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Global violence against women

Violence against women is a global phenomenon and a tragedy of enormous dimensions. Roughly
one third of the world’s women has personally experienced episodes of violence, committed in the
majority of cases by a partner. The World Health Organization (WHO) has for the first time dedicated
a specific report on this issue, describing the scope of the problem and its consequences on women’s
health1. The report considers two different types of violence against women: a) physical or sexual
violence committed by partners and b) sexual violence committed by non- partners.
An overall total of 35% of women throughout the world have been exposed to this type of violence.

1 http://www.who.int/reproductivehealth/publications/violence/9789241564625/en/index.html

FIGURE / VIOLENCE AGAINST WOMEN: 1 IN 3 WOMEN WORLDWIDE IS A VICTIM OF PHYSICAL AND SEXUAL VIOLENCE BY A PARTNER OR ANOTHER
PERSON.

All statistics can be found in the report entitled Global and regional estimates of violence against women: Prevalence and health effects of intimate partner
violence and non-partner sexual violence, by the World Health Organization, the London School of Hygiene & Tropical Medicine, and the South African
Medical Research Council, found here: http://www.who.int/reproductivehealth/publications/violence/en/index.html
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Taking care of Europe, especially in health. And especially in this moment,
when the “lights” of many healthcare system seem turning off, leaving
citizens - particularly the poorest and the ones at risk of marginalization - in
the position of not being able to cure themselves. Health and Development
presents the reforms and changes that have affected many European
countries in recent years, as a result of the economic crisis.
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Triple B: this is the ranking recently assigned to Italy by the international rating agencies, whose job it is to assess a com-
pany’s or a country’s stability in the financial market. It is a sign that Italy’s economic and financial credibility and relia-
bility are continuing to decline. The rating would probably fall to triple C if we considered other indicators as
unemployment, the prospects of young people and families, or the number of people below the poverty line. 
Italy does, however, lead the table with a triple A in one area: the country has the world’s lowest maternal mortality rate.
In no other nation do women give birth with such high levels of skilled care and safety. While there is undoubtedly room
for improvement, this result suggests that our healthcare system works well, providing citizens with a good service at a
lower average cost compared not only to the United States, but also to other European countries.
Rather than prompting the need to strengthen social protection networks, such as healthcare systems, the current eco-
nomic and social crisis is instead forcing the governments of many neighbouring countries to cut public health spending
to the detriment of universality of national health service coverage. This has already happened in Sweden, Spain, Greece
and even the United Kingdom, which was the first nation to start universal health coverage and a source of inspiration to
other countries. This more restrictive approach is now threatening Italy.
At the end of 2012, Mr. Mario Monti, the then Italian Prime Minister stated that, “Unless new ways of funding services and
programmes are identified, the future sustainability of national health services may no longer be guaranteed. This also ap-
plies to the Italian system, of which we are very proud,” suggesting the need to find more or less extensive forms of pri-
vatized funding for the health system. Should this happen, the poorer sectors of the population, the chronically ill and the
elderly would be the ones most affected, just as they are bearing the brunt of the economic crisis. 
The question of the sustainability of a health service in a low-resource country needs to be addressed and the most ap-
propriate solutions found. What we cannot do is tie the right to health to fluctuations in the fall or rise of GDP.
I was very moved by the exceptional example of the choreographer and dancer, Erdem Gunduz, who stood motionless for
eight hours in front of the Ataturk Cultural Centre in Taksim Square, named after the father of secular Turkey. In the space
of a few hours, a non-partisan crowd of young and elderly, students and workers, had gathered around him. They too stood
in silence with their heads held high and a proud look on their faces, in a show of resistance to any attempt to circumvent
democracy. 
We too should make a stand in defence of everyone’s right to access a dignified health service: motionless and in silence,
alert and on guard, like sentries. A right without restrictions, reaching the most fragile members of our society.
Pope Francis is moving in the same direction: only a few days have elapsed since his first pastoral visit, taking him to the
island of Lampedusa. On the subject of the victims of the sea and more generally the inequities between the world’s north-
ern and southern hemispheres, he maintained that, “The culture of wellbeing teaches us to think only of ourselves, mak-
ing us insensitive to others and surrounding us in beautiful but worthless soap bubbles that offer a fleeting, futile but
empty illusion, leading to indifference towards others, or worse still towards the globalization of indifference. We have
grown accustomed to the suffering of others, it does not affect nor concern us; it is none of our business!”
Pope Francis calls on us to embody the value of solidarity and exchange among people, aspiring to the concept of glob-
ality in its noblest, most positive and ethical form. Indifference needs to be replaced by the value of sharing and the aware-
ness that our apparently distant worlds do instead depend on each other.
We thus endorse our commitment to fight against indifference and social injustice on behalf of the weakest, most ailing
peoples, because health and access to care is not for the privileged few but the responsibility of all of us for all of us.

HEALTH: A UNIVERSAL VALUE, EVEN DURING RECESSION
Italy’s economic and financial credibility and reliability continue to decline. The country’s
healthcare system does, however, work well and at a relatively low cost, but the threat of cutbacks
loom on the horizon. Even during recession Doctors with Africa CUAMM endorses its commitment
to combat social injustice, because health is the responsibility of all of us for all of us.
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Authoritative medical journals are becoming increasingly concerned with the economic crisis that is sweeping Europe
and the effects it is having on healthcare systems and population health. The Lancet has recently published a paper en-
titled, “Financial crisis, austerity and health in Europe” 1. Below are the salient points raised.

Unemployment is the most worrying aspect of the economic turndown and is believed to have a highly detrimental
effect on health. It is associated with a marked increase in mental and psychosomatic disorders, unhealthy behav-
iours (as alcoholism) and increased mortality, due in part to the rise in the number of suicides.
Social protection networks should be scaled up during economic crises to mitigate the negative effects on health.
According to an OECD study, an increase in social spending of 100 dollars per capita is associated with a 1.19% re-
duction in mortality.
Austerity policies have instead led to cuts in social spending and made access to healthcare services more difficult,
together with a reduction in public healthcare service delivery and an increase in user fees.

The Lancet paper concludes on a bitter note. European heads of health, from the ministers of the various governments
to European Union commissioners, have responded to the tragedy with silence, despite their obligation to assess how
EU austerity policies and the troika’s prescriptions are affecting health. Their intervention has largely been limited to
advising how the various health ministers should go about cutting their health budgets. 
Moreover, the crisis has not only led to ill-advised austerity-related cuts, it has also paved the way for radical health-sys-
tem changes, as in England. On the subject of Cameron government reforms, Martin McKee wrote in BMJ, “The eco-
nomic crisis has given the government a once-in-a lifetime opportunity. As Naomi Klein has described in many different
situations, those who oppose the welfare state never waste a good crisis”2. It is clearly no coincidence that in Europe
the target of “those who oppose the welfare state” has been the “Beveridge model” of healthcare, found in countries as
the United Kingdom, Spain, Sweden and Italy. Even though this general taxation-funded, state-run system of universal
coverage is – amongst other things – less expensive than social insurance-funded “Bismarck models” adopted in coun-
tries like Germany, France, Switzerland and the Netherlands and, less still than private insurance-based systems, as in
the USA.
The aim is basically ideological: to oust the State from the social field, replacing the public with the private sector in the
delivery of services and insurance cover. 
Accordingly, Cameron’s reform, which came into force in England last April, has abolished the entire public infra-
structure of the National Health Service – NHS, privatizing healthcare service delivery and introducing competitive and
market mechanisms at all systems levels3.
In Spain, a royal decree passed in April 2012, accompanied by drastic public health expenditure cuts and increases in
user fees, has established that users of the national health service shall henceforth be referred to as “the insured”
rather than as “citizens”. This variation in lexis heralds a change in the system in the direction of an insurance-based
model4.
In Sweden, the Free Choice Act Law of 2009 formally endorsed the introduction of competition between private for-
profit and public facilities in primary care delivery, enabling new facilities to share in available public fund allocation. To
boost this reorganization programme, newly established private centres have been given priority access to funding
while investment in purely public Primary Care Centres is permitted solely in the absence of new private facilities5.
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The aim is basically ideological: to oust the State from the social field, replacing the public with
the private sector in the delivery of services and insurance cover. England, Spain and Sweden
have already taken important steps in this direction.

NOTES

1 Karanikolos M. et al., Financial crisis, austerity, and health in Europe,
Lancet, published Online March 27, 2013.
2 McKee M., Stuckler D., The assault on universalism. BMJ 2011; 343:1314-17.
3 Maciocco G., Il Big Bang del NHS,
http://www.saluteinternazionale.info/2013/04/il-big-bang-del-nhs/

4 Garsia Rada A., New legislation transform Spain’s health system
fromuniversal access to one based on employment, Bmj 2012, 344:3196. 
5 Grillo Ruggieri T., Sindrome di Stoccolma. La crisi sul sistema
sanitariosvedese, http://www.saluteinternazionale.info/2013/06/
sindrome-di-stoccolma-la-crisi-sul-sistema-sanitario-svedese/



POPE FRANCIS AMONG 
THE IMMIGRANTS ON LAMPEDUSA

“The globalization of indifference
makes us all ‘unnamed’, responsible
yet nameless and faceless”. These
were the powerful words spoken by
Pope Francis last 9th July, during a
mass celebrated on Lampedusa. The
aim of the first official visit was to
meet the last and the least, namely
the immigrants, to remember the
many victims of the sea, forgotten by
the world’s powerful, and to seek for-
giveness because the “culture of com-
fort teaches us to think only of
ourselves, making us insensitive to
the cries of others and surrounding us
in beautiful but worthless soap bub-
bles that offer a fleeting but empty il-
lusion, which makes us indifferent to
others, or worse still leads to the glob-
alization of indifference.”
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“The degree of civilization in a society can be judged by enter-
ing its prisons.” If we based our analysis on this affirmation by
Dostoyevsky in “Crime and Punishment,” Italy would definitely
not be considered a good model of civilization.
Recent figures reported by the European Council put Italy in
third to last place in inmate-to-capacity ratio. Its prisons hold
66,897 detainees but are built for 45,700, meaning that capac-
ity is exceeded by almost thirty percent. Among the many is-
sues afflicting penal institutions, overcrowding is the one that
draws most attention.
To begin to unravel this highly delicate problem, SISM (Italian
Secretariat of Medical Students) and ELSA (the European Law
Students’ Association) have set up Caught From Inside – The
Other Side of Life, an international project on the protection of
the rights of inmates in Europe, in which SISM specifically fo-
cuses on the right to health and access to medical care.

The project involves ten SISM, ten ELSA Italy and ten ELSA
Croatia and Macedonia students and is divided into three
parts. The first is based on research into health in prison and
will be carried out by the students with the support of four ac-
ademic supervisors. The participants will have access to two
penal facilities, one in Italy and one in Croatia. The third stage
is for drawing conclusions and presenting the results of the
study at a workshop based on non-teacher-led instruction, to
be held in the autumn of 2013. The aim of this methodology is
to involve as many students as possible, by giving them an ac-
tive role in the development and understanding of these is-
sues, and bringing them into contact with associations and
professionals working in social care, specifically inmate rein-
tegration.
The project covers the four areas that form the basis of all Eu-
ropean care-related studies and projects and focus on key
health issues in penal facilities: mother and child health, infec-
tious disease control, psychiatric care and dedicated analysis of
migrants’ living and health conditions.

THE INTERNATIONAL PROJECT

THE THREE STAGES

CAUGHT FROM INSIDE - THE OTHER SIDE OF LIFE
Italian, Croatian and Macedonian medical and law students have joined forces to defend the rights 
of prisoners in Europe. The project Caught from Inside stems from the need to give visibility and voice 
to otherwise hidden issues, neglected in university programmes and in the media debate. 
The project is divided into three steps: research, experience in the field and a final workshop.
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As regards mother and child health, maternity statistics for Ital-
ian prisons are in line with European trends2, with 50 inmates
with children and 13 1 pregnant women at 31 December, 2011.
Focus group attention will not, however, be limited to this aspect.
Specific importance will also be laid on the spread of gynaeco-
logical pathologies and therefore on screening and prevention
programmes, with a view to improving standards and the quality
of peri- and neonatal care. In Italy, as in the rest of Europe, infec-
tious diseases are the second most widespread pathologies in
the prison setting. Four out of ten inmates suffer from infectious
diseases. Of them, 35% have hepatitis C, the pathology affect-
ing the highest number of detainees in Italy. Between 6-7% have
hepatitis B and 2-3% have HIV. Factors related to overcrowding,
poor hygiene, poor cleanliness of premises, and endemic sexual
promiscuity mean that inmates are among the highest risk cat-
egories (and unfortunately least monitored) for this type of
pathology. Some penal facilities are even the main breeding
grounds for re-emerging diseases, as tetanus and TB3.
During 2011 there were 63 recorded cases of suicide, 1,003 of at-
tempted suicide, and 5,639 of self-harm among Italian inmates.
Suicide causes the biggest stir within the psychiatric sphere, but
historically is just one of the disordered behaviours with the high-
est prevalence in the world’s prison population (substance abuse
and psychoses being the most frequent). Some clinical case se-
ries and treaties even include certain diseases considered ex-
clusive to these populations and belong to the sphere of
dementia and psychosis, as Ganser syndrome and prisoniza-
tion4.

According to recent EU statistics, the average non-EU inmate is
male, thirty years of age and comes from Western Africa or the
Middle East. These data fully coincide with these findings for
Italy, where over one third of detainees are foreign and mostly
originate from Africa (50.4%), specifically Morocco and Tunisia5.
Besides the problems of overcrowding and health and hygiene
conditions that affect the lives of all inmates, these people have

HEALTH PROBLEMS IN PRISON 

NON-EU CITIZENS
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the added disadvantage of having no-one to listen to them, un-
certain detention conditions, continuous transfers, and no future
prospects. What emerges is a dramatically insecure picture per-
meating every aspect of prison life and making it extremely dif-
ficult to really achieve (and often maintain) a status of physical
and mental wellbeing6.

Life inside damages otherwise healthy people. While some peo-
ple have pre-existing conditions, as asthma, chronic pain or med-
ical conditions, the majority of detainees report to have been in
good physical health on entering prison. The 1975 prison reform
and Gozzini’s law of 1986 are no more than a mirage in today’s
prisons. 
Caught From Inside therefore stems from the need to give visi-
bility and voice to otherwise hidden issues, neglected in univer-
sity programmes and in the media debate. The main tool for
achieving this will be a workshop, planned for next autumn, fol-
lowed by publication of an essay designed to raise public aware-
ness, partly in view of the imminent closure of psychiatric
hospitals for criminals (scheduled for April 2014). Our long-term
aim is nonetheless to give the project continuity with a view to
training a group of young doctors and jurists to gain the knowl-
edge and skills to address these complex problems.

UNOFFICIAL ISSUES

Labmond, (Global Awareness Workshop), the first course in
global health designed by students for students, was organ-
ized in 2007. Since then, Labmond has travelled to various
parts of Italy, enabling over 600 students to train in global
health issues previously neglected in university degree
courses. From one edition to the next there has been a grow-
ing demand for novel, horizontal training where there is no
clear distinction between teachers and students, rather each
participant contributes in some way to a common pathway.
This year’s Labmond sought to promote the idea through an
experience-based journey, involving novices and students who
had already encountered global health. The three-day work-
shop was divided up into four parallel sessions for 24 partici-
pants each, with a view to fostering dialogue. These sessions
alternated with training in groups of 8 and with discussion and
exchange on the findings of the various groups. Plenty of time
was set aside each day to organize and discuss ongoing find-
ings, which were reinterpreted in the light of the scientific lit-
erature and other sources of information.
Labmond’s scientific committee, formed by 30 students and
residents, managed each of the sessions and moderated the
debates, continuously reviewing any “certainties” reached by
the group in the light of new input, in accordance with a new
“shared uncertainty building” model. 
We hope that giving preference to an experience-based ap-
proach for bringing concepts of global health to the fore, as
opposed to a teacher-led presentation of notions, has made
participants more aware of their own impact on the world and
motivated them to more closely investigate course content.

EDUC-ACTION 
AND AWARENESS
Since 2007, Labmond has travelled to various 
parts of Italy, enabling over 600 students 
to train in global health issues previously neglected
in university degree courses.

teXt BY ⁄ ma rio sta ccioni / sism - ita lia n secreta ria t of medica l 
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Hungary is located in Central Europe and has about 10 million in-
habitants, some 1.7 million of whom live in Budapest, the coun-
try’s capital. The population is ethnically relatively homogeneous.
The largest ethnic minority is Roma, with more than 500 000
people. Hungary is a Member State of the EU since May 2004.
Despite substantial increases since the mid-1990s, life ex-
pectancy at birth in Hungary (71.5 years in 2011, 71 years for man
and 78.8 for woman) is still among the lowest in Europe. Infant
mortality has decreased substantially in the last decades but is
still above the EU27 average, it was 4.9 in 2011. Total health ex-
penditure decreased from 8.3% of GDP in 2005 to around 7% of
GDP in 2012. Public expenditure on health accounted for 69.7%
of total health spending in 2009. 

Hungary, as other countries in Central and Eastern Europe chose
the shift from the centralized Semashko model back to the Bis-
marck model in the early 1990’s. The change of the financing
method of the health care systems was achieved in order to over-
come the common challenges of the health care system: lack of fi-
nancial resources, poor infrastructure, low salaries for medical staff,
general dissatisfaction with the system, poor health of the popu-
lation, inefficient organization. In 2010 a new reform plan was 
developed, entitled Revived Health Care, Recovering Hungary–
Semmelweis Plan to Save Health Care. The main elements of this
middle-and long-term sectoral strategy are the following: organiza-
tion of patient pathways, the restructuring of the health care deliv-
ery system, the promotion of the functional integration of provider
institutions, the development of technical quality, and the modera-
tion of territorial inequalities in the health care delivery system. 
Health insurance benefits are financed by the National Health
Care Fund (established in 1993). Its revenues come from com-
pulsory health insurance contributions and taxation. In 2013 the
healthcare contribution to be paid by the employee is 7% of the
employee’s salary. Based on the current legal framework, cover-
age should theoretically be 100%, but the health insurance status
of approximately 4% of the population is unclear. Voluntary health

THE COUNTRY

THE HEALTHCARE REFORM 

THE HEALTHCARE SYSTEM IN HUNGARY 
Doctors with Africa CUAMM continues its analysis of the health care systems of the partner countries
involved in the Equal Opportunities for Health project. Here the focus is on Hungary, where the health
situation and related findings are more alarming than might be expected, considering that only 7% 
of GDP is allocated to health.
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insurance amounts to only 7.4% of private and 2.7% of total
health expenditure. Public expenditure on health has declined,
falling to 5.2% of GDP in 2009. 

According to the law every patient has a right to proper, contin-
ually accessible and equitable health services according to
health status, right to freely choose general practitioners, the
right to health care provision, right to information, to autonomy,
to free choice of physician, and to human dignity. Patients have
to register with one general practitioner. Regarding access to
specialists in general it happens through referral by the general
practitioner, except in cases of emergency. The right to health
services is unconditional only for emergency life-saving services,
services that prevent serious or permanent health damage, and
services that reduce pain and suffering.
The health status of the Hungarian population is among the poor-
est in the OECD, including countries with a similar level of income
per capita. While the poor health outcome has been driven by the
socioeconomic status of the population and lifestyle risks, it also
reflects the relatively limited effectiveness of the health care sys-
tem. According to the Euro Health Consumer Index 2012 Hungary
was ranked 28 out of the 34 countries. The Eurobarometer survey
(2009) confirmed the dissatisfaction of Hungarian citizens with
the health system in general. According to the survey, 22% of Hun-
garian respondents perceived the quality of care as very bad and
an additional 50% as bad. Despite the fact that Hungary has a rel-
atively low life expectancy at birth and a considerably high avoid-
able mortality rate, there are quality measures that paint a more
positive picture. For example, the vaccination system is well or-
ganized and serves the public health needs of the population.
Among children, measles immunization coverage was 99.8%, in
2009, which is an outstanding result among all OECD countries
and also in the WHO European Region. 

Special concerns have been formulated related to equal and eq-
uitable access to health care. Access to health is compromised by

HEALTH SERVICES 

EQUITY OF ACCESS TO HEATH CARE
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the consequences of the global financing crisis and the serious
budget cuts in health care, coupled with a rapidly accelerating
health workforce migration. There are great variations in the
physical infrastructure quality of the health service delivery sys-
tem. The territorial-regional differences as well as the urban-rural
split create inequalities both in access and in quality of available
services. In 2008 the gap between the regions with the highest
and lowest health-adjusted life expectancies at birth stood at 8.1
years for man, and 7.7 year for women, reflecting large geo-
graphical and socio-economic inequalities. Large segments of
the Roma population in Hungary live under disadvantageous con-
ditions. This is reflected in their health status, which is worse than
that of the non-Roma population, with life expectancy being 10
years shorter. The frequency of certain diseases is also consid-
erably higher among the adult Roma population than in the gen-
eral population. Compared to the general population, Roma are
less likely to use health services, especially those offered by spe-
cialists and dentists. A more recent study also found that so-
cioeconomic status is a strong determinant of health of people
living in Roma settlements in Hungary and thus ethnicity per se
may not be the only explanation. Although some efforts have
been made to improve access to health services among margin-
alized sections of society, planned interventions to deal with
health inequities within the wider framework of social determi-
nants of health are still lacking.

Central European University (CEU) is a graduate, English lan-
guage university concentrating on the social sciences and the
humanities as well as law and management. CEU was founded
in 1991 and since that time it has become a new model for in-
ternational education, a major convener on the international
challenges of our time, a center for regional and global studies,
and a source for intellectual support for building open and
democratic societies that respect human rights. CEU closely
engages with issues of public policy in order to support better
governance in developing, developed and transition countries.
CEU is a research-intensive university with more than 400 out
of its 1,600 students pursuing doctoral degrees. CEU students
are coming from 110 counties and its faculty from 40. Accred-
ited both in the United States and in Hungary, CEU embraces
the Bologna Process, actively partaking in the modernization
of higher education across Europe, while also cultivating its
ties to leading universities in the US.
The university’s commitment to academic excellence and the
social dimension of its mission are mutually reinforcing: being
a regional thought-leader enables CEU to support and advise
policy initiatives for social and economic reform. The univer-
sity has been an active academic partner of local initiatives to
strengthen good governance and address challenges as di-
verse as supporting independent media and promoting pub-
lic health.
CEU acknowledged the need to explore the direct and indirect
social, ethical, and legal implications of new technological ad-
vances and to understand them from a multidisciplinary per-
spective when it established the Center for Ethics and Law in
Biomedicine (CELAB), in 2005. Since its foundation, one of
the major activities of CELAB has been the participation in
various European research and policy projects investigating
the social, ethical and legal implications of con-temporary
biotechnologies and biomedicine. Among many other EU proj-
ects in which is involved CELAB participates as an Associate
Partner in the Equal Opportunities for Health: Action for Devel-
opment project that is an education and awareness-building
project designed to highlight the importance of approaching
health as a fundamental human right closely related to indi-
vidual social development.

CEU OF BUDAPEST
Central European University (CEU) of Hungary 
is a partner in the Equal Opportunities for Health:
action for development project, coordinated by
Doctors with Africa CUAMM.

teXt BY / eniKo demenY / center for ethics a nd la w in Biomedicine,
centra l europea n universitY, Buda pest, hunGa rY
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MALARIA AND MEASLES 
AN INVISIBLE EPIDEMIC

Few people are talking about it, fewer
still show any concern, but in recent
months a terrible combined epidemic
of malaria and measles is raging at
the hospital of Yirol in South Sudan
and in the surrounding territory. The
hospital with its 80 beds, is becom-
ing a sort of “waiting room for hell,”
with peaks of almost 200 cases per
week and only 2 CUAMM doctors to
deal with the situation. The children
come off worse, as always. Doctors
with Africa CUAMM has started a
local immunisation campaign against
measles and at the same time is en-
deavouring to manage the many
cases admitted to hospital. Info:
www.mediciconlafrica.org.
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A BIG BANG FOR THE ENGLISH HEALTH SERVICE
A new reform that will radically change the face of the English National Health Service came into force 
on 1st April of this year. It is rather a Big Bang for the oldest, most famous, most imitated universal
healthcare system.
What will remain of the model? Very little, according to most.

teXt BY ⁄ Ga vino ma ciocco ⁄ depa rtment of puBlic hea lth, universitY of florence 
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EXPERIENCES FROM THE FIELD

fects and purposes private organizations, form the cornerstone
of the entire system. There will be 211 in the whole of England
and will receive £65 billion of public funding (almost 70% of the
£95 billion that constitute the entire national healthcare budget).
“The switch to commissioning through GP Consortia,” reads an
article in The Lancet, “undermines one of the key mechanisms

“Your new National Health Service begins on 5th July (1948). It
will provide you with all the medical, dental and nursing care.
Everyone – rich or poor, man, woman or child – can use it or
any part of it. There are no charges, except for a few special
items. There are no insurance qualifications. But it is not a
‘charity’. You are all paying for it, mainly as taxpayers, and it will
relieve your money worries in time of ill-
ness”. Less than a century ago, this dec-
laration announced the establishment of
the national health service to the British
public, reassuring them that they would
be safe should they fall ill, irrespective of
income and social status 1.

Just a few months ago, on 1st April, 2013,
a reform act (the Health and Social Care
Act, 2012), approved last year and
strongly supported by the conservative
government led by Mr. David Cameron,
officially came into force. The reform rad-
ically changes the face of the English Na-
tional Health Service (NHS). It is rather a
Big Bang for the oldest, most famous,
most imitated universal healthcare sys-
tem. 
The main political content of the reform
is as follows:

the entire public health infrastructure,
from the Strategic Health Authorities
to the Primary Care Trusts, has been
abolished as of April 1st; 
while health system funding remains
the responsibility of the public sector and therefore of the
taxpayer, service delivery (at the community and hospital
levels) will move in the direction of widespread privatization
of health services, driven by aggressive market logic, with
the entry of large, powerful multinationals into the system;
the few preventive services still run by the NHS (as infec-
tious diseases control and screening schemes) have been
completely transferred to the local town councils. 

The Primary Care Trusts have been replaced by consortia of Gen-
eral Practitioners (GPs - family doctors), referred to as Clinical
Commissioning Groups (CCGs). The CCGs, which are to all ef-
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FIGURE 1 / MODEL OF THE PREVIOUS NHS

by which the NHS strives to ensure access to a full range of
services wherever people live. PCTs are responsible for whole
populations in defined geographical areas, not only for patients
who are registered with specific health services. This popula-
tion-based responsibility allows for long-term needs assess-
ment, planning and commissioning of services to match those
needs, and public accountability for resources for that popula-
tion. The White Paper abandons this population-based princi-
ple; the basis for commissioning by the GP Consortia is for
registered patients only, within amorphous and ill-defined
boundaries. The ability to plan for the proper geographical dis-
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tribution of services for communities and local populations will
be lost”2.
The CCGs will use the allocated funds to finance the work of
GPs and the services offered to patients by the various public
and private providers commissioned to deliver the necessary
services: from home care to specialist and hospital treatment.
This has immediately raised questions of potential conflict of
interest: i.e., GPs will be prescribing services delivered by pri-
vate providers with the potential for shared gain. As Matthew
Limb wrote in BMJ 3, “Half of GPs on clinical commissioning
groups have financial links with private practices.” 
“The fact that GPs have these outside interests may influence
their commissioning decisions, and may put at risk their rela-
tionship with their patients because the patient might mistrust
where they are being sent to for treatment and the GP's mo-
tives", said Dr Clare Gerada, chair of the Royal College of GPs.
"It may also damage the NHS because having many different

providers will increase costs and fragment care, which means
patients will lose out.”4.
Things could be further complicated if – as provided for by the
law – the CCGs were to outsource private agencies to perform
their commissioning work, in which case the influence of finan-
cial gain in the choice of provider would be even more evident. 
Another critical element is the loss of nationally defined levels
of essential care, set by the Ministry of Health prior to the re-
form. These established the services that public facilities were
duty-bound to provide uniformly across the country and the
contribution to be paid by patients for a limited number of serv-
ices. Following the reform, each CCG will determine which serv-
ices will be guaranteed and how much patients will contribute
to costs.

The situation is further exacerbated by David Cameron’s gov-
ernment cuts to the health budget (leading to a £20 billion re-
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duction by 2015) and other welfare sectors, which negatively in-
fluence health care. As General Practitioner, Simon Atkins, wrote
in the Guardian, “An increasing number of people are attending
our surgeries as a direct result of policies initiated by the gov-
ernment. The cuts are disproportionately affecting the poor, the
old and the disabled and every day I see patients who are strug-
gling because of them. This may be because their day centre,
which used to provide support and company for them, has had
to be closed down because funding has been withdrawn.”5

Lucy Reynolds of the London School of Hygiene and Tropical
Medicine has likened the changes in the NHS to a genetic mu-
tation, maintaining that the government is seeking to minimize
the extent of change by asserting there will be no difference be-
tween services delivered by public and private providers. “In the
public sector doctors attempt to arrange to have enough
money to treat the medical needs of the people that come to
them for help. The purpose is treatment, and the money is a
means to an end. Once you move into the private sector,” con-

tinues Ms. Reynolds, “company law forces company staff to pri-
oritise making money for the shareholders above everything
else.” Reynolds predicts that the private sector will prevail in the
fight for contracts between public and private providers, based
entirely on cost, with irreversible consequences. “And every
time one of those contracts is lost for the first time into the pri-
vate sector, it means that that the public sector capacity to de-
liver that service disappears because there is nobody to pay the
ongoing salaries”6.
Also convinced that the reform bill marks the beginning of the
end of England’s NHS is David Hunter, Professor of Health Pol-
icy and Management at Durham University. His opinion can be
summarized as follows: “From a market-oriented healthcare
system we can expect: a) the quality of care to fall; b) the total
cost of care to increase; c) public funds to become private
profit; d) the freedom of choice to be reduced; e) public ac-
countability and democratic control of healthcare to be under-
mined.”7
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THE TUBERCUOLOSIS EMERGENCY IN THE EX U.S.S.R COUNTRIES
In the countries of the former USSR, the populations’ slide into poverty, unemployment, poorer living
conditions and nutritional deficits, partly associated with alcohol and drug abuse, have facilitated 
the transmission and reactivation of the infection and its development into full-blown TB in infected
subjects. 
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control measures in hospital and non-hospital facilities have led
both to treatment failures and to the onset and transmission of
drug-resistance. Thanks to an international network of certified
laboratories, the problem of MDR-TB can now be quantified. Sur-
veys conducted by WHO in former Soviet Union countries have
determined very high levels of MDR-TB: in Minsk (Belarus) MDR-
TB rates stand at 35.3% in new and 76.5% in previously treated
cases of tuberculosis. Similar levels have been recorded in the
area of Arkhangelsk in Russia. The prevalence of MDR-TB is also
very high in other regions of Russia, in Ukraine, Moldova, the Cau-
casus, the Baltic countries and in Central Asia. In 2011, had all the
world’s 5.8 million newly notified cases of tuberculosis been te-
sted by antibiogram, 310,000 new cases of MDR-TB would have
been detected. The greatest concentration is in 27 high-preva-
lence countries, of which as many as 15 are European and Central
Asian. However, only 19% of the estimated number of cases (ap-
proximately 60,000) have been identified. Extensively Drug-Re-

Over the centuries and still today, tuberculosis - an infectious di-
sease caused by Mycobacterium tuberculosis complex - remains
a major clinical and world public health problem. The burden of
the disease is enormous, particularly in geographical areas with
low per capita incomes. From the 1970s onwards the incidence
of the disease was demonstrated to be almost inversely propor-
tional to a country’s socioeconomic status. An estimated 8.7 mil-
lion new cases of TB were recorded in 2011. Public health
measures recommended by the World Health Organization
(WHO) have led to a gradual fall in annual incidence since 2000.
Nevertheless, the estimated prevalence in 2011 was 12 million
with 1.4 million deaths, due to ineffective disease management
and to the recent emergence of two novel epidemiological enti-
ties, particularly in the former Soviet Union, i.e., coinfection with
HIV/AIDS, notably in Africa, and Multi-Drug-Resistant Tuberculo-
sis (MDR-TB: caused by microbacterial strains resistant to at
least two of the most powerful anti-TB drugs, isoniazid and ri-
fampicin).
It should, however, be stressed that significant progress has been
made since the mid-1990s. The public health strategies (i.e.,
DOTS and later the Stop TB Strategy) recommended by WHO
have led to radical epidemiological improvements (see Tables 1
and 2) and it is estimated that approximately 51 million people
have been treated and 20 million saved.
Although in recent years overall treatment success rates have ex-
ceeded 85% in subjects undergoing the six-month chemotherapy
recommended by international guidelines, rates of below 70%
have been recorded in some regional settings, including Europe,
with the high frequency of MDR-TB being the main culprit, parti-
cularly in former Soviet Union countries. Political, economic and
structural upheaval has led to poor tuberculosis management:
deteriorating socioeconomic conditions followed by the collapse
of the public health system, the populations’ slide into poverty,
unemployment, poorer living conditions and nutritional deficits,
partly associated with alcohol and drug abuse, have fostered the
transmission and reactivation of the infection and its develop-
ment into full-blown TB in infected subjects. The rise in crime has
been accompanied by an increase in the prison population, crea-
ting the perfect environment for disease transmission in deten-
tion facilities. In addition, the decline in primary care services,
coupled with long waiting times for diagnoses, unsupported by
adequate tools and approaches, the lack of some essential drugs,
the use of inappropriate treatment regimens, and poor infection

1. GUARANTEE CONSTANT POLITICAL COMMITMENT WITH ADEQUATE
AND SUSTAINED FINANCING

2. GUARANTEE EARLY CASE DETECTION AND DIAGNOSIS THROUGH
QUALITY-ASSURED BACTERIOLOGY

3. PROVIDE STANDARDIZED TREATMENT, WITH SUPERVISION AND
PATIENT SUPPORT

4. GUARANTEE AN EFFECTIVE ANTI-TB DRUG SUPPLY AND
MANAGEMENT SYSTEM

5. MONITOR AND EVALUATE PERFORMANCE AND IMPACT

TABLE 1 / WORLD HEALTH ORGANIZATION DOTS STRATEGY, INTRODUCED IN
THE MID 1990S

1 PURSUE HIGH-QUALITY DOTS EXPANSION AND ENHANCEMENT

2 ADDRESS TUBERCULOSIS/HIV COINFECTION, MULTIDRUG
RESISTANT-TB, AND THE NEEDS OF POOR AND VULNERABLE
POPULATION GROUPS

3 CONTRIBUTE TO STRENGTHENING THE HEALTH SYSTEM

4 ENGAGE ALL PUBLIC AND PRIVATE CARE PROVIDERS

5 EMPOWER PEOPLE WITH TUBERCULOSIS AND THEIR COMMUNITIES
THROUGH PARTNERSHIP

6 ENABLE AND PROMOTE RESEARCH

TABLE 2 / THE WORLD HEALTH ORGANIZATION’S STOP TB STRATEGY, FOCU-
SED ON DOTS STRATEGY AND EXTENDED TO ADDRESS THE CHALLENGES OF
THE NEW CENTURY 
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sistant forms of tuberculosis (XDR-TB; caused by MDR strains
also having resistance to fluoroquinolones and to at least one of
the three second-line injectable drugs) are cause for great con-
cern and have to date been notified in 84 countries, accounting
for 9% of MDR-TB forms. Only about one third of the 107 coun-
tries affected by MDR-TB have managed to achieve a therapeutic
success rate of ≥75%. Currently available, expensive treatment
regimens are characterized by the use of less effective second-
line drugs, which are more toxic and require prolonged admini-
stration of up to two years.
The financial crisis of the new republics born from the ashes of
the communist regime has produced systems characterized by
serious health and social problems (decline in hospitals, lack of
pharmacological support for the sick, rise in HIV/AIDS cases,
etc.), providing tuberculosis, particularly MDR-TB, with the per-
fect breeding ground. The example of the former USSR confirms
what WHO has continued to maintain in its global strategy: the
lack of political commitment and support is the starting point for
the uncontrolled proliferation of tuberculosis in a specific national
setting.
There are, however, promising signs on the horizon, particularly in
the research and development field. At present, numerous labo-
ratories in many geographical areas are performing new rapid mo-
lecular diagnostic tests, particularly to detect MDR-TB. WHO
endorsement of Xpert MTB/Rif, for instance, has provided many
countries with a technique for rapidly detecting cases of tubercu-
losis, including less contagious forms and those caused by bacte-
ria resistant to rifampicin (indicating probable MDR-TB). This gives
patients access to immediate treatment designed to improve the
prognosis and reduce disease transmission. Moreover, two novel
drugs (bedaquiline and delamanid), tested in MDR forms, could
improve the present scenario characterized by expensive, prolon-

ged, highly toxic treatment regimens.
Other novel antibiotics are still being te-
sted and could radically change the ap-
proach to the patient. What is needed in
primary prevention in public health is
an effective vaccine to prevent pulmo-
nary forms of tuberculosis. A clinically
proven, safe, effective product could ra-
dically impact the disease and infec-
tion, as in the case of smallpox and
polio, particularly in destitute settings
as the ones where Doctors with Africa
CUAMM provide important clinical and
public health support. Currently, ap-
proximately twelve vaccines are in the
advanced stages of development.
Further substantial funding, both from

domestic government sources and international cooperation de-
velopment agencies, is needed to control the disease, particularly
in low- and middle-income countries. At the international agency
level, above all the World Fund to Fight HIV/AIDS, Tuberculosis
and Malaria and currently the leading external financier, financial
aid should be concentrated in low-income countries not curren-
tly in a position to finance themselves. Conversely, domestic
should rapidly replace external funding in countries experiencing
rapid economic growth, in order to ensure sustainability and eco-
nomic independence. Infrastructure, primary healthcare services,
human resources, the drug information and procurement system
and laboratories are some of the essential means of controlling
tuberculosis that depend on the presence of an efficient health
system. Preventing and controlling MDR-TB, for example, de-
mands more extensive interventions than normally envisaged by
national programmes. Some essential interventions, as the ra-
tional use of antibiotics, drug quality control or the installation of
mechanisms for curbing hospital transmission, have to be im-
plemented through ministerial policy makers, with a view to opti-
mizing available resources and services. 
In countries with a high incidence of tuberculosis, as those of the
former USSR, it is paramount to strengthen primary care, adopt
international diagnosis and treatment standards and improve tre-
atment models, thereby avoiding long, costly, pointless hospital
stays. New problems, as the rise in the incidence of non-commu-
nicable diseases that increase the risk of tuberculosis (e.g. dia-
betes mellitus and tobacco use) could undermine the already
weak capacity of many health systems to manage tuberculosis.
The evidence-based approach, recommended by WHO in several
settings, may help downscale the tuberculosis epidemic through
novel operational interventions, associated with a general impro-
vement in socioeconomic setting, which has been a key determi-
nant of this disease over the centuries.

FIGURE / PERCENTAGE OF NEW CASES OF TUBERCULOSIS WITH MDR-TB 
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Since 2009 Greece is hit by a severe debt crisis that has led the country to accept economical help from the Internatio-
nal Monetary Fund and the Eurozone. The bailout loans received so far from the latter came with demands of implemen-
tation of strict austerity measures in the public sector and of liberalization of the Greek market. 
The major labour reforms implemented include radical cuts of salaries, reductions of pensions and unemployment be-
nefits and dismissal of public workers. Liberalization of the market takes place through mass privatization of the public
infrastructure, deregulation and drastic tax increases affecting hardly the low and middle class. 
The above implementations have resulted in rapid socioeconomic changes. 
The unemployment rate has reached 27% and 60% among the young and the group living at risk of poverty and social
exclusion is estimated to be 30% of the population. The amount of people pushed into homelessness has increased by
25%, while an accelerating number of persons who cannot afford the basics for living are forced to search support in
newly formed community-based organizations. As a result of the reforms, free access to the National Health System is no
longer guaranteed. 
People who cannot afford paying the sickness funds or private health security schemes – mainly unemployed, low in-
come workers, pensioners and migrants – remain with no access to health care services. The estimated number of the
uninsured counts to 30% of the overall population and the number is rapidly growing. 

Historical examples show that countries facing economic recessions must increase public spending on health in order to
avoid deterioration of the health status of the population. Still the Greek government has proceeded to cut government
expenditure on health extensively which has reached by now a 40% decline since 2009. This has mainly been achieved
through reforms such as merging of public hospitals, decrease in the total number of hospital beds, reduction in human
resources and constriction of street work programs. Moreover, consecutive reduction of social insurance health benefits
come with an increase in co-payments for medication and diagnostic tests. 
The deterioration of the socioeconomic determinants of health, combined with the limited public health provision and
the inability to afford private expenditures due to economic shortage has led to a dramatic downturn in the population’s
well-being. 
Suicide and homicide rates have increased by 16 and 26% respectively, facts that both can be associated with the rise in
unemployment. Accordingly, self reported poor health and major depression has doubled during the last years. Trends in
infectious diseases and especially HIV are particularly worrying. 
Newly diagnosed HIV-1 infections have increased by 57%, whereas the increase reaches 1500% among the group of in-
jection drug users. Moreover, within the last two years Greece has experienced outbreaks of infections of malaria and the
West Nile virus, both attributed to the dismantling of preventive public health services. As a response to absence of the
public security net, self-organized medical solidarity centres have appeared around the country to support the increase
of people without medical insurance. However, only an abolition of the austerity policies and an orientation towards the
strengthening of the public health sector could reassure the populations well-being.

AUSTERITY AND ITS IMPACTS ON HEALTH: THE GREEK CASE
The deterioration of the socioeconomic determinants of health, combined with the limited 
public health provision and the inability to afford private expenditures due to economic shortage
has led to a dramatic downturn in the population’s well-being. 30% of the Greeks have 
no longer access to health care services.
teXt BY ⁄ renia  va GKopoulou / institute of tropica l medicine a nd interna tiona l hea lth, cha rite, Berlin
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Branko Milanovic, a World Bank economist and one of the leading
experts on global inequality, is also a history enthusiast. He has
combined these two areas of expertise to compile an essay for a
non-specialist audience that offers a very readable, but rigorously
technical journey to acquire knowledge and to take a closer look
at one of the most important yet “neglected” issues of our time:
the inequalities of income and wealth.
The book is divided into three parts: the first addresses inequality
within nations, the second focuses on inequalities between na-
tions, and the third examines the problem of inequalities among
the world’s citizens. Each part is illustrated by a series of stories
that give structure to the book, whose aim is to highlight the im-
portance that differences in birth, citizenship, income and wealth
have on our lives, now as in the past. The tales of the three gene-
rations of Obamas and the tragedy of the young Harraga in the
Mediterranean are particularly illuminating. 
The key question remains as to how inequality should be measu-
red. It used to be gauged by family incomes. Nowadays it is in-
creasingly measured by consumption and the most commonly
used indicator is the Gini Index2 (where, on a scale of 0 to 100, 0
refers to the highest equality in income distribution and 100 the
highest inequality). What is the current situation?
Considered separately, most European countries have a Gini co-
efficient of between 30 and 35. But things are changing. Italy, re-
cently rising to 34, has become the second most unequal country
in Europe3. The United States, like Russia, has recently risen from
35 to 40. Asia’s Gini coefficents range from 40 to 50, with little
uniformity. There are bigger gaps in African and Latin American
nations, with inequality reaching a Gini of over 60 in some. 
The difference in absolute income between rich and poor coun-
tries has in turn risen significantly, except in China and India,
where the gap is only marginally narrower. Although growth in
China has led to a partial reduction in internal poverty, the coun-
try’s absolute income level continues to diverge significantly from
that of the United States (37,000 USD PPP). To keep up with a 1%

REVIEW

THE HAVES AND HAVE-NOTS1. STORIES OF INEQUALITY
What happens when you combine economics with history? An interesting, insightful analysis 
of inequalities of income and wealth in our world turns our thoughts to how the gaps 
between the richest and poorest can be closed.
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NOTES

1 Chi ha e chi non ha. Storie di disuguaglianze. Branko Milanovic. Il Mulino, 2012.
2 Developed in 1914 by Corrado Gini (1884-1965), Italian statistician and
economist http://it.wikipedia.org/wiki/Corrado_Gini

3 See Distribuzione dei redditi. Italia seconda in Europa per disparità, Barbara
Bisazzi, Sole24Ore, 24 June 2013.
4 See Oltre la mano invisibile, Kaushik Basu, Anticorpi Laterza, 2013.
5 There is an terminological overlap with Health Activism in a globalising era:
lessons past for efforts future, Labontè R., Lancet, June 2013.

US growth rate of per-capita GDP, India and China have to grow by
17% and 9%, respectively. This increase in the absolute income
gap can be explained by massive flows of capital from rich coun-
tries to other rich countries and by access to technology. It is re-
ferred to as the “Lucas paradox” and undermines neoclassical
theory of development, according to which globalization should
cause countries’ incomes to converge. Hence the author’s asser-
tion that, “globalization can no longer be said to offer benefits for
poor versus rich countries”.
As concerns global inequality, the data published from 1988 to
date are not surprising. The Gini coefficient reaches 70 and is sta-
ble. This index is, however, higher than in any individual country
and is at its highest level since the industrial revolution. As things
stand, the worlds 5% poorest people would have to work for two
centuries to bridge the gap separating them from the world’s 5%
richest. 
Two above-mentioned dynamics have contributed to this situa-
tion: the growing inequality of incomes within many nations and
the gap between the average incomes of different countries, with
growth in China and India neutralizing this tendency.
By way of conclusion, the author asks whether it is important to
address inequality. The affirmative answer is not motivated solely
by social justice and ethics per sè but also by structural reasons.
Migratory flows and the social and political stability of countries
cannot be governed by ignorance, ideology and greed. Findings
are sound and the options on the table are clear. If there is to be
integration of economies and populations, the incomes of the
poor have to be increased in the countries where they live. 
Why then does public opinion in western countries respond to this
evidence with such apathy? Perhaps, regrettably, inequalities are
perceived to be less serious and intolerable than they actually are.
Perhaps the extremism of the dominant economic school of
thought masks flaws in the system4. So what is the solution?
“Old-style” awareness of the problem, public debate and a call to
social activism5.
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Much ink has been spilled on the meaning of “Global Health”, par-
ticularly on the adjective “global”. Global, because over the last
thirty years the globalization processes involving economics, fi-
nance and communications have also affected numerous aspects
of health. Including the speed and intensity with which the risk
factors of communicable and non-communicable diseases (e.g.
the obesity epidemic) can spread throughout the planet; the con-
sequences of natural resource exploitation and energy source
usage, as climate change and food and water crises; market-ori-
ented health policies and service privatization, driven by interna-
tional institutions like the World Bank and World Trade
Organization; pressure on population masses, including health
providers, to migrate from one country to another and from one
continent to another. 
Besides its geographical connotations, the term global also refers
to the complexity and scale of problems and issues that play a
role in disease pathogenesis and health protection strategies.
Likewise, global health encompasses the social determinants of
health, the (economic, political, environmental etc) causes of
causes of diseases, and the intersectoral, multidisciplinary inter-
ventions required, as indicated in the almost prophetic Alma Ata
Declaration of 1978.
The conceptual framework of Global Health – as observed in an
article published in the Lancet in 20091 – draws on two different
but complementary disciplines: Public health and International
health.

Public health emerged in the 19th century thanks to the work of
extraordinary figures as Farr, Chadwick, Virchow, Koch and Pas-
teur, who founded the new discipline on the basis of four ele-
ments:

decision-making based on data and evidence (vital statistics,
surveillance of epidemics, use of laboratories);
a focus on populations rather than on individuals;
the goal of social justice and equity;
an emphasis on preventive rather than curative care.

THE LANCET GLOBAL HEALTH
In June 2013 was born  a monthly online, open access, freely accessible journal: to spread global
readership geographically and in terms of users, in order to reach a larger number of students and readers
in the poorest countries.

teXt BY / Ga vino ma ciocco / depa rtment of puBlic hea lth, universitY of florence

NOTES

1 Koplan JP. et al., Towards a common definition of global health, Lancet 2009;
373: 1993-95. 

International health has more recently developed along two dif-
ferent lines:

a focus on the health problems of developing countries, as in-
fectious and tropical diseases, protection of mother and child
health, nutrition and the supply of water.
comparative analysis of international health systems, their or-
ganization, costs and health outcomes.

Global health merges the two disciplines, which The Lancet de-
fines as follows in the above-cited paper: “Global health is an area
for study, research, and practice that places a priority on improv-
ing health and achieving equity in health for all people worldwide.
Global health emphasises transnational health issues, determi-
nants, and solutions; involves many disciplines within and beyond
the health sciences and promotes interdisciplinary collaboration;
and is a synthesis of population-based prevention with individual-
level clinical care”.

To demonstrate the importance of “Global Health”, The Lancet re-
cently launched a specific online publication, The Lancet Global
Health, the first issue of which came out on 26th June of this year2. 
The Lancet Global Health is a monthly, online, open access, freely
accessible journal, promoting the following important message:
to spread global readership geographically and in terms of num-
bers, in order to reach students and readers in the poorest coun-
tries. Despite being an open access journal, the copyright policy
interestingly states that, “All the articles remain the property of
the authors, and reuse by others is permitted under a variety of
Creative Commons licences, from the most restrictive to the most
liberal, according to authors' own preferences”.

The first issue published in July 2013 contains four very engaging
original papers on anaemia, intrauterine growth restriction,
cataract surgery, and non-malarial causes of fever. Each article is
accompanied by a comment. The one on fever was written by Zeno
Bisoffi and Dora Buonfrate of the Tropical Disease Centre, Negrar.

2 http://www.thelancet.com/journals/langlo/issue/current
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DOCTORS WITH AFRICA CUAMM

⁄ doctors with a frica cua mm

Established in 1950, Doctors with Africa CUAMM was the first NGO in the healthcare field to receive recognition in Italy
(pursuant to the Cooperation law of 1972) and is the largest Italian organization for the promotion and safeguard of the
health of the African populations. 
It implements long-term development projects, intervening with the same approach in emergency situations, with a
view to ensuring quality services that are accessible to all.

In its 60 years’ history:
1,330 people have departed to work on projects: 367 of these departed on more than one occasion. The total number
of departures was therefore 1,908;
4,330 years of service have been carried out, with a mean of 3 years per expatriate person;
950 students have been accommodated at the college: 640 Italians and 280 from 34 different countries;
279 doctors have departed from the Veneto region in almost 60 years;
211 hospitals have been served;
40 countries have benefited from intervention;
150 key programmes have been carried out in cooperation with the Italian Foreign Ministry and various international
agencies.

Today we are in Angola, Ethiopia, Mozambique, Sierra Leone, Southern Sudan, Tanzania, Uganda with:
80 providers: 47 doctors, 4 paramedics, 29 administrative and logistics staff 
37 key cooperation projects and about a hundred minor support interventions, through which the organization assists:
• 15 hospitals
• 25 districts (for public healthcare activities, mother-child care, training and in the fight against AIDS, tuberculosis

and malaria)
• 3 motor rehabilitation centres
• 4 nursing schools
• 3 universities (in Uganda, Mozambique and Ethiopia).

Doctors with Africa CUAMM has for years been actively implementing projects and building networks at European level,
with the aim of building public awareness on the subject of equality of access to treatment and healthcare systems.
Specifically, from 2011 to 2014 the organization has been coordinator of the European project, “Equal opportunities for
health: action for development”, on which it has been working with 18 other partner organizations from 7 European
countries. Universities, student associations, non governmental associations in Italy, Poland, Latvia, Bulgaria, Romania,
Malta and Hungary are working together to give room and voice to training in Global health and to promote greater
awareness about the relationships between health and development, both individually and collectively.

Support and take part in our commitment to Africa, in one of the following ways:
• Post office current account no. 17101353 under the name of Doctors with Africa CUAMM
• Bank transfer IBAN IT 91 H 05018 12101 000000107890 at the Banca Popolare Etica Padua
• Credit card call 0039.049.8751279
• Online www.mediciconlafrica.org
Doctors with Africa CUAMM is a not-for-profit NGO. All donations are therefore tax deductible. They can be indicated for
this purpose in the annual tax return statement, attaching the receipt for the donation made. 

HEALTH AND DEVELOPMENT offers studies, research work and documentation which are unique to the Italian editorial
world. Our publication needs the support of all readers and friends of Doctors with Africa CUAMM.
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With 15 euros you can ensure transport by ambulance 
for a woman in labour.
With 25 euros you provide for treatment to prevent HIV 
transmission from mother to child.
With 40 euros you provide a mother with assisted delivery.
With 80 euros you fund a week’s training course 
for a midwife. 

SIERRA LEONE 
SOUTHERN SUDAN 
ETHIOPIA 
UGANDA 
TANZANIA
ANGOLA 
MOZAMBIQUE 

where it offers treatment and help to these women
and their children. Helping us do this is a silent,
forgotten war.

EVERY YEAR IN SUB-SAHARAN AFRICA: 

4.5 million children die before reaching five years of age, for preventable diseases that can be treated at low cost;
1.2 million newborn children die in the first month of life through lack of treatment;
265 thousand women die from pregnancy- and delivery-related problems.

Doctors with Africa CUAMM operates in 
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This publication has been produced with the assistance of the European Union. The contents of this
publication are the sole responsibility of Doctors with Africa CUAMM and can in no way be taken to 
reflect the views of the European Union.


