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Culture is that complex whole which includes knowledge, belief, art, morale, law, customs and 

other capabilities and habits acquired by man as a member of society. Culture refers to the sum 

total of the life- ways of a group of people who share values, beliefs and practices that are passed 

on form generation to generation and which change through time. Culture is the sum totals of the 

things that people do because of having been taught. For the perpetuation of human race, man 
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INTRODUCTION TO HEALTH AND CULTURE AND DETERMINANTS OF HEALTH 

Culture is that complex whole which includes knowledge, belief, art, morale, law, customs and 

other capabilities and habits acquired by man as a member of society. 

Culture refers to the sum total of the life- ways of a group of people who share values, beliefs and 

practices that are passed on form generation to generation and which change through time. Culture 

is the sum totals of the things that people do because of having been taught. For the perpetuation 

of human race, man depends on culture, which is a learned behavior. 

Culture is peculiar to human beings. It separates man and the society from that of animals and 

insects, whose behavior is always only instinctual and therefore does not change. Man’s culture or 

learned behavior makes possible to change continuously. 

The three suggested levels of culture include: 

 Concrete - the most visible tangible artifacts such as clothes, music, art, food and games. 

Festivals and celebration focus on these dimensions. 

 Behavioral – practices reflect values and defined social and gender roles, languages 

spoken, and approaches to non-verbal communication. Behavioral aspects of culture 

include language, gender roles, family structure, political affiliation, and community 

organization.  

 Symbolic – values and belief are often expressed in symbols and rituals. Although often 

abstract, symbolic meaning is key to how people define themselves in relation to each 

other, the world and the universe. Symbolic expression includes value systems, religion, 

worldview, customs, spirituality,nmorals and ethics. 

Relation of Culture and Health 

Culture is one of the determinants of health among the environmental factors. An individual’s 

culture influences his or her attitude toward various health issues, including perceptions of what is 

and is not a health problem, methods of disease prevention, treatment of illness, and use of health 

providers. In every culture, the care of the sick person is clearly dictated not only as to what care 

he/she is given, but also who will do it and how he/she should proceed. We learn from our own 

cultural and ethnic backgrounds how to be healthy, how to recognize illness, and how to be ill. 

Meanings attached to the notions of health and illnesses are related to basic, culture-bound values 

by which we define a given experience and perceptions. 



People around the world have beliefs and behaviors related to health and illness that stem from 

cultural forces and individual experience and perceptions. 

To understand the cultural context of health, it is essential to work with several key concepts: 

1. The concept of insider and outsider 

Perspectives are useful for examining when we are seeing things from our point of view and when 

we are trying to understand some ones else's view of things. Insider shows the culture as viewed 

from within. It refers to the meaning that people attach to things from their cultural perspective. 

For example, the view worms (ascaris) in children are normal and are caused by eating sweets in 

the perspective within some cultures. 

The outsider perspective refers to some thing as seen from the outside. Rather than meaning, it 

conveys a structural approach, or something as seen without understanding its meaning for a 

culture. It can also convey an outsider's meaning attached to the same phenomenon. For example, 

that ascaris is contracted through eggs ingested by contact with contaminated soil or foods 

contaminated by contact with that soil. . The concept of insider and outsider perspective allows us 

to look at health, illness and prevention and treatment systems from several perspectives; to 

analyze the differences between these perspectives; and to develop approaches that will work 

within a cultural context. 

The insider-outsider concept leads to other sets of concepts. Disease in the insider, usually the 

western biomedical definition refers to an undesirable deviation from a measurable norm. Example 

deviation in temperature, white cell counts and many others are seen as indicators of disease. 

Illness on the other hand, means "not feeling well." thus, it is subjective, insider view. This set ups 

some immediate dissonance between the two views. It is possible to have an undesirable deviation 

from a western biomedical norm and to feel fine. For example, hypertension, early stage of cancer. 

HIV infection and early stages of diabetes are all instances where people might feel well , in spite 

of having a disease. This means that health care providers to “fix” something that people may not 

realize are wrong. It is also possible for someone to feel ill and for the western biomedical system 

not to identify a disease. 

2. Ethnocentrisms refer to seeing ones own culture as "best". This is a natural tendency, because 

the survival and perpetuation of a culture depends on teaching children to accept it and on its 

members feeling that it is a good thing. Cultural relativism in anthropology refers to the idea that 

each culture has developed its own ways of solving problems of how to live together; how to obtain 



the essential of life, such as food and shelter; how to explain phenomena; and so on. No one is 

"better" or "worse"; they are just different. This is a challenge, what if a behavior is "wrong" from 

and epidemiological perspective. How does one distinguish between a 'dangerous' behavior 

(example, using HIV contaminated needle) and behavior that are merely different and therefore, 

seem odd? For example, Bolivian peasants use very fine clay in a drink believed to be good for 

digestion and stomach ailments. Health workers succeeded in discouraging this practice in some 

communities because 'eating dirt' seemed like a bad thing. The health workers then found 

themselves faced with increased caries (tooth decay) and other symptoms of calcium deficiency. 

Upon analysis, the clay was a key source of calcium for these communities. 

Thus, there is a delicate balance between being judgmental without good reason and introducing 

behavior change because there is a real harm from existing behaviors. In general, it is best to live 

harmless practices alone and focus on understanding and changing harmful behaviors. 

3. The concept of holism is also useful in looking at health and disease cross culturally. Holism is 

an approach used by anthropologists that looks at broad context of whatever phenomenon is being 

studied. Holism involves staying alert for unexpected influences, because one never knows what 

may have a bearing on the program one is trying to implement. For public health, this is crucial 

because there may be diverse factors influencing health and health behavior. 

 

 Concepts of Health and Disease  

Determinants of Health  

Determinants of health may be biological, behavioral, sociocultural, economic, and ecological. 

Broadly, the determinants of health can be divided into four, core categories: nutrition, lifestyle, 

environment, and genetics, which are like four pillars of the foundation. When any one of the 

pillars of health determinants becomes weak, a support system is needed. This is considered the 

fifth determinant of health and involves medical care (Figure 3.3). A brief review of these core 

determinants of health will provide more insight.  



 

Figure 3.3.  

Determinants of health: Nutrition, lifestyle, environment, and genetics are considered as core 

determinants and four pillars of health. When any one or more of these is compromised, health is 

at risk and medical care is required as a support system.  

Interestingly, two determinants, nutrition and lifestyle, are totally in our hands, and hence are 

called modifiable factors. Many diseases are caused by bad practices of nutrition and lifestyle. The 

degraded ecosystem, and environmental pollution are the causes of several disorders and diseases. 

With the help of powerful technology and screening methods, many disorders of genetic origin 

can be prevented. If one or more core determinants become weak, then only the support of medical 

care is needed.  

 

Over 75% or more of the resources allocated in health care budgets, especially from rich countries, 

are used for the treatment of lifestyle-related conditions. There is a growing  



consensus that lifestyle modifications should be the foundation of any health care system. 

According to the American College of Lifestyle Medicine, nearly 80% of all chronic diseases are 

preventable by readily available means—lifestyle modification as medicine.  

People should be empowered to “take their health into their own hands” through lifestyle 

modifications. This will drastically reduce dependence on doctors. Traditional knowledge can be 

immensely useful to design appropriate lifestyle interventions. For instance, Swasthavritta, a 

branch of Ayurveda is dedicated totally to healthy lifestyle. Swasthavritta dictates do’s and don’ts 

for a healthy daily regimen, and outlines diet and lifestyle modifications appropriate to different 

seasons. Swasthavritta, and biobehavioral practices suggested by Yoga are very useful sources for 

lifestyle medicine.  

Nutrition is another important determinant. It has individual, family, and community dimensions. 

The East/West, and rural/urban regions have remarkably different challenges related to nutrition. 

Generally, at one end of the spectrum, in Western and/or urban spheres, there is less physical 

activity, calorie overload, but poor nutrition mainly due to junk food consumption. At the other 

end of the spectrum, in the East and/or rural spheres, there is calorie deficiency, protein 

malnutrition, and undernourishment. The lower socioeconomic communities may have a greater 

incidence of premature and low birth weight babies, higher risk of heart disease, stroke, and some 

cancers. Poor people living in urban areas may have a diet consisting of cheap energy mainly from 

sugar-rich foods, with little intake of vegetables, fruits, and whole grains. They have relatively less 

physical activity. On the other hand, poor communities from rural areas might have intense 

physical activities, but not sufficient energy and protein.  

In general, urban communities face problems related to environmental degradation, and air and 

water pollution; rural communities face problems related to sanitation, hygiene, insecticides, 

pesticides, and agrochemicals. Thus, the poor are most likely to suffer because of the interplay of 

the deranged determinants of health.  

In the interconnected, borderless world, determinants of health cannot be considered in isolation. 

They will always be interdependent. The substantial health inequity in different parts of the world 

is today’s reality. This inequality of health is due to inequalities in income, education, gender, and 

availability of resources.  

 

 



The health and legal consequences of problem drinking  

Deprivation is a fundamental determinant of health. The so-called ‘Glasgow effect’ refers to the 

higher levels of mortality and morbidity experienced in the deprived post- 



industrial region of West Central Scotland, with Glasgow at its centre, which exceeds that which 

may be explained by deprivation alone (Hanlon et al., 2006; Bromley and Shelton, 2010; 

McCartney et al., 2011). These measures are so significant that they skew the overall picture of 

Scotland’s health. The ‘Glasgow effect’ reflects a slower rate of health improvement in the city 

compared to the rest of the UK, a phenomenon which may date from the early 1980s. A similar 

effect has also been reported in parts of both South Wales and North East England (Bromley and 

Shelton, 2010).  

Nutritional Hormesis in a Modern Environment  

Nutrition is a powerful determinant of health and well-being. In the modern environment where 

energy-rich foods are prevalent, challenges exist to improve diets that will provide an appropriate 

energy density while maintaining the required nutritional value. A recent concept in nutrition is 

that components of food which are not abundant in the diet may exert a regulatory effect on 

physiological and biological processes. Some of these components appear to act as hormetins, i.e., 

they exert a mild stress and in turn elicit and adaptive response that offers greater health advantages 

than the stress itself. Therefore, nutritional hormesis play a vital role in the modern aging 

population by modulating the susceptibility to diseases. Adequate and appropriate dietary levels 

of hormetic phytochemicals; polyphenols, carotenoids, sulforaphane, and other bioactive 

compounds have been recognized as activators of intracellular signaling cascades and modifiers 

of gene expression with health benefits. Research to date has focused on individual hormetins in 

isolation, however, the bioavailability, bioaccessibility, and potential for interaction of these 

compounds in combination through acting on distinct intracellular signaling pathways are of 

significance in the human body. As the modern world’s population ages chronologically, yet 

biologically at different rates, it is increasingly important to understand how nutrition and 

hormetins within the diet could reduce risk for age-associated disease. Further work is needed in 

the field of nutrigenomics to identify the key biochemical targets that are modifiable by hormetins.  

Nutrition is a key determinant of health of a population, and of growth and development in 

children. Dietary guidelines are tools that translate the science  



of nutritional requirements to a practical pattern of food choices for the general population. On a 

national level, they provide guidance for health promotion and risk reduction, and often form the 

basis of national food and nutrition policies and education programs. Over time, these guidelines 

are constantly revised to include up-to-date evidence from experimental studies and large 

population databases, to which sophisticated dietary analyses have been applied.  

The history of official guidance for food intake dates back to the first half of the twentieth century. 

Dietary guidelines were initially targeted at preventing deficiencies of micro- and macronutrients. 

In the United States, the first daily food guides aimed at improving the health of the population 

were published in 1916 by the Department of Agriculture. They identified five food groups: milk 

and meat, cereals, vegetables and fruits, fats and fat foods, and sugars and sugary foods. This later 

became the ‘Basic Seven’ in 1942, the same year that Canada's Official Food Rules were first 

issued (Health Canada, 2002). At that time in the midst of wartime food rationing, nutritional 

deficiencies were a prominent concern, and alternate choices were suggested in case of shortages.  

With lifestyle-related diseases rising in prominence throughout the world, the focus of dietary 

guidelines in many parts of the world has shifted to preventing chronic diseases such as diabetes 

and cardiovascular diseases. In addition, along with the recognition that patterns of food intake are 

more predictive of health outcomes than individual components of the diet, the emphasis has been 

toward providing guidelines which are food-based and flexible. At the same time, there is a 

growing understanding of cultural dietary traditions and development of ways to incorporate them 

into national guidelines  

 

Specifying and interpreting the empirical determinants of health care demand is as much art as 

science. As seen from the author's review of recent empirical studies, there is not only widespread 

agreement about some determinants such as age, sex, health status, and education but also wide 

variation in the treatment of other characteristics that might be correlated with health care use. 

Researchers are confronted with tough trade-offs among competing concerns in selecting and 

specifying determinants they think relevant in demand models. Formal models of health care 

demand can help guide us about the treatment of variables such as health status, income, and price. 

Theory also guides us in the choice of proxies and, also using statistical principles, how to best 

specify these proxies to represent unmeasured aspects of health and treatment seeking preferences. 

As  



seen from the empirical illustration, proxies such as education are often powerful predictors of 

demand. These same economic and statistical principles also aid us in interpreting our empirical 

determinants. But in a world where unobserved preferences and health play such a key role, we 

will always face some uncertainty about how to model the empirical determinants of health care 

demand.  

Racism and Health  

Conceptualizing Racism  

In conceptualizing racism as a determinant of health, it should first be recognized that racism is 

only one of several causes of ethnoracial disparities in health. Genetic, sociocultural, and 

socioeconomic differences between ethnoracial groups also contribute to such disparities. 

Sociocultural and socioeconomic factors are substantial drivers of ethnoracial health disparities 

that are both strongly and bi-directionally influenced by racism. On the other hand, aside from the 

case of epigenetics touched on briefly below, genetic variation accounts for only a small fraction 

of ethnoracial health disparities (Diez Roux, 2012).  

To the extent that racism drives health and well-being, it does so in interaction with other 

oppressions such as sexism, ageism, and classism (Bauer, 2014). Oppression is manifested in 

societies through the unequal distribution of power (resources, opportunities, benefits, capacities, 

etc.) among social groups resulting from attitudes, beliefs, behaviors, norms, and practices relating 

to these social groups (Berman and Paradies, 2010). The phenomenon of oppression is also 

intrinsically linked to that of privilege. Specifically, in addition to disadvantaging minority racial 

groups in society, racism also fundamentally results in some groups (e.g., Whites) systematically 

accruing unearned advantage (Monahan, 2014).  

Systemic oppression can be defined as the production, control, and access to material, information, 

and symbolic resources within a society that serve to increase power differentials between social 

groups. Systemic racism, which has also been referred to as institutional (or institutionalized), 

structural, cultural, societal, and civilizational racism, is an example of systemic oppression which 

profoundly shapes an individual's place of residence, living conditions, and socioeconomic 

position (SEP).  

An individual's social locations then become the backdrop upon which interpersonal and 

internalized oppression are perpetrated. Interpersonal oppression is the interactions between 



individuals that serve to increase power differentials between social groups. Internalized 

oppression can be defined as the incorporation of attitudes, beliefs, or  



ideologies within an individual's worldview that result in the unequal distribution of power among 

social groups. There are two forms – internalized dominance (i.e., privilege) and internalized 

oppression (i.e., oppression). Internalized dominance is the incorporation of attitudes, beliefs, or 

ideologies about the inferiority of other social groups and/or the superiority of one's own social 

group. Conversely, internalized oppression is the incorporation of attitudes, beliefs, or ideologies 

about the superiority of other social groups and/or the inferiority of one's own social group 

(Berman and Paradies, 2010).  

Above and beyond the complexity of conceptualizing racism, its impact in society is mediated 

through expression in individual behaviors and institutional practices. These action-oriented 

aspects of racism are often encompassed by the term ‘racial discrimination’ which can be broadly 

defined as differential and unfair/negative treatment centered on notions of ethnoracial difference, 

which can also include distinctions relating to culture, accent, language, nationality, and religion 

(on this last, see also Taras, 2013; Meer, 2013). The study of racism as a determinant of health has, 

to date, predominately focused on understanding how discrimination impacts upon health via 

several recognized pathways: (1) reduced access to social outcomes such as employment, housing, 

and education, and/or increased exposure to risk factors (e.g., racial violence); (2) negative 

cognitive/emotional and related pathopsychological processes (hyper-vigilance (Clark et al., 2006; 

Hicken et al., 2013), anticipatory/attributional anxiety (Sawyer et al., 2012; Mendes et al., 2008) 

and rumination (Borders and Liang, 2011; Borders and Hennebry, 2015)); (3) allostatic load and 

concomitant pathophysiological processes; (4) diminished participation in healthy behaviors (e.g., 

sleep and exercise) and/or increased engagement in unhealthy behaviors (e.g., alcohol 

consumption and smoking) either directly as stress coping or indirectly via reduced self-regulation 

(Smart Richman and Lattanner, 2014); (5) physical injury as a result of racially motivated violence 

(Paradies, 2006b; Brondolo et al., 2011; Harrell et al., 2011; Pascoe and Richman, 2009; Priest et 

al., 2013; Gee et al., 2009). Building on conceptual diagrams in existing scholarship (Paradies, 

2006a; Harrell et al., 2011; Pascoe and Richman, 2009; Williams, 1997), Figure 1 broadly details 

these multiple pathways linking discrimination to ill-health.  



 

Figure 1. Conceptual model linking racial discrimination and health outcomes.  

Above and beyond clearly delineated definitions and conceptual models detailing plausible 

pathways leading from racial discrimination to ill-health, empirical research to measure and assess 

these impacts require further explication of how racism can be operationalized as a determinant of 

health.  

Social Determinants of Health  

Social conditions and circumstances are major determinants of health. Social factors affect health 

and risk behaviours, environmental exposures and access to resources that protect good health. It 

is generally seen that there is an inverse relationship between social position and health status of 

people. Developing a better understanding of the social determinants of health is essential to reduce 

health disparities and to design policies to address social and economic factors associated with 

poor health.38 Statisticians use the term socioeconomic position (SEP) to describe the social and 

fiscal resources available to individuals. There is clear evidence to suggest that health indicators 

are inferior in lower  



SEP groups as compared with higher SEP groups, and this classification could be used to target 

resources.  

Education  

Education is a lifelong process starting at birth and increase in formal educational attainment is an 

important social goal. A causal link has been established between education and a range of health 

outcomes. One of the most consistent and powerful findings in public health is the strong 

association between mothers' education and child mortality. Results of studies show that a 1-year 

increment in the mother's education is associated with a 7–9% reduction in mortality in children 

younger than 5 years and that child mortality rates among mothers with at least 7 years of schooling 

were 58% lower than among those without any education. Increases in educational attainment have 

also been linked to reductions in fertility, which in turn contributes to reduced child and maternal 

mortality rates.  

Considerable progress has been made in education in the past 40 years, especially in developing 

countries, where the mean number of years of education has increased in men and women aged 15 

years and older between 1970 and 2009. For women of reproductive age (15–44 years) in 

developing countries, the increase is much greater. This rapid advancement in educational 

attainment in women has resulted in significant reductions in the gender gap in education. The 

impact on child health has been enormous, with an increase in women's education estimated to 

avert 4.2 million deaths. The expansion of women's education will have serious implications for 

global health in the next few decades. Increases in educational attainment will probably lead to 

more rapid reductions in the total fertility rate, even in sub-Saharan Africa. Research shows that 

education is associated with a reduction in the demand for children and thus increased demand for 

family planning services.  

Early childhood offers huge opportunities to reduce health inequities within a generation. The 

importance of early child development and education for health across the lifespan provides a 

strong imperative to start action at the grass-roots level.39 Inaction will have detrimental effects 

that can last more than a lifetime. A new approach is needed that embraces a more comprehensive 

understanding of early child development and includes not just physical survival but also social, 

emotional and cognitive development.  

 

 



Inequity  

Inequities in intervention coverage are generally unfair, yet avoidable. Within-country inequities 

in the health of mothers and children in low-income and middle-income countries are generally 

indiscernible from the global medical literature. The assumption  



has been that all mothers and children in low-income and middle-income countries were equally 

poor and that there was no need to account for subnational inequalities when strategies were 

designed for the scaling-up of health interventions. Practical difficulties in the stratification of 

health status by socioeconomic position contributed to this lack of visibility. The most inequitable 

indicators are skilled birth attendant, followed by four or more antenatal care visits, whereas the 

most equitable was early initiation of breast-feeding. These analyses confirm previous findings 

that, unlike in high-income countries, in many low-income countries, breast-feeding is more 

prevalent in poor than in rich individuals.  

Interventions that are usually delivered in fixed health facilities, particularly those that need 

constant access to secondary-level or tertiary-level care, tend to be the most inequitably distributed 

in the population (e.g. skilled birth attendant and four or more antenatal care visits). Interventions 

that are often delivered at community level (e.g. vaccinations or vitamin A supplementation) tend 

to be much more equitable than are those delivered in health facilities (Figure 80.8). Cost might 

also be a factor. Some interventions are usually provided free of charge, such as vaccinations and 

vitamin A, but others might need out-of-pocket spending by families, either for services or because 

families need to travel to a health facility. For example, in Uzbekistan, Kyrgyzstan and Brazil, 

where maternity hospitals are accessible and free of charge, coverage for skilled birth attendant is 

almost universal.40 Cultural perceptions might affect care-seeking patterns and the choice of 

whether to adopt specific interventions, such as contraceptives or breast-feeding, despite 

counselling or information campaigns.  

Figure 80.8. Mean coverage in respective wealth quintile for studied interventions in the 54 

Countdown countries. Coloured dots show the average coverage in each of the respective wealth 

quintile. Q1 is the 20% poorest quintile; Q5 is the 20% richest quintile. The distance between 

quintiles 1 and 5 represents absolute inequality.  

Social Security  

Lack of basic and social security is an important determinant of health. Extending social protection 

to all people will eventually pave the way towards securing health equity. This is not just a matter 

of social justice; it is also the key to social protection and can be instrumental in realizing 

developmental goals. Social protection can cover a broad range of services and benefits, including: 

basic income security; entitlements to non-income-based benefits such as food and other basic 

needs; services such as health care and education; and labour protection and benefits such as 



maternity leave, paid leave, childcare and health insurance. Countries with more generous social 

protection systems tend to have better population health outcomes. Data on the association 

between the magnitude of health inequities within countries and social protection policies remain 

scarce, however, and more investment in comparable data sources and methods is needed. The 

existing data from high-income countries show that while relative mortality  

 

 



inequities are not smaller in states with more generous, universal, social protection systems, 

absolute mortality levels among disadvantaged groups are lower.  

Universal social protection systems should safeguard the health and rights of all people across their 

lifespan – as children, in working life and in old age. Women and children are among the most 

vulnerable in terms of the population, especially when it comes to health and diseases. Women do 

most of the household work, have a reproductive role as well and more often than not, assist their 

male counterparts in work outside the home, especially those from lower-incomes groups. Their 

work is not subject to maternity leave or benefits. A national strategy to eradicate child poverty 

needs to be enacted upon, which should ideally encompass as least financial security, employment 

support and security, housing security and opportunities to avail public amenities.  

Addressing health equity through a social determinants framework is a long-term investment. 

Low- and middle-income countries cannot be expected to implement a fully comprehensive suite 

of universal social protection policies overnight. It is, however, feasible gradually to develop these 

systems by developing and implementing pilot projects. Many low- and middle-income countries 

are starting to experiment with social protection programmes. These include social pension 

schemes and cash transfer programmes. Administrative and institutional capacity remains a critical 

barrier in many poor countries. Nevertheless, poor countries can progressively expand such 

systems by starting pilot projects and by gradually increasing the system's generosity, where 

necessary, with help from donors.  

Poverty  

Poverty and low living standards are powerful determinants of ill-health and health inequity. They 

have significant consequences towards determining health-related behaviours and poor health 

outcomes. Crowded living conditions, lack of basic amenities, unsafe neighbourhoods, parental 

stress and lack of food security are all contributors towards ill health. Child poverty and 

transmission of poverty from generation to generation are major obstacles to improving population 

health and reducing health inequity. The influence of living standards on healthcare behaviour is 

a process that begins from even before a child is conceived and continues until he or she becomes 

the cause of another birth.  

Lack of Empowerment  



Any serious effort to reduce health inequities will involve political empowerment, as in changing 

the distribution of power within society from the leaders and community stakeholders to people 

themselves. Health equity depends vitally on the empowerment of  



individuals and groups to represent their needs and interests and also to challenge and change the 

inequitable and skewed distribution of social resources and material resources. It is important to 

have the freedom to participate in economic, social, political and cultural opportunities. Restriction 

in participation can result in deprivation of fundamental human capacities, setting the grounds for 

unequal distribution of employment, education and health care.  

A special mention should be made of the indigenous population, the lives of whom continue to be 

governed by specific and particular laws, regulations and conditions that apply to no other 

members of civil states. They continue to live on bounded or segregated lands and are often at the 

heart of jurisdictional divides between levels of governments, particularly in areas concerning 

access to financial allocations, programmes and services. The enactment of legal changes to 

recognize and support community empowerment initiatives will ensure the comprehensive 

inclusion of disadvantaged groups in action at global, national and local levels concerned with 

improving health and health equity.  

Deficient Autonomy  

The global growth in precarious employment and child and bonded labour both reflects and 

reinforces a disempowerment of workers and their industrial and political representatives. Such a 

system jeopardizes the autonomy of people to exercise control and their free will in decisions 

regarding health, education and living conditions.  

Autonomy of women for decision-making and resource utilization needs to be recognized. The 

support of women's efforts to coordinate through resourcing via private donors and government is 

very important for ensuring gender equity. For instance, building their own organizations has been 

one of the ways that women have chosen to promote solidarity, offer support and collectively work 

for change. These organizations are of various sizes, from small village-based or neighbourhood 

groups to large movements. It is imperative to support and encourage such organizations and 

movements in a way that preserves and protects their autonomy and promotes their long-term 

sustainability, and self-reliance.  

Conflict and Anarchy  

Nations that are undergoing rapid power shifts and are entrenched in conflicts provide poor 

security to individuals. In conflict settings, people suffer a variety of physical and social 

deprivations, including lack of social security, displacement and loss of social networks and family 

structure, loss of livelihood, food insecurity, work insecurity, and poor physical and social 



environments. As a whole, conflict disempowers individuals, communities and even countries and 

cripples the social and political infrastructure leading to a multitude of health concerns. While it 

is critical that community members  



share control over processes that affect their lives, without political commitment and leadership 

and allocation of resources such initiatives can be short-lived.  

Body Composition  

Body composition is emerging as a primary determinant of health and a predictor of morbidity and 

mortality in children. Preservation and accrual of lean body mass during illness are important 

predictors of clinical outcomes in patients with sepsis, cystic fibrosis, and malnutrition.8,9 Body 

composition is measured by a variety of techniques including body densitometry by underwater 

weighing, neutron activation analysis, total-body potassium determination, bioelectrical 

impedance assessment (BIA), and dual-energy x-ray absorptiometry (DXA). Most of these 

methods are not practical for application in the clinical management of a critically ill child. DXA 

is a radiographic technique that can determine the composition and density of different body 

compartments (fat, lean tissue, fat-free mass, and bone mineral content) and their distribution in 

the body. DXA has been used extensively in pediatric practice for determining fat-free mass, fat 

mass, and lean mass, and it is recognized as a reference method for body composition research.10 

Its results correlate well with direct chemical analyses, and there is good agreement between 

percentage body fat estimated by hydrodensitometry and DXA.11 However, DXA is not practical 

for application in the PICU. BIA, in contrast, is a bedside technique that can be applied to pediatric 

patients without exposure to radiation and with ease.12,13 Electrical current is conducted by body 

water and is impeded by other body components. BIA estimates the volumes of body 

compartments, including extracellular water and total body water (TBW). TBW measures can be 

used to estimate lean body mass by applying age-appropriate hydration factors. BIA has not been 

validated in critically ill populations; hence, its use outside clinical studies is not recommended in 

the PICU. The ideal bedside body composition measurement technique in critically ill patients 

remains elusive.  

Health Behaviors  

6 Changing Health Behaviors  

The above models detail the key cognitive determinants of health behavior. To the extent that these 

models outline the key social cognitive determinants of health behavior, interventions which target 

these variables should lead to associated changes in behavior.  



For example, the HBM would suggest that encouraging health behaviors is best achieved by 

increasing individuals' perceived susceptibility to negative health outcomes and making 

individuals aware of the severity of such outcomes. Such approaches have been commonly 

employed in health promotion messages. In addition, the HBM might suggest the need to focus on 

the benefits of health behaviors and the fact that barriers to action are easily overcome. However, 

there has been little systematic evaluation of their effectiveness, perhaps due to the common sense 

appeal of these approaches.  

Relatively few studies have used the TPB as a framework for developing interventions, despite the 

fact that the theory would suggest a number of interventions focusing on different components of 

the model. Brubaker and Fowler (1990) did examine the effect of persuasive messages tackling 

behavioral beliefs upon men's intentions to perform testicular self-examination in response to the 

threat of cancer. A persuasive message was found to increase intentions to perform testicular self-

examination compared to a no message control. The TPB would also suggest the need to tackle 

normative beliefs and control beliefs in any attempt to change behavior. A number of studies have 

attempted to use persuasive messages aimed at tackling normative pressures. For example, in 

relation to preventing adolescent smoking, prevention programs commonly attempt to tackle the 

perceived pressure from teenage peers who smoke. Tackling control beliefs has been seen to bear 

many similarities to changing perceptions of self-efficacy (see below).  

Another interesting approach has focused directly on the immediate determinant of behavior in the 

TPB: intentions. Where individuals do have an intention to engage in a health behavior (goal 

intentions), but are having trouble implementing their intention, forming a specific plan about 

where and when to act has been found to help (Gollwitzer 1993). For example, Orbell et al. (1997) 

gave out a questionnaire about breast self-examination in response to the threat of cancer. Half the 

women were asked to indicate when and where in the next month they intended to perform breast 

self-examination (a specific plan or implementation intention). A one month follow-up found that 

64 percent of these women had performed breast self-examination that month compared with only 

16 percent of women who hadn't made an implementation intention, despite having similar goal 

intentions.  

Several studies have focused on enhancing feelings of self-efficacy as a means for encouraging 

health behavior change. As Bandura (1997) outlines, there are four main sources of self-efficacy, 

each of which could be addressed in interventions. First, individuals can develop feelings of self-



efficacy from personal mastery experience (e.g., it may be possible to split a behavior into various 

subgoals, such that the easiest subgoals are achieved before more difficult tasks are attempted). 

Second, individuals may develop  



feelings of self-efficacy through observing other people succeed on a task (i.e., vicarious 

experience). Third, it is possible to use standard persuasive techniques to try to instill feelings of 

self-efficacy. Finally, one's physiological state may be used as a source of information, such that 

high levels of arousal or anxiety may indicate to the individual that he or she is not capable of 

performing a given action (e.g., relaxation techniques may be employed to help maintain feelings 

of self-efficacy).  

Stage models have also been used as the basis for designing interventions. The main distinction 

from the approaches already presented is that this approach suggests that interventions need to be 

matched to the needs of each individual. So, for example, an individual at the pre-contemplation 

stage in relation to exercise needs to be made aware of the health problems associated with a lack 

of exercise. A different individual in the contemplation stage needs information about the pros of 

changing their exercise behavior and the cons of not changing. While an individual in the 

preparation or action stage needs helps with acting on their plans to engage in exercise. Whilst 

these ideas appear entirely plausible, to date relatively few studies have managed to demonstrate 

that such stage-matched interventions are more effective than presenting the same intervention to 

all individuals.  

Community Health  

Closely linked to the notion of community determinants of health is the idea that interventions to 

improve health and prevent disease may be more effective if they target communities rather than 

(or in addition to) the individuals within them. Although the importance of community 

interventions such as improved sanitation has long been a basic tenet of public health, the idea that 

interventions to prevent chronic diseases such as cardiovascular disease should also focus on the 

community level only emerged in the last two decades. The rationale underlying the need for 

community interventions is that many health-related behaviors (such as smoking, sedentary 

lifestyle, and diet) related to today's prevalent chronic diseases are promoted and maintained by 

the physical and social environments of communities. Thus, by addressing community 

environments directly, and by modifying prevalent social norms, community interventions may be 

more effective than traditional individual-based one-on-one approaches (Syme 1986). In addition, 

by targeting the entire community rather than just individuals above an arbitrarily defined ‘high 

risk’ cut off, community interventions have the potential for shifting the entire distribution of risk 



and thus preventing a larger amount of disease (Rose 1985). The community intervention approach 

represents a radical departure from  



the traditional clinical approach which focuses only on individuals at highest risk and 

‘decontextualizes’ risk behaviors by ignoring their broader social determinants.  

Community intervention trials or their variants have been conducted in a variety of settings over 

the past 20 years including geographically defined communities, workplaces, and school (Sorensen 

et al. 1998). Examples of the types of interventions implemented as part of community intervention 

trials include health education activities, mass media campaigns, education of health professionals, 

screening, physical activity programs, and labeling in grocery stores and restaurants. Although 

some community intervention studies for the prevention of cardiovascular disease have found 

significant effects (Puska et al. 1985), the empirical evidence of program effects in these studies 

is generally modest (Koepsell et al. 1995, Fortmann et al. 1995). The presence of society-wide 

trends that make it difficult to detect program effects, the relative absence of interventions at the 

structural, macro or policy level, and the lack of significant community participation may account 

for the mixed results of some of these community trials. 
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Questions 

1. Discuss the negative and positive influences of culture to health by giving examples. 

2. List cultural practices from your locality and discuss the influence of these cultural 

practices on the health of your community. 

3. How does culture affect health of a certain community? 


