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Editorial
How does one even try to introduce a topic as 
broad as “Health Inequalities and Disparities”? 
Start close to home by pointing out the obvious 
difference in the salary of a consultant versus 
the lack thereof of a medical student? Or at-
tempt something all-encompassing and obvi-
ous, like telling you that if you can read and 
understand this, you are much better off than 
many of your patients? As far as health goes, 
one can fi nd as many differences between hos-
pitals and systems as there are patients.

To illustrate some of these differences, let me 
tell you about Wilcannia and Menindee, two 
small country towns with populations around 
600 (roughly half of them Aboriginal Austral-
ians), about 100km apart in outback Australia. 
I was lucky enough to spend a couple of weeks 
on clinical placements in each of these towns 
over two consecutive years.

The fi rst time I went to the area, I stayed in 
Menindee. For those who live in Australia, the 
name Menindee is synonymous with grapes, 
and indeed, the fruit-growing industry employs 
the majority of the citizens of the town. As a 
result of high employment rates, the people in 
Menindee are on the whole a happy bunch, with 
low levels of crime and youth-related problems 
such as teenage pregnancies. In addition, much 
of the Menindee population is made up of reti-
rees from the city, who move to the countryside 
in search of peace and tranquillity.

Wilcannia, on the other hand, is the exact oppo-
site in many of these areas. Although in terms 
of demographics and size, it is quite similar to 
Menindee, in terms of social and health prob-
lems it is not. Not only are most people in Wil-

Right: The Kangongo Clinic in Namibia is 
barely larger than two small huts. Photo: 
Anny Huang, Australia

cannia unemployed, but teenage crime and 
pregnancy rates are high, and police interven-
tion is often required for violence. In addition, 
many health problems stem from high levels 
of alcohol use and the fact that fresh fruit and 
vegetables are only available once every two 
weeks in the town.

Why are these neighbouring towns so unlike 
each other? The crucial difference lies in the 
fact that Menindee has water, and Wilcannia 
does not. The water from the Menindee Lakes 
allows fruit to be grown in the region, and 
many people to be employed to grow and pick 
the fruit. As well as this, the prospect of water 
sports attracts many retirees and highly quali-
fi ed people to live in the town. The connection 
between these factors and the general feel of 
the town is obvious.

Sure, differences are normal and inevitable, but 
when does a difference become an inequality? 
In other words, when should we do try to do 
something about the differences that we fi nd? 
When we identify an inequality, what should we 
do about it? Why do inequalities even exist in 
the fi rst place? In this issue of MSI, we grapple 
with these issues and more with articles written 
by authors from all of the fi ve IFMSA regions.

To conclude, I would like to thank every mem-
ber my Publications Team for their hard work 
in creating this publication. A special thank you 
goes to my editors for the dedication that they 
have shown to all of their tasks.

Anny Huang
IFMSA Publications Support Division Director 
2010-2011
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Message from the President
The month of September, in the year 2000 
stands out in the International Health calen-
dar for the adoption and commitment by world 
leaders to the eight Millennium Development 
Goals (MDGs), amongst other things. The MDGs 
were adopted with the ultimate goal to achieve 
a universal improvement in health and quality 
of life by the year 2015, through international 
and multi-sectoral collaboration.  Only four 
years are left in the timeline for the achieve-
ment of the comprehensive goals in this decla-
ration. It therefore should come as no surprise, 
that we, as medical students and future health-
care practitioners have taken time out to share 
experiences and evaluate the progress being 
made in the MDGs, by taking an in-depth look 
at Health disparities and inequalities among na-
tions.

The diversity among IFMSA members ensures 
that we have fi rst hand experiences to share 
with each other, about the levels of progress 
made in our different countries within the 
MDGs. As young people and medical students, 
we have defi nitely come face to face with the 
effects of poverty, illiteracy, poor environmen-
tal conditions and lack of access to essential 
medicines on the health of many members of 
our communities. We have also been confront-
ed with the diffi culties abound in the lack of 
adequate health care for mothers and children 
alike. Looking only at a few aspects of the MDGs, 
we can all realize that our daily experiences do 
indeed give rise to many stories. These stories 
of course leave nagging questions in our minds. 
Why is the progress in achieving the MDGs slow 
in so many countries and regions? Why is the 
progress unequal in many countries? Is the 
commitment within the International Health 
community adequate to ensure that the MDGs 
are achieved?

As IFMSA members, we already work ceaseless-
ly in our local committees through our numer-
ous projects and campaigns. We already are 
committed to working towards achieving health 
for all. Although many of our questions about 
the progress in achieving the MDGs may remain 
unanswered, we do have an identifi able role to 
play in eliminating Health disparities and ine-
qualities among nations in achieving the MDGs. 
Let us then use this opportunity to re-energize 
ourselves and renew our commitments to serv-
ing our communities. Let us also use this oppor-
tunity to demand stronger commitments from 
the rest of the International Health community. 
We indeed are a unique group of medical stu-
dents and live in an age where the International 
Health community has the knowledge and 
technology to achieve the MDGs. We have to 
continue making efforts, as the future leaders 
of health, to see that these resources count as 
we strive to achieve health for all. I do believe 
that we, as IFMSA members will continue work-
ing to eliminate the glaring disparities and ine-

qualities that still exist in health among nations. 
2015 may only be a few years away, but we will 
make the time left count.

Let us keep working for a healthier tomorrow.

Chijioke Kaduru
President 2010/2011
International Federation of Medical Students’ 
Associations (IFMSA)

Accra, Ghana.

Below: Almost any abandoned building can be turned into a shop that sells alcohol in Zam-
bia, fuelling health and social problems, and widening the gap in the health disparity be-
tween the educated and the uneducated, and between urban and rural populations. Photo: 
Anny Huang, Australia
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Health inequalities in a country - What is it? 
And why is it there?
BY OMAR SAFA, EGYPT

What is meant by “Health Disparities”?

The Health Resources and Services Administra-
tion defi nes health disparities as “population-
specifi c differences in the presence of disease, 
health outcomes, or access to health care”[1].

The Institute of Medicine’s 2002 report, Un-
equal Treatment: Confronting Racial and Ethnic 
Disparities in Healthcare (“the IOM Report”) 
defines disparities in health care as “differenc-
es in the quality of health care that are not due 
to access-related factors or clinical needs, pref-
erences or appropriateness of intervention”[2].

In the United States, health disparities are 
well documented in minority populations such 
as African Americans, NativeAmericans, Asian 
Americans, and Latinos [3]. When compared to 
whites, these minority groups have higher inci-
dence of chronic diseases, higher mortality, and 
poorer health outcomes [4].

A review of the research literature suggests 
that a multitude of complex factors contributes 
to health disparities, but little is known about 
the relative importance of these factors.  In the 
1985 Health and Human Services’ “Report of 
the Secretary’s Task Force on Black and Minor-
ity Health,” health is said to be “influenced by 
the interaction of physiological, cultural, psy-
chological, and societal factors that are poorly 
understood for the general population and 
even less so for minorities” [5]. In short, it is 
challenging for social scientists to find ways to 
determine if, how and to what extent each of 
these factors arerelated to health disparities 
experienced by minorities.

Health disparities are evident in the developing 
world, where the importance of equitable ac-
cess to healthcare has been cited as crucial to 
achieving many of the Millennium Development 
Goals [6].

What Causes Health Disparities?

To better understand these causes we can sim-
plify this by dividing them into 3 major catego-
ries:

Health Before Care: Disparities in health can 
arise from personal, socioeconomic, and en-
vironmental characteristics or variables that 
are external to the health care system and ex-
ist prior to the individual entering the system. 
Disparities in health status are known to corre-
late with income levels, adequacy and safety of 
housing, employment status, education level, 
lifestyle choices (e.g., tobacco use, alcohol use, 
diet, exercise), environmental conditions (e.g., 
air and water quality, pesticides, green space), 
and social conditions (e.g., crime rates, employ-

ment opportunities).

Access to Health Care: Disparities in health care 
access are most often associated with barriers 
of entry into the health care delivery system.  
Factors impeding access to health care include a 
lack of financial resources, a cultural preference 
that discourages health-seeking behaviour, low 
health literacy levels, language barriers, lack 
of diversity in the health care workforce, and 
a mistrust of the health care system due to a 
prior negative experience.  Additional impedi-
ments to access include systemic barriers such 
as the lack of available and proximate provid-
ers, the lack of transportation, the lack of or 
poor health insurance coverage, the lack of ac-
cess to a regular source of care, and legal or 
bureaucratic barriers to receiving public aid.

Health Care Delivery: Once entry to the health 
care delivery system is gained, disparities can 
arise in the quality of care received.  Studies 
show that diagnoses, treatments, and quality 
of care all vary according to insurance cover-
age and type, provider cultural competency, 
patient-provider communications, provider 
bias and discrimination, differential treatments 
based on population group, patient preferences 
and adherence to treatment plans, language 
barriers, diversity of the health care workforce, 
appropriateness of care, and effectiveness of 
care.

Disparities in Access to Care:

1. Lack of Insurance Coverage: 
Health insurance coverage directly affects ac-
cess to medical care, regardless of race. With-
out it, patients are more likely to postpone 
seeking medical care, more likely to go without 
needed medical care, and more likely to go 
without prescription medicines [7]. Some of the 
disparity in coverage is related to differences in 
income level and type of employment. Low-in-
come working adults face the highest risk of be-
ing uninsured because they work in low-wage 
jobs that do not offer insurance or cannot afford 
the high cost of private insurance [7].

2. Lack of a Regular Source of Care: 
Without access to a regular source of care, 
patients have more diffi culties obtaining care, 
make fewer doctor visits, and have more dif-
fi culty accessing prescription drugs [8]. Adults 
with a regular source of care have higher rates 
of receiving preventive services than those 
without, and children with a regular source of 
care have higher rates of immunization than 
those without [9].

3. Structural Barriers: 
According to the “National Healthcare Dispari-
ties Report,” “Structural barriers—poor trans-
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Above: Omar Safa is a fi fth year medical 
student at the American University in Cairo, 
Egypt. He is the IFMSA VPE Regional Assist-
ant for the Eastern Mediterranean Region, 
and the Marketing Coordinator of the IFM-
SA Publications Team.
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portation, inability to get care (e.g., schedule 
appointments quickly or during convenient 
hours), and excessive time spent in the waiting 
room—affect a person’s ability and willingness 
to obtain…needed care” [10].

4. Scarcity of Providers: 
Access to medical care is further limited by the 
scarcity of primary care practitioners, medical 
specialists, and diagnostic facilities in inner 
cities and rural areas—communities with high 
concentrations of minority populations.  Thus, 
minority groups are more likely to report that 
they have little or no choice in where they ob-
tain care [11]. In addition, minorities have dif-
fi culty fi lling prescriptions in areas with inade-
quate pharmacy services.  In New York City, for 
instance, a study found that 75%of pharmacies 
in non-white neighbourhoods do not stock or 
have adequate supplies of prescription opioids 
(painkillers) compared to 28%of pharmacies in 
white neighbourhoods [2].

5. Linguistic Barriers: 
Language differences can restrict access to 
medical care for minorities who cannot under-
stand the offi cial language.  For example, ac-
cording to a survey of non-English-speaking 
women in the United States,those who did not 
see a doctor for cervical cancer screening cited 
the inadequacy of the translated materials as a 
contributing factor [12].

6. Health Literacy: 
A recent survey revealed that between 20 and 
25%of minorities in the United States believe 
that staying healthy is a matter of luck (versus 
12%for whites), indicating that these groups 
may not be educated about the benefits of pre-
ventive care [2].

Disparities in Health Care Delivery:

1. Patient-Provider Communication Problems: 
Communication between patients and physi-
cians is critical to the delivery of appropriate 
and effective treatment and care. Regardless 
of patient race or ethnicity, miscommunication 
can lead to incorrect diagnosis, improper use 
of medications, and failure to receive follow-
up services—all of which can adversely affect 
health or contribute to death. Among non-Eng-
lish-speaking populations in the United States 
(about 18% of the total population) [13] the 
linguistic barrier is huge, and it is exacerbated 
by limited access to language interpreters.Less 
than half of the non-English speakers that said 
they needed an interpreter during a health care 
visit reported always or usually having one 
[11].

2. Provider Discrimination: 
The IOM’s 2002 report, “Unequal Treatment: 
Confronting Racial and Ethnic Disparities in 
Healthcare,” suggests that unconscious or con-
scious discrimination on the part of providers 
accounts for a portion of the unequal, inferior 
treatment of minorities.  Differences in treat-
ment by race and ethnicity are particularly 
well-documented for cardiovascular disease, 
diabetes, kidney disease, HIV, and cancer. 
The IOM Report cites studies to support that, 
even after adjusting for socioeconomic status 
and health insurance coverage, minorities are 
less likely to receive antiretroviral therapy and 
protease inhibitors for HIV, to undergo cardiac 
catheterization and bypass surgery for car-
diovascular disease, to receive haemodialysis 
for kidney failure, to be referred for a kidney 
transplant once on dialysis, or to receive pain 

medication in the emergency room for a long 
bone fracture.  According to the report, other 
studies investigating the appropriate level of 
care found that such disparities are not due to 
overuse of services. 

Discriminatory tendencies on the part of provid-
ers are supported by a study that is based on 
actual clinical encounters.  In that study, “doc-
tors rated black patients as less intelligent, less 
educated, more likely to abuse drugs and alco-
hol, more likely to fail to comply with medical 
advice, more likely to lack social support, and 
less likely to participate in cardiac rehabilita-
tion than white patients, even after patients’ 
income, education, and personality character-
istics were taken into account” [14]. In addi-
tion, there is evidence of unequal treatment on 
the part of providers when it comes to patient 
medical bills.  In a study by the Allegheny Coun-
ty Health Department in Pennsylvania, African 
Americans were more likely to be asked about 
their ability to pay for treatment (independent 
of insurance status), less likely to receive pay-
ment allowances, and more likely to be referred 
to medical bill collection agencies than their 
white counterparts [15].

Conclusion:

Sorting through the underlying causes of ra-
cial and ethnic health disparities is diffi cult and 
sometimes controversial.  What is clear, howev-
er, is that patients, providers, and systemic fac-
tors all play a role in the problem, and therefore 
must all play a role in its solution. In this article, 
we have been talking about two of the major 
three categories for Health Disparities causes, 
Access to Health Care and Health Care Delivery, 
where it is important to note that improvement 
in these latter two areas will not guarantee a 
healthier minority population. Socioeconomic 
conditions, environmental conditions, and per-
sonal behaviours play an important, and likely 
larger, role in determining health.  Thus, while 
it is important to identify sources of disparities 
in access and delivery and to develop strate-
gies to address them, it is equally important 
to investigate interventions that would reduce 
the need for medical services in the first place. 
Programs aimed at improving the safety of 
housing, increasing community green space, 
reducing air and water pollution, and reducing 
alcohol and tobacco use will help to eliminate 
access and delivery disparities by reducing the 
need for services.
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The Future of the Millennium Development 
Goals – The Key to Relieving Inequality?
BY TIMOTHY CROCKER-BUQUÉ and JONNY CURRIE, UK
The Millennium Development Goals (MDGs) 
have shaped the international response to 
health inequalities across the globe for the last 
ten years, and are unprecedented in terms of 
their international ratifi cation and the effect 
they have had in directing the work of global 
health in terms of both projects and funding. 
Having reached the ten-year milestone since 
the adoption of the MDGs, attention has now 
focused on what should replace them in 2015. 
This has stemmed from the recent United Na-
tions Summit reporting on a decade of the 
MDGs [1]. Other discussions have been con-
cerned with their successes and failures as well 
as looking to their replacements post-2015. 
There is much controversy about their content, 
and the conversation is beginning to turn to-
wards how the global community will decide 
what should replace them. What should they 
contain? And is the UN the appropriate body to 
make this kind of decision?

This is a brief report from the facilitators of 
a workshop at the recent Medsin-UK Global 
Health Conference concerning the future of 
the MDGs. The purpose of the workshop was 
to establish the opinion of young professionals, 
who plan to be working in global health or re-
lated fi elds when the current MDGs expire, as 
to what should replace the MDGs in 2015. The 
workshop involved 20 participants, including 
medical students, students of other disciplines 
and qualifi ed healthcare professionals. The 
group was facilitated by Jonnie Currie (immedi-
ate past-President of Medsin) and Tim Crocker-
Buque (Medsin Trustee and junior doctor). A 
presentation was delivered regarding the his-
tory of the MDGs, from inception to the recent 
UN Summit. Three questions were posed to the 
participants and the conclusions of the group 
are outlined below. 

1. Should there be new targets, and if so, 
what form should they take?
There was consensus amongst the group that 
the current MDGs have been important aspira-
tional targets and that some form of target sys-
tem should remain. The group noted that the 
nature of current targets might have skewed 
work and funding towards specifi c diseases, 
and any replacements should take a broader 
approach. Targets should be used as a base-
line and local communities and organisations 
should build on these to focus them towards 
specifi c population needs. Any new targets 
should bring a stronger focus on broader is-
sues, such as non-communicable diseases, wa-
ter and sanitation, health systems, economics 
and trade. New targets should include incen-
tives to both actively tackle diseases, but also 
take a preventative approach to disease. The 
group agreed that a core framework, including 
central principles should be created on a glo-
bal level, but that it would be more appropriate 
to develop specifi c targets on a more regional 
scale. There was a suggestion that stronger ac-

countability structures should be put into place, 
although there was recognition that this may 
be challenging. It was agreed that the United 
Nations was an appropriate authority to build 
international consensus, however in developing 
new targets a ‘bottom-up’ approach would be 
more valuable to address the needs of popu-
lations who receive development assistance 
and international aid funding. There was also 
discussion around the fact that the funding 
streams for MDG work are deeply complex and 
wasteful. These problems should be addressed 
through strong global health governance. The 
group strongly agreed that ultimate outcomes 
should be measured in relation to population 
health, even if any targets set are not specifi c 
health interventions.

2. Whose responsibility should is it to 
monitor progress towards any new tar-
gets?
The group agreed that the United Nations pro-
vides the most appropriate forum to build in-
ternational consensus and monitor progress 
towards any new targets, due to both its unique 
position and its successes with the current set 
of MDGs. It was noted, however, that there was 
limited scope to monitor progression towards 
the targets on a regional or national level, 
and there may be signifi cant value in improv-
ing local accountability systems. In any future 
system there should be a shared responsibility 
towards reaching any MDG replacements, from 
local community and NGO to governmental 
and international levels. A bottom-up approach 
to setting and meeting targets accompanied 
by a top-down system for developing a core 
framework, as well as monitoring progress and 
accountability, would be most effective. Any 
global governance structure must ensure that 
progress towards any future goals is not skewed 
by national political interests, and should purely 
serve the goal of improving population health. 

3. How can civil society in the global North 
and South engage to drive progress in 
meeting these goals?
There was consensus that in any new frame-
work there must be stronger arrangements 
for setting up true partnerships between civil 
society organisations, governments, communi-
ties and universities in order to share experi-
ence and expertise. These partnerships must 
be equal, with exchange of ideas and resources 
in both directions. Partnerships should involve 
exchange of information as well as human and 
fi nancial resources. The power of public pres-
sure to ensure progress towards targets was 
discussed, and a new framework should have 
the empowerment of communities and civil 
society at its heart. The group noted that the 
current MDGs have some public awareness, 
but not enough to ensure that the public holds 
governments to account in countries where this 
is most needed. There is a risk, however, that 

this kind of approach may leave the door open 
to vocal special interest groups to hijack target 
setting or MDG work. The group agreed that 
this must be avoided by having a core frame-
work to guide local target setting, as well as 
solid accountability structures to ensure that 
local target setting is in the best interest of the 
population as a whole.

Conclusions
In light of this article, we would like to welcome 
the recent paper by Waage et al [2] published 
in the Lancet discussing the principles for goal 
setting post-2015, the conclusions of which 
broadly match those of the group. Of the op-
tions presented in Sumner’s 2009 paper (3) on 
the future of development policy post-2015, the 
group supported the third option: that a core 
set of principles should be decided on an in-
ternational level combined with locally defi ned 
targets, is the most appropriate structure for 
any MDG replacements, and that the principles 
described in Waage et al’s paper are an excel-
lent starting point.

These are very preliminary ideas as discussed 
by a small but dedicated group of individuals, 
and more work is required in this area. How-
ever, the workshop group agreed that it would 
be of great value to involve future global health 
professionals in the dialogue and debate re-
garding MDG replacements, in order to pro-
vide invaluable experience as well as create 
a sense of ownership for the next generation 
of advocates.  For this reason, we would like 
to announce the founding of the MDG15 Young 
Professionals Forum to produce an evidence-
based consensus on the future of the MDGs. 
The Forum will take a collaborative multidisci-
plinary approach, involving students and young 
professionals from the sciences, medicine and 
humanities, with the key principle of engaging 
individuals and groups from both the global 
north and south. Current students and junior 
professionals are likely to be the ones who see 
the work of any MDG replacement through to 
the conclusion, and inclusion in the process 
would provide invaluable experience as well as 
creating a sense of ownership for the next gen-
eration of advocates. We would like to highlight 
this to the IFMSA and encourage other NMOs to 
get in touch, if they feel they would like to be 
part of the MDG15-YPF project.

1. United Nations (2010). Millenium Development 
Goals Report. Available from http://www.un.org/
millenniumgoals, accessed November 2010. Pub. 
United Nations, September 2010. 

2. Waage J, Banjeri R, Campbell O, Chirwa E et al. 
The Millenium Development Goals:  a cross-seco-
tral analysis and principles for goal setting after 
2015. The Lancet, 18 September 2010; 376,9745: 
pp991 - 1023.

3. Sumner A. Rethinking development policy: be-
yond 2015. The Broker 2009; 14: 8–12
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Health Under Siege
BY OMAR ABDEL-MANNAN, UK

On the December 27th 2008, the Israeli De-
fence Force (IDF) launched Operation Cast 
Lead, a three week military assault on Gaza. 
1366 Palestinians were killed, 313 of whom 
were children. International doctors, Mads Gil-
bert and Erike Fosse, witnessed at fi rst hand, 
“the most horrifi c war injuries in men, women 
and children in all ages in numbers almost too 
large to comprehend” [1]. White phosphorous 
munitions were fi red upon civilian areas in 
Gaza, leading to widespread severe chemical 
burns [2].

However, what we tend to forget is that the 18 
month sea and land blockade on Gaza, prior 
to the IDF operation and the siege which con-
tinues to this day precipitated the collapse of 
Gaza’s healthcare infrastructure. This is evident 
by the lack of basic medical equipment, such 
as patient trolleys, ventilators and electronic 
monitors for vital signs in hospitals like Al-Shifa, 
where Mads and Erik worked. Infant mortal-
ity and growth stunting rates in children (rep-
resenting reliable indicators of health status) 
have either stagnated or increased between 
2000-2006 [3]. A WHO survey on quality of life 
in 2005 found it to be lower in the occupied Pal-
estinian territory (oPt) than all other countries 
studied.

Further, malnutrition, unemployment, public 
curfews and restrictions on movement are daily 
realities. The separation wall, constructed be-
tween Israel and the West Bank and declared 
illegal by the International Courts of Justice, 
continues to impede movement of Palestinians 
during everyday activities, and divides neigh-
bourhoods and households [4]. Reports of pa-
tients needing life-saving operations and criti-
cal care being denied access and women giving 
birth at checkpoints are commonplace [5]. The 
need for travel permits delays access to hospi-
tals for patients, medical students and health 
workers, with commuting times increasing from 
30 minutes to more than 2.5 hours on a regular 
basis.

Chronic exposure to violence, humiliation and 
insecurity has bred pervasive demoralization 
and despair amongst Palestinians. Yet, within 
this context, Palestinians have cultivated a col-
lective social resilience to occupation in the 
face of daily struggles [6].

This sad state of affairs for the health of Pal-
estinians is couched within a larger context of 
disjointed and inadequate public health provi-
sion and healthcare infrastructure that devel-
oped over generations of different regimes. 
A Palestinian Ministry of Health, established 
after the Oslo accords in 1994 (along with the 

Palestinian National Authority), inherited a ne-
glected health service from the Israeli military 
after decades of degradation. Current services 
remain inadequate for the health needs of the 
people, due to continuing neglect, poor man-
agement and corruption. Israeli restrictions 
since 1993 on the free movement of Palestinian 
goods and labour across borders between the 
West Bank and Gaza have certainly made mat-
ters much worse. The lack of any control by the 
Palestinian National Authority over water, land, 
and the environment within the oPt has made 
building an effective health system virtually im-
possible. To compound this further, the reliance 
on fi nancial assistance from a multiplicity of do-
nors, complete with their different agendas has 
also resulted in programme fragmentation [7].

So what is the solution? Building an effective 
healthcare system requires command over re-
sources, self-determination, sovereignty and 
free movement of people, all absent in the Pal-
estinian territories, particularly in Gaza. This is 

Palestinian health has never been in a worse state…. and it continues to deteriorate. Why and how can we use our resources here in the UK 
to support medical professionals in the West Bank and Gaza?

Above: The Erez Checkpoint in Gaza Omar Abdel-Mannan is currently a fi nal year 
medical student at Oxford University, about 
to embark on an academic foundation job in 
Paediatrics at University College London. He 
a special interest in the challenges and ob-
stacles to healthcare and medical education 
in the Occupied Palestinian Territory. In his 
spare time, he enjoys playing tennis, cycling 
and globe-trotting!
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the argument put forward by a number of world 
renowned academics, doctors and surgeons 
in a conference organized recently by myself 
and a number of students at Oxford University:  
‘Healthcare under siege: supporting medical 
education in the occupied Palestinian territo-
ries’. In this gathering the expert speakers drew 
on their decades of personal experiences in the 
oPt to expose the devastating effect of crippling 
economic blockades and military attacks on ci-
vilian health and access to medical care, espe-
cially in Gaza. Who are these ‘experts’? Sir Iain 
Chalmers – A co-founder of the UK Cochrane 
Collaboration, Sir Terence English – the fi rst sur-
geon to perform a heart transplant in the UK in 
1979, Dr. Richard Horton – Editor-in-Chief of The 
Lancet, to name but a few.

Earlier this year in February, Dr Horton and Sir 
Iain Chalmers visited Gaza, gaining access with 
the help of the charity Medical Aid for Palestin-
ians. In his ten-minute talk, Dr Horton vividly 
portrayed the image of a disintegrating health-
care system and a humiliated people: “Going 
through checkpoints is like going through cattle 
gate”. One of the pressing needs, as he argued, 
is to systematically train medical researchers 
and postgraduate students to build a solid foun-
dation of medical professionals for the future. 
Supporting the universities, he added, is crucial 
to better understand the Palestinian case, to 
understand their needs, and to focus on sup-
porting human rights. 

Meanwhile, Prof Colin Green from University 
College London (and UNESCO Chair of Cryobiol-
ogy with the Ukraine Academy of Science) was 
a key player in the extraordinary construction 
of a medical school from scratch based at Abu 
Deis in the West Bank in 1994 (with an original 
intake of 34 students), which today has grown 
to over 800 students in four campuses. As he 
highlights, family practice in the area is very 
poor and it seems that all doctors end up in 
the hospitals: “We need champions of primary 
care,” enthused Prof Green. More specialists 
are also needed in the region, with only 1 pa-
thologist and 2 cardiologists in the whole of the 
West Bank and a clear lack of psychiatrists.

So why should we care about this region? I per-
sonally believe, as do all the speakers, that the 
UK has a special responsibility towards the peo-
ple of Gaza and the West Bank, due in no part 
to our historical ties. The Balfour declaration 
of 1917, which involved Britain giving away a 
country that didn’t belong to us, to two different 
national movements, was always bound to end 
in tears. It is thus our politicians’ responsibil-
ity today to clean up this mess, and to uphold 
the promise made in that same declaration that 
‘nothing would be done to harm the civil and re-
ligious and human rights of existing non-Jewish 
communities in Palestine’. 

By discussing the wider role and moral respon-
sibility of the UK towards the Palestinian peo-
ple in Gaza and the West Bank, I am confi dent 
that we will develop and implement innovative 
strategies to make a positive on-the-ground 
difference to civilian health, access to medi-
cal services and medical education there. Ox-
ford Brookes University’s historic decision in 
March to establish a scholarship programme for 
Gazan students (set up with the help of Dr Iain 
Steadman, Director of Development and one of 
the attendees at the conference) is one such 
example of the tangible difference that can be 
made through academia. In fact, within hours 
of the conference ending, a number of enthu-

siastic medical and humanities students from 
the university had already formed a student 
movement aiming to push through a number 
of short and long term proposals; including the 
facilitation of twining Al Quds University medi-
cal school (based in Abu Dies) to Oxford Uni-
versity medical school. I very much hope that 
this will promote elective exchanges, the shar-
ing of ideas and teaching materials, and act as 
a catalyst for similar programmes at other UK 
medical schools.

I could not help but to think during the confer-
ence: Why have such distinguished members 
of the medical elite, with hugely successful 
careers in their respective fi elds, invested so 
much energy in this cause - sometimes putting 
their jobs on the line as a result? These are peo-
ple with no political, religious or cultural affi lia-
tion to the Palestinian issue, fi ghting for a cause 
that is thousands of miles from their doorstep. 
The simple answer is that at the end of the day, 
doctors and surgeons work in the business of 
helping people – the original Hippocratic Oath 
clearly states: “I will keep them (the sick) from 
harm and injustice”. That is undoubtedly a polit-
ical statement. All medics should be champion-
ing human rights and tackling injustice across 
the world, wherever it rears its ugly head. 

While a political solution remains distant, or-
dinary Palestinians in Gaza and the West Bank 
continue to suffer. The physical, psychological 
and social well-being of Gazans will remain 
poor, whilst the structural impediments and 
barriers to development remain in place. As the 
Commission on Social Determinants of Health 
of the WHO states:

“The conditions in which people live and work 
can help to create or destroy their health”.

The situation is grave, but it is not impossible. 
Within all the darkness, beacons of light remain 
bright across both sides of the wall. The Direc-
tor of the Institute of Community and Public 
Health at Birzeit University (in the West Bank) 
wrote in a statement to the audience at Oxford 
University, that all of us can individually do 

something to help: by supporting medical edu-
cation, by visiting the region to see at fi rst hand 
the challenges of daily Palestinian life, and by 
advocating for justice and human rights, we can 
make a difference.

For me the heartfelt passion and commitment 
of the speakers resonated with my core values 
as a future doctor and reminded me of why I 
chose medicine in the fi rst place. Inspired by 
this event, I am taking the fi rst steps on a jour-
ney that will take me to a land of challenges 
and resilience. I truly believe that every medic 
should go the occupied territories and see with 
their own eyes the health of ordinary, innocent 
people under siege.
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Above: The Separation Wall in West Bank
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Healthcare In a Resource-Rich Community    
The Case of Prestea Huni-Valley District in Ghana
BY RALPH KWAME AKYEA, GHANA
There I was, in a dilemma after my End-of-Sen-
ior Clerkship Examinations on Wednesday, with 
my Final MBChB Part 1 Examinations scheduled 
to take place in four weeks time and the district 
tours of the Annual Health Week Programme 
beginning that very Saturday. Many of my col-
leagues had opted to stay behind to revise and 
prepare for the fi nal examinations. The day 
prior to departure for the district tours, the de-
cision was fi nally made and Prestea Huni-Valley 
District was the destination.

The National Health Week Programme is an 
annual Public Health Campaign on a pertinent 
public health concern. It is a project organised 
by the Federation of Ghana Medical Students’ 
Associations (FGMSA). An average of four stu-
dents, from a member Medical Students’ As-
sociation, is sent to a district for a week. The 
theme for this year’s campaign – Caring for the 
Lungs: Breath is Life.

Africa is a rich continent endowed with vast nat-
ural resources which when properly managed 
will improve the health and overall well-being 
of Africans. The major problem confronting 
the African continent is that of quality human 
resources against medical resources. Equita-
ble distribution of wealth would ensure that 
inhabitants in either the rural or urban setting 
have access to quality healthcare since optimal 
healthcare is a right not a privilege. This fact 
became so real in a region thatmade airwaves 
for its recent oil fi nd Ghana.

The Western Region is probably the richest area 
in Ghana so far as mineral deposits are con-
cerned. Minerals found in the region include 
gold (Prestea/Bogoso), diamond, manganese, 
bauxite, limestone, iron ore and glass sand. The 
region produces an average of 42% of Ghana’s 
timber used and exported annually. The soil 
types are suitable for a wide range of crops- 
mainly cocoa, coffee, rubber, oil palm, coconut, 
black pepper and rice. The region is one of the 3 
most industrialized regions in the country.

Prestea Huni-Valley District is situated in the 
central part of the Western Region of Ghana,it 
is one of the new districts created in 2008. The 
district covers a land size of about 1,832 sq. km 
and has an estimated population of 165,804 as 
of 2010 (projected from the 2000 census). The 
district is divided into seven operational sub-
districts for effective healthcare delivery – Bog-
oso, Insusiding, Awudua, Himan, Prestea, Huni-
Valley and Aboso.

There are a total of 123 communities within the 
sub-districts. The under 1 year old population 
is about 6,427, 0-5 years population of about 
32,133 and Women in the Fertility Age (WIFA) 
population of 36,952.

The rapid population expansion in the district-
due to migration has brought with it attend-

ant environmental and sanitation problems 
and challenges. Most parts of the rich forest 
has been reduced to secondary forest through 
increased human activities such as exces-
sive open cast mining, farming activities and 
indiscriminate lumbering. Parts of the district 
are suffering from “environmental stress”. A 
number of rivers and farmlands have been pol-
luted and lost due to the spillage of cyanide and 
mercury from the mining activities.

The activities of small scale illegal miners, pop-
ularly called “Galamsey” are widespread in the 
district. Their activities pose problems to the 
environment since they leave pits and degrade 
the environment.
  
The district is polarized into urban and rural 
settlements. Prestea is the only urban town. 
There are a lot of rural communities which are 
sparsely promoted and have limited access to 
socio-economic facilities, causing widespread 
poverty in the district.

Each of the seven sub-districts has at least one 
health facility in line with the district’s goal 
of making healthcare readily accessible to all 
persons. There are a total of 22 health facili-
ties existing in the district: Hospital – 1, Health 
Centers – 4, Clinics – 7, Community Health Post 
(CHPS) – 8, Maternity Home – 2.

In spite of this, the district faces serious chal-
lenges especially when it comes to accessing 
advanced and specialized healthcare from the 
only general hospital as the referral center lo-
cated at Prestea. Due to this, specialized serv-
ices are accessed from the Tarkwa-Nsuaem Mu-

Below: Even in developed countries, health 
disparities still exist, like the urban-rural 
gap that can be found in Australia. Both an 
ambulance and a mobile clinic service, the 
Royal Flying Doctors’ Service (RFDS) helps 
to bridge this gap by delivering healthcare 
to hundreds of Australians living in remote 
areas every day. If the RFDS did not exist, pa-
tients would have to drive sometimes more 
than 500km to reach the nearest regional 
hospital with an operating theatre. Photo: 
Anny Huang, Australia

Ralph Kwame Akyea is a fi nal year Medical 
Student at the University of Ghana Medi-
cal School and has interest in Public/Global 
Health.
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nicipal Hospital (a neighbouring District).

The poor state of roads from the remote com-
munities makes accessibility to health facili-
ties within sub-districts a challenge. This also 
affects regular routine outreach activities by 
community health offi cers.

With a total Out-Patient Department (OPD) at-
tendance of 75,649 the district has anurse to 
patient ratio of 1:850 and a doctor to patient 
ratio of 1:18,912according to the 2009 Annual 
Health Report of the district.

There has been a total of 40,973 OPD cases be-
tween January and June, 2010. Most of the dis-
ease condition presented at the various health 
centers are preventable. 

The top three disease conditions (malaria, 
acute respiratory infections and diarrheal dis-
eases) are major contributing conditions for the 
high Under Five Mortality Rates in developing 
countries.  With appropriate environmental and 
sanitation measures together withgood nutri-
tion and safe drinking water, most of the dis-
ease conditions presented at the OPD would be 
prevented.

The major concerns of the health directorate 
are:
• Providing health infrastructure
• Improving the human resource manage-

ment
• Increasing access to quality care
• Reducing maternal mortality
• Improving the availability of resources
• Control of tuberculosis and malaria.

For a young health directorate grappling with 
a weak health sector infrastructure and inad-
equate fi nancial resources, to have such ac-
curate, reliable and easily accessible data is 
laudable. 
  
In a region endowed with so much natural re-
sources the healthcare level is nothing close 
to optimal. The inhabitants do deserve a much 
better healthcare system. The million dollar 
question still remains – whose responsibility is it 
to provide the needed optimal healthcare these 
residents deserve?

The above is a report by a medical student 
assessing the healthcare level of the Prestea-
Huni-Valley District during the 43rd Annual 
Health Week Programme of FGMSA from 
19th – 24th September, 2010.

Figures quoted were obtained from the 
Ghana Health Service website and the 2009 
Annual Health Sector Report of the Prestea 
Huni-Valley Health Directorate.

Right: For A Homophobia Free World, an 
IFMSA project

Above: A health care worker in Jamkhed, India, monitors the growth of a child, while her 
mother and grandmother look on. Photo: Emma Leitinger, Australia
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LGBTQI people on the doorstep of health care
BY DIMITRIS STATHIS, GREECE, MÜGE ÇEVIK, TURKEY AND 
DIEGO IEMMI, ITALY
When considering the human rights of Lesbian, 
Gay, Bisexual, Transgender/Transsexual, Queer, 
Intergender and Intersex (LGBTQI) individuals 
as medical students, the question that might 
come to our minds is: Do they have adequate 
access to health care services? This article pro-
vides some facts and ideas that may be useful 
in answering this question or in giving some in-
sight on the issue. 

Much research confi rm that attitudes that stig-
matize any non-heterosexual form of behav-
iour, identity, relationship or community play 
an obstructive role in adequate assessment, 
treatment and prevention of LGBTQI health 
problems. Discrimination and marginalization 
are the major hindering determinants of health 
in LGBTQI communities, especially in the fi eld 
of sexual and reproductive health. One of the 
sources of stigma captured by these studies is 
the attitude of healthcare providers, who often 
demonstrate prejudiced manner towards LGBT-
QI individuals. Given the fact that most of them 
lack knowledge about LGBTQI health since 
there is not enough education and training in 
this topic, these results are not surprising at all. 
This attitude of healthcare providers, enclosed 
within the systemic marginalization, often sub-
ject LGBTQI individuals to bias, discrimination 
and substandard care. For instance, medical 
forms and interviews are frequently exclusive 
of gender and sexually diverse experiences, 
which may discourage the disclosure of gender 
identity, sexual orientation, and health-related 
behavior. Consequently, LGBTQI people may 
avoid or delay care (e.g. screening for various 
health conditions) and/or suspend expressing 
their health concerns. Thus, health problems 
may be undiagnosed, misdiagnosed, and/or left 
untreated until they progress to severe condi-
tions.

According to the literature, LGBTQI issues are 
addressed by 0.1% of all medical articles, which 
are mainly disease-specifi c (mainly HIV, sexu-
ally transmitted diseases or mental health re-
lated) and omit the reference to race and eth-
nicity. Additionally, it is interesting to see how 
most of the research involves lesbian and gay 
individuals solely, whereas bisexual and espe-
cially transgender individuals are neglected, 
causing marginalization among the marginal-
ized populations. Thus, this data clearly show 
how public health research underestimates 
LGBTQI-health-related problems. 

What are the attitudes of medical students on 
this matter? Recently, a study implemented 
amongst medical students in a metropolitan 
school in the USA shows that those with more 
clinical experience of caring for LGBTQI pa-
tients tend to perform more comprehensive 
history taking, hold more positive attitudes 
towards LGBTQI patients, and possess greater 
knowledge of LGBTQI health care concerns than 
students with limited or no clinical exposure.

To conclude, immediate action needs to be 
taken in order to sensitize medical students on 
this reality, which mainly concerns the public 
health from human rights perspective. Compre-
hensive health coverage cannot be achieved 
without recognizing the health of the so-called 
marginalized populations. As future physicians, 
let us be the face of change: advocate for more 
comprehensive medical curriculum that ac-
knowledges LGBTQI health care needs in order 
to provide at least basic health service to LG-
BTQI individuals.
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Photo Story: Bridging the Gap
By Adeyemi Oluwaseun John, Nigeria

“Without a 
measure of soli-
darity, no soci-
ety can be truly 
stable. It is not 
realistic to think 
that some peo-
ple can go on 
deriving great 
benefi ts from 
g loba l i za t ion 
while billions of 
others are left 
in, or thrown 
into, abject pov-
erty.”

Kofi  A. Annan, 
Excerpt from 
Speech: What 
I Have Learnt. 
Dec. 2006



Rwanda : In search For Food Poverty gives a big contribution in creating country’s health prob-
lem. Eradicating poverty is every country’s commitment as stated in the Millennium Development 
Goals (MDGs). Fulfi lling that commitment gives the new lease on life to thousands.
Photo: Megan Kizuik, McMaster University, Hamilton, Ontario, Canada

Guatemala: Women doing laundry Water is a huge source of infection and spread of disease, 
but many people simply don’t have a choice.  Laundry is spread out on rocks, drying under a 
hot sun, and women in the water are washing clothes for their families.  Children swim in the 
background.
Photo: Megan Kizuik, McMaster University, Hamilton, Ontario, Canada

Thailand: Unequal quality 
of life, inequality in health
Health inequality arises within 
and between communities. 
Social and economic condi-
tions and their affects on peo-
ple’s lives determine their risk 
of illness.
Photo: Pawin Panijayanond, 
Thawalsak Ratanasiri, Faculty 
of Medicine, Vajira Hospital, 
Bangkok, Thailand

Nigeria : When There Are 
No Automobiles
This picture can be mistakenly 
dated two decades backward, 
especially in the light of the 
sophisticated machineries 
and diagnostics populated 
massively in the urban and 
semi-urban settings in hos-
pitals in Nigeria. Taken two 
years ago in one of the ru-
ral settlements, this picture 
shows how far apart health 
inequality could be within and 
between communities.

Photo: Adeyemi Oluwaseun 
John, Nigeria



San Blas Islands, Panama: Bathroom These waters are part of everyday life for the Kuna Peo-
ple of the San Blas Islands.  Children swim and play, women do their laundry, and people take care 
of their bathroom needs in close proximity... there are implications on health as a consequence.
Photo: Megan Kizuik, McMaster University, Hamilton, Ontario, Canada

To travel is better than to arrive The gap can be bridged. The large divide can become imagi-
nary. All that is needed is commitment.
A young boy walks home, down a dusty path lined by other similar houses.  The contrast between 
nature and man-made is striking; the boy is looking in the direction of beautiful hills.
Photo: Megan Kizuik, McMaster University, Hamilton, Ontario, Canada
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Test of Survival
(In)accessible Diagnostics in an Inequitable World
BY RAMON LORENZO LUIS R. GUINTO, PHILIPPINES

A health advocate and environmentalist, 
Ramon Lorenzo Luis R. Guinto, 22, is a 4th 
year medical student at the University of 
the Philippines Manila-Philippine General 
Hospital. He is the current president of the 
Asian Medical Students’ Association-Philip-
pines and the newly-appointed facilitator of 
the IFMSA SCOPH Small Working Group on 
Health Inequities. In October 2008, he was 
one of the IFMSA representatives who at-
tended the conference dedicated to the 30th 
anniversary of the Alma Ata Declaration on 
Primary Health Care and discussed global 
health issues with WHO Director-General 
Dr. Margaret Chan.

“Tatay (Father) Berting, we need to get a blood 
sample of Nanay (Mother) Tinay immediately,” 
I told the old man in Tagalog with a tone of both 
urgency and compassion. “But unfortunately, 
our lab here in the hospital cannot perform the 
test to check her blood tonight. We need to 
send the sample to a private laboratory outside 
the hospital ASAP.”*

To say “to check her blood” is actually too gen-
eral and vague – I felt it was a breach of my 
patient’s, or at least her bantay’s (caregiver’s), 
right to complete information about her medi-
cal management. But Nanay Tinay is already in 
a coma, the clock is ticking fast, and we badly 
need to measure the blood levels of one par-
ticular chemical element – potassium. 

High school students will recognize potassium 
as number 19 in the periodic table, but for 
doctors, it is an ion  essential in the function-
ing of nerves and muscles and in maintaining 
fl uid balance in cells. A scarcity of potassium 
can lead to symptoms as tolerable as fatigue to 
as severe as paralysis of the lungs. An excess, 
on the other hand, may knock out the heart 
quickly.

Actually, testing for potassium, along with other 
chemicals in the blood like sodium and creati-
nine, is free of charge for charity patients in 
our hospital, which is government-funded and 
public service-oriented. Unfortunately, on that 
fateful night, the laboratory had run out of rea-
gents needed to measure these chemicals, and 
so we needed to send the samples to private 
laboratories across the street. 

Ironically, a week before this happened, this 
government hospital had just inaugurated its 
new private laboratory facility, which offers 
the same services as the public laboratory but 
charges higher fees, since it is targeted to the 
paying middle to upper class patients. The hos-
pital administrators claim that the private lab 
will help augment the meager funding the hos-
pital receives from the government. On the oth-
er hand, the health workers’ union says this is 
the fi rst step towards the gradual privatization 
and commercialization of the hospital. None-
theless, that night, the new lab had not opened 
in full blast yet, and only one private hospital, 
located a few blocks away, could run the serum 
potassium test at a charge of 300 pesos#.

From zero to 300 pesos. A quantum leap in cost, 
and a test of survival for Tatay Berting and Na-
nay Tinay.

Being in a hospital does not equate to di-
agnosis and treatment
Ideally, we perform tests like blood exams and 
chest x-rays to check the status of the patient, 
search for any cause of disease, and monitor 

the response to treatment. But for the majority 
of Filipinos today – and I am sure elsewhere too 
– these tests are more than just clinical tests – 
they are literally tests of survival. Even families 
are tested for their capacity to pay for a CT scan 
or genetic test that could mean life or death of 
their loved one. 

Honestly, even doctors face the litmus test. At 
times we are tempted to blindly treat diseases 
that we still haven’t detected yet, or to look for 
fi nancial resources to, on our patients’ behalf, 
pay for expensive tests that reveal the defi ni-
tive diagnosis, an example of which is a bone 
marrow aspiration for hematologic diseases.

Studies from the Philippine National Institutes 
of Health show that, despite our rapid advances 
in medicine and public health both locally and 
globally, six out of ten Filipinos who get sick still 
die without ever seeing a doctor [1]. Sadly, the 
statistics doesn’t end here, and I’m sure I might 
be guessing now, since there’s no evidence yet 
regarding access to diagnostics and treatment 
among the lucky four Filipinos who get to meet 
doctors to seek medical advice. 

Or are they really lucky for having seen a doc-
tor? How sure are we that they get the right 
treatment, or at least the right diagnosis? Na-
nay Tinay had the opportunity to get admitted 
in the hospital, but every day, Tatay Berting 
begs for help from relatives and neighbors so 
he can pay for laboratory tests needed for regu-
lar monitoring. Their story is just one of myriads 
more.

Nowadays, being seen by a doctor or stepping 
inside the hospital premises does not automati-
cally lead to the cure of disease and restoration 
of health, especially without appropriate diag-
nosis and effective treatment due to the  lack of 
access to medical resources. Nanay Tinay’s sto-
ry signals us not just to continue caring about 
the six Filipinos without access to health care 
anymore – her experience calls us to become 
concerned about the health of the four others 
who reach the health facilities too --- every Fili-
pino, every person. 

Cheaper medicines only? Cheaper diag-
nostics too!
In recent years, we tried to tackle the issue of 
access to essential medicines – in the Philip-
pines, the Congress passed a Cheaper Medi-
cines Act^, and the previous president and 
health secretary attempted to come up with a 
list of drugs with their maximum retail prices 
so that pharmaceutical companies and distribu-
tors would not be able to charge fees beyond 
the ceiling. But we know that drugs are not just 
what we need to get cured from illnesses. 

Now is also the time to take a look into access 
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to essential diagnostics, which include blood 
tests to determine cell counts and electrolyte 
status. Even if there is still little evidence on this 
issue (and hence the need for more research 
in this area), our day-to-day experience in the 
hospital and the community tells us that this 
indeed is an equally important but immensely 
ignored public health concern. How can we 
treat our patients with medicines if we cannot 
diagnose them correctly, just because the labo-
ratory does not have the required reagent, or 
the patient cannot afford a syringe and a vial, 
or worse, the health care facility does not have 
a laboratory at all? In my school, I am not alone 
in the practice of buying, using a portion of my 
weekly allowance, a stash of syringes and vials, 
ready to be shelled out to patients in dire need.

In the popular American TV series, Dr. House 
always gets what he wants – an MRI, a biopsy, 
an antinuclear antibody (ANA) test for lupus, 
even a DNA analysis of the long arm of chromo-
some 22! At times, I feel envious of Dr. House. 
In a public hospital here in the Philippines such 
as the one where I currently work as a clerk, 
when the consultant asks the residents during 
ward rounds, “Where’s the CT scan result?” an 
unusual reply would be “The caregiver is still 
requesting for funds from the mayor, or from 
PCSO (Philippine Charity Sweepstakes Offi ce).” 
By the time the CT scan result is out, the tumor 
would have already impinged on a larger area 
of the brain, or obstructed another vessel, or 
worst, murdered another life.

Health – a fundamental right and our col-
lective wealth
Sadly today, over 50 percent of our national 
health expenditures are still paid out-of-pocket 
[2], and perhaps the amount is bigger in poorer 
countries. At fi rst, I couldn’t imagine how poor 
Filipinos can pay for basic health services if 
they do not have pockets at all, but my daily ex-
periences in the wards tell me that one doesn’t 
need imagination to understand the gravity of 
this problem. 

One of my classmates once had a patient who 
was admitted for encephalopathy due to chron-
ic liver disease. He eventually got treated, but 
unfortunately couldn’t be discharged from the 
hospital due to an outstanding debt. He eventu-
ally died, not because of his liver disease, but 

from hospital-acquired pneumonia! He died of 
poverty, literally.

From a larger point of view, this is a question of 
access to quality, essential, primary health care 
– to competent doctors and other health pro-
fessionals, to essential medicines, and even to 
basic and critical diagnostic procedures. More 
importantly, this is an issue of health as a basic 
human right†. As a country, and perhaps as a 
global family striving to protect the rights of our 
people, we must address this issue immediate-
ly. More Nanay Tinays’ will suffer as we further 
delay the dialogue, and more importantly, the 
course of action.

The issue of public health is our collective test 
of survival. Once we begin to realize that peo-
ple’s health is our nation’s and our world’s real 
wealth, we cannot afford not to act upon this 
challenge with a sense of urgency.

Her story can save more lives
Going back to Nanay Tinay, after four hours, 
Tatay Berting returned to the ICU, carrying a 
sheet of paper containing her blood potassium 
level. It was 4.5, which is normal. The latest 
result would indeed be helpful in documenting 
her potassium status on the chart. 

But for a lifeless body such as that of Nanay 
Tinay, potassium levels are of no use. The latest 
result proved to us that she did not die of potas-
sium excess or loss, and given her deteriorating 
condition, we know that she was also fi ghting 
against a constellation of diseases – dissemi-
nated infection, respiratory failure, and many 
others. Ultimately, she battled against poverty, 
social injustice, and society’s lack of regard for 
her right to health. 

A small infusion of potassium chloride cannot 
anymore restore her life, but a young medical 
student like me can share her story, hoping that 
it will effect positive social change and save 
more lives. 

Notes
*The real names of “Tatay Berting” and “Nanay 
Tinay” are altered for confi dentiality.
#300 Philippine pesos = 6.7 US dollars. Al-
though this amount may seem small, it is al-
most equal to an average Filipino worker’s daily 
minimum wage.
^ Republic Act No. 9502 or the “Universally Ac-
cessible Cheaper and Quality Medicines Act of 
2008,” fondly called “Cheaper Medicines Act,” 
aimed to enhance access to generic drugs that 
will provide cheaper but quality medicines to 
Filipinos. It was signed into law by former Phil-
ippine president Gloria Macapagal Arroyo last 
June 6, 2008. http://en.wikipilipinas.org/index.
php?title=Republic_Act_No._9502
†Both the Universal Declaration on Human 
Rights (Article 25) and the 1978 Alma Ata Dec-
laration on Primary Health Care affi rmed health 
as a basic human right.

1. Bernabe K, Health care beyond reach of poor, say 
critics. Philippine Daily Inquirer, April 13, 2010. 
Available from: http://newsinfo.inquirer.net/in-
quirerheadlines/nation/view/20100413-263926/
Health-care-beyond-reach-of-poor-say-critics

2. National Statistical Coordinating Board. Philippine 
National Health Accounts: Distribution of Health 
Expenditure by Source of Fund (2005-2007). 
Available from: http://www.nscb.gov.ph/stats/
pnha/2007/distributionbysource.asp

Below: A screen in Zhongshan hospital, 
Shanghai, China, shows the prices that pa-
tients must pay for diagnostics. These range 
from 10 yuan (approximately 2 USD) for uri-
nalysis to 650 yuan for an MRI. Photo: Anny 
Huang, Australia
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Advocating for Insurance
BY ADEYEMI OLUWASEUN JOHN, NIGERIA
Abstract
A good health insurance scheme still remains 
the most viable opportunity to a better health 
for most people-groups in Africa and it can be 
most effective if run by the government and 
complemented by private health management 
organizations. Challenges abound in making 
this possible and it will take a purposeful and 
corrupt-free government to achieve this.

Free Dialysis for the World
Belding Scribner is not a popular name in the 
region of the world where I live. The reason is 
due to the unpopular but heroic path that the 
“father of bioethics”[1], took regarding re-
nal dialysis. For a disease whose diagnosis is 
equivalent of a death sentence, Scribner gen-
erously gave the solution free to the world. It 
is however, not the disregard of patency in his 
discovery that is of interest to me but his ideol-
ogy. He believed strongly that dialysis should 
be done primarily in a setting outside the hospi-
tal, should never be done for profi t, and should 
be universally available. Scribner did this for a 
discovery that could have put his name in the 
mouth of every doctor around the world and a 
solution that could have fl ooded his bank ac-
counts. Sadly, he could not stop the world from 
making money off him.

On June 13, 2003, Belding Scribner passed 
away but his philosophy remains. He might not 
have been able to achieve free dialysis for the 
world but he showed that his belief of free di-
alysis is possible. As far back as 1962, together 
with Dr. James Havilland, then President of the 
King County Medical Society, Dr. Scribner de-
veloped the fi rst nonprofi t, outpatient dialysis 
facility in the United States, the Seattle Artifi cial 
Kidney Center, which has since grown into the 
still-nonprofi t Northwest Kidney Centers. But 
the dialysis done here is not for all and sundry. 
It is for those whom the anonymous lay com-
mittee believes need the scarce resource the 
most. Of course, ethical issues arose from this 
structure of “free dialysis” but Dr. Scribner and 
his team had their way around it. 

Belding H. Scribner was survived by seven chil-
dren, six grandchildren, and millions of patients 
around the world whose lives, or those of their 
loved ones, were saved or made better by his 
life’s contributions.

All for One, One for All
People die in Africa. And sadly, those that are 
privileged to still be alive live only to allot 
blames. They blame the doctor for not stay-
ing by the patients’ bedsides long enough, the 
nurse for not taking vital signs at every whim 
of ache, the other relatives for not supporting 
them with money, the government for not mak-
ing health free and God, for taking their beloved 
away at such a tender age of 70! Truly, some 
cases are hopeless but a lot more could have 

been salvaged. In the part of the world where 
I live, the most common hindrance is funds. I 
have never been a proponent of free health. 
In fact, I believe there is nothing called free 
health. Someone inevitably pays for it directly 
or indirectly. In societies and countries where 
health appears free, the secret lies in a strong 
health insurance policy.

I like defi ning insurance with the phrase “all 
for one, one for all”. This statement somehow 
sums up the whole concept of insurance while 
undermining its more dominant legal frame-
work. Insurance is a legal contract that protects 
people from the fi nancial costs that result from 
loss of life, loss of health, lawsuits, or property 
damage. It provides a means for individuals and 
societies to cope with some of the risks faced in 
everyday life. And in relation to health, it pro-
tects people from fi nancial loss caused by the 
high cost of medical care.

By combining or pooling the risks of many peo-
ple into a single group, insurance can make the 
fi nancial risks associated with healthcare more 
manageable. Through insurance, each person 
who buys coverage agrees to pay a share of the 
group’s total losses in exchange for a promise 
that the group will pay when he or she needs 
services. Essentially, individuals make regular 
payments to the plan rather than having to pay 
especially large sums at any one time in the 
event of sudden illness or injury. In this way, the 
group as a whole funds expensive treatments 
for those few who need them. 

Adeyemi Oluwaseun John is a fi nal year 
medical student of the Obafemi Awolowo 
University, Nigeria and the Photography Edi-
tor of the IFMSA Publications Team.
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Most developed countries provide universal 
healthcare. Coverage is guaranteed from birth 
until death. In these countries, most hospi-
tal, physician, and pharmacy care is covered 
throughout a person’s life. Patients receive care 
according to their needs, not their ability to 
pay. From simple immunizations to serious op-
erations such as bone marrow transplants, eve-
ryone has access to whatever care is required. 

The Nigerian Story
I live in a country where good health is a luxury 
and not a privilege. This is due to the high cost 
of healthcare and the solemn fact that few of 
the population is gainfully employed. Luckily, 
Nigerian leaders understand the place of health 
insurance in protecting the lives of their peo-
ple but the structure is not well grounded. The 
health insurance scheme in Nigeria is a blend 
of the private-run health management organi-
zation and the government-run national health 
insurance scheme (NHIS). 

Several crises have rocked the health insur-
ance scheme in Nigeria. Some of which include 
the debate of whether or not the government 
should take over the health insurance of its 
people. Also, there has been strong contentions 
between the federal and state-run NHIS based 
on the opinion that the NHIS should purely be 
a federal run programme. Questions abound 

in the hearts of most Nigerians as regards to 
how effi cient that would be in lieu of the other 
failed national insurance policy schemes. There 
are also questions regarding integrity issues as 
past insurance schemes have failed because of 
fraud.

These crises are not isolated problems of Ni-
geria. They are common indices found in some 
other African countries. And as long as these 
countries do not fi nd lasting solution to these 
problems, they still remain in the Dark Age. 
Ghana is a good example of a country that rose 
up to the challenge and surmounted the hur-
dles of attaining an effi cient health insurance 
scheme. Ghana’s national health insurance 
scheme is believed to be one of the richest 
dividends of democracy that the then Presi-
dent, John Kuffour handed over to his people.2 
Of course, there might still be slight structural 
and implementation issues but that would be 
perfected with time. Nigeria is also on the track 
of change and will get there soon – hopefully.

Making Things Work
Can the health care system work in Africa? 
Yes it can; at least, evidenced by the current 
happening in Ghana. What Africans need is a 
healthcare system that guarantees access to 
qualitative healthcare at an affordable price. 
And the answer lies in a strong and effi cient 

Above: “Giving” - She is one of the disadvan-
taged children in an unequal society. Photo: 
Pawin Panijayanond , Thawalsak Ratanasiri, 
Thailand
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national health insurance scheme. A national 
health insurance scheme can never solve all the 
health problems in an African country but it can 
take off a large chunk of the burden. Through 
insurance, a sizeable and strategic segment of 
the population would be captured. And the rest 
would be settled with a strong primary health 
care system.

For countries that run a federal system of 
government, the states and federal NHIS pro-
grammes can both coexist. It will allow for va-
riety and diversity rather than over-centraliza-
tion. HMOs can then operate independently at 
various levels and they need not be under the 
control of the federal government.  In fact, uni-
versal coverage will be better achieved through 
decentralisation and greater investment in pri-
mary health care targeted at the poor. Sure, 
there are countries in the world where health-
care insurance is completely public sector driv-
en as part of an overall reform framework, but 
it is a model that is suitable to African countries 
only if there is credibility, transparency and ac-
countability in leadership. Sadly, based on past 
records, this is not the case. 

Also, health workers need to be motivated to 
take their jobs more seriously and be interest-
ed in serving their countries, and not foreign 
lands with promises of better conditions. Gov-
ernments at all levels must assign more funds 
to the growth of the health sector with inter-
national standards in mind. Special attention 
must be paid to colleges of medicine, teaching 
hospitals and health related institutions to en-
sure quality training of medical personnel. A lot 
more energy should also be devoted to public 
enlightenment and the creation of social safety 
nets. People need to know what health insur-
ance is all about: are they entitled to discounts? 
Is there a linkage between lifestyle choices and 
health insurance packages? Can they make 
choices and if so, what kind of choices? 

In Conclusion
Some dreams are born while others remain still-
births. What gives life to a dream is commit-
ment. Belding Scribner had a dream that renal 
dialysis would be free and then spent his life 
achieving this dream. His name is written in the 
annals of history as the man who saved mil-
lions of lives. I wish African leaders would take 
a cue from this man and dedicate their service 
in making health insurance work in their coun-
tries. 

1. Couser WG. In Memoriam Belding H. Scribner, MD 
1921–2003. Journal of American Society of Neph-
rology 14: 2419–2420, 2003

Above: Snapshot of Antigua, Guatemala - Life in the streets of Guatemala.  Beautiful fruit 
cart, selling pre-cut mango, oranges, papaya, and other delicious fruit.  This is a commonly 
overlooked source of parasites and spread of infection due to unsterile preparation. Photo: 
Meghan Kizuik, Canada

Below: Inadequate infrastructure for waste disposal such as can be found in this part of La-
gos, Nigeria, contributes to an increase in the disease burden. Photo: Anny Huang, Australia

“By combining or pooling the risks of many people into a single group, insurance can make the 
fi nancial risks associated with healthcare more manageable. Through insurance, each person 
who buys coverage agrees to pay a share of the group’s total losses in exchange for a promise 
that the group will pay when he or she needs services.”
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What can we do to reduce health disparity?
A brief reflection on the flood
BY YEN-HAO CHU and MAO-HSUAN HUANG, TAIWAN

On October 21, 2010, the periphery of Typhoon 
Megi swept past Taiwan, bringing an unforget-
table nightmare to the residents of Su-ao, a 
small town located in north-eastern Taiwan. 
Unprecedented heavy rain pelted the fl at plain, 
accumulating a total of 939 millimetres within 
a single day. After Typhoon Megi left, Su-ao 
was fl ooded by mudslides and left temporarily 
paralyzed. Many victims of the fl ood were dis-
placed from their homes and had to take refuge 
in local aid centres, including those provided 
by the government and various NGOs. Though 
free from imminent danger, many who wit-
nessed the fl ood would re-experience the hor-
rors through vivid fl ashbacks of the terrifying 
events, which still haunt their days. 

In early November, the Federation of Medical 
Students - Taiwan (FMS-Taiwan) joined the Tai-
wan E-well Society in setting up a free clinic 
for the disaster that struck Su-ao. Preliminary 
assessments of the damage wreaked by the 
typhoon were done prior to setting up the clin-
ic. Members of FMS-Taiwan worked with other 
medical professionals in preparing for the pro-
bono clinic. A post traumatic stress disorder 
(PTSD) screening questionnaire was specifi cally 
prepared for this relief effort, with the primary 
goal of prevention of PTSD. The psychological 

well-being of the residents of Su-ao would be 
assessed, and proper counselling recommend-
ed for those severely affected emotionally by 
the fl ood.

During the event, physicians provided free 
physical examinations and health guidance for 
63 residents, while medical students helped 
record the past medical history of the patients, 
carried out the PTSD survey and taught basic 
health education. Other than providing free 
medical services, bed quilts and other basic ne-
cessities were provided to the disaster stricken 
residents in need. As part of an effort in pro-
viding relief aid to the landslide affected areas, 
FMS-Taiwan and charity groups went door-to-
door to distribute the quilts. More importantly, 
through household visits, medical students 
were able to provide emotional support for the 
local villagers. 

The National Health Insurance has been estab-
lished for fi fteen years in Taiwan, but health 
disparity still exists. This is especially apparent 
after disasters such as the typhoon mentioned 
above, with the gap being exacerbated and 
unveiled. According to the statistics from the 
Abridged Life Table in Taiwan 2009, the life ex-
pectancy of those living in rural eastern Taiwan 

Above left: Yen-Hao Chu is a fourth year 
medical student in National Yang-Ming Uni-
versity, Taiwan. He is the Director of Public 
Relations of IFMSA-Taiwan, and his hobbies 
include travelling, karaoke, table-tennis and 
making friends.
Above right: Mao-Hsuan Huang is a fi fth 
year medical student in National Yang-Ming 
University, Taiwan. His hobbies include pho-
tography, scuba-diving, hiking, reading nov-
els and watching movies.
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in 2009 is the same as that of those living in 
the country’s capital, Taipei, in 1995. This is a 
fi fteen year gap in life expectancy, despite the 
two locations being merely 80 kilometres apart.
[1] Why is there such a difference in life ex-
pectancy? While uneven allocation of medical 
resources plays a role, socioeconomic factors 
should also be taken into consideration. Many 
residents living in rural areas are of a lower so-
cial status, and are offered fewer educational 
resources, public health services, and social 
support networks. These fi elds often lack ad-
equate government funding, in addition to lack 
of proper health education. The community 
as a whole is placed at risk of suffering from 
chronic diseases such as diabetes and cardio-
vascular disease, frequently due to excessive 
consumption of alcohol, betel nuts, and ciga-
rettes. These hidden socioeconomic factors 
rarely catch public attention the same way as 
the aftermath of destructive typhoons. Despite 
steady economic growth, the establishment of 
the National Health Insurance, and accessible 
utilities and services, health disparity still per-
sists in Taiwan’s society. Disasters, more often 
than not, add insult to injury.
     As medical students, how can we improve 
health equity? The following are the possible 
approaches [2]:

Fund disease prevention rather than dis-
ease treatment
The government, NGOs, and students should 
reach a consensus in constructing a multi-dis-
ciplinary communication network. The afore-
mentioned free clinic is an pertinent example 
of such a coordinated effort. First, FMS-Taiwan 
and NGOs teamed up to investigate residents’ 
mental health status and the conditions of the 
local surroundings, hoping to nip psychological 
conditions such as PTSD at its root. Later, the 
collected data was analysed, and the statistics 
reported to the Public Health Bureau. Finally, 
the concerned parties, mainly the government 
authorities, can then make an effort towards 
policy-making and implementation as well as 
emphasize public health infrastructure.

Strengthen communities
Community is an important determinant of 
health disparity. For example, community stres-
sors such as structural processes, environ-
mental pollutants, and lack of neighbourhood 
resources may lead to individual stress; there-
fore residents may become more vulnerable to 
illness when exposed to environmental stress. 
[3] We can design individualized long-term 
programs that are of the most concern to the 
community, such as holding annual symposi-
ums on community empowerment, educating 
members on focusing on minority groups, us-
ing positive deviation theory to foster a self-
organizing sustainable community, and even 
establishing intercommunity communication 
in order to stimulate improvement through the 
ripple effect. A knowledgeable community is 
essential in implementation of health policies, 
and through education and training, they can 
become independent and self-sustaining.

Make voices heard through the Internet 
and media
By utilizing media and social networks such as 
the Internet, newspaper editorials, and work-
shops held by the various committees of IFM-
SA, not only can more medical students learn 
and recognize the importance of socioeconomic 
factors affecting health inequality, but the gen-
eral public can also become aware of both the 

causes and effects of such a social issue. With 
advertisements and campaigns strewn across 
the Internet, essential health education can be 
conveyed to the audience with several clicks of 
a fi nger. With proper management, the media 
can easily be utilized to its full potential.

Concluding statement
According to the Adelaide Statement on Health 
in All Policies, “A healthy population is a key 
requirement for the achievement of society’s 
goals. Reducing inequalities and the social gra-
dient improves health and well-being for every-
one.”[4] Although the status quo of health eq-
uity is a much-desired thought, if we are willing 
to contribute our voice, time, and dedication to 
this cause, together we can bring about reform 

in policies and attitudes towards socioeconomic 
factors. Together we can bring change to our 
treasured communities.

1. Taiwan Ministry of Interior, Abridged Life Table In 
Taiwan; 2009

2. Atkins D, Moy EM. Left behind: the legacy of hur-
ricane Katrina. BMJ 2005; 331: 916.

3. Geel GC and Payne-Sturges DC, Environmental 
Health Disparities: A Framework Integrating Psy-
chosocial and Environmental Concepts; 2004

4. Adelaide Statement on Health in All Policies. Re-
port from the International Meeting on Health in 
All Policies. Adelaide: 2010.

Above and left: The students of IFMSA-Taiwan offer assistance to victims of Typhoon Megi.

Below: The town of Su-ao after the destruction caused by Typhoon Megi and its aftermath
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Social Factors in Relation to HIV Diagnosis
BY NICOLAS XU, CANADA

Background
A social determinant of health framework con-
tributes to our understanding of health by ex-
amining the social context of HIV/AIDS.  The 
infl uence of social conditions, especially struc-
tural positions, on the health and well-being of 
persons living with HIV/AIDS is an important 
area of HIV research. Social conditions may 
be the social positions that people hold (both 
achieved and ascribed) such as race/ethnicity, 
gender orientation, socioeconomic status (edu-
cation, occupation, income, employment sta-
tus) and age; but also process or resource vari-
ables such as social support, resiliency factors 
such as sense of personal control, and social 
capital [1]. The intent of this paper is to review 
whether and how social and demographic fac-
tors are associated with time of HIV diagnosis. 

Current antiretroviral therapeutic guidelines 
support that the early initiation of treatment for 
HIV is associated with virological, immunologi-
cal, and clinical benefi ts. However, many peo-
ple with HIV are diagnosed relatively late in the 
course of their infection. Even when individu-
als suspect that they may have been exposed 
to HIV, they often delay seeking testing. In the 
United States, it was estimated that a third of 
HIV-positive people might be unaware that they 
were infected [2]. In Europe, a large propor-
tion of HIV infections were undiagnosed before 
the onset of AIDS [3]. Further, timely testing 
for HIV does not guarantee prompt entry into 
treatment. A range of one to fi ve years between 
knowing a positive test result and seeking pri-
mary HIV care has been reported [4, 5].  In 
addition to the benefi ts to individuals, early di-
agnosis and HIV treatment provides signifi cant 
public health benefi ts. Factors associated with 
the time of diagnosis have been presented; 
however, the associations of demographic and 
social factors with early diagnosis are either not 
well studied or inconsistent. Hence, research to 
understand the association between social fac-
tors and estimated time between infection and 
diagnosis could be benefi cial for timely HIV di-
agnosis and  treatment.  

Age 
Limited studies have investigated the as-
sociation of age and time of HIV diagnosis in 

the literature and this association is not clear. 
One study showed that late testing was more 
likely among people less than 20 years of age 
or more than 55 years of age, heterosexual 
people, people without a reported risk, people 
with private insurance, people born outside of 
the United States and people whose initial AIDS 
diagnosis was an opportunistic infection [6]. 

Gender
In the United States, an annual national prob-
ability survey revealed that from 1991 to 1993, 
the proportion of women aged 18 to 44 years 
who had ever been tested for HIV increased 
from 19 to 32% [7]. Trends suggest that the 
proportion of women being tested for HIV in the 
United States is increasing but there still remain 
high-risk and infected women who are unaware 
of their serostatus. Studies have shown that a 
large proportion of women at risk of HIV infec-
tion have either not been tested or delayed 
seeking testing or have failed to obtain results 
after HIV testing [4, 8, 9, 10, 11, 12]. However, 
Miller et al. found that 64% of 470 Hispanic and 
African-American women attending an inner-
city US family planning clinic accepted HIV test-
ing, and that most of the women tested (87%) 
returned for their results [13]. In a cross-sec-
tional study of HIV testing patterns among 131 
low-income African-American mothers, 41% of 
the women reported that they had been tested 
for HIV and 18% more than once [14]. Women 
who had been tested were more likely to report 
a greater number of sexual partners within the 
past 5 years, and not having used a condom 
during their last episode of intercourse [14]. 
Further, Heckman et al. found that women who 
were more likely to have been tested for HIV 
were younger, perceived themselves to be at 
risk of HIV infection, reported more conversa-
tions with peers about AIDS concerns, and had 
condoms readily available [15].

Race and ethnicity 
Studies on the associations between race/
ethnicity and HIV testing mainly focused on 
African-American and Hispanic populations. In 
the United States, national surveys in the late 
1980s and early–mid 1990s showed that Afri-
can-Americans and Hispanics were more likely 
to report having been tested for HIV compared 
with Whites [8, 16, 17, 18]. However, in a pop-
ulation-based sample in Los Angeles County, 
Sorvillo et al. found that compared to White 
clients, African-Americans and Latinos were 
less likely to detect their HIV infection early 
[11]. Similarly, a study in the United Kingdom 
showed that among 4127 adults diagnosed with 
AIDS, people who were non-white (race/ethnic-
ity not specifi ed) were more likely than others 
to be unaware of their HIV infection before they 
were diagnosed with AIDS [19].

A survey of 2717 heterosexual African-Ameri-
can adults conducted between 1990 and 1991 
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 Right: The outreach HIV Voluntary Counsel-
ling and Testing site in Kangongo, Namibia, 
is a simple tin shed. Nonetheless, its exist-
ence has meant an increased compliance 
with HIV treatment as patients no longer 
had to walk or hitch-hike the 25 kilometers 
to the nearest hospital. Photo: Anny Huang, 
Australia
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revealed that whereas 22% reported some risk 
of HIV infection, of those, only 24% had been 
tested for HIV [20]. Among attendees of US 
clinics for the treatment of sexually transmit-
ted diseases, African-Americans have been 
reported to be more likely to refuse HIV test-
ing, to report not having been tested in the 
past and to fail to return for their test results 
if they are tested [21, 22, 23, 24, 25], when 
compared with white clients. Test refusal and 
failure to return for results have been associ-
ated with a number of factors, including previ-
ous testing episodes, fear of learning positive 
results, and perceptions of low risk [21, 22]. In 
a study of 952 clients voluntarily entering pub-
lic alcohol treatment centers in San Francisco, 
African-American and Hispanic clients were sig-
nifi cantly less likely to report previous HIV test-
ing, when compared with whites [26]. Taken in 
aggregate, these data suggest that whereas 
some racial/ethnic minority populations report 
more frequent testing than whites, there is also 
evidence that a substantial number of at-risk 
racial/ethnic minorities have not yet been test-
ed for HIV, or test late, after the presentation 
of symptoms. 

Income 
Several studies have shown inverse associa-
tions of HIV testing with income in the United 
States, i.e. people of lower income are more 
likely to have been tested for HIV [17, 18, 27]. 
However, the association between higher in-
come and educational levels and earlier HIV 
diagnosis (i.e. recognition of seropositivity 5 
years before the diagnosis of AIDS) has also 
been reported [11]. 

Men who have sex with men
Although it has been reported that gay men 
with high, self-reported sexual risk are more 
likely to be repeatedly tested for HIV (28, 29), 
other people from this population may be 
unaware of their serostatus. Studies from the 
United States and Canada, based on both com-
munity and household venues, showed that be-
tween 32% and 47% of gay men sampled did 
not know their current HIV serostatus [30, 31]. 
Among gay and bisexual men at risk of HIV in-
fection, the fear of learning about a positive test 
is a commonly reported reason for delaying or 
avoiding HIV testing [30, 31, 32, 33]. Also, rea-
sons for not testing include a previous bad test-
ing experience, concerns about confi dentiality/
desire for anonymity, and perceptions of being 
in good health and therefore not requiring the 
test [30, 31, 32, 33, 34]. Particularly interest-
ing is the fi nding that gay men who have higher 
levels of socialization in gay identifi ed venues 
[35], and those who are better integrated into 
the gay community [36] are more likely to be 
tested for HIV.

Injection drug users (IDU)
Among injection drug users in the United States 
and the United Kingdom, drug treatment is a 
major predictor of HIV antibody testing [37, 
38, 39]. A history of incarceration or treatment 
for a sexually transmitted disease also predicts 
HIV testing among IDU [37]. The presence of 
symptomatic HIV disease has been reported to 
be strongly associated with HIV testing among 
IDU [37]. In a review of over 72,000 testing epi-
sodes in the United States publicly funded sites, 
the highest rate of HIV infection among IDU was 
found among those clients being seen in physi-
cian offi ce sites, perhaps refl ecting people who 
were seeking care for symptomatic HIV disease 
[40].

Summary 
Further understanding of the impact that demo-
graphic and social factors have on time from 
HIV infection to diagnosis is important to people 
living with HIV and their families. As well fi nd-
ings of this area will inform research on the so-
cial determinants of HIV/AIDS and disease pro-
gression. It is anticipated that future research 
to examine the relationship between social fac-
tors, and health and well-being among people 
living with HIV will be of benefi t to them.
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The Cost of Life: So Easy, Yet So Difficult
BY OMAR MUKHTAR, EGYPT

“Health is not mainly a matter of doctors, social 
services and hospitals, but an issue of social 
justice.”  (K. Park – Indian scholar)

The most signifi cant determinant of an indi-
vidual’s access to healthcare among other 
factors is their socioeconomic status govern-
ing inequality of access to healthcare globally. 
Consequently, the discriminated distribution of 
wealth and poverty account for the most haz-
ardous inequalities underprivileged populations 
face. It should be considered that a slight shift 
in the global economic attitude can turn this 
situation around. 

Out of the six billion people that inhabit our 
world, fi ve billion live in low and middle income 
countries. These fi ve billion suffer from 93% 
of the global burden of disease but only have 
access to 11% of global healthcare resources. 
More than 40% of the world’s healthcare re-
sources are spent in the United States. In 2001, 
14.1% of the United State’s budget was allocat-
ed to healthcare meaning an average of over 
$5000 per person. This is some 500 times more 
than the amount spent in the poorest countries 
of the world. 

The entire international health collaboration 
only accounts for six billion dollars (10% of glo-
bal funding) which leads us to the fact that the 
greatest share of spending comes from individ-
uals and countries themselves. This is alarming 
considering the socioeconomic hardships such 
countries most probably encounter.

Accordingly, it is defi nitely an issue of social 
injustice that over eight million children under 
the age of fi ve die from malnutrition and mostly 
preventable diseases annually, and that pneu-
mococcal diseases became the number one 
vaccine-preventable cause of death worldwide 
with an annual mortality of 1.6 million people. It 
is an impending situation which is further exac-
erbated by poor social policies, bad politics and 
unfair economics.

To address these health issues, the World 
Health Organization’s Commission on the Social 
Determinants of Health suggested 3 principles 
of action to face this imbalance in healthcare 
services:
1. Improve the conditions of daily life—the 

circumstances in which people are born, 
grow, live, work, and age

2. Tackle the inequitable distribution of pow-
er, money, and resources—the structural 
drivers of those conditions of daily life—
globally, nationally, and locally.

3. Measure the problem, evaluate action, 
expand the knowledge base, develop 
a workforce that is trained in the social 
determinants of health, and raise public 
awareness about the social determinants 
of health.

As an independent medical students’ body en-
gaged in the efforts of civil society to tackle 
healthcare inequality, these principles are fea-
sible for adoption to fully orient the public and 
direct decision-makers to responsibly allocate 
national resources to the sectors of population 
with low socioeconomic standards both globally 
and nationally.

Empowering our communities to take action 
against healthcare inequality using any means 
possible is essential to facilitate healthcare re-
forms which are already taking place especially 
in developing countries aspiring to an undis-
criminating and prosperous future.
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2. Gapminder [homepage on the Internet]. Gapminder 
foundation, c2006-2011. Available from: www.gapmind-
er.org
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Below: The Illustration is meant to depict the inequality that exists with respect to the administration of health care in the United States 
between the wealthy and the poor. The sick, homeless gentleman (in the forefront) sleeps outside, across the street from a family doctor’s 
offi ce that is currently accepting new patients. He must go without treatment due to inability to pay, leading to unnecessary pain and suf-
fering. Picture: Michael Corbo, Canada
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