors, scholars of various institutes in Britain and in India, conclude that “€œreplacing motor vehicle trips with walking or cycling is a win-win in both developed & developing countries”,€� that “€œpedestrians and cyclists have the right to direct, pleasant and safe routes”€� and that motor vehicles should be restricted in terms of “€œspeed, road space and convenience.”€�

 Indeed, in the long run, the crucial challenge for safeguarding population health in the future appears to be not so much how to coordinate private motorized traffic, public transportation and non-motorized traffic in a way that maximizes the safety of all participants, but how to replace private motorized traffic while safeguarding the health benefits of a modern economy in general and of efficient transportation in particular. Making transportation compatible with population health will require a fundamental transformation of how people and societies interact. Concepts of what such a transformation could or should like vary. Sociologist John Urry sees the demise of the dominance of the car on mobility and life in general during the twenty-first century. He envisages a “…€žpost-car system”€œ, a  high-tech system whereby the digital world is integrated for coordination and payment of a variety of individual and collective transportation means  and also an improvement of virtual forms of communication leading to a reduction of face to face meetings. If and to what extent such a transformation will be applicable on global scale remains to be seen. Presumably, different places will require different approaches, adapted to local needs and traditions. But to be truly conducive to health in high- as well as low-income countries, any concept will have to take into account a combination of social determinants, including the risk of accidents, air quality, climate stability and the access to rural and urban space for a variety of activities. This will require a changes in industry (including but not limited to the car industry), of employment, of local and global trade and, by extension, of production and consumption. It will require creativity, courage and optimism. Above all, it will require acknowledging the significance of transportation and mobility as a public health issue for today and far into the future.
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In Ebola’€™s Wake, How Should the World be Financing Global Health?



by Sara Gorman*, PhD 

 Department of Health Policy & Management, Columbia University Mailman School of Public Health 

Why did the Ebola epidemic get so out of control? This is the question on the minds of world leaders, members of the global health community, and members of the general public as we reflect on the continuing tragedy of Ebola in West Africa.

Global health funding has typically come mainly from governments and multilateral institutions such as the World Health Organization (WHO). But as we continue to see disappointing progress toward some of the Millennium Development Goals (MDGs), especially reducing maternal mortality, the global health community has been increasingly calling for a restructuring of the funding landscape. Of course, the global health financing landscape has already changed dramatically since 1990, with new figures such as the Gates Foundation and the GAVI Alliance emerging and contributing to a dramatic increase in development assistance for health, a figure that reached $28 billion in 2010. Yet in a world where 800 women still die each day due to preventable causes related to pregnancy and childbirth , it becomes more and more important to examine what we are currently doing and how it can be done better.

Increasingly budget-strapped governments are shying away from global health funding, ramping up their budgets only when disasters such as Ebola come into view. This is clearly not an ideal state of affairs. Some have suggested that governments view investment in global health as an inevitable loss. As a result, some have suggested a different approach: impact investing and socially-responsible investments. Impact investments are investments made into companies or organizations with the expectation of a measurable, beneficial social or environmental impact as a solid return on the investment. Other models focus on financing techniques to spur more innovation for neglected diseases in the pharmaceutical industry, such as advance market commitments and transferable market exclusivity, in which a company can gain an extension on a patent for a drug of its choice in exchange for investing in and successfully creating a drug for a neglected or unprofitable disease area.

Yet there is another tremendous opportunity that remains largely untapped: individual donations. While individual donations cannot operate in lieu of government or multilateral funding, engaging the general public in global health issues and providing them with easy ways to donate could be extremely effective. Studies show that 95.4% of U.S. households gave to charity in 2013, and that individual donations constituted the largest source of charitable donations at $241.32 billion (or 72% of all U.S. charitable giving), compared with foundations ($50.28 billion) and corporations ($16.76 billion). There is reason to believe that the public is interested in global health issues but is not quite sure where to start. In a Kaiser Family Foundation survey from 2012, 52% of people said that the media pays too little attention to health issues in developing countries. When given a list of health issues in developing countries and asked to rank priorities, the public had a difficult time choosing, and about 1/3 of people claimed that all 12 named issues should be “€œone of the top”€� priorities. What this suggests is that the general public, at least in the U.S., is interested in engaging more with global health and believes that more funding is the “€œright thing to do”€�, but many feel overwhelmed by the number of dire health issues in developing countries and simply does not know where to start, what exactly to donate to, and how to find worthy sources of donation. Finding ways to better engage this portion of the population, including through more extensive coverage of everyday health problems in developing countries, rather than just crises such as Ebola and perhaps through more extensive online resources to nudge the public in the right direction is sorely needed.

The Ebola crisis is a terrible tragedy. But it also represents an important opportunity not only to re-evaluate “€œbusiness as usual”€� but also to engage an interested and concerned public in the more extensive needs of developing country health systems. We should not let this extremely important opportunity pass us by.

————————————————————————————————-

*Sara Gorman, PhD is an MPH candidate in Health Policy and Management at Columbia University Mailman School of Public Health. She has written extensively about global health, HIV/AIDS policy, and women’€™s health, among other topics, for a variety of health and medical journals, including PLoS Medicine and International Journal of Women’€™s Health. She is currently working as a consultant for Janssen (the pharmaceutical companies of Johnson & Johnson) in Global Public Health division. She has worked in the policy division at the HIV Law Project and as a researcher at the Epidemiology Department at Harvard School of Public Health. She has also analyzed mental health policy under the ACA for the Vera Institute of Justice and researched the effectiveness of semi-mobile HIV clinics in rural Kenya for HealthRight International. 
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