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HEALTH DISPARITIES IN AND
TRANSDISCIPLINARY APPROACH
TO CARDIOVASCULAR DISEASE IN
MEXICO

The study of health disparities and the five
areas of scientific training, seen from a trans-
disciplinary approach set forth in the article by
Golden et al.,1 is one of the recent excellent
contributions to addressing comprehensively
the effects of health hazards in cardiovascular
diseases (CVDs), which the biomedical focus
has not been able to solve. Certainly, the
creation of a research center with a transdisci-
plinary approach, which will contribute to re-
ducing health disparities that generate CVDs in
any population group, is a strategy that we must
promote and enrich with lessons learned in
other countries. In the case of scientific training
in México, we are also incorporating into this
transdisciplinary perspective an ecosystemic
approach developed in Canada.2 In this sense,
besides the multidisciplinary focus, the role of
the socially involved actors stands out, above
all with a proactive role of the population, with
strategic alliances developed between the civil
society organizations and the health system.
Considering these alliances, we emphasize,
from a transdisciplinary perspective, the

development of scientific evidences of health
disparities that lead to cardiovascular problems
along two very relevant lines3,4:

d disparities in the economic burden to the
health system, the patients, and society as
a whole, and

d the identification of the social determinants
that allow us to determine whether hyper-
tension is a cause or an effect of a social
disparity.

From the point of view of this transdisci-
plinary approach, we would like to highlight
the importance of disparities in terms of cata-
strophic expenditures attributable to hyper-
tension (> 30% of the family’s income) for
patients and society as a whole. It is particularly
important to point to the high economic cost to
homes, when comparing with the cost to the
state. Actually, as can be seen in Figure 1,
health care costs for hypertension hit the
pockets of patients and their families, so that of
every US $100 spent on hypertension care in
Mexico, US $52 come from patients’ pockets
and US $48 from the health institutions.

These evidences are particularly relevant
because most of the out-of-pocket expense
for care for this disease comes from homes
belonging to the informal economy. Thus, a
large number of patients with hypertension in
Mexico do not have complete social protection
for the disease or its complications and end
up with out-of-pocket expenditures to cover
more than half of the cost. This generates
catastrophic expenditures, turning hyperten-
sion and its complications into an effect of
a social disparity in the population that does
not have complete social protection schemes
for their health demands. But hypertension and
its complications can also be a cause of social
disparity, since families may be impoverished
by the catastrophic health expenditure that is
generated.

In this context and from a transdisciplinary
approach, to decrease social disparities in
health care costs for hypertension we propose,
among other actions, the generation of a citizen
observatory that, in alliance with the health

systems, would monitor programs and re-
sources for greater detection, promotion, and
prevention of hypertension, and that would
provide better control of complications in di-
agnosed cases and in patients undergoing
treatment. j
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Note. Insured 1 = health providers to workers employed with companies; Insured 2 = health providers to workers employed with the state; Uninsured = health providers for nonsalaried workers.

Source. Arredondo et al.4

FIGURE 1—Health disparities in US $ from the economic burden of hypertension to providers and users in Mexico: 2013.

e4 | Letters American Journal of Public Health | October 2015, Vol 105, No. 10

LETTERS


