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REVIEW ARTICLE
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ABSTRACT
The Global South nations and their statehoods have presented a driving force of economic and social
development through most of the written history of humankind. China and India have been tradition-
ally accounted as the economic powerhouses of the past. In recent decades, we have witnessed rees-
tablishment of the traditional world economic structure as per Agnus Maddison Project data. These
profound changes have led to accelerated real GDP growth across many LMICs and emerging coun-
tries of the Global South. This evolution had a profound impact on an evolving health financing land-
scape. This review revealed hidden patterns and explained the driving forces behind the political
economy of health spending in these vast world regions. The medical device and pharmaceutical
industry play a crucial role in addressing the unmet medical needs of rising middle class citizens
across Asia, Latin America, and Africa. Domestic manufacturing has only been partially meeting this
ever rising demand for medical services and medicines. The rest was complemented by the participa-
tion of multinational pharmaceutical industry, whose focus on investment into East Asia and ASEAN
nations remains part of long-term market access strategies. Understanding of the past remains essen-
tial for the development of successful health strategies for the present. Political economy has been
driving the evolution of health financing landscape since the establishment of early modern health
systems in these countries. Fiscal gaps these governments face in diverse ways might be partially over-
come with the spreading of cost-effectiveness based decision-making and health technology assess-
ment capacities. The considerable remaining challenges ranging from insufficient reimbursement rates,
large out-of-pocket spending, and lengthy lag in the introduction of cutting-edge technologies such
as monoclonal antibodies, biosimilars, or targeted oncology agents, might be partially resolved only in
the long run.
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The Global South in world economic history

Health and disease in the antiquity and middle ages

The polarization of the world economy on the rich industrial-
ized northern hemisphere and significantly less wealthy
developing nations of the southern hemisphere dates back

mainly to the Colonial Era. If we dig deeper into the
Medieval Era or Antiquity, we shall observe that nothing
close to this contemporary division was reality. Actually, for
most of the written past, the Orient in its broadest sense
was a symbol of welfare, prosperity, and advancement in
knowledge and technology1. The economic history of
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mankind teaches us that if a certain state’s ability to extract
gold was the prime indicator of national wealth, the wealth-
iest country ever in written history appears to be Empire of
Mali in Western Africa during the reign of Mansa Musa
(c.1312–c.1337)2.

According to both Western chronicles such as those of
Marco Polo3 and Eastern Court chronicles of Imperial China4,
most mainstream historians of the world economy nowadays
recognize that China and India were the economic core of
the Old World for most of the past two millennia5,6. This is
carefully documented and elaborated in Agnus Maddison
Project data, which has attempted to reconstruct approxi-
mate participation of ancient statehoods, their predecessors,
and descendant cultures during the past 2,000 years7. This
ambitious research has encircled all most prominent state-
hoods, ranging from the Roman Empire to the West, going
eastwards over Arabic Caliphates and the Byzantine Empire
to Persia, several consecutive India’s governments through
centuries ranging from King Ashoka to Mogul’s Dynasty up
to Imperial China and Indo-Chinese Kingdoms.

European nations and their descendant colonial cultures
are represented with Tsarist Russia, Imperial Britain, France
and Netherlands, German statehoods, and Austro-Hungarian
and Turkish Ottoman Empires. Africa was represented with
the Empire of Mali, Egyptian statehood traditions, the
Ethiopian Kingdom, and Great Zimbabwe. Yet all of these
long-lasting monarchies whose influence and participation in
global trade extended hundreds of miles beyond their bor-
ders, point out to the few mainstream features of ancient
economic systems. A common denominator of the strength
of a certain economic system was primarily its ability to
mine and manufacture noble metals, primarily gold8. The
emission of gold was surprisingly at the height of the Roman
Imperial Era around 1 AD, a dozen times larger than the joint
one of the Byzantine Empire, Arabic Caliphates, and all small
medieval European kingdoms 1,000 years later, around 1,000
AD9. During most antiquity, these ancient economies were
based on slave work in the East and West alike. Free peasant
work dominated most of Medieval Feudalism10.

The late modern period since the eighteenth century

Ultimately urban development was driven by the rise of early
factories through the multiple consecutive industrial revolu-
tions commencing in England in the 1740s11. These evolving
changes in the economic landscape have gradually reshaped
the way that agricultural exploitation of arable land and cat-
tle breeding was taking place12. Fundamentally, energy con-
sumption was gradually growing. With more efficient food
production, the high fertility rate of historical populations led
to improved early childhood survival13.

Coupled with the advancements of modern medicine,
improved housing, better water and food safety, and drain-
age of wastewater eventually led to the extended life expect-
ancy of people and improved longevity14. This rise of
medicalization15 and demography are essential consequen-
ces of the expansion of “nation states”, which bounds politics
with cultural, ethnical and religious unicity, and, hence,

growingly individual life is collectively shaped and moni-
tored.16 This was notably beneficial, leading to the expansion
of the labor force and rapid demographic explosion17in
many world regions during the past three centuries.
However, it had one essential backdrop. Populations were
expanding much faster than the ability to adapt national
socioeconomic support systems, housing, and education
capacities18. A colorful example is that approximately 300
million people moved from the village and countryside to
the cities in Western Europe and North America during the
industrialization era19. The same process at a vast scale
across most of Eur-Asia is now shifting approximately three
billion people from rural to urban areas20.

Since most of this process has been taking place since
the second world war (WWII) in a span of only half a century,
the scale of demographic pressure is being obviously gener-
ated this way21. This is most obvious in the modern-day
Asian megacities22 of coastal industrial areas ranging from
Moscow and Istanbul to Mumbai, Delhi, Shanghai, Beijing,
Jakarta, Tokyo-Yokohama conurbation, and so on.

During the nineteenth and twentieth centuries, some
essential events took place that shaped the contemporary
momentum across Asia, Africa, and Latin America. India and
China remained the wealthiest nations and strongest partici-
pants in the global economy until the late eighteenth cen-
tury23. Commencing from the early nineteenth century,
Colonial Age centuries-long brutal economic policies of
exploitation have harvested their goal24. A tremendous
amount of national wealth has left India, China ,and sur-
rounding traditions and moved primarily to the Western
European colonial powerhouses25. Much later, a share of this
wealth ended up in their colonial descendant cultures rang-
ing from North America to Australasia. It is crucial to under-
stand that the gradual economic recovery of what is
nowadays known as the Global South began mostly
after WWII26.

Triggered by liberation movements led by Mahatma
Gandhi27, Nelson Mandela28, Patrice Lubumba29, Thomas
Sankara, Samora Machel, and other leaders of prominence
during the 1960s, things began to change30. At the mutually
overlapping interests of superpowers of the Cold War Era,
the Soviet Union (USSR), and the USA, the birth and rise of
the Non-Aligned Movement31 was allowed. Effective losers of
these transnational associations strengthening were old
Western European colonial empires32. Early after WWII, dur-
ing the 1950s and 1960s in the early Cold War era, Britain,
France, Netherlands, Portugal, Spain, and Belgium lost most
of their remaining overseas possessions or those most valu-
able ones in economic terms33.

Some limited influence remained within the British
Commonwealth structure, French Pan-African commitments,
or traditional connections in education and cultural sphere
between the colonies and their imperial statehood core
nations34. Typically, most esteemed schools in Congo were
those run by Belgian authorities. In Vietnam and the rest of
French Indo-China, there used to be a similar case before the
French–Vietnamese war of liberation35,36. Many decades later
there remain even animosities between the former colonies
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and their master, such as Korean youth nowadays being
reluctant to learn the Japanese language and culture37.
Similar cases have been observed in many world regions,
such as formerly French Algeria or Caribbean islands38. The
remnants of this process continue today. Commencing with
194539 there were four consecutive and a half decades of
Cold War superpower rivalry (1945–1991)40. The power vac-
uum created by the withdrawal of Western European polit-
ical, economic, and military control was mostly filled by the
expanding USA or USSR’s influence41.

Political economy of health financing after the end of
the Cold War

Among the two models, a capitalist free-market economy
was more appealing in most of Latin America, some African
nations such as Morocco, South Africa, and Thailand,
Singapore, and some ASEAN nations in Asia42. Others were
heavily influenced by Marxist ideas and the socialist model
of a state-controlled economy43. Typical cases were Cuba,
Venezuela, and Bolivia in the Western hemisphere, while
Egypt, Ethiopia, many Sub-Saharan African countries, and
China, Yemen, and Vietnam in Asia44. Countries near the
USSR continental rim and its Warsaw Pact Alliance were all
heavily influenced by the socialist model of development45.
The end of the Cold War during 1989, the fall of the Berlin
Wall, and the 1991 voluntary dissolution of USSR in
Beloveska Suma brought new turbulent times across the
Globe. Immediately dozens of civil wars, revolutions, or bor-
derline conflicts were sparked in regions alongside former
separation lines of the two worlds46.

The accelerated globalization model followed with the
rapid expansion of large multinational businesses into most
formerly communist countries47. This was even the case with
Russia and China themselves, although via two distinctively
different historical pathways. The first was nicknamed “shock
therapy”48 and led to the catastrophic impoverishment49 of
the once second richest global economy, lagging only
behind the US for almost 30 years50. It ended up creating a
newly established capitalist elite, while a massive amount of
national wealth had left the USSR and Russian Federation
towards diverse offshore companies and foreign stock mar-
kets51. At the same time, this rapid and unbalanced process
created substantial social disparities52 in income and living
standards in the vast country that was once reputed for its
social justice and order53. The Russian recession hit its bot-
tom around 199854 and effectively dragged all Eastern
European satellite economies with it55. Recovery was gradual
but successful, and Russia was classified by the World Bank
Atlas method as a high-income economy as of August
201356. Its substantial gold reserves and low foreign debt,
with minor rubble devaluation, remain the landmarks of a
relatively stable national economy57, even today in
October 202158.

The case with the Chinese departure from the traditional
Marxist model towards a more market-based economy was
far more gradual and successful in its outcomes. Instead of
adopting risky political reforms shaped after Soviet

Perestroika59, Chinese authorities decided for economic
transformation that should precede the governing system
evolution for many years. It began with well-known Deng
Xiaoping’s reforms as early as 1978/79. Nevertheless, their
true impact in everyday Chinese life, economy, and trade
began to be felt mostly after 198960. The rest of the Chinese
rise to the stage of the richest global economy in purchase
power parity was documented by International Monetary
Fund rankings as of September 2014 where the People
Republic of China was classified in PPP terms as the largest
global economy61–63. This unseen economic miracle of dou-
ble-digit positive real GDP growth (þ9% to þ11%) during
the period of almost 40 years has created an abundance of
wealth in mainland China. This process has led to almost 800
million people being lifted from the poverty line with
secured housing, nutrition, basic healthcare, and successful
agrarian policies64. It has also created constant and ever-
growing gaps in trade deficits with both the EU and the US
with China, which has created geopolitical instability in
recent years65. China acting as the hotbed and an engine of
Pan-Asian development was closely associated with the
upward pathway adopted by most ASEAN and surrounding
South Asian countries. The rapid expansion of China–ASEAN
trade now significantly exceeds the annual value of similar
trade between countries and the US and European Union
across the Atlantic Ocean66.

According to some mainstream sources, China–ASEAN
trade has grown considerably, multiplying itself 85-times so
far during the past 30 years67. These beneficial circumstances
have created room for opportunity for accelerated develop-
ment for many regional players68. Typically, it was most vis-
ibly exploited by large nations ranking themselves among
the most prosperous emerging markets, such as India and
Indonesia57.

Global South economic transformation –
consequences for healthcare sector

The Global North impact on health financing in the
Global South

Medical traditions across Asia, Africa, and Europe date back
to antiquity. Many of these national legacies ranging from
ayurverdic medicine to Persian and Chinese Traditional
Medicine are amongst the largest systems of knowledge in
the history of medicine. Probably the most striking example
is Persian philosopher Avicena’s (Ibn Sina 980–1037) huge
book collection known in the Medieval Era as Al-Q�an�un f�i at: -
t: ibb (The Canon of Medicine) compiled 1025 AD69, which is
broadly regarded as the largest script ever written by the
hand of a single writer in the history of mankind70.
Traditional leadership of flagship Asian cultures in the
ancient world has lost its primacy during the Colonial
Era and particularly during the eighteenth and nine-
teenth centuries.

Rehabilitation of these cultures primarily began after the
success of their liberation movements, with the most prom-
inent case of India under Mahatma Gandhi71,72. A compar-
able scale of events took place in China after the epilogue of
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the civil war and The Long March, leading to the establish-
ment of the People’s Republic of China in 194973. The eco-
nomic development of many of these vast nations was
mostly hindered during the Cold War decades by an array of
public health and socioeconomics issues74. Most common
were widespread poverty75 and even hunger76, the striking
impact of traditional infectious diseases, poor housing in
many regions, and huge inequity between their rich elites
and folk masses77.

Early childhood mortality and maternal morbidity related
to childbearing age and pregnancy were additional problems
standing high on the agenda of most South Asian nations
for many years78. As the economic growth and living stand-
ards were rising, many things changed in everyday reality
from Pakistan to the Philippines and from South Korea to
Indonesia79. These national health systems were largely
inherited and developed from Colonial Era legacies. They
might have brought some important European achievements
such as the Bismarck style of risk-sharing80 via health insur-
ance plans or Beveridge system’s tax payment and Soviet-
influenced countries may have benefited from its Semashko
system pioneering universal health coverage back in the
1930s81. Most European inventions in health financing mech-
anisms were the authentic outcome of long European devel-
opment with the network of supporting health institutions
ranging from the tax system to the central government
authority capable of imposing mandatory payments for
health insurance via single or multiple payer models. In
either scenario these strategies could hardly be applicable to
inherently different societies with another inner class struc-
ture of wealth and hierarchy. Simply these Europe-tailored
economic policies were rather unfeasible or unsustainable in
societies82 such as Latin American and Balkan nations at the
time of their creation, mostly during the twentieth century83.
South Asian countries remain heavily dependent on foreign
donor aid, particularly to combat tuberculosis, malaria, and
HIV challenges in Sub-Saharan Africa84. Out-of-pocket pay-
ments remain the core bottleneck inefficiency issue which
remains high even at the governing agendas of leading
emerging BRICs nations85. In reality, it means that poor rural
households frequently slip into poverty and debt trap due to
severe and expensive diseases of a family member, such as
cancer or cardiovascular disorders. This phenomenon is
known as catastrophic health spending. Next to this one,
there are prominent difficulties to access to advanced sec-
ondary or tertiary hospital care. This is particularly the case
with intensive care unit admissions.

Education and emancipation of women alongside the
spreading of the sexual revolution outside the Collective
Western culture were surprisingly most rapid in the USSR
and its geopolitical sphere of influence. Due to the fact that
communism’s ground theory was rooted in industrial manu-
facturing, a large female labor force was necessary to achieve
the Five-Year Plans86. These plans, originally deployed by
Stalin’s government in the early USSR, were later adopted by
the People’s Republic of China. Unlike the popular opinion
among western mainstream economists, these plans were
exceptionally successful in lifting these huge countries out of

poverty. Many decades later, these huge scale development
models were exceeded in industrial expansion, leading to
the rise of megacities in modern China. The national process
began mostly in the early 1980s and culminated in unseen
welfare and economic prosperity in the late 2010s87. Such
upward pathways have made legitimate civil claims for
improved access to advanced and expensive healthcare tech-
nologies. Vulnerable, rural, and poor citizen layers are grad-
ually becoming better protected from associated health risks.
Indeed, China, Japan, South Korea, Taiwan, Hong Kong SAR,
and Singapore all adopted ambitious health insurance expan-
sion plans which were made a reality in recent years. Many
other ASEAN nations, notably Vietnam, Thailand, Malaysia,
Indonesia, and the Philippines, adopted ambitious long-term
governmental strategies to achieve universal
health coverage88.

One of the prominent hurdles faced by South-East Asian
nations is accelerated population aging. Just like everywhere
else in the world, the absorption of women into the labor
markets has led to decreased female fertility89 (number of
children being born during her childbearing age)90. In poor
Arab countries of the Middle East and Northern Africa, fertil-
ity has already fallen from the traditional seven to three chil-
dren per woman91. In wealthy Arab Gulf Countries (GCC) this
is around the threshold of 2.1 or even below92. In Far East
Asia populations the aging landscape is much worse. Its
advanced stage consequences for the fiscal sustainability of
the social protection and health financing were heavily docu-
mented on Japanese experience. However, as we approach
2050 China is becoming the fastest aging large nation93. This
was largely attributable to the One Child policies but also to
the general transformation of the way of life in an industrial-
ized, urban society. This meant migration from agricultural
traditional hard work in the field towards primarily sedentary
lifestyles and frequently intellectual jobs in the cities. The
shrinking base of taxpayers due to lower fertility is worsened
with the ever-expanding pool of senior retired citizens94.
Since pension funds tend to devaluate over time, the contri-
bution of a young and capable workforce to the needs of
the elderly is inevitably essential. Here comes the fact of the
“last year of life” phenomena where major healthcare resour-
ces are spent. The “end of life” expenses due to incurable
diseases were proven in health economics theory to be
approximately equal to the entire lifetime medical consump-
tion of an individual citizen95.

The problem itself is the expanding pool of people suffer-
ing from various clinical forms of dementias given the
extended human longevity. This prominent neurological
degenerative disorder traditionally relied on so-called family
caregiving. Sons and daughters provided care for their eld-
erly patients. Once the traditional family had three children
or more it was almost certain that one of them shall remain
committed to this uneasy task. Yet nowadays, when the pre-
vailing social model is a one-child family, reliance on family
care giving has to be replaced by institutional care provided
by homes for the elderly. In traditional societies ranging
from Eastern Europe to Western Pacific nations, putting your
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parents into a public care institution was broadly regarded
as immoral and with a heavy social stigma96.

In recent years these patterns have been gradually chang-
ing, although reluctantly. This is because aging societies miss
the capacity of youth to handle this burden effectively.
Home-based medical care provided by temporary nursing
staff is one of the many solutions being imposed.

Challenging epidemiological transition in the
Global South

These issues are additionally made more difficult with the
vast and ongoing transformation of morbidity and mortality
structure. Traditional societies of Africa, India, Sri Lanka,
Nepal, and most ASEAN nations heavily dominated their
morbidity structure by maternal, pregnancy-related issues,
early childhood survival, traumatism, and infectious diseases.
This same epidemiology landscape was actually historically
presented in Europe itself before industrial revolutions and
large-scale urbanization. Although such diseases might be
life-threatening, they were once made curable through
achievements of sanitary measures, wastewater drainage,
vaccines, and antibiotics.

Unlike them, truly new and uncommon diseases were tak-
ing their place more frequently with the expansion of seden-
tary unhealthy lifestyles. They were nicknamed “prosperity
diseases” or Non-Communicable Diseases (NCDs). Cardio and
cerebrovascular disorders, cancer, mental illnesses, diabetes
and chronic obstructive pulmonary disorder (COPD), and ter-
minal kidney failure all had prominent common features.
They were lifetime diseases, chronic expensive, and fre-
quently incurable, but symptoms could be controlled sub-
stantially. Simply they assumed procedures like insulin, renal
dialysis, or lifetime medications being mandatory for survival.
At the same time these technologies are almost prohibitively
expensive for the health systems of low-income countries
and exceptionally difficult to fund for middle income ones97.
This means that NCDs now have a vast prevalence and inci-
dence pool of patients, while conventional infectious dis-
eases have been defeated in an epidemiological sense. This
paradoxical situation has created a double burden of NCDs
and communicable diseases even in countries in a rather
juvenile stage of population aging like India98. These and
many other difficult health policy challenges are being
attempted to resolve in an array of approaches. Yet signifi-
cant shares of the general population remain unprotected
with their insurance plans, and not only those in proximity
to the poverty line. Primary medical care, emergency hospital
admissions, and access to essentials are mostly provided and
guaranteed to the ordinary citizen. In addition, advanced sur-
gery, particularly those involving implants, invasive radiology
diagnostics, and innovative pharmaceuticals are hardly
accessible outside the richest in this group. Their administra-
tion is mostly involved with months or years-long waiting
lists or significant out-of-pocket co-payments by the patient
and his family. In both scenarios this might mean that
patients do not get their medical care timely or cannot
afford it at all.

Though there have been improvements, albeit a slow pro-
cess, addressing the continued systematic barriers in the
development and expansion of quality care for patients with
NCDs is integral. This concern has been approached in a
multitude of contexts as the issue of quality of care is dif-
fused in a variety of regions and countries. For example,
Godman et al.99 assessed the current climate of care experi-
enced by patients with type 2 diabetes in sub-Saharan
Africa. The implications of this study provide insight on cur-
rent activities and utilize those as a pathway for recom-
mended activities. For example, in the portion of “suggested
activities among national governments and authorities” they
recommended the prioritization of screening and the
improvement of availability of medicines in the public sector
among others. Pharmaceuticals are the cornerstone of the
control of diabetes and capitalizing on implemented initia-
tives such as the one in South Africa, Central Chronic
Medication Dispensing and Distribution (CCMDD). The
improvement of this already placed infrastructure was to
provide high-quality generic options of medications while
increasing the accessibility in an ascertainable way. Though
the publication ideas and propositions can be levied towards
addressing the challenging epidemiological transition in the
Global South.

Health financing strategies to tackle challenges in
the Global South

Identification of some prominent cases of particularly large
nations and the one most rapidly developing across the glo-
bal South belongs to the case of BRICS (Brazil, Russia, India,
China, South Africa) or EM7 (BRICþMexico, Indonesia, and
Turkey). These are flagship economies across the developing
world and the LMICs countries and their notable trends in
health spending point out to the broader landscape57. India,
for example, remains at a steady GDP share even contracting
from 4.06% of GDP back in 1995 to 3.97% of GDP two deca-
des after. Other BRICs increased their total health expendi-
tures substantially: Brazil for þ3%, China þ2%, South Africa
þ1.5%, and Russia þ1.2% in the same time horizon of the
most accelerated development. Most Emerging Markets have
enjoyed abundant growth of welfare and living standards
since the beginning of the twenty-first century100. Thus, it
should be noted that even steady pace of spending in terms
of GDP share meant a bold rise in absolute per capita spend-
ing both in nominal and purchasing power parity (PPP)
terms. Another notable example is wealthy Arab Gulf
Countries (GCC) whose economy largely relies on fossil fuels.
Yet these nations being high-income countries tend to spend
only around 3% of GDP for entire healthcare in absolute
terms. If it is compared with 8.5% to 10% even in middle
income Eastern European and Balkan nations, the difference
is obvious101. Some important lessons can be derived.
Expanded tax base due to strengthened economy, blossom-
ing domestic businesses, and foreign direct investment in
many emerging markets did not transfer straight forward
into an increased health spending. It appears that govern-
ments in many of these regions had other priorities such as
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large infrastructural projects (typically Russia, Turkey) or mili-
tary spending (Saudi Arabia) or other sectors such as tourism
and agriculture (to the expensive of healthcare).

With the establishment of health technology assessment
in recent years, the establishment of health technology
assessment framework provides rational decision-making in
health financing strategies. Not only will this assessment aid
in the current climate of understanding necessary coverage,
but it has recently looked to be applied in the context of
new medicines and their value. Not only assessing the bene-
fits of modern technologies but medicines as well provides a
natural pathway to determining proper and thoughtful
implementation of these resources. It also provides a differ-
ent perspective, rather than looking through the lens of
those who stand to profit but looking from the point of view
of the consumer.

Political agendas like these might have been justified in
the old postwar decades when these societies were young,
their economies far less productive and competitive on a
global scale, and their populations healthier. But the contem-
porary demographic landscape is profoundly different across
most of the Global South, with notable exceptions of Sub-
Saharan Africa and Afghanistan. Most of the remaining
nations, ranging from Chile to Serbia and Korea to Vietnam,
face accelerated population aging and fertility declines102.
Their populations are facing a tremendous burden of chronic
expensive non-communicable diseases. Networks and hos-
pital facilities across their rural peripheries need to be
strengthened further to cover unmet medical needs of hun-
dreds of millions of people living in the countryside, far
away from large urban cores. It is essential to building
awareness of policymakers across the Global South to
increase their national health expenditures as much as pos-
sible. Here another subtle causal connection is frequently
omitted from their attention. It is the feedback loop of
healthy population’s effect to overall societal economic prod-
uctivity. This has been proven to be a strong positive rela-
tionship which means that investment into the people’s
health today means harvesting net income and revenues for
the national budget tomorrow. It is not only about cost sav-
ings and cost containment policies. It is a far more complex
equation and health financing streams need to be balanced
from several distinct approaches.

In addition to these complexities, it should be noted that
donor aid for health has been shrinking in many countries in
recent years. Also, there is evident supremacy of foreign
humanitarian aid spending for malaria, HIV, COVID-19, and
tropical diseases103 against far more complex and demand-
ing to treat NCDs104. It is a big problem since diabetes melli-
tus is a rapidly expanding pandemic across Eastern
Mediterranean countries, particularly Arab League nations
and the deeper Middle East105. China and Far East Asian
nations face the expanding burden of cholangiocarcinoma
and hepatocellular carcinoma (liver cancer), primarily driven
by the prevailing of unhealthy fast food urban diets against
traditional ones106. Change in nutrition patterns alongside
sedentary lifestyles and lack of exercise is responsible for
many forms of chemical toxicity-induced oncogenesis.

Traditional food preparation took much more time in com-
parison to conservated off-the-shelf semi-prepared prod-
ucts107. Coupled with long hours of hard fieldwork, it made
our ancestors much healthier than modern generations
enjoying living standards previously unthinkable to many
parts of Asia. This new age of prosperity brings room for
opportunity to many young people seeking employment and
migration from village to the city108. State-sponsored educa-
tion at public universities has contributed a lot to the ability
of industrial regions to integrate massive flux of newcomers
for decades109. The time is coming to consolidate and stream
the significant share of disposable public income with a
moderate private citizen participation into the universal
health coverage project110. This UHC challenge remains high
at stakes in many countries across the Global South. The
case is even stronger given the fact that UHC is a constitu-
tive element of the UN-proclaimed Sustainable Development
Goals111. How much this array of diverse national health poli-
cies and priorities will manage to increase accessibility and
affordability of medical care to the ordinary citizens remain
to be seen as we approach 2030.

Conclusive remarks

The Global South hosted some of the wealthiest economies
worldwide until the eighteenth century. During the post-
industrial era, the Global North has influenced heavily in pol-
itical and economic policies of the countries of these regions.
Despite rich cultural legacy, values of social solidarity in the
south, socioeconomic policies are tilting towards the north.
The majority of countries in the south have adopted market-
driven economic policies with varying degrees of regulation
by the state. In the context of new millennia global health
policies, including the political economy of health financing,
are shaped by values of the global north, their soft power
diplomacy, and designed and implemented across the
nations of the Global South through multilateral, bilateral,
and non-governmental organizations, and individual charity
foundations. These external ideas, institutions, and policies
might not solve the contextual problems without considering
inner stakeholders of the south. Global South has diverse
characteristics in terms of demographic profile, governance
systems, and epidemiological patterns of diseases. Funding
in the health sector in the Global South is relatively insuffi-
cient and countries’ priorities are other than the health sec-
tor including infrastructure development. Despite the huge
economic potential, the Global South has more to do in
strengthening the health system and healthcare financing to
address the triple burden of communicable, maternal and
child health and undernutrition, and non-communicable and
reemerging/newly emerging diseases. Further implantation
and utilization of the health technology assessment would
aid in the facilitation of determining benefits, barriers, and
risks. First, countries in the region require an increase in the
domestic health funding according to contextual priorities.
Second, at the proximal end, communities and individuals
should focus on modifying their lifestyles, living and working
conditions, and dietary habits, for the prevention of non-
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communicable diseases. In the long run, such behavioral
approaches could potentially reduce healthcare costs and
out-of-pocket expenditure of individual citizens. Third, the
specific problems of countries of the Global South are poor
governance and undermanaged systems rather than lack of
resources. Therefore, overall governance, regulation, civil
order, rule of law, accountability, and good governance are
the primary underlying institutional capacities that would
allow fiscal sustainability of healthcare financing in the
long run.
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