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WHERE WE ARE HEADING

Health and the rise of empire

The connections among empire, public health, and health 
services have operated through several key mediating 
institutions.

Health and the fall of empire: building an alternative future in 
medicine and public health

Conditions during the 21st century have changed to such an 
extent that a vision of a world without empire has become part 
of an imaginable future.  

We analyze several popular struggles in which we have been 
involved during the past decade as researchers and activists.

The current economic crisis, worldwide, is a tremendous 
positive opportunity for progressive change.



WHERE WE ARE HEADING

We are living in a critical moment of history.

Significance of:

the debt crisis 

failed policies of the International Monetary Fund, 
World Bank, and other international financial 
institutions

worldwide struggle of resistance and construction 
of alternative ways to organize society

worldwide consciousness of the 1%/99% pattern of 
fundamental inequality



•More on this point of view:

•HW, Medicine and Public Health at the End of 
Empire (Paradigm Publishes, 2011)

• (including chapters with Rebeca)



Medicine, Public Health, and the End of Empire?
Building an Alternative Future

“A critical and timely book that illuminates the realities and consequences of treating health and health care 
as commodities. Waitzkin powerfully reveals the global political and economic forces shaping even the most 
private of patient-provider encounters. He o!ers an invaluable reminder that alternatives are possible—and 
can be achieved through collective e!orts linking social justice, public health, and medicine.”
 N A N C Y K R I E G E R, Harvard School of Public Health

“Health reform is a lively and contentious topic, but, as Waitzkin shows in this informative study, our 
debates on reform are too narrowly framed. His thoughtful analysis raises important questions about con-
ventional assumptions of doctrine and practice, scrutinizing alternatives—among them notably the record 
of social medicine in Latin America.”
 N OA M C H O M S K Y, MIT

“"is book is a thoughtful addition to the social medicine canon. Dr. Waitzkin makes an elegant and fasci-
nating argument for the importance of recognizing politics as a determinant of health.”
 S A N D R O G A L E A, Columbia University

“Waitzkin o!ers a comprehensive overview of the political economy of health with revealing examples from 
the U.S. and Latin America. He shows the fundamental logic of progressive and of commercial health poli-
cies and their bearing on human flourishing.”   
 A S A C R I S T I N A L AU R E L L, former Secretary of Health, Mexico City

“Waitzkin’s analysis of the ways in which capitalist development has produced and reproduced huge global 
inequalities is original and thought-provoking. His involvement in social medicine in the U.S. and in Latin 
America provides a fertile perspective for comprehending the rise and demise of neoliberalism and a hope-
ful basis for organizing a more humane and democratic global society.
 C H R I S C H A S E  D U N N, University of California–Riverside

“A welcome contribution to the thorny debate on health care reform. When national leaders overcome com-
placency, catalyze genuine social participation, and apply ethics to undermine inequities, the public good is 
rewarded, and revitalized health systems are the inevitable and natural consequence.”
 M I R TA R O S E S, Director of the Pan American Health Organization

“Medicine and Public Health at the End of Empire presents a vision for a healthier and more just future.”
 C H A R L E S B R I G G S, University of California–Berkeley

H O WA R D WA I T Z K I N is Distinguished Professor at the University of New Mexico and a primary care practi-
tioner in rural northern New Mexico. His work focuses on social conditions that lead to illness, unnecessary 
su!ering, and early death. Dr. Waitzkin’s books include !e Second Sickness, !e Politics of Medical Encounters, 
and At the Front Lines of Medicine.
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MEDICINE and PUBLIC HEALTH 
at the END OF EMPIRE



GOOD NEWS

Capitalism, as we have known it, has ended. 

A new era has begun: socialism? (corporate 
socialism so far)

Imperialism, “the highest [final] stage of 
capitalism,” as we have known it, also has 
ended.

Crucial moment in history: 

• How to act as part of worldwide movement 
toward a more humane society.



DEFINITION

Definition of empire (simple):

• Expansion of economic activities - especially 
investment, sales, extraction of raw 
materials, and use of labor to produce 
commodities and services - beyond national 
boundaries, 

• as well as the social, political, and economic 
effects of this expansion.



THEORY

Lenin (Imperialism, the Highest [Last] Stage of 
Capitalism): 

Growth of empire related to extraction of raw materials 
and need to expand into new markets due to falling rate 
of profit
“Moribund” capitalism in the late stage of empire, mostly 
related to failures of banking system and costly militarism

Robinson: transnational capitalist class
Harvey: neoliberalism in uneven development
Galtung: militarism in exhaustion
Klein: disaster capitalism
Bourdieu: new social movements against neoliberalism 
and for a strengthened public sector



EMPIRE’S HISTORICAL HEALTH 
COMPONENT

•The connections among empire, public 
health, and health services have operated 
through several institutions:
•Philanthropic foundations
•International financial institutions and 
trade agreements
•International health organizations



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Andrew Carnegie, The Gospel of Wealth, 1901
•Contributing to the needs of society was 
consistent with good business practices
•Partly to achieve favorable popular opinion 
about capitalist enterprises and individual 
entrepreneurs

The Steps To Activating The Law of Attraction

Wattles covers every nuance, every aspect of the law of attraction. 

Visualize your result.1.

The Law Of Attraction Online

All about the law of attraction

Ιστότοπος για την εικόνα
Andrew Carnegie, law of attraction. Andrew

Carnegie

lawofattractiononline.org

Πλήρη εικόνα
1710 × 2092 (3x µεγαλύτερο), 1.8MB

Περισσότερα µεγέθη

Αναζήτηση βάσει εικόνας

Παρόµοιες εικόνες

Λεπτοµέρειες εικόνας: 

Τύπος: JPG

Ηµεροµηνία: 17 Οκτ. 2005

Κάµερα: Sony DSC-W7

Περισσότερα στοιχεία εικόνας

Η εικόνα ενδέχεται να υπόκειται σε πνευµατικά

δικαιώµατα.

Google Αποτελέσματα Eικόνων για http://www.google.gr/imgres?q=Andrew+Carnegie&hl=el&clie...

1 of 1 10/5/11 2:32 AM



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Andrew Carnegie, The Gospel of Wealth, 
1901

•By contributing intelligently to address social 
needs rather than squandering one’s wealth, 
the business person also could assure 
personal entry into the heavenly realm (thus, 
the framework of “gospel”).
•[Compare religious faith in private market 
mechanisms for neoliberal economists]



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Andrew Carnegie, The Gospel of Wealth, 
1901
•“Imperialism” versus the more virtuous 
“Americanism”:

“Imperialism implies naval and military force 
behind.  Moral force, education, civilization 
are not the backbone of Imperialism.  These 
are the moral forces which make for the 
higher civilization, for Americanism.” 



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Rockefeller Foundation: international campaigns 
against infectious diseases

•hookworm
•malaria
•yellow fever

10/5/11 3:37 AMJDRd.jpg 365×599 pixels

Page 1 of 1http://www.micheloud.com/FXM/so/scans/JDRd.jpg



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Infectious diseases proved inconvenient for expanding 
capitalist enterprises due to several reasons:

•Reduced the productivity of labor.  

•Made areas with endemic infections unattractive for 
investors and for managerial personnel in mining, oil 
extraction, agriculture, and opening new markets to 
sell commodities.  

•Costs of care escalated when infectious diseases 
could not be prevented or easily treated.  



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

Philanthropic foundations

•Characteristics (Rockefeller, replicated recently in Gates 
Foundation and others):
•“Vertical” programs focusing on specific disease 
entities 
•Rather than “horizontal” programs to provide a full 
spectrum of preventive and curative health 
services

•Development of vaccines and medications (the “magic 
bullet”) 
•Rather than broad public health initiatives to 
improve economic and health conditions of 
disadvantaged populations 



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

Framework for current international trade 
agreements: “Bretton Woods” accords after World 
War II

Bretton Woods negotiations led to the creation of:

International Monetary Fund

World Bank

General Agreement on Tariffs and Trade (GATT)



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

1980s and 1990s: “The Washington consensus” = 
economic policies advocating deregulation and 
privatization

1994: World Trade Organization (WTO) replaced the 
loose collection of agreements subsumed under 
GATT.

WTO and regional trade agreements have sought to 
remove both tariff and non-tariff barriers to trade.



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

• Trade agreements have sought to 
remove both tariff and non-tariff barriers 
to trade.
• Tariff barriers: 

• Financial methods of protecting national 
industries from competition by foreign 
corporations, such as taxes on imports. 



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

• Non-tariff barriers: laws and regulations affecting 
trade, including those that governments use to 
protect safety and health  
• WTO sets criteria for permissible or 

impermissible non-tariff barriers, such as: 
• environmental protection
• food safety
• intellectual property: patented medications 

and equipment
• health services themselves



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

• Non-tariff barriers: laws and regulations affecting 
trade, including those that governments use to 
protect safety and health  
• Examples 

• environmental protection: Metalclad, 
Methanex cases

• food safety: hormone-treated beef
• intellectual property: patented medications 

and equipment; implications for AIDS, cancer
• health services themselves: privatization of 

national health programs



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International financial institutions and trade agreements

• This perspective in the free trade 
agreements has transformed the 
sovereignty of governments to regulate 
public health and to deliver medical 
services.



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International health organizations
• Motivation for international cooperation in 

public health:
• Concerns about infectious diseases as 

detrimental to trade
• 1902: International Sanitary Bureau

• Panama Canal
• Agriculture: banana republics
• Extraction of minerals: Mexico, Venezuela, 

Colombia, Brazil
• 1958: Evolved into Pan American Health 

Organization
• Still with major focus on trade



EMPIRE’S HISTORICAL HEALTH 
COMPONENT - 

International health organizations

• World Health Organization
• Part of United Nations
• 1978: Alma Ata - ambitious vision of primary 

health care for all
• 1980s: scaled back with neoliberalism
• 1990s-present: financial crisis of United 

Nations
• Role of World Bank in WHO budget
• Collaboration with World Trade Organization



A dynamic, young, newly elected president 
makes health reform one of his highest priorities.

His proposal aims to improve access for the 
unininsured and underinsured.

To achieve that goal, he decides to collaborate 
with the private, for-profit insurance industry.

Public hospitals and other public-sector 
institutions would compete with the private 
insurance sector for public, tax-generated 
revenues.

HISTORY: STRUGGLE FOR A 
NATIONAL HEALTH PROGRAM



César Gaviria 1

César Gaviria

César Gaviria

César Gaviria in 2009

7th Secretary General of the Organization of American States

In office
15 September 1994 – 15 September 2004

Preceded by João Clemente Baena Soares

Succeeded by Miguel Ángel Rodríguez Echeverría

36th President of Colombia

In office
7 August 1990 – 7 August 1994

Preceded by Virgilio Barco Vargas

Succeeded by Ernesto Samper Pizano

Colombian Minister of Government

In office
May 1987 – February 1989

President Virgilio Barco Vargas

Preceded by Fernando Cepeda Ulloa

Succeeded by Raúl Orejuela Bueno

Colombian Minister of Finance and Public Credit

In office
7 August 1986 – May 1987

President Virgilio Barco Vargas

Preceded by Hugo Palacios Mejía

Succeeded by Luis Fernando Alarcón Mantilla

Member of the Chamber of Representatives of Colombia

In office
20 July 1974 – 20 July 1986

Constituency Risaralda Department

HISTORY



• César Gaviria Trujillo

• President of Colombia, 1990-1994

• Health reform enacted by Law 100, 1994

• Reform mandated and partly financed by 
loans from World Bank

• World Economic Forum: financial elites

• Model for health reform around the world and 
now in the United States

HISTORY



“Neoliberalism comes home to 
roost.”

HISTORY



taxes (Figure 1). Healthcare Insurers (Empresas Promo-
toras de Salud - EPS) were introduced for managing the
Contributory Regime, as well as Subsidized Regimen
(Empresas Promotoras de Salud Subsidiadas - EPS’S).
They were to compete for the enrolment of population
and received a capitation payment to cover different ben-
efit packages in each regime (Plan Obligatorio de Salud -
POS and Plan Obligatorio de Salud Subsidiado - POS-S)
[4]. Currently, the contributory market is characterized
by the predominance of private insurers - 86.1% of the
affiliation - and the concentration in 5 private insurers
that hold 50% of markets share [5]. The largest public
insurer has been transformed into a mixed company with
private capital and 5.8% of membership [5]. Competition
for contracts with the insurers was also introduced
among public and private healthcare providers (Institu-
ciones Prestadoras de Salud - IPS). Healthcare for the
uninsured (vinculados) and services excluded from the
POS-S are provided by public hospitals funded by local
and regional authorities [6], that represent 31.3% of total
healthcare providers [7]. The uninsured have to pay for
services and the insured make a co-payment according to
their income [8].
The reform of the Colombian healthcare system has

been, and still is, presented as a successful experiment
in improving access to care [9,10]. However, it has

been a long, complicated process, and the results are
controversial [11,12]. In spite of the significant increase
in public health expenditure from 3% to 6.6% of GDP,
over the 1993 to 2007 period [13], around 15.3% to
19.3% of the population remains uninsured [14,15];
and 38.7% are insured under the subsidized regime
[15] that covers a range of services (POS-S) greatly
inferior to that provided by the contributory one
[16,17]. Approximately 17% of health expenditure is
devoted to administrative costs [18], of which more
than 50% is spent on supporting daily operations
(financial, personnel, and information management)
and enrollment processes [19].
Furthermore, several studies seem to indicate a

decrease in realized access to services [20,21], and point
to significant barriers related to characteristics of popu-
lation, such as insurance enrolment [22-28], income
[22,25,26,28], education [22-27,29] and, characteristics
of services, such as geographic accessibility and quality
of care [26,30]. In 2005, the maternal mortality rate, an
indicator that is sensitive to the overall healthcare sys-
tem, was 130/100.000 in Colombia, compared to 30/
100.000 in Costa Rica, while per capita 2004 health
expenditure were similar (USD 549 and USD 598,
respectively) but a GNP per capita lower in the former
(USD 6130 and USD 9220) [31].

Figure 1 The model of managed competition in the Colombian healthcare system. Figure legend text: FOSYGA: Fondo de Solidaridad y
Garantía (Solidarity and Guarantee Fund); EPS: Empresa Promotora de Salud (Insurance Company for the Contributory Regime); EPS’S: (Insurance
Company for the Subsidized Regime); IPS: Instituciones Prestadoras de Servicios de Salud (Healthcare Provider); ESE: Empresa Social del Estado
(Public Health Provider). ® Monetary flows. Source: authors.

Vargas et al. BMC Health Services Research 2010, 10:297
http://www.biomedcentral.com/1472-6963/10/297

Page 2 of 12

Source: Vargas I et al. BMC Health Services Research 2010, 10:297, http://www.biomedcentral.com/
1472-6963/10/297
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NEOLIBERALISM

• Since early 1980s
• Argued that: 
• Market exchange maximizes the social good.
• Human well-being could advance best by enhancing 

individual entrepreneurial activities within the framework 
of strong property rights, a free market, and free trade 
(Harvey 2005).

• Economic growth is beneficial for everyone, at least in 
the long term.

• Promoted by international financial institutions (World 
Bank, International Monetary Fund, Inter-American 
Development Bank).



NEOLIBERALISM

• Neoliberalism also became a social, political, and 
cultural project:
• Favored the role of the state as protecting 
market practices
• Opposed the state’s roles in central planning 
and in the provision of public services, including 
medicine and public health.
• Favored privatization of public services, with 
use of public tax revenues for private, for-profit 
insurance corporations.



NEOLIBERALISM

• Neoliberalism also became a social, political, and 
cultural project:

• Favored drastic cutbacks in public sector 
services and expenditures: “structural 
adjustment.”
• Free market principles displaced those of the 
classical economic liberals, who favored a 
relatively but not completely unregulated 
market, such as Adam Smith and David 
Ricardo. 
• hence the term “neoliberal.”



EVALUATIONS OF 
COLOMBIA’S REFORM

• International financial institutions: overall 
positive
• World Bank, Inter-American 

Development Bank
• Model for World Bank/IDB proposals in 

Mexico, Brazil, Chile, etc.



EVALUATIONS OF COLOMBIA’S 
REFORM

M a r k e t Watc h
Colombia’s Universal Health Insurance System
The results of providing health insurance for all in a middle-income
country.

by Ursula Giedion and Manuela Villar Uribe

ABSTRACT: By insuring more than 80 percent of its population, Colombia provides a valu-
able opportunity to gather evidence on a hotly debated health policy issue. Results from
three studies evaluating the impact of universal health insurance in Colombia show that it
has greatly increased access to and use of health services, even those that are free for all,
and has reduced the incidence of catastrophic health spending. The impact has been more
dramatic among those most vulnerable to health shocks: those living in rural areas, the
poorest, and the self-employed. [Health Affairs 28, no. 3 (2009): 853–863; 10.1377/
hlthaff.28.3.853]

Th e p o s i t i v e e f f e c t of health insur-
ance coverage on the use of medical
care has been widely demonstrated

and is generally accepted in the developed
world.1 However, little evidence is available
on the impact of health insurance in the de-
veloping world.

Hoping to reap the benefits of health insur-
ance for its population, in 1993 Colombia ap-
proved a universal health insurance scheme
(Law 100) whereby all citizens, irrespective of
their ability to pay, are entitled to a compre-
hensive health benefit package. In Colombia’s
system of universal health insurance, people
participate in one of two regimes depending
on income: the Contributory Regime (CR),
which covers workers and their families with
monthly incomes above a minimum monthly
amount (approximately US$170 per month),
and the Subsidized Regime (SR), which covers
those identified as being poor through a proxy
means test.

! Financing. The CR is financed by man-

datory payroll tax contributions (11 percent).
The government uses national and local tax
revenues and a payroll tax (1.5 percent) as a
“solidarity contribution” (that is, a subsidy
from those who pay into the CR to help pur-
chase coverage for those in the SR).

! Benefit packages. Members of both
schemes have access to a package of specified
benefits. The CR package, known as the POS
(Plan Obligatorio de Salud), includes all levels
of care, while the SR package, known as the
POSS (Plan Obligatorio de Salud Subsidiado),
covers most low-complexity care and cata-
strophic illnesses but provides only limited
coverage for most hospital care and provides
no short-term disability coverage (Exhibit 1).
To fill the gap, the POSS is complemented by
services provided by public hospitals, financed
through direct payments to providers inde-
pendent of what services they supply and of
patients’ insurance status. According to the
health reform law of 1993, those so-called sup-
ply-side subsidies should be transformed into

M a r k e t W a t c h

H E A LT H A F F A I R S ~ V o l u m e 2 8 , N u m b e r 3 8 5 3

DOI 10.1377/hlthaff.28.3.853 ©2009 Project HOPE–The People-to-People Health Foundation, Inc.

Ursula Giedion (ugiedion@gmail.com) is a consultant with the Brookings Institution in Bogota, Colombia.
Manuela Villar Uribe is a consultant with the World Bank Group in Washington, D.C.

at UNM Health Sciences Library and Informatics Center
 on August 18, 2012Health Affairs by content.healthaffairs.orgDownloaded from 



EVALUATIONS OF 
COLOMBIA’S REFORM

• Acknowledged weaknesses of IDB-Brookings methods

• “No randomized trial data were available to evaluate the 
impact of health insurance in Colombia, so the analysts 
had to rely on retrospective, already available household 
survey data...”

• “Only a cross-section analysis ... was available to 
evaluate the impact of health insurance on financial 
protection inboth the CR and the SR.”

• Could not determine causal impact of health insurance on 
health outcomes.

Source: Gledion U, Villar Uribe M. Health Affairs 2009;28:853-863.
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EVALUATIONS OF 
COLOMBIA’S REFORM

•      “Achieving universal coverage faces several 
hurdles, not only because of financial 
considerations in the economy as a whole, but also 
because of the existence of safety-net providers 
that act as substitutes for insurance and provide 
incentives to ride the system for free.

•       “The resistance of public hospitals to forgoing 
supply-side subsidies cannot be underestimated, 
owing to the political visibility of hospitals and the 
challenges posed by decisions made in the past.”

Source: Inter-American Development Bank. From Few to Many; Ten Years of 
Health Insurance Expansion in Colombia, 2009.



EVALUATIONS OF COLOMBIA’S REFORM

World Report

www.thelancet.com   Vol 375   January 9, 2010 109

While all eyes have been fi xed on the 
health reforms in the USA, Colombia 
has been quietly reforming its 
system to try to achieve universal 
health-care coverage. According 
to a Constitutional Court ruling 
known as T-760, the country was 
supposed to achieve this goal by 
2010 by unifying its contributory and 
subsidised insurance schemes into a 
new universal health insurance plan. 
Reforms in October last year, which 
saw health insurance benefi ts made 
equal for all children, irrespective 
of parental income, brought the 
country closer to this goal. But even 
though universal coverage seems a 
benefi cial policy for Colombians, it 
has raised substantial criticisms for 
both its high cost and inadequate 
public participation on the design of 
the insurance plan.

Colombia’s current health-care 
system insures 41 million of 46 million 
citizens. From 1993 to 2007, Colombia 
witnessed an 84% increase in health 
insurance coverage in urban areas 
and a 690% increase in rural areas, 
according to Teresa Tono, a former 
consultant to Colombia’s Ministry of 
Social Protection. However, this rapid 
expansion of health insurance has 
been beset by questions of equity as 
Colombians employed in the formal 
sector had access to greater benefi ts 
than did low-income Colombians.

The October, 2009, health reforms 
were part of a two-decade long 
discussion of the nature of universal 
health insurance in Colombia. After 
the Constitution of Rights was 
enacted in 1991, Colombia embarked 
on a series of reforms to extend health 
insurance to all citizens. Before the 
T-760 reform in 1993, health care 
was fragmented by fi nancing through 
a national health system under the 
Ministry of Health, a social security 

system under the Ministry of Labour, 
and a loosely regulated private sector. 
This system was inherently ine!  cient 
and inequitable, since Colombia had 
the second largest per head health 
expenditure in Latin America despite 
25% of the population lacking access 
to basic services and high-income 
patients using a greater percentage of 
resources, according to WHO. 

The reforms of 1993 established a 
universal health insurance programme 
overseen by the Ministry of Social 
Protection (MSP) with a contributory 
and a subsidised scheme. The 
contributory scheme, known as Plan 
Obligatorio de Salud (POS), is fi nanced 
by a payroll tax on formal-sector 
workers and a tax on employers. Low-
income or informal-sector workers 
are covered by the Plan Obligatorio de 
Salud Subsidiado (POSS) fi nanced by 
a government subsidy. Health policy 
experts have questioned the equity 
of this division as the contributory 
scheme had around double the 
benefi ts of the subsidised scheme. 

The current debate regarding the 
merits of the expansion of health 
benefi ts partly rests on the role of the 
judiciary in dictating health policy, 
which has typically been the realm 
of lawmakers and health experts, 
according to Leonardo Cubillos, 
director of the Management of Health 
Care Demand in the Colombian MSP. 
The 1991 Constitution established 
the ability of citizens to bring suits 
known as tutelas to the Constitutional 
Court to protect right to health care. 
In 2008 alone, 143 000 suits were 
presented to the court, and most 

involved denials of treatment covered 
by the contributory insurance plan. 

Out of concern of an infringement 
on the right of access to health care, 
the court issued ruling T-760 to unify 
health benefi ts for all citizens. The 
ruling automatically extends benefi ts in 
the contributory insurance scheme to 
the indigent covered by government-
subsidised insurance unless the MSP 
meets deadlines to design a new 
insurance plan that revises covered 
benefi ts. Seemingly benign, these 
deadlines, which expand equal benefi t 
plans to low-income citizens, would 
come at a large economic cost in the 
form of government subsidies, explains 
Cubillos.

Instead of simply expanding 
coverage of POS to lower-income 
Colombians, the spirit of T-760 instead 
advocates for a re-examination of how 
health resources in Colombia have 
been traditionally allocated to provide 
for an equitable and e" ective health 
insurance system, according to former 
Chief Justice of the Constitutional 
Court Manuel Jose Cepeda. “On the 
contrary, T-760 ordered a redesign 
of the health plan in accordance with 
health priorities and even authorises 

“But even though universal 
coverage seems a benefi cial 
policy for Colombians, it has 
raised substantial criticisms...” 

Colombia expanded coverage for children in October last year as part of its reforms

Second chance for health reform in Colombia
Colombia has hit some hurdles in its initial attempts at health reform, as it struggles to deal 
with soaring costs, technical issues, and public participation. Thomas C Tsai reports.
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the second largest per head health 
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contributory scheme, known as Plan 
Obligatorio de Salud (POS), is fi nanced 
by a payroll tax on formal-sector 
workers and a tax on employers. Low-
income or informal-sector workers 
are covered by the Plan Obligatorio de 
Salud Subsidiado (POSS) fi nanced by 
a government subsidy. Health policy 
experts have questioned the equity 
of this division as the contributory 
scheme had around double the 
benefi ts of the subsidised scheme. 

The current debate regarding the 
merits of the expansion of health 
benefi ts partly rests on the role of the 
judiciary in dictating health policy, 
which has typically been the realm 
of lawmakers and health experts, 
according to Leonardo Cubillos, 
director of the Management of Health 
Care Demand in the Colombian MSP. 
The 1991 Constitution established 
the ability of citizens to bring suits 
known as tutelas to the Constitutional 
Court to protect right to health care. 
In 2008 alone, 143 000 suits were 
presented to the court, and most 

involved denials of treatment covered 
by the contributory insurance plan. 

Out of concern of an infringement 
on the right of access to health care, 
the court issued ruling T-760 to unify 
health benefi ts for all citizens. The 
ruling automatically extends benefi ts in 
the contributory insurance scheme to 
the indigent covered by government-
subsidised insurance unless the MSP 
meets deadlines to design a new 
insurance plan that revises covered 
benefi ts. Seemingly benign, these 
deadlines, which expand equal benefi t 
plans to low-income citizens, would 
come at a large economic cost in the 
form of government subsidies, explains 
Cubillos.

Instead of simply expanding 
coverage of POS to lower-income 
Colombians, the spirit of T-760 instead 
advocates for a re-examination of how 
health resources in Colombia have 
been traditionally allocated to provide 
for an equitable and e" ective health 
insurance system, according to former 
Chief Justice of the Constitutional 
Court Manuel Jose Cepeda. “On the 
contrary, T-760 ordered a redesign 
of the health plan in accordance with 
health priorities and even authorises 

“But even though universal 
coverage seems a benefi cial 
policy for Colombians, it has 
raised substantial criticisms...” 

Colombia expanded coverage for children in October last year as part of its reforms

Second chance for health reform in Colombia
Colombia has hit some hurdles in its initial attempts at health reform, as it struggles to deal 
with soaring costs, technical issues, and public participation. Thomas C Tsai reports.
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• In 2008 alone: approximately 
143,000 lawsuits (tutelas) due to 
denial of treatment by private 
insurance companies.

• Costs outstripping public funds 
available.

• Inadequate “citizen consultation” in 
improving the program.

Source: Tsai TC. Lancet 2010;375:110-111.



EVALUATIONS OF 
COLOMBIA’S REFORM

• Independent assessments much more critical
• Recent studies found major barriers to access:

• segmented insurance design with insufficient services 
covered

• insurers’ managed care and purchasing mechanisms
• provider networks’ structural and organizational 

limitations
• poor living conditions
• “Insurers’ and providers’ values based on economic profit 

permeate all factors.”
Source: Vargas I et al. BMC Health Services Research 2010, 10:297, http://www.biomedcentral.com/
1472-6963/10/297



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Struggles against neoliberalism and privatization
• Struggles for alternative models in public health 

and health services
• Moving beyond historical patterns fostered by 

capitalism and empire
• Visions of a world post-empire

• (not consider very positive example of Cuba... 
Lillian will)



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• The struggle against privatization of health services in 
El Salvador

• Theme: maintenance of strong public sector 
in health and public health to provide access 
to services

• World Bank’s structual adjustment program 
proposal

• Coalition of professional and non-
professional unions

• Reversal of privatization process
• Election of Mauricio Funes (FMLN)



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Resistance to privatization of water in Bolivia 
• Theme: availability of clean water supplies as 

a fundamental goal of public health; resistance 
to privatization of water

• Regantes (“irrigators”); usos y costumbres 
(uses and customs) 

• World Bank’s privatization proposal
• Multinational corporation (subsidiary of 

Bechtel)
• “War of water” - Cochabamba, then national
• Election of Evo Morales



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Social medicine’s coming to power in Mexico City
• Theme: vision of health services and public 

health from progressive perspective of Latin 
American social medicine

• Party of the Democratic Revolution; Andrés 
Manuel López Obrador (AMLO) 

• Versus neoliberal orientation of Party for 
National Action (PAN), Vicente Fox, Felipe 
Calderón



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Social medicine’s coming to power in Mexico City
• Cristina Laurell as Secretary of Health
• Major expansion of public services and 

institutions, medications, pensions
• Financing: reduced administration, 

corruption (“the government isn’t robbing 
you anymore”)

• Continuing dialectic; “Legitimate 
Government of Mexico”



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Other examples of a new vision: Venezuela, Uruguay, and 
Brazil 

• Venezuela
• Barrio adentro: Parallel, community-based 

health system, organized at grass roots
• Uruguay

• Election of Tabaré Vázquez 2004
• Social medicine’s inspiration of integrated 

health services in municipalities
• Brazil

• “Collective health” in Ministry of Health
• Community-determined budgets, public sector 

expansion in municipalities



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

•Asia/ South Korea
• Ongoing struggles to strengthen the country’s 

single-payer but under-funded national health 
program

• Struggle to protect the rights and health of 
workers in the electronics industry,
• Especially Samsung, the world’s largest 

information technology corporation
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Editorial

A heroic struggle to understand the risk of
cancers among workers in the electronics
industry: the case of Samsung

Mira Lee1, Howard Waitzkin2

1Physicians for Humanism, South Korea, 2University of New Mexico, USA

In this issue of IJOEH, investigators in South Korea

report a cluster of leukemia and non-Hodgkin

lymphoma among workers in the electronics industry.1

These researchers have pursued their work heroically,

against tremendous obstacles erected by the Samsung

Group and the government of South Korea. The

researchers, who benefit from extensive training and

experience in occupational health, bridge academia

and a non-governmental organization that aims to

improve occupational health conditions for electronics

workers (Supporters for the Health and Rights of

People in the Semiconductor industry, SHARPS,

which has mounted the International Campaign for

Health and Labour Rights of Samsung Electronics

Workers2).

Data presented in the article strongly suggest, but

do not yet prove, a causal link between chemical

exposures in the process of semiconductor production

and the malignancies that workers have developed. A

definitive study demonstrating this causal link con-

clusively would require access to information about

the precise chemicals used in the production of

Samsung semiconductors and about the characteristics

of workers who have or have not developed such

cancers. Samsung, the world’s largest information

technology and electronics corporation (as measured

by revenues),3 has refused to make public such data

concerning the industrial processes that affect electro-

nics workers and has impeded attempts by indepen-

dent researchers to obtain essential information.1,4

The government of the Republic of South Korea,

which Samsung profoundly influences as the country’s

largest corporation, also has not facilitated such

research and actually has appealed court rulings in

favor of Samsung workers with these malignancies.5

On the other hand, during February 2012, the Korean

government’s Occupational Safety and Health Re-

search Institute announced findings from a 3-year

investigation that showed multiple known carcinogens

in the production process, including benzene, formal-

dehyde, arsenic, and ionized radiation, even though

Samsung’s automation procedures had aimed to

reduce workers’ exposure to those carcinogenic sub-

stances since 2000.6

The Samsung Group has emerged as one of the

world’s largest and most powerful multinational

corporations. In 2010, its total assets amounted to

more than US$340 billion, with annual revenues of

about US$220 billion and annual income of US$21

billion.7 Samsung focuses on electronics, but it also

owns subsidiaries that deal with shipbuilding, tele-

communications, construction projects, insurance

and financial services, chemicals, retail stores, enter-

tainment, clothing, and medical services.8

Samsung has received wide criticism from organiza-

tions concerned about public health, labor rights,

the environment, and fair trade.9–14 In particular,

the company’s long-standing policy that prohibits

union organizing has attracted critical attention.9

Samsung’s overall corporate structure centralizes the

policy making that governs the activities of its vast

network of subsidiary corporations.8 This central-

ization of decision making has received critical

assessment even from investors concerned about the

Samsung Group’s overall corporate efficiency.15 In

addition to concerns about occupational health,10

Samsung’s construction subsidiary is taking the lead in

the destruction of environmentally and culturally

sensitive habitat on the South Korean island of

Jeju.11 Samsung’s efforts aim to build a new naval

base whose purpose apparently includes collaboration

between South Korea and the USA in future contain-

ment efforts against China.12,13 Local communities of

Jeju have not been granted a right to disapprove or to

modify this massive project, which will exert vast

impacts on the ecosystem and on traditional ways of life

in fishing and agriculture.11,16,17 In 2012, due to these

and many other deleterious corporate policies and

practices, Samsung ranked third in Public Eye’s survey

on the world’s most dangerous corporations.18

Various reports of working conditions in semicon-

ductor plants raise concerns that, in that context,

! W. S. Maney & Son Ltd 2012
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Special Contribution

Leukemia and non-Hodgkin lymphoma in
semiconductor industry workers in Korea

Inah Kim1, Hyun J. Kim2, Sin Y. Lim3, Jungok Kongyoo4

1Department of Occupational and Environmental Health, Graduate School of Public Health, Yonsei University,
Korea, 2Department of Occupational Medicine, College of Medicine, Dankook University, Korea, 3Department of
Occupational and Environmental Medicine, Kyunghee University Medical Center, Korean, 4Korean Institute of
Labor, Safety, and Health, Seoul, Korea

Reports of leukemia and non-Hodgkin lymphoma (NHL), cancers known to have a similar pathophysiology,
among workers in the semiconductor industry have generated much public concern in Korea. This paper
describes cases reported to the NGO Supporters for the Health and Rights of People in the Semiconductor
Industry (SHARPs). We identified demographic characteristics, occupational, and disease history, for 17
leukemia and NHL cases from the Giheung Samsung semiconductor plant, diagnosed from November 2007
to January 2011. Patients were relatively young (mean528.5 years, SD56.5) at the time of diagnosis and the
mean latency period was 104.3 months (SD565.8). Majority of the cases were fabrication operators (11
workers among 17) and 12 were hired before 2000. Six cases worked in the etching or diffusion process. The
evidence to confirm the causal relationship between exposures in the semiconductor industry and leukemia
or NHL remains insufficient and a more formal, independent study of the exposure–disease relationship in this
occupation is needed. However, workers should be protected from the potential exposures immediately.

Keywords: Leukemia, Non-Hodgkin lymphoma, Hematological neoplasms, Semiconductor, Republic of Korea

Introduction
Leukemia and non-Hodgkin lymphoma (NHL) are

rare cancers in Korea. In 2008, the age-adjusted

incidence rate in the general population was 5.8 per

100 000 people for NHL and 4.8 per 100 000 people

for leukemia.1 Age-adjusted mortality rates of

leukemia and NHL were 3.1 and 2.6 per 100 000

people, respectively, in 2009.2 Recently, hematopoie-

tic cancer, especially among semiconductor industry

workers, has been the object of major public concern

in Korea. The leukemia death of a 22-year-old

woman who had worked in Samsung’s Giheung

plant, generated public interest about this cancer.3

Samsung Semiconductor, which is the world’s

largest semiconductor manufacturer, is one of the

business departments of Samsung Electonics, which

employs 33 500 Koreans. Currently, Samsung oper-

ates are two semiconductor plants, Giheung and

Hwasung. There are nine fabrication lines in the

Giheung plant and 6 fabrication lines in the Hwasung

plant.4 The Giheung plant, which is the largest

semiconductor fabrication plant in Korea, was built

in 1984. In 2008, the plant had a workforce of 24 000,

including 10 000 female workers and 14 000 male

workers. Among them, 9 000 females and 10 000

males were manual workers. Samsung holds the

greatest global market share (40.4%) for D-RAM

semiconductors.5

Semiconductor fabrication involves the following

processes: patterning (oxidation, photoresist applica-

tion, photo exposure, developing, wet or dry etching,

stripping, and cleaning), junction formation (diffusion

and ion implantation), thin film, and metallization.

Wet etching is a process of removing unnecessary parts

from wafers is followed by stripping and cleaning

photosensitive substances with various chemicals. In

this part of the process, operators repeatedly dip the

wafers into chemical baths composed of a combina-

tion of peroxide and BOE solution (a mixture of

peroxide, hydrogen fluoride, ammonium fluoride, and

some surfactant). After wet etching, workers clean

wafers multiple times using various chemicals, includ-

ing trichloroethylene, 1,1,1-trichloroethane, freons,

isoprophyl alcohol, acetone, ethanol, hydrofluoric

acid, sulfuric acid, hydrochloric acid, nitric acid,

hydrogen peroxide, or ammonium hydroxide fol-

lows series of etching process (from the late 1990s,

wet etching methods have been replaced by dry

etching, an automatic process using plasma contain-

ing ionized particles, rather than the chemicals des-

cribed above). During junction formation, diffusion

Correspondence to: HJ Kim, Department of Occupational Medicine,
College of Medicine, Dankook University, Korea, Email: hj7121@
gmail.com
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In 2010,
• Total assets USD 340 billion

• Annual revenues USD 220 billion

• Annual income USD 21 billion

33 subsidiary companies, including
• Electronics

• Semiconductors 

• Telecommunications

• Construction projects

• Financial services
• Life insurance

• Medical services

In 2011, market share of 

• Semiconductor - Dynamic Random Access Memory (DRAM)
   42.2% (1st )

• Semiconductor - Mobile Access Point (AP)   73.0% (1st)

• Visual display – TV   22.5% (1st)

• Visual display – monitor   15.1% (1st)

• Mobile communications – mobile phone    21.2% (2nd)
• mobile communications – smart phone   19.9% (1st)

Samsung(

Criticism of Samsung focusing on its
• Long-standing policy that prohibits union organizing

• Destruction of environmentally sensitive habitat

• Child labor in its factories in China

• Irresponsibility about its workers’ health

    - 32 deaths of Samsung semiconductor workers
    - Activism of Supporters for the Health and Rights of 

People in the Semiconductor Industry (SHARPS)

Cover: Hwang Yu-Mi, died of leukemia at the age of 23 

           after working at a Samsung semiconductor factory.

Kim I, Kim HJ, Lim SY, Kongyoo J. Leukemia and non-Hodgkin 
lymphoma in semiconductor industry workers in Korea.

Cri,cism(of(Samsung

In response to requests that Credomobile influence Samsung 
to improve its unscrupulous policies, Credomobile has shown 
lukewarm responses.

We believe that Credomobile is sincere in its vision and that 
it will take a leadership role for meaningful change in 
Samsung’s policies.

Howard(Waitzkin,(M.D.,(PhD.,(Departments(of(Sociology(and(Robert(Wood(Johnson(Founda,on(Center(for(Health(Policy,(University(of(New(Mexico,(Albuquerque
Mira(Lee,(M.D.,(Physicians(for(Humanism,(Busan,(South(Korea

JeongNok(Kong,(M.D.,(M.P.H.,(Korea(Ins,tute(of(Labor(Safety(and(Health,(Seoul,(South(Korea

Confron&ng(Occupa&onal(Health(Problems(in(the(Electronics(Industry:(
Samsung(&(Credomobile,(Their(Partnership?

Credomobile describes itself as “America’s only progressive 
phone company.”

From their homepage (www.credomobile.com):

“We’ve pursued two ambitious goals: working for 
progressive social change and running a successful 
business. We strive to make it easy for progressive 
individuals and we raise millions of dollars for 
nonprofit groups that do the same. Our social change 
work has always been the heart of our enterprise.”

Activism in 2011:

• 16,056,843 petitions, emails, faxes, and comments

• 161,997 phone calls to decision-makers

• 250 activists arrested at the White House

Donations in 2011 - total USD 2,789,612

Credomobile

Samsung was ranked third in the 2012 Public Eye Award 
which identifies the world’s most unscrupulous corporations; 
coordinated by Greenpeace and Berne Declaration. 

Abstract(

The Samsung Group has emerged as one of the 

world's largest and most powerful multinational 

corporations. In 2010, its total assets amounted to 

more than USD 340 billion, with annual revenues of 

about USD 220 billion and annual income of USD 21 

billion. 

Samsung focuses on electronics, but it also owns 

subsidiaries that deal with shipbuilding, 

telecommunications, construction projects, insurance 

and financial services, chemicals, retail stores, 

entertainment, clothing, and medical services. 

Samsung has received wide criticism from 

organizations concerned about public health, labor 

rights, the environment, and fair trade. In particular, 

the company's long-standing policy that prohibits 

union organizing has attracted critical attention. 

Another major struggle has focused on Samsung's 

record in workers' health. For instance, occupational 

health researchers and activists have called attention 

to clusters of leukemia and other cancers among 

Samsung's South Korean electronics workers. In 2012, 

Samsung ranked third in a major report on the world's 

most dangerous corporations. 

To improve Samsung's practices, one effort targets 

organizations that purchase Samsung products. Such 

an organization, Credomobile, buys Samsung 

cellphones that it provides “free” or sells to its 

subscribers. This collaboration with Samsung appears 

to contradict Credomobile's “progressive” corporate 

policies that support labor rights, public health, and 

environmental justice. 

This presentation will review systematically the 

results of several research projects that demonstrate 

deleterious occupational health consequences of 

Samsung's policies. In addition, the session will 

explore strategies to change those policies, including 

international efforts to influence U.S.-based 

organizations that buy Samsung's products.

Samsung(phones

Credomobile’s(role?

Despite its progressive vision and Samsung’s unjust practices, 
Credomobile actively promotes and sells Samsung mobile 
phones.



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• The decline of empire
• Trade agreements
• Defeat of Free Trade Area of America
• Weakening of WTO after Cancún 2005
• Binational, regional agreements with US - currently, 
Korea, Colombia, Panama

• Alternative trade agreements: MERCOSUR, ALBA 
(Alianza Bolivariana para los Pueblos de Nuestra 
América)

• Electoral victories, especially Latin America
• Very few countries continue to accept policies of 
neoliberalism
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• The decline of empire
• Weakness of capitalist economic system system

• Socialization of banks and large private 
industries such as auto industry

• Endless war
• Disaster capitalism
• Lenin: vulnerability and deterioration of empire in 

late capitalism
• Galtung: end of U.S. empire by 2020

• Empire’s deterioration: reduced capacity to 
destroy democratically elected governments 
that do not defer to imperial expectations.



GOOD NEWS
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• The debt crisis
• Weakness of capitalist economic system system

• Social construction of crisis
• Previously: debt encouraged, not a problem

• “Debt peonage”
• Debt crisis of Greece: creature of Goldman-

Sachs
• Fox guarding the chicken coop 

• People who created the process entrusted 
to solve it.

• Persistent (religious?) faith in failed ideas and 
ideologies
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•The debt crisis
• Weakness of capitalist economic system 
system

• Pretext for expanding inequality;
• Private access to public trust funds 
• Privatization of public resources

• Examples: 
• United States
• South Korea
• Argentina



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

•The debt crisis

• What country has the highest 
debt as a % of GDP?
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List of sovereign states by public debt
From Wikipedia, the free encyclopedia

See also: List of countries by external debt and List of countries by future gross government debt

This is a list of countries by public debt to GDP ratio as listed by Eurostat for EU and by CIA's World Factbook 2010, for the rest of the world. It is the cumulative total of all

government borrowings less repayments that are denominated in a country's home currency. Public debt is the most relevant data for discussions of government default and debt

ceilings; although of similar magnitude for the US (2010), it is different from external debt, which instead reflects the foreign currency liabilities of both the private and public

sector. The figures here are represented as a percentage of annual gross domestic product. The public debt relative information provided by national sources is not always objective

and true, given the fact that there is no independent research in these matters.

Rank Country
% of GDP

(CIA and Eurostat)[1][2] Date % of GDP (IMF) [3] Date Region

1  Japan 197.5 2010 est. 225.9 2010 Asia

2  Saint Kitts and Nevis 185.0 2009 est. 196.3 2010 North America

3  Lebanon 133.8 2010 est. 138.9 2010 Asia

4  Zimbabwe 234.1 2010 est. 75.9 2010 Africa

5  Greece 142.8 2010 est. 130.2 2010 Europe

6  Iceland 126.1 2010 est. 115.6 2010 Europe

7  Jamaica 123.2 2010 est. 135.7 2010 North America

8  Italy 119.1 2010 est. 118.4 2010 Europe

9  Singapore 105.8 2010 est. 98.9 2010 Asia

10  Belgium 100.9 2010 est. 100.2 2010 Europe

11  Ireland 96.7 2010 est. 93.6 2010 Europe

12  Portugal 93.0 2010 est. 83.1 2010 Europe

13  Sudan 92.6 2010 est. 71.4 2010 Africa

14  Sri Lanka 81.9 2010 est. Asia

15  Canada 84.0b 2010 81.7 2010 North America

16  France 82.4 2010 est. 84.2 2010 Europe

17  Egypt 79.9 2010 est. 74.2 2010 Africa

18  Belize 80.0 2010 est. 78.1 2010 North America

19  Germany 83.2 2010 est. 74.3 2010 Europe

20  Nicaragua 78.0 2010 est. 67.2 2010 North America

21  Dominica 78.0 2009 est. 83.0 2010 North America

22  Hungary 80.2 2011 est. 78.4 2011 Europe

23  United Kingdom 76.1 2010 est. 76.7 2010 Europe

24  Israel 74.5 2010 est. 76.1 2010 Asia

25  Austria 71.0 2010 est. 70.0 2010 Europe

26  Malta 70.9 2010 est. 70.0 2010 Europe

27  Netherlands 62.6 2010 est. 66.0 2010 Europe

28  Spain 60.1 2010 64.5 2010 Europe

29  Côte d'Ivoire 63.8 2010 est. 64.9 2010 Africa

30  Jordan 63.2 2010 est. 62.7 2010 Asia

31  Cyprus 60.8 2010 est. 60.8 2010 Europe

32  Brazil 60.8 2010 est. 66.8 2010 South America

33  Mauritius 57.7 2010 est. 52.3 2010 Africa

34  Ghana 59.9 2010 est. 69.0 2010 Africa

—  World 59.3 2010 est.

35  Albania 59.3 2010 est. 60.6 2010 Europe

36  Bahrain 57.8 2010 est. 32.8 2010 Asia

37  United States 62.3a 2010 est. 92.7 2010 North America

38  Seychelles 54.8 2010 est. 82.6 2010 Africa

39  Morocco 60.9 2010 est. 49.9 2010 Africa

40  Bhutan 57.8 2009 Asia

41  Guyana 57.0 2010 est. 63.9 2010 South America
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South Korea Pays Off Debt to IMF

South Korea paid off the last of its debt to the International
Monetary Fund on Thursday, closing a chapter in the 1997-98
Asian crash that forced one of the world's biggest economies to
appeal for a foreign bailout. 

The $140 million payment closed out the $19.5 billion loan two
years and 10 months ahead of schedule, said Yoon Dae-hee, a
spokesman for the Ministry of Finance and Economy. 

"We've retaken our economic sovereignty," Yoon said. "From now
on, we no longer need prior consultations with the IMF in planning
and executing our economic policies." 

Still, many analysts say South Korea's economic troubles are not
over and that corporate restructuring has a long way to go. 

South Korea recently adjusted its growth forecast for this year
from 5% to 3% amid a drop in exports and the U.S. economic
slowdown. Its economy grew 10.7% in 1999 and 8.8% in 2000. 

"The crisis is not over," said Rhee Namuh, a senior analyst at
Samsung Securities Co. 

"The government has succeed in repaying IMF, but failed to
strengthen the country's economic structure to ensure sustained
growth," said Jun Min-kyu, an analyst at LG Investment &
Securities Ltd. 

South Korea was hit by a severe liquidity crisis in late 1997,
forcing the country to appeal for a record $58 billion, IMF-led
bailout package. 

The recession was triggered when Thailand devalued its currency
and set off a chain reaction across the region. Thousands of
financially weak companies in South Korea collapsed.
Unemployment soared in a nation where workers were
accustomed to lifetime jobs. 

South Korea used only $30.2 billion of the international aid
package, including $19.5 billion from the IMF. It has already paid
back all loans drawn from the World Bank and other international

 

South Korea paid off the
last of its debt to the
International Monetary
Fund on Thursday, closing
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Asian crash that forced
one of the world's biggest
economies to appeal for a
foreign bailout.
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SOUTH KOREA GDP PER CAPITA AT CONSTANT PRICES

The GDP per Capita at constant prices in South Korea was reported at 20107697.29 South Korean Won in 2009, according to the International

Monetary Fund (IMF). In 2015, South Korea's GDP per Capita at constant prices is expected to be 25407482.81 South Korean Won. GDP is

expressed in constant national currency per person. Data are derived by dividing constant price GDP by total population. In 2009, South Korea's

economy share of world total GDP, adjusted by Purchasing Power Parity, was 1.94 percent. In 2015, South Korea's share of world total GDP is

forecasted to be 1.98 percent. This page includes a chart, historical data and forecast for South Korea's GDP per Capita at constant prices.
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IMF DATA SPECIFICATIONS

Country South Korea

Subject

Descriptor
Gross domestic product per capita; constant prices

Subject Notes
GDP is expressed in constant national currency per person. Data are derived by dividing constant price GDP by total

population.

Units South Korean Won

Scale Units

Country/Series-

specific Notes
See notes for: Gross domestic product; constant prices (National currency) Population (Persons).

Estimates Start

After
2008

Title South Korea GDP per Capita at constant prices

Keywords

South Korea GDP per Capita at constant prices, South Korea GDP per Capita at constant prices data,South Korea GDP per

Capita at constant prices chart,South Korea GDP per Capita at constant prices historical data,South Korea GDP per Capita at

constant prices graph,South Korea GDP per Capita at constant prices forecast.
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ARGENTINA: DEBT DEFAULT 2002; 
FULL PAYMENT TO IMF 2005

Argentina’s people resisted IMF’s conditions for 
public sector cutbacks and privatization.

Massive protests

Takeovers of factories, hospitals, clinics

Workers’ self-management

Economic effects were positive.



ARGENTINA: DEBT DEFAULT 2002; 
FULL PAYMENT TO IMF 2005
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ARGENTINA GDP PER CAPITA (CONSTANT PRICES SINCE 2000)

Argentina GDP Per Capita stands at 9894 US dollars, according to the World Bank. The GDP per capita is obtained by dividing the countryʼs

gross domestic product, adjusted by inflation, by the total population. Historically, from 1960 until 2008, Argentina's average GDP Per Capita

was 6861.08 dollars reaching an historical high of 9894.00 dollars in December of 2008 and a record low of 4959.00 dollars in December of

1963. This page includes: Argentina GDP per capita (Constant Prices Since 2000) chart, historical data, forecasts and news.

Country Indicator Reference Actual Previous Next Release Impact

Argentina GDP per capita Dec/2008 9894.00 9360.00  
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ABOUT GDP PER CAPITA (ADJUSTED BY CONSTANT PRICES) 

The GDP dollar estimates given on this page are adjusted for inflation. The term Constant Prices refers to a metric for valuing the price of

something over time, without that metric changing due to inflation or deflation. The gross domestic product per capita is the value of all final

goods and services produced within a nation in a given year divided by the average (or mid-year) population for the same year. The gross

domestic product (GDP) is one of the measures of national income and output for a given country's economy. GDP can be defined in three

ways, all of which are conceptually identical. First, it is equal to the total expenditures for all final goods and services produced within the

country in a stipulated period of time (usually a 365-day year). Second, it is equal to the sum of the value added at every stage of production

(the intermediate stages) by all the industries within a country, plus taxes less subsidies on products, in the period. Third, it is equal to the sum

of the income generated by production in the country in the period—that is, compensation of employees, taxes on production and imports less

subsidies, and gross operating surplus (or profits). source (wikipedia)
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Euro Area Unemployment Rate at 10% in August

Published: 9/30/2011 2:29:55 PM By: TradingEconomics.com, Eurostat 

The euro area (EA17) seasonally-adjusted unemployment rate was 10.0% in August 2011, unchanged compared with July. It was 10.2% in
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RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

•Socio-medical activism in the post-empire era
• Confirm core principles: 

• right to health care 
• right to water and other components of a 

safe environment
• reduction of illness-generating conditions 

such as inequality and related social 
determinants of ill health and early death



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

• Socio-medical activism in the post-empire era
• Bourdieu

• Emphasize struggles seeking alternatives to 
neoliberalism and privatization, as the state and 
civil society transform



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

•Socio-medical activism in the post-empire era
• Robinson

• Counter-hegemonic spaces, in which the 
given wisdoms that foster empire become 
demystified and unacceptable
• All examples in Latin America include 

parallel community-based “workers” or 
“community” schools



RESISTING EMPIRE, BUILDING AN ALTERNATIVE 
FUTURE IN MEDICINE AND PUBLIC HEALTH

•Socio-medical activism in the post-empire era

• Strategies for activism that can extend these 
counter-hegemonic spaces to broader social 
change

• As the era of empire passes, no other path will 
resolve our most fundamental aspirations for 
healing.

• Thanks.


