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Abstract

The purpose of this paper is to analyze the intenadetween human health and the socio-econonmiditons in
which it occurs.

Form the individual health point of view, the h&alk an element component of the individual negg$esn. But,
from the national perspective, the health is a deoaconcept that implies economic, social, and Ipslpgical
influences.

The study will employ the method of statisticaladanalysis. The source of these data will consish fthe official
national and international reports issued by tisétirtions involved in these tasks.

Having as start point the reality of the increasiegds and limited resources for the health cans,aiesults the
necessity of diminishing the impact of risk factdresides the well-balanced resources management.

The social dimension of health analysis has to tat@® account that health care market does notadpdry the
rules of a free market; it is a typical case of tked failure". The analysis of risk factors withcgad implications
(alcohol, tobacco, drugs, poverty) is about to bredin conjunction with health services markethviiicome and, not
least with government health policy.

In Romania, the financing gap in health care, lBadn increased incidence of certain diseases.eTisgases
determine direct implications in the economy (laporductivity, the use of working time, etc.), aado in the level of
welfare.

The process of searching of the most appropriateiwarganizing the Romanian health care systensisted of
privatization of primary health sector (family dot, pharmaceuticals), and in decentralization aggtegation in the
secondary health care (hospitals). This reform it resolve the inconsistency between funding opjpitres and
health needs.

Based on these developments, we consider thatmihtges should be adapted to the realities, based coherent
system of indicators to highlight the relationshgtween the health status of population and ecangroiwth.

Keywords:health, health determinants, financing of healtbifare, social development, medical ressources.

1. INTRODUCTION — THE SOCIAL PERSPECTIVE OF HEALTH

Health is a broad concept, with implications bdtindividual (via the individual's biologic heritagjand
social levels. It represents an essential compowénthe concepts of “quality of life” and “human
development”. Health is not only a basic humantright also a perquisite of economic development.

Health, as economic concept, and its (downstreacth wggstream) influences have issued multiple
debates. On the agenda of governments and intemahtinstitutions, the health represents an impobrta
issue. In this respect, one of the World Healthadrgation and UNICEF developed the action plan “We
Can End Poverty 2015” in the framework of the jgpnbgram “Millennium Development Goals”. The
Center for Global Health and Economic DevelopmdéDGIHED) plays a major role in mobilizing and
developing global health programs, aiming to inseeauality of care, especially for disadvantaged
population categories, the sustainable economieldpment, and monitoring of Millennium Development
Goals.
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The importance of health requires a three-dimemsianalysis, based on changes involved: political-
demographic, economic and social. There may natpeeated a clear distinction between the threecéspe
of health; they interact and exert joint influerare each other, which causes changes in societyndmlke.
Therefore, in the following presentation, besidke economic perspective of health, there has to be
encompassed the social development points, agetitdisease or of its’ absence.

This is the reason why health should not be reghideits’ simple sense, that is, the “absence of
disease”, but in a broader context, taking intooaat its triple size, as effect, on the one harfdihe
determinants complex that condition it (age, séind conditions, environment, working conditions,
environmental conditions, accessibility and quatifyhealth services etc.) and, on the other hamal risk
factors as result of each individual life styleqdio alcohol, tobacco etc.) .

The social factors have influence not only on papoh state of health but also on the future effort
society in assuring an equitable and proper lef/bkalth.

This paper work is part of a larger step with thepose of identifying the ways to decrease thetheal
expenses (risk factor reduction, preventive medicexpensive reduction in all hospital units by |ging
management accounting, a good elaboration and &traiion of budgets for each medical unit etc).

In performing this study we have utilize the statisnalyze of data using as sources of informattinen
official reports of national and international ihstion with function in this area.

The risk factors analyze with social implicationic@ol, tobacco, drugs, pauperization) must be
accomplish in correlation with the health servioegket, with incomes level and, last, but not #eest, with
government policy in health area.

The connection between different range of indicafearnings — life expectancy at birth, health am®u
— life expectancy or infant mortality, welfare skifactors), even if has a medium intensity, cgmegent the
base of a better management of the health resources

Within this study we have analyzed the situatior?@fcountries, members of EU, and we will try to
place Romania comparative with the other stateshmesn

2. LITERATURE REVIEW

Given the influences to and from health, J. de Ksdoué dismantles the belief that medicine andheal
are synonymous and, that is, more medicine dogtorsd lead to improvement in population healthstat
It reminds that the researches conducted by Thavaéeown proved the improved life expectancy in
Europe of the 1950s was a result not of increasgbeamumber of physicians, but of transformatiorifen
conditions. Nutrition and hygiene have improved,intyadue to growth due to industrial revolution.
(2009:14)

The health systems development in the years 1930;Mas a process that deployed in parallel with
economic growth and leaded to social developmeBuiopean countries. (B Palier, 2004:24).

The contemporary literature emphasizes the linkvbenh health state of population and the economic
situation. Thus, in the book "Health and economiowgh — Findings and Policy Implications", G.L.
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Casasnovas, B. Rivera and L. Currais, states masting in the health sector will create impotthenefits
in economic policy and social development”. (200%..5

In the 2004 Report of the Mexican Commission on idaconomics and Health, the health is considered
as an asset with dual role: to create incentivasalso to minimize the balance damages due torseve
conditions (related to individuals or natural disas). Thus, results the emphasis on improvingipuaalth
role in protection against adverse situations (sels, death, unemployment, disease, economic ,crises
natural disasters). (2004:38).

M. J. Husain (Keele University) argues that, ifrthés a positive between productivity and incomed,a
if the health results in income increase, that iegpthe state of health should lead to increageciome and,
therefore, to well-being.

The role of investment in healthcare, in order nsuge a healthy population as a decisive factor of
production is also stated by T. Schultz. (1981).

In the work “European Union Health Policy” C. Busmd C. Vladescu, develop aspects of the influence
of lifestyle upon health status. (2011:207).

There is an inter-connection between the qualitylifef the health determinants and the economic
development, and there are an important numbeudfes and models developed in this regard, sucklas
Lalonde (1976), Dahlgren and Whitehead (1992), RARterson (1995), Hamilton and Bhatia's cube model
(1996), Lisa Berkman (2000), or Etches pyramid nh¢2@06).

Ariel Beresniak and Gérard Duru emphasize thatthealidies without addressing economic and health
determinants would not allow an objective analysisl present many possible methods and tools used in
medical-economic evaluation. (2005:106)

A functional society depends on the health staftits anembers, but also the degree of disease alontr
In sociological studies, there is increasingly uttezlterm of “the role of sick person”, taking irdocount
both people with diagnosed disease, but also thednondriac. For this reason, the Preventive Medicas
new addressed branch of medicine, is acquiring dimensions. This underlines the need for “healthy
habits”, referring to food, exercise and environtakoonditions own life.

In the literature (Dennis Raphael, 2004), factorshwclear influences on health, calldekalth
determinantsan be found under the following group (see figlje

- Basic determinants are intrinsically relatedhe individual;

- Factors related to individual behavior (lifesdyle

- Socio-economic conditions;

- Social and community networks.

Most of determinants in population health statweslarked by a bi-univocal relation with the courdry
economic degree and education level. Fogel (180 (1996) and Sala-i-Martin (2004) studied, be t
one hand, the relationship between health and edcngrowth, and, on the other hand, the relatignshi
between health and wealth. In this respect, theyeaat that the higher level of human capital hedtle,
higher the positive effect on labor productivitydagrowth rate. A reduced rate of employees withthea
problems has as effect, both for organization admounity, increased ability to improve the educatmd
performance, a diminished number of days in a stipysical or mental work incapacity, absenteeisma
to illness. A healthy worker is less prone to déseads energetic, alert, productive, and betted.p&iso, a
non-sick worker has power, is vigorous, is restliand, besides his/her skills, creativity and tedbgical
knowledge, is generator of positive returns.

Pan American Health Organization and Inter-Ameri€avelopment Bank conducted a research on
impact of health on long-term growth, but also @ugehold productivity. The study was deployed Bsle
developed countries and issued the following caichs: there is a relationship between poverty and
inequality and human capital accumulation, as &sellbetween variations in economic growth and social
development. Although the increased life expectandye different degrees in health policies
implementation, sometimes in different areas ofdhme country, leading to inequalities between aicti
poor. (Lopez-Casasnovas Guillem, Berta Rivera, Duigais, 2005: 5)
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v--Figure 2 The determinants_of health status.
Source: devised by the author

3. THE SOCIAL DETERMINANTS OF HEALTH

There is a relationship between life expectandyir#th, infant mortality and morbidity rates and eage
incomes, as measured by GDP/capita, but this ifestubb a public policies and resource allocation f
health (health expenditure share in GDP , exper&iten health per capita, the significance of préven
medicine etc.).

As a general trend, from the data presented ineTaldne may affirm that, within the European Union,
in the countries with an increased GDP/capita (®wedNetherlands, Luxembourg) there is higher life
expectancy and a low level of mortality in compamiswith the countries with a reduced GDP/capita
(Bulgaria, Romania). A closer analysis reveals aioma to low relationship between the GDP/capita and
life expectancy at birth. That suggests the diffees between countries in terms of healthy livirgia a
closer connection to society characteristics, maessarily to the income: “Changing the social eultural
environment determines changes in the risk of dseéMichael Marmot, Richard Wilkinson, 1999:87).
This means that health is not a function of povebyt a function of socio-economic and behavioral
conditions.
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Table 1
The impact of health financing on quality of life
. Hee_llth exp:nedailgjhre ( ex?ej:clitirt]ure Life Infant
Country GDP/capita expiinggtg)e (% in public /capita ($ expectancy | Mortality
budget) PPP)
Austria 36680 10.5 15.8 4150 80 4
Belgium 34760 11.% 14.8 4096 80 4
Bulgaria 11950 7.7 11.2 974 13 9
Czech Republic 22790 7.1 13(3 1830 77 3
Cyprus 18125* 6 5.8 1838 80 4
Denmark 37280 9.9 15.8 3814 79 4
Estonia 19280 6.1 118 1325 T4 5
Finland 35660 8.8 12.6 3299 80 3
France 34400 11.2 1p 3851 81 3
Germany 35900 10.5 18 3922 30 4
Greece 28470 10.1 18 3010 30 3
Ireland 37350 8.7 16 3796 g0 4
Italy 30250 8.7 13.4 2836 8p 3
Latvia 16740 6.6 10.7 120p 71 8
Lithuania 18210 6.6 12.8 1318 12 5
Luxembourg 6432(Q 6.8 137 5996 30 2
Malta 17830* 7.3 12.3 419¢Y 80 7
Netherlands 4167 9.0 162 4233 80 4
Poland 17310 1 10.9 1271 16 6
Portugal 22080 10.¢ 154 25718 9 3
United Kingdom 36130 8.7 151 3222 0] 5
Romania 13500 5.4 11.8 840 73 11
Slovakia 21300 8 154 1849 15 6
Slovenia 26910 8.3 12.9 2420 79 2
Spain 31130 9 15.2 2941 81 4
Sweden 3818d 9.4 138 3622 31 2
Hungary 17790 7.2 10.2 1506 T4 6

Source: World Health Statistics 2011, WHO 2011 &ry2000
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However, given that for similar levels of incomejretimes there are significant differences in tealt
status (Slovakia, Portugal), results that the inedgsnot the most obvious indicator of hierarchy &nis
necessary to add other impact indicators, in otl@neasure health risk factors (so-called “deteamis of
social health”).

According to literature, the determinants of sodiahlth are: income and its distribution, education
unemployment and job security, working conditioearly development of child, nutrition, housing, isbc
exclusion, social relations safety, health caren&gic heritage", sex, race and the individualkiigp. The
importance associated to these factors is grelader the importance assigned to biomedical indisafbne
biomedical and behavioral risk factors are spetifis follows: cholesterol, obesity, physical atyivdiet,
alcohol and tobacco. (Raphael, 2004: 2).

Health and growth are not mere determinants of Imumalfare. The interaction between them
demonstrates that there is not possible to gengratsth in the developing world without solving s
health problems. Also, the attainment, preservadioth improvement of a certain level of populati@alth
are difficult to be conceived outside the procdsgemerating economic growth.

From the point of view of health social determisante tried to analyze the situation in Romania in
relation to other EU countries. The situation isgemted in the table 2.

The maternal and child health during early lifegratal care, births assisted under appropriate
conditions, preventive and curative care have ¢eldwer childhood mortality worldwide and the inased
life expectancy. That determined social changesseinse that parental decisions were channeledeto th
education of children. Increasing health and edoicdével determine positive outputs in labor prettity
and national income. Ensuring the vital needs amdme growth represents the basics of consumption
increase of common and luxury goods. Also, the woms behavior appears makes possible the
differentiation of goods, and the occurrence ofstonption economy.

With a GDP/capita of $13,500 at purchasing poweityén 2008, Romania was, after Bulgaria, the
second lowest performance in the EU. If this iseatthe fact that only 5.4% of GDP allocated to tieal
expenditures, results that Romanian health expamditrepresents the least amount per capita ifEthe
countries. The result is predictable: chronic uhdeting of the Romanian health system. This situmats
added to the fact that neither the other deterntinahhealth does not place Romania in a betteitipos
and the risk factors reach sometimes alarming galue

Housing is one of the key determinants of healin. térms of this factor, Romania is in a
disadvantageous position compared to other Europeantries. Accounting for 54% of urban population,
Romania is the last in the percentage of indivislwesing a reliable supply of drinking water and ydapion
using improved sanitation facilities.

If 99-100% of urban population consumes water feafe sources, for rural areas, the data are uncerta
or insufficient. In the rural areas the water sypply be both from a reliable source (water netyoak
well as less proven sources (wells, natural spririgsrs, etc.). Romania occupies the last pladgbénEU in
terms of sanitation facilities, with only 88% ofban and 54% of the rural population. For most EU
countries, the percentage of available sanitaiailifies is 100% with few exceptions (the Czeclpaic
with 99% in urban areas and 97% in Greece to 998®adpfo, Poland 96%, Estonia 96% and 94%, Lithuania
95%).

The third matter of habitat conditions is relatedtie type of fuel used for cooking and heatings It
considered that in developed countries (countriégh @ross national income per capita over $12,276),
except Finland, the share of population using dolids is below 5%. For the rest, the weight rafigm 5%
(Latvia) to 21% (case of Lithuania); in Romania%d.is the share of population using solid fuels.

But revenues and habitat conditions are only préségs for ensuring proper health status. These
indicators should be added to "biomedical and biehalrisk factors: cholesterol, obesity, physiaativity,
diet, alcohol and tobacco. (Raphael, 2004: 2).

The alcohol consumption represents a major ristofan terms of health, due to the multiple inflaes.

“In Europe, alcohol is the third risk factor forsdase (of 26 risk factors), after tobacco and Higiod
pressure, before obesity” (Peter Anderson, Ben Baugy 2006: 17).

When referring to the effects of alcohol on hedtliere has to be considered not only the diseasesed
directly (gastrointestinal disorders, cirrhosisidi@avascular disease, cancer, immunological digsrdang,
muscle and bone diseases, reproductive disordet}, leut also indirect effects such as violenogyries,
accidents, depression, etc.
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In addition, the alcohol is addictive. The Europgammmission Report on alcohol in Europe (2006)
draws attention to the increasing share of yourmplgewho consume alcohol and to the reduced age at
starting alcohol consumption (12 years and a hiedt,drunkenness is under 14 years).

Table 2
Incidence of risk factors in the European Union (208)
Alcohol | Proporti |Proportion| Proportion| Proporti | Proportion of| Proportion| Proportion
Consumpt| on of of of on of population of of
ion/capita| smoker [population| population| populati | suffering of | population| population
Risk _ populati |using safe  using on using| hypertension with diagnosed
factors (litres of | on Men/| water | improved | solid overweigh with
pure women | sources | sanitation| fuels Men / t (obesity) | diabetes
alcohol) facilities (%) women (%) (%)
(%) (%) (%) (%)
Austria 12.4 47/45 10 100 <5 28.7/19.8 19.2 76114,
Belgium 10.8 30/22 100 100 <5 24.5/16.8 21.2 943/6.
Bulgaria 10.47 48/27 100 100 14 40/31.2 22 10.4/9.9
Czech 15.26 43/31] 104 99/9y <b 37.3/27.7 30.5 11.5/9.1
Republic
Cyprus 8.66 100 10D <5 28.9/18.5 24.8 10.2/6.6
Denmark 11.06 30/28 100 100 <5 25.6/15.0 17.1 &8/5
Estonia 14.32 46/23 99/9 96/94 <5 47.3/3.2 20.2 .0/78B
Finland 20.26 28/22 100 100 11 34.0/22.7 21.0 B3/
France 12.30 36/2Y 100 100 <5 29.1/18.2 16.8 BI/4.
Germany 12.02 33/25 100 100 <5 31.1/2p.7 23.1 R8/6
Greece 9.25 63/41 100/9 99/97 <5 25.1/14.6 18.8 5/79
Ireland 12.40 100 100/98 <5 34.9/20,7 2b.7 364
Italy 7.44 33/19 10d <5 28.6/20(6 19.3 8.8/b.4
Latvia 13.20 50/22 100/96 5 44.5/32.7 215 m0|4
Lithuania 13.08 50/22 98 95 1 44.5/34.3 28.9 nnr
Luxembourg 16.48 100 10( <5 28.9/17\9 24.5 9.9/8.7
Malta 7.58 30/21 10( 100 <5 29.9/20.3 26.1 11.8/8.9
Netherlands 9.25 31/26 104 100 <5 28.9/176 18.1 6.1/4.1
Poland 10.74 36/25 100 96 <5 41.3/38.0 22.9 8.2/6.9
Portugal 32/16 99/10p 100 <5 34.4/24.3 20.4 /5978
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United 13.85 26/23 104 100 <b 27.7/19.1 24.4 7.816.7
Kingdom

Romania 16.15 46/24 99/.1. 88/54 17 37.2/31.8 18.3 10/8.9
Slovakia 11.80 39/19 10D 100/99 <5 42.1/3R.5 24.9 0.6/9.2
Slovenia 12.71 30/22 100/99 100 <5 43.3/32.8 25.3 0.7/8.8
Spain 11.98 36/27 10D 100 <5 27.7/18.6 24.9 11/8.8
Sweden 6.9C 10D 100 <5 29.7/19.3 18.2 8/1/6
Hungary 11.79 43/33 10p 1Q0 15 42.7/31.3 26.2 BoA/

Source: World Health Statistics 2011, WHO 2011

The analysis of those factors put Romania in atiposdifferent from the rest of the European Union.
Thus, in terms of alcohol consumption (in literspofre alcohol consumed by people aged over 15 years
within a year), places Romania on the fourth rankhe European Union, with a volume of 16.15 litefs
pure alcohol, after Estonia, Czech Republic anduadhia. However, there has to be considered the
consumption habits of the population (the typoladydrinks) and the environmental conditions. TlES i
because the amount of alcohol is greater for cmsthat mostly consume spirit drinks (whiskey, kend
brandy, palinka) and lower for countries where gogpulation is consuming wine, beer, etc. Also, the
consumption is different in countries with coldnatites from countries with a mild climate. Whatetygre
of alcohol, it is a health risk factor.

Another risk factor is smoking. Tobacco is the mask factor in terms of respiratory diseases (eanc
diabetes, cardiovascular disease, etc.). AboutlBomipeople die annually because of smoke, of Whic
about 600,000 are non-smokers (passive smokers).

For those countries that are available data, theestf adult male smokers differ greatly from ardoy
to another, from 26% in the United Kingdom, or 28%inland to 50% in Lithuania and Latvia, reaching
63% in Greece. Romania, with a share of the mailption smoking 46%, ranks 6 in the EU. Proportion
of women who smoke is lower than that of men snekemll EU countries. The ratio between women and
men smokers who smoke ranges from below 50% (Litlaya_atvia, Slovakia) to 90% (Denmark and
Austria). In Romania, the weight of smoking women24%, representing 52% of the proportion of men
smoking.

As there have been stated previously, higher insomeans not necessarily better health. Revenue
growth may lead to changes in other biomedicalrdeétents that lead to a worsening of health. kriewn
that in developed countries the prevalence of tpesid related diseases (diabetes and hypertenision)
much higher.

With an overweight population share of 18.3%, Roimaanks 23 in the European Union to obesity and
the number 21 on the incidence of diabetes. WitB%7n men and 31.8% among women Romania is in the
middle in terms of hypertension.

Since the social determinants of health addres&ahalrivers of health organizing and financinggréh
is paid increased attention to improving economi@ social policies. The concern regarding thesgesss
not new. Since the 19th century, Engels (1845)\4nchow (1848) defined firstly the living conditisras
determinants of health. Since then, numerous studiave demonstrated that material and social
circumstances that are subject to people in thainds, at work or in society, are more importanthiealth,
than so-called “lifestyle choices” that means afdcdind tobacco consumption, fruit and vegetableedbas
food, involvement in physical activities (Nettlet&2006).

Social determinants are the main factors whichreftected in poor health and inequities in the worl

In the framework of WHO Regional Office there isrdl®ped a partnership between 53 states, known as
the “Health 2020". Based on this partnership, tbe mbjectives of health policy focuses on promoting
healthier population and reduce inequities in tisa, as important factors in a country development
Starting from the idea that health is an essergsburce for economic sustainability, for sociad &mman
development, the approach of health determinardsrbes a strong responsibility both for each statiey
but also at international level. Governance intheiala key element of “Health 2020".
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The debates of the Conference of Novembéy 2010 in the UK highlighted the need to overcome t
level of paper policy and communication; the healthtfolio must be enriched with new thinking, imviog
not only governmental agencies, but also publidtheastitutions and associations, as the civilistyc The
900 million people in Europe need a real prograss, coherent actions to allow them to live healthy
healthy environment.

The Political Declaration of Rio de Janeiro on abdeterminants of health (October'22011) brought
together decision makers from around the worldaf@omprehensive inter-branch approach in thisaesp
with leitmotifs “all for fairness” and “health fall”. Emphasizing the principles and provisiongediain the
Constitution of WHO, as well as in statements fralma-Ata (1978), the Ottawa Chart (1986), and durin
numerous international health promotion conferen@affirmed that “health standard is one of the
fundamental rights of every individual, regardless race, religion, political, economic and social
conditions”.

4. CONCLUSIONS

Social determinants of health include all societaiditions in which people are born, grow, live,riwo
and age. There is required much more speed anebiset aspirations for the establishment of “Millerm
Development Goals”, under the powerful changesezhby global economic and financial changes.

There are five key action critical areas to addnesguities in health, as follows:

- adoption of better governance for health and dewaémt by increasing attention to vulnerable and

high risk areas;

- promoting participation in the development and iempéntation of policies, by strengthening the
role of community, civil society and private segtor

- continuing to reorient the health sector to rednegualities, comprehensive and integrated action
of primary health care;

- reinforcement the overall governance and cooperabip supporting actions under the terms of
social protection, addressing the needs of eachtgguaccelerated implementation of measures to
reduce tobacco use, strengthening of North-Soutipe@tion and South-South in the areas of
technology transfer, health and pharmaceuticalystoh;

- monitor of progresses and increase accountabilityrdicking indicators, ensuring transparency of
results, access to information, taking into accdhetadvice of Mother and Child Health and the
exchange of good practice internationally.

Due to the economic and cultural differences betweeuntries, the policies approach may present
specific features, and the healthcare indicatorg waay significantly. For example, Sweden is onehdf
countries that, through economic policies, redubedunemployment, and downplayed the inequitieseu
by income and individual health status, taking iat@ount numerous important determinants of healtk.
literature states that Americans are healthier tbanadians, and the latter are outrun by northerogean
nations.

Considering the risk factors, there is necessaentorce steps to reduce their influence:

- additional fees for alcohol and tobacco, even theegiments are far more interested to increase the
sources for budget revenues, but to reduce alcahdltobacco consumption. This represents an
indirect way to diminish the risk of associatededises and treatment costs. Reduction of alcohol
consumption annually with a liter per capita, woutdiuce mortality in men by 1% in South and
Central Europe, and by 3% in Northern Europe (P&btelerson and Ben Baumberg, 2006, page 18);

- promote education in the spirit of reducing constiompof alcohol and tobacco. Promoting of these
measures devolves not only to the states and thiecghealth system, but also to other players such
as school, family, civil society, NGOs and to proels, which should have to clear specify, by
labeling, the risks incurred for consumers;

- people education to adopt healthy consumption $ahit order to reduce the incidence of
cardiovascular diseases, obesity and diabetes.

The analysis was based on official statistics,vithich we can say that in some cases (alcohol and

smoking) the share of consumers for some countneg be even greater, since both alcohol and tobacco
products are subject to economic underground.
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