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INTRODUCTION

Vincent La Placa and Julia Morgan

Social Science and Global Public Health

Traditionally, global public health has often been associated with the biomedi-
cal approach to medicine, with a focus upon, for instance, disease, the physical,
and external observations of, for instance, illness, sanitation, and health services.
Public health was rarely touched by social sciences and its rich plethora of per-
spective, theories, and capacity for insight. Where traditional public health did
intertwine with the social sciences, it was often with the discipline of economics
and the development of, for instance, health economics and the focus on supply,
demand, and cost-effectiveness of public health interventions and the quantita-
tive benefits, or otherwise, that their implementation generated. Even within
health economics, traditional positivist approaches were adhered to, often over-
looking, for instance, other socio-economic determinants, individual lifestyles
and agency, and the broad social structures, generated through the direct or
indirect organisation and patterning of societies.

However, a shift has occurred towards centring the social and behavioural
sciences at the heart of global public health among, for example, international
organisations, governments, policy makers, and practitioners worldwide (Shelton
et al., 2018). This can be seen within, for instance, health inequalities, and pro-
tection of people from violence and forms of social injustice. Social science is an
academic discipline concerned with the complex relationships between individ-
uals and the wider society, often predicated on empirical approaches; it is also
concerned with how individuals construct wider behaviours, relationships, and
structural contexts, which then provide further impetus to enable or constrain
action and agency over time. Given this, it is not surprising that public health itself
should not be included within the social sciences or that it is critical in investigating
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and transforming individual and population health, and the vast array of healthcare
systems and challenges, in the light of, for instance, the global pandemic.

This shift has engendered a realisation that public health, as a discipline, is far
less narrow than one might have assumed, and that global public health challenges
range from traditional ones such as preventing obesity and smoking through
prevention and cure to more recent ones highlighted through a social sciences
perspective such as wellbeing, loneliness, transgender health, or the health of
the planet. Other emerging and important global public health challenges, as a
result, are, for instance, health inequalities, violence, the health of marginalised
groups, social enterprise, the globalisation of health and illness, and the health
and wellbeing of migrants and refugees. These issues challenge us to reflect upon
the fact that global public health is often more sociological, anthropological, and
behavioural than medical in nature.

This perspective perceives global public health as requiring more than a med-
ical focus, but one that assumes an integrated approach, concentrating upon indi-
viduals, communities, and social structures (La Placa et al., 2013). This draws in,
for instance, disciplines such as sociology, psychology, social policy, environmen-
tal science, economics including political economists, pedagogy, and anthropology
(Public Health England, 2018). As a result, new perspectives and methods have been
applied to illuminate these issues and challenges through a broad social sciences lens.

The Aims and Content of the Book

This book has been put together to illuminate and enhance the processes men-
tioned above and generate an enhanced social sciences perspective on global pub-
lic health. It aims to ensure the importance of social sciences with public health
(and vice versa) and its continued contribution by locating and establishing global
public health within the context of society, structural realities, and human lived
experience. It also advances understanding of how these influence and mould
individual and population health.

For example, by assuming a social sciences perspective on global public health,
the book sheds light on the role of social theory and theoretical frameworks and
how they provide a more detailed and sociological illustration of health and
illness. For example, issues around loneliness, stigma, violence, palliative care,
and children’s health are considered through social sciences theory and literature.
Another theme emerging throughout the book is health inequalities, and how
social sciences can illustrate important aspects around health inequalities and
inequities. It has also enabled authors to keep in mind public health through
a globalist perspective, emphasising the importance of how public health is af-
fected by events and interconnections globally, especially the effects of COVID
19, often referred to throughout the book. The aim of the book is to provide a
diverse and eclectic range of perspectives and approaches of interest to enable
students, researchers, and practitioners to engage with debates, select areas of
research interest, and think of a range of applicable perspectives.
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The book chapters are arranged in two parts. Part I (Chapters 2—7) deals with
key theoretical principles and challenges that underpin the social sciences per-
spective. Part IT (Chapters 8—23) puts theory into practice by addressing a range
of contemporary global health issues, relevant to an increasing diverse world,
peoples, and communities.

In Chapter 1, Vincent La Placa examines the role of social sciences theoretical
frameworks for potential use in global public health. In Chapter 3, Vincent La
Placa and Anneyce Knight explore the concept of globalisation and ‘wellbeing’,
arguing for a less foundationalist and structuralist approach to globalisation (as
well as the concept of ‘globalisation through equilibrium’), and develop the al-
ready significant work of La Placa et al. (2013) around wellbeing. Chapter 4
sees Julia Ngozi Chuckuoma and Kevin Deane examine alternatives to clas-
sical liberal approaches to health economics and Chapter 5, written by Kafui
Adjaye-Gbewonyo and Ichiro Kawachi, considers current approaches to health
inequalities and their global effects. Nevin Mehmet explores the theoretical and
empirical implications of applying ethics frameworks to global public health in
Chapter 6. Jennifer Randall’s Chapter 7 ends Part I of the book, with an explo-
ration of radical pedagogy in teaching and learning in global public health.

Part IT opens with Aduragbemi Banke-Thomas and Ejemai Eborieme’s chapter
on designing, implementing, and evaluating global public health interventions,
with an emphasis on maternal health. In Chapter 9, Charles Oham et al. focus on
the roles of social enterprise in global public health. In Chapter 10, Stefi Barna
et al. examine how social systems impact upon planetary health. Vanita Gandhi
and Stefi Barna follow on with this by looking at intersections between the social
determinants of health, health inequities, and the effects of a warming climate
on health including an examination of how health systems can become more
sustainable in Chapter 11. In Chapter 12, Julia Morgan and Clare Choak probe
the impacts of structural violence on global health utilising examples of men’s
violence towards women and girls as well as youth violence, whilst Abidemi
Okechukwu et al. focus on contemporary issues in child and adolescent health
in Chapter 13. In Chapter 14, Julia Morgan and Constance Shumba explore
armed conflict and children’s mental health highlighting the socially constructed
nature of trauma and healing. Part II continues with Chapter 15 whereby Car-
los Moreni Leguizamon et al. detail dying and palliative care through a socio-
anthropological approach.

In Chapter 16, Julia Morgan and Tumendelger Sengedorj investigate access
to healthcare by nomadic people, and Chapter 17 sees Floor Christie-de Jong
explore refugee and migrant health inequalities. Chapter 18 has Amanda Rod-
rigues Amorim Adegboye et al. writing on dietary acculturation and health im-
pact; and in Chapter 19, Danielle J. Roe et al. highlight social inequalities in
global public health for transgender, genderqueer, and non-binary people and
how they translate into health inequalities.

In Chapter 20, Julia Morgan and Vincent La Placa consider the social con-
struction of loneliness as a global public health issue, followed by Charlotte
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Jeavons and Bal Chana, in Chapter 21, exploring global oral health and inequal-
ities. In Chapter 22, the focus is on health protection and a global approach to
neglected communicable diseases (NCDs) by Maria Jacirema Ferreira Gongalves
and Amanda Rodrigues Amorim Adegboye.

Finally in the conclusion, which forms Chapter 23, Vincent La Placa and
Julia Morgan attempt to draw together the findings based on the knowledge and
evidence base in the preceding chapters, and emergent themes. They conclude
that applying the social sciences to global public health not only diversifies it
but also strengthens it through processes which illustrate the social, cultural,
and economic realities of health, healthcare, and health inequalities and assists
in development of global public health skills and competencies. Without this
approach it is difficult to know the contexts, ways, and means of encouraging
people to change, for instance, health-related behaviour, but also the cultural
and structural contexts which need to be altered to enable this action (La Placa,
McVey et al., 2013).
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2

PUBLIC HEALTH, THEORY, AND
APPLICATION TO POLICY AND
PRACTICE

Vincent La Placa

Introduction

Global public health practice is understood to be the circulation of global health
issues into the social and cultural sphere, which were traditionally perceived
through a biomedicine perspective. This chapter will introduce readers to the
significance of social theory in global public health and outline various theo-
retical frameworks which can be used. It will consider ‘Critical Public Health’,
‘Feminism’, ‘Social Constructionism’, and ‘Structuration’ theory, affording ex-
amples to emphasise thinking around theory and application. It concludes that
the evidence base of global public health should be positioned more coherently
within theoretical perspectives which reflect its increasing relevance in the social
sciences.

Social Theories and Public Health

Global public health practice is understood to be the diffusion of global health
issues into the social and cultural sphere, which were traditionally perceived
within a biomedicine framework. This may assume a focus on the wider socio-
economic determinants of health behaviour, cultural constructions of the body
and health, lived experiences of illness; through to design of interventions to en-
courage individual behaviours within wider circumstances (which constrain or
facilitate behavioural drivers). The drive towards social sciences has also encour-
aged research on ‘wellbeing’ as a new phenomenon, distinct from, but linked to
health, and enabling a holistic approach to healthcare, physical and subjective
states (La Placa et al., 2013a). As a result, global public health research and policy
is increasingly lending itself to linkages with social theories to enhance explana-
tions, locate empirical experiences to predict and explain phenomena in wider
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contexts, and produce testable hypotheses in quantitative research. Increasingly,
global public health links to issues around modernity, inequalities, and globali-
sation. Such large-scale phenomena can engender instability and disagreement,
which can fragment policy responses to health conditions. However, theories
pointing towards collective order, are required, when developing policy in an
often-fragmentary environment, when assessing , for instance, social exclusion,
and the disruption of local and national identities, often caused by increased
globalisation.

Generally, social theories can be conceptualised as systematic, reflective, and
holistic elucidations on how social systems and societies function, operate, and
change. As such, they are founded upon abstract concepts, definitions, and re-
lations (Allan, 2013). Theoretical definitions designate two significant compo-
nents. ‘Stipulative conditions’ are explanations of what makes an idea or concept
unique in its relation to other parts of the theory (Allan, 2013). ‘Dynamic qual-
ities’ stipulate the active and effectual movements within the theory which ex-
plain change and reality. Traditionally, theory has functioned for the provision
of the following. Firstly, it is ‘deductive-nomological’ (Hempel, 1965), a com-
pilation of explanations, operations and conditions, which potentially generate
hypotheses and ideas to be tested, and used within empirical research, whilst
proving the validity of the theory. An example of this would be testing the re-
lationship between class and health and explaining potential causes of the link.
Secondly, theories are often used as ‘representational’ categories to broadly en-
compass and provide a general world-view perspective around research findings
and which locate the research or policy within wider contexts. An example of
this 1s the application of Feminism to broadly explain, for instance, the further
marginalisation of women in the coronavirus pandemic (Branicki, 2020).

Of course, one can debate, for example, the quantity and quality of evidence
to disprove or confirm a theory and how far it can be extrapolated across differ-
ent populations. One might also question how representative a theory is of the
social world and its influence on agreed outcomes i.e., does it bias research to
specific findings? Nevertheless, social theory provides a link to navigating and
explaining complex social phenomena in public health, to order its complexity,
and seeking further explanations for a correlation or cause, in terms of why and
how this occurs. It aids one to understand how the research or policy can be
applied with reference to constraints and facilitators of social systems, structure,
and actions. For example, theory often enables the organisation of the social
world into ‘collective order’ i.e., the social structures and historical conditions
that enable predictability and routine or the ‘macro’ approach. Explanations and
causes of, for instance, globalisation, modernity, and inequalities are often placed
within the collective orientated schema, for instance, Wallerstein’s (1979) global
systems theory or La Placa and Knight’s (2017) conceptualisation of wellbeing
as structured by late-capitalism. Theory can also enable insight into ‘individual
action” and the ways that individuals negotiate and re-organise lived experience
and routinised structures in day-to-day practice or the ‘micro’ approach. Social
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theory, then, can guide one to the level of importance of order and action and
the extent to which they may combine.

Applerouth and Desfor Edles (2016) assert that social theory also organises
behavioural drives with reference to the ‘rational’ and ‘non-rational’. Where
structural determinants permeate, actions, behaviour, and ideas may primarily
be rationally drawn from pre-existing external conditions. For instance, broad
cultural and legal discrimination against women may prevent them from access
to healthcare and limit means of circumventing these. From a non-rational per-
spective, they may be drawn from subjective states, unquestioned, even implied
only, symbolic codes, values, uncertainty of meaning, or emotional desires, less
amenable to rational organisation. Some theories accentuate one more than the
other i.e., Marx (1848/1978) emphasised collective structure and rational action
as social explanation and prelude to transforming society. Other contemporary
theories may seek to revise or expand the schema and relations between structure
and action, for instance, Giddens (1984).

Postmodernist and Foucauldian traditions question whether theory can or-
ganise and explain anything valid, given contemporary fluidity of meaning and
identity politics (including healthy and non-healthy ones) and contingency of
relations (for instance, medical professionals and lay people), usually based upon
oppressed and oppressor. This explanation itself may become a fixed reference
and schema, synonymous with collective and rational actions, like Marx, and
questions the uses of applying Marxist categories to contemporary identity pol-
itics (in the health and non-health arena). The proceeding section will outline
some of the current theories being applied in global public health. These are not
exhaustive, and serve as examples to reflect upon, and put into the context of
public health.

Critical Public Health

Whilst there is no identifiable single definition of Critical Public Health theory,
it is part of a broad range of work referred to as ‘critical theory’. Critical theory
emerged through the work of the Frankfurt School in the 1940s, represented by,
for instance, Marcuse (1941) and Horkheimer (1947) as a response to classical the-
oretical over concern with collective cohesion. Rather, the emphasis is on social
systems as characterised by significant degrees of social and economic inequal-
ities, and how dominant groups perpetuate oppression of minorities, the poor,
and marginalised. Critical Public Health examines, for example, inequalities in
health and illness within and between countries, and the social and healthcare
systems that perpetuate health inequalities in terms of morbidity and mortality.
The theory itself comprises various sub-theories and perspectives, organised
around explanations of power and inequalities. As a result, the theory is broadly
subsumed under the collective/rational orientation, focusing on structural de-
terminants such as poverty, discrimination in the form of, for example, racism
and hetero-sexism, and barriers to healthcare. The ‘social suffering’ perspective
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(Renault, 2017) explores how socio-economic and political conditions such as
war and violence create suffering and contributes to compounding, for instance,
pandemics and anti-biotic resistance. There is also an emphasis on how bureau-
cratic social institutions, such as hospitals and healthcare can exacerbate human
suffering and inequalities. Foucault’s (1978-1979/2010) theory of biopower is
often subsumed under this perspective, due to its rational and institutional expla-
nation of oppression. The growth of the political state leads to centralisation of
power and institutions, which exert power and control over individuals’ health,
through rationalist instruments such as population data, healthcare systems, and
social statistics. This enables the state to control the surveillance of oppressed
groups in terms of access to healthcare and welfare. The approach is often ap-
plied to the One Child policy in China but could easily capture empirical studies
into the near-complete abolition of abortion and contraception in Ceausescu’s
Romania.

Health research and policy generated within this perspective tend to accen-
tuate empowerment of people and reflect upon how disease and illness are often
the result of economics and social systems beyond human control. It is often
criticised for lack of attention to the role of human agency and consciousness in
negotiating and changing social systems and the opportunities afforded to enable
change. Nevertheless, it assumes a critical perspective, with the ability to high-
light health inequalities, power differentials, and barriers to healthcare, often
neglected by classical critical theory.

Feminism

Like Critical Public Health, Feminist theories comprise a broad range of per-
spectives to research and policies of sex and gender inequality regarding negative
health, illness, and wellbeing experiences and outcomes for women, for instance,
‘Radical’ and ‘Liberal’ Feminism (Oakley, 1974/2018; hooks, 2014; Leavy and
Harris, 2019). Despite differences in perspectives, the unifying theme through-
out is underlined by universal agreement that historical and contemporary soci-
eties are structurally arranged by men, to the benefit of male power and interest,
and to the detriment and subordination of women, both socially and physically.
Referred to as ‘Patriarchy’ (Walby, 1990), women are disproportionally socially
and economically disadvantaged in the labour market, economy, domestic life,
and healthcare system compared to men. Subordination is enforced through, for
instance, deliberate confinement to low-paid work, childcare, and legal and cul-
tural discrimination, through physical and sexual violence globally. According to
the World Health Organization (2021), men’s violence towards women and girls,
especially intimate partner violence and sexual violence, constitutes a signifi-
cant public health problem, and a violation of women’s human rights. Globally,
30% of women have experienced either physical and/or sexual intimate partner
violence or non-partner sexual violence in their lifetime (World Health Organ-
ization, 2021). As a result, women are much more likely to experience negative



Public Health, Theory, and Application to Policy and Practice 9

physical and mental health outcomes and are more at risk of, for instance, con-
tracting HIV/AIDS, unintended pregnancies, and miscarriages. Men’s violence
often precipitates depression, post-traumatic stress, and other anxiety disorders,
sleep difficulties, eating disorders, and suicide attempts. For Feminists, this re-
flects patriarchal organisation, reinforcing women’s low status, and subjection to
male interest (hooks, 2014).

Most recently, the UK Office of National Statistics (2021) found that during
the coronavirus pandemic, women were more likely to spend less time working
from home, and more time on unpaid childcare and housework, and to be fur-
loughed, compounding existing inequalities. As a result, women experienced
more negative health and wellbeing outcomes than men. Literally, all young
women in the UK have been subject to sexual harassment, according to a survey
from UN Women UK (2021). Among women aged 18-24, 97% reported sexual
harassment, whilst 80% of women across all ages, reported sexual harassment in
public spaces. For Radical Feminist, Rich (1980/2003), heterosexual relations
are compulsorily imposed upon women as a method of sexual control and limit
women’s other potential for non-heterosexual intimate and sexual relations.

Similarly, Ehrenreich and English (2005) have explored the patriarchal foun-
dations of biomedicine as a means of historically categorising women against
a range of biological and psychological disorders, requiring strict adherence to
marriage, housework, and childcare to overcome ‘abnormal’ deviations. Patri-
archy has medicalised childbirth in men’s interest, for example as witnessed in
confinement to hospitals, induction of labour, and increased use of Caesarean
births, to deny women experiences of natural birth, and ensure male/medical
control of women’s bodies. Narayan (2000) discusses how the economic hardship
of globalisation affects health by transforming gender roles. For example, the
inability of men to attain traditional male jobs not only induces stress and illness
in men but also forces women to take up lower skilled and paid work to com-
pensate, negatively impacting their health. Montgomery et al. (2006) focused on
how global health changes affect gender roles. For example, her studies in South
Africa discovered that men find it harder to accept and enter traditionally lower
paid ‘female-orientated lower status’ work, although women are expected to do
this as part of a traditional role. Even where men do participate in childcare and
domestic work, the emphasis continues to be, that this is not a recognisably valid
male role, reinforcing patriarchal sex roles. As a result, a globally structured gen-
der regime may not change negative outcomes for women’s health.

Whilst Feminism is often criticised for perpetuating essentialist categories of
sex and gender, many feminists and gender researchers have turned to analyses of
the detrimental impact of patterned patriarchal structures upon men, in terms of,
for instance, ‘toxic masculinity’ and its effects on increasing increased male sui-
cide and vulnerability (Crenshaw, 1991; Atkinson, 2008; Kimmel, 2009; Lester
et al.,, 2014) and how consumer capitalism exerts pressure on men and women
negatively in terms of health and wellbeing (Acker, 2004). It has also been further
developed by dual systems Marxist/Feminist explanations that examine how the
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inter-relation of capitalism and patriarchy causes a negative dual effect on women
in patriarchal societies (Bryson, 2006). Feminism remains an important theo-
retical lens to interpret and understand health inequalities in a changing global
gender order, where despite radical transformations, women continue to bear the
brunt of negative health outcomes and socio-economic subordination.

Social Constructionism

Social Constructionism has its origins in the 1960s, with Berger and Luck-
man’s (1966) approach to the Social Constructionism of reality, and the nature
of reality as grounded internally within language and relationships, which are
symbolically produced and generate further creation of reality (McIntosh, 1968;
Stein, 1992; Conrad and Barker, 2010; Burr, 2015). Overall, Social Construc-
tionism breaks with the more rational and collective approach to reject the idea
that social reality can be studied as external and objectively observable, inde-
pendent of human relations and interactions. Reality and knowledge are, how-
ever, constructed through discourses, providing public health practitioners with
a paradigm accentuating lived experience, and how individuals create health,
illness, and wellbeing, on the micro-level through signs, symbols, and stocks of
knowledge.

Discourses are practices, which form the objects of which they speak and
describe, referring to sets of meanings, metaphors, symbolic images, and nar-
ratives, grounded within a subject, for instance, medical, scientific, and psy-
chiatric discourses. These are referred to by people, within interaction with
one another, both regulating and providing further regimes of references and
actions, albeit, within the discursive framework. They are consistently used
and produced through language and relationships and formed because of their
use. Illness is not a phenomenon to be rationally discovered, but is created, and
emerges through available language and discourse, for instance, homosexuality
as a ‘psychiatric illness’ in the Nineteenth Century and a lifestyle/identity in
the Twenty First. Even medical statistics and ‘facts’ are constructed and updated
according to fluid changes in meaning and categorisation processes available at
the time.

Public health discourse and disease are not a stable reality, but contingent upon
the medical discourses and communities, who construct and reproduce them
through their use. Atkinson (1988) ascertained, for example, that students were
coached into interpreting signs of disease and that biomedical knowledge was
socially accomplished, between patients, students, and teachers. Through social
accomplishment, the process could change with the emergence of new forms of
knowledge. Barry et al. (2009) explored how obesity metaphors, such as ‘obesity
as sinful” (gluttony), emerge and impact individuals’ support for public policies
aimed at reducing obesity. Similarly, conditions such as HIV/AIDs, and responses
to them, are not primarily grounded in medical facts, but the discourses and
language, available to respond, for instance, stigma, shame, and moral judgement
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(Weitz, 1990; Epstein, 1996). Stigma is not medically intrinsic to illness but dis-
cursively constructed through meaning and metaphors of disease.

Social Constructionism has been criticised for failure to focus sufficient atten-
tion on wider structural and external constraints, and for assuming an overtly rel-
ativist stance, which also fails to account for power differentials. Struggles against
global inequalities are undermined if they are only perceived as discursive, and if
empiricist explanations of health and treatments are negated, as merely existing
in language. However, it has proved useful in its application to illuminate issues
around the power and legitimacy of biomedical discourse and their production
within socio-political struggles and contexts of globalisation. Social Construc-
tionism has also enabled global health issues and interventions to assume social
significance, when focusing on how they are discursively articulated and pre-
sented, and may focus on tensions between different groups and ideas in global
health policy and the contexts in which they are produced.

Structuration Theory

Less often used in public health research is Structuration theory, developed
by Gidden’s (1984; 1990a; 1990b; 1991), partly to surmount the micro/macro
dualism, but to reflect the complexity of late-modern societies. Individuals and
society form an inter-linking duality, referred to as the ‘duality of structure’.
Social structures are both the medium and outcome of the practices they or-
ganise. For instance, to communicate, one draws upon language (structure)
to articulate meaning. As a result, employing the rules that govern language
effectively reproduces it as an outcome/structure of communication, to be
employed again over time. Resources represent the individual actions, con-
sciousness, and agency one draws upon to bring about desired outcomes. Rules
constitute the available patterns of behaviour and practices, which individu-
als draw upon to realise desired outcomes. Through individual action, social
structures are reproduced, which assume the foundations for further actions
(Giddens, 1984). Social structures are properties that exist only over the time
and space that they are used and reproduced by agents. They do not automat-
ically exist independent of agents as conceptualised by, for instance, Critical
Public Health. If social systems exist beyond agents, it is because of consistently
reproduced patterns of action and practice, which often, agents are aware of.
Public healthcare practice and global health systems, then, only exist as systems
of recurrent relations and practices, across the time and space, that they are
produced and prolonged. Giddens’ (1984; 1991) articulation of time and space
has enabled further analyses of social relations in a modern globalised world,
whereby global technology and communication creates ‘time-space distantia-
tion’, as traditional modernity recedes. For instance, individuals do not need
to be physically present to communicate with others globally, for example,
telemedicine, and can construct and negotiate relations beyond immediate vi-
cinities. Furthermore, the emptying of time and space in late modernity, and
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the reorganisation of relations, exposes one to increased risks and dangers.
These impact upon physical and mental health, as humans seek ‘ontological
security’, due to impersonal and dis-embedded relations, and multiple forms of
knowledge and ideas to choose from.

Structuration theory is critiqued on the grounds that the action/structure
dualism is a requisite aspect of theory and that collective structures, such as cap-
italism and global healthcare systems, cannot be reduced to rules and resources,
if theory is to conduct a wider structural analysis (Stones, 2005). Neither does it
suggest any methodology to test assumptions (Thompson, 1989; Archer, 2000).
However, Stones (2005) has developed an empirical strategy involving a her-
meneutics orientated approach to understanding (1) external social structures
(conditions for action); (2) internal social structures (agents’ capabilities and what
they ‘know’ about the world); (3) active agency and actions; and (4) outcomes of
actions as they become solidified for further use by others. Greenhalgh and Stones
(2010), in a study of implementing large I'T programmes throughout healthcare
systems, found that agents constructed their own socio-cultural views of health-
care technology, but were also constrained and enabled by existing frameworks,
navigated, and revised through the implementation of the programme.

La Placa et al. (2013b) framed the Healthy Foundations Life-stage Segmenta-
tion model within Structuration theory. This explored how stocks of knowledge,
drawn from people’s understandings, motivations, and contexts, affected health
behaviour and provided a further framework around whether behaviour can be
changed, and the resources required to motivate change, if necessary. The work
enabled development, and piloting of person-centred healthcare interventions,
and aligned with people’s knowledge and motivations. Clearly, there is potential
for more application of the theory in empirical public health studies, to articulate
the interaction of structure and agency, and refocus upon, which level it is most
significant. The chapter will now proceed to examine the role theory in global
public health.

Conclusion

Social theories in global public health are at the heart of intellectual arguments
about the workings of societies, social determinants, and policy responses. They
are a statement of ontology i.e., how the world works in its current state of
existence, and why that is, as well as assumptions as to what is ‘real’ (Inglis
and Thorpe, 2019). For example, rationalist and structuralist theories see so-
cial organisation and structure as ‘real’ which heavily determine or structure
behaviour. The knowledge comprising a theory also lends itself to the study
of ‘epistemology’. This entails thinking about how the theory intends to study
reality, based upon ontological assumptions. For example, Social Construction-
ism tends to lend itself to more interpretivist, phenomenological, and qualitative
traditions, given its concentration on how people construct what is ‘real” through
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meaning, discourse, and interpretative relations. This may assume the form of
in-depth interviews and ethnographies, through to visual and textual analyses,
whereby historical meanings and relations can be gauged from texts and histori-
cal depictions of events. One can ecasily look at Hogarth’s portrait of Eighteenth-
Century Bedlam Hospital and interpret meanings and representation of asylums
and mental illness during this time and contrast them with contemporary rep-
resentations. This is because both emerge through social and discursive forma-
tions that find themselves in representations of events. They are there because
they emerged through discourse and practice, not some external social fact. The
depiction is the discourse represented.

As a rule, ontology is closely linked to epistemology and methodology, and
often, one might precipitate the other. Researchers and practitioners, for exam-
ple, may be asked to link policies, public health interventions, case studies, and
research, to theoretical frameworks or vice versa, to demonstrate knowledge of
inter-relations. The one which one starts with is usually not significant. One
might identify a theory of interest and seek out research, which it encompasses,
or achieve it, the other way around. The key element is to ensure ontological and
epistemological/methodological associations link relevant ideas, concepts, and
relations together in a firm bind, to ensure intellectual clarity and debate. Iden-
tifying theory can be perceived as challenging, given that global public health
research and policy often needs to account for the social determinants of health
and, for instance, local agents’ mobilisation of change in health-related behaviour
or society, for instance, La Placa et al. (2013b). Similarly, evaluations of policy
and interventions, then, also need to understand and account for the theory,
embracing the specific intervention under evaluation, and the epistemology and
research methods, used in the process. Theory, then, is a significant thread, run-
ning throughout global public health research, and intervention design, both a
starting and end point, signposting to further stipulative conditions and dynamic
qualities.

Global public health has historically emerged partly due to the inadequacies
of biomedical approaches to conceptualise the social, economic, and political
dimensions of, for example, health experiences, morbidity, mortality, and social
dimension of treatment. As a result, the use of social theory to reflexively ex-
plain, and question assumptions and communities (Baert and da Silva, 2010), is
under-developed. Unlike biomedicine, global public health is required to focus
on the political and social struggles, which define health and illness, and the
health disparities which mark countries and communities, within and between
them. It is about transforming lives, communities, and access to healthcare. As
such, the evidence base of public health should be positioned more coherently
within theoretical perspectives that reflect relevant questions, but which ques-
tion previous assumptions, too. They should also address issues of structures and
individuals and be able to suggest policy and practice, within and against current
trajectories of globalisation, and its impact on health and healthcare.
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Research Points and Reflective Exercise

With reference to any of the theories used in this chapter, begin to reflect upon
the following:

*  How does the theory challenge biomedicine?

*  How can your own research or practice potentially link to theory?

e What, if any, relevance do theories have to current global public health re-
search, practice, and policy development?

Further Resources and Reading

Applerouth, S. and Desfor Edles, L. (2016). Sociological Theory in the Contemporary Era:
Texts and Readings, 3rd edn. London: Sage.
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GLOBALISATION AND GLOBAL
PUBLIC HEALTH

Vincent La Placa and Anneyce Knight

Introduction

This chapter will explore the concept of globalisation and its impact on global
health and wellbeing, particularly in the light of COVID 19, as well as concepts
of de-globalisation, and the future of conceptualising health and wellbeing on
this level. It will contend against over reliance upon structural theories and foun-
dationalism to locate discussions around globalisation, arguing for rich, detailed,
and contextualised research to bridge the gap between theory and research. This
places emphasis upon individual volition, action, agency, and standpoints, to
build more in-depth contextualised knowledge around health, wellbeing, and
global issues, and bridge the gap between practice, theory, and research.

Globalisation and Global Health

Over the past 30 years, an array of literature on globalisation, health, and well-
being has emerged, although there is no agreed definition or agreement as to
its consequences. Tomlinson (1999) defines it as a rapid development and ever
deepening of a network of inter-links and independencies that characterise mod-
ern life, across politics, economics, culture, technology, and medicine. Mod-
ern life compresses and shrinks as geographical, social, and economic linkages
are compounded, and information, people, products, and knowledge spread
across boundaries, with less constraint, minimising spaces between people and
countries (Ritzer, 2003; Chirico, 2014). For instance, enhanced technology and
communications lessen geographical distances between people. Furthermore, in-
creased trade between countries makes them more inter-dependent upon each
other for prosperity. Greater movement of people entails a diminishing view
of borders and ‘separation’, and recognition that what occurs in one part of the
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globe assumes relevance for the rest, as COVID-19 has highlighted, and which 1s
discussed later in this chapter.

Theorists differ precisely as to when globalisation began and its causes, al-
though there is greater agreement, that it is connected, but not exclusively, to the
development of modern capitalism in the Twentieth Century (Giddens, 2002).
For instance, the rapid spread of free markets, production specialisation, technol-
ogy, and consumerism homogenises the global economic system and legitimates
free markets and their consequences (negative and positive) across the globe.
This generates a global culture around ‘neoliberal’ ideologies and practices, as
producers and consumers move knowledge and products unhindered across bor-
ders. This has prompted debate around whether the process homogenises global
culture (in the interests of Western hegemony, but to the detriment of others in
terms of, for instance, health inequalities) or whether heterogeneity is the result.
Heterogeneity is the consequence of local fragmentation, engendered by com-
munities and localities to resist universal culture, particularly Western colonial
ones, and asserts difference and independence. This is captured in ‘post-colonial’
perspectives, which emphasise resistance to usually Western dominance and re-
sultant inequalities (Ashcroft et al., 2006).

Globalisation is significant in studies of public health and wellbeing, espe-
cially in relation to healthcare systems, health inequalities, social justice, and
equity, as well as relations between developed and developing nations, and global
concepts of wellbeing. For example, in terms of health, diet, and lifestyle, it
is argued that cognitive changes, precipitated by advertising and marketing of
Western consumer goods, have facilitated the global spread and homogenisation
of so-called ‘lifestyle’ diseases (such as obesity and tobacco-related illnesses) in
specific populations within low- and middle-income countries, like those in the
West. This then forces the low- and middle-income countries to adopt analo-
gous Western methods of economic and healthcare reform and interventions,
thereby enforcing further homogeneity. In terms of relations between low- and
middle-income and high-income countries, greater population mobility means
high-income countries formulate policies to deter high levels of immigration and
so-called ‘health tourism’ (heterogenisation). However, the migration of health
professionals from low- and middle-income countries offers benefits to under-
staffed health systems in high-income countries, but potentially at the expense of
capacity in other countries (homogenisation). Globalisation has also precipitated
developments in the concept of global wellbeing (La Placa and Knight, 2014),
which have often been ignored in global public health studies.

Global Wellbeing

The term wellbeing is progressively important in social and behavioural science
orientated public health, indicated by its correlation with health in the World
Health Organization’s 1948 constitution, ‘Health is a state of complete physical,
mental and social wellbeing and not merely the absence of disease or infirmity’
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(WHO, 2021). Furthermore, the third goal of the 17 United Nations’ Sustain-
able Development Goals (UNSDGs) specifically relates to ‘Good Health and
Wellbeing’, and ensuring healthy lives, and promoting wellbeing for all at all
ages (United Nations Development of Economic and Social Affairs, 2021). Nev-
ertheless, although it is still entwined with health, wellbeing is increasingly per-
ceived in social sciences, as a separate construct associated with, for instance, the
development and complexity of late modern global capitalist society and firmly
embedded within emergent public health discourses (La Placa and Knight, 2014).

As a term, wellbeing does not have one definitive globally understood defi-
nition, although historically, it is perceived from a positivist standpoint based
purely on economics (consumerism), psychological (happiness and quality of
life), and biomedical science, rather than as an all-encompassing concept (La
Placa and Knight, 2014; Moreno-Leguizamon, 2014). Indeed, since the Second
World War, material and measurable factors such as employment, income, eco-
nomic growth, and Gross Domestic Product (GDP) were perceived as essentially
equating to wellbeing (La Placa and Knight, 2014). However, as society has be-
come progressively more individualistic in terms of individual lifestyle choices,
increased consumerism, and developments in science and technology, wellbeing
has emerged beyond a traditional reductionist lens, to a more multi-faceted con-
cept. As the World Health Organization (2021) has proposed, wellbeing exists in
two dimensions, subjective and objective. It comprises an ‘individual’s experi-
ence of their life as well as a comparison of life circumstances with social norms
and values’ (WHO Regional Office for Europe 2012: 1).

McNaught’s (2011) definitional framework for wellbeing reflects this wider
viewpoint as it includes the intricacies of an individual’s lived reality, wherever
they are situated globally, and provides for a more comprehensive approach. His
structured framework identifies four domains of wellbeing: individual, family,
community, and society, which includes a range of complex sub-categories, of
both processes and relations, viewed from objective and subjective perspectives
(McNaught, 2011). As an inclusive and holistic model, it also moves beyond
the micro notion of individual and personal responsibility for wellbeing to the
macro understanding of wellbeing, which is contingent on social, economic,
geographic, and environmental dimensions, as these provide the fundamental
resources and circumstances for wellbeing for society. It is important to remem-
ber, however, as McNaught (2011) ascertains, individuals are not merely passive
recipients of wellbeing, based on external factors, as their unique actions, and
choices, are also influential. The domains and inter-relationship of factors are
illustrated within the framework in Figure 3.1.

‘When considering an exploration of wellbeing and global public health, the
multi-dimensional nature of wellbeing should be considered beyond the lens
of traditional public health, positive psychology, and quality of life. Although
not explicitly referencing globalisation, McNaught’s (2011) domains currently
provide the most adaptable framework, which seeks to remove ‘silo’ and frag-
mented approaches to policy making, research, and public health interventions,
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FIGURE 3.1 A structured framework for defining wellbeing. Figure 3.1 is reproduced
from Knight and McNaught (eds) (2011) Understanding Wellbeing: An
Introduction for Students and Practitioners of Health and Social Care,
with permission from Lantern Publishing.

to improve both health and wellbeing at a local, national, and global level (the
latter which requires more detailed knowledge and research). Indeed, the authors
have previously proposed that McNaught’s (2011) multi-levelled framework is
helpful ‘to enhance theoretical frameworks and to guide the design and develop-
ment of both health and wellbeing interventions...[and] provides the philosophi-
cal underpinnings for wellbeing policy development’ (La Placa et al., 2013: 116).

Undeniably, in the twenty-first century, the notion of promoting wellbeing
throughout a population’s lifespan should guide and be embedded within long-
term global policy development and public health practice. This is to ensure
that the impact of decision making is considered in relation to, not only their
respective culture and society, but also to the individual, their family, commu-
nities, and decisions altered, if they are found to be detrimental. The aim is to
broadly promote reflexivity, as well as self-actualisation, and ensure global social
justice, rather than seeking a utilitarian approach, which may deny marginalisa-
tion, potential negative impacts on individual, family, community, and societal
wellbeing, which heighten inequalities.

COVID-19 and Health and Wellbeing

Most recently, the continuing global COVID-19 pandemic, which began in
2019, with its global spread and search for solutions to it, has dominated de-
bates around globalisation, global health, and wellbeing. The rapidity of modern
transportation systems and population mobility has accentuated how infections
can shift across the globe within a few hours (as illustrated by the SARS outbreak
in 2002-2003 as well as COVID-19). Cash and Patel (2020) argue that global
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responses to COVID-19 have often been biased towards high-income countries
and grounded within Western discourses of universal medicine. For instance,
low-income countries were encouraged to lockdown, like high-income ones,
but they question whether this was the appropriate response, given their younger
population profiles, and lesser numbers of older people in care homes (Cash and
Patel, 2020).

As a result, this may have increased deaths due to non-COVID 19 diseases,
and increased the burden on lower-income people, than might otherwise have
been the case. Poorer people, for instance, living in densely crowded urban slums,
are subject to stringent lockdowns, even though social and physical distancing is
much harder. This enforces greater hardships on those earning a living through
the informal economy. Instead, policies focused on the unique demographics of
a country, its different social conditions and cultures, precarious livelihoods, and
constrained conditions and resources (particularly health resources) are neces-
sary. As a result, the pandemic has illuminated issues around, not only health in-
equalities but also the failure of the global community, to ensure that the ‘Global
South’ is adequately resourced and protected, similarly to the West.

The global pandemic has led theorists to address issues such as whether glo-
balisation, and its gravitation towards intensified dependence and relations, is
necessary, or has exceeded its benefits. For example, the pandemic caused a sig-
nificant decline in international flows such as trade, foreign direct investment
(FDI), consumption of health and non-health products, and international travel.
Supply chain policies, particularly medical and health-related ones, have come
to the forefront of global health debates and may reshape trade and FDI flows.
The production, coordination, and transport of medicines, and pharmaceuti-
cals, through to availability of life-saving personal protective equipment (PPE)
for healthcare workers, have become delicate health, wellbeing, and security is-
sues. Governments and healthcare systems have felt vulnerable to unexpected
shortages of medical and health-related products, and this has led to a tendency
towards protectionism. This is especially the case where production is over con-
centrated in specific parts of the globe, and the ability to produce many basic
medicines has been foregone, as most global active pharmaceutical ingredients
(APIs) are sourced globally.

Questions also emerge around the adequacy of reliance upon companies and
other countries to produce and supply them when more diversification and na-
tional control and self-sufficiency are necessary in health emergencies. This,
among many other factors, has precipitated debates around ‘de-globalisation’
whereby, for example, healthcare and economic systems become less connected
and integrated and more regionalised. Thus, not only do nations assume more
control over production and supplies of medicines and pharmaceuticals, but also
over their responses to health emergencies, and resulting social and economic
implications. Donald Trump’s ‘America First’ and Joe Biden’s ‘Buy American’
may not only appear to emanate from politically different perspectives but also
represent a similar de-globalisation trend or, what the authors prefer to term,
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‘globalisation through equilibrium’. Concepts of de-globalisation emerged more
strongly with Russia’s invasion of Ukraine in early 2022. This has precipitated
debates, especially in the West, and among its allies, about significant disentan-
gling from reliance upon Russian oil and gas supplies and a shift to domestic
supply instead (Peston, 2022). An invigorated emphasis on energy security will
speed up the process and may enhance use of fossil fuels, which can have sig-
nificant impacts on global health, and climate change. It may also mean the
reconstruction of economies, where manufacturing and food production will
occur closer to home, if not directly on the domestic level. The passing of the
multi-billion-dollar bill, by the US House of Representatives in February 2022,
aimed at increasing American competitiveness with China, and enhancing US
semiconductor manufacturing, is another example of de-globalisation.

As a result, concepts of homogeneity then are replaced by ones such as
‘competition’, ‘managed re-configuration’, and ‘re-localisation’, depending on
context, and the perceived interest of a country/regional bloc. This may already
be apparent in the often-failed attempt of the global community to mount an
effective response to a global pandemic, reflected in its retreat into potential
vaccine nationalism and protectionism, and ideological competition in terms of
national responses, for instance, lockdowns and vaccination processes. Globalisa-
tion through equilibrium accentuates the contingent, agent lead, and contextual
nature of global processes. It does not assume a one-dimensional trajectory, or an
inevitable development of capitalism/s, beyond the control of healthcare profes-
sionals, policy makers, agents, patients, or, indeed, theoreticians.

Globalisation, Theory, and Public Health and Wellbeing Research

Discussions and uses of globalisation are increasingly important in global public
health and wellbeing research and policy. However, definitions, causes, and
solutions are also increasingly complex, as discussions are often framed within
structural theoretical frameworks. Critical Public Health, Marxism, Femi-
nism, Functionalism, and even Postmodernism tend to constitute the dominant
frameworks, articulating distinct structural approaches as to, for example, its
role in increasing/decreasing health inequalities, its distinctiveness from cap-
italism, and its impact upon responses to the pandemic (although, of course,
postmodernists would achieve this with a pinch of scepticism). Often, these
theories have paid scant attention to wellbeing, with an emphasis on physical
health and illness.

Globalisation is also often approached through the lens of structures, systems,
and how it interacts with other and wider dominant structures/systems. For ex-
ample, critical theorists, often in conjunction with Marxists, have attempted to
frame and articulate how health inequalities are caused by extensive globalisa-
tion and capitalism, but compounded in interaction with wider systems of, for
instance, racism, heterosexism, and social exclusion, as the dominant narrative
(Bhattacharyya, 2018; Chitty, 2020; Sell and Williams, 2020; Harvey, 2021).
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However, whilst these issues are very important, and indispensable, if one per-
ceives global public health as concerned with global equity and justice, there
remains, as Stones (1996) asserts, the problem of building a bridge between the-
ory and the complex evidence required to demonstrate its reality. There is also
the issue of ‘foundationalism’, where one accepts abstract systems theory as re-
ality itself, with very little empirical data to support it. Discussions of globalisa-
tion, the authors think, are often theorised with more than a little bias towards
foundationalism.

Globalisation, capitalism, and forms of marginalisation may be intertwined.
However, it would be impossible for a researcher to empirically confirm, once
and for all, that global capitalism, in whatever historical shape, or definition,
is primarily responsible for, or linked to other institutions/systems of oppres-
sion, or all health and economic inequalities, given the complexities involved.
Empirically explaining how structural systems inter-link across time and space
adequately is also a minefield. Neither should any attempt at this be taken
lightly, given the implications for ensuring fairness, transparency, and equity in
health policy. However, such an undertaking would entail the study of millions
of market transactions, conducted by literally millions of individuals, poten-
tially across hundreds of years of time and space, and continents. It would entail
studying their interactions, motivations, reasons, opinions, and attitudes (either
negative or positive) between the buyer and seller (was the buyer explicitly
prejudiced against some aspect of the seller and did the seller experience the
interaction as a form of marginalisation/oppression or racism, why, and in what
sense?) and vice versa between the modern building developer and property
buyer in contemporary economics. Clearly, this is impossible on an empirical
level, whatever the ontological assumptions. It might be that innovative tech-
nology and knowledge, the higher qualifications required for it, and the higher
rewards warranted for possessing them, may explain health and economic ine-
qualities more effectively in some contexts. However, this is not accounted for
through such analyses.

The transformation of China from communism to capitalism has been
achieved through a series of discovery processes and interaction between indi-
viduals, ideology, historical interpretation, and cultural aspects, not all from a
Western perspective (Coase and Wang, 2012). Attempting to empirically dis-
cover once and for all, unalterable connections between Chinese state capitalism
(which is not a mirror image of Western capitalism), and Western notions of rac-
ism and colonialism, would surely somehow necessitate empirically asking and
verifying whether Chinese traders, businesspeople, and consumers, across the
second largest economy in the world, experience, and to what extent, the trans-
formation has been racist, colonial, or anti-Chinese (it may or may not be or to
different degrees). This might need to be attained through coverage of the last 40
years of economic development, across different regions, including Hong Kong,
and across a whole array of agents, consumers, and actors, operating within, and
externally to the current model. Clearly again, this is challenging, empirically,
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as well as theoretically, to confirm, once and for all. Failure to achieve empirical
evidence has led to development of concepts, for instance, around ‘post-colonial’
studies (Ashcroft et al., 2006; Bakshi et al., 2016). However, this is not an ade-
quate theoretical framework, but more a one-size-fits-all perspective, on knowl-
edge interpretation (often comprising internal contradictions and arguments and
one-sided opinions about who does and does not possess freedom and agency).
The idea, for instance, that non-Western lesbians, gays, bisexuals, or transgen-
dered people passively (consciously or unconsciously) accept Western discourses
of sexuality and sexual practices and need to be ‘de-colonised’ as a result might
produce a form of colonialism, eventually. It theoretically and empirically ig-
nores the rich interplay of both Western and non-Western ideas, and the national
and cultural-political interests of specific groups and institutions within coun-
tries to either retain or revise laws and practices, inherited from Empire, or across
current or previous periods of Indigenous history, time and space, and specific
contexts. Neither does it adequately address that non-Western discourses and
cultural practices can marginalise or oppress others, independently of economic
systems.

Rather, we argue that there is a durable place for systems theorising (from all
standpoints), but one where ontological reality is grounded within more com-
plex empirical analyses of globalisation on, for example, the local, contextual,
and relational level, in terms of economics, health, and wellbeing. This may, for
instance, assume the form of research into relations between health, wellbeing,
and religious beliefs in rural India; or studies of the complex web of knowledge
and relations that the local General Practitioner builds up as she or he attends to
patients and hospitals between regional towns in Alabama; or it may focus upon
how young people perceive and use social media, and its impact upon mental
health and wellbeing, as they negotiate social media circuits across websites, so-
cial groups, and countries, and the contiguousness between events, across place
and time.

We would encourage qualitative, hermeneutical, and Weberian social-action-
orientated methodologies, as well as more traditional quantitative methods,
aimed at discovery of structural realities. For instance, rich and detailed quali-
tative interviews and/or anthropological research with women in Sub-Saharan
Africa around, for example, the social construction of perceptions and uses of
contraception, Female Genital Mutilation (FGM), and sexual health and well-
being, might shed light upon local or otherwise patriarchal attitudes towards
women and their origins. It might also illuminate how they creatively organise
resource to empower themselves in all women spaces, enabling other researchers
to compare with similar studies, and build up global perspectives from women’s
points of view, and grounded within Feminist frameworks. Similarly, if one were
to conduct contextualised research with Vietnamese garment/factory workers
about their experiences of working for multinational companies, one could de-
velop a range of perspectives, upon how they may or may not benefit from cur-
rent economic contexts and impacts on health and wellbeing. The focus might be
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on potential forms of resistance, perceptions of work through the life-course, and
organisation for workers’ rights, as well as strategies to transmit changes, if any,
in outlook and experience to their children. This continues to construct critical
depictions of how social action in specific structural conditions actuates further
resources, contexts, and consequences for further action (Bauman, 1992; Stones,
1996), like research strategies bracketed, but not exclusively, around Structura-
tion theory and hermeneutics, considered in the previous chapter.

This we believe builds a bridge between theory, evidence, and action, whilst
also refining and illustrating current frameworks in global public health and ren-
dering a multi-layered perspective to empower people, and ensure voices are ar-
ticulated by means of global perspectives. This is especially important given the
complex emergence of wellbeing as distinct from other definitions and studies of
health. The focus is on agency, consciousness, and empowerment from individ-
uals’ perspectives, as well as systems-orientated explanations, potential linkages,
empirical confirmations, and contiguities between them. This, we believe, for
instance, is an alternative to Kumar’s (2020) interesting, if unlikely, discussion
that the agency and actions of global garment workers are determined by struc-
tural systems of buyer and supplier chains within ‘monopsony’ capitalism.

Conclusion

This chapter has outlined key definitions of globalisation in public health and
wellbeing and applied them to issues within global public health and the social
sciences. It has argued against over reliance upon structural theories, to locate
discussions around globalisation, but argued for rich, detailed, and contextual-
ised research, to bridge the gap between theory and research; and place emphasis
on individual, community, and contiguous realities to build knowledge.

Research Points and Reflective Exercise

With reference to the discussions in this chapter, begin to reflect upon the
following:

*  What do you understand by the term Globalisation, and what may explain
its causes?

*  How would you define global wellbeing?

* Do you agree with the authors’ views as regards explanations of globalisation
through reference to foundationalism? If not, why not?

Further Resources and Reading

McNaught, A. (2011). “Defining Wellbeing.” In A. Knight and McNaught, A. (eds.)
Understanding Wellbeing: An Introduction for Students and Practitioners of Health and Social
Care. Banbury: Lantern Publishing, 7-22.
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ECONOMICS AND GLOBAL HEALTH

Julia Ngozi Chukwuma and Kevin Deane

Introduction

Economics primarily appears in global health programmes in the guise of Health
Economics. Broadly speaking, Health Economics involves two distinct strands.
One strand focuses on the application of core neoclassical economic theories of
the firm, the consumer, and the market to health-behaviour, and other health
issues. It suggests a role for government intervention, only in the case of specific
market failures (for example externalities, asymmetric information, moral hazard,
and public goods) that distort market outcomes. Health Economics also promotes
economic evaluation techniques that are used to assess the cost-effectiveness of
competing interventions. However, what is rarely made clear to global public
health students is that Health Economics, as a subfield of economics, applies only
one version of economics (neoclassical economics), to health.

This chapter does not focus on traditional Health Economics — numerous
textbooks exist that promote this way of thinking about the economics of health.
Instead, this chapter discusses four alternative, non-neoclassical perspectives
which are relevant to global health, namely, Keynesian, Political Economy, Fem-
inist, and Ecological perspectives. We use the COVID-19 pandemic as a lens
through which to introduce these perspectives and highlight the insights that
they provide, for health inequalities, and planetary health.

Keynesian Economics and Health

While neoclassical economics promotes the notion of a perfectly functioning,
free market, and sees an only limited role for state intervention, Keynesian eco-
nomics accords a more active role to the government in steering the economy —
especially in times of crisis. Indeed, neoclassical economics had very little to say
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about either the causes of or solutions to the Global Financial Crisis (GFC) of
2007/08 and has been blamed by some economists for having caused the crisis,
due to its attachment to free-market capitalism, and deregulation of the financial
sector (Skidelsky, 2010a; 2010b).

While the GFC revealed the inherent flaws of unfettered capitalism and ne-
oclassical economic theory championing it, the crisis which emerged in 2020
significantly exceeded the economic fallout of the GFC. What followed the dec-
laration of the COVID-19 outbreak as a pandemic in March 2020 was a con-
traction of global economic output by 5.8 % — compared to ‘only’ 3.5 % in the
aftermath of the GFC (UNCTAD, 2021). Within just a few weeks, the health
crisis turned into a full-blown economic and social crisis. Across the globe, gov-
ernments imposed movement restrictions on their citizens, ordering them to
work from home to curb the spread of the COVID-19 virus, and shut down fac-
tories. Furthermore, like the measures adopted in reaction to the GFC, yet much
greater in volume, national governments resorted once more to the ‘Keynesian
toolbox’.

Returning to 2008, the neoclassical economist Robert Lucas, known as one
of the harshest critics of Keynesian macroeconomics, made headlines during the
GFC when he proclaimed that ‘everyone is a Keynesian in a foxhole’ (Bello,
2017). Lucas’ statement referred to the (non-neoclassical) economic theory be-
hind the fiscal policy measures adopted by governments in response to the GFC:
Keynesian economics owes its name to the British economist John Maynard
Keynes (1883-1946). Keynes, observing an increasing number of unemployed
workers, fewer firms engaging in manufacturing activity, and people buying
fewer consumer goods during the years of the Great Depression of the 1930s,
was of the view that the market would remain stuck in crisis, without the gov-
ernment stimulating demand. He was sceptical of the prevalent assumption of the
time that, if left alone, the market mechanism would self-correct and ensure that
the supply of products is met by the required demand (Heilbroner, 2011). Keynes
argued that, in a world characterised by uncertainty about what the future may
bring, investors do not automatically re-invest their savings but may want to wait
for (pre-supposedly) better times (Keynes, 1936). Such lack of investment results
in workers’ disposable income and, consequently, their incentive to buy consum-
ables decrease (Chang, 2014). Reduced consumption pushes investments even
further down, and results in an additional loss of jobs, and so it continues. To
halt the downward spiral, Keynes advocated that governments should ‘manage’
and intervene in the market by using public resources to boost the aggregate de-
mand for goods and services and to create employment opportunities (Skidelsky,
2010a).

Having adopted a Keynesian’s logic, the policy response of governments to
the global economy’s freefall in the wake of the GFC was unprecedented. For
instance, ‘fiscal policy measures’ taken by the US Government included tax cuts
and transfers to households, costing the taxpayer about 5.5 % of the country’s en-
tire 2008 Gross Domestic Product (GDP) (Guellec and Wunsch-Vincent, 2009).
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Yet, the resources mobilised to stabilise the economy amidst the crisis prompted
by COVID-19 far outweigh the money spent in response to the GFC. Within
weeks of the on-set of the crisis, governments around the world — including con-
servative and libertarian regimes such as in the UK and the USA — de-emphasised
their ‘laissez-faire’ philosophies. In the USA, a (first) fiscal stimulus package of
an estimated US$ 2.3 trillion (around 11 % of GDP) was adopted as early as June
2020 (International Monetary Fund, 2021). In a similar vein, also UK politi-
cians once again became Keynesians. The government introduced tax breaks
for homeowners and entrepreneurs and a furlough scheme, providing financial
support to companies, facing difficulties paying their workers’ salaries, worth
close to GB£ 70 billion (Francis-Devine et al., 2021) In other words, contrary to
the pro-austerity narrative, rooted in neoclassical economics, which dominated
policymaking for over a decade, governments and central banks, committed to
heavily intervene in the market, to cushion the negative economic impact of the
pandemic, and found their ‘magic money tree’ (BBC, 2018). This demonstrates
that, in times of crisis, even the most committed free-market proponents turn to
Keynesian economics.

Applying a Political Economy Lens to Health

Whilst Keynesian economics, in contrast to neoclassical economics, advocates
for increased government expenditure and investment in times of crisis, politi-
cal economy approaches go yet another step further and centre their analysis on
the structural problems inherent to the capitalist economic system. Markedly,
the COVID-19 pandemic has highlighted some of the systemic deficiencies of
capitalism.

In May 2020, a Guardian headline read ‘Black people four times more likely to
die from COVID-19, ONS finds' (The Guardian, 2020). Indeed, the Office for
National Statistics reports that during the first wave of the COVID-19 pan-
demic, the rate of death in the UK of the ‘black African group’ was 3.7 times
higher compared to the ‘white British group’ (ONS, 2020). During the second
wave, the COVID-19 mortality rate of black Africans remained high vis-a-vis
white Britons but was exceeded by the ‘Bangladeshi group’, with Bangladeshi
men being five times more likely to die of COVID-19 than white British men
(ONS, 2020). Similarly, research conducted in the USA highlights such health
inequities, identifying higher infection and death rates among people of under-
represented ethnic and racial groups (Moore et al., 2020).

Whilst a neoclassical health economist may suggest that an individual will eval-
uate the cost and benefits associated with, for instance, leaving the safe environ-
ment of their own walls, to go to work amidst a raging contagious disease, the
reality of the on-going pandemic highlights the ‘structural drivers of injustice’.
Remarkably, most people in countries of the Global South, or people in the Global
North of a lower socio-economic class, were left with no choice, but to continue
their work outside the household, to secure their livelihoods. At the same time,
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international COVID-19 vaccine inequality means that in many parts of the world,
people do not have access to life-saving vaccines (Tatar et al., 2021). Consequently,
any discussion that variance in outcome may be solely the result of genetic differ-
ences fell off the table swiftly. Instead, researchers and policymakers focused their
attention on understanding how racial bias, disparate working and living condi-
tions, and inequitable social circumstances, put disadvantaged groups at a higher
risk of contracting and dying of COVID-19 (Milner et al., 2020; Yaya et al., 2020).
For example, in the UK, people of African descent make up a considerable share
of workers in the service industry and the ‘essential’ workforce (UNGA, 2020).
They operate e.g., as bus drivers, delivery personnel, or social carers and cannot
do their (often low paid) face-to-face jobs from the safety of their homes, exposing
themselves more regularly to the threat of COVID-19. Likewise, deprived persons,
and people of minority groups, often intersect and are also more likely to live in
poor-quality accommodation, which increases their risk of getting infected with
COVID-19 (Whitehead et al., 2021). By and large, the pandemic exposed the
prevalence of existing economic and social inequalities and the deficiencies of how
the current capitalist world economy is organised (Stevano et al., 2021b). At the
same time, the crisis continues to shine light on the multiple ways in which the
economy and health are interconnected.

In contrast to neoclassical health economics, concerns of equity and social
justice are at the heart of political economy approaches to understanding health.
Political economists are critical of asymmetric power relations (such as between
business owners and workers, landowners, and tenants), which characterise con-
temporary capitalism, and perceive unjust working, living, and environmental
conditions, as the root cause of inequitable health outcomes (Birn et al., 2017).
Up until today, the German philosopher Karl Marx (1818-1883) remains one
of the world’s most famous political economists, having inspired a generation
of Marxist political economists. Their focus of interest includes to understand
how value is generated and distributed, what determines the worth of a good
or service, and who benefits from the production of value. Adopting a Marxist
political economy lens could help us answer some of the important questions
that COVID-19 has brought to the fore, such as the working conditions that
forced some workers to continue to expose themselves to the risk of contracting
COVID-19, due to insecure working conditions in the gig economy. This also
includes the question as to whether the salaries, which essential workers such as
nurses, garbage collectors, or grocery vendors have received during the COVID-
19 pandemic, truly reflect the actual value to society they continue to create, by
saving our lives, keeping our streets clean, and providing us with food.

Feminist Approaches to Economics and Health

Alongside the inequalities highlighted by political economy approaches, Fem-
inist economists have highlighted the gendered dimensions of COVID-19.
Indeed, the pandemic has drawn attention to the many issues that Feminist
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economists have been working on for decades. One crucial aspect of this re-
lates to the ‘distribution of unpaid labour within the household’, which was af-
fected by lockdowns, and related control measures, introduced in the wake of
the pandemic. Evidence from across the globe suggests that increased caring
responsibilities, which resulted from school closures, and reduced access to health
facilities, have been unevenly distributed, with women assuming more of this
additional labour than men (Kabeer et al., 2021). This has exacerbated existing
gendered inequalities in work within the home. Neoclassical economists have
previously attempted to explain the gendered division of labour through the lens
of comparative advantage, arguing that the unequal division of labour within the
household is utility maximising, and reflects an optimal distribution of labour
that assumes women have accumulated more domestic human capital than men
(Becker, 1981). However, Feminist economists emphasise that the roots of these
inequalities are due to a range of factors, including the artificial distinction made
between ‘paid’ and ‘unpaid’ work, and how gendered conceptualisations of the
economy, undervalue the importance of labour within the home. Perspectives
such as ‘social reproduction’ reject these dualisms, instead of focusing on an anal-
ysis of how all labour that contributes to the reproduction of human life is organ-
ised, and the dynamics of this social process (Stevano et al., 2021a; 2021b; 2021¢).

Inequalities in the distribution of labour within the household also reflect
embedded labour market inequalities, such as the gender pay-gap, which shape
unequal intra-household power relations and potential bargaining power. The
COVID-19 pandemic has had a significant impact on the labour market and as-
sociated outcomes. Firstly, women are often over-represented in sectors that have
been temporarily shut down or severely impacted in terms of activity, such as
retail, hospitality, and service sectors (Kabeer et al., 2021), leading to higher rates
of unemployment and reduced incomes. Across the globe, in contexts where
formal employment is not the norm, many informal activities, engaged in by
women, have been significantly impacted by lockdowns and reduced demand in
the local economy. Recessions in the Global North, and depressed demand for
consumer goods, have also disrupted global supply chains in key industries, such
as the garment industry, with firms from the Global North cancelling orders,
confining many to unemployment (Stevano et al., 2021c). Secondly, women are
also more present in frontline services, such as care work or healthcare, having
risked infection, and experienced the pressures of responding to the pandemic
(Kabeer et al., 2021). Global dimensions of women’s participation in the labour
market also reflect changes in access to domestic work, as (often migrant) domes-
tic labourers lose access to employment or are confined to the homes in which
they work (Kabeer et al., 2021). Moreover, Feminist economists have been at
pains to emphasise that these gendered inequalities are also shaped by class, race,
and a range of other dimensions (such as, for example in the case of COVID-19,
how many children women have).

One potential way forward, derived from a Feminist economics perspective,
is a ‘care-led recovery’ from COVID-19 (De Henau and Himmelweit, 2021).
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Given that the pandemic has enabled a reconsideration of what constitutes
‘essential” work (Stevano et al., 2021a), a care-led recovery involves investing
in the care sector to create more and better-paid jobs. This will ultimately help
address gender inequality within the economy by relieving women of the bur-
den of unpaid care within the home, acknowledging their work as valued, and
thus transforming ‘unpaid’ work into ‘paid’ work. Economists have calculated
that investing in the care sector would, in comparison to the more traditional
Keynesian response of investing in construction and physical infrastructure, cre-
ate more jobs and reduce gender inequality (De Henau and Himmelweit, 2021).

Ecological Economics and the Environment: The Importance of
Planetary Health

Another issue that economists have addressed in relation to COVID-19 is the
environment. Whilst, traditionally, public health crises like COVID-19 have
been viewed as an external shock by neoclassical economists, environmental
concerns that include climate change, environmental destruction, intensive in-
dustrial production systems, and loss of biodiversity, have long been linked with
the increased likelihood of global zoonotic pandemics (Caminade et al., 2019;
Gibb et al., 2020; Barouki et al., 2021). Therefore, rather than being an external
shock, unrelated to economics, the pandemic is intimately linked with local and
global economic processes, which have both created the conditions for the initial
transmission of COVID-19 to the human population, and the global spread and
degree of impact. Outbreaks like COVID-19 have long been predicted by scien-
tists working in this field (Gruetzmacher et al., 2021). This has added further ur-
gency to the need to reduce environmental destruction and halt climate change
and engage with issues related to planetary health.

To date, neoclassical economists have focused on the role of the market as the
most efficient mechanism through which to address the degradation of the envi-
ronment, either by constructing market-based interventions, such as the carbon
permit trading scheme, that aim to limit emissions or through the lens of the
market failure framework, in which positive and negative externalities are cor-
rected through taxes or subsidies (Groom and Talevi, 2020). However, there is
growing recognition that market forces, combined with a focus on individual ac-
tions, are simply not strong enough to deliver the necessary degree of economic
and social change to enable the human population to live within its planetary
boundaries (Raworth, 2018).

Economists from outside the neoclassical tradition have forwarded a range of
perspectives on the environmental crisis. For example, drawing on Keynesian
ideas concerning the need for state direction and intervention, there have been
many calls for a ‘Green New Deal’ (Pettifor, 2019). Echoing the stimulus package
put together to respond to the Great Depression of the 1930s, the Green New
Deal would provide large-scale public investment to radically re-structure and
reorient the economy away from a continued reliance on fossil fuels, towards
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an ecological and sustainable path. Government intervention and financing are
viewed as necessary to promote the development of and transition to green tech-
nology, and green jobs, to foster economic security and prosperity, and to soften
the blow of what is viewed to be a ‘costly transition’ (Pettifor, 2019).

Drawing on a similar critique of the economic system, other economists iden-
tify capitalism and its inbuilt need for endless economic growth, as the pri-
mary cause of environmental destruction (Kallis et al., 2012; Hickel, 2021). The
‘degrowth perspective’ highlights the need for fundamental social and economic
change, which would involve the reorientation of the economy towards hu-
man and planetary needs, instead of the current imperative of limitless growth
and corporate profits. This requires a significant reduction (hence, the term de-
growth) of the use of energy and resources by countries of the Global North, as
well as the redistribution of income and resources to the Global South, where
they are most needed. This approach is sceptical about the power of green tech-
nology to solve environmental issues, given that most new green technology (for
example, the production of electric cars and expansion of charging infrastruc-
ture) involves the use of a considerable amount of energy and resources, in a
situation in which more immediate action is needed to reduce consumption, and
limit global warming.

Conclusion

This chapter has introduced a range of economic perspectives and ideas that
would not normally be covered in a traditional Health Economics module in
a public or global health programme. In times of a challenging health crisis,
which has deep social and economic implications, these perspectives offer alter-
native ways forward to Neoclassical Economics for understanding and addressing
human and planetary health. In contrast to the world of ‘perfect markets” and
‘rational individuals’ described by Neoclassical Economics, these perspectives
shed light on social and economic inequalities, the limitations of the market as
a force for social good, and the need to engage critically with capitalism as the
dominant economic system.

Research Points and Reflective Exercise

With reference to the discussions in this chapter, begin to reflect upon the
following:

1 Look up some of the economic terms from one of the four different perspec-
tives in the chapter. To what extent are these applicable to a global public
health issue that you are interested in?

2 Look at an online version of a well-respected national newspaper and think
about how the ideas presented in this chapter relate to articles, opinion
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pieces, and commentaries about health and the economy that are presented
in that publication.
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GLOBAL INEQUALITIES

The Impact on Health

Kafui Adjaye-Gbewonyo and Ichiro Kawachi

Introduction

Differences in health and social outcomes by population group have been ob-
served across a wide range of conditions and risk factors. This chapter discusses
concepts of inequality and inequity in relation to health both within and be-
tween nations. It explores inequalities in health by characteristics, such as social
class, gender, ethnicity, and the intersection of these. Moreover, it discusses the
importance of the social gradient of health. The chapter also addresses compet-
ing explanations for health and social inequalities globally, including poverty
and material deprivation, psychosocial factors, discrimination, and structural
determinants of health. We illustrate these concepts using examples from the
COVID-19 pandemic and other health issues.

Health and Social Inequalities

Health inequalities can be defined as differences between individuals or groups
in health status or health determinants (McKee et al., 2011; Arcaya et al., 2015).
Health inequalities have been observed globally across a wide range of dis-
eases and conditions—from infectious diseases to malnutrition and maternal
and child health outcomes, injuries, mental health outcomes, and chronic non-
communicable diseases (GBD 2019 Diseases and Injuries Collaborators, 2020;
Marmot et al., 2020).

A distinction is often drawn between ‘inequalities’ and ‘inequities’, where
the term ‘inequalities’ refers descriptively to the existence of differences, while
the term ‘inequities’ is used to denote differences that are unjust, avoidable, and
systematic (Kawachi et al., 2002; McKee et al., 2011; Arcaya et al., 2015). Hence,
the identification of a health inequity involves making a normative judgment
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that a health disparity between groups is based upon an unfair or unjust distri-
bution of the determinants of health, such as education, income, and wealth,
secure jobs, and safe neighbourhoods, as well as the social bases of self-respect
(Kawachi et al., 2002; Arcaya et al., 2015). It is often tricky to make this norma-
tive judgment. For example, men were consistently more likely to have severe
illness and die of COVID-19 than women in China, in European countries, and
in the USA, even though infection rates were similar between sexes (Mukherjee
and Pahan, 2021). Does this disparity represent an inequity, or does it represent
an underlying difference in susceptibility to severe illness due to biological sex
(e.g., immune response, etc.)? The higher mortality from COVID-19 among
men is partially explained by health behaviours, including higher rates of smok-
ing, less healthcare seeking/utilisation, and subsequent higher levels of comor-
bidity among men (e.g., cardiovascular and respiratory disease) (Mukherjee and
Pahan, 2021). In turn, this raises questions of personal responsibility; namely, to
what extent are people responsible for ‘choosing’ to engage in health-damaging
behaviours and to what extent are these behaviours influenced by determinants
beyond personal control?

Health inequalities can occur, not only by sex or gender but also along di-
mensions of race or ethnicity, social class or socioeconomic position (SEP), re-
ligion, sexual orientation, immigrant status, disability status, geography, and so
on. When looking at race or ethnicity, for example, the mortality rate from
COVID-19 among black Caribbean females in the UK, from March through
July 2020, was twice that among white females. For males, those of black African
background had 2.7 times the mortality of those of white ethnic background after
adjusting for age, socio-demographic factors, and pre-existing health conditions
(Office for National Statistics, 2020). In terms of geography, people living in more
deprived neighbourhoods have lower life expectancies on average compared to
those living in less deprived neighbourhoods of England (Marmot et al., 2020).

Social Gradients in Health

The ‘social gradient in health’ expresses the idea that health status is often pat-
terned and that each successive increment in social position (e.g., years of ed-
ucation) confers additional advantage (Kawachi et al., 2002). These gradients
frequently occur by ‘social class’, ‘SEP’, or ‘socioeconomic status (SES)’. Lynch
and Kaplan (2000) defined SEP as ‘the social and economic factors that influ-
ence what position(s) individuals and groups hold within the structure of soci-
ety’ (2000: 14). SEP and SES are viewed as fundamental ’social determinants of
health’ and are assessed through income, wealth, education, and/or occupation.
Sometimes, where these indicators are not available, area of residence (e.g., level
of neighbourhood deprivation) has been used as a proxy for individuals’ SEP/SES
(Lynch and Kaplan, 2000; Glymour et al., 2014; Marmot and Allen, 2014).
Most health outcomes and risk factors, as well as overall life expectancy, are
known to be socially patterned, with those having higher SES typically faring
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better health-wise than those with lower SES (Solar and Iwrin, 2010; Glymour
et al., 2014). For example, social gradients have been observed in many countries
during the COVID-19 pandemic. A seroprevalence study conducted in Ghana by
the West African Centre for Cell Biology of Infectious Pathogens (WACCBIP)
showed potential social gradients in exposure to the novel coronavirus, SARS-
Cov-2, which causes COVID-19. In a sample of 1,305 individuals in the capital
city of Accra and the town of Kasoa, exposure to SARS-CoV-2 was higher among
those with no or basic education (26.2%) compared to those with tertiary education
(13.1%) (Quashie et al., 2021). Looking at another indicator of SEP—occupation—
the authors found exposure rates to be higher among those in the informal sector
(24%) compared to those in formal employment (15%) (Quashie et al., 2021). These
data demonstrate clear socioeconomic gradients in virus exposure.

Socioeconomic gradients in health have been observed, not only across space
and for a range of health outcomes but also over time. In the 1820s, French
physician Louis René Villermé published data showing that Parisians living in
wealthier neighbourhoods had better indicators of mortality, life expectancy,
and stature (Krieger, 2011). Similarly, in his 1845 book, ‘The Condition of the
Working Class in England’, Friedrich Engels (1845/2009) found that mortality
rates followed a socioeconomic gradient by neighbourhood and household social
class in Manchester (Krieger, 2011).

Measuring and Addressing Inequalities

The way in which inequalities are measured, and the ethical priorities adopted
for health interventions may impact our understanding, of whether inequal-
ities are improving or worsening with time. Imagine a hypothetical country
in which infant mortality is 8 deaths/100,000 for those with high SES and 16
deaths/100,000 for those with low SES (for simplicity, we will assume that the
country is equally split into high/low SES groups). After a healthcare interven-
tion, the infant mortality rates drop to four deaths/100,000 for those with high
SES and 10 deaths/100,000 for those with low SES. In this case, the absolute
difference in mortality rates between the two groups decreased from a gap of
eight deaths/100,000 (16 minus eight) before the intervention to a gap of six
deaths/100,000 (10 minus four) following the intervention. However, the relative
gap between the two groups has increased. Before the intervention, those with
low SES had twice the rate of maternal mortality as those with high SES (16
divided by eight). After the intervention, the low SES group had 2.5 times the
rate of maternal mortality compared to the high SES group (ten divided by four).
Therefore, the way in which inequalities are measured, in absolute versus relative
term, can affect our interpretation of whether they are improving or worsening
over time. For this reason, it is critical to report both absolute and relative differ-
ences in health status (Kawachi, 2012).

Furthermore, interventions designed to ‘maximise’ health by reducing mor-
bidity or mortality for all may end up widening inequalities. If we compare
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the intervention above to one which reduces the infant mortality rate for the
high SES and low SES groups to six deaths/100,000 and nine deaths/100,000,
respectively, we would find that this second intervention has produced a more
‘egalitarian’ outcome, i.e., it reduced the gap between low and high SES by more
than the first intervention by improving outcomes for the low SES group more.
However, the first intervention ‘saves more lives’ (in the aggregate), even though
the relative gap widened between the low versus high SES groups. The reason is
because in the first intervention, mortality rates dropped even more rapidly for
the high SES group, compared to the second intervention. Another way to think
about this is that the second intervention promoted health equity, but at the
expense of maximising the lives that could have been saved. In the real world,
educational interventions have often been observed to widen health inequalities,
if those with higher SES are more able to use health information, than those with
lower SES (Kawachi, 2012).

Explaining Health Inequalities

Social Selection Versus Social Causation

Several competing hypotheses have been offered to explain health inequal-
ities. At the core is the question of whether these inequalities reflect ‘social
causation’ or ‘social selection’ (Ritsher et al., 2001). By social causation, we
mean that the health differences and gradients we observe are caused by social
inequalities. For instance, this would mean that people who are poor end up
with poor health because they are poor. Social epidemiologists are typically in-
terested in social causation, how social factors cause or lead to different health
outcomes.

The alternative explanation for health inequalities is sometimes referred to as
social selection (Solar and Iwrin, 2010; McKee et al., 2011). According to this hy-
pothesis, people ‘select’ or drift into different social conditions and social classes
because of their health status. For example, people with worse mental or physical
health during their youth could end up attaining lower levels of education or
earning less income because of their illnesses. Similarly, people with worse health
may move to low-income neighbourhoods because of limited income due to
their health conditions. From a social epidemiological perspective, this would be
an example of ‘reverse causation’ (Bhopal, 2016), where low social status is not
leading to or causing poor health, but low SES is the result of poor health. This
explanation could be invoked to explain both within- and between-country
gradients in health status. There is some evidence in support of social selection
and reverse causation when it comes to education and health (Case et al., 2005).
However, research shows that for measures of SES, such as education and in-
come, ‘social causation’ instead is the more dominant causal mechanism (Kroger
et al., 2015), making these health inequalities, not only unequal but also inequi-
table and modifiable.
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Materialist Explanations, Social Determinants and Poverty

Acknowledging social causation as an explanation for health inequalities, sev-
eral possible mechanisms have been explored to explain how social conditions
affect health. One is the ‘materialist’ explanation. This argues that material cir-
cumstances, including poverty, lead to inequities in health (Lynch et al., 2000;
Solar and Iwrin, 2010; McKee et al., 2011). Poverty is a special case of extreme
deprivation in which individuals do not have the basic necessities for survival or
those viewed as standard in their society. This can include housing and shelter or
adequate food and clothing. Poverty is clearly linked to health through material
pathways. Having inadequate housing, for instance, can lead to overcrowding,
exposure to weather elements, and pathogens causing illness. Lack of clean water
and sanitation increases susceptibility to infectious disease or environmental tox-
ins (Lynch and Kaplan, 2000; Solar and Iwrin, 2010).

However, social epidemiological research has demonstrated that it is not just
absolute deprivation through poverty which can adversely impact health; being
relatively deprived compared to others in society has also been shown to have
negative effects on health (Lynch et al., 2000). For example, a person can have
access to all the necessities of life, including housing, clothing, food, and health-
care, and still be in a state of relative deprivation, compared to others in society.
They may lack sufficient heating in their homes or sufficient income to purchase
fresh produce. These subtle differences by SEP could account for the social gra-
dient in health described earlier. That is, health inequities are not just a matter of
deprivation in the absolute sense.

The circumstances in which people are born, grow, learn, live, and work rep-
resent the ‘social determinants of health’ (CSDH, 2008; Solar and Iwrin, 2010).
They can influence health, not only directly, such as through harmful exposures,
but also indirectly through the ability to perform healthy behaviours (e.g., access
to the time and environment for exercise or healthy eating). Social determinants
frameworks place emphasis on ‘upstream’ determinants of health, such as eco-
nomic factors, institutions, and the social and physical environment, in addition
individual-level determinants of health (Solar and Iwrin, 2010).

Many of the socioeconomic gradients observed in COVID-19 outcomes
could be explained through material pathways. Early in the pandemic, in coun-
tries such as the USA, news media outlets reported on how several celebrities
seemed to have easy access to COVID tests while average citizens struggled to
get tested (Twohey et al., 2020). Similarly, in October 2020, the then US Pres-
ident, Donald Trump famously received care above and beyond the national
standard, including an experimental antibody treatment, while he was hospital-
ised with COVID (Cohen, 2020). These examples illustrate how status, wealth,
and power may buy greater access to material resources, such as elite healthcare
services to improve health outcomes.

Some of the racial and ethnic inequalities observed in COVID outcomes have
also been attributed to material pathways. Based on their models, the Office for
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National Statistics concluded that ethnic differences in COVID mortality in the
UK were most strongly associated with socio-demographic factors such as occu-
pation and place of residence rather than pre-existing health conditions (Office
for National Statistics, 2020). This finding supports the role of social determi-
nants of health such as living and working conditions in COVID outcomes.

Psychosocial Mechanisms

Additionally, social inequities in health status have also been explained through
‘psychosocial’ mechanisms (Marmot and Wilkinson, 2001). For example, having
a lower relative position in the social hierarchy could lead to higher levels of stress
due to social comparisons with those who have more or due to lack of material
resources to cope with life’s demands. This chronic psychosocial stress can again
have direct impacts on both mental health and physical health, through the sym-
pathetic nervous system, as well as indirect impacts, such as through maladaptive
coping behaviours to deal with stress (over-indulging, smoking, alcohol, sub-
stance use, etc.) (Solar and Iwrin, 2010).

Several studies have examined potential psychosocial effects of inequality on
health. Notably, the Whitehall Studies demonstrated that there was a social gra-
dient in health among British civil servants and that psychosocial factors, such as
having low levels of control in the workplace, were linked to inequalities in car-
diovascular disease among these civil servants (Marmot and Wilkinson, 2001).

Discrimination and Inequality

Discrimination, defined as the unjust treatment of individuals or a group based
on their characteristics, such as class or race, has also been implicated in the
pathway between social factors and health (Krieger, 2014). In particular, there
is evidence to suggest a role for discrimination in partially explaining health
disparities and inequities observed across ethnic and racial lines, gender, sexual
orientation, disability, etc. Discrimination can occur ‘interpersonally’, such as
when individuals stereotype other people or groups. Discrimination can also
occur ‘institutionally’, such as when police and security forces disproportionately
profile, search, arrest, or kill individuals belonging to marginalised groups. The
types of discrimination can also overlap (Krieger, 2014).

During the COVID-19 pandemic, there have been some suggestions of racial
and ethnic discrimination impacting health outcomes. Stories of ethnic minor-
ities who had died of COVID after being refused treatment or being released
home made news headlines (Laville, 2020; Marsh, 2021). Additionally, the fact
that ethnic inequalities in COVID mortality in the UK remained after con-
trolling for socio-demographic variables and pre-existing health conditions may
be indirectly suggestive of the potential role of factors such as unconscious bias,
differences in quality of care, and institutional discrimination in the healthcare
system (Apea et al., 2021).
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Studies explicitly examining treatment differences by race and ethnicity have
had mixed results, however. An American Heart Association study of patients
across several US hospitals found that non-Hispanic black patients were least
likely to be enrolled on COVID-19 trials for treatments such as Remdesivir
compared to non-Hispanic white, Hispanic, and Asian/Pacific Islander patients;
however, ethnic differences in mortality were no longer significant after adjust-
ing for age (Rodriquez et al., 2021). A study in a New York City health system
found that once hospitalised with COVID-19, black and Hispanic patients were
less likely to die compared to white patients. Greater likelihood of testing pos-
itive for COVID-19, and higher rates of out-of-hospital mortality for COVID-
19, may therefore have accounted for the higher rates of COVID-19 mortality
among black and Hispanic populations generally (Ogedegbe et al., 2020). Nev-
ertheless, given research highlighting potential ethnic differences in healthcare
generally (Institute of Medicine, 2003), further systematic research into this issue
may be warranted.

Intersectionality

In addition, health inequities due to discrimination and other factors can occur
across the intersection of multiple characteristics of a single individual (Krieger,
2014). For example, an ethnic minority woman who identifies as ‘queer’, lives in
a deprived area, and has less than secondary school education, may be disadvan-
taged by ethnicity, gender, sexual orientation, and social class, all at once. Inter-
sectionality theory argues that the level of disadvantage a person experiences,
due to the combination of factors, may be greater than the sum of each form of
disadvantage separately (Krieger, 2014). The theory was first described by Cren-
shaw (1989) to illustrate the compounded experiences of discrimination faced
by black women in the USA, experiences that were not adequately addressed
by focussing on gender discrimination, racial/ethnic discrimination, and class
discrimination separately (Crenshaw, 1989).

Structural Determinants and Socio-Political Frameworks

Our discussion so far has centred primarily on inequalities occurring within
countries. However, global health inequalities between nations present starker
contrasts than within-country comparisons. For example, high-income countries
generally enjoy higher life expectancies than low-income countries (Gapminder,
2015; Lima Barreto, 2017). In 2019, an individual could expect to live to 53.3
years on average at birth in the Central African Republic, while in Hong Kong,
an individual could expect to live an average of 85.1 years (The World Bank,
2021). Socio-political frameworks such as the “World-Systems’ theory, Political
Economy of Health and Social Production of Disease’ perspectives, approach
global health inequalities as the product of exploitative relationships, operating
through a system of global capitalism, and neo-colonialism (Wallerstein, 2004,
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Krieger, 2011). That is, the distribution of health and illness across the globe is
viewed in terms of disparities in power. For instance, countries that are often
referred to as the ‘Global North” hold more political and economic power glob-
ally compared to the ‘Global South’. Many of the countries of the Global South
also have a history of being recently colonised by countries of the Global North.
The lingering legacies of colonialism and enduring neo-colonial or exploitative
structures of the global economic system could be said to determine some of the
fundamental structural causes that contribute to global inequalities. Processes
of globalisation and neo-liberalism and policies such as the structural adjust-
ment programmes of the International Monetary Foundation and World Bank
have often been implicated in widening global inequities (Solar and Iwrin, 2010;
Thomson et al., 2017; Daoud and Reinsberg, 2019).

Applying a socio-political framework to examine health inequalities, one
could look at the example of Haiti, which is considered the poorest country in
the Western Hemisphere. When it comes to health outcomes, Haiti consistently
ranks poorly compared to its neighbours in levels of maternal mortality, infant
mortality, HIV/AIDS, tuberculosis, malnutrition, etc. Haiti’s healthcare system
is also noted to be under-resourced (Farmer, 2007; Jean Paul et al., 2020). From
a political economy of health perspective, one might explain the health and so-
cial inequities between Haiti and its neighbours in terms of its history of colo-
nisation, forced reparations to France for the independence of its former slaves,
military occupation by the USA, International Monetary Fund policies reducing
local tariffs, and other deliberate geopolitical and economic factors that have
impoverished the country (Farmer, 2007; Oliver-Smith, 2010).

Turning again to the COVID-19 pandemic, there have been vast inequalities
in vaccination rates across countries, and the issue of ‘vaccine nationalism’ has
become prominent (Santos Rutschman, 2020; Jha et al., 2021; Katz et al., 2021).
Again, socio-political frameworks can be used to explain the unequal distri-
bution of health resources such as vaccines globally (Richardson and Farmer,
2020). What are the political and economic situations that have led to the finan-
cial enrichment of countries in the Global North and at whose expense? By the
same token, what are the factors that have led to the relative impoverishment of
countries in the Global South and how has this affected scientific research and
healthcare infrastructures? How has the current structure of the global health
system evolved and who holds the power to determine agendas? How has access
to resources for vaccine production been socially produced over time? How do
commercial interests influence the situation? These are questions we can consider
when examining global inequalities in the response to COVID-19 and many
other health issues.

Conclusion

This chapter has introduced concepts of health inequalities and inequities. Social
gradients in health are observed across a wide range of health outcomes and risk
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factors and have become highly visible during the recent COVID-19 pandemic.
While there are some circumstances, where the mechanism linking social ine-
qualities to health may be one of social selection, there is evidence that social
causation explains more of the gradients in health, observed across education lev-
els and income. Social inequities can affect health through material and psycho-
social pathways, either directly or indirectly, through health behaviours. Further
attention may need to be paid to the role that discrimination plays in creating
health inequities, and to the structural and political factors, that contribute to
national and global inequities in health. In addition, when addressing health
inequalities and inequities through policy or other interventions, it is important
to consider how inequalities are being measured and whether the ultimate goal
1s to maximise health or reduce inequalities.

Research Points and Reflective Exercise

Reflect on the pressing social and health inequalities in your country:

* Do you observe social gradients in health? In which direction?

*  Have these inequalities improved or worsened with time?

*  How might social selection and social causation explain the major health
inequalities in your country?

*  What structural, political, and economic factors do you feel have influenced
the overall health status in your country compared to other countries?
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ETHICS AND GLOBAL PUBLIC HEALTH

Nevin Mehmet

Introduction

This chapter argues for the location of ethics to be at the heart of global public
health. It will discuss the definition of ethics, public health ethics, and global
public health ethics. It will continue by exploring the core ethical theories of
‘Utilitarianism’, ‘Deontology’, and “Virtue Ethics’ and distinguish ethical prin-
ciples of ‘Autonomy’, ‘Beneficence’, ‘Non maleficence’, and ‘Justice’ and how
they generate ethical frameworks. Lastly, this chapter will focus on key global
ethical challenges by exploring responses to global health inequalities and the
COVID-19 pandemic in relation to lockdowns and liberty. Through this, it seeks
to illustrate and apply some of the core theories and issues used throughout the
chapter and increase their relevance to application in global public health practice
and social sciences.

Ethics, Public Health Ethics, and Global Public Health Ethics

Ethics, from a philosophical perspective, is a branch of moral philosophy that
addresses questions about morality; it attempts to appraise, define, and determine
what is ‘good’, ‘evil’, ‘right’, and ‘wrong’, as well as what is justice and virtue to
justify decision making and judgements (Mehmet, 2011). There are three key
aspects that support our understanding of what we mean by ethics: ‘Meta-ethics’,
‘Normative Ethics’, and ‘Applied Ethics’.

e Meta-ethics provide analytical thinking about the source of the meaning of
words or concepts; it can be considered as a theoretical side of ethics and it
aims to understand what we mean by ‘morals’” or the sources of ‘morality’
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and includes questioning the meaning of terms such as ‘right’ or ‘wrong’,
within the context of morals;

*  Normative Ethics attempts to give answers to moral questions and problems
in relation to what the accepted morally right thing might be to do in each
situation or whether someone is a morally good person;

* Applied Ethics attempts to answer difficult moral questions that people
face in their lives, such as whether fluoride should be applied to national/
international water supplies, or whether all children should be compulsory
vaccinated prior to starting school.

The combination of all three of these elements, Meta-ethics, Normative Ethics,
and Applied Ethics, enables ethics to be at the centre of different contexts and
issues from provision of equitable services through to reductions in health inequal-
ities. Meta-ethics enables us to question terms, concepts, and definitions, to obtain
greater understandings. Normative ethics enables us to place these concepts into
‘real-life’ situations and apply their meanings; for example, if we consider health-
care as a moral right, and this is a moral social norm, then the application of this
norm precipitates the question, ‘Should everyone have basic free healthcare?” or
‘Should people who pay for private medical care get quicker or more advanced care,
compared to those who do not?” Applied ethics provides a platform to apply ethics
to specialised areas, such as public health and global public health within broader
structural and relational contexts (World Health Organization, 2017), increasingly
significant in applying social sciences perspectives to global public health.

Dawson (2011) states that public health ethics is a systematic process, which
aims to clarify, prioritise, and justify possible practical courses of action and de-
cisions within ‘public health’ at the population or community health level in line
with accepted standards of ethics and morality. ‘Global public health’ ethics is a
relatively new term which is used to conceptualise the process of applying moral
values to issues within global public health (Stapleton et al., 2014) across nations
and assumes an international perspective of globalised and inter-dependent com-
munities and countries. Hunter and Dawson (2021) state that global public health
ethics is often conceptualised in different ways within the literature. For example,
the word ‘public’ is often missing, with the focus on global health ethics, and
thus the ethical challenges associated with collective and global action may be
overlooked (Stapleton et al., 2014). Ethical issues such as climate change, global
pandemics, poverty, or issues, which can only be solved through worldwide col-
laboration, such as infectious disease control, are important components of global
public health ethics, transcending national public health. Hunter and Dawson
(2021) propose that the most widely and commonly accepted approach is to view
global public health ethics as a ‘normative project’, one that seeks to establish com-
mon values in identifying global wrongs such as injustices in public health, global
and structural inequalities, and imbalances of power and transcends the emphasis
upon individuals, and nation states only, to generate truly global solutions.
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Ethical Theories and Global Public Health

An understanding of the differences between ethical theories (Utilitarianism,
Deontology and Virtue Ethics) and ethical principles (Autonomy, Beneficence,
Non maleficence, and Justice) are important to consider action in any given
situation, especially within the context of global public health. Ethical theories
within global public health provide broad concepts, and understandings of moral
reasoning and defensible abstract normative accounts and explanations around
individuals and social systems, as well as effects on ethical principles. Ethical
principles constitute general judgements to justify ethical prescriptions and eval-
uations of public health activities, which are often embedded within codes of
conduct, and incorporated into broader ‘Ethical Frameworks’, discussed below.

Utilitarianism, proposed by Jeremy Bentham, and later John Stuart Mill, as-
serts that an action is morally good if it produces the ‘greatest of good/welfare’ for
the greatest amount of people (greater good for the greater number) (Warnock,
1962; Upsur et al., 2013). There are many variations of utilitarianism. However,
the idea always lies within maximising the overall wellbeing or net benefit. As
the premise of public health is to promote health and wellbeing, improve public
health services, and reduce inequalities on a population or global level, utilitarian
ethics would therefore be viewed to be inherent or well suited as a theory for
evaluating and justifying the morality of public health interventions and pro-
grams. By extension, it would be effective for determining what we should and
should not do in the arena of public health internationally (Roberts and Reich,
2002; Holland, 2014).

The ethical theory of Deontology, also known as Kantian ethics, from the
Greek word, deontos, meaning duty, obliges us to obey the rules that govern ac-
tions or conduct and considers whether an action is inherently right or wrong.
Deontology ignores the issue of harmful or beneficial consequences, and relies
on the rules of duty, to serve as the standard of judgement. For example, if we
consider the rules of social norms, such as treating people fairly, the public health
obligation here would be to ensure the right of health to all (the duty), so that
everyone has an opportunity to maintain health.

Alternatively, virtue ethics stems from the work of Aristotle and focuses on
virtues such as kindness, courage, respect for persons, honesty, and compassion.
Habitual practice is necessary for developing these virtues, whose possession we
equate with good character, and which equip a person to be effective in society
or an organisation. Mackay (2021) argues that global public health can be viewed
as a global arena to exercise core virtues such as honesty, courage, and justice.
The application of these virtues can support, maintain, and defend the integrity
of global public health. Mackay (2021) proposes that even though virtue ethics
focuses on the individual, whilst public health is centred on the community or
population level, there is a role for ethics in global public health in producing
structures of virtues within societies (i.e., at the community or population and
global level). This can be implemented within global public policy, and codes
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of practice, within global public health organisations. An example is the World
Forum, developed by the World Health Organisation (WHO) (2015), which
supports the development of policy to support global challenges, with the aim
to assist policy makers, healthcare providers, and researchers to understand core
public health values and virtues (such as justice, honesty, and compassion) by
applying ethical principles to global public health issues.

Ethical Principles and Formations of Ethical Frameworks

The ethical principles proposed by Beauchamp and Childress (2012) are often
used within global public health studies and decision making; these are Auton-
omy, Beneficence, Non maleficence, and Justice. Autonomy refers to issues
around enhancing respect, confidentiality, and freedom. Beneficence focuses
upon moral obligation to act for the benefit of others such as risk reduction and
protection from harm. Non maleficence refers to the concept of doing no harm
to others whilst Justice is grounded within obligations to equitably distribute
benefits, risks, costs, and resources.

These principles determine a course of action and are often linked to broader
moral theoretical frameworks, outlined above, to encompass given principles.
When specific principles are combined or omitted to determine a structured
course of action, this can be referred to as an ‘Ethical Framework’, which aims to
provide structured guidance on how decisions ought to be made around ethical
issues or dilemmas. Bernheim et al. (2007) suggest ethical frameworks should be
considered as analytical tools that guide decision makers through reasoning and
deliberation, without presuming that any one moral norm has greater weight
than another. The four principles need to be taken to be ‘prima facia’, rather than
absolute duties, meaning it is permissible to break or diminish one or more ethi-
cal principles if it is ethically justifiable. Ethical frameworks also enable us to find
a balance between individuals and social determinants/societies, and the roles of
both, when planning decisions.

Within global public health the development of a robust ethical framework is
a complex process as decision makers are dealing with issues at global/population
level, and not only, the individual or national level (e.g., the shift from public to
global public health). Afolabi (2018) argues that a key feature of a global public
health ethical framework is that it must have the capacity to resolve ethical con-
cerns from a global perspective and internationally orientated ethics. Kass (2001)
argues that ethics analysis should be conducted when planning and implement-
ing all public and global health policy to enhance truth, fairness, and respect
and because, from a more utilitarian perspective, public health work will be
more effective if it produces benefits for the majority. This entails, for example,
focusing on how benefits to participants can be balanced fairly; how approaches
can minimise harm and burdens; and increase effectiveness in achieving goals of
equity and equality.
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The Ethics of Global Health Inequalities

A leading ethical global public health challenge is health inequalities. For ex-
ample, public health in low-income countries is often compromised by social
determinants, such as poverty, malnutrition, poor education, unhealthy living
conditions, and a lack of access to healthcare (WHO, 2015). These social deter-
minants impact on health outcomes in low-income countries. For example, in re-
lation to maternal mortality, the rate in South Sudan is 1,150 maternal deaths per
100,000 live births compared to two maternal deaths per 100,000 live births in
Norway (WHO et al., 2019). As discussed, the principle of justice highlights fair-
ness, equal rights, and opportunities for all, including a right to good healthcare,
irrespective of social determinants. Using a Kantian approach, which stipulates
that access to basic healthcare can be considered a moral right, then the unavail-
ability of healthcare to many people across the globe, and the ensuring increases
in poorer health outcomes, would be considered morally wrong. This injustice
has led to calls for collective ethical commitments and moral frameworks, which
guide practice and policy, in reducing global health inequalities (Ruger, 2006).
Principles of justice furthermore enable consideration on how benefits and
burdens ought to be distributed among individuals or communities as a matter of
right and entitlement (Rawls, 1971). However, the principle of justice can be an
unrealistic premise in achieving complete fairness and equality, as it presupposes
someone is able to distribute money and resources fairly and efficiently. The in-
equitable distributions of resources of primary goods, for example, water, food,
housing, health system financing, and income, are sensitive to a range of phenom-
ena (migration, economic crisis, demographic changes), which can significantly
impact any social justice resolutions. However, action around the ethical issue of
global health inequalities puts emphasis on ‘global solidarity” and thus implicates
high-income countries in promoting global health equity as a moral obligation.
Adopting this global solidarity approach to social justice, and to reducing global
health inequalities, puts emphasis on global distributive justice, which is egalitar-
ian (based on the principle that all people are equal and deserve equal rights and
opportunities) as all ‘global’ citizens deserve a decent minimum of health for a
decent human life (Pogge, 2008). Moreover, it could be argued that high-income
countries, which have benefitted from colonial, and imperialist endeavours
within low-income countries, have a moral duty in relation to distributive justice.
Hunter and Dawson (2021) consider whether geographical political bound-
aries have a ‘moral significance’, especially given their lesser significance in a
globalised world. They propose that every person is a ‘world citizen’, therefore
placing a universal and impartial moral duty to aid those in need, regardless
of their nationality or proximity. This has been viewed as unrealistic, in that
national boundaries do limit ethical considerations on a global scale, and pri-
oritisation should be placed nationally, and not globally. Protection of national
interests and the shift to potential de-globalisation, discussed in Chapter 3, may
compound this, and impact the production of ethical frameworks. The debate
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that international aid itself 1s problematic and critiqued as contributing to global
inequality and poverty (Moyo, 2009) illustrates this more broadly. The condi-
tions on loans and aid, for example, through structural adjustment policies, as
well as poverty reduction, have ethical implications, including questions about
whose interests aid and loans serve (Standing, 2011; Septlveda Carmona, 2014).

Exploitation of low- and middle-income countries by high-income countries
should be perceived as unjust; with the continued manipulation of global social
structures privileging high-income counties at the expense of low- and middle-
income countries, perpetuating global inequality. Rather, the global extension of
economic and cultural relationships which transcend national borders (intensified
through globalisation) requires the acknowledgement of global solidarity, or at
the very least, a global ‘social contract’ as well as an understanding of the exploita-
tive relationships which can occur between higher-income and low- and middle-
income countries, and impacts upon generation of ethical frameworks to reduce
this. Whilst adopting an egalitarian moralistic view may pose challenges within
fair distribution of resources, as well as placing a moral obligation or duty on
high-income countries to support low-income countries, it is contentious. How-
ever, Murphy (2000) argues that if we continue to develop these relationships
between countries, we need to adopt the collective duty to maximise beneficence
to those in need, through shared global responsibility. By doing so, we can have
an impact on global health inequalities and inequalities in general.

COVID-19, Individual Liberty, and Lockdowns

Global pandemics, for example COVID-19, raise significant and novel ethical
challenges to countries, healthcare systems, organisations, and the global practice
of public health. These span from resource allocation, priority setting, quaran-
tine, and isolation measures, obligations to conduct clinical trials, vaccination,
and public health surveillance; these are exacerbated by the complexity of diverse
health systems, unique cultures, and socio-economic context of different coun-
tries (MacGregor, 2019).

Pandemics cross national boundaries, and necessitate local national and inter-
national cooperation, to prevent, prepare, and respond to global pandemics. The
recent COVID-19 global pandemic presented ethical challenges, which were
demonstrable in how countries adopted differing approaches in their response
to the virus. Public health strategies for timely outbreak response are impor-
tant, and many high-income countries can provide rapid public health advice,
and emergency response (MacGregor, 2019). The complexity of large-scale con-
tainment measures raises concerns about the impact of this disease in low- and
middle-income countries, where unstable health systems, armed conflicts, com-
peting priorities, poverty, and crowding may affect the capacity to manage rapid
response to a global pandemic (Agyeman et al., 2020). However, as Tanveer et al.
(2020) argue, there is a global moral responsibility for all countries to coalesce
and support each other, in relation to emergency response and preparation.
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Moreover, countries that impose containment strategies, such as lockdowns,
pose ethical tensions, as they may breach ideas of ‘freedom’ or ‘liberty’, which
are considered a human right in terms of Kantian ethics, so may be perceived
as wrong; on the other hand, in relation to utilitarianism, lockdowns could be
perceived as acceptable, as their aim is to bring about benefit i.e., the reduction
of infection and the protection of the vulnerable (Savulescu et al., 2020). Within
a global pandemic, such as COVID-19, Savulescu et al. (2020) state that the util-
itarian approach is not simple or easy. It requires choosing the course of action
that benefits most people to the greatest degree, however difficult or counterin-
tuitive, that may appear. For utilitarianism, wellbeing is all that matters. Liberty
and rights are only important as far as they secure wellbeing. Thus, a utilitarian
approach to lockdown may be prepared to override the right to privacy or lib-
erty to protect global wellbeing. However, Tanveer et al. (2020:3) suggest that
lockdowns must be both ‘proportionate’ and ‘non-discriminatory’, and effective
public engagement is key to developing public trust. Coercive measures in low-
income countries, exhibiting low levels of literacy and social, religious, and cul-
tural complexities, as well as populations without access to information channels,
may be problematic in a pandemic. Therefore, the global community has a moral
duty to ensure that access to information and resources, which embody the val-
ues of respectfulness and cultural appropriateness, are available.

A unified response to a global pandemic can be considered a moral obli-
gation by all countries to curb the spread of the pandemic through isolation
(restricting the movement of infected and symptomatic individuals) and quar-
antine (restricting the movement of otherwise healthy individuals exposed to an
infectious disease) (Henning, 2021). However, there are variations in how this is
adopted. Countries that radically curtail liberty, and protect health and security,
are often criticised for being overly authoritarian, whereas more ‘liberal coun-
tries’ which assume a ‘softer’ form of quarantine and isolation and aim to protect
liberty and incur greater infection risks are criticised for failing to protect the
vulnerable and secure public health. Savulescu et al. (2020) assert that regardless
of the varying ways that are adopted, curtailing autonomy, liberty, or factoring
in cultural relativism, utilitarianism provides a clear framework, as it takes an
impartial approach to everyone’s health and wellbeing.

The global response to COVID-19 witnessed a threat to the lives, health, and
welfare of others and provided the legitimacy in restricting individual liberty to
protect the population and community. This universal approach, such as restrict-
ing travel, implementing national and global quarantine measures, may signify
a sign of global solidarity through principles of universality and equity, so that a
global pandemic could be contained.

Conclusion

This chapter has provided a critical understanding of ethics and theories of ethics.
It then proceeded to discuss ethical principles and how they combine to produce
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ethical frameworks, keeping in mind the distinction between balancing, for exam-
ple, individuals and populations and public health and global public health. The
chapter used issues around health inequalities, COVID-19, liberty, and lockdowns
to illustrate ethical issues, and the need to consider the ethics of global public health.

Research Points and Reflective Exercises

With reference to the discussions in this chapter, begin to reflect upon the
following:

e What do you understand by the term ‘global solidarity’ in relation to global
public health?

*  Reflect upon what you consider to be a global public health issue and think
about which interventions/strategies can be applied globally and consider
what ethical issues this may present.
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ENGAGING CRITICAL PEDAGOGY
WITHIN GLOBAL HEALTH TEACHING
AND LEARNING

Jennifer Randall

Introduction

As hooks (1994: 14) states ‘the classroom remains the most radical space of pos-
sibility in the academy’. Times of ‘radical’ social and ecological change require
‘radical thinking’ and perhaps a ‘radically minded pedagogy’. This chapter dis-
cusses perspectives within educational philosophy and focuses on three dimen-
sions of radicality for a teaching practice, for global public health, that these
times require. The terms radical and radicality are engaged provocatively, and
in the spirit imbued within the writing, of hooks (1994). A radical pedagogy
engenders a safe, supported, and challenging space, for conscientisation or raising
of critical consciousness. Drawing on an anthropological sensibility and critical
pedagogy through the voices of, for example, hooks 1994), Freire (1968), Palmer
(1997), and Giroux (2014), this work does not propose a methodology. Instead, it
poses a series of questions, and a new concept for learners and teachers of global
health, to consider when creating education spaces. This is a learning and teach-
ing practice that engages with emotion, intimacy, and identity transformation,
rather than information transmission. This chapter discusses three key concepts:
‘identity’, ‘risk’, and ‘power’.

Critical Pedagogy and Global Health

Global health, as Arthur Kleinman asserts, ‘is more a bunch of problems than
a discipline’ (Kleinman 2010). Often, global health teachers originate from a
range of disciplinary backgrounds. As economists, clinicians, or anthropologists,
we approach research and teaching, with a particular set of tools and ways of
understanding problems and designing solutions. Those disciplines draw from
different ontological and epistemological perspectives, which are advantageous
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for students, who can then access a plurality of ideas and methods. But this multi-
disciplinarity poses challenges in helping students synthesise their own practice
amongst a range of approaches.

In addition to the range of disciplines, learners must also deal with the emo-
tions that accompany studying these problems. Global health topics can be upset-
ting, traumatising, and can sometimes lead to nihilism and hopelessness. Within
‘critical” programmes, we often situate our understanding of global health within
a deep historical context. The roots of colonialism, resource extraction, and ne-
oliberal ideology and destroy natural environments. Structural violence, and
the reflexivity that can accompany it, leaves students uncomfortable with an
acknowledgement of their own complicity (Farmer, 2004). In this multidisci-
plinary and emotive study, is there a pedagogy that can help us reach students
that engages their intellect and empowers their actions? Are there particular
techniques to help students to find the skills and the will to analyse and tackle
problems, as well as develop solutions?

Critical pedagogy, and adaptations of it (often subsumed under Critical Public
Health theory), can facilitate transformative education by which global health
practitioners, come to not only critique problems, but actively engage in their
solutions. Noted as the father of critical pedagogy, Paulo Freire was a Brazilian
educator who worked as an English teacher with peasant communities (Freire,
1968). Coming from the intellectual and political tradition of liberation the-
ology, he argued for an education that served the purpose of transforming the
social world. Regardless of experience, everyone who enters a learning space
or classroom brings with them wisdom and a valid understanding of the world.
Furthermore, all participants gain insights from these varied worldviews. The
role of the educator is to leverage those understandings in the service of a bigger
social concern. Learning is transformative, reflective, and critical for individuals
and society alike. His most famous writing, ‘Pedagogy of the Oppressed’ (1968)
argued that education’s purpose was to dismantle systems of oppression, and who
better to lead that structural change, than those who experience its oppression.
Education is a political endeavour, and he knew this better than many as he was
forced to live in exile for several years.

Many people critique, discuss, and adapt his intellectual insights, most nota-
bly, hooks (1994) and Henry Giroux (2014). Furthermore, Freire’s ideas also hold
prominence with a range of participatory research methodologies. Photovoice
and other participatory techniques are grounded in the belief that those living
within environments in need of ‘development’ should be the leaders and direc-
tors of the research process (Wang, 1996). These methods are less extractive and
are positioned, so that participants’ voices, with the support of researchers, can
raise everyone’s critical consciousness of the complex actors and processes, that
create and maintain global health and development problems (Reynolds and Sar-
olio, 2018). Disrupting the traditional paradigms that define education practice is
key to a radical global health pedagogy. This chapter outlines three dimensions,
that each learner and teacher can consider, to enhance the ability to learn and
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change, and offers probing questions, to help teachers and learners define critical
aspects of their own pedagogical practice.

Identity

To begin, it is crucial to disrupt the hegemonic idea that education is about
information. Instead, let us see it as a space for radical imagination in the trans-
formation of new identities. All participants within learning experiences should
work to reframe learning as a ‘transformation of identity’, not a transmission of
information. Education is an intimate connection in which humans come to-
gether to learn something new and expand their thinking: and these processes,
therefore, change who they ‘are’, not only what they ‘know’. For example, one
does not learn medicine; they ‘become’ a doctor. Being a doctor is an embodied
knowledge practice that ultimately works in the service of others. But medical
education is not just a knowledge transmission system, but a transformation of
people, in which they have internalised its rules, concepts, and critical structures
(Palmer, 2007). As such, this is a deeply personal endeavour. It is fragmentation
and rebuilding of their identity. Understanding how this process affects students
is key, and it should also be mirrored in the educator.

When teachers are ‘self~actualised’ (hooks, 1994), they disarm their students.
As educators demonstrate a revelation of their own predispositions, this serves
as an invitation for students to engage in a more profound experience of learn-
ing. Working alongside teachers, students can experience an education that sees,
listens, invites, and supports. If educators make their own journeys of learning
available to students, those learners can then see why and how these transfor-
mations of identity can materialise. This integrated identity, which is shared
with students, will serve as a model for other students to follow. For only when
people are seen, heard, guided, and held, can they begin to challenge their own
assumptions, privileges, and vulnerabilities and ultimately question the struc-
tures which facilitate and maintain the suffering, which is often the object of
their learning. Any change of identity requires a willingness to risk personal
revelations.

Risk

Even seasoned educators and researchers can feel vulnerable when they make
ideas permanent, whether in pixel or print. Regardless of how well-evidenced,
passionately articulated, or perfectly printed in poetic prose, anxiety might al-
ways lie beneath the surface when analyses are publicly presented. ‘Someone
will read this and react’. Surely, at least one person will do so with critique or
negativity. In today’s social media climate, that can feel particularly vulnerable,
when our lives are lived in an environment of global reach. Our students suffer
a similar anxiety, and it is our first responsibility to help people feel comfortable
in taking risks. Learning means changing; changing feels scary, and when we are
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scared, we need to feel safe, so that we can take ‘risks’, not just to learn some-
thing new, but become something different. When viewed as an object, and not
attending to the subjective experiences of our students, we diminish the capacity
of our classrooms to become safe spaces for taking risks.

Teaching global health is not about wearing social justice as a cloak or observ-
ing the material suffering and analytical structures of power from afar; it is about
engaging a practice of embodied learning for teacher and learner alike. Thus,
this becomes a practice that serves, not only to engage the minds and intellect,
but attends to the emotional response, so natural to the learning occurring in
the classrooms we inhabit (hooks, 1994); an environment where students and
teachers feel safe in saying ‘I want to take the risk of becoming something new’.

Learning how to take risks and change one’s identity within a classroom is an
important experience for future global health work. The experience of reframing
or unlearning serves as a model by which those who have been stirred and nur-
tured by such practice can then model this work in their re-engagement within
their ‘rhizomal’ and ‘tentacular’ connections (Haraway, 2016). For example, stu-
dents may be invited to confront hegemonic stories about certain groups, e.g.,
all drug users are personally responsible for their misuse. While this statement
may seem axiomatic within certain contexts, it is not underpinned by much of
the literature on this issue (Singer and Page, 2014; Hart, 2021). When educators
provide the time and ‘safe’ space to articulate these problematic ideas, and gently
work to reframe the students’ views on these challenging topics, they undergo
personal change and start to perceive the world differently. They are then able to
create safe spaces for risk-taking in their networks. Education is at the heart of
global health work. When built on the philosophy that learning is about feeling
safe to change one’s thinking and become something different, powerful sustain-
able transformations can be nurtured.

Power

Within classrooms, we all aim to ‘empower’ our students (a working defini-
tion inspired by Collins (2000) is discussed below). We hope to engage them
in critical analysis of how this work of empowerment can be carried out within
and beyond the classroom and in the context of their future global health work.
Hence, when teaching a module, it can be helpful if the educator can articulate
their perspective on this process. Educators can clearly address how they theo-
retically and practically engage in empowering work, both within the context
of classrooms, but then in all the spaces where health education, public health,
and behaviour change work is achieved. How students experience empowerment
within classrooms defines how they will do this work with others in the future.

The neoliberal university and learning spaces, which many of us occupy,
present new challenges and barriers to an engaged, radical pedagogy (Cowden
and Singh, 2013; Collini, 2017). It is increasingly difficult to nurture a sense of
responsibility to one’s learning and creating a safe space for the unlearning and
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reframing of internalised oppressive structures. Students are positioned as con-
sumers, as objects upon which information is foisted. While this chapter cannot
address this ecosystem with the needed detail, neoliberal learning settings view
students as both simultaneous objects to receive information, but also as active,
powerful consumers within the micro and macro environments. Subjective ex-
periences of customer satisfaction become the goal of a ... ‘quality-controlled’
operation driven by standardisation and a banking pedagogy (Darder, 2018: 142—
143). This paradox creates a tension that must be properly addressed. Power is
thus consistently in tension within higher education spaces.

When combining the ideas of critical pedagogy, as described by hooks (1994)
and Freire (1968), with the matrix of oppression, as it is outlined by Collins
(2000), we can identify a theory of power and a potential intervention, by which
learning can disrupt or reframe power (Collins, 2000). Collins provides four
domains of the matrix of power: structural, disciplinary, hegemonic, and inter-
personal. Briefly, structural power resides within institutions and organisations
within society, and they ‘organise’ power. Disciplinary power is the bureaucracy
within those organisations, and it is the force that ‘manages’ communities op-
pressed by this power. Hegemonic power includes the invisible and reinforced
stories (Mkhwanazi, 2016) articulated about the communities or groups of peo-
ple that are managed by the disciplinary power and organised by those struc-
tures. Hegemonic power thus ‘justifies’ the entire system. And the final domain
is interpersonal power, which is the collection of intimate, daily interactions,
between groups of people, by which intersectional identities can result in power
‘over’ another individual, e.g., a white lecturer with her racially minoritised
students.

Empowerment within this matrix is therefore derived from this matrix by
creating empowering learning environments for disempowered groups. It is ar-
gued here that these spaces must be guided by a critical pedagogy approach. This
is not about information transmission. These spaces must offer an opportunity for
reflection and demystification of these domains of power. Students and teachers
create a learning space to identify and reflect upon how those structures define
their lives. Students are introduced to a vocabulary to describe those structures
and the numerous ways in which it impacts their lives. Most importantly, this
must be a space to tell new stories, to reframe, and change the hegemonic power,
which justifies maintaining the system as it is. For example, in the case of dis-
proportionate policing of BAME communities, peer to peer programmes like
Y Stop in the UK serve to provide a space where young people experiencing over
policing can share stories and reframe those experiences (Shiner et al., 2018).

A Radical Pedagogical Practice

Critical pedagogy becomes the philosophy and methodologically influenced
mechanism by which empowering environments can be made for marginal-
ised groups to acknowledge, speak, and redefine the stories, told about them, to
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maintain their oppression. This framework can potentially dismantle a dualism
often observed in community engagement. Participants or targeted communi-
ties can be seen either as a group completely stripped of its agency or having full
responsibility placed upon their shoulders to fracture sclerotic systems of oppres-
sion. The teacher or educator thus becomes the architect of a space for careful
reflection, connection with innovative ideas, and a demystification of the struc-
tures, by which oppression of self and others is manifested. Learners and students
can come to identify the role that individuals play within those structures and
then they can find resources and support, by which they can have their voices,
and so challenge hegemonic narratives and power to shift other structural, disci-
plinary, and interpersonal domains of the power matrix.

Various social movements have deployed these mechanisms to change the
narrative and structural barriers to their protection and respect of inalienable hu-
man rights. Sex workers, drug users, disability activists, and trans activists, all use
these methods in their work to reframe and challenge the ‘single stories’ of who
they are and can thus facilitate their reclamation of power. One prominent ex-
ample comes from the work of VANDU, the Vancouver Network of Drug Users.
Kerr (2006) and Hari (2015) narrate the role of the presence of drug users in po-
litical spaces. Using direct action, activists initiated the telling of a different story,
of who they are and how many were needlessly dying. These actions ultimately
changed the hearts, minds, and eventually the structural political system in the
form of the Mayor, Philip Owens, unlearning and being open to a transforma-
tion of who he was (Osborn and Small, 2006). VANDU activists changed the
mayor, so that he became an advocate of the drug users’ rehumanising demands.
These powerful examples of the willingness to take risks, to shift identities, and
use their power in the service of others, are profoundly inspiring and are key
examples of how this transformative work is done.

Our students enter our classrooms with the intention of studying global
health. This collection of problems (Kleinman, 2010) can overwhelm students as
they wrestle with the details of the material and corporeal suffering they witness
in academic literature and media outlets. As students work with lecturers to dis-
cover and expose histories that feel calcified, hegemonic, and mystified, apathy
extinguishes optimism. The revelation of these ideas and the connections stu-
dents have to the personal, as well as the political, can often leave students feeling
lost, overwhelmed, or nihilistic. These are all perfectly ‘reasonable’ responses to
what is often seen as an ‘unreasonable’ world.

The power of this approach is evidenced by work conducted by the author in
a programme entitled ‘Reflections for Change’ (Randall, 2020) and a project in
preparation for publication, ‘Sowing Empowering and Engaging Discussions on
Substances” (SEEDS). In these projects, students worked alongside the educator
to start with a reflection on the varied lives of the people in those classrooms.
Building conversations around those stories, and introducing new vocabulary,
connected students with tools and concepts, to describe and analyse their past
and present. Threading those conversations together built new stories about who
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these students are and what they mean to the institutions of higher education
that host their learning experiences. Working collectively to create new knowl-
edge, both projects designed, developed, and disseminated the stories and ideas
of students, as tools for critical conversations outside of formal learning spaces.
As educators leverage their institutional power, students were provided oppor-
tunities to speak ’truth to power’ in formal dissemination events. SEEDS was
a 50-day social media, and in person campaign, designed by students for their
‘communities’ to seed conversations on harm reduction and drug policy reform.
Over 40 students from more than ten countries produced 50 videos and materials
in English, Somali and Bengali, to help shift the dialogue locally and globally.
Public health outreach in the form of formal and informal conversations was
carried out in person and online and these ‘rhizomal’ connections continue to
grow and mature.

Navigating learning that asks its students and teachers to reframe ideas that
may be entrenched or hegemonic requires a transformative learning and un-
learning process for all. The COVID pandemic revealed structural inequities and
polarised political proclivities, but that does not mean we give up on learning and
unlearning. The work needed for us to address global health problems feels over-
whelming. At the heart is the need for ‘conversations’. It is important to consider
who, why, and what frames these conversations. A capacity to change behaviour
and thinking is possible for us all (Berg and Seeber, 2016). Learning and edu-
cation become a process for a radical reflection on why we live the life we lead.
It builds connections to people and ideas. It also facilitates a personal reckoning
with empathy and power. Finally, it can engender an ability and a willingness to
act. For the purpose of memorable wordplay and social science cultural practices,
let us call this RECONEMPACT: a portmanteau of R Eflection, CONnection,
EMPathy/EMPower, and ACTion.

RECONEMPACT can be enacted by asking a series of questions to catalyse
these courageous conversations. Why do I experience privilege or vulnerability
within certain spaces? Where are the silent or invisible privileges, and where are
the noisy and omnipresent vulnerabilities, created by intersecting characteristics
of who I am? With what disciplines and paradigms can I connect my under-
standing of the world? With whom do I connect and find inspiration? How can
I leverage my capacity for empathy, and the power within my reach, to engage
in conscientious change?

Conclusion

To address issues of power and inequalities, more effective critical pedagogies
are required for global public health learning and teaching. We need to em-
body the roles of student and teacher in all the spaces we occupy in our various
‘communities’. Working alongside people from a range of backgrounds, we can
all learn to reflect, connect, find power, nurture critical empathy, and act. The
work of social justice is not just political protests on the streets, but also slow,
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continuous, critical, and empathetic conversations in our communities. Dialogue
between students and teachers connect the lives of others, and entwine knowl-
edge and insights, not just about the object of study within our literal gaze, but
with the interpretation of others, from various worldviews and lives lived. We
must envision education as a process of transformations of identity, rather than
information transmission. It encourages the creation of safe learning spaces for
risking a change in that identity and is a way for us to identify individual and
collective power, for effective change within global public health.

Research Points and Reflective Exercise

With reference to the discussions in this chapter, begin to reflect upon the
following:

1 What is the role of critical pedagogy in teaching global public health and
enabling students to see and provide solutions to health inequalities?

2 What is the role of educators and learners in ensuring that global public
health solutions and interventions transform the health and wellbeing of
marginalised communities?

Further Resources and Reading
hooks, b. (2003) Teaching Community: A Pedagogy of Hope. New York: Routledge.
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ISSUES IN DESIGN, IMPLEMENTATION,
AND EVALUATION OF MATERNAL
HEALTH INTERVENTIONS IN

LOW- AND MIDDLE-INCOME
COUNTRIES

Aduragbemi Banke-Thomas and Ejemai Eboreime

Introduction

Despite diverse efforts invested in strengthening health systems and improving
health outcomes, many global public health challenges remain unresolved, as
new ones emerge. Many maternal health interventions have been implemented
with several failing to achieve their intended results. As has been established,
failure in achieving desired outcomes may be related to how the intervention was
designed (design failure) or how it was implemented (implementation failure)
(Allen and Gunderson, 2011). No other domain of global public health high-
lights these failures better than maternal health. Within the maternal health do-
main, despite a 38% reduction in global maternal deaths since 2000, 295,000
women still die annually due to pregnancy and childbirth complications. Almost
all maternal deaths occur in low- and middle-income countries (LMICs) with
Nigeria accounting for over two-fifths of the global burden. A key target of the
‘Sustainable Development Goals’ is to reduce the global maternal mortality ra-
tio to less than 70 per 100,000 live births by 2030 (United Nations, 2016). This
chapter will use case studies of two maternal health interventions, implemented
in Nigeria, to highlight and discuss issues in design, implementation, and evalu-
ation of maternal health interventions and policies in LMICs.

Maternal Health Interventions

Nyamtema et al. (2011) found that various supply- and demand-side and
evidence-based interventions, with the aim of improving maternal outcomes,
have been implemented. Generally, more supply-side interventions have been
implemented due to the evidence which suggests that about two-thirds of mater-
nal deaths can be prevented with good quality obstetric care. These interventions
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include training of health workers, improving supply of medicines, establishing,
and strengthening blood banks, strengthening referral systems, construction of
comprehensive emergency obstetric care facilities, establishing maternal waiting
homes, and mobile maternal health services. Conversely, demand-side interven-
tions, that have been implemented, include community-based health education,
voucher schemes, community-based funds to fund ambulances or loans for ob-
stetric complications, training, and/or linking traditional birth attendants to the
health system (Nyamtema et al., 2011). In addition to recognising the maternal
health interventions to implement, the other critical consideration is establishing
if and how the interventions work in specific contexts.

Two large-scale maternal health interventions that have been implemented
in Nigeria, Midwives Service Scheme (MSS) and Abiyé (Safe Motherhood) pro-
gramme, are described below and used as case studies to discuss issues in design,
implementation, and evaluation of maternal health interventions and policies in
LMICs.

The Midwives Service Scheme

Recognising the marked variation in maternal health access and outcomes across
geopolitical zones, and between rural and urban areas, the Federal Ministry
of Health (FMOH) continues to deploy interventions to foster equity. Nigeria
launched the MSS in December 2009 as a response to the shortage of skilled
health personnel in rural areas, which is thought to be an important supply-side
constraint, linked to poor utilisation of health services, and poor health outcomes
in these areas (Abimbola et al., 2012). The scheme was largely funded by the Paris
Club debt relief agreements awarded to Nigeria in 2005. The MSS was designed
as a collaborative intervention between the three tiers of government (local,
state, and federal) and was formalised through a memorandum of understanding.
The expected theory of change was that an increased supply of midwives would
translate to improved access, perceived quality utilisation of services, satisfac-
tion with care, and ultimately, reduction in maternal mortality (Abimbola et al.,
2012; Okeke et al., 2015).

The midwives were recruited and deployed from the federal level to selected
Primary Health Centres (PHCs) where they worked for one year. They received
basic health insurance, as well as a monthly stipend from the Federal (IN30,000)
(US$200) and state government (N20,000) (US$133), while local govern-
ment provided the midwives with free accommodation and additional stipend
(N10,000) (US$66). Through the MSS, the FMOH employed new graduates,
unemployed, and retired midwives, to fill human resource gaps in rural areas.
A cluster model was utilised to select four eligible rural PHC facilities which have
basic infrastructure and minimum equipment, and are in proximity to a selected
General Hospital, which could provide comprehensive emergency obstetric care.
Distribution of MSS facilities was mostly determined by estimated maternal
mortality for the different geopolitical zones in the country. The north-eastern
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and north-western states, which were deemed to exhibit very high mortality
zones, were allocated 24 facilities each. The north central and south-south states,
with their supposed high mortality zones, were allocated 16 facilities each, while
the southwest and southeast states, categorised as moderate mortality zones, were
allocated 12 facilities each (Okeke et al., 2015).

Using a difference-in-difference approach, results showed that there was
about a seven-percent increase in antenatal care (ANC) utilisation after the first
year, with no programme effect evidenced afterwards. In addition, minimal
evidence of an increase in the number of four or more ANC visits, as recom-
mended by the World Health Organization, was recorded. The scheme also had
a negligible impact on skilled birth attendance (Okeke et al., 2015). In a separate
study, overall institutional MMR dropped from 789 per 100,000 live births for
July-December 2009 to 572 per 100,000 live births for the same period in 2010.
When disaggregated by zones, the north central zone had the greatest reduction
in institutional MMR while the ratio about doubled, during the same period,
in the north-eastern and south-eastern zones (Abimbola et al., 2012). As per
available evidence, it is clear that the scaling up of the supply of midwives is nec-
essary but is in no way a ‘magic bullet’ for improving maternal health outcomes
in Nigeria.

The Abiye (Safe Motherhood) Programme

In October 2009, the Government of Ondo state, southwest Nigeria, under the
leadership of a newly elected Governor launched the Abiyé (Safe Motherhood)
programme. This was designed as a response to the evidence from the 2008
Nigeria Demographic and Health survey (NDHS), which showed that Ondo
state had the worst maternal outcomes in southwest Nigeria with MMR of 765
per 100,000 live births (Ajayi and Akpan, 2020). The programme aimed to en-
sure every pregnant woman received quality health care, to expand universal
access to quality maternity care by removing barriers to care in a sustainable
fashion, and implement an equitable allocation of the state’s limited resources,
based on identified needs and performance-driven principles.

As part of design, the state conducted a needs assessment to identify technical
and sociocultural drivers of poor health outcomes in the state. This assessment
identified delays in access to care across four phases of care, which predispose
women to maternal deaths in the state, and sought home-grown solutions to each
phase (Mimiko et al., 2013). The delays identified and strategies deployed in the
programme were:

e Delay in seeking care: The state mobilised ‘health rangers’, which were
trained community workers, assigned to 25 pregnant women in their com-
munity, who they monitored and counselled during pregnancy. Women
were also given mobile phones with which they communicated with their
assigned health ranger;



Issues in Design, Implementation, and Evaluation 71

*  Delay in reaching care: Health rangers were provided with transportation
(including motorcycles, tricycle ambulances, and four-wheeled ambulances)
to help transport their assigned women to health facilities;

*  Delay in accessing care: The state government employed and trained health
workers, renovated five PHCs, and built 11 new ones. The state also de-
ployed strategies to ensure the supply of essential drugs and consumables,
following findings from the needs assessment;

e  Delay in referring care: It strengthened the existing two-way referral system
and constructed an apex referral centre.

These interventions were initially piloted in one of the 18 local government
areas (LGAs) of the state. Lessons learnt, while piloting, helped to identify what
worked and what did not work. For example, it helped policy makers to realise
that procuring tricycles to serve as ambulances to transport pregnant women
in emergency situations would not be an effective use of resources, as the poor
terrain and road network minimised their efficiency and effectiveness. The pilot
also led to the exclusion of the plan to distribute mobile phones to all pregnant
women in the full scale-up (Ajayi and Akpan, 2020).

In a study that compared maternal health indices pre- and post-programme,
using the 2013 and 2018 NDHS, the authors reported that ANC utilisation in-
creased from 80% in the 2013 NDHS to 98% in the 2016 survey. The authors
also reported a 29.1% increase in births occurring in health facilities from 56.5%
in the 2013 NDHS to 85.6% in the 2016 survey (Ajayi and Akpan, 2020). In a
case-control study that compared the pilot LGA with a control LGA, the provi-
sion of mobile phones to pregnant women, and improvement of maternal health
services, was deemed to have significantly improved service utilisation, though
no effect was observed on pregnancy outcomes (Oyeyemi and Wynn, 2014).

Reviewing Design and Implementation of
Maternal Health Interventions

Every public health intervention consists of core and adaptable elements. Both
elements may be viewed as answering two key questions. Core elements respond
to ‘what is being delivered to cause change?’ and adaptable elements respond
to ‘how is the intervention delivered to cause change within context?” Core
elements are responsible for the impact of an intervention (Fixsen et al., 2009)
while adaptable elements make them suitable for contexts such as local culture,
language, or socio-political considerations. Adaptable elements can therefore be
modified to align with contextual nuances, optimising effectiveness. However,
compromising the core elements, during the design or implementation phases,
may result in failure. The field of implementation science has evolved theo-
ries, models, and methods, aimed at improving the quality of implementation
and the effectiveness of interventions (Nilsen, 2015). Specifically, for global
health, the Theory-Design-Implementation (TyDI) framework is a useful tool
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FIGURE 8.1 An illustration of the TyDI concepts and parameters.

for supporting programme managers and policy makers in designing and imple-
menting interventions successfully (Eboreime et al., 2020).

The TyDI framework comprises three main elements, a rhomboid
(representing ‘real-world’ programme implementation), a hexagon (representing
the intervention design), and a circle (the underpinning theory of the interven-
tion) (Figure 8.1). Interaction between these elements can be assessed by two
indices (implementation index and adaptation index) and two defects (design
and implementation). The implementation index measures the extent to which
the intervention was implemented in the real world. Conversely, the adaptation
index measures the extent to which the adapted programme aligned with the
core components of the intervention. Ideally, an intervention should align opti-
mally with core components, both in design and implementation. But in the real
world, design and implementation defects occur. The implementation defect is
the component of the design that was not implemented, reflecting the gap be-
tween intervention-as-delivered in comparison to the intervention-as-designed
or planned. The two case studies described depict how interventions are com-
monly challenged either in the design, implementation, or both.

Using the TyDI framework, the MSS had a key design defect. Whereas the
intervention theory accounted for the decentralised (federal) governance sys-
tem of Nigeria, the adapted design at initiation assumed a strong centralised
approach. Programme funding, recruitment, and deployment of human re-
sources (midwives), monitoring and evaluation systems, were all managed by
the National Primary Health Care Development Agency (a parastatal of the
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federal government), rather than the state (subnational) governments (Okpani
and Abimbola, 2016; Eboreime et al., 2017). During an evaluation of the MSS,
programme stakeholders opined that a consequence of this design defect was that
the homogenous design of the MSS (with the attendant top-down approach to
management), created critical challenges in implementation at the subnational
level. The stakeholders believed that contextual issues were not considered dur-
ing the design of the programme; rather, the defective adaptation was subse-
quently ‘forced’ on them for implementation (Okeke et al., 2015). There are
other questions with design. Was it enough to allocate facilities, based on burden
of disease, as was done on the MSS? What about access, travel time, and geo-
graphical barriers, that need to be overcome to reach health facilities? Evidence
suggests that women face significant challenges in accessing facilities, even in
urban settings, which are meant to have the so-called ‘urban advantage’. These
challenges in