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Abstract

The health impacts of globalisation: a conceptual framework

This paper describes a conceptual framework for the health implications of the globalisation
process in the following three steps: 1) defining the concept of population health and
identifying its main determinants; 2) defining the concept of globalisation and identifying its
main features; and 3) constructing the conceptual model of globalisation and population
health. The main health determinants are identified and structured by means of a conceptual
model, which is based on an analysis of existing health models. The nature of the
determinants (institutional, socio-cultural, economic, and environmental) and their level of
causality (proximate, distal, and contextual) are combined into a basic framework that
conceptualises the complex multi-causality of population health. Contemporary globalisation
is defined as an intensification of cross-national cultural, economic, political, social and
technological interactions that lead to the establishment of transnational structures and the
global integration of cultural, economic, environmental, political and social processes at
various levels. The following features of globalisation are distinguished: global governance
structures, global markets, global communication and diffusion of information, global
mobility, cross-cultural interaction, and global environmental changes. The conceptual
framework, subsequently, links features of globalisation with health determinants and
specifies how distal and proximate health determinants are affected by globalisation. This
study has resulted in valuable insights in health effects resulting from globalisation. The
described conceptual framework could give a meaningful contribution to further empirical
research by serving as a ‘think-model’ and is a useful tool to structure future explorations of
the health implications of globalisation by means of scenario analysis.

Keywords: Population health, globalisation, health determinants, conceptual model
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Rapport in het kort

De gezondheidseffecten van mondialisering: een conceptueel raamwerk

Dit rapport beschrijft een conceptueel model met betrekking tot de gezondheidseffecten van
mondialisering in drie stappen: 1) defini€ring van het concept volksgezondheid en
identificatie van de belangrijkste gezondheidsdeterminanten; 2) defini€ring van het concept
mondialisering en identificatie van de belangrijkste aspecten van mondialisering; en 3)
ontwikkeling van het conceptuele model voor mondialisering en gezondheid.

De belangrijkste gezondheidsdeterminanten zijn geidentificeerd en gestructureerd met behulp
van een conceptueel model dat gebaseerd is op bestaande gezondheidsmodellen. De aard van
de determinanten (institutioneel, economisch, sociaal-cultureel en ecologisch) en hun positie
in de causale keten (proximaal, distaal, contextueel) zijn gecombineerd tot een basis
raamwerk dat de multi-causaliteit van de volksgezondheid weergeeft. Mondialisering is
gedefinieerd als een intensivering van crossnationale culturele, economische, politieke,
sociale en technologische interacties die resulteren in het tot stand komen van transnationale
structuren en de mondiale integratie van culturele, economische, ecologische, politicke en
sociale processen op verschillende schaalniveaus. Onderscheiden worden de volgende
mondialiseringsaspecten: mondiale beleidsstructuren, mondiale markten, mondiale
communicatie en de verspreiding van informatie, crossculturele interactie, mondiale
mobiliteit, en mondiale milieuproblemen. Het conceptueel raamwerk relateert vervolgens
deze aspecten van mondialisering aan gezondheidsdeterminanten en geeft aan hoe distale en
proximale gezondheidsdeterminanten worden beinvloed door mondialisering.

Deze studie resulteert in belangrijke inzichten in de relaties tussen mondialisering en
gezondheid. Het beschreven conceptuele model kan een substantiéle bijdrage leveren aan
verder onderzoek door te fungeren als een ‘denkmodel’ en is een bruikbaar instrument om
toekomstige verkenningen van de gezondheidseffecten van mondialisering door middel van
scenario’s te structureren.

Trefwoorden: volksgezondheid, mondialisering, gezondheidsdeterminanten, conceptueel
model
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1. Introduction

Looking at past and contemporary developments in our health, we can state that there have
been broad gains in life expectancy over the past century. But health inequalities between
rich and poor persist, while the prospects for future health depend increasingly on the relative
new processes of global change and globalisation. In the past, globalisation has often been
seen as a more or less economic process characterised by increased deregulated trade,
electronic communication and capital mobility. However, globalisation is becoming
increasingly perceived as a more comprehensive phenomenon that is shaped by a multitude
of factors and events and which is reshaping our society rapidly; it encompasses not only
economic, political and technological forces, but also social-cultural and even environmental
aspects. We perceive globalisation as an overarching process in which simultaneously many
different processes take place in many domains. This paper develops a conceptual framework
for the effects of globalisation on population health. The framework has two functions:
serving as ‘think-model’, and providing a basis for the future development of scenarios on
globalisation and health.

Two recent and comprehensive frameworks concerning globalisation and health are the ones
developed by Woodward et al. (1) and by Labonte and Togerson (2) (Appendix A). However,
the effects that are identified by Woodward et al. (1) as most critical for health are mainly
mediated by economic factors and they do not comprehensively describe the ‘effects on other
influences on health at population level’. Labonte and Torgerson (2) primarily focus on the
effects of economic globalisation and international governance. In addition, this framework
argues that the health impacts of the imposed macro-economic policies, enforceable trade
agreements, official development assistance, and unenforceable multilateral agreements are
primarily mediated by effects on the capacity and regulatory authority of domestic, regional
and local governments (2, 3).

The pathways from globalisation to health are often complex: the health effects of
globalisation are mediated by a multitude of factors like, for example, economic
development, lifestyle and environmental changes. Therefore, a conceptual framework of
globalisation and health requires a more holistic approach and should be rooted in a broad
conception of the determinants of population health as well as of globalisation. This paper
develops a conceptual framework for globalisation and health in the following three steps:

1. Defining the concept of population health and identifying its main determinants.
2. Defining the concept of globalisation and identifying its main features.
3. Constructing the conceptual model for globalisation and population health.

Chapter 2 first defines population health and Chapter 3 identifies the determinants of
population health (step 1). Accordingly, Chapter 4 defines the concept of globalisation and its
most important features (step 2). Chapter 5 presents the conceptual framework for
globalisation and health (step 3) and discusses how the features of globalisation affect the
identified health determinants. Our subsequent conclusions are discussed in Chapter 6.
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2.  Population health

This chapter first defines population health and describes accordingly the difference between
international and transborder health issues.

2.1 Defining population health

The world around us is becoming progressively interconnected and complex and human
health is increasingly perceived as the integrated outcome of its ecological, social-cultural,
economic and institutional determinants. Therefore, it can be seen as an important high-level
integrating index that reflects the state —and, in the long term, the sustainability- of our
natural and socio-economic environment (4, 5). Good health for all populations has become
an accepted international goal, but good health means different things to different people, and
its meaning varies according to individual and community expectations and context. This
subjectivity makes it very difficult to define (good) health. Table 2.1 gives several examples
of existing definitions of health, divided into three groups: 1) definitions describing health as
a state, 2) definitions describing health as a resource or capacity and 3) definitions describing
health as an outcome.

Table 2.1: Definitions of health

Health as a state
Health is a state of complete physical, mental and social well-being, and not merely the absence of disease or
infirmity (6).

Health is the absence of diseases and disability (7).

Health is the condition of being sound in body, mind or general spirit, especially freedom from physical
disease or pain (8).

Health is a condition in which all functions of the body and mind are active (9).

Optimal health is a balance of physical, emotional, social and spiritual well-being (10).
Health as a resource/capacity
Health is a positive concept emphasising social and personal resources, as well as physical capacities (11).

Health in human beings is the extent of an individual’s continuing physical, emotional, mental and social
ability to cope with his environment (12).

Health as an integrated method of function, which is oriented toward maximising the potential of which the
individual is capable of within the environment where he is functioning (13).

Health is the capacity of people to adapt to, respond to, or control life’s challenges and changes (14).
Health as an outcome
Health is an outcome of family functional and social support, resourcefulness and versatility (15).

Population health is determined by a complex mixture of genetic, environmental and social factors, as well as

individual behaviour (16).

A distinction can be made between individual and population health. Traditional medical
thinking has been largely concerned with individuals that were already sick or those that were
at the greatest risk of developing a health problem. In order to understand and improve the
health status of an entire population a broader conception of health and its interrelated
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institutional, economic, social-cultural, and ecological determinants is required (17). In this
paper, we prefer to perceive population health as the integrated outcome of the economic,
social-cultural, institutional and ecological determinants that affect a population’s physical,
mental and/or social abilities/recourses to function normally. For practical reasons, however,
this paper primarily focuses on the physical aspects of population health like mortality and
physical morbidity, because the determinants of mental health are very complex and less well
known at the population level.

2.2  Population health in a globalising world

In today’s globalising world, the geographical scale of important health issues is also
increasing (see Figure 2.1). As already discussed, a distinction can be made between
individual health and population health. In turn, population health can refer to health at
different geographical scale levels ranging from a (small) community (community health) to
an entire country (national health) or beyond (international health). In addition, our health is
also becoming more and more affected by factors that transcend national borders
(transnational health) and the implications of globalisation are leading to new patterns of
health and disease that do not necessarily conform to, or are revealed by, national boundaries
alone (18).

Transnational health

International health
> Population health

National health
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Community health )

Individual health

Figure 2.1: Geographical scales of health

Lee (18) explicitly distinguishes transborder health from international health. International
health issues refer to health matters that concern two or more countries. (Alternatively, within
the development community, international health usually refers to health matters relevant to
the developing world.) According to Lee, the distinguishing characteristic of international
health is the fact that although developments in other countries can have a possible effect on
national health, national governments can avert these foreign influences on the health of their
population by means of policy boundaries. One speaks of transborder health issues, when ‘the
causes or consequences of a health issue circumvent, undermine or are oblivious to the
territorial boundaries of states and, thus, beyond the capacity of the states to address
effectively through state institutions alone’. Transborder health issues are also concerned with
factors that contribute to changes in the capacity of states to deal with the determinants of
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health. Thus, transborder health issues are not confined to a specific country or group of
countries, but are transborder in cause or effect, although great inequities in impact are being
experienced within and across populations. Lee argues, however, that it is sometimes difficult
to make this distinction in practice as many of today’s health issues are, in theory,
international health issues, but in reality governments often do not have the capacity or will to
deal with them properly, leading to transborder causes and/or effects.

The health effects associated with globalisation are believed to be sometimes beneficial and
sometimes not (5, 19). Chapter 5 discusses the health implications of the globalisation
process in more detail.
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3. The determinants of population health

A comprehensive framework for the effects of globalisation on population health should be
rooted in a broad conception of the determinants of population. This chapter identifies the
most important factors influencing health by developing a holistic framework for population
health and its determinants.

3.1 Existing health models

The population health paradigm places the traditional medical model (i.e. individual health

and health care) within the context of multiple determinants of health. In order to do so, it is

necessary to combine the multiple health determinants into a coherent analytical framework.

To give an indication of the diversity of health models around, we have selected several

models that were developed for a wide range of purposes. This selection, representing the

diversity of existing health models, includes (see also Appendix B):

e two models that were formulated in order to (quantitatively) explore future health: the
Public Health Status and Forecasts (PHSF) model (20) and TARGETS’ population and
health sub-model (21).

e two models that are widely accepted and used as conceptual frameworks of health
determinants: Dahlgren and Whitehead (22) and Evans and Stottart (23).

e two models that were formulated in order to explain the transition in public health status
respectively mortality: Frenk et al. (24) and Wolleswinkel (25).

e two models that place human health in an ecosystem context: the Butterfly Model of
Health (26) and the Mandala of Health (27, 28).

e one model which applies a conceptual framework for complex issues to health: Huynen
and Martens (29).

In the Public Health Status and Forecasts (PHSF) model (20, 30) the determinants influence
public health status, which in turn influences the health care use. Public health status as well
as the health determinants and health care determine health policy. Health policy has an
indirect effect on health status via the determinants and a direct effect on health care use. This
whole process is influenced by demographic, macro-economic, social-cultural and medical-
technological autonomous developments. The model compromises a comprehensive list of
different determinants with a direct effect on health as well as a wide-ranging list of
autonomous developments. In our view, however, these autonomous developments can better
be perceived as more indirect (distal) determinants of public health, which can be influenced
by policies measures in order to improve public health status. In the PHSF-model, this is,
unfortunately, not the case. In addition, a link from health care use in the direction to health
status is missing.

A key project within the ‘Global Dynamics and Sustainable Development’ program was the

development of a global model called TARGETS (Tool to Assess Regional and Global

Environmental and Health Targets for Sustainability) (21). TARGETS consists of five

interlinked sub-models, of which the ‘Population and Health sub-model’ includes a disease
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module simulating the process of being exposed to and dying of several health risks.
However, the number of health determinants in this disease module is limited; they can be
divided into socio-economic factors (Gross World Product and literacy status), environmental
factors (food and water availability, and temperature increase), and lifestyle. The model does
not distinguish between determinants with direct and indirect effects. The model includes a
response module comprising water policy, food policy, health services and reproductive
policies.

In 1995, Dahlgren and Whitehead (22) conceptualised the determinants of health
diagrammatically as a number of layers of influence, each enveloping the previous one. This
multi-layer model has become a widely used approach (see e.g. Acheson (31) and IOM (17))
and we think that the structure of different layers of influence is very appealing. However,
there is some discrepancy between the layers in this models and the position of the selected
health determinants in the causal chain. This model suggests that health is only directly
influenced by the factors in the first layer, namely individual lifestyle factors. However, we
believe that many other factors have a direct influence on health as well, like for example the
availability of sufficient clean water or the quality of the work environment. Unfortunately,
the model does not distinguish between determinants of different nature. Additionally, other
response variables besides health care services are not included. It is, of course, possible that
incorporating the various response options available to improve health was beyond the
intended scope of this model. In our view, however, including response variables should be
part of a population health model.

Evans and Stottard (23) present a conceptual model in order to construct a framework with
which evidence on the determinants of health can be fitted, and which highlights the ways in
which different types of factors and forces can interact. They constructed their model
component by component, progressively adding complexity, building on the ‘health field
concept’ (32). Their model identifies several major fields of influence of health status and
their interactions. However, the model does not distinguish between determinants of different
levels of causality and it primarily focuses on factors with a direct influence on health. The
response options in this model include health care interventions and the individual
behavioural response, but health(-related) policies are not taken into account.

The purpose of the framework proposed by Frenk et al. (24) in 1991 is to organise
conceptually the complex multi-causality of health conditions and systems in order to add a
formulation about the determinants of health status to the health transition field. Their model
is very comprehensive, but it is also very complex. They use two figures to clarify their
framework: the first distinguishes between factors of different nature, while the second figure
explicitly distinguishes between factors of different analytical levels of causality. The model
needs a lot of explanation and is due to its complexity not very practical. The health care
system included in the model compromises a wide range of health-promoting efforts such as
diagnoses and treatment, health promotion, prevention, family planning, genetic counselling,
occupational health services and environmental health services. However, the health care
system is not explicitly included as response, as the link from health status to the health care
system is missing. Political institutions are also incorporated in this model, but the only
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policies resulting from these institutions seem to concern redistribution mechanisms affecting
the level of wealth and social stratification.

Wolleswinkel (25) describes a simple framework of determinants of mortality decline,
consisting of two analytical levels: a proximate level and a distal level. Again, we think that a
structure of different layers of causality is very compelling, but the model’s structure is
perhaps a bit too narrow in order to apply it to public health as it only distinguishes between
two broad levels of causality with no differentiation between determinants of different nature
and without including a response variable. Although political institutions are included in this
model, explicit responses such as health policy or health-related policies are not.

The Butterfly Model of Health (26) has been presented as a descriptive model for presenting
and studying human health in ecosystems. Within the model, health- enveloped by biological
and behavioural filters- is affected by both the biophysical (BP) and socio-economic (SE)
environment. Health depends on the balance within and between BP and SE environments,
and the ecosystems around them. This model does make a distinction between factors of
different nature: biological/behavioural filters, BP environments and SE environments. It
acknowledges the influence of other ecosystem on the internal environments, but there is no
more explicit distinction between different levels of causality. Even though political
institutions are included in this model, explicit responses such as health policies or health-
related policies are not.

The Mandala of Health (27, 28) is a model of the human ecosystem, which presents the
influences on health by three circles or levels around the individual: the family, the
community and human made environment, and finally, the culture and biosphere. Four
subgroups of health influence are identified which impinge on the family and individual
directly: personal behaviour, human biology, the physical environment and the psycho-socio-
economic environment. Individual health is subdivided into three parts: body, mind and
spirit. This approach makes a distinction between determinants of different nature as well as
between determinants of different levels of influence. However, there is some discrepancy
between the layers in this models and the position of the selected health determinants in the
causal chain. The model does include the medical system, which influences human biology
and personal behaviour, but there is no reference to other response options.

Huynen and Martens (29) applied the structure of the SCENE-model (a conceptual
framework for complex issues) (33) to population health and its determinants. This
framework makes the traditional distinction of different forms of capital as developed at UN-
DPCSD and the World Bank (33). However, its application to population health does not
categorise the selected social-cultural, economic and environmental health determinants
according to different levels of causality. Additionally, it does not explicitly include a
response variable (e.g. policy measures), as institutional factors are included in the social-
cultural domain.

Although the above selection of existing health models is far from exhaustive, it does give a
good indication of the strengths and weaknesses of the individual models, which are
summarised in Table 3.1.
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Table 3.1: Strengths and weaknesses of selected health models

Health Model
PHSF-model (20)
1997

Strengths

comprehensive list of determinants;
distinction between determinants of
different nature

Weaknesses

the more indirect (distal) health determinants
are perceived as autonomous developments;
health care use is not explicitly included as
response to health status

TARGETS’
population and

distinction between determinants of
different nature; several response

limited number of health determinants; no
distinction between determinants of different

health module (21). variables levels of causality

1997

Dahlgren and distinction between determinants of | discrepancy between the layers in this models
Whitehead (22) different levels of influence and the position of the selected health

1991 determinants in the causal chain; no

distinction between determinants of different
nature; only health care services included as
response variable

Evans and Stottart
(23)
1990

distinction between determinants of
different nature

no distinction between determinants of
different levels of causality; focus on factors
with a direct health effect; health(-related)
policies are not included as response

Frenk et al. (24)
1991

comprehensive; distinction between
determinants of different nature and
levels of causality; wide range of
health-promoting efforts

too complex; health-promoting efforts are not
explicitly included as response to health
status

Wolleswinkel (25) distinction between determinants of | limited number of health determinants; no
1998 different levels of causality distinction between determinants of different
nature; no response variable

Butterfly Model of distinction between determinants of | no distinction between determinants of
Health (26) different nature different levels of causality; no response
1999 variable
Mandala of Health distinction between determinants of | discrepancy between the layers in this models
(27, 28) different nature ; distinction and the position of the selected health
1985, 1993 between determinants of different determinants in the causal chain; only

levels of influence medical system included as response variable
SCENE applied to distinction between determinants of | no distinction between determinants of
health (29) different nature different levels of causality; no response
2002 variable
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3.2 A new framework for population health and its
determinants

Although the existing models discussed in the previous section vary with regard to

complexity, purpose and content, their strengths and weaknesses reveal the following criteria

or guidelines for an ideal-type model for population health:

e make a distinction between determinants of different nature in order to explicitly address
population health as the integrated outcome of multi-nature determinants;

e make a distinction between determinants of different hierarchical levels of causality;

e be as comprehensive as possible without becoming too complex (e.g. keep the number of
determinants manageable);

¢ include response variables/determinants.

In order to deal with the first two criteria, the nature of the determinants and their level of

causality can be combined into a basic framework that conceptualises the complex multi-

causality of population health. In order to differentiate between health determinants of

different nature, we will make the traditional distinction between institutional, socio-cultural,

economic, and environmental factors.

Contextual N Distal Proximate Health

\ 4
\ 4

Lad
determinants determinants determinants

Figure 3.1: Health determinants: different hierarchical levels of causality

These factors operate at different hierarchical levels of causality, because they have different
positions in the causal chain (Figure 3.1). The chain of events leading to a certain health
outcome includes both proximate and distal causes- proximate factors act directly to cause
disease or health gains, and distal determinants are further back in the causal chain and act
via (a number of) intermediary causes (34). In addition, Figure 3.1 also distinguishes
contextual determinants. These can be seen as the macro-level conditions shaping the distal
and proximate health determinants; they form the context in which the distal and proximate
factors operate and develop. Subsequently, a further analysis of the selected health models
(Table 3.2) and an intensive literature study (see also paragraphs 3.2.1, 3.2.2. and 3.3.3)
resulted in a wide-ranging overview of the health determinants that can be fitted within this
framework. The resulting Figure 3.2 shows a manageable number of general determinants,
while Table 3.3 describes these determinants in more detail in order to give a comprehensive
set of variables. In addition, this new framework for population health includes important
response variables like health and health-related policies.
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Table 3.2: Overview of the health determinants in existing health models

Health Model Health determinants

PHSF-model Health policy, health related policy, medical consumption, physical environment (biotic factors,

(20) physical factors, chemical factors), material factors, spatial factors, lifestyle (activity, food consumption
patterns, behaviour, dental care, stress-coping, drug/alcohol use), social environment, genetic factors,
demographic developments, population size, population age structure, gender, ethnicity, family
structure, economic developments, income employment, trade, income/price developments, health care
budget, environment, social developments, education, available informal care, medical- technological
developments

TARGETS’ Socio-economic factors (Gross World Product, literacy), environmental factors (food availability,

population and | drinking water availability, temperature increase), response (food policy, water policy, health services,

health module | reproductive policy)

21).

Dahlgren and General socio-economic conditions, general cultural conditions, general environmental conditions,

Whitehead living conditions, working conditions, work environment, education, agriculture and food production,

(22) unemployment, water and sanitation, health care services, housing, social and community network, age,
sex, constitutional factors

Evans and Social environment, social support, emotional deprivation, physical environment, exposure to harmful

Stottart (23) substances, genetic endowment, behaviours, biological response, health care interventions, prosperity

Frenk et al. Population size, population growth, population age structure, geographical distribution of population,

(24) environment, altitude, climate, natural resources, types of parasites, quality of urbanisation, social
organisation, culture and ideology, political structures, science and technology, economic structure,
level of wealth, occupational structure, social stratification, working conditions, living conditions,
education, social security, food, housing, water and sanitation, family, lifestyle, genome, structure and
function of body, environment, pollution, biological, physical or chemical disease agents

Wolleswinkel Living conditions, nutritional status, working conditions, housing conditions, lifestyle/behaviour,

(25) fertility, child care, breastfeeding, medical factors, medical consumption, vaccination, treatment, public
health measures, clean drinking water, sewage, socio-economic factors, wealth education, culture,
religion, political institutions, political environment, ecological setting, soil type, climate)

Butterfly Biological filters, behavioural filters (behaviour and lifestyle), air (quantity and quality), water (quantity

Model of and quality), food (quantity and quality) soil, climate, microbes, plants, animals, aesthetic quality and

Health (26) quantity, home/family, neighbours/friends, workplace/workers, voluntary organisations, political
institutions, social support (networks), health care system, early childhood development, personal
empowerment, community attachment, neighbouring ecosystems.

Mandala of Family, community (values, standards, support systems and networks), human made environment

Health (27, 28) | (urban setting, and the energy, transportation, agricultural and other man-made systems), culture
(values, attitudes, beliefs), biosphere, personal behaviour (specific dietary habits, smoking and drinking,
the use of seat belts and other driving habits, as well as to more general risk taking and preventive
behaviour), human biology (genetic traits and predispositions, the competence of immune system, and
the biochemical, physiological and anatomical state), the physical environment (adequate housing, the
physical state of the workplace, and the physical state of the local neighbourhood) and the psycho-
socio-economic environment, (socio-economic status, peer pressure at school and work, exposure to
advertising, social support systems) work, medical care system.

SCENE Population growth, migration, urbanisation, social change, lifestyle, education, equity, conflict, water,

applied to food, environmental degradation (pollution, biodiversity loss), climate change, economic growth and

health (29) development, technology, governance, globalisation.

We must keep in mind, however, that determinants within and between different domains and
levels interact along complex and dynamic pathways to produce health at the population
level; the health determination pathway is not unidirectional and several feedbacks are
possible. There is interaction between and within determinants of different nature and level of
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determination. To illustrate: economic inequity is related to education and social equity,
while these factors are in turn related to lifestyle, which directly influence population health.
Another example of the involved complexity: changes in health or health-related policies can
be a response on problems with regard to determinants at the proximate level, indicating
associations in the direction from the proximate to the distal level. Additionally, health in
itself can also influence its multi-level, multi-nature determinants; for example, ill health in
itself can have a negative impact on economic development (35).

contextual determinants
distal determinants
proximate determinants
proximate determinants 000}
distal determinants
contextual determinants

Figure 3.2: Multi-nature and multi-level framework for population health



Page 20 of 76

Netherlands Environmental Assessment Agency

Table 3.3: Determinants of population health

Level/ Nature

Contextual level

General
determinants

More detailed determinants

Institutional Institutional Governance structure
infrastructure Political environment
System of law
Regulation
Economic Economic Occupational structure
infrastructure Tax system
Markets (incl. demand and supply)
Social-cultural Culture Religion
Ideology
Customs
Population Population size
Structure (incl. age)
Geographical distribution (incl. urbanisation)
Social Social organisation
infrastructure Knowledge development (incl. technology)

Social security

Insurance system

Mobility and communication

Environmental Ecological settings | Ecosystems
Climate
Distal level
Institutional Health policy Effective public health policy
Sufficient public health budget
Health-related Effective food policy
policies Effective water policy
Effective social policy
Effective environmental policy
Economic Economic Income/wealth
development Economic equity
Trade Trade in goods and services
Marketing
Social-cultural Knowledge Education and literacy

Health education

(Healthy) technology

Social interactions

Social equity

Conflicts

Travel and migration

Environmental

Ecosystem goods
and services

Habitat

Information

Production

Regulation
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Proximate level

Institutional Health services Provision of and access to health care services
Economic - =
Social-cultural Lifestyle Healthy food consumption patterns

Alcohol and tobacco use

Drug abuse

Unsafe sexual behaviour

Physical activity

Lifestyle related endogen factors: high blood pressure, obesity,
high cholesterol levels

Stress coping
Child care
Social environment | Social support and informal care

Intended injuries and abuse/violence

Environmental Food and water Sufficient quality
Sufficient quantity
Sanitation
Physical Quality of the living environment (e.g. housing, work, school):
environment biotic, physical and chemical factors

Unintended injuries (e.g. disasters, traffic accidents, work-related

accidents)

The following paragraphs discuss the identified determinants of population health in more
detail.

3.2.1 Proximate determinants

As already explained the determinants at the proximate level have a direct impact on
population health. Health services are, of course, directly concerned with improving human
health. In the social environment, the negative health effects of abuse and violence are very
important as well as informal care and social support. The World Health Organization
(WHO) (36) defines violence as ‘the intentional use of physical force or power, threatened or
actual, against oneself, another person, or against a group or community, that either result in
or has a likelihood of resulting in injury, death, psychological harm, mal-development or
deprivation’. It is estimated that in 2002 1.6 million people died worldwide as a result of self-
inflicted, interpersonal or collective violence (36). Lack of social support is believed to
constitute an important risk for health and several studies confirm that psychosocial factors
such as social relations and family environment are influencing our health (37). Social
relations can also underpin unhealthy behaviours via social influence (38). This leads us to
another social determinant at this level, namely lifestyle. It is already widely acknowledged
and demonstrated that several modern behavioural factors such as an unhealthy diet, physical
inactivity, smoking, alcohol misuse and the use of illicit drugs are having a profound impact
on human health (Box 3.1).
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Box 3.1: Health and lifestyle

Diet: Excess energy intake results, together with physical activity, in obesity. Obesity is an increasing health
problem and has several co-morbidities such as non-insulin dependent diabetes and cardiovascular diseases
(39). The nutritional quality of the diet (e.g. fruit and vegetable intake, saturated versus unsaturated fats) is
also very important for good health.

Inactivity: Physical inactivity has been linked to obesity, coronary hearth disease, hypertension, strokes,
diabetes, colon cancer, breast cancer and osteoporotic fractures (39).

Smoking: Tobacco is predicted to be the leading health risk factor by 2030 (40). It causes, for example,
cancer of the trachea, bronchus and lung (39), and cardiovascular diseases.

Alcohol use: The consumption of alcoholic beverages increases to risk on liver cirrhosis, raised blood
pressure, heart disease, stroke, pancreatitis and cancers of the oropharnix, larynx, oesophagus, stomach, liver
and rectum (39). The role of alcohol consumption in non-communicable disease epidemiology is, however,
complex. For example, small amounts of alcohol reduce the risk on cardiovascular diseases, while drinking
larger amounts is an important cause of these very same diseases (41).

Illicit drugs: According to the World Health Report 2001 (42), 0.4 % of the total disease burden is
attributable to illicit drugs (heroin and cocaine). Opiate users can have overall mortality rate up to 20 percent
higher than those in the general population of the same age, due to not only overdoses but also to accidents,
suicides, AIDS and other infectious diseases (39).

Crucial for maintaining adequate health levels is the availability of sufficient quantities of
adequate food and water. However, billions of people still lack access to basic water
services; 1.4 billion people are without access to safe drinking water, while 2.3 billion are
lacking sanitation systems necessary for reducing exposure to water-related diseases (43). As
a result, an estimated 14 to 30 thousand people die each day from water related diseases (44).
Malnutrition is estimated to be still the single most important risk factor worldwide for
disease, being responsible for 16% of the global burden in 1995, measured in Disability
Adjusted Life Years (DALYs) (45). It even appears that the number of undernourished
people in the developing world is no longer falling but climbing (46). In the physical
environment, the conditions in our direct living environment (e.g. housing, work, school)
directly affect population health. The quality of our living environment is determined by
biotic (e.g. disease pathogens), chemical (e.g. pollution) and physical (e.g. temperature,
radiation, injuries) factors. Especially in the developing world infectious diseases pathogens
are still a major problem (47). One has to realise, however, that aspects of lifestyle (or
behaviour) are important factors in the exposure to the physical environment. For example,
the actual exposure to infectious disease pathogens in the environment is, to a large extent,
determined by lifestyle factors such as, unhygienic practices. The increased exposure to
harmful UV-radiation by sunbathing is another example.

It is interesting to note that the majority of the risk factors selected by the WHO in their
World Health Report 2002 (34) (see Box 3.2) are proximate determinants and, therefore, they
show great overlap with the proximate determinants identified in this chapter (Table 3.4).
Only climate change, selected by the WHO as a risk factor, cannot be categorised as a
proximate determinant, although the direct effect of temperature increase or flooding can be
classified under physical environment.
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Box 3.2: Selected risk factors in the World Health Report 2002

The World Health Report 2002 (34) represents one of the largest research projects ever undertaken by the
World Health Organization. The report describes the amount of disease, disability and death in the world
today that can be attributed to a selected number of the most important risks to human health. The analysis in
the report covered the following risk factors:
e Childhood and maternal undernutrition: Underweight; lodine deficiency; Iron deficiency;
Vitamin A deficiency; Zinc deficiency; Lack of breastfeeding.
e Other diet-related risk factors and physical inactivity; High blood pressure; High cholesterol;
Obesity, overweight, and high body mass; Low fruit and vegetable intake; Physical inactivity.
e Sexual and reproductive health: Unsafe sex; Lack of contraception.
e Addictive substances; Smoking and oral tobacco use; Alcohol use; Illicit drug use.
e Environmental risks; Unsafe water, sanitation and hygiene; Urban air pollution; Indoor smoke
from solid fuels; Lead exposure; Climate change; Traffic and transport.
o Selected occupational risks; Work-related risk factors for injuries; Work-related carcinogens;
Work-related airborne particulates; Work-related ergonomic stressors; Work-related noise
e  Other risks to health; unsafe health care practices, Abuse and violence.
Clearly, many thousands of other threats to health exist within and outside the categories outlined above.
These include very large causes of disease burden, such as risk factors for tuberculosis and malaria (which is
currently responsible for 1.4% of global disease burden, with the vast majority of burden from this disease

among children in sub-Saharan Africa).

Table 3.4: Proximate health determinants and the selected risk factors in the World Health
Report 2002

Proximate health determinants Selected risk factors in the World Health

Report 2002 (34)

Health provision of and access to health | unsafe health care practices
services services
Lifestyle food consumption patterns low fruit and vegetable intake
tobacco and alcohol use, drug abuse, | addictive substances
unsafe sexual behaviour unsafe sex, lack of contraception
physical activity physical inactivity
lifestyle related endogen factors obesity, high blood pressure, high cholesterol
stress coping -
child care lack of breastfeeding
Social intended injuries abuse and violence
environment social support and informal care -
intended injuries and abuse/violence | -
Food sufficient quality/quantity iodine deficiency; iron deficiency;
vitamin A deficiency; zinc deficiency
Water sufficient quality/quantity unsafe water, sanitation and hygiene
Physical quality of living environment indoor smoke from solid fuels, lead exposure,
environment urban air pollution, occupational exposure to
carcinogens, airborne particulates, noise,
€rgonomic stressors
unintended injuries occupational injuries, traffic and transport
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3.2.2 Distal determinants

Institutional factors at the distal level include, of course, health policy and health-related
policy (food policy, water policy, social policy, environmental policy etc.). Economic
development is also an important distal determinant; economic development and wealth have
enhanced health and life expectancy in many populations; gross national product per capita
correlates strongly with national health status (48). Wealth affects health in a number of
ways, for example by bringing about improvements in the quality and quantity of food and
water, by instituting effective public health measures (including medical care), and by leading
to improvements in literacy and the physical environment (49). However, the relationships
between economic development and health are complex: for example, despite high income
levels, the Middle Eastern oil producing countries have a relatively low life expectancy,
whereas countries such as China and Sri Lanka are ‘healthier’ than their per capita income
would lead one to expect (50). In addition, economic inequity within and between
populations plays an important role, for it induces absolute poverty in much of the world’s
population, thereby exacerbating health-related problems. Economic development has also
been accompanied by an increased trade. The links between trade and disease have been
recognised for centuries, as is demonstrated by the fact that the path of the Black Death in the
14™ century followed the international trading routes (51). The increasing global food trade,
for example, creates new opportunities for infections to flourish due to the movement of
contaminated food products or the shipment of livestock. Global food trade is also
accompanied by global marketing and altered eating habits. Health issues related to social
interactions include conflicts, travel and migration, and social equity. Modern warfare
affects public health directly through the soldiers and civilians who die or are injured in
fighting (52). But there are also indirect health impacts of conflicts through effects on, for
example, the economic system, food and water availability, the provision of health care,
welfare and adverse impacts on the environment. Warfare can also create a hospitable
environment for infections in many ways (53). Garfield and Neugut (54) suggest that civilian
deaths compose 90% of all deaths in twentieth century wars. Travel and migration is a potent
force in the emergence of disease. When humans travel they carry their genetic makeup,
immunologic sequelae of past infection, cultural preferences, customs and behavioural
patterns, while microbes, animals and other biological life also accompany them. People also
change the environment when they travel or migrate; introduced technology, farming
methods, deforestation, dam-building, opening of new roads, treatment and drugs, chemicals,
and pesticides all may have great health impacts (55). Health is also closely related to
knowledge; people and households with more education enjoy better health. Even
independent of wealth, improvements in education — particularly women’s education — have a
considerable bearing on improvements in family health. Unfortunately, in many poor
countries, levels of literacy and education are still very low. Technological and scientific
knowledge, and proper health education are also important factors. Environmental
determinants at the distal level are ecosystem goods and services. Ecosystems (contextual
layer of influence; see paragraph 3.2.3) provide us with most basic necessities or goods and
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essential services, which are the result of the natural processes within the ecosystem. De
Groot (56, 57) defined ecosystem functions as the capacity of natural processes and
components to provide goods and services that satisfy human needs (including good health).
In today’s world, several environmental threats compromise the provision of ecosystem
goods and services, like climate change, loss of biodiversity and land use changes.

3.2.3 Contextual determinants

Contextual determinants concern the macro-level conditions, which shape the distal and
proximate health determinants. At this level the institutional infrastructure (governance
structure, political environment, system of law, regulation) and economic infrastructure
(occupational structure, tax system, markets) can be identified. In the social domain we
distinguish culture (ideology, religion, customs), population (size, structure, distribution)
and social infrastructure (social organisation, knowledge development, social security,
insurance system, mobility and communication). Contextual environmental determinants
encompass the ecological setting (e.g. ecosystems, biodiversity, climate). However, the
direction (positive or negative) of the relationship between most contextual factors and
human health cannot be easily determined, as complexity increases as one moves further
away from the more proximate causes. For example, the effectiveness of certain governance
structures is determined by the background of the health problems. The same is true for the
effectiveness of ‘social organisation’. Another example is the fact that some customs have
negative health implications (e.g. circumcision of women), while others are more beneficial
(e.g. a diet rich in unsaturated fats). Other contextual aspects might have a somewhat more
unidirectional association with health such as social security and population growth- although
these still have to be viewed against the background of the existing societal context.
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4, Globalisation

In the whole discussion about globalisation hardly anybody seems to deny the phenomenon
as such. Apparently, it is widely accepted that we are living in a globalising world. However,
globalisation is not an abstract concept; it does not refer to a concrete object, but to an
interpretation of a societal process (58). This chapter first defines globalisation against its
historical background and, subsequently, discusses its most important features.

4.1 Perspectives on the history of globalisation

Globalisation became a hot topic from the late 1980s on, but hardly anybody mentioned it in
the early 1980s, which brings us to the question why globalisation is such a hot issue now,
but not twenty years ago? There are three dominant views in historical analyses of
globalisation (59): a sceptical approach, a hyperglobalist approach and the transformationalist
thesis.

Those who follow the sceptical line argue that internationalisation and global connections are
by no means new phenomena. The globalisation sceptics argue that the extent of
‘globalisation’ is wholly exaggerated. As international interdependence has existed for
centuries, the historical evidence at best confirms only heightened levels of
internationalisation (59). The hyperglobalist approach, on the other hand, does not deny the
importance of previous developments of growing interdependence, but identifies
globalisation as a new epoch of human history characterised by ‘denationalisation’ and
resulting in a global age (59). The followers of the transformationalist thesis argue that
globalisation is not a new process, but a long-term historical process (59). To illustrate, the
expression ‘citizen of the world’” was already coined by Diagenes, a Greek philosopher in the
fourth century B.C. (60). However, current levels of global interconnectedness are
historically unprecedented and contemporary globalisation is perceived as a dynamic and
open-ended process, which is transforming modern societies and the world order (59).

4.2 Defining globalisation

Scholte (61) distinguishes five different approaches towards globalisation:

e Internationalisation; ‘global’ is used to describe cross-border relations between countries
and ‘globalisation’ designates a growth of international exchange (e.g. of capital, people,
messages, ideas) and interdependence.

e Liberalisation; a process of removing government-imposed restrictions on movements
between countries in order to create an