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L 01 g isie prefigge il mantenimento dello

stato di salute, sia attraverso | 60 el I mi
o la riduzione delle cause ambientali di
malattia, sia attraverso il rafforzamento

delle difese individuali .

La medicina preventiva invece consiste nel
diagnosticare precocemente le malattie In
modo da arrestarne o rallentarne |
decorso.

Vittorio Puntoni
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Strategy of prevention: lessons from cardiovascular discasc
GEOFFREY ROSE

1 un obaetrican had 3 cose of echmpria be would ek, “What s

wen wreag ® The occurrence of a preventablo disaster is 3 o .
threat 10 his protessional nepesation, for an obstetrican accepts sy 5B
pevisaron we an intogral pert of his noreal profecsnal LI
cesponsbidities, Amsenatal care is in fact largely preventive, and 0 >
the Integration of prevention with trestment hay led w0 an ¢
exceent (a8 in motomal s perinatal morblity rates. In > LI,
pendatrice s there zm no demarcation. dopeses bebween Ot e
peevention and treatment; and ® smdar trend = mow als : England and Waiey
apeeansg (o gesenal practics, 1§ & stroke veosn in an untrered 5 TN
bty trrssed hymers -d peneral k3 o 2 Mg
ks, “What went wreag ¥ For, in middic sge at least, strks g Bk
are larpely prevenmble. When coe occurs it suggses 3 pasible 2 wi e
Sallure of prostice crganisaton. %
£ o
Clinician and prevention g
£
Unfneninasely, in other brasches of mediciae there i 4 0
continuing and regrettuble sepseation of the therapeutic and the
preventive Tules, sed doctors penerally continue 1o 5ot the care pen
of the wirk a their whele respoasibility, o R T TP,
S —
CONONARY WERART DISEASE 1S TREVENTAILE PP S g 1
Figure | shows e recent trends i morsality from coronsey r" )= Age-akuntod Jesh r-x-lmmm-n e
Beart dacic in vaciows countries of the weeld. [n Japun tee CC00. X orvion, 410-44f smhoty aen il : N 14

mtes have throughout this perod been extremely Jow. Ia

Pibdisbed by Osdanl Lnsvers ity Frevs an betall of the bmerne ol Egadembobigodl Avsnda thor Indrmatond Ll of Epndesndebpty 200139875 47

The Authun 2009 ol yghio srsovwed Advasr Acsews publicstivm | Ninsssler 2000 best 10 1090 ey t) A

SOCIAL INEQUALITIES IN HEALTH

Rose’s population strategy of prevention need
not increase social inequalities in health

Lindsay McLaren,* Lynn Mcintyre and Sharon Kirkpatrick

Accepted 21 Seplember 2000

Geollrey Rose’s 1985 paper, Sick individuals and sick populations, con-
tinues 10 spark debate and discussion. Since this ariginal publication
there have been two notable challenges 10 Rose’s population strategy
ol prevention, First, identification of high-risk individuals has
Improved considerably in accuracy, which some believe obviates the
need for population-wide prevention strategies. Secondly, and more
recently, it has been suggested that population strategies of preven-
thon may inadvertently worsen soclal Inequalities in health. We argue
that population prevention will not necessarily worsen social inequal-
Ithes In health, and the lkelihood of it doing so will depend on
whether the prevention strategy is more structural (tamgets condithons
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The state’s role in promoting population health: Public health
concerns in Canada, USA, UK, and Sweden

Dennis Raphael **, Toba Bryant®

# School of Health Policy and Management, Atkinson Faculty of Liberal and Professional Studies, York University,
4700 Keele Street, Toronto, Ont., Canada M3J 1P3
® Centre for Research in Inner City Health, St. Michael’s Hospital, 70 Richmond St. E., 4th floor, Toronto, Ont., Canada M5C IN8

Abstract

Despite the expanding literature on the importance role public policy plays in influencing the broader determinants of the
public’s health, profound differences exist among jurisdictions in the attention placed by the State — as represented by public health
authorities and agencies — upon such activities. In this paper we examine the dominant public health models of Canada, USA, UK.
and Sweden. The Canadian and USA public health communities are focused upon individualized approaches to risk management.
In contrast, the UK and Swedish public health scenes are more oriented toward broader approaches to health determinants. We
argue that the extent to which governments, public health agencies and public health workers concern themselves with public
policy approaches to address broader determinants of health depends upon the particular model of health adhered to within each
jurisdiction. And whether a health model is adopted depends upon the ideological and political context within which a nation is
situated. Canada represents a situation where concerted effort to influence governmental policy directions by the public health
community could reap significant benefits.
© 2005 Elsevier Ireland Ltd. All rights reserved.

Keywords: Public health: Determinants of health: Health promotion
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The financial crisis in Italy: Implications for the healthcare sector
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Fig. 1. GDP (2001 =100) and public healthcare expenditure/GDP ratio (2001-2010).

The global economic and financial crisis is having and impact on the Italian healthcare
system which is undergoing a devolution process from the central government to regions
and where about one third of the regional governments (mainly in the central and south-
ern part of the country) are facing large financial deficits. The paper briefly describes
the current macro scenario and the main responses taken to face the crisis and high-
lights the downside nisks of introducing “linear” cuts in the allocation of resources. While
Jjustified by the risk of a national debt default, present fiscal policies might increase inequal-
ities in access to care, deteriorate overall health indicators and population wellbeing, and
sharpen existing difference in the quality of care between regions. Preliminary evidence
shows that the crisis is affecting the quality of nutrition and the incidence of psychiatric
disorders. During this difficult financial situation ltaly is also facing the risk of a major
reduction in investments for preventive medicine, Evidence Based Medicine infrastruc-
tures, health information systems and physical capital renewal, This cost-cutting strategy
may have negative long term consequences Also, important achievement in terms of lim-
iting waiting lists, improving continuity of care and patients’ centeredness, and promoting
integration between social and health care may be negatively affected by unprecedented
resources’ cuts. It is essential that in such a period of public funding constraints heaith
authorities monitor incidence of diseases and access to care of the most vulnerable groups
and specifically target interventions to those who may be disproportionally hit by the
crisis.

0 2012 Elsevier Ireland Ltd, All rights reserved.
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Data are from the Tufts—New England Medical Center Cost-Effectiveness Registry. QALY denotes

quality-adjusted life-year.
Cohen JT, Neumann PJ and Weinstein MC. Does Preventive Care Save Money?
Health Economics and the Presidential Candidates. The New England Journal of
Medicine, 2008 ;7:661- 3.
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Cancer screening and health system resilience: Keys to
protecting and bolstering preventive services during a financial crisis

Jose M. Martin-Moreno *"*, Ahti Anttila¢, Lawrence von Karsa¥¢,
Jose L. Alfonso-Sanchez®, Lydia Gorgojo*©

* University of Valencia, Department of Preventive Medicine and Public Health, Av. Blasco beaiex 15, 46610 Valencia, Spain
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¢ Intemational Agency for Resurch on Cancer, Lyon, France

© Bwropean Observatory on Hedlth Systems and Policies, Brissels Belgiaom
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KEYWORDS Abstract The aim of this paperis to elucidate the rationak for sustaining and expanding cost-
Cancer effective, population-based screening services for breast, cervical and colorectal cancers in the
Secondary prevention context of the current financial crisis. Our objective is not only to promote optimal delivery of

Economic recession high-quality secondary cancer prevention services, but also to underline the mportance of
Budgets strengthening comprehensive cancer control, and with it, health system response to the com-
Economic factors plex care chalknges posed by all chronic discases. We focus primarily on issues surrounding
Financial management planning, organisation, mpkmentation and resources, arguing that given the growing cancer
Policy-making burden, policymakers have ample justification for establishing and expanding population-
Public palicy based programmes that are well-organised, well-resourced and well-executed. In a broader eco-
nomic context of rescuc packages, deficits and cutbacks to government entitkments, health
professionals must mtensify their sdvocacy for the protection of vital preventive health srvices
by fighting for quality services with clear benefits for population health outcomes.
© 2012 Elsevier Ltd. All rights reserved.
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AHA Policy Statement

&

Value of Primordial and Primary Prevention for
Cardiovascular Disease
A Policy Statement From the American Heart Association

William S. Weintraub, MD, FAHA, Chair: Stephen R. Daniels, MD, PhD, FAHA, Co-Chair;
Lora E. Burke, PhD, MPH. FAHA; Barry A. Franklin, PhD, FAHA:
David C. Goff, Jr, MD, PhD, FAHA: Laura L. Hayman, PhD, RN, FAHA;
Donald Lloyd-Jones, MD, ScM, FAHA: Dilip K. Pandey, MBBS, PhD:

Eduardo J. Sanchez, MD, MPH; Andrea Parsons Schram, DNP, CRNP; Lauric P. Whitsel, PhD;
on behalf of the American Heart Association Advocacy Coardinating Committee, Council on
Cardiovascular Discase in the Young, Council on the Kidney 1n Cardiovascular Disease. Council on
Epidemiology and Prevention, Council on Cardiovascular Nursing, Council on Arteriosclerosis,
Thrombosis and Vascular Biology, Council on Clinical Cardiology. and Stroke Council

Abstract—The process of atherosclervsis may begin in youth and contioue for decades, leading to both nonfatal and fatd
cardiovascular events, including myocardial infarction. stroke, and sadden death. With primordial and primary prevention,
cardiovascular disease is largely preventable. Clinical triad evidence has shown convincingly that pharmacological treatment
of risk factors can prevent events. The data amre less definitive but also highfy suggestive that approprate public policy and
lifestyle interventions aimed ot eliminating tobacco use. limiting salt coasumption, encowraging physical exercise, and
improving diet can prevent events. There has been concern about whether efforts aitned at pnmordial and primary prevention
provide value (ie, whether such inferventions are worth what we pay for them). Although guestions about the valwe of
therapeutics for acute disease may be addressed by cost-effectiveness analysis, the long time frames involved in evaluating
peeventive interventions make cost-effectiveness amalysis difficult and necessanly flawed. Nopetheless, cost-effectiveness
analyses reviewed in this policy statement largely suggest that pablic policy, community efforts, and pharmacological
interveation are all fikely to be cost-effective and often cost saving compared with common benchmarks. The high direct
medical care and indirect costs of cardivascular d@sease—approaching $450 billion a year in 2010 and projectad to rise 1o
over $1 tnlfion a year by 2030—make this a criticad medical and societal issue. Prevention of cardiovascular disease will also
peovide great vafue in developing n healthier, more productive society. (Circulation. 2011:124:967-990.)

Key Words: AHA Scientific Statements m cardiovascular diseases m prevention
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Rafforzare le strutture e i servizi di Sanita Pubblica

RC 2011: Framework for Action RC 2012: European Action Plan
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