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Abstract

Until recently, infectious diseases were the main cause of death worldwide. New medical discoveries and the evolution of public health improved life expectancy and the ability to survive acute threats, thus changing the course of diseases from acute to chronic. Today, chronic illness is the most important health concern worldwide. Chronic illness increases existing poverty and pushes other people into it. As nurses, members of the healthcare system and members of this world, we cannot forget that our response toward globalization and chronic disease has to be centered in leadership through reorienting local and national healthcare systems. All actions must be grounded in the ethical treatment of the ill; we cannot close our eyes in hospitals or communities to what is happening now worldwide because our responsibility is to promote health, prevent disease, and care for human beings.

SINCE the 15th century, capitalism has gone through different stages of evolution, growing and changing to become dominant in the world today.1 With capitalism, political power changed its task to that of administering life as machinery of production so that human beings, as the centerpiece of capitalism, have to adjust to the exigencies of the individualized, competitive, and consumerist market to survive.2 With this trend, globalization emerged as a force that does not allow a middle ground for individuals, communities, societies, and countries.3,4 The growth of globalization is a process based on competence, and those who cannot compete are forced to the periphery. Yet in the current context, health has become a victim of global disparities and economic progress. Chronic illness, although recognized as a worldwide threat accounting for 60% of deaths worldwide, has received little attention. The focus has centered on other health priorities determined by heads of state of Western countries and private investors.

Chronic illness not only affects the person physically but also impacts the person as a whole as well as the person's family and society. Through the years, society has looked for perfection that has tended to be defined in terms of success, beauty, intelligence, and wealth. If people are unable to achieve these standards, they sometimes face discrimination. As Kristeva writes, Who is the foreigner? The one who does not belong to the group, who is not 'one of them,' the other.5(p95) Thus, throughout the world, chronically ill people hold the foreigner position mentioned by Kristeva. The inadequate regard for chronic illness is an example of discrimination and indifference that occurs worldwide. Understanding the impact of this indifference is important for nurses because chronic illness is a significant and challenging field of action worldwide. As nurses, members of the healthcare system and members of this world, we cannot forget that our response toward globalization and chronic disease has to be centered in leadership through reorienting local and national healthcare systems. All actions must be grounded in the ethical treatment of the ill; we cannot close our eyes in hospitals or communities to what is happening worldwide because our responsibility is to promote health, prevent disease, and care for human beings. As nurses, we must follow the ongoing dialogues and debates relating to wealth, social position, and health outcomes because we are there in the front line of the implementing of society's healthcare policies. We must be aware of how healthcare is influenced by the asymmetrical, unequal, competitive, and consumerist politics of globalization. Chronic illness is at the bottom of the list of priorities and is waiting for the world's attention; meanwhile, it continues, silently advancing and pushing more countries, societies, communities, and individuals into poverty.

In this article, I show how chronic illness has been influenced by globalization and discuss how the current global context shapes the experience of people who are chronically ill. First, I explore my encounter with a well-known philosopher from Latin America, the Argentinean Enrique Dussel. He is recognized as one of the greatest exponents of the Philosophy of Liberation in Latin America. In his writings, he offers a critical understanding of domination and oppression. Through the Philosophy of Liberation, concepts such as center, periphery, otherness, responsibility, ethics, and the Other obtain the necessary worthiness to build the basis for social transformation and emancipation.6 It attempts to bring out sociopolitical responses from our history to understand the present or problematic situations such as poverty and exploitation. Thus, the philosophical reflection in the Philosophy of Liberation is built on the reality of those who are vulnerable, a practical reality based on daily life as it is experienced by people who are marginalized. Dussel's thought emerged from South America, a continent that has been living under foreign-imposed policies that have led it into poverty, inequalities, oppression, and exploitation. Dussel helps me to understand the complexity of the predicament of chronically ill people from a different perspective, a perspective that comes from the South and that is also consistent with my Latin American roots and identity. It is a perspective that is international in scope because there are oppressed people everywhere; it is a perspective that goes beyond geographical boundaries and creates a language of possibility for the chronically ill in which they are active participants. In the second part of this article, I present the impact of globalization and neoliberal policies on health and continue to outline understanding chronic illness in the age of globalization. Finally, I discuss actions to change the situation of chronic illness from a nursing perspective.
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ENRIQUE DUSSEL SPEAKING FROM THE PERIPHERY

According to Dussel,7 throughout history, war has been the origin of world systems and control. The space, in this world of wars, is a battlefield of self-centered states in which contradictions are not allowed. Within this political space, philosophy emerges from both sides-the center and the periphery. Regardless of the place of origin, philosophy must involve reflection about the reality of its own world, own system, and own space like philosophy from the periphery does, as a response to situate itself with regard to the center though in total exteriority.7 Yet, when philosophy born on the periphery describes its reality in terms of the center, critical thought ends. Being from the center perspective, is what the center says it is.7-9

In Dussel's analysis, before the 15th century, the geopolitical center of the world market was concentrated on China and India, while Europe was considered a peripheral secondary geographical area. Once Europeans arrived in Africa, India, Japan, and the Americas, they changed their position from the periphery to the center. Dussel suggests that the violent conquest and colonization of the Americas and Africa conceded to Europe an advantage over the non-Christian East. As a result, with evangelization, enslavement, and genocide of communities in America and Africa, the European power of modernity began.10 Dussel explains, Indigenous America felt the impact of the first globalization…as well as racism, the myth of European superiority, economic exploitation, political domination, and the imposition of an external culture.10(p229) The power of modernity, called by Dussel Eurocentrism, or the prototypic foundational of the I, is a mind-set in which I discover, I conquer, I colonize, I enslave, I evangelize-ergo, I think.7 In fact, Dussel holds the view that Eurocentrism brought about the ego conquiro, in which faith and religion gave to Europeans all the certitude and power for their actions as the manifestation on earth of good and divinity to save those people considered mere objects or things, people who got their meaning only when they entered into the European world.7

Philosophy of Liberation is a dialogue that goes beyond Eurocentrism, in which other cultures are excluded from participation in the world.11 Indeed, it offers another approach to reality, one that comes from the periphery. People from the periphery, then, can become agents for reinvigorating dominant discourses and for reinvigorating political, social, and economic systems worldwide. Indeed, we still live in a postcolonial world in which systems are structured in ways that have the potential to perpetuate inequities. Thus, this world of globalization would work when both sides, the Western and the developing world, speak the same language of equality and respect one another without imposing and devaluating the other. It would be the day that both parts change the asymmetrical face that encloses globalization today in which we and they recognized that we and they are all valued human beings.
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Ethical conscience toward the vulnerable

Dussel's concept of the Other was influenced by Levinas' ethical perception of the Other.12 Throughout his work, Levinas returns to the metaphor of the face of the Other to discuss how and where responsibility enters into our lives.7 Consequently, ethical responsibility is acting toward the other as Other in which the recognition of the Other is based on the face-to-face interaction beyond physical facts or requirements preestablished by symmetrical relationships.13 When I recognize the vulnerable, a desire for the victim appears. Indeed, the transcendence of this desire creates the wish for justice for the other human being who is suffering. Then, according to Levinas, fraternity becomes a reality in which obligation toward the other is the axis of that relationship. There is a sense of solidarity. This sensibility enables the encounter with the other person. For example, nurses are prepared for unexpected encounters with the vulnerable, the ill; and when the encounter occurs, the vulnerability gets a face and identity, thus creating in nursing our responsibility. From the unique and ethical connection given by care, the Other becomes part of our world because as nurses, we open up our eyes to the experience of the Other. Hence, seeing in others the reality of vulnerability helps us to understand that we are as vulnerable as they are. Vulnerability links two people in one experience: the experience of that vulnerable human being and my own experience will be the objects of my reflection.

Back to Top

Ethical action for social change

Ethical action involves a normative act for human beings on the production and development of life at the community level.14 In the current global era the right to health and life are strong concepts and they contrast with the reality of the world of violence, poverty, famine, lack of access to healthcare, exclusion of chronically ill people from healthcare systems, and so on. Ethical action has to do with the fulfillment of the protection of life and the promotion of symmetric participation in the change.14 This change must be feasible, entailing what is economically, socially, technically, and psychologically possible in each community, because we are different as human beings. Then, every solution is not always possible even if it seems logically valid or reasonable.14(p501) Hence, feasibility defines the management of social actions that allow human beings' participation. According to Dussel, the perfect society does not exist. Every system creates its own victims. However, when the person becomes aware of his or her life experience, a critical attitude emerges to demand social justice.7,9,14 Social change is associated with transgression of self-centrism.14 Indeed, it offers another approach to reality, one that comes from the periphery. People from the periphery, then, can become agents for reinvigorating dominant discourses and political, social, and economic systems worldwide. It is to take off the mask of alienation, a mask defined by the function within the system as an employee, worker, or peasant; it is to reveal in justice the history of life.7,14 To achieve social change, it is necessary to question the system to create a new system and a new structure.7 Ethical action in a world of globalization means being there unconditionally and nonjudgmentally and making possible an intercultural dialogue where no one dominates the other.15 Thus, nurses, as human beings and citizens of this world, need to be aware that globalization is happening right now, and they need to act according to that reality and care deeply and provide advocacy for others, especially for people with chronic illnesses, who seem to be off the world's list of priorities.
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THE IMPACT OF GLOBALIZATION AND NEOLIBERAL POLICIES ON HEALTH

Globalization is a highly charged term with multiple meanings. It describes how nations, businesses, and people are becoming more interconnected and interdependent on one another.1 Globalization manifests itself in several spheres, including economic, political, cultural, social, and ideological spheres, all interconnected with one another.16 For some, globalization is the panacea for wealth and happiness, and for others, it is the cause of economic distress and unhappiness.17,18 Globalization is defined as the culmination of the spread of capitalism and its mode of production.18 This contemporary business dominance of capitalism involves the complex worldwide exchanges in labor, trade, technology, production, and capital among nations with different economies and political powers; it also involves geographic, social, cultural, and ideological spheres-all of them influenced by neoliberal ideologies and policies designed to facilitate the expansion of activities of private corporations through deregulation and privatization.2,16

With globalization, political power changed its task to that of administering life as machinery of production so that human beings, as the centerpiece of capitalism, have to adjust to the exigencies of the individualized, competitive, and consumerist market in order to survive.2 Human beings, consequently, are forced to compete in order to survive, originating what Taylor calls the dark side of individualism [or self-centrism], which both flattens and narrows our lives, makes them poorer in meaning and less concerned with others or society.19(p4) Within this current global context, in 2008, a severe economic recession of unprecedented dimensions and consequences, not only economic but also social in many countries, has been declared. At a time of economic meltdown, fiscal pressures in high-income countries may prompt cuts in health, education, and social protection, a situation that many countries, especially low- and middle-income countries, may be forced to deal with.20 In consequence, an increasing number of people will become marginalized at an alarming rate due to global changes that lead to harmful effects on their health and social status. The way the world is run today, there is no middle ground-one is either on the inside or on the outside-resulting in unequal and disruptive situations placed at the center for people who live in poverty, who are unemployed, disabled, or chronically ill.4 Today, being self-contained and local in a globalized world is a sign of deprivation and degradation. In the current global capitalist economy, social values, social relations, and ethics are exchanged for antisocial market values that have a tendency to reduce human beings, their production, and their reproductive capacity to the status of commodities.21

Globally, governments recognize that health and education define the quality of the workforce of a country, especially in times when it is important to compete with other countries.3 In this capitalistic viewpoint, ethical principles such as justice, aid, autonomy, security, and dignity are forsaken for economic reasons. Health becomes something that is a trade item in a business deal. Therefore, reducing human beings to merchandise only produces depersonalization, dehumanization, and alienation in healthcare. In other words, commercialization changes the scale of human values: People's lives and such values as respect and equality are very low priorities because they do not produce economic reward.22 Healthcare is seen as a tool to repair human beings as if they were machines to increase productivity and capability.

Health services are highly influenced by globalization, for example, the WHO (World Health Organization) aims to help governments to strengthen health services because governments' involvement in healthcare policies has been decreasing and consequently, healthcare is increasingly framed under neoliberal policies of privatization.20,23 Health is increasingly perceived as a private good, leaving the law of the market to govern which illness is profitable for investment and which is not. This situation has created deep implications for the provision of equal healthcare in most countries with neoliberal ideologies: the development of two-tier healthcare systems, the movement of health professionals from the public to the private sector, and the difference of attention between the public and a private sector.23 Unfortunately, this results in severe inequities in healthcare and in access to healthcare services, as in some Latin American countries, such as Colombia and Chile.

In Latin America, neoliberal paradigms prescribed by international financial institutions like the World Bank, the International Monetary Fund (IMF), and the World Trade Organization have influenced the region through policies of competence, deregulation, and privatization based on the ideal to repay foreign debt,24 a foreign debt that has only increased through time. Yet pushing developing countries to assume their debt has only left inequalities and disparities within those countries because of their need to face their debt and also compete in order to survive. The international financing rules and power imbalances make it extremely difficult to respond adequately to health problems.25

To highlight the effect of neoliberal policies in Latin America, we need only to point out that the richest 10% of individuals receive between 40% to 47% of total income, as compared with the poorest 20% of individuals who receive only 2% to 4% of total income.26,27 The root of the problem for governments in the developing world is how to assume minimum levels of welfare for their citizens and how to reverse strategies that not only are widening the gap between the rich and the poor but also are promoting less access and low quality of services for the poor.27

The healthcare system for some countries in Latin America is commodity based rather than provided as a basic human right. Consequently, there are an estimated 130 million Latin Americans in a region of 450 million people living in poverty and without access to healthcare, a situation that has made that region's healthcare system, along with Africa's, one of the worst in the world.24,28,29 The attempt of neoliberal politics in Latin America has tried to make sectors such as healthcare more productive and more competitive to fulfill the requirements imposed globally, an attempt that has had serious consequences in terms of equal access. So, globalization is a reality, and as a reality it has changed the economic landscape of developing countries forever.29 Thus, as in the example of Latin America, for those who promote globalization, the health and well-being of a country's citizens are not a priority. Globalization per se is the stubborn fate of the world, an irreversible process that divides as much as unites human beings.17,23,25,29 Globalization presents itself as a situation that cannot be ignored by the healthcare professions because it is a new ethical challenge to health professionals worldwide.
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UNDERSTANDING CHRONIC ILLNESS IN THE AGE OF GLOBALIZATION

Chronic illness is usually an unexpected and long-lasting condition of health that often cannot be cured: it cuts across gender, age, and economic interest. Usually, it persists for an indefinite time, which makes it impossible to determine its course and outcomes.29,30 Until recently, infectious diseases were the main causes of death worldwide. Because of new medical discoveries and the evolution of public health, life expectancy and the ability to survive acute threats have improved, thus changing the course of diseases from acute to chronic.31 Globally, chronic diseases are the major health problems facing the world, and they are a barrier to development and to alleviating poverty. Of 58 million deaths worldwide in 2005, 35 million were due to chronic illness, with 80% of those deaths occurring in the developing world in equal proportions among women and men.31

This threat has been described extensively by the WHO; however, heads of state from developed countries, private foundations, the World Bank and regional banks, and nongovernmental organizations have mobilized resources and attention only toward communicable diseases in the developing world while ignoring chronic illness.32 In September of 2000, the heads of state from 189 countries met to adopt the United Nations' Millennium Declaration in which they established 8 goals31 to be reached by 2015. The Millennium Declaration Goals (MDGs)present new measures to fight poverty, illiteracy, hunger, gender inequality, infant and maternal mortality, infectious diseases, and environmental degradation.33 These goals emerged from international human rights treaties.34 Although the Millennium Declaration Goals have their origins in human rights, they ignore a very significant health issue, chronic illness, despite evidence that shows it is the main cause of morbidity and mortality worldwide. In the Millennium Development Goals, health is related specifically to 3 issues: (1) reducing child mortality, (2) improving maternal health, and (3) combating HIV/AIDS, malaria, and other diseases. Apparently, chronic disease had been included in the goals as other diseases,31 but in the United Nations' report, chronic disease was ignored. If chronic disease is the first cause of mortality, why does it not have a priority within these goals? If within 10 years, an estimated 338000000 people worldwide will die due to chronic disease, why was it not included? The report limits its information to HIV, malaria, and tuberculosis-all of them classified as infectious diseases. Comparing the proportion and the distribution of malaria and cardiovascular diseases or diabetes alone shows clearly how the politics of health have not been focused on realities. For example, malaria had an estimated 883000 deaths worldwide in 2005, while cardiovascular disease was responsible for 17528000 deaths and diabetes for 1125000 deaths worldwide.31 In the 21st century, the world is still ruled by a center. There is no middle ground in the world today. The chronically ill people find themselves on the periphery, a periphery that must accommodate their needs to the center.

Globalization directly affects the worldwide health status and lifestyles of citizens through advances in communication and the widespread use of the Internet. On the positive side, these technologies can be used as a way to disseminate health promotion. However, their effects on health are mostly negative, that is, it is already widely acknowledged and probated that several behavioral factors such as unhealthy diet, smoking, physical inactivity, alcohol misuse, and illicit drug use are caused by the influence of the media. Most chronic diseases such as hypercholesterolemia, cardiovascular disease, type II diabetes, hypertension, chronic obstructive pulmonary disease (COPD), stroke, and some types of cancer occur because of unhealthy lifestyles that result from advertising by product marketing, the Internet, and the media.23 Today, people are bombarded with consumer messages through constant exposure to television, magazines, radio, newspapers, movies, and the Internet. Sometimes, advertising creates false expectations and images that affect not only the way we view ourselves and the world generally but also, specifically, the way we take care of our health. The media has a profound impact on the development of body image, self-image, and self-concept, and there are many mixed messages promoting, on the one hand, unhealthy lifestyles and on the other, the idealized body. At the same time, it creates false ideas and expectations about healthcare professionals, procedures, and treatments with oversimplified, misleading messages.

In the current era, obesity is a global issue that cuts through all economic, cultural, social, and political barriers. It affects people in both developed and developing countries. For example, each year at least 2.6 million people die from being overweight or obese, 4.4 million people die because of raised total cholesterol levels, and 7.1 million people die because of high blood pressure. Also, worldwide, one billion people are overweight and 338 million people will die in the next 10 years because diet plays a key role as a risk factor for developing chronic illness.31 Yet, global trade and marketing drive human beings into consumerism and unhealthy lifestyles, especially in developing countries. Micronesia is an example of massive consumerism; this country has a long history of foreign influence and dependence, a situation that has adversely affected the healthy dietary patterns that has resulted in obesity within the population. They have been and still are dependent on foreign nations for development and for imported foods because of the erroneous belief that imported food is superior to local foods. So, Micronesia still has an economy in transition with a lack of self-sufficiency and a precarious dependence on unhealthy imported food.35

Despite the alarming socioeconomic situation of chronic illness throughout the world, it has not received the necessary attention to prevent or control it. For example, education about the harmful effects of tobacco would be a significant step. Tobacco tends to be used often among poor people, putting their health at risk and consequently depriving them of the education and nutrition that would help to lift them out of poverty. In Bangladesh, 10.5 million people are malnourished, people who could have an adequate diet if, instead of spending their money on tobacco, they spent it on food. The change could save the lives of 350 children over the age of 5 years each day.31 Significantly, there is a strong link between increased tobacco consumption and free trade and foreign investment.36 It seems that WHO does not trust the World Trade Organization (WTO) to improve health among the developing world. The WHO Framework Convention on Tobacco Control provides a mandate for domestic tobacco control legislation through a global treaty that was negotiated outside the WTO agenda. Thus, the WTO is neither a scientific nor a health agency, and it cannot protect the health of human beings because it only regulates trade among nations.36 Consequently, Although governments have the power to shape the international trade rules, their influence has been curtailed by the lack of resources, expertise, and technical support. Although some advances were made at the WTO Ministerial Meeting in Doha in 2001 (Doha Declaration), these have not yet been translated into practical gains for poor countries.36(p218)

Lack of treatment is another serious problem for the chronically ill. People who are chronically ill with cardiovascular disease, diabetes, and asthma require a reliable supply of affordable medicines. In the absence of such a supply, mortality and morbidity that could be avoidable occurs.32,37,38 Why is it that long-term treatments for the chronically ill are not available in some countries if, according to Stober, between 1990 and 1999, the number of developing countries used as places for health research that was supported by the US government rose from 28 to 79? Perhaps the answer lies in the time it takes for a pharmaceutical product to reach the consumer in the developing world. The development of a new product takes about 10 years to 12 years, and the investment to develop a new product is approximately $800 million. To protect their investment, pharmaceutical companies apply for patents on their products, which means that the company has exclusive rights over the product for 8 years to 10 years, so that people from developing countries have to wait about a decade for affordable medications or generics.38 Because research and development of new medications is based on how to recover the investment and make a profit, few pharmaceutical companies are interested in creating treatments for diseases that affect the developing world. This overwhelming situation is recognized as the 10/90 gap39: In 1990, the Commission on Health Research determined that less than 10% of global health research resources were applied to solve problems in the developing world, which accounted for over 90% of the world's health problems. According to the Global Forum for Health Research, although the world now invests more money in health research, there is still underinvestment in health research for lower- and middle-income countries. Hence, despite the fact that chronic illness affects people in both developed and developing countries, in the latter, affordable treatment is impossible to get because of international protection of patents.

Once chronic illness develops within a society, it becomes a trigger for disparities and inequalities. At the same time, poverty and exclusion increase the risk of developing a chronic illness.31 And behind all of this, economic policies feed rather than interrupt the circle of illness, poverty, and disparity. The lack of attention in the developing world toward chronic illness results from the absence of economic support, which, in turn, does nothing to encourage strong policies to control chronic illness. A healthy population is not an automatic by-product of economic development, but it can drive economic growth. Good health is an important determinant of economic productivity, and declining mortality from chronic diseases is associated with very high levels of social and economic development.32 Then, this global threat is not only affecting individuals, but is also hindering social and economic development of families, communities, and countries. Chronic disease increases poverty and pushes other people into it: it creates a cycle that seems almost impossible to break.31 Chronic diseases reduce life expectancy and economic productivity, decreasing the quantity and quality of a country's labor force, resulting in lower national output and lower national income. For example, $558 billion is the estimated loss in China's national income over the next 10 years because of premature deaths caused by chronic diseases.31

Chronic diseases have many economic and social consequences for the poor people who are affected by them. According to the WHO, the poor are more vulnerable to chronic diseases because of material deprivation, stress, and unhealthy lifestyles resulting from lack of knowledge or lack of resources. Once chronic disease strikes the poor, they are more likely to suffer adverse consequences. Sometimes they are forced to sell all their possessions to attend to their healthcare. In the short term, it helps to cover the emergency, but what happens later? Such people through time end up without any resources and are driven into complete poverty. Chronic conditions are situations that swing back and forth between controlled and uncontrolled periods of illness, and most of the time, owing to the lack of resources, chronic diseases are attended to when it is too late. In other cases, the fact that an adult family member has a chronic disease can also have direct consequences for children, especially when they have to drop out of school because they need to get a job to improve the family's economy.31 Thus, chronic conditions affect investment and consumption patterns. It seems that in health, the chronically ill have taken the position of the Other described by Dussel, a position in which the politics of imposition without inclusion seems the pattern of work. However, chronic conditions are prevalent and solutions cannot wait. All those who are affected or are at risk should turn their attention toward prevention and control. Creating a consciousness within a population makes it possible to prevent these diseases from advancing.
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NURSING IN THE AGE OF GLOBALIZATION: ADVOCATING FOR CHRONICALLY ILL

Today, worldwide, human beings dehumanize and exploit each other for the sake of economic profit and technological advantage. In some sense, there is no place for respect or ethical values, neither for self nor for the other. Both respect and ethical values throughout the world are treated with indifference. The health system, then, is limited in its role to address health32 because the health system has been influenced by neoliberal policies that at the same time shape the health status of many people across the world.40,41 Neoliberal policies in globalization have not brought about equality or eliminated poverty; they have instead resulted in a concentration of wealth in certain parts of the world. Regardless of the effects of globalization on health status, much of the work on prevention has been addressed toward the management of pathologies-indeed, it remains highly medicalized.41,42 Then, health systems organize themselves around the idea of diseases care rather than healthcare.32 As nurses, we care for our patients as a whole, not just as a single problem or a single system.43

In this world of competition, consumerism, and individualism, health systems and policies can violate human rights.44 As nurses, our responsibility is to be an advocate for our patients. However, our advocacy in this world of inequalities must take into account that self-determination and freedom are the most significant and priceless human rights.34 Our advocacy is based on recognizing that all human beings, despite their social and economic conditions or their political orientation, have the right to life, health and well-being.43,45 We must help to alleviate the impact of inequalities and abuse in our own settings-that would be a first step to deal with marginalization and disparities for the chronically ill.

To fulfill the need for advocacy we must strengthen our knowledge in nursing as a discipline that takes into account the marginalized and vulnerable-in this case, the chronically ill. Research has focused all its efforts on the identification of risk factors, prescriptions, and adherence to treatments, as opposed to what is happening right now in the world of globalization.46 Globally, the distribution of resources for research and development in biomedicine is unequal and has a direct impact on the progress of health sciences.47 Rather than use the scientific advances as a solution to socioeconomic disparities, they only create more poverty, discrimination, exploitation, and exclusion for the vulnerable and marginalized. Consequently, health research does not bridge the gap. Research practices only increase it because of a utilitarian view in which the collective welfare rather than individual rights has been imposed and perpetuated worldwide.45 This trend suggests that research involving human beings needs a little more humanity and compassion. The complexity of human beings does not allow us to use only a single way to get the knowledge. In this world full of inequalities, nursing is embracing new types of critical and emancipatory scholarship derived from traditions such as feminism, critical social theory, and postmodernism/poststructuralism as new views within the field of healthcare and social inquiry.48 From my point of view, nursing needs to accept the responsibility to fulfill its contract with society to improve health and to maintain nursing as a valued profession. Today, we are facing an era of globalization and our presence in the world is not a neutral presence.49 It cannot be because the changes in the world affect how we practice, educate, research, and develop knowledge in nursing; the social mandate must be to look forward and deal not only with the individual but also with a more inclusive view of human beings. Thus, in nursing, we cannot restrict our understanding of and caring for human beings to capitalistic terms of economic profit: we must neither forget nor forgo our purpose to treat each person as a unique human being with diverse needs. It means engagement with the other through actions with the recognition that the person who is vulnerable requires our best performance. So, regarding chronic diseases, nursing needs to be socially and politically active to defend the rights of our chronic patients, taking into account that the problem does not have an easy answer. The situation requires compromise and concrete solutions. Therefore, our priority is to prevent and manage chronicity, to handle policies of the health system, and to follow the essence of our profession by trying to provide quality of care.

Ethical action in a world of globalization means being there unconditionally and nonjudgmentally and making possible an intercultural dialogue where no one dominates the other. As human beings, we are deeply interconnected with one another because we are always constituted through one another. The other is our counterpart or complement. In some ways, each part is nothing without its counterpart. We need one another to survive, and our actions toward others need to be based on understanding the other's perspective and vulnerability.50 As a consequence, interaction implies being part of the Other's world, and the interchange of experience is always under parameters of mutual respect and recognition. Health systems need to become more humane, exemplifying equality and real commitment according to the universal principles that they promote. Thus, nurses, as human beings, need to be aware that globalization is happening right now, and they need to act according to that reality and to care deeply and provide advocacy for others, especially for people with chronic illnesses who seem to be off the world's list of priorities. Also, our goals as nurses address the welfare and the protection of patients. Working in nursing increases our chance to recognize those who are more susceptible to illness, disparities, and inequalities in the world because nurses, through interaction with people, can find links between people and issues such as poverty, lack of access to healthcare, stress, low income, and social isolation.34
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CONCLUSION

When healthcare is driven by neoliberal economic principles in the attempt to create efficient and healthy workers to compete globally, people are dehumanized. Neoliberalism and capitalism have forsaken community ties and the capacity to perceive people as human beings. People are seen as merchandise, systems, or numbers. The current situation has impacted negatively on chronic disease because there are no organizations, nations, or communities facing the problem with real commitment and responsibility. Chronic illness is here and the solutions cannot wait. Meanwhile, while everybody is discussing its importance, chronic illness continues to advance, silently pushing individuals, families, and countries into poverty. In this world of globalization, nursing can play a significant role. Nurses can be the bridge between the health system and the individual, managing chronicity, handling policies of the health system, and providing humane, quality care. Ethical treatment of others, however, means nurses must transform their professional knowledge into caring interactions with the other. We have the ability to bridge the gap between the objective world of medicine and the subjective world of the patient. However, as nurses, we are not the owners of the truth; we always learn from others, and therefore, reciprocity and equality are necessary. Consequently, as members of the healthcare system and members of this world, we cannot forget that our response toward globalization and chronic disease has to be centered in leadership and in reorienting local and national healthcare systems toward ethics. We cannot close our eyes in hospitals or community settings to what is happening now worldwide because our responsibility is to promote health, prevent disease, and care for human beings.27 As world citizens, nurses need to develop compassion to deal with the asymmetrical, unequal, competitive, and consumerist politics of globalization. Also, we must work at understanding cultural diversity as a way to learn more about other people in this world. Our role is not just to impose our knowledge, because all people, despite their imperfections, have something to teach us.

Back to Top
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