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PREFACE

Since Antonovski’s salutogenetic paradigm we are used to concentrate
on health instead of disease. This orientation is important as it opens the
door for prevention and health promotion. However, also in this regard we
need to know what factors to influence and how to measure the effects
of our interventions. Therefore the analysis of the determinants of health
rightfully is one of the core areas of public health research and of the health
sciences in general.

Although the physical and psychosocial determinants of health and dis-
ease are widely the same in all human populations their relative importance
and their interaction are more specific for a certain ethnical, geographical
and historical context. For this reason it is justified and even mandatory to
present the issue here with reference to the South Eastern European region.
An additional argument can be derived from the given historical situa-
tion where a dynamic scientific and professional development and open
exchange had been interrupted for more than half a century. Therefore it is
not the least important that - as in the other books of this series - authors
from many countries in the region contributed and interacted with each
other and provide to the scholars of the health sciences an excellent exam-
ple of international cooperation.

The editors categorized the determinants of health into genetic, social,
psychological, lifestyle, environmental, occupational and policy factors
where at least public health genetics opens an entirely new field with great
potential for the health of the people. But astonishingly also the analysis of
social gradients has long been neglected as a problem which must not exist
for ideological reasons under the former communist regimes.

The book is mainly thought to support the lecturers in the new universi-
ties and teaching programmes in South Eastern Europe and provide to the
students a synopsis of the relevant knowledge. Nevertheless public health
practitioners and decision makers can find here useful background informa-
tion for better understanding the mechanisms of health and disease, applica-
ble in the day to day work.
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Learning objectives

After completing the module students and professionals in
public health should:
. Broaden their knowledge and understanding in
respect to factors which determine health;
. Recognize the interaction between genetics and a
string of environmental determinants;
. Place into proper context the role of health serv-
ices as a health determinant; and
. Recognize their own role and activities in a net-
work of multi-sectoral co-operation and integrated in-
terventions aimed at several variables.

Abstract

The concept of health determinants denotes a comprehensive
synthetic approach in explaining the complex mechanisms by
which various factors exert influence upon health. They repre-
sent a framework for explaining the genesis of health and ways
of preserving them, far larger than the one in which health
services are given the most prominent place.

The concept of determinants has been changing through his-
tory. Actual knowledge states that determinants act within
complex mutual interactions and that they have different ef-
fects at different periods of life.

Studies about effects and interactions between determi-
nants apply knowledge gained in public health, sociology,
psycho-neuro-immunology, biochemistry and other sci-
ences. Lately, researches in the area of human genetics are
exploring a new field of determinants of health and thereof
new preventive possibilities.

An expert in public health should recognize the role of sound
public policy directed towards the overall picture of health de-
terminants, and should also master the knowledge and skills
for implementing integral programmes.

Teaching methods

Lectures, focus group discussions, nominal groups,
case studies




Health Determinants In The Scope Of New Public Health

Specific recommendations
for teachers

Case studies — students should collect data on “life histo-
ries” for children with behavioural disturbances, on condi-
tions of life for deprived groups, and on their health status.

Assessment of
students

“What Is To Be Done”: Short composition — up to 5 pages
— on a solution with complex influences of several determi-
nants for a disadvantaged group in the population.
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DETERMINANTS OF HEALTH

Viktorija Cuci¢

It has been recognized long ago that answers related to the origin of health
and sickness can be found neither in descriptions of the structure and functioning
of human organism, nor in separation or quantification of individual causes (1).

The concept of health determinants denotes an encompassing and synthetic
approach to explaining the complex mechanisms by which an array of factors
influences one’s health.

These factors extend from hereditary components, development of personal
experiences and skills in early childhood, to various aspects of one’s social, eco-
nomic, physical, cultural, and other environments.

Understanding the inter-relations of different health determinants throughout
one’s life enables insight into connectedness between genetic factors and biologi-
cal systems, neurobiology on one hand, and human behaviour, individual (phe-
notype) characteristics and influences from social and external environment, on
the other (2).

Historical Context

The concept of health determinants has been changing through history. At
the time of Aristotle’s Ethics and Policy (3), the concept of health was located
in the broader field of living well, both morally and socially. Aristotle identifies
three kinds of resources for living well: goods of the body, goods of the soul, and
external goods.

Analysis of extensive literature dealing with development of the health con-
cept points to the existence of at least three categories, where the first focuses on
internal balance, the second on external factors, and the third one on the equi-
librium between the first two. The quality of interaction between an individual
and his or her external environmental factors has been recognized as crucial for
one’s health.

Further studies focused on mechanisms of interaction and its components.

Health services and functions have long been deemed exclusively critical
among a string of external factors (4-6).

Their accessibility and availability were considered to be of primary impor-
tance, along with their activities. Thus a drop in mortality rate and protection
of human life span occurring by the end of thel9" and the beginning of the 20"

ix
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centuries were simply accredited to the efficiency of medical innovations.

A historic role in the process of changing these attitudes is ascribed to the work
of Thomas Mc Keown, a Scottish physician and epidemiologist, and to the Cana-
dian government’s document known as the La Londe Report (3).

Mc Keown’s writings are significant for their clearly formulated critical re-
joinder to the suggested standpoint which claims that the 19" and the 20™ centu-
ries’ health improvements were due to medical progress.

After studying British population mortality rates since the industrial revolu-
tion, Mc Keown concluded that it was an overall betterment of nutrition among
the populace that caused the downward shift of mortality. He also surmised that
the contribution of medical measures undertaken was rather small, and that pub-
lic health measures including better sanitation and vaccination accounted for
about 25 % of the decline in mortality (7-8). In his work, Mc Keown had initially
referred to various “influences” on health, but later started making references to
health determinants.

La Londe’s Report, published by the Canadian government in the 1970’s, was
largely based on Mc Keown’s research (8). The Report introduces the concept of
“Health Field”, where four quadrants are located with determinants of greatest
influence upon health as shown below:

The Health Field Concept

Environment Life style

Human biology Health care organization

Source: Glouberman, 2001

The notion points to key health determinants related to who a person is, where
and in what conditions one lives, together with the assistance offered by health
services, which is, as shown, just one part of the Field.

Later on, The Ottawa Charter for Health Promotion emphasized the existence
of broader social, economic and environmental factors that affect health (9).
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The Canadian Institute for Advanced Research (CIAR) introduced in 1989
the population health concept with its basic contention that individual health
determinants do not act in isolation or separately. They function as parts of a
complex interaction between one another and, as such, have considerable conse-
quences upon one’s health (10).

Data on these determinants have grown significantly in the last few years, so
that numerous explanations of their activities and consequences, and interven-
tions thereof, can be found in the literature.

Some present facts

Broadly speaking, health determinants represent an explanatory framework
for genesis of health and ways to preserve it. This actual framework is far larger
now than it used to be while it located health only to the sphere of dependence on
health services and their interventions.

A multitude of factors connected to health have been identified, their inter-
connectedness determined, and next their effects in these complex relations
were studied.

It was also proven that many determinants have differing effects in different
phases of a life course, so that some of those particularly important during certain
periods lose their importance in other stages. For example, the influence of family
factors in childhood is far more important than individual behaviour, while in adult-
hood individual behaviour has a prominent role.

Health and sickness represent a resultant of effects of risk factors and health
determinants throughout life, as well as of certain effects of some determinants
during critical life stages (1).

“Determinants of health are the range of personal, social, economic and
environmental factors which determine the health status of individuals and
populations” (5).

There were not many attempts to formulate in literature a fixed classification
and distribution of determinants, for, as already pointed out, there is much over-
lapping and interdependence among them. Therefore, they are often represented
as a group composed of several individual determinants.

Evans’s model (11) points to the following health determinants: Social Envi-
ronment, Physical Environment, Genetic Endowment, and Individual Response:
Behaviour and Biology.

Health Canada (10) states 12 most important health determinants as de-
scribed below:

xi
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Key Determinants of Health
1.  Income and social status
Social support , networks
Education
Employment , working conditions
Social Environments
Physical Environments
Personal health, Practice and Coping Skills
Healthy Child Development

e - L

Biology and Genetic Endowment

.—
o

Health services

Gender

—_—
NN =

Culture

It has also been said that “our understanding of what makes and keeps people
healthy continues to evolve and will be further refined” (12).

On some of the most important determinants

Description of any of individual determinants bears the risk of oversimplifica-
tion. As it was already emphasized, the basis for their activity is interaction.

It was thus indicated that “About 60 % of preventable morbidity and mortality
are located neither within individual sovereignty nor the domain of individual
behaviour or life style, but within social organization” (13).

For a long time the lifestyle (nutrition/diet, physical activity, smoking and
alcohol intake) was identified as one of the most influential health determinants.
It was assumed that many forms of behaviour that compose this determinant are
under great influence of individual choice and control and thus are liable to be
coped with by educational interventions. Some results to this effect have been
accomplished, though not satisfactory enough to bolster the correctness of this
approach still insisted upon in many regions. Cognizance is emerging that nei-
ther life style, nor smoking or alcoholism, represent an individual choice, but are
results of a combined activity of several factors in one’s social environment (8).

Bobak (14) stresses that behaviour, diet, smoking, and alcohol have an iden-
tifiable impact on health and the case is indisputable, but all of these as well as



Determinants of Health

the overall life style aspects are results of social environmental influences. Social
environment acts upon psychosocial well-being, wherefrom individual choice of
a poor life style may result. Accordingly, due to a greater prevalence of risk fac-
tors, poor lifestyle may be observed among people of lower social status (15).

Lifestyle is determined by individual social environment — s/he chooses the
style prevailing in his/her background. This is believed to be particularly charac-
teristic for the CEE countries. Psychosocial factors may “mediate the rest of effect
of political, social and economic environments on health” (14).

Researches in psycho-neuro-immunology and biochemistry suggest there is
a link between emotional conflicts, socio-economic status, lifestyle, and health
consequences. Emotions and mental functions affect the stimulation of the nerv-
ous system which on its part modifies the immune system — therefore resulting in
health disorders. Weakening of defence forces due to stress explains the general
vulnerability among people who thereafter have less control over their own lives
which eventually ensues in a poor lifestyle.

A number of research studies carried out on patients with heart diseases,
among disadvantaged children, widows, and also among persons with rheuma-
toid arthritis, have substantiated these assumptions (12).

Similar reflections refer to the impact of the physical environment.

Proofs of influence of the natural environment (e.g. air, or water quality) have
been collected and quantified a long ago. There is abundant evidence of influence
of the human-built environment such as housing, workplace safety, community
and road design, and others.

It is characteristic for the present concept of physical environment that, as
a health determinant it does not occur in social vacuum, but is in correlation
with social environment. Thus, there are studies which demonstrate that people
with lower income live and work in unhealthy environments, sometimes even
exposed to toxic and carcinogen substances. Settlements in which people from
socially deprived groups live (Roma, refugees, and others) are often beleaguered
with problems of elementary hygiene, often situated close to potentially perilous
waste deposits (16).

Countries in transition, beset by numerous economic predicaments and prob-
lems, have also difficulties in preserving the “clean” physical environment, just
as they have great trouble in keeping the social environment sanitary enough.

Social environment in itself represents a complex determinant of health com-
posed of social and economic safety, social stability, acceptance of differences,
human rights, cohesion in a community, and so on.

xiii
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It is characteristic that socio-economic turmoil, national, religious and other
conflicts bring about dramatic changes in one’s social environment affecting
thereafter one’s health.

Conditions of war, implying not only physical threats but also a throng of
stressful and crisis situations endanger physically, psychologically, and emotion-
ally the most vulnerable categories (women, children, and the aged). Resulting
health disorders are numerous and chronic.

Income and social status

The simplest form of relation between income and health expresses the fact
that a higher income determines life conditions that create feasibility of a safe
dwelling, provision of goods, and more comfortable living. Lower income is con-
nected to sickness and shortening of human life cycle. There are countless stud-
ies verifying the relation between poor health and lower socio-economic strata
and connectedness between one’s health status and social class, income, educa-
tion, and similar. Indisputable relation has also been set between the expected life
span and national gross income.

In the last few years the relation between the way incomes are distributed and
one’s health status has been frequently discussed.

Inequality of health, as a result of unequal distribution of goods among dif-
ferent population groups, and causing the varying expectancy of longevity, mor-
tality, and differing frequency of certain illnesses, is considered to be the basic
cause rather than the amount of income itself.

Bobak (14) distinguishes three kinds of inequality regarding one’s health: in-
ternational differences, those within countries, and gender differences. It is as-
sumed that the relation which exists between socio-economic determinants and a
person’s health is not of the poverty-consequence type, but rather of inequality-
consequence one (14-17).

Thus, it has been stated that countries with more regular distribution of avail-
able resources, investing in reinforcing the social status of women and improving
their influence and social role, score better health indicators than the countries
which do not follow in their steps, even though they share the same gross national
income (8).

Although the average life expectancy has been improved considerably in the
20" century, there are still notable differences which cannot be ascribed solely to
different levels of national incomes. So, social scientists came to define a concept
of socio-economic position (SEP) as a complex construct composed of vocation,
education, income, ethnicity, and other characteristics (1).
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Kreiger (18) denotes SEP primarily as the status in social hierarchy — that
is, position in society, which implies much more than just allotment of cer-
tain resources. Numerous studies carried out at different times point out that
better health and lower mortality can be found among groups of people with
higher SEP (19).

Explanation of this connectedness was offered by the eco-social conceptual
scheme (18). The focal point of the concept is embodiment, hence an individual
literally incorporates and instils the material and social worlds in which a person
lives into his/her own inner one, from the cellular level up to the highest one.
This explains the fact that differences in morbidity and mortality among socio-
economic groups are relatively stable, even though the causes of illnesses and
deaths are changing in time. Therefore, certain factors act upon one’s susceptibil-
ity to some diseases and states through generations.

Anything that happens in an environment that has negative consequences af-
fects people with lower SEP.

One’s workplace is an important segment of the social environment. Inequali-
ties in health inside it can be analysed in the same way it is done in a wider social
environment. So that workers of ‘higher rank’ get sick less and live longer than
those of lower ranks. Stress at one’s workplace increases the risk of getting a dis-
ease and choosing a poor life style through neuro-biological mechanisms.

Unemployment is also markedly connected to health. Unemployment rates
are related to variations in morbidity and mortality.

Social relations that can be analysed at a primarily individual level as social
support, and at the community level as social capital, are a particularly impor-
tant part of social environment.

Social support is an extra quality in the social network, for it surmises, beside
one’s surroundings — a network of people and frequency of communication — that
people have obligations one to another, decreed and chosen by themselves, and it
includes care, attention, and readiness to help (6).

Research shows that people with strong social support risk less to die of cer-
tain diseases than those without it, and they also recuperate more quickly once a
disease has been diagnosed. (20). This is of particular importance in childhood.
Thus, the presence of parents in hospital conditions, especially the mother, has
a favourable effect upon the course and outcome of an illness. Research also
indicates that lack of social support is an additional factor in premature death of
smokers, those with high blood pressure, and in other conventional risks.

Men with less social support have twice as much chance to die at certain age
than their peers with greater social support.

XV
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These and similar researches brought about the observation that social factors
can be rivalling with effects of other factors and well-established risks (smoking,
or high blood pressure), and are therefore critical determinants of health (8, 16).

Social capital, as opposed to former social relations which are individual, is
a community characteristic. Puttman defined it in 1993 as “Those features of so-
cial organization, such as network, norms and trust that facilitate co-ordination
and co-operation for multiple benefits” (17).

Itis also defined as “The resource imbedded in social relations among people and
organizations that facilitate cooperation and collaboration in communities” (21).

This concept is closely connected to the development of civil society, the one
which values solidarity, participation, integrity, and in which social, political,
educational, and health institutions are connected horizontally, not vertically.

Research suggests a close correlation between the social capital and infant
and child mortality — the higher the indicators of social capital the lower the
mortality. There is also a connectedness with general mortality (22). This con-
nectedness is explained by the fact that communities/societies with higher level
of social capital can act so as to formulate and realize common goals.

A community infrastructure for health can be built within such a community
which may then have a significant impact on environmental, behavioural, and
lifestyle factors. Grossman and Scala (23) named it “The creation of a new social
system for health”.

Education, as one of determinants in a social environment, is mentioned as
an opportunity for better job, higher income, better SEP. Education also helps
people in taking greater control over their lives and health.

Culture is integrated in a string of the aforementioned determinants. “There is a
growing recognition that the most powerful determinants of health in contemporary
population are to be found in social, economic and cultural circumstances” (13).

Various cultural values are a contributing factor to many occurrences which lead
to poor health. Migration, stigmatization, deprivation based on religious or national
characteristics, result in a series of consequences upon health.

Gender points out to the necessity to recognize gender equality, the socially
determined role of women, distribution of power and goods in a society, as well
as those special risks for certain illnesses connected with different male and fe-
male roles in a society.

Inequality in relation to gender is an important determinant of health.
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Healthy child development

Until mid-1950’s, prenatal states and those of early childhood have not been
considered as important determinants of health, i.e. there was no cognizance
that what happens in childhood has long-term effects. Today, there is abundant
evidence to prove that the way children live in early childhood and the quality of
care that they receive can have considerable consequences upon health.

Development of the whole organism, and particularly of the brain in early child-
hood, is under the strong influence of diet and early stimulation (8).

So, it was ascertained that basic structures and functions established at this
critical period affect the development of competence, which primarily refers to in-
dividual learning abilities, and to coping skills, referring to individual responses to
challenges and stresses, throughout an individual’s life time. Early years in life are
the critical developmental period of what is called the core function of the brain.

In children neglected in their early childhood neuronal links and functions in the
core brain are produced which may lead to dysfunctional behaviour.

A similar situation happens with children growing up in conflicting and vio-
lent environments who may be victims of violence themselves. It all increases
the probability of developing behaviour of inadequate adaptation and wrong re-
sponses to life challenges at later age.

Socio-economic environment in early childhood produces countless conse-
quences upon health. The simplest scheme of relations between these factors and
health states that children born into families with low income are of lower weight
at birth, are on poor diet, resulting later on in troubles at school and difficulties
in learning.

There are two kinds of evidence in the studies on that period. The studies
show, on the one hand, that consequences of a stressful perinatal development
are more easily corrected in families with higher socio-economic living standard
(8). On the other hand, studies prove that children born in poor socio-economic
conditions as well as circumstances with other risks or stress have greater chances
to diminish ensuing consequences in case their conditions are improved at the age
between 3 and 5, and if well-designed developmental programmes provide them
with strong stimulation and adequate diet. However, elimination of consequences
is never complete.

There is also evidence that social conditions during the most vulnerable early
period of life can predict future morbidity and mortality rates. Childhood spent
in poverty or stressful environments may not always produce direct consequences
upon health, but can significantly affect the future health status. A prospective study
done in Scotland and lasting for 21 years confirmed that childhood disadvantage
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(defined as father’s occupation and dwelling in a poor region) contributes to devel-
opment of cardiovascular troubles at a later period, even when other risks for these
diseases are controlled (24).

Parents’ education and their incomes determine the conditions in which chil-
dren live, the quality of food, opportunities for their education which later deter-
mine their SEP, with all accompanying consequences of a low SEP upon health.

Genetic endowment

Risk for almost any disease in human populations is a result of interaction be-
tween inherited gene variations and environmental factors, which include chemi-
cal, physical, infectious, behavioural, nutritive, social, and other factors (25-26).

There is an interaction between these two groups of factors, so that a person
with a certain set of genes, if subjected to certain risks, has more or less chances
to develop a disease.

“It is easy to show that 100% of any disease is environmentally determined
and 100% is genetically determined as well. Any other view is based on a naive
understanding of causation” (26).

Socio-economic and environmental factors are significant determinants of
health at the level of society — community, but when it comes to which person
will get a disease and under what conditions, this is determined by genotype.

Therefore, studies on genetic factors are as important as environmental ones.
Without knowing the genetic predisposition one gets an incomplete picture of
potential risks and blocks preventive measures and activities from being directed
onto the most vulnerable ones.

Human Genome Project and advancement in human genetics will define the sci-
ence in this century (27). Some 50.000-100.000 genes are expected to be identified
in the next few years. Only up to 1999 there were already 10.000 discovered and
categorized genes. Tests for more than 600 genetic variations are used in practice.

Genetic variations were discovered not only in relation to rare diseases but
also to those that increase susceptibility to a common chronic disease, such as
cancer, heart disease, and so on (26).

New genetic discoveries pertaining to various diseases are emerging almost
daily. There still a lack of a population-based information about distribution of
genotypes in different populations; there is not sufficient knowledge on risks and
advantage of an early intervention; there is a whole array of ethical issues — how-
ever, it does not diminish the importance of these discoveries which have changed
our understanding of natural surroundings, health, and perception of risk.
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They have changed and keep changing our preventive practices as we speak of
“genotypic prevention” — the interruption of genetic trait transmission from one
generation to the next through reproductive counselling, carrier testing, prenatal
diagnosis and pregnancy termination, as well as of “phenotypic prevention” — the
prevention of disease and death among people with specific genotypes (28).

There are also certain new potential risks that face humanity for the first time
in history, such as exposure to “genetic pollution” by modified living organisms
and production of germ-like cells passed through hereditary characteristics onto
future generations.

Data on genetic health determinants opened up dilemmas and created reasons
for worry, but they also brought about unforeseen possibilities, the dimensions of
which are unimaginable.

Health services

Contrary to McKeown and his followers who did not consider health services
to be an important determinant of health, there are those who deem it a determi-
nant of great significance, even an underestimated one (29-30).

Certain authors are of the opinion that the specific contribution of health serv-
ices to a dramatic downfall of mortality due to cardiovascular diseases in devel-
oped countries (USA, UK, Australia) is rather great, and that a half of reduction
in mortality can be ascribed to health services, while the other half arises from
reduction of risk factors.

These authors also suggest that physicians, particularly those employed in
public health domain, should contribute to the improvement of general health
status of the population by turning to modifiable determinants of health, which
are part of their scope of work. This also means full use of numerous possibilities
that health services offer for health protection, prevention of illness, and restora-
tion of disturbed health status.

Message

Getting acquainted theoretically with novelties related to a series of factors
which determine our health, is just one of the duties of public health professionals.

It is even more important to transform these data into efficient interventions
the application of which should improve population’s health status.

For experts in public health this means several levels of influence:

Policy formulation level. Health policy formulation is a complex process not
to be contained within the health sector. Professionals in public health have a
duty to warn and inform about the necessity of adopting an integrated policy
which is to tackle the whole picture of determinants of health.
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Local community level. Professionals in public health are carriers of ideas and
activities referring to the need for a new partnership for health, of intersectional
cooperation, horizontal links between different sectors and integral programme
activities. Their immediate duty is to initiate, develop and implement the health
promotion programme, offering great opportunities through enabling individu-
als and communities to take responsibilities for their own health and determi-
nants that affect it.

Workplace level. A professional in public health should be aware of the pri-
mary complex and interdependent factors determining health or sickness when
proposing or carrying out an activity, and should provide arguments if averring
that an isolated activity aimed at a particular determinant cannot produce ef-
ficient results. Proposing the measures of individual prevention for any separate
state or disease is also in the domain of work of a public health professional.

The voice of an expert in public health is of great importance in everyday life,
especially in CEE countries. Only a civil society with norms and values such as
equal rights, gender equality, no discrimination, social and economic safety, partic-
ipation, social capital and support can create a real social environment for health.

Experts in public health have a duty to stand up for it.
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Learning objectives

After completing this module students and public health pro-
fessionals will be able to:

. Understand the principal associations between genet-
ics, disease and the environment;

. Understand basic genetic and molecular science and
consider its implications for health and health services;

. Identify the impact of these associations on public
health, policy and clinical practice;

. Understand the major results (milestones) of the hu-

man genome project;

. Understand the role of public health in translating
developments in genetics into policy and practice (“public
health trias”);

. Consider ethical, legal and social implications (elsi)
of genetics and molecular science and its policy implica-
tions; and

. Appreciate the importance of genetic and molecular
science and its influence on future practice of clinical medi-
cine and public health.
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Abstract

The future of medicine and healthcare services will be much
more dependent on new technologies based on the genetic and
molecular sciences. This will require a greater appreciation
and understanding of epidemiological principles and popula-
tion perspectives. The science of genetics and the advances
brought about by the completion of the Human Genome Project
has already had a significant impact on clinical practice (such
as more specific preventive strategies) and it is predicted that
in due time almost every aspect of public health and clinical
medicine will be influenced by it, bringing in its wake signifi-
cant ethical, legal and social implications. The next decade will
provide an opportunity to prepare public health professionals,
the public and policy makers for the impact of this knowledge
on health and health care.

Public Health Genetics (PHG) is a new discipline of public
health integrating genomics into public health research, policy
and practice. It has been defined as the application of genetic
and molecular science to the promotion of health and preven-
tion of disease through the organised efforts of society. There-
fore, appropriate training in this field, which is the aim of this
module, will prepare health care providers and public health
practitioners to participate in research, evaluation and decision-
making related to the use of genetic and genomic information
in public health programs.

Teaching methods

Teaching methods include lectures, interactive group discus-
sion, group presentations, study of literature as well as internet
searches.

Specific recommendations
for teachers

This module should be organised within 0.75 ECTS, out of
which one third are lectures and group discussion supervised
by the lecturers. The rest is individual work (readings and
searching internet mainly) in order to prepare seminar group
presentations.

Assessment of
students

Assessment should be based on individual participation in the
interactive group discussions as well as on group presentations.
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PUBLIC HEALTH GENETICS -
THE IMPACT OF GENETICS
AND GENOMICS ON PUBLIC HEALTH

Angela Brand, Helmut Brand, Peter Schroder

Summary

Public health practice has to date concerned itself with environmental deter-
minants of health and disease and has paid scant attention to genetic variations
within the population. The advances brought about by genomics are changing
these perceptions. Many predict that this knowledge will enable health promo-
tion messages and disease prevention programmes to be specifically directed at
susceptible individuals or at subgroups of the population, based on their genetic
profile. Obviously, the integration of genomics into public health research, policy
and practice will be one of the most important future challenges that our health
care systems will face.

Introduction

Medicine is currently undergoing extraordinary developments from its morpho-
logical and phenotype orientation to a molecular and genotype orientation (2) pro-
moting the importance of prognosis and prediction (2, 3, 4, 5, 6).

What about public health?

“...It is clear, that the science of genomics holds tremendous potential for
improving health globally.... The specific challenge is how to harness this knowl-
edge and have it contribute to health equity, especially among developing na-
tions...” This is a quote by Gro Harlem Brundtland, former Director General of
WHO, which can be found in the year 2000 “Report of the Advisory Committee
on Health Research”.

At the same time Craig Venter, former president of Celera Genomics, stressed
the significance of this issue at the occasion of a symposium about the future of
public health at Harvard School of Public Health:

“Three years ago the human genome — the “book of life” — was largely un-
known. Today, anyone can read what it contains. Genomics is already providing
fascinating insights into our species’ evolution and clues to the some of the dif-
ferences between individuals in susceptibility of diseases. The key question for
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public health, however, is whether it will improve the health of all of the world’s
people, or whether it will just widen the technology gap between rich and poor.
Ask people what they understand of the potential of genomics for human health,
and many will talk about an unprecedented opportunity to develop new drugs
and vaccines. Others are concerned that the poor will gain nothing, while the rich
will gain a kind of “boutique medicine’: the opportunity to buy a full analysis of
their personal genetic makeup, and then purchase designer therapies. If genomics
is to make a major impact on global health, it will have to help provide affordable
population-wide tools for combating common diseases...”

Even there are of course compelling reasons to think globally in terms of glo-
bal health and genomics (7, 8) first of all, one has to act locally. The key question
is whether currently “the right things” are done on local level? Are public health
strategies evidence-based? Thus the public health agenda demands a vision that
reaches beyond the research horizon to arrive at application and public health
impact (9, 10).

What is the role of genomics in this scenario?

Viewpoints

In February 2004 the first international symposium on public health genetics
entitled “Public Health Genetics - Experiences and Challenges” was hosted at the
Center for Interdisciplinary Research (ZiF) in Bielefeld, Germany, internation-
ally well-known as a “think tank” in science (11). At this symposium contrasting
viewpoints about the relevance of genomics for public health were presented:

In the opinion of Neil Holtzman, em. Professor of Genetics and Public Policy
Studies at the Johns Hopkins Bloomberg School of Public Health, “...there is
little need for further integration of genetic services and education into public
health especially in countries in which public and private health services are
dichotomized...”.

Almost in contrast to this opinion Ron Zimmern, Director of the Public Health
Genetics Unit at the University of Cambridge, stresses, that, although public
health genetics is still in its infancy, “...rapidly advancing science and patient and
public expectations require a strategic approach to the assessment, development
and implementation of genetic services using all the skills of the public health
practitioner. The development of policy for these services must start now, given
the pace of genetic science, particularly in view of need to educate and train a
whole cohort of practitioners in the principles of genetics and molecular science.
The focus on prevention...should seek to use to its best advantage the opportu-
nity embraced by a better understanding of the gene, while holding back those
demands of both patients and physicians where evidence is insufficient to justify
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significant investment. The grasp of both medical and management perspectives
available to the public health physician imposes a special responsibility to take
up and develop this aspect of public health practice.”

Regarding patient expectations it is already known from the fifth survey of
the Eurobarometer on biotechnology, which had been conducted in 2002, that
44% of Europeans are positive about the results of biotechnology, whereas 17%
are sceptical.

How can one deal with these diverging opinions (12, 13)? Where is the truth?
Or furthermore, is there any truth? What is the challenge for public health?

The challenge for public health

Interestingly enough, European and US public health institutions and plat-
forms like the Public Health Genetics Unit in Cambridge (PHGU), UK, the Ger-
man Centre for Public Health Genetics in Bielefeld (DZPHG) or the US Office of
Genomics and Disease Prevention at the Centres for Disease Control and Preven-
tion in Atlanta (CDC), who work closely together with researchers from genetic
and molecular science (“modern biology™) as well as from population science,
humanities and social science, are much more optimistic and clear about the rel-
evance of genomics for public health than others (11, 14, 15, 16). They all have
strong links or are even part of the respective national genome research projects
in these countries and are translating genomic knowledge from biotechnology
through genetic epidemiology into public health (“translational research”). By
using methods like horizon scanning, fact finding and monitoring to identify re-
search trends as early as possible, they are already doing a prospective evidence-
based evaluation, i.e. an evaluation that is already carried out in the process of
basic research and not just in the (retrospective) process of the implementation of
public health strategies and policies (17), which always will tend to lack behind.

In the past twenty years, the advances in genome research have revolution-
ized knowledge of the role of inheritance in health and disease (18). Nowadays,
it is known that the DNA determines not only the cause of single-gene disorders,
which affect millions of people worldwide, but also predispositions (“‘suscepti-
bilities”) (19), which are based on genotype and haplotype variants (20, 21), to
common diseases. The new technologies will allow researchers to examine ge-
netic mutations at the functional genomic unit level (22), and to better understand
the significance of environmental factors such as chemical agents, nutrition or
personal behaviour (23) in relation to the causation of diseases like cardiovas-
cular diseases (24), allergies, cancer, psychiatric disorders or infectious diseases
(25, 26).
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Evidently, these rapid advances in genomics and accompanying technologies
are triggering a shift in the comprehension of health and disease as well as in the
understanding of new approaches to prevention and therapy (27, 28, 29). Which
consequences can be drawn from this knowledge, how can it be translated into
policies (17) and practice in a responsible and timely manner?

Clarifying the general conditions under which genomic knowledge can be put
to best practise in the field of public health, paying particular consideration to
the ethical, legal and social implications (ELSI) (11, 15, 30), is currently the most
pressing task in the emerging field within public health, variously dubbed pub-
lic health genetics or public health genomics (PHG). Aiming the application of
genetic and molecular science to the promotion of health and disease prevention
through the organised efforts of society, integral to its activities is dialogue with
all stakeholders in society, including industry, governments, health professionals
and the general public (16). Thus, the integration of genomics into public health
research, policy and practice will be one of the most important future challenges
for our health care systems (31, 32). Expertise is already feasible and can be clus-
tered and evaluated for a socially accountable use.

For example, in a condition like coronary heart disease, to be a heterozygote
for the LDL receptor gene confers an increased risk for developing this condition.
But, as it is also true for all other risk factors (e.g., social factors, diet, smoking,
physical activity), which have been identified by epidemiologists in this context
in the past decades, the presence of the genetic marker is not predictive, and those
with it may not develop the disease, while those without it may end up with the
disease (26). Obviously, the scenario is very much like that of coronary heart dis-
ease in the presence of raised blood pressure or cholesterol levels: the increased
risk implies “only” a (high or low) probability, and the genetic marker is “just”
another modifier in the causality of the disease and therefore not being excep-
tional (11, 12, 33). Nevertheless, the ethical question is how we will handle these
susceptibilities. To answer this question, as a first step, population-based large-
scale epidemiologic studies are needed to measure associations between specific
gene variants and environmental factors and the risk of coronary heart disease
(34). Such studies have already been conducted, for example within the US Na-
tional Health and Nutrition Examination Survey or within the National Genome
Research Network (NGFN) in Germany. For translating such discoveries into
interventions it is necessary not only to quantify the impact of gene variations on
the risk of the condition, but also to quantify the effect of modifiable factors that
interact with gene variations (35). Based on the knowledge of these attributable
risks, sound policies and effective interventions can be made (11, 34).

Regarding infectious diseases research is being expanded to include host ge-
netic factors that influence the susceptibility to certain infectious diseases or
even the severity of the condition, and that affect responsiveness to vaccines
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and therapies. The identification of several gene-disease associations for parasitic
(e.g., malaria), viral (e.g., HIV or hepatitis) and bacterial (e.g., tuberculosis or
cholera) infections provide critical clues to control these infectious diseases. By
this, public health strategies will be more effective and efficient.

Policymakers must be aware of the opportunity to improve consumer protec-
tion, to monitor the implications of genomics for health, social, and environmen-
tal policy goals, and to assure that genomic advances will be tailored not only
to treat medical conditions, but also to prevent disease and improve health (31).
Sound and well reflected genetics policies and programs require a timely and
coordinated process for evidence-based policy making that relies on scientific
research and ongoing community consultation (36). An acceptable and maybe
delicate balance between providing strong protection of individuals’ interests
(37, 38) and enabling society to benefit from the genomic advancements at the
same time must be found (11, 31, 39, 40).

Here, identifying needs of genetic tests (41), weighting benefits and risks
(e.g., by using the in most European countries already well established public
health method of Health Technology Assessment (HTA)) of predictive genetic
tests and genetic screening interventions (28, 42, 43, 44, 45), assessing the ben-
efits of preventive strategies as well as analysing complex new problems such
as “genetic inequality” (32) is essential. On the one hand, even if, in terms of
genetic susceptibilities and polymorphisms, it will turn out that “we are all at
risk for something”, there is potential for social inequalities in health as well as
for social exclusion: if genetic tests will be not covered by sickness funds, ac-
cess to genomic knowledge and thus, to individualized and stratified prevention,
diagnostics and therapy will lead to a two-tire system. On the other hand, even
if genetic tests will be reimbursed in most healthcare systems, what strongly
should be the case, there will be another ethical and social problem, which may
be much more discriminating: since genomics is triggering the complexity of
knowledge, public health professionals will have the task to empower and en-
able people not only to understand this novel knowledge, but also to make peo-
ple capable for sound decision-making regarding the application of genetic tests
(46) and therefore to assure a fair equality of opportunities. Otherwise, the gap
between people being able to handle this complexity and those being not, will
have the potential of a new kind of social inequality (47).

In the long run, this supports a conception of public health taking leadership
by implementing an evidence-based mode of policymaking. This is the reason
why in the US, in the UK as well as in Germany Public Health Genetics has
already been defined as “the integration of genome-based research into public
health research, policy and practice”.

For the public health community it is important to stress, that public health
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genetics has nothing to do with modifying genes and that “genetic determinism”
as well as “genetic exceptionalism” is obsolete (33). In addition it has to be clari-
fied, that public health genetics is not synonymous with genetic epidemiology in
the same way as public health is not synonymous with epidemiology, and also
that community genetics (48, 49) is not synonymous with public health genetics
as community health is not synonymous with public health (50). Furthermore, in
terms of public health genetics the idea of integrating genomic knowledge into
the aims and tasks of public health should be understood and promoted.

Public health tasks and responsibilities

During the past century, achievements in public health led to enormous im-
provements and benefits in the health and life expectancy of people around the
world. Immunization programs and better sanitation practices resulted in the
eradication or reduction of many infectious diseases as well as in safer food
and water supplies. Advances in occupational safety considerably decreased the
number of work-related injuries, illnesses and deaths. In the past 30 years, identi-
fication of behavioural risk factors, such as smoking, inactivity and poor dictary
habits, gave rise to educational interventions and a decline in death rates from
certain chronic diseases.

For the future achievements in public health the CDC Office of Genomics and
Disease Prevention predicts “Perhaps because of these accomplishments, the de-
terminants of disease and disability - whether natural or human made - are often
perceived as originating outside the body. Although it has long been recognized
that disease generally results from a constellation of host- and environment-spe-
cific factors, scientific and technologic limits have concentrated attention on the
environment. Exogenous influences will continue to be vital for public health,
but focusing solely on these influences may lead to diminishing rates of return
compared to the triumphs of the past.

To continue making significant strides, the effectiveness of public health in-
terventions must be strengthened by more fully incorporating knowledge of in-
ternal, host-specific factors and their interactions with environmental exposures
including the social environment and lifestyles...”

In the realm of social policy making there is a need to come up with a clear
strategy for assessing and translating this novel knowledge and application right in
time. Policymakers now have the opportunity to take action. Precondition for im-
mediate action is strategic planning across health programs, promoting genomics
competencies among health professionals, enhancing surveillance and epidemio-
logic capacity to support evidence-based policy-making, building partnerships and
seeking input from stakeholders. Here, integrating genetics information into health
communication will be an essential tool to generate distributed knowledge.
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Likely benefits as well as potential risks of the integration of genomics into
public health interventions (assessment) should be identified. The framework
(corridors) for effective, efficient and socially acceptable policies (policy devel-
opment) should be described. And steps and ways should be proposed to assure
these policies in public health practise (assurance). At the same time, these three
steps (“public health trias’) describe the core functions of public health agencies
at all levels of government (51).

One specific task is to systematically analyse and evaluate every condition of
public health interest such as preventive interventions by considering genomic
knowledge. There is the potential for much more target-oriented and stratified
prevention strategies (52) finally replacing “one strategy for all”. Moreover, clear-
ly there is potential to avoid ineffective or even “faulty” preventive strategies. For
example, there is already the potential to differentiate between persons, who will
respond to certain vaccinations and those who will not. Why then should non-
responders take the risk of side-effects from vaccination if the vaccination will
be ineffective and also will have no benefit in this case at all? In this specific situ-
ation, which is estimated to be true for at least in 10% of the population, would
not primary prevention be immoral? As another example, obesity is not only in-
fluenced by lifestyle habits such as inactivity or nutrition, but also (in more than
60%!) by several genetic factors. At least 2% of these 60% are only due to muta-
tions in the MC4R-gene. Individuals carrying the MC4R-mutation are almost
“resistant” to any diet and physical activity. Is it not a “faulty” preventive strat-
egy giving advice to these individuals that “five a day” or “a low-fat diet” will
be effective? Would it not be the ,better” (preventive) strategy to give support
by respecting them as they are? Of course, there are much more polymorphisms
triggering obesity, and there are several polymorphisms that play an important
role in the effectiveness of diet and sports. There are even polymorphisms that
increase the risk of dying after physical activity. It should be kept in mind that
one should be careful about the message “prevention and health promotion is
good for everybody”, for example in terms of a specific diet or physical activity.

In this context, the “right not to know” and the “right to know” deserve the
unbiased attention and must be mutually assured (11, 53). This has so far not
been considered in most of the European discussions about the regulation of ge-
netic tests. Besides the questions of reimbursement and access to genetic tests,
restrictions in the provision of genetic tests such as physician’s provision, which
has already been considered in some countries like Germany, seem to be sheer
naive in the era of e-health, globalization and integrated health services. Instead
of proclaiming (ineffective) restrictions, would it not be much more effective and
efficient to promote health literacy in order to protect the consumer? (53) And
from an ethical point of view, would it not perhaps be more appropriate using
the model of “informed contract” (54), which is based on the idea of “benefit
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sharing” between the consumer and the provider, instead of continuing to use
the model of “informed consent” and “informed choice” in the doctor-patient
relationship?

New genetic technologies will force health communities to enhance surveil-
lance and epidemiologic capacity for collecting and analyzing information stem-
ming from community-based assessments of genomic variation (55), providing
evidence about the burdens of various diseases. As with other fast-paced sci-
entific and technological advancements, the intersection between genomics and
public policy will continue to require close monitoring using methods like health
technology assessment (HTA) (56, 57, 58, 59, 60, 61) and will continue to require
timely action. By this, we will have the chance to ensure the appropriate and
responsible use of new genetic technologies (62).

Concluding remarks

The next decade will provide a window of opportunity to prepare health pro-
fessionals, the public and policy makers for the advent of the genomics on health
and health care. This will be a doable project but will require regional as well
as European as well as global coordination. Now there is the ethical obligation
to prepare society to meet this challenge and to take up the opportunities pro-
vided by the science in a medically useful, effective, efficient, socially desirable
and ethically justifiable manner. Here, health literacy, health communication and
empowerment in managing risks are the key for opening the doors to truly ben-
eficial public health genetics.

All in all, this can be facilitated by implementing ethical benchmarks like re-
spect for autonomy and social justice in the context of policy development.

By promoting the communication about genomics in this way not only within
the public health scientific community but also among professional groups, pub-
lic health agencies and the public, perhaps, there will be a return on public invest-
ment in the human genome research.

There are already much more chances than risks in providing a better health
for the population.

Indeed, there is still a discussion about stigmatization and discrimination due
to genetic information not only in the public but also in the scientific community.
Nevertheless, whoever continues separating genomic knowledge from medical
information by defining genomic knowledge as exceptional, whoever contin-
ues promoting the obsolete idea of genetic determinism, and whoever continues
claiming the “genetization”, “molecularization” and “medicalization” of society,
has not seriously tried to keep up with the genomic research in the past years.

Explicitly, it should be emphasized at this point, that this accusation does not
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necessarily imply that public health professionals do not have the obligation to
consider genetic information as a highly sensitive factor in medical information.

Furthermore, it is not the question whether the combination of public health
and genomics is dangerous (32). The key question is whether not rather harm is
done to people by omitting to integrate genomic knowledge into public health
interventions, and thus withholding the potential of stratified evidence-based
prevention.

The public health community will lose credibility, if on the one hand public
health is promoting health literacy in a value-pluralistic and democratic soci-
ety and enabling and empowering individuals for decision-making while on the
other hand ignoring and withholding genomic knowledge and therefore still not
providing evidence-based public health interventions. In terms of the individual’s
“right to know” and in terms of best practice in public health, is this not a new
form of discrimination?

The European perspective

Considering genetic determinants as a factor contributing to health and as
such as a component for public health is a necessary step to enable good health
for all. Thus, genetic determinants have to play an eminent role in a new EU
health strategy. To create sound genetics policies and programmes public health
should get involved and moreover take the lead by applying the three core func-
tions of public health (assessment, policy development, assurance) to the provi-
sion of genetic health care services.

The European Commission has in its report on “Life Sciences and Biotech-
nology” (COM(2004) 250, April 7th 2004) committed itself to gain high quality
in genetic testing and to increase “co-operation and exchange of information in
order to enhance coherence and disseminate best practice”. Furthermore, in the
work plan 2005 of the “community action in the field of public health” the Euro-
pean Commission called for an application for a “networking exercise ... to lead
to an inventory report on genetic determinants relevant to public health...”

Thus, recently a European network on public health genetics entitled “Public
Health Genetics European Network” (PHGEN) has been funded by the European
Commission

1. to develop links with relevant Community programmes and actions and
with national and regional initiatives, in order to promote synergy and avoid
overlaps,

2. to gather and exchange information concerning best practice in order
to assess and prepare the development of Community policies, strategies and
measures,

11
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3. to contribute to a high level of health protection and improvement of
public health,

4. to take into account the need for supporting Member States’ actions and
enhanced co-operation in the EU-context, legal obligations and their implemen-
tation, and

5. to create self-sustainable mechanisms (63) which enable the Member
States to coordinate their health-related activities in the field of public health
genetics.

Coordinating institutions of the European network are the Institute of Public
Health Northrhine-Westphalia (16gd) in Bielefeld, Germany, the German Centre
for Public Health Genetics (DZPHG) in Bielefeld, Germany, as well as the Public
Health Genetics Unit (PHGU) in Cambridge, UK.

Across Europe, there will be the chance of scientific advances being timely,
effectively, efficiently and socially acceptable translated into evidence-based
policies and interventions that improve population health.

The International perspective

In April 2005 an expert meeting organised by Ron Zimmern (PHGU Cam-
bridge, UK), Muin Khoury (CDC Atlanta, USA) and Wylie Burke (University
of Washington, Seattle, USA) was convened with funding from the Rockefeller
Foundation at their conference centre in Bellagio to explore the possibility of es-
tablishing an international network to promote the goals of public health genom-
ics, to share knowledge and resources, and to ensure equitable access to the ben-
efits of genome-based knowledge by all, including those in developing countries.
The meeting was attended by a multidisciplinary group of eighteen experts from
Canada, France, Germany, the United Kingdom and the United States. The key
outcome (“Bellagio Statement”) was that the participants unanimously agreed
first, the vision for and the scope of the enterprise covered by the field referred
to as public health genetics (genomics) and second, to establish an international
forum for its promotion, to be known as the Genome-based Research and Popu-
lation Health International Network or GRAPH Int. The use of the term Int signi-
fies that the collaboration is not only international but also interdisciplinary and
integrated.

The objectives of GRAPH Int are to provide an international forum for dia-
logue and collaboration, to promote relevant research, to support the development
of an integrated knowledge base, to promote education and training, to encour-
age communication and engagement with the public and other stakeholders, and
to inform public policy. The vision and the ultimate goal of both the enterprise
and the network is the effective translation of genome based knowledge for the
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benefit of population health.

Thus, the EU-funded European network on public health genetics (PHGEN)
covers the European part of the international network as GRAPH Europe.

EXERCISES

Students should search in the internet for “Public Health Genetics™ and visit
the recommended online resources to become familiar with the topic of “Public
Health Genetics” as well as actual initiatives in this field. Furthermore, students
are encouraged to write a short paper (statement) describing the challenges and
tasks of public health genetics in their country considering institutional, organi-
sational and structural issues.

ONLINE RESOURCES:

1. The Association of State and Territorial Health Officials (ASTHO), USA:
http:/www.genomicstoolkit.org

2. Public Health Genetics Unit (PHGU) Cambridge, UK: http://www.phgu.org.uk
3. Cambridge Genetics Knowledge Park (CGKP), UK: http://www.cgkp.org.uk
4. Partnership for Prevention, Washington D.C., USA

Harnessing Genetics to Prevent Disease & Improve Health. A State Policy Guide:
http://www.prevent.org

5. Centres for Disease Control and Prevention (CDC), Office of Genomics and Disease
Prevention. Genomics and population health, Atlanta, USA:

http://www.cdc.gov/genomics/activities/ogdp//2003.htm
6.  European Journal of Human Genetics (2003), Volume 11, Supplement 2:
http://www.nature.com/ejhg/journal/v11/n2s/index.html

7. Michigan Centre for Genomics & Public Health: Ethical, Legal and Social Issues in
Public Health Genetics (PHELSI), 2004:

http://www.sph.umich.edu/genomics/media/subpage autogen/PHELSI.pdf

8. European Commission: 25 Recommendations on the ethical, legal and social implica-
tions of genetic testing. European Commission Brussels, 2004:

http://europa.eu.int./comm/research/conferences/2004/genetic/pdf/recommendations_en.pdf
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Learning objectives

After completing this module students and public health profes-
sionals will be able to:
. Understand the current discussion on newborn screen-
ing issues;
. Understand the current discussion on folic acid forti-
fication;
. Understand the role of public health in translating
developments in newborn screening issues and folic acid
fortification into policy and practice;
. Consider Ethical, Legal and Social Implications (ELSI)
of newborn screening issues and folic acid fortification;

. Identify barriers and problems in policy-making in
public health genetics; and
. Identify evidence-based policies.
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Abstract

The science of genetics and the advances brought about by the
completion of the Human Genome Project has already had a sig-
nificant impact on clinical practice and it is predicted that in due
time almost every aspect of public health and clinical medicine
will be influenced by it, bringing in its wake significant ethical,
legal and social implications. The next decade will provide an
opportunity to prepare public health professionals, the public
and policy makers for the impact of this knowledge on health
and health care.

Thus, the following two examples of policy-making (folic acid
fortification and newborn-screening) will deal with the question
as to whether in the field of public health “the right prevention
measures are being handled in the right way” with regard to the
integration of genomic knowledge (public health genetics). This
question encompasses both evidence assessment and quality
management. Moreover it includes the demand for prevention
measures which are more precise, more timely, more effective and
have fewer side effects.

Teaching methods

Teaching methods include lectures, interactive group discus-
sion, group presentations, study of literature as well as internet
searches.

Specificrecommendations
for teachers

This module should be organised within 0.50 ECTS, out of
which one third are lectures and group discussion supervised
by the lecturers. The rest is individual work (readings and
searching internet mainly) in order to prepare seminar group
presentations.

Assessment of
Students

Assessment should be based on individual participation in the
interactive group discussions as well as on group presentations.
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NEWBORN SCREENING PROGRAMME

AND FOLIC ACID FORTIFICATION - TWO
EXAMPLES OF POLICY-MAKING IN PUBLIC
HEALTH GENETICS

Angela Brand, Helmut Brand,
Peter Schroder, Peter Dabrock

1. Newborn Screening Programme

Assessment

In most European countries, the so-called Guthrie-test, a bacterial inhibition
assay, was introduced almost 30 years ago for screening newborns for the early
detection of congenital metabolic disorders and endocrinopathies (1). Therefore,
about 98% of all newborn babies are tested for these disorders. In most coun-
tries the extent of the screening has up to now been determined by international
well established screening criteria (Wilson & Jungner, 1968) (2). Routine ex-
aminations presently recommended for all newborns are the screening for the
early detection of phenylketonuria (PKU), galactosemia (GAL) and hypothyre-
osis (TSH). Screening for the early detection of biotinidase deficiency and of the
adrenogenital syndrome (AGS) are recommended for all newborns but have up
to now only been carried out by some screening laboratories and only in some
European countries. The best possible time for taking blood is the time follow-
ing the 36th hour of life or at least 24 hours after the first protein-based diet has
been given. In the case of outpatient deliveries or after discharge from hospital
within the first 24 hours of life, TSH determination is in any case carried out
since hypothyreosis can already be reliably discovered at this point in time. A
problem at this early point in time is however the screening for GAL and PKU
due to the frequent occurrence of false negative results. Therefore an additional
second screening for GAL and PKU is recommended. Thanks to the Guthrie-test
it has been possible to considerably reduce the severity of the examined diseases
in most European countries through early diagnoses and targeted treatment and
thus to enable many newborns to live an almost normal life.

Nevertheless the following assessment tendency or the following socio-ethi-
cal step model seem to be appropriate:
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» ifascreening programme fulfils the criteria of validity and reliability,

e if it is possible to achieve with limited resources a high level of indi-
vidual benefit in terms of avoiding serious diseases and promoting individual
potentials of development as well as a high level of social benefit in the form of
avoiding high costs which would be incurred through delayed diagnoses, inad-
equate therapies and false diagnoses and

»  ifthe person concerned will probably not be stigmatized by society, there
is a high degree of socio-ethical obligation. This obligation covers two aspects.
If the above-mentioned criteria apply, the public health services are obliged to
provide and thus simultaneously to assure newborn screening — not least also to
counteract any form of desolidarization. On the other hand, due to the rather little
damage that will be done to the family (violation of formal self-determination;
minimal tendency of discriminization) but the high economic costs that will arise
in case of non-participation, there is a high moral obligation for the parents as
well to participate in newborn screening programmes. Although under the condi-
tions mentioned, participation is imperative from the moral and ethical point of
view, this does not necessarily mean to transform it into legal compulsion. Given
the fact that a legal culture which is based on “negative freedom” and informed
consent has proved its worth, one might consider the proposal of maintaining the
principle of voluntariness at the legal level and thereby not restricting oneself to
standardized non-directive counselling only. The fact that in this context ethical
deductions cannot simply be applied but that the corresponding attitudes of soci-
ety must be considered has to be seen in connection with the circumstance that
in the ethical and political discourse moral issues cannot simply be treated in a
deductive way but have to be compared with cultural standards. Only in this way
can in addition to the moral-theoretical validity the equally important accept-
ance and reproductibility of ethical judgements be maintained. Turning this meta
rule upside down, the following can however also be concluded: If the described
framework conditions are getting weaker, parents are less obliged to participate
in newborn screening and the counselling should be carried out in a more non-
directive way. In other words: The individual is less obliged to justify his refusal
of participation.

The not simply non-directive counselling model described here under the
mentioned maximal framework conditions can be reproached with transporting a
health paternalism which cannot be accepted in a pluralistic society. But the oppo-
site is true: It is only through ensuring elementary conditions (so-called conditional
goods) that different possible forms of a successful life can at all be realized (3).
Without paying respect to these basic goods freedom will remain an unsubstanti-
ated principle and can be interpreted to the disadvantage of those who are deprived
if under a purely formal ideology of freedom but due to lacking equality of chances
these are not able to translate their concept of freedom into reality.
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The capabilities approach selects this kind of real freedom to serve as a jus-
tice-theoretical guideline. It not only tries to make sure that through social com-
pensation deficits are offset but it also deals with the question as to how the capa-
bilities of each individual (also of those who by social convention are regarded as
handicapped) can be promoted as effectively as possible. Here it is however not
the individual wellbeing which is most important but the objective of providing
sound conditions for being able to participate in interpersonal communication.
The objective is thus to enable the individual to lead an integral and self respon-
sible life under the given physical and age-specific conditions (4).

A number of congenital metabolic disorders and endocrinopathies which are
not discovered under the traditional newborn screening system but which could
in principle be treated today, are presently discovered too late and with unneces-
sary diagnostic efforts and by causing considerable financial costs both in the
outpatient and inpatient sector. So some of the children concerned start to dis-
play health problems through the manifestation of clinical symptoms and signs.
These can be revealed by critical metabolic disorders which quite often lead to
death or irreversible damage. In other cases the diagnosis is made when the chil-
dren display subacute health problems through retarded development or isolated
organ manifestation. For a hardly estimated number of patients the diagnosis is
not recognized as long as they live since the symptoms and signs of congenital
metabolic diseases and endocrinopathies are too little known, judged wrongly or
an inadequate diagnosis is made. Moreover, an increased number of antibiotic
therapies particularly in the perinatal centres and the fact that through a reduced
number of hospital days following uncomplicated delivery as a result of the in-
troduction of case-based flat rates the test is carried out at an earlier point in time
have led to increasing inaccuracies of the Guthrie-test. Another problem is the
sample splitting in some countries : e.g., in Germany the hypothyreosis-screen-
ing is financed by the statutory health insurance companies (GKV) and all other
screening parameters are tax paid. This makes it impossible to bring the screen-
ing results together.

All this shows that the present aggravation of the problem calls for new strate-
gies such as for example the employment of new technologies.

The methodology of the future for screening newborns for congenital meta-
bolic disorders and endocrinopathies will probably be Tandem Mass Spectrom-
etry (Tandem MS). Using a dry blood sample this fully automated technology
allows to analyse simultaneously and probably in a more efficient way up to 34
different congenital metabolic disorders as early as on the first day of life. The
screening for hypothyreosis and galactosemia however has to be carried out with
traditional means. A market for newborn screenings with corresponding compe-
tition is presently developing among private laboratories. Here it will be decisive
how many analyses will be offered and demanded at which price — irrespective
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of whether the statutory health insurance companies will take over some of the
costs or not. Now already private laboratories try to conquer huge market sec-
tors through price dumping without considering regional cooperation structures
between screening and treatment centres. In this way, a reasonable screening
management of congenital metabolic disorders and endocrinopathies and an
evaluation of the effectivity and efficiency of newborn screening becomes al-
most impossible. Lacking quality standards in the traditional system particularly
also comprising the extension of a tracking system for the follow-up of positive
screening results have meanwhile resulted in an increasing number of screening
failures (i.e. false negative cases which are recognized too late).

It will therefore become all the more important to use the recommendations
of the medical expert societies for a systematic review (Health Technology As-
sessment) to find out under which conditions, according to which criteria and for
which selected disorders a screening for the 34 metabolic disorders and endo-
crinopathies which can at present be technologically tested should reasonably be
offered and carried out (5, 6). So for example an extension of the present newborn
screening should cover only those defined treatable diseases which can validly
and efficiently be detected with this technology. Moreover certain framework
conditions have to be observed such as for example the existence of an estab-
lished follow-up structure, a defined period of time for taking blood, information
and consent of the parents and/or persons involved, a comprehensive and valid
documentation and availability of the data and good laboratory practice.

Policy Development

At the national level, in several European countriesthe working committees
have meanwhile dealt with the question of including newborn screenings extend-
ed by Tandem-MS into the range of services provided by the health insurances
and has opted for this step.

Looking back on the question of implementing a newborn screening pro-
gramme expanded by Tandem-MS, in most European countries except the UK
(5, 6) no systematic evaluation such as Health Technology Assessment (HTA)
has up to now been initiated. Even after almost 30 years of introduction of the
Guthrie test, uniform newborn screening standards within most European coun-
tries are still lacking. So for example ensuring high coverage rates as well as
quick information of the parents concerned in case of positive test results vary
within a country. These organisational conditions make it more difficult to coor-
dinate and analyse the data at the national level for the purpose of an improved
quality management.

In connection with the newborn screening programme it has only marginally
been discussed if through the present development in most European countries
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a biobank which includes the data of almost all newborns and which presently
— irrespective of the financing through the health insurances — “is slipping” from
public or government institutions into private hands might bear potential for
abuse (1). It is imaginable that a few private big laboratories will get the DNA
and thus germ plasm of complete population groups through the test cards which
are used for taking blood samples and might perhaps use them for commercial
purposes (see example of Iceland) (7). Here we are confronted with the specific
question as to whether with regard to this development for example the argu-
ment of medical confidentiality which also applies to private laboratories in most
European countries will be sufficient for minimizing the potential of abuse of a
population-related DNA database in private hands.

Another problem in terms of social law concerns the danger of being stig-
matized in case of being tested for non-treatable metabolic disorders. Could this
have consequences for the dealing with insurance companies and employers?

The newborn screening programme is an illustration of a prevention measure
for which the question of inclusion into the range of services provided by the
health insurances (unfortunately without HTA) has finally been clarified in most
European countries. However, consequences with regard to social legislation
and social ethics have been completely disregarded or ignored. Thus, now the
most important question concerns the way as to how privately run biobanks will
be dealt with by social and health policy (policy development). At present, the
“right” prevention measure in this field (extended newborn screening by Tandem
MS) is carried out “wrongly” in most European countries since there is urgent
need for regulations, a fact which does not necessarily imply the requirement of
a law. Now it is (unfortunately) too late for HTA (i.e. for a systematic assessment
and evaluation) in most European countries. In addition to the already existing
problem of a biobank in private ownership, a new problem is already now com-
ing to a head. It is foreseeable that the present newborn screening by Tandem
MS will before long be replaced by genetic tests (e.g. by DNA-chip technology)
which will then in particular also allow the testing for a number of other disposi-
tions for a disease.

2. Folic Acid Fortification

Assessment

The water-soluble folic acid vitamin is present both in animal and plant-based
foods. Folates and their derivatives are coenzymes and thus an important and
necessary component of numerous metabolic processes. They are for example of
primordial importance for DNA and RNA synthesis as well as for cell division
and the new building of cells (8, 9).
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In case of inadequate administration of folates and/or of the vitamins B6 and
B12, the homocysteine metabolism is disturbed so that the blood homocysteine
concentration may rise. This means that the folate and homocysteine metabo-
lisms are very closely correlated and that the homocysteine concentration in the
blood can be used as an indicator for the quality of folic acid supply. The follow-
ing rule can be applied: the higher the blood concentration of homocysteine, the
more inadequate the supply with folic acids. Genetic causes are also discussed
in connection with increased homocysteine levels. Whereas severely increased
homocysteine levels are the result of a defect of the cystathionin-beta-synthase,
slightly increased homocysteine levels occur in persons who are homozygote
for the thermolabile variant of the methylentetrahydrofolatreductase (MTH-FR)
enzyme. This variant occurs in about 10% of the population worldwide, whereas
about 40% of the population are heterozygote carriers and thus have normal ho-
mocysteine levels. This is of great importance for targeted measures in the field
of preventive medicine.

Various national and international studies have shown that the supply of the
population with folates is inadequate (10, 11). With their usual diet, the greatest part
of the population fails to cover the required level of folic acids recommended for
health prevention. What are the health consequences of this inadequate supply with
folic acids in almost all groups of the population?

Folic acids, which have been under research for more than 40 years now (12),
are well known for the importance they have for congenital malformations and/
or during pregnancy. In a number of randomised controlled studies (13, 14, 15),
evidence could be provided that periconceptional supplementation with vitamins
(i.e. in addition to B6 and B12 above all the supplementation with folic acids
before pregnancy onset) will both lead to an increase of the fertility rate and to
a significant reduction of congenital malformations by a total of up to 17%. The
reduction was most pronounced in neural tube defects (so-called spina bifida)
(16, 17, 18). The mechanism of this effect has not yet been sufficiently clarified.
An increasing number of indications however supports the thesis that in this
context homocysteine plays a decisive role. This is also confirmed by the fact
that the C 677 T gene polymorphism of the methylentetrahydrofolatreductase
(MTH-FR) correlates with elevated homocysteine levels in the blood (9). With
10% this gene polymorphism is already widely spread in the normal population,
but it could much more frequently be shown in mothers of children with neural
tube defects (19).

For women of childbearing age, three approaches to primary prevention of
congenital malformations can thus be mentioned (20):

1. adaily diet rich in folic acids

2. the supplementation (i.e. additional supply) of folic acids or

3. the enrichment of basic foods with folic acids.
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These approaches however lead to a number of practical problems: First, the
folic acid content in foods varies considerably and no longer adequately covers
daily needs (11). Moreover, different nutrition habits, certain drugs, gastro-intes-
tinal diseases, the consumption of alcohol and cigarettes interfere with the folic
acid metabolism (9). To some extent these are even folic acid antagonists so that
in Germany the daily folic acid supply recommended for pregnant women is
achieved for less than 10% of these women. In Great Britain it could for example
also be shown that before conception only 2.4% of all pregnant women increased
their folic acid supply with their diet although a national recommendation on folic
acid prohylaxis for women who wanted to have children had already been made
some time before (21). Another important aspect is the fact that in industrialized
countries 40 — 50% of all pregnancies are unintended and that only 20% of these
women go to a doctor in the first four weeks of their pregnancy. Folic acid pre-
scriptions at a point in time when the pregnancy has long since started thus only
have a very limited success for the prevention of congenital malformations.

But folic acid is important not only for pregnancy. It also has a great impact on
cardiovascular diseases. A meta analysis of the year 1995 (22) and further large
prospective studies could meanwhile show that at least 10% of all atheroscle-
rotic diseases in the general population can exclusively be attributed to elevated
homocysteine concentrations in the blood. In a prospective study with 10,000
participants from the USA (23), a daily supply of 0.3 mg of folic acid already led
to a significant reduction of elevated homocysteine levels and at the same time
also to a 20% reduction of the apoplexy risk and to an at least 13% reduction of
the cardiac infarction risk. In 1995, it was calculated for the USA that through
folic acid supplementation up to 50,000 deaths in persons of 45 years of age and
older due to cardio-vascular diseases could be prevented (22). For Germany e.g.,
corresponding figures are estimated at up to 15,000 (24).

Another and third important aspect of folic acid has to be seen in the fact that
as a result of its DNA methylisation capacity folic acid is able to repair DNA
strand breaks and thus to protect against cancer diseases (25). This protective ef-
fect could already be shown for cancer of the colon and rectum, breast cancer and
cancer of the prostate (26). It was also observed that a low folate uptake is very
risky in people who are both consuming alcohol and cigarettes (27). In cancero-
genesis folic acid thus seems to be a necessary but no sufficient risk factor.

A fourth and last possible important aspect of folic acid concerns the preven-
tion of cognitive impairments in the elderly such as dementia (28) as well as
depressive disorders (29, 30). Even if intervention studies are still outstanding,
epidemiological studies already show the correlation between folic acid supply
and cognitive diseases.
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Policy Development

Which prevention strategies are useful, particularly due to the integration of
genomic knowledge? Which “evidence-based public health policies” should be
developed, or rather, which health policy implementation strategies should be
carried out? Looking at the so-called “policy-making process” (31) which is im-
portant for the development of health policy implementation strategies, it has to
be realized that all steps of the “policy-making process” have actually long since
been fulfilled: There is sufficient evidence of the problem and it is regarded as
substantially important (issue definition). The objective of a prevention measure
is not only clearly recognizable but several targeted prevention measures can in-
deed be taken such as an increased daily supply through foods, supplementation
and the enrichment of basic foods with folic acid (setting objectives). Particularly
with regard to a discrepancy between a best possible implementation strategy
and practicability it is moreover possible to weigh up the consequences of the
potentially possible implementation strategies and thereby setting priorities (pri-
ority setting). Should the target group for example be the total population or only
a specific group within the total population? Should the strategy for example be
implemented by a national institution or by the individual himself? Or couldn’t
alternative strategies be considered as well (defining options and options apprais-
al) and be implemented alongside each other (implementation)?

After in 1981 Ireland already enriched its basic foods with folic acids and was
thus the first country to provide evidence for a significant reduction of neural tube
defects, ten years later states which also had a high risk of neural tube defects rec-
ommended folic acid supplementation in the periconceptional period, or rather, the
enrichment of foods with folic acid: so for example in 1991 in the USA through the
Centers for Disease Control, 1992 in Great Britain through the UK Department
of Health, in 1992 in the Netherlands through the Netherlands Food and Nutrition
Council and 1993 through the Scientific Committee for Food in the EU.

In Australia, after at first controversial discussions, the recommendations of
the National Health and Medical Research Council were taken up by the National
Food Authority in 1995. Still in the same year, the voluntary food enrichment
with up to 50% of the daily folic acid requirements were included in the nutrition
guidelines. Three years later this recommendation was evaluated and the decision
made to replace the voluntary food enrichment by the compulsory fortification of
foods. In the USA, the US Department of Health and Human Services and the Food
and Drug Administration (FDA) in 1996 also decided to enrich cereal products
with folic acid.

In contrast to these countries, no national health policy strategy has up to
now been formulated e.g. in Germany. Not only to make sure that in Germany
all women of childbearing age equally profit from the findings and experienc-

27



Health Determinants In The Scope Of New Public Health

28

es of other countries should the enrichment of food with folates be considered.
Folate supplementation is inadequate here. Particularly also due to the fact
that the majority of the German population does not follow the recommenda-
tions of the nutrition campaign “Five a day” (intake of 5 portions of fruit or
vegetables a day) and that moreover the preparation and storage of foods lead
to folate content losses of between 30 and 90% (9), measures should be taken
to counteract this inadequate supply with folates in the normal population
with the enrichment of food on a systematic and not only selective basis. Ac-
cording to information taken from the German 2000 nutrition report (11), the
average daily folate supply in the population amounts to no more than 58%,
i.e. only half of the recommended value. Another aspect to be considered are
the genetic causes, i.e. the widely spread C 677 T gene polymorphism of the
methylentetrahydrofolatreductase (MTH-FR) in about 10% of the population.
All this in turn leads to elevated homocysteine levels in the normal population
with the above-described health impacts. It is particularly this reason of inad-
equate supply of the total population which prompts other countries such as
Canady (Ontario) (32), Rhaeto-Romanic Switzerland (33), Hungary or Chile
(34) to enrich their basic food with folic acid (fortification) so that mortality
from cardiac infarction and apoplexy could soon be reduced significantly.

Given the evident effectivity and efficiency at population level, the negligible
side effects and easy realization of the intervention, the implementation of such a
national health policy strategy for countries like Germany should now be discussed
in all seriousness (e.g. 0.1 mg folic acid/100 g bread or per 1 g salt). So finally, e.g.
in Germany, this issue is presently being dealt with as part of a risk assessment ap-
proach through the German Federal Institute for Risk Assessment (BfR).

Folic acid prophylaxis is one of the few examples of a prevention measure or
task of public health genetics which clearly fall into the responsibility of the state
or under the tasks of the federal government. It serves (almost) every citizen, is
efficient and has hardly any side effects. At present in various European coun-
tries such as Germany neither the “right” prevention measure is being carried
out in this area at the federal level nor has any national strategy been introduced.
In this example, no further assessment or even Health Technology Assessment
(HTA) is required. It should instead be urgently examined (policy development
and assurance) where the country-specific barriers to implementation lie. E.g. in
Germany, it has to be assumed that these are both cultural reasons (compulsory
fortification) and legal reasons (drugs versus nutrition supplements).
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EXERCISES

Students should search in the internet for “Newborn Screening” and “Folic
Acid Prophylaxis” as well as for actual initiatives in these fields of public health
genetics. Furthermore, students are encouraged to write a short paper (statement)
describing the challenges and tasks of public health genetics regarding newborn
screening and folic acid fortification in their country considering policy issues.
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fessionals should:
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. Understand the methods of dna isolation and banking;
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Abstract

Macedonian Human DNA Bank was created. Blood samples
were collected with written consent from the donors, specific
protections were provided for vulnerable populations (minors,
persons suffering from mental disorders, and adults placed un-
der limited guardianship). DNA was obtained from peripheral
blood leukocytes by the phenol extraction method. The MKD-
SPI is designated laboratory code for the DNA samples stored
in hDNAMKD. The samples deposited in hDNAMKD were
allocated in one of the three active projects (anthropology, un-
related patients, and related patients project). There are several
projects with different clinical diagnosis selected by depositor
according to predefined criteria. There are three projects that
included family data (related patients project): Related bone
marrow transplantation, related renal transplantation, and au-
tism. Depositors are donor’s physicians.

The DNA bank will provide material for research into the
molecular alterations associated with population diversity
and genetic disorders. Thus, the response to the needs of in-
dividuals and families who are threatened by genetic disease
will improve.

Teaching methods

After reading this module, students will work in small groups,
with additional recommended readings and Internet resources
in order to analyze biobanks in South Eastern European coun-
tries and will submit in a written form proposal for creation
SEE-PH hDNA bank.

Specific recommendations
for teachers

This module is organised within 0.25 ECTS. The work is con-
sisting from the text of this module, seminar paper, small group

discussions, as well as written recommendations for creation of
SEE-PH hDNA bank.

Assessment of
students

Seminar paper describing the content of biobank(s)
in SEE, and written recommendations for creation of
SEE-PH hDNA bank.
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CASE STUDY: MACEDONIAN HUMAN DNA
BANK (HDNAMKD) AS A SOURCE FOR
PUBLIC HEALTH GENETICS

Mirko Spiroski, Todor Arsov, Aleksandar Petlichkovski,
Ana Strezova, Dejan Trajkov,
Olivija Efinska-Mladenovska, Elena Zaharieva

1. Introduction

Two areas of investigations in biomedicine that began early in this century
have expanded rapidly in recent years. One is the search for genetic variation
associated with disease; the other is the use of genetic variation to infer human
origins and prehistory. Although anthropological and biomedical genetics have
different objectives, there are similarities in the resources they seek and the prob-
lems to be faced in obtaining them (1-3).

DNA analysis differs from many other genetic tests in several ways. First, the
rapid advance of DNA diagnostic capabilities places special responsibilities on
the providers of these services to keep current. Second, the long-term stability
of DNA may permit questions to be answered later that were not envisioned at
the time of its procurement. Third, since the DNA analyses commonly involve
linkage analysis, a concept that is unfamiliar to laypersons and too many health
care professionals, there is a significant risk of misinterpretation of results by
recipients (4-6).

The aim of this paper is to present the Macedonian Human DNA Bank (hD-
NAMKD) as a source for public health genetics, legal issues for consent require-
ments, methods of DNA isolation and banking, control of banked samples, own-
ership of banked samples, as well as service recharge rates.

2. Aims
The aims of the Macedonian Human DNA Bank are:

- To provide genetic material for human variations in Macedonian popu-
lation inside and outside Republic of Macedonia, and minorities living in Repub-
lic of Macedonia (Molecular Anthropology);

- To provide material for research into the molecular alterations associ-
ated with population diversity and genetic disorders Public Health Genetics or
Genetic Epidemiology);
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- To respond to the needs of individuals and families who are threatened
by genetic disease, particularly their wish to know whether or not they are at a
risk of developing or transmitting a disorder with a genetic component (Medical
Genetics).

3. Material and methods
Consent requirements for the banking and further use of samples

DNA samples are taken from the individuals with written consent and specif-
ic protections for vulnerable populations are provided (minors, persons suffering
from mental disorders, and adults placed under limited guardianship). Testing of
these persons for diagnostic purposes is permitted only when this is necessary
for their own health or if the information is imperatively needed to diagnose the
existence of a genetic disease in family members (7-8).

Individuals are informed with respect to the types of research that will or
might be carried out, the arrangements for access to or sharing of stored samples,
and the duration of storage (9). Consent is freely given, free from pressure, based
on information provided by the trained staff of the Institute of Immunobiology
and Human Genetics, Faculty of Medicine, Skopje, Republic of Macedonia. In-
dividuals have the right to withdraw at any time from the research, including
destruction of their samples (10). Individuals are asked to consent for broader use
of the DNA samples without need to re-contact individuals (11).

Consent at the population level (group consent) is provided from all individu-
als participating in the research by signing the questionnaire with their own, their
parents, their grand parents, and their grand grand parent’s anthropological data
for cultural, linguistic, religious, and geographic identification.

Chemicals and equipment

GeneQuant pro RNA/DNA calculator (Amersham Biosciences), GNA 100
electrophoresis (Amersham Biosciences), Electrophoresis Power Supply - EPS
600 (Amersham Biosciences), MacroVue UV-25 (Amersham Biosciences), Polar-
oid Gel Cam (Amersham Biosciences), Heracus Sepatech deep freezer (-800C),
Sorval 12MC V centrifuge.

DNA isolation and deposition

DNA was isolated from peripheral blood leukocytes by the phenol-chloro-
phorm extraction method (12). The quantity and quality of the genomic DNA
isolate is determined by 260/280 UV spectrophotometer with GeneQuant pro
RNA/DNA calculator. At regular intervals, the integrity of isolated DNA is eval-
uated by agarose gel electrophoresis performed on randomly selected isolates.
Following isolation and quality assessment, DNA is aliquoted into a normalized
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concentration. The preparation of aliquots serves to allow ready distribution of
DNA samples to both the client laboratory and their collaborators and to preclude
excessive routine freezing and thawing of the primary DNA isolate, a practice
which is well known to result in notable degradation of genomic DNA stocks. All
samples are stored in alarmed Heraeus Sepatech ultra-low freezer at -80°C.

Access to the DNA Bank facility is restricted to DNA Bank personnel; in ad-
dition, access to the DNA Bank’s computer databases is still further limited to
only selected Bank staff members. All DNA sample distributions require written
authorization by both the principal investigator of the study underlying the samples
in question (depositor) and the DNA Bank Manager (Director of the Institute).

Control of banked samples and quality issues

Sharing of all knowledge and distribution of materials are obligatory. Data and
materials are free of charge and are available at a nominal cost or to cover distri-
bution costs. Health professionals for their own medical research can use medical
data. DNA samples are stored indefinitely. Stored samples may be destroyed at the
specific request of the person. The destruction of samples is not possible for sam-
ples already provided to the researchers or if already entered into a research proto-
col or used for diagnostic purposes or used for immortalization of cell lines (7).

Ownership of banked samples

The owner of the anthropology data is Institute of Immunobiology and Human
Genetics (ITHG), Faculty of Medicine, Skopje, Republic of Macedonia. Banked
DNA from the patients is property of the depositors (IIHG and MD who sent the
material for DNA banking).

Service recharge rates

In accordance with Macedonian Fund for Health Protection, all services will
be charged according the Price List for Health Protection. Our recharge rate is
based on estimated material and labour costs for one 10 cc tube of whole blood.

4. Results

We defined three project fields in Macedonian Human DNA Bank: anthro-
pology (hDNAMKDI1), unrelated patients (hDNAMKD?2), and related patients
(hDNAMKD?3). Laboratory code for the DNA samples stored in Macedonian
Human DNA Bank is MKDSPI. A total number of 2705 DNA samples are stored
in Macedonian Human DNA Bank - 1526 in the anthropology, 722 in the unre-
lated patients, and 457 in the related patients project field. Depositor of the DNA
samples of anthropology project field is Institute of Immunobiology and Human
Genetics (Table 1).
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Table 1. Definition of Project Fields, hDNA Bank Code, Laboratory code, and frequency of
DNA samples stored in Macedonian Human DNA Bank (hDNAMKD) (December 31, 2004).

DNA Stored Samples

. . hDNA Bank
Project Field Cod
ode 2000 2001 2002 2003 2004 2000-2004

Anthropology hDNAMKDI 46 281 653 401 145 1526
Unrelated hDNAMKD2 111 249 75 210 77 722
patients

Blood related hDNAMKD3 19 159 103 115 61 457
patients

TOTAL 3 176 689 831 726 283 2705

The structure and definition of populations in this project (ANTH) are de-
fined according the personal national declaration, language, and religion (Table
2). Macedonians are defined as a nation with Macedonian origin, with Macedo-
nian primary and secondary language, and with different religions (Orthodox,
Catholic, Protestant, Muslims e.t.c.). National minorities (ethnicities) in the Re-
public of Macedonia are defined with MKD as a prefix added to the minority
name. MKDAIlbanians are Albanian minorities with Albanian as a primary lan-
guage, Macedonian as a secondary language, and Muslim religion. MKDRoma
are Roma minorities with heterogeneous primary language (Macedonian, Roma,
and Turkish), with Macedonian secondary language, and with Muslim religion.
MKDTurks are Turkish minorities with Turkish primary language, with Mac-
edonian secondary language, and with Muslim religion. MKDSerbs are Serbs
minorities with Serbian primary language, Macedonian secondary language, and
orthodox religion. MKDVlachs are Vlachos minorities with Vlachos primary
language, Macedonian secondary language, and orthodox religion. MKDAG-
mixed are the rest of minorities (Monte Negro, Jewish, and others) with admixed
primary languages, and admixed religions. There are DNA samples from the
Gora region, southwest Kosovo, Yugoslavia labelled as YUGGora with Goran
as a primary language, Macedonian secondary language, and Muslim religion.
Y UGGorans are very close to MKDMuslims situated in the west part of Repub-
lic of Macedonia (Table 2).
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Table 2. Definition of Macedonian population DNA samples stored in the
Anthropology project field of Macedonian Human DNA Bank (hDNAMKDI).

Population ) Other Primary Secondary o
Name Nation Nation Lancuase (Home) Religion
(ethnicity) guag Language
Orthodox
. . . . . Catholic
Macedonians Macedonian Macedonian Macedonian Macedonian
Protestant
Muslim
MKDAIlbanians Albanian Macedonian  Albanian Macedonian Musllm
Catholic
Macedonian, Muslim
MKDRoma Roma Macedonian Roma, Macedonian >
. Orthodox
Turkish
MKDTurks Turk Macedonian Turkish Macedonian Muslim
MKDSerbs Serb Macedonian Serbian Macedonian Orthodox
MKDVlachs Vlach Macedonian Vlachs Macedonian Orthodox
MKDAdmixed Admixed Macedonian  Admixed Macedonian Admixed
YUGGorans Gora Serbian Macedonian Serbian Muslim

Project codes for blood unrelated patients are defined as five character codes.
A total number of 722 DNA samples are stored from unrelated patients from
different projects. Depositors of the clinical DNA samples are medical doctors
working on different project in cooperation with the Institute of Immunobiology
and Human Genetics. There are 10 projects with different clinical diagnosis
selected by depositor according defined criteria. The number of clinical projects
and DNA samples is continuously growing up.

We have three projects consisted with family data: related bone marrow trans-
plantation (BMTR), related renal transplantation (RETR), and autism (AUTI)
consisted of a total number of 457 persons (DNA samples). Depositors are medi-
cal doctors connected with particular project. The number of projects, families,
and DNA samples from related samples is continuously in progress.
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5. Discussion

There are several integrative activities in Europe and USA for legislation,
creation, coordination and communication of biobanks. In the South Eastern Eu-
rope, there are present some human DNA, but they are not publicly available and
not connected with public health genetics.

European resources. The European Commission’s Biosociety website con-
tains a compilation of information on European policy and legislation, EU-
funded research, public consultation within Europe (including Eurobarometer),
bioethics, and food quality and safety. “Bioforum” offers an opportunity for
discussion of specific topics and there is also a database of experts.

»  Life sciences and biotechnology - a strategy for Europe (European Com-
mission, January 2002).

DRAFT: Proposed statement on formal recognition of medical genetics
as a medical specialty in Europe (European Society of Human Genetics, 2001).

*  Provision of genetic services in Europe - current practices and issues (13).
*  European Group on Ethics in Science and New Technologies.

*  Data storage and DNA banking for biomedical research: technical, social
and ethical issues Recommendations of the European Society of Human Genet-
ics (14).

*  Population genetic screening programmes: technical, social and ethical
issues Recommendations of the European Society of Human Genetics (15).

e Genetic information and testing in insurance and employment: techni-
cal, social and ethical issues Recommendations of the European Society of Hu-
man Genetics (16).

*  Directive 98/44/EC of the European Parliament and of the Council of 6
July 1998 on the legal protection of biotechnological inventions.

*  European Convention for Human Rights and Biomedicine (April 1997).
Article 11 of this Convention covers uses of genetic information. A useful Ex-
planatory Report to the Convention (May 1997) is also available. An additional
Protocol: Prohibition on Cloning Human Beings, was added in January 1998.

*  Concerted action on genetics services in Europe (CAGSE). A report of
an EU-funded project to produce an authoritative description of genetics services
in Europe, 1997 (13). The report, which was published as a supplement to the Eu-
ropean Journal of Human Genetics (17) contains tabulated information about:

- statistical trends in European countries (population, GNP, life expect-
ancy etc);
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- the numbers of genetically-trained professionals per million of popula-
tion;

- the current status of newborn screening programmes;

- the current status of screening for carriers of recessive diseases and late-
onset genetic disorders;

- the current status of genetic family registers;
- current educational programmes at undergraduate and post-graduate level;
- factors limiting access to medical and genetics services.

Ethical, Legal and Social Aspects of Human Genetic Databases (ELSA-
GEN) - A European Comparison. The ELSAGEN project has two general ob-
jectives:

1. Ethical, legal and social studies of genetic databases: To anticipate and
address questions raised by recent developments in genetics research by provid-
ing knowledge of ethical, legal and social aspects of population-based human
genetic databases.

2. Consultation: To consult citizens by providing knowledge of public views
of privacy and related moral values in the context of human genetic databases.

To meet the first objective a number of studies that fall into four categories
are undertaken: Ethical, legal, social and what could be called “fundamental”
issues.

Ethical issues. The objective of the studies on ethical issues is to provide
knowledge about such ethical concerns as privacy, consent and genetic discrimi-
nation in the context of human genetic databases.

Legal issues. The objective of the studies on legal issues is to provide
knowledge about the laws, policies and guidelines relating to genetic databases
throughout Europe, and the essential legal problems which have to be addressed
in relation to the collection and storage of genetic data; and to discern key com-
mon principles from this policy matrix and use them to construct a normative
framework.

Social issues. The objective of the studies on social issues is to provide knowl-
edge about the effects of human genetic databases and genomics on governance
and democracy, about the relations of ethical standards, social norms and values as
they are reflected in the debates about databases, and about the concepts and ap-
plications of social justice in the context of human genetic databases.

Fundamental issues. The objective of the studies in the fundamental issues
is to investigate relations between knowledge, values and human rights. Three
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studies are planned here, one on fundamental concepts in bioethics and the im-
plications of genetic databases, the second on how ethical frameworks mutate
and change in the light of new technologies and the third on the social, cultural,
and philosophical context of the science and technology on which human genetic
databases are based.

Consultation on public views of privacy. The second objective is to provide
knowledge about public views of privacy in the context of human genetic data-
bases, people’s trust of public and commercial organisations with regard to col-
lection and storage of personal data, and to what extent these views and attitudes
vary between the four countries. A combined quantitative and qualitative socio-
logical study will be conducted in the four countries and the results analysed by
bioethicists.

Public Health Genetics Unit (PHGU). Together with the University of Cam-
bridge Centre for Medical Genetics and Policy, the PHGU forms the nucleus of
the Cambridge Genetics Knowledge Park, established in April 2002 with fund-
ing from the Department of Health and the Department of Trade and Industry.
The PHGU is endorsed by the Faculty of Clinical Medicine of the University of
Cambridge. It is located at the Strangeways Research Laboratory and is associ-
ated with the University of Cambridge Institute of Public Health. Aims of the
PHGU are:

*  To keep abreast of developments in molecular and clinical genetics, and
in their ethical, legal, social and public health implications.

*  To provide a link between academic research, clinical practice and the
development of policy within the NHS for genetics and genetic services, includ-
ing the implications for the funding, development, staffing, organisation and pro-
vision of those services.

*  To establish mechanisms for dialogue within the NHS between geneti-
cists, physicians, public health and primary care professionals on matters related
to genetics, molecular medicine and genetic services.

*  To provide an epidemiological and public health perspective on NHS
policy development for genetic and related services, including criteria for evalu-
ating genetic testing and genetic screening programmes.

National Health and Nutrition Examination Survey (NHANES) I1I DNA
Bank: Gene Variants Important to Public Health. The National Health and
Nutrition Examination Survey (NHANES) is a nationally representative survey
of the United States population (18), conducted by the National Centre for Health
Statistics (NCHS). Detailed interviews, clinical, laboratory and radiological ex-
aminations are conducted as part of the survey. NCHS has collected these data
with an assurance of confidentiality (19). During the second phase of NHANES
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III (1991-1994), white blood cells were frozen and cell lines were immortalized
with Epstein-Barr virus, creating a DNA bank. The bank is maintained by the
National Centre for Environmental Health, CDC, and contains specimens from
more than 7000 participants (20, 21). In 2002, NCHS requested proposals for the
use of these specimens. Collaborative CDC-Wide Project A CDC-wide work-
ing group of epidemiologists and laboratorians, representing most Centres and
Institutes at CDC, was convened to develop a collaborative proposal for deter-
mining the prevalence of selected genotypes of public health importance using
the NHANES III DNA Bank (22). The criteria used to select genes important to
public health included:

*  known or hypothesized association with diseases of public health importance,
*  role in pathways affecting multiple diseases,

e identified functional variants,

*  relatively common variants (prevalence >2%),

»  previously described gene-environment or gene-gene interactions,

* relevant phenotypic data available in NHANES datasets, and

*  no current use for clinical risk assessment or intervention.

The final proposal included 87 variants of 57 genes known to be important in
at least six major pathways:

*  nutrient metabolism (e.g., folate and homocysteine; lipids; glucose; alco-
hol; vitamin D),

*  immune and inflammatory responses (e.g., cytokines, cytokine receptors),

* activation and detoxification pathways (e.g., drugs, carcinogens, envi-
ronmental contaminants),

*  DNA repair pathways (e.g., ionizing radiation, environmental toxins),
*  hemostasis and renin/angiotension pathways, and
e developmental pathways.

Genotyping is performed in collaboration with the National Cancer Institute
(NCI) at the NCI Core Genotyping Facility. Prevalence data from the
NHANES database will be the basis for future analysis of gene-disease asso-
ciations and gene-environment interactions. Gene-environment interactions are
considered to be the fundamental biological processes that both maintain health
and bring about disease. As our understanding of these interactions grows, estab-
lishing the prevalence of gene variants known to interact with specific environ-
mental factors will be a key factor in assessing the potential impact of environ-
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mental interventions. Genotypic information will add another dimension to the
analysis of clinical, physical, and lifestyle information collected by NHANES.
Additional analysis of genotype/phenotype relations will be proposed once the

prevalence data have been evaluated (Table 3).

Table 3. NHANES CDC-Wide Working Group

ATSDR Agency for Toxic Substances and Disease Registry
NCBDDD National Centre on Birth Defects and Developmental Disabilities
NCHSTP National Centre for HIV, STD, and TB Prevention

NCID National Centre for Infectious Diseases

NCEH National Centre for Environmental Health

NCCDPHP National Centre for Chronic Disease Prevention and Health Promotion
NIOSH National Institute for Occupational Safety and Health

NIP National Immunization Program

NCHS National Centre for Health Statistics

OGDP Office of Genomics and Disease Prevention

PHPPO Public Health Practice Program Office

(http://www.cdc.gov/genomics/NHANES. htm)
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EXERCISES: Biobanks in South Eastern Europe

Task 1: Seminar paper. Students should use additional recommended read-

ings and Internet resources in order to analyze biobanks in South Eastern Euro-
pean countries. As output, students should write a seminar paper describing the
content of biobank(s), ethical issues, accessibility, and potential use of biobanks
for public health genetics.
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Task 2: After reading this case study under the supervision of lecturer, stu-
dents are asked to split and work in small groups (4-6 students) in order to discuss
and create South Eastern European Public Health Human DNA Bank (SEE-PH
hDNA). Each group will discuss one of the following items (1 hour for reading
the case study, 1 hour for group discussion and 2 hours to produce written recom-
mendations to be presented to the whole group):

*  legal background for creation SEE-PH hDNA;
» aims of SEE-PH hDNA;

e project fields of SEE-PH hDNA;

e participation in international projects;

*  established working regulations;

. shares of SEE-PH hDNA;

*  working transparency and international network.
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Abstract

There is a considerable body of literature indicating a consist-
ent relationship between socio-economic factors and health.
The principal measures of socio-economic status have been edu-
cation, income, and occupation.

Education has been the most frequent measure as it does not usually
change (as income or occupation might) after early adulthood. In-
formation about education can be obtained easily and it is unlikely
that poor health in adulthood influences level of education.

Recent research undertaken in former communist countries has
developed specific instruments for assessment of individual socio-
economic circumstances or conditions. These include “material
deprivation” and “amenities at three levels” (self-perceived depri-
vation, an important psycho-social pathway to ill-health).
Assessment of socio-economic environment is important in order to
understand ill-health differences across population sub-groups.

Teaching methods

* Introductory lectures;
* Small-group seminars, during which students are assigned dif-
ferent tasks.

Specific recommenda-
tions for teachers

This module should be assigned 0.25 ECTS.

Assessment of
Students

» Group assignment (5-7 students): development of instruments/
tools to assess socio-economic factors. Students are expected to
come up with consensual/group questionnaires, which will help
them develop a “team spirit”. This is an important issue to regulate
the fragmentized learning and working dimension, which is rather
problematic in SEE countries due to an inherited “Soviet” teach-
ing style. From this point of view, group assignments are recom-
mended to account for 40% of the overall grade of the module.

e Individual assignment: take home essay (up to 3000 words, ref-
erences excluded). Students are expected to provide a compre-
hensive literature review about socio-economic determinants of
health, and critically appraise the major socio-economic factors
linked with ill-health on their own populations. Individual assign-
ments are recommended to account for 60% of the overall grade
of the module.
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Introduction

What accounts for the health gap between and within countries?

It has been argued that differences in availability, accessibility and afford-
ability of medical care services account for a considerable proportion of ill-health
differences across different sub-groups of populations (1-2).

From this point of view, health inequalities arise from inequalities in health care.

However, medical care fails to address the social gradient in the onset of new
cases of diseases, which are not issues of medical care per se, or inequalities
in mortality from diseases which are not amenable to medical services (or at
least, whose avoidance is questionable) (3). Moreover, the main contributor to
the mortality gap observed between Eastern and Western countries (coronary
heart disease), is believed not to be amenable to medical care (4-5). Furthermore,
childhood circumstances, work environment, unemployment, patterns of social
relationships, social exclusion, as well as engagement in unhealthy behaviour
cannot be accounted for by lack of access to good-quality medical care.

In addition, although individual risk partly explains the variation in occurrence
of diseases, it fails to explain marked differences in morbidity/mortality in line with
differences in socio-economic status over short periods of time (where genetic pre-
disposition to disease is assumed not to change substantially) (6-7). It is also worth
making a distinction between individual risk factors and environmental causes of
disease, since attempts to explain ill-health differences across populations based
only on an individual risk-factor approach has been persuasively criticized (8). Be-
sides the partial variation in occurrence of disease, it has proved difficult to modify
individual risk factors by trying to persuade individuals to change their behaviour.
Notwithstanding successes achieved with individuals in groups at high risk (e.g.
drug treatment for hypertension and/or high cholesterol levels), it makes a limited
contribution to reducing disease rates in the whole population (7-8). As Geoffrey
Rose has suggested, the cause(s) of individual differences in disease may be dif-
ferent from the cause(s) of differences between populations (9). Therefore, social
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determinants play a key role in explaining the ill-health gap between populations
and within population sub-groups.

Socio-economic circumstances: absolute and relative depravation

In attempting to account for the health gap between and within countries, a
considerable part of the research conducted in the last decades, has linked ob-
served differences in ill-health between and within countries with a whole array
of elements, which shape the socio-economic environment in different countries.

The following phenomena concerning the socio-economic circumstances are evi-
dent in different countries depending on the Gross National Product (GNP) structure:

There is a clear relationship between income and life expectancy (LE) be-
tween countries (10). In poor countries, even small increases in GNP (per capita)
are associated with relatively large increases in LE, which is due mainly to mal-
nutrition and/or infectious diseases. Hence, the absolute material deprivation is
an important determinant, which explains the differential toll of morbidity and
mortality between poor and rich countries. From this perspective, for the poor
countries of the world, an increase in living standards that reduces malnutrition
and infectious diseases will make a major contribution to improving health.

In counties with a GNP (per capita) of >$5000, the relationship between GNP
and LE is weak (10). The implication of such relationship is that, above a certain
level of income, even large differences in income between wealthy countries are
associated with negligible differences in respective LE.

For countries with similar levels of income, there is a strong relation between
income inequality and LE (10-11). This is termed “relative deprivation”, which is
arguably considered as a major determinant of ill-health in “rich” countries, as
opposed to the absolute deprivation which accounts for a considerable proportion
of morbidity/mortality in poor countries. Income inequality reflects the social
environment and the way societies are organized. From this point of view, there
is a developing research area that relates disease patterns to the organization of
society and the way society invests in its human capital. In recent years, it is
soundly being argued that many classical risk factors (such as hypertension, al-
cohol consumption, smoking, or lack of exercise) have clear social determinants
(7,11). Therefore, the excess morbidity and mortality not explained by the-abso-
lute deprivation in rich countries has been linked to the psycho-social concept
(referred to as relative deprivation). A striking example comes from the White-
hall study (British civil servants), which documented large differences in CHD
mortality patterns associated with the perceived (relative) deprivation (12). Form
this perspective, for the rich countries of the world, reduction in socio-economic
inequalities will make a major contribution to improving health.
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Social position and health status: selection or causation?

Plausibly, observed differences in disease rates relate more to characteristics
of the social environment. The causal direction, therefore, is likely to be from
social environment to illness, and not the other way (7). Nevertheless, it has been
intriguingly argued that health status may determine both socio-economic posi-
tion as well as social circumstances that affect health (13-14). From this point of
view, health could be a major determinant of life chances/opportunities. This
phenomenon has been termed “health selection”. The implication of such a phe-
nomenon is that health may “select” people into different social strata (layers)
(13-14). Accordingly, sick individuals are more likely to lose their jobs and/or
remain unemployed than healthy people. This might bear important implications
as to the direction of causality of the relationship between social position and
health. This would lead to the argument that poor health leads to lower position
in the social hierarchy, social exclusion, increased risk of unemployment and
job insecurity, less participation in social networks, unhealthy behaviour (diet,
smoking, alcohol and drug addiction, as well as lack of physical activity) (13-14).
However, such a question of “egg and chicken” can be convincingly addressed in
longitudinal (cohort) studies only. So far, current evidence (albeit limited to few
prospective studies) suggests the casual direction to be from social environment
to illness and not vice-versa (15-16).

Assessment of socio-economic factors in
countries of South East Europe

Education

Education is the most widely used measure of socio-economic status in most
of research conducted anywhere in the world (17). The advantage of employ-
ing such a variable (education) as a measure of socio-economic position is re-
lated to the relatively simple/straightforward questions, which usually generate
a high response rate (17-18). Furthermore, as educational attainment is usually
stable after young adulthood, it is little affected by poor health developed later in
life among adults of both sexes (17-18). However, engagement of education as a
measure of socio-economic position has also some disadvantages, which should
be taken into consideration, especially in countries of South Eastern Europe, or
more broadly former communist countries. For example, in Albania there are
huge birth cohort differences in levels of education, so as psychological and be-
havioural patterns of a given level of education are different for different cohorts.
In addition, poor illness in childhood may affect the level of education attained
in young adulthood. Nevertheless, due to its simplicity, comparability between
countries and especially the difficult endeavour of measurement of income level,
educational attainment is frequently used as the key measure of social ranking
in most of societies._
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Most of the research conducted in Eastern European and former Soviet coun-
tries has classified individual educational attainment into the following four
categories: primary or below, vocational (apprenticeship), secondary (or an
equivalent level), and university degree (19-22). Nonetheless, this classification
is contingent on: a) specific educational systems in each country, and b) the rela-
tive value each society assigns to the development of its human resources.

Income

Income like education is another widely used measure of socio-economic po-
sition (17-18). However, beside difficulties in assessment of such a variable (e.g.
high non-response rates), a low income level may reflect impaired health (13-14).
From this perspective, contrary to education, income maybe directly affected
by health status in adulthood, therefore pointing to differential life chances/op-
portunities in adulthood associated with state of health (13-14). Furthermore,
measurement of income is rather complex in all societies; it encompasses not
only individual wages, but also other sources of income such as real estate/
property or non-cash benefits (food stamps, free access to medical care, etc.).
Therefore, it may be more useful to measure the total assets of individuals,
which commonly is termed “wealth” (17). However, such measurements are
is a rather difficult job to pursue.

Things get even more complicated in former communist countries where tran-
sition towards a free market system in the last decade is associated with a high
degree of distrust/hostility and negative feelings/affection by large segments of
populations, which does not permit a reliable estimate of “real” individual in-
come/wealth in these countries.

In attempting to measure income level among undergraduate university stu-
dents in Tirana last fall, we employed the following instrument/question: “How
would you rate your monthly family income including wages, allowances, family
businesses, and other sources of income, subtracting the rent your family might
be paying for the apartment or house?” (23-24). However, we got the lowest
response rate for this question (80%), even though we asked for more confiden-
tial/sensitive information (sexual behaviour and practices, for which the overall
response rate was 87%). Therefore, other proxy measures should be engaged in
parallel with the self-reported income in order to capture the array of socio-eco-
nomic position of individuals in Eastern European countries.
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Occupation

Occupation is another variable commonly employed for assessment of so-
cio-economic ranking of individuals in all societies (17-18). However, the use of
such a measure (occupation) usually involves some categorization. Two famous
examples to mention with this regard are the Registrar General of Great Britain
(used since 1911) (25) and the US Bureau of Census (used since 1897) (26), which
are roughly comparable. Occupation is an important characteristic in modern
societies linked with prestige and social status. However, use of occupation as a
measure of socio-economic position bears several disadvantages. As for income,
current occupation for certain individuals may reflect the impact of disease/poor
health (13-14). Furthermore, modern research has focused on the decision lati-
tude, time pressure and social support in the work place rather than the classical
categorization of occupations/professions. Thus, the Whitehall study (conducted
among British civil servants) (12) in addition to Karasek’s pioneering evidence
(27-28), has arguably linked a higher risk of coronary events and its related mor-
tality with work environment/characteristics.

In former communist countries, the employment of current occupation/pro-
fession for assessment of social position is even more difficult. The orientation
towards a free-market system in the last decade has been associated with tremen-
dous changes in employment rates and occupational/professional shifting. Be-
sides the exceptionally high unemployment rates, it has not been uncommon for
physicians or other conventional “white-collar” professionals to have moved into
manual occupations and/or questionable businesses. On the other hand, former
“blue-collars” (with no university degree) employed currently in the most pres-
tigious positions are even less uncommon. Furthermore, the overwhelming rapid
socio-economic transition is driving large segments of populations into a multi-
occupational fashion (part-time jobs rather than a permanent full-time position).
Therefore, assessment of occupation/profession in countries of South Eastern
Europe must clearly address the following issue: assessment of current or “ha-
bitual” occupation? From this perspective, use of current occupation/profession
is rather questionable in these countries. Nonetheless, authoritative research con-
ducted in former communist countries has, to a certain extent, matched success-
fully current occupation as a measure of socio-economic position. Occupation in
these studies was classified into three broad categories: managerial/supervisor,
other employment and self-employment (19-22).
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Assessment of absolute and relative deprivation
in former communist countries

Recent research undertaken in former communist countries has developed
specific instruments for assessment of individual socio-economic circumstances.
Thereof, a concept of “material deprivation” (19, 21-22, 29) and a concept of
“relative deprivation” (30) were developed.

Material depravation

Material depravation was used as an index of absolute depravation in former
communist countries. It is assessed by 3 questions about how often the indi-
viduals’ household has difficulties to buy enough food or clothes and to pay bills
for housing, heating and electricity (19,21-22). Possible answers to these ques-
tions (never/almost never, sometimes, often, always) are coded and a depravation
score is derived as the sum, based on which individuals are classified into two
categories: low material depravation and high material deprivation. This rather
simple instrument has resulted valid in prediction of poor health in vulnerable
sub-groups (i.e. individuals with low socio-economic status) (19, 21-22, 29).

Relative depravation: amenities at three levels

In attempting to assess the relative (self-perceived) depravation as an impor-
tant psycho-social pathway to ill-health, individuals in Hungary were asked to
report on household items that they possessed (30). According to this approach,
household items are classified as follows:

Basic items: washing machine, refrigerator, microwave, telephone.

Socially oriented items: colour television, radio cassette recorder, car, motor-
cycle.

Luxury items: cable television, air conditioner, dishwasher, personal compu-
ter, summer house, garden.

Nevertheless, application of this classification should be regarded with cau-
tion, as different items might fall into different categories depending on the
specific socio-economic environment of each country. For example, in Albania
microwave and car ownership would be better placed into the 3™ category (i.e.
luxury items). However, such a practical classification of amenities may be use-
ful and worth adopting by all SEE countries in order to assess the health impact
of both, absolute and relative depravation.

Therefore, postgraduate public health students are encouraged to adapt and
validate these instruments (material depravation and amenities at 3 levels) for
their specific settings/environments.
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EXERCISES

Task 1: Students are required to develop tools for assessing socio-economic
position based on three main components engaged in research studies worldwide
(education, income and occupation/profession). Students should design a simple,
but comprehensive questionnaire in order to capture the array of social position
(social ranking) of individuals in their own settings. In different countries/cul-
tures, education, profession and income bear different socio-economic connota-
tions. Therefore, students are expected to design such a tool which would best
capture the array of social standing for individuals pertinent to their societies.

Task 2: Students are required to develop a tool for assessing material dep-
ravation based on the questionnaire designed by Bobak M et al (19,21-22). This
questionnaire, however, should be adapted/amended in line with specific socio-
economic environments of students’ own societies.

Task 3: Students are required to provide the means for assessing relative dep-
ravation based on measurement of amenities at three levels, as described by
Marmot M et al (30). Same consideration as above (i.e. questionnaires should be
designed in a “setting-specific” fashion).
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policy-makers in the sense of thought-transference and imple-
mentation of research achievements into practice.
After completing this module (domain of intellectual, practical
and also communication skills) participants should be capable to:
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Abstract

Socio-economic inequalities in health are a major challenge for
health policy, not only because most of these inequalities can be
considered unfair, but also because reducing the burden of health
problems in disadvantaged groups offers a great potential for im-
proving the average health status of the population as a whole.
However, it seems that public health professionals are not enough
aware of inequalities in health, or they are not trained enough to
handle them. It can be partially explained by the fact that there is
insufficient postgraduate education and continuous training in the
field of socio-economic inequalities for public health personnel.
This module consists of four activities (tasks), one activity for
every learning objective (Task 1 - Assessment process of the avail-
ability of data, Task 2 - Existing data resources, Task 3 - Methodo-
logical guidelines, Task 4 -Formulating a public health policy.

Teaching methods

For the purposes of this training programme a workshop should be
performed (Four weekends of training course on Friday afternoon
and on Saturday) within four months.

The whole programme should be carried out as a discussion led
by a moderator. After every activity, specific learning objectives
should be determined for every participant and until the next work-
shop their professional tasks should be performed. Their achieve-
ments should be reported (within 10 minutes) and discussed with
other participants at the next meeting. The formulated document
should be submitted to policy-makers.

Resources: A computer room for 20 participants needs to be as-
sured. Statistical package SPSS for Windows should be installed
on every computer and if necessary, the software should be also
installed to the personal computers of the participants. Equipment:
data projector for PowerPoint presentations, overhead projectors,
paper, pencils.

Specific recommenda-
tions for teachers

Suggested ETCS: 0.50, of which, 2/3 should be supervised work and
1/3 individual work. It is recommended for participants (a group of
15 to 20 students) to be familiar with the statistical package SPSS
for Windows. A computer room should be provided.

Assessment of
participants

An attitude test should assess the changes in the attitudes of par-
ticipants. Two questionnaires should be administered to all course
participants, one at the beginning of the first meeting and the other
one at the end of the training course.

Module evaluation:

Questionnaires should be distributed during the course to assess
the level of satisfaction of participants with the programme. How-
ever, the most important evaluation of the module should be the
final outcome — health policy formulation.
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INEQUALITIES AND ILL HEALTH

Barbara Artnik

Introduction

Differentials in health and longevity by socioeconomic status (SES) and by
the nature of social relationships have been identified in a myriad of studies,
some dating as far back as the 1800s. More so than most research areas, this
field has actively engaged researchers from many disciplines, including sociol-
ogy, psychology, economics, demography, epidemiology, biology, and medicine.
They have found that, with few exceptions, persons of higher socioeconomic
status and persons, who are more socially integrated, experience lower rates of
morbidity and mortality than their respective counterparts (1-4).

The international evidence points to an uneven distribution of health and dis-
ease, favouring those in socially advantaged positions, whether position is meas-
ured by income, education, occupation or other indicator or socioeconomic status.
These associations have been identified across time, place, gender, and age. Moreo-
ver, these inequalities in health are apparent for a broad set of outcome variables,
such as self-perceived health, most illnesses, disability, mortality, and psychologi-
cal well-being, and for alternative measures of social position, such as income,
other measures of wealth, education, occupation, level of social integration, and
marital status. The magnitude of the differentials is substantial, not trivial. For
example, mortality rates are commonly two-to three-fold greater for people at the
bottom than at the top of the social scale; life expectancy is five years less for
unskilled workers than for professionals; there is a gap of between nine to twelve
years in disability-free life expectancy between poor and rich people (5).

Terminology

The term “inequality” is used for stating differences in health status deter-
mined by social variables like educational grade, professional category and in-
come level sometimes added up to one integrated index of social status. By some,
this is called “vertical” inequality, whereas “horizontal” inequality may refer to
various dimensions of disparities connected with gender and age or different
ways of looking at a person’s position in the society, e.g. marital and family sta-
tus, ethnic group, whether one is a migrant or a native resident etc. Others prefer
not to make such a distinction but to think instead in terms of disadvantaged or
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vulnerable groups such as migrating labourers, the unemployed, socially isolated
elderly, and one parent families.

The differences or variations in the health profiles can be measured from
standard health statistics. However, not all of these differences can be described
as inequalities.

Inequality in health is a term commonly used in some countries to indicate
systemic, avoidable and important differences. However, there is some ambiguity
about the term, as some use it to convey a sense of unfairness while others use
it to mean unequal in a purely mathematical sense. Added to this is the problem
of translation in some languages, where there is only one word available to cover
both “inequality” and “inequity”. To avoid confusion, the terms “equity” and
“inequity” have been chosen by World Health Organisation (WHO) for the Euro-
pean Health for All strategy.

The term “inequity” as used in WHO documents has a moral and ethical
dimension. It refers to differences in health which are not only unnecessary and
avoidable, but in addition, are also considered unfair and unjust. In order to de-
scribe a certain situation as inequitable, the cause has to be examined and judged
to be unfair in the context of what is going on in the rest of society. The is-
sue of equity in health is not only equity in health outcomes, but also equity in
the various determinants of health. The concept of fairness obviously involves
a moral judgement and is, therefore, intrinsically difficult. As is the case with
health outcomes, the inequities in health determinants are those that should not
exist. Every person should, in terms of equity, have the opportunity to access
those sanitary and social measures necessary to protect, promote, and maintain
or recover health (6).

Explanations for inequalities in health

Three categories of explanations for the observed patterns have been pro-
posed. One set of hypotheses relates to a set of causal mechanisms through which
socioeconomic status and social relationships potentially affect health status and
the risk of dying. A second type of explanation, sometimes referred to as “se-
lection” or “reverse causation”, refers to a set of pathways whereby unhealthy
individuals may reduce their social position or become socially more isolated
as a consequence of their inferior health status. A third, less frequently invoked
explanation encompasses artefactual mechanisms, such as measurement error.

The consensus among researchers from different disciplines is that the observed
disparities in health are driven largely (although not entirely) by a complex set
of causal processes, rather than by selection or artefactual mechanisms. In terms
of SES and health, the claim has been that, although there is some evidence of
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downward social mobility among individuals in poor health, this selection process
makes only a minor contribution to the overall association between SES and a wide
range of health indicators (7-13).

Similarly, scientists have argued that selection processes have a negligible
impact on the observed health differentials in social support, social integration,
and marital status (14, 15).

Artefactual mechanisms (e.g., errors of measurement, such as undercounts in
the census, numerator-denominator problems, such as inconsistencies in reports
between registration and census data, or inappropriate measures of mortality or
SES) are also not considered to be a powerful explanation of the observed as-
sociations (16, 17).

A review on inequalities in health

The relation of poverty to ill health has been known for centuries, and the clas-
sic work of medical historians such as Sigerist (18) outlines the evolution of that re-
lationship. He describes the major lines of thought of the eighteenth century when
activists like Johann Peter Frank recognized poverty as a major cause of disease
and advocated for a police function in public health. The industrial revolution ac-
centuated the appalling health living conditions of the poor and led to the utilitarian
approaches of reformers like Chadwick towards improving the health of the poor
in the nineteenth century.

It is appropriate here to point out the role of one of the medical heroes, Rudolf
Virchow (19), whose leadership of the health reform movement in this country has
left a remarkable legacy in terms of social security that includes health benefits. He
investigated an outbreak of relapsing fever in Silesia and came to the conclusion
that the causes were essentially social. According to Sigerist, he recommended
prosperity, education, and liberty, which can develop only on the basis of complete
and unrestricted democracy.

Almost every country in the world has data showing the differences in health
outcomes. In spite of that researchers refer frequently to the United Kingdom
where there is a tradition of more than 150 years of collecting and analysing
health data. The politically most effective description of socio-economic gradi-
ents and mortality after the Second World War was so-called Black Report (2)
published first 1978 in the United Kingdom. The results demonstrate the constant
social gradient for almost all causes of mortality. It was a seminal work on the
inequalities in health and the policies necessary to promote and restore health.
Even though the report caused little positive domestic reaction at the time, it
was and continues to be the stimulus for debate and research in the international
arena on the inequalities of health outcome and the means to address them.
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More recently another study on inequalities in health in the UK has been con-
ducted, and the findings have been published in what is known as the Acheson
Report (20), after Sir Donald Acheson. The report documents the persisting in-
equalities in health and states that for many measures of health, inequalities have
either remained the same or have widened in recent decades. The report “adopts
the socioeconomic model of health and its inequalities” and posits that the ca-
pacity of the personal behaviour and lifestyles of individuals to affect health is
significantly modulated by the social and community influences in which a given
individual operates. In addition, there is a wide range of living and working con-
ditions that can positively or negatively affect the health outcomes.

The data clearly show the impact of social class on health. In spite of criticisms
of the formulation of the social classes, there is now overwhelming evidence of
the influence of social hierarchy on health. In the classic work Why Some People
Are Healthy and Others Not (21), Renaud makes a most definitive statement: The
lower one is situated in the social hierarchy as defined by work, lodging, educa-
tion, income or whatever; the lower one’s probability of staying in good health
and the lower one’s life expectancy. This is the most frequent and most pervasive
of all the observations made in the history of public health.

The fact that health outcomes are to a large measure socially determined
gives hope that these social conditions, if altered, can lead to improved health.
The Acheson Report (20) notes that in order to reduce health inequalities, “fur-
ther steps should be taken to reduce income inequalities and improve the liv-
ing standards of poor households.” This recommendation is remarkably accurate
when it addresses both the aspect of difference in income and the absolute level
of income that is associated with poverty. There has often been debate as to
whether it is income distribution or poverty that has the major impact on health.
The answer is that the predominance of one or other depends very much on the
economic status of the population examined.

There is a clear potential link between social ties and social capital as re-
viewed by Kawachi (22). Kawachi and his colleagues (23) describe lucidly the
two approaches to the economic situations associated with ill health. There is
the focus on absolute poverty, with the need that is expressed so often today to
eliminate or to eradicate poverty. These expressions borrowed from the image of
disease control and eradication but, although attractive as slogans, are not usually
useful in operational terms. The other focus is on relative deprivation, where it
is the difference in income between groups perhaps at any level of wealth that is
a major determinant of health outcome. It is important to make this differential.
Poverty affects the individual’s capacity to maintain or recover his or her health
and in addition impacts on the societal environment that itself will affect health.
Relative deprivation or, in its commonly assessed expression, misdistribution of
income is not an individual characteristic, but is very much a structural aspect of
the society or group in which the individual has to function.
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As already indicated, it is not only absolute deprivation that is important. As
Wilkinson’s seminal work (24) has proven, income inequality has an equally and
sometimes more powerful influence on such health outcomes as infant mortality
rate and life expectancy. Particularly in the developed and richer countries, it is
income distribution rather than individual measures of wealth such as per capita
gross national product (GNP) that are important. However, a decreasing expo-
nential trend of standardised mortality from cardiovascular diseases at increas-
ing GNP can be observed in the countries of South Eastern Europe (Figure 1).

Figure 1. Gross national product (GNP) and standardised mortality from
diseases of circulatory system by South Eastern European countries, 2002
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Income misdistribution is associated not only with health outcome but with a
whole range of social pathologies. In societies that have more income inequality,
there is increased criminal activity, for example.

Constant (although not necessarily linear) relationships between SES (meas-
ured by occupational class, income, or education level) and health status have
been established for other outcomes, including the infant mortality rate and the
prevalence of major chronic diseases (7). A well established relationship between
educational level and health status is mediated in part by the obvious connections
between higher educational achievement, a better job, improved standard of liv-
ing and more resources to devote healthcare and treatment.
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People in many of the lower income countries — and, indeed, poor, disad-
vantaged and marginalised people everywhere in the world —have benefited less
from the products of health research and continue to suffer high — and often
growing — levels of ill health and premature death. Many of the reasons for this
can be traced to failures to use knowledge which can be linked to issues such as
inadequate finances, lack of political will, weak infrastructures and missing hu-
man resources.

There is a vicious circle linking poverty and ill health. As a consequence poor
people are subject to higher rates of maternal mortality, HIV/AIDS and a host of other
burdens that can have devastating consequences for themselves and their families.

It also has been proposed that when material deprivation is such that the ex-
pectations of the individual cannot be fulfilled, a situation develops similar to
the anomie described by Durkheim (25). As he first conceived it, anomie refers
to a state in which the usual norms are no longer clear or observed, and later he
used the concept to describe anomic suicide. The competition between individu-
als and the incongruence between aspirations and possible satisfaction favoured
the impulse towards suicide. It is not farfetched to relate the increase in criminal
activity and social stress attendant upon income inequality to the anomie of Du-
rkheim.

The relationship between income and measures of health such as life expect-
ancy is curvilinear. The poorer the group, the sharper and clearer the relation-
ship, but above a certain level of income the curve flattens and the effect of
income on health is progressively muted. In terms of country level comparisons,
we can note that the effect of income on life expectancy, for example, is stronger
in the developing than in the more developed countries. Figure 2 shows the con-
nection between life expectancy at birth and GNP in South Eastern Europe. A
logarithmic trend from the given data of South Eastern Europe shows a strong
positive gradient for the low GNP, whereas a moderate increasing slope for the
countries with the higher GNP is observed. The life expectancy trend confirms
the observations from other countries.

In a classic series of data produced 25 years ago, Preston (26) developed a
family of curves for the relationship between income and life expectancy for
different decades of this century. The curves remain qualitatively the same, but
over time—as countries prosper—the curves shift, and there is a higher life ex-
pectancy for the same income level. This is a most important observation, in that
it leads to the view that there are exogenous factors such as technology, both
hard and soft, that have contributed to this increase in life expectancy at similar
income levels. It is the advent of this technology that has been implicated in the
finding of the relatively more rapid improvements in health in many of the devel-
oping countries.
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Figure 2. Life expectancy at birth and gross national product
(GNP) by South Eastern European countries, 2002.
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It has been suggested that it is not only difference in outcomes, such as mortal-
ity rates, that can be affected by misdistribution of income. Income differentials
result in or are derived from different work opportunities, and these employment
differentials are said to create a situation in which the self-worth and autonomy
of the lower paid worker are so affected as to lead to varying degrees of psycho-
social stress. The spread of information that shows what can be achieved else-
where makes the appreciation of the gap between aspirations and reality so great
that there can be outcomes measured in terms of physiological abnormality. The
television images of the rich and famous are seen in the most remote parts of the
world, and miracles of modern technology appear to be there simply for the ask-
ing. Blood pressure, for example, increases when there is incongruity between
what the individual perceives to be an acceptable or conventional lifestyle and
that to which he or she is subjected or relegated because of material deprivation.

Results are less clear cut in studies that employ multiple measures of social
position. For example, Fuchs (27) argues that when health is modelled as a func-
tion of both income and schooling, the latter variable dominates, sometimes lead-
ing to a negative association between health and income.
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Findings from many studies have challenged the notion that the association
SES and health is due largely to the adversities associated with poverty. Instead
of revealing a threshold effect, these associations have emerged at every level
of the social hierarchy (e.g., the highest social class was shown to be healthier
and have lower risks of dying than the next highest group), generating what re-
searchers now refer to as a social gradient in health. For example, the widely
cited Whitehall study from the 25-year follow-up of British civil servants (28-
30) shows the social gradient in all-cause mortality. The mortality gradient was
present even within a relatively homogeneous group: civil servants in one type
of occupation (stable office jobs) and one geographical location (London), but in
different grades of employment (8). These men were all in stable employment
and none were in poverty in any absolute sense of that word, yet there is a gradi-
ent in mortality. Each grade in the civil service has higher mortality rates than
the grade above it in the hierarchy.

Lisa Berkman and Thomas Glass (31) have reviewed the evidence for the
strong and consistent protective effect of participation in social networks and of
social support. Evidence from the Whitehall II study shows that the lower is the
position in the hierarchy, the less is the participation in social networks outside
the family, and the more negative the degree of social support is (32).

The impact of poverty on health is still evident today, and in every country
it will be the poor who are the most disadvantaged, both in terms of health
outcomes and in access to the factors that make for good health. Poverty is
associated with mental as well as physical illness, and there are good data to
show that low socioeconomic status is associated with higher rates of psycho-
pathology. But as the Report on World Mental Health (33) points out, “although
poverty is linked to mental ill health, economic prosperity does not translate
directly into either personal or social well-being.”

There is a gradient in health outcome running from the most to the least
advantaged members of society; these health outcomes are not specific to any
particular cause; a medical response will not solve the problem; nor will a re-
sponse that emphasises individual choices over lifestyle. Inequalities in health
are a manifestation of the social determinants of health. While it does not follow
automatically that if the causes are social in origin, the solutions need necessarily
to be social; it is likely that an understanding of causes of inequality has the pos-
sibility to lead to policies that can make a fundamental contribution to improving
health in society (34).
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WHO: Health for all in the 21st century

The policy of the World Health Organisation (35) is based on the fact that the
world is one and indivisible. As stated in the 1998 World Health Declaration,
the enjoyment of health is one of the fundamental rights of every human being.
Health is a precondition for well-being and the quality of life. It is a benchmark
for measuring progress towards the reduction of poverty, the promotion of social
cohesion and the elimination of discrimination. Health status is differing signifi-
cantly between the Member States of European Region (51 countries) and within
them is representing the major obstacle to development. The regional policy for
health for all is a response to the World Health Declaration (35). To achieve health
for all in the 21st century, the European Region of WHO has set 21 targets (36),
which Member States are supposed to achieve between the years 2005 and 2020
(depending on individual target) by the means of the national policy and regional
development’s orientations. For equity in health, the first two targets are of the
main importance. Equity in health is supposed to be attained by the means of
solidarity at country level and in the European Region as a whole.

Target 1: Solidarity for health in the European Region

Poverty is the major cause of ill health and lack of social cohesion. One third
of population of the eastern part of the European Region, 120 million people,
live in extreme poverty. Health has suffered most where social systems have col-
lapsed, and where natural resources have been poorly managed. This is clearly
demonstrated by the wide health gap between the western and eastern parts of
the Region. The differences in infant mortality rates are the most significant
(from 3 to 43 per 1000 live births) as well as in life expectancy at birth (from 79
to 64 years). According to the plans of the WHO (36), the present gap in health
status between Member States of the European Region should be reduced by at
least 30 %. In order to reduce these inequities and to maintain the security and
cohesion of the European Region, a much stronger collective effort needs to be
made by international institutions, funding agencies and donor countries. Fur-
thermore, external support should be much better integrated through joint inputs
into government health development programmes that are given high priority
and are firmly based on a national health for all policy in the receiving country.

Target 2: Equity in health

Second target of the WHO aims to ensure the differences between socio-
economic groups to be decreased, since even in the richest countries in the Eu-
ropean Region, the better off live several years longer and have fewer illnesses
and disabilities than the poor. The health gap between socioeconomic groups
within countries are supposed to be reduced by at least one fourth in all Member
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States, by substantially improving the level of health of disadvantaged groups of
inhabitants.

Poverty is the biggest risk factor for health, and income-related differences in
health — which stretch in a gradient across all levels of the social hierarchy — are
a serious injustice and reflect some of the most powerful influences on health.
Financial deprivation also leads to prejudice and social exclusion, with increased
level of violence and crime.

There are also great differences in health status between women and men in
the European Region. Other health-risk factors, which are determining associa-
tion with a certain socio-economic group, are educational level, nationality, etc.

Advisable Guidelines for Reducing Inequalities in Health

Socio-economic inequalities in health are a major challenge for health policy,
not only because most of these inequalities can be considered unfair (6), but
also because reducing the burden of health problems in disadvantaged groups
offers a great potential for improving the average health status of the popula-
tion as a whole (37). The international community and national governments are
turning to the scientific community for advice on how to reduce inequalities in
health. Governments are looking, in the worlds of WHO’s strategy for Europe,
for »a scientific framework for decision makers« and »a science-based guide to
better health development« (36). As recommended by the WHO for European
Region (36), policy-makers should develop a systematic strategy for monitor-
ing socio-economic inequalities in health. Action should be taken on different
levels. Inequalities should be reduced by the means of the state strategy, city
and community policies, using intersectional co-operation. Extend of the health
and social activities should be planned, co-ordinated and enlarged in a profes-
sional and a precise manner, with the special emphasis laid on children, invalids,
pregnant women and elder persons. People as individuals should be aware and
ensured better information on growth and development of children, life-style
and health, endangerment at work, etc. Taking the measures stated here above is
conditioned by structural and etiological familiarity with inequality between in-
dividual groups of population in a certain place and time. Research programmes
for studying the condition and for reducing health inequalities have already been
introduced by the Netherlands, Finland, New Zealand (38-41). These countries
were recently joint by the UK Government with its programme (42).

However, in other countries it was too little done to solve the problem of ine-
qualities in health. It seems that public health professionals are not enough aware
of inequalities in health or they are not trained enough to handle them. It can be
partially explained by the fact, that there is neither postgraduate education nor
training in the field of socio-economic inequalities for public health personnel.
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Several principles for action stem from the concepts of equity outlined by
Margaret Whitehead (6). These are listed here as general points to be borne in
mind when designing or implementing policies, so that greater equity in health
and health care is promoted:

1. Equity policies should be concerned with improving living and working
conditions;

2. Equity policies should be directed towards enabling people to adopt
healthier lifestyles;

3. Equity policies require a genuine commitment to decentralizing power
and decision-making, encouraging people to participate in every stage of the
policy-making process;

4. Health impact assessment together with intersectional action;
5. Mutual concern and control at the international level,

6. Equity in health care is based on the principle of making high quality
health care accessible to all,

7. Equity policies should be based on appropriate research, monitoring and
evaluation.

Above all, it should be stressed that solving problems of inequity cannot be
achieved by one level of organisation or one sector but has to take place at all levels
and involve everyone as partners in health to meet the challenges of the future.

Conclusions

There is consistent evidence throughout the world that people at a socio-eco-
nomical disadvantage suffer a heavier burden of illness and have higher mortal-
ity rates than better off counterparts (1-4).

Science has brought dramatic improvements in human well-being world-wide,
as witnessed by the contributions it has made to extending lifespan and quality
of life for people in many countries in the last century but the benefits of modern
health research have not been evenly shared. Half of the world’s premature deaths
could be prevented with simple and cost-effective interventions. But it is not enough
known how to make these more widely available to the people who need them.

The risks that lead to chronic diseases contribute to health inequalities by
social class in developed countries, and increasingly in developing countries (43-
45). There is a need for researchers focusing on inequalities in health to identify
which interventions and policies will have the most pronounced impact on reduc-
ing social class inequalities and engage in the development of health promotion
approaches that explicitly target reduction in inequalities.
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The targets of WHO in the European Region (36) are clearly very ambitious,
that may not be realistic everywhere. Nevertheless, it gives a clear focus to health
policy and promotes the monitoring of quantitative changes over time in socio-
economic inequalities in health, which is essential to assess the effects of health
policy interventions. This will only work, however, if ways can be found of quan-
tifying the “size” of socio-economic inequalities in health (46).

However, although we should not formulate policies in the absence of evidence
to support them, we must not be paralysed into inaction while we wait for the evi-
dence to be absolutely unimpeachable (34). The evidence in this Chapter provides
basis for formulating policies to address the social determinants of health.

EXERCISES: ADVISABLE GUIDELINES
FOR REDUCING INEQUALITIES IN HEALTH

For the purposes of this training programme four tasks will be executed (one
task for every learning objective). The whole programme will be carried out as
a discussion led by moderator. After every task specific learning objectives will
be determined for every participant and until the next meeting their professional
tasks should be performed. Their achievements will be reported (within 10 min-
utes) and discussed with other participants at the next meeting.

Task 1. Stimulating introduction at the first meeting will be led by moderator:
key words will be used as a target to sensitise the participants that the inequali-
ties in health exist. Discussion: The assessment process of the availability of data.
Task 1 they have to achieve until the Meeting 2:

*  To inventory the data that are already being collected and that can be
used to measure the magnitude of socio-economic inequalities in health (from
socio-economic registries, mortality registries, health interview surveys, etc.);

e To assess the informative value of these data;
*  To make provisions for generating new data.

Task 2. At the second meeting the reports should be presented by every par-
ticipant. Discussion: Existing data sources. The results of the first workshop will
determine whether additional data need to be collected or just data from differ-
ent registries or surveys should be linked. Task 2 they have to achieve until the
Meeting 3 (if necessary):

»  To add variables to existing data sources;

*  To link data from different registries.
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Task 3. At the third meeting the reports should be presented by every par-
ticipant. Methodological guidelines should be discussed and refined. It has to be
decided:

e Which morbidity and mortality indicators will be used and how the so-
cio-economic status of subject will be measured and classified,;

e Are absolute or relative differences (or both) to be measured;

*  Should the analysis be limited to measuring the effect of lower socio-
economic status on health of people of lower socio-economic status, or should it
also aim at measuring the total impact these inequalities have on the health of the
population;

e The choice of an adequate level of analysis and the application of multi-
level analysis.

*  Task 3 they have to achieve until the Meeting 4:
*  To analyse socio-economic inequalities in health;
*  To interpreted the results carefully;

*  To prepare the results for clear and understandable presentation.

Task 4. At the fourth meeting he results have to be presented clearly and un-
derstandably (e.g. to use graphical displays) by every participant. The discussion:
Formulating a public health policy response to the results:

*  To what extend has the state identified inequalities in health as an impor-
tant health and social problem until now;

e What are the objectives for any interventions?

*  Who are the main groups with a concern for inequalities in health?
*  What are their interests, priorities, and commitments?

*  What is the context within which interventions need to be considered?
o etc.

The formulated document should assure that public health policy satisfies
identified needs and finally it should be submitted to policy-makers.

Follow up workshops on health policy development should be performed eve-
ry six months.
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Abstract

The concept of poverty is a multifaceted one and does not refer
solely to economic issues. There are also a number of related
notions, which are directly linked to poverty, such as: equity,
vulnerability, social exclusion and development. Equally, there
is a strong bi-directional relation between poverty and health,
resulting in the fact that one cannot be achieved without attain-
ing the other. Starting from the multiple concepts of poverty
and its relations, a number of indicators for measurement can
be defined, each of them having its advantages and limitations.
This paper provides a brief overview of the poverty facts and
figures for some European countries and briefly describes the
strategies for poverty reduction.

Teaching methods

Teaching methods include lectures, interactive group discus-
sions, seminars.

Specific recommendations
for teachers

This module should be assigned 0.50 ECTS, of which two
thirds should be lectures and guided discussions and one third
individual/group work: searching for literature and trying to
define and identify strategies for poverty reduction in a region/
country and the use of indicators to support these strategies.

Assessment of students

Quality of seminar paper and oral discussion.
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POVERTY

Carmen Ungurean, Irma Eva Csiki

Concepts of poverty

Based on intuition and experience one can think poverty is easy to recog-
nize: hunger, threadbare clothes, homelessness, begging, ignorance, ill-health
and the list can go on. This apparent standardized representation of poverty
is illusory, as poverty represents a complex, multidimensional and dynamic
phenomenon. The way poverty is looked at depends a great deal on the values,
ideals and preferences of individuals, organizations and societies.

The way poverty is defined determines the methods of measuring it, which
at their turn yield results upon which policies and strategies to address this
issue are built. The term was dedicated a richness of definitions throughout
the literature overtime. According to Oxford Concise Dictionary, poor means
“lacking adequate money or means to live comfortably” and poverty is “the
state of being poor” and “want of the necessities of life”. Poverty has been tra-
ditionally understood as the lack of access to resources, productive assets and
income resulting in state of material deprivation (1).

Although widely used, poverty is not merely an economic definition, meas-
ured exclusively with monetary units, rather is a term behind which stand a mul-
titude of concepts. The line of thinking has moved from considering poverty
strictly in material terms of deficiency in individual consumption, to adding new
dimensions of common properties and state provision of commodities, as well as
qualitative ones such as autonomy, dignity, and empowerment. Figure 1 presents
the scheme of the range of poverty concepts, proposed by Bauluch in 1996, where
PC is “private consumption”, CPR is common property resources, and SPC is
state-provided commodities. The top of the pyramid is the narrowest definition
of poverty and the bottom represents the broadest (2).
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Figure 1. Scheme of poverty concepts

1 PC

2 PC+CPR

3 PC+CPR+SPC

4 PC+CPR+SPC + assets
5
6

PC+CPR+SPC + assets + dignity

PC+CPR+SPC + assets + dignity + autonomy

Source: Bauluch, 1996

Poverty represents a deprivation of essential assets and opportunities to which
every human being is entitled (3). Poverty is a pronounced deprivation in well
being where well being represents individual possession of income, health, nutri-
tion, education, assets, housing, and a number of rights in the society (4).

Poverty can be viewed in absolute and relative terms (5).

Absolute poverty refers to subsistence below minimum socially acceptable
living conditions usually established based on nutritional requirements and other
essential goods. Within the notion of absolute poverty, often another distinction
is made between primary poverty — or indigence, and secondary poverty — or
extreme or overall poverty. Indigence is usually used to address those who lack
the access to the basic necessities of survival. People living in conditions above
this threshold experience other forms of poverty (5).

Relative poverty refers to lowest segments of a population compared against
its upper segments.

Poverty can be looked at from an objective or a subjective perspective (5).
The objective approach uses a normative judgment of what is the socially pre-
vailing conception on what are the minimum necessities of life. The subjective
approach is based on people’s preferences and desires on how much they value
goods and services.
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Based on the types of deprivation - physiological or sociological a number
of concepts of poverty derive (4). Lack of material goods and assets, such as
income, food, housing, clothes are the parameters of income and basic needs
poverty. Lack of access to assets like land, common properties, health services,
participation, credit, are the dimensions of sociological poverty.

The human capability poverty represents a concept emerged from these two
types of deprivation — physiological and sociological. Thus, poverty is not “mere-
ly the impoverished stated in which a person actually lives, but also the lack of
real opportunity — due to social constrains as well as personal circumstances — to
lead valuable and valued lives ”(5).

Poverty is not a static condition. Poverty is a status that can or cannot change
over time. From this perspective the concept recognizes two main categories (6):

Chronic poverty which includes the always poor — those who are placed below a
threshold in each period and the usually poor — those who on average of all periods
score below the threshold, but there are periods when they are not poor.

Transitory poverty which includes the fluctuating poor — those who at some
stages are poor and at others are not, but their mean score is around the threshold
and the occasionally poor — those who have experienced at least at one period
poverty, and their mean score is above the threshold.

Related notions
Poverty — inequality — inequity

The terms equality and equity are not synonyms, nor are poverty, inequal-
ity and inequity. Therefore a clarification between notions is necessary. While
inequality signals a difference between individuals, or groups, without making
any implications and without ranking them, inequity focuses on distribution of
resources or processes that drive a particular inequality between social groups.
There is a highly ethical dimension in inequity concept and thus, inherently the
concept is normative. Equity in general terms means social justice or fairness.
Summarizing, inequity is a systematic inequality that is unjust or unfair (7).

Inequality is broader concept than poverty that is defined over an entire popu-
lation, not only a certain poverty threshold (8).

Poverty — vulnerability

These two notions are often related and connected, but they are not synony-
mous. Poverty refers to different forms of deprivation, while vulnerability is a
matter of external risks and internal defencelessness (9). Some particular groups
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may be at risk of falling into poverty or deeper poverty because of ethnic, reli-
gious, gender or class discrimination, areas of residence, illnesses or disabilities,
or a combination of any of these factors.

Poverty — social exclusion

There is an ongoing debate over defining social exclusion within the concept
of poverty, with emphasis on aspects of social deprivation, or as a much broader
range of issues in which poverty is included. Thus, the defining social exclusion
greatly depends on how poverty is approached. If poverty is viewed in a nar-
row perspective of material deprivation, than social exclusion will incorporate
broader terms, including material deprivation. If the definition of poverty is a
multidimensional one, then one could expect that social exclusion will be defined
in specific terms, such as participation or social rights (5).

Poverty — development

Poverty is often viewed as underdevelopment. Human Development Report
1997 (10) makes a distinction between the two terms by relating poverty to in-
dividuals and development to groups. The distinction between these concepts
depends greatly on the degree of equity within a society and the prevalence of
poverty (5).

All the notions presented above are the key elements of well-fare and well be-
ing, closely linked to the concept of poverty, and usually measured and analyzed
together with it.

Measures and analysis of poverty

Measuring poverty provides essential information for policy making to ad-
dress the issue. A credible measure of poverty can be a powerful instrument
for focusing the attention of policy makers on the living conditions of the poor
(11). Measure of poverty provides information on the dimension of the prob-
lem, identifies the groups affected, identifies the main determinants of poverty
and assesses the policy implications. Poverty measures are important evaluation
tools of policy and programmes and allow in the same time comparison between
countries.

Measuring poverty implies three necessary steps:
*  choosing the relevant indicators of well-being;
*  selection of poverty line; and

e generating summary statistics to aggregate information.
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Indicators of poverty

The choice of the indicator used to measure poverty is determined by the
adopted concept of poverty, the purpose of the study and the availability of data to
feed into the indicator. Poverty indicators can be grouped in two main categories:
means/ends and quantitative/qualitative indicators (5).

Means/ends indicators. Means indicators refers to the inputs intended to
achieve an end, as for example economic welfare based on the household con-
sumption, expenditure or income to achieve a certain weight-for-height, height-
for-age, nutritional status etc. Poverty is traditionally measured with means in-
dicators, which are usually monetary indicators. The advantage of these types of
indicators is that there are many to choose from (5).

Ends indicators, although are gaining terrain and support in the recent stud-
ies, change relatively slow over time and are not suitable for short or medium
term monitoring, and some of them are expensive to collect. However, they have
the advantage of better correlation with the phenomenon being measured (5).

Both types of indicators can be used in simple forms or as composite indica-
tors. Authors recommend the use of both types of indicators in a combination as
the most pragmatic approach.

Qualitative/quantitative indicators. One should not fall into the drawback of
confounding the quantitative indicators as a measure of objective poverty, and
the qualitative one for subjective poverty. In fact, both concepts of poverty can
be measured with qualitative, as well as quantitative indicators (5). The income
and basic needs concepts of poverty are usually, measured with quantitative in-
dicators, while, poverty from a human capabilities perspective is measured with
qualitative indicators. This is how sometimes qualitative indicator can yield a
more subtle picture of the situation than quantitative ones.

Given the multifaceted character of poverty, a broad approach to the
phenomenon will draw on the necessity of using a combination of indicators
from the two sets.

Monetary indicators are income, expenditure and consumption indicators.
These types of indicators emphasize the material aspect of the household well
being, and represent means indicators. The value is than assigned to each resident
of the household, and the share of the total amount is per capita income/expendi-
ture/consumption.

Consumption appears to be a better indicator, as income is only one element
that allows consumption; others include aspects of availability and accessibility
(8). Also, consumption may be better measured than income, as in many agri-
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cultural countries, income, may fluctuate seasonally, as well as in urban settings,
where due to the large number of informal sectors income flows may be also
uneven. Lastly, consumption expenditures may reflect better the actual standard
of living in the household and its access to credit markets. Measuring income has
the advantage that can differentiate between sources of income, and where data
on wages are collected they can be compared against these and checked for qual-
ity (8). Income poverty can be measured sometimes in per capita GNP. This is a
very crude measure, does not reflect changes in the individual income (Table 1)
(5). Table 1 presents the three categories of European countries, grouped accord-
ing to their wealth (GNP per capita) in low income countries with an annual GNP
less than 3,000 US$ per capita, middle income and high income countries and

where available, the proportion of people living on less than 1 US$ a day.

The monetary indicators are relatively simple to compute, data needed are
relatively widely available, they are easy to explain and easy to understand, and
they make sense to an uninformed audience.

Table 1. GNP per capita of countries of Europe and proportion

of people living on less than 1 US$ a day

<3,000 US$ 3,000 — 10,000 US$ >10,000 US$
Bosnia and Herzegovina (?) Aéll()i;)irnra
Albania (?) Ireland
Macedonia, FYR (?) UK
I\éloll d::if ((2668)) Croatia (?) Italy
ugara L. Czech Republic (3.1) Finland
Romania (17.7)
Lo Hungary (0.7) Sweden
Ukraine (?) .
. Slovenia Netherlands
Yugoslavia (?)
. . Malta Iceland
Lithuania (2.1) .
Greece Belgium
Belarus (7) Cyprus France
Russian Federation (1.1) yp .
o Portugal Austria
Latvia (?) Germany
Turkey (7) Denmark
Poland (6.8) Norway
Estonia (6.0) Switzerland
Slovak Republic (12.8) Luxembourg

Source: World Development Report 1997, The World Bank
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Nonmonetary indicators. These types of indicators measure the non-material
dimension of poverty, such as health, nutrition, literacy, participation (capability
indicators). These indicators are measuring outcomes in terms of the “ends” (5, §).

*  Health and nutrition indicators can be life expectancy, nutritional sta-
tus of children, and incidence for specific diseases. Some input proxies can be
used, such as number of visits to the hospital or medical facilities, access to
specific health services, number of vaccinations received by children (5).

*  Education indicators can be level of literacy, specific scores in schools,
number of completed years in school (5).

*  The advantages of capability indicators are various. They measure the
well being in terms of final outcomes. They are relatively easy to collect, as they
are generic indicators in most national statistics. Their limitations are that some
of them are difficult to quantify, such as the case of participation. Being qualita-
tive indicator, it may shed more light on the reality, but it exists in small samples,
which makes rather difficult to use it in a broad policy (5). Also, capability in-
dicators change slowly over time and cannot be used in short and medium term
policy monitoring.

*  Basic needs indicators distinguish between private income, public pro-
vided services and some ‘“non-monetary” income. The basic needs indicators
measure access to food, shelter, schooling, health services, sanitation, drinking
water, employment opportunities, etc. Sometimes they are classified in “means”
category, sometimes are considered to be closer to outcomes and they are placed
into a separate category — “indirect ends”. They have the advantage of measuring
the goods and services directly, whereas their limitations are that they cannot be
aggregated meaningfully, and they are not so easy to understand (5).

Other indicators

Composite indexes of wealth represent an alternative to using simple, uni-di-
mensional indicators, by combining information on different aspects of poverty.
Box 1 presents a selection of the composite indicators used by UNDP. Composite
indicators can be used for inter-countries comparability, and they are good tools
to employ in advocacy, but they are not relevant for cross-country analysis (5).
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Box 1. UNDP composite indicators of poverty

Human development index Life expectancy at birth, adult literacy, education
enrolment, GDP per capita.

Human Poverty index HPI - 1 People not expected to survive beyond the age
(Developing countries) of 40 years, illiteracy, access to safe water, and
access to health services, underweight children.

Human Poverty index HPI - 2 People not expected to survive beyond the age of
(Developed countries) 60 years, population below mean income, long
term unemployment

Gender related development index As HDI, adjusted for gender differences

Source: Human Development Report, 1998

Indicators of inequality are difficult to develop as they basically summarize
one dimension of a two-dimensional variable. The most used indicator is Gini co-
efficient, which varies between the “0” value, meaning absolute equality, to “1”
value, meaning complete inequality. Graphically Gini coefficient is represented by
the area between Lorenz curve and the line of equality (8). Some of the limitations
are that it is not additive across groups.

Indicators of inequity are highly relevant to poverty measure, by allowing to
identify who are the poor. Inequity can be measured by desegregation of other
indicators by sub-groups and time-use studies (5).

Indicators of vulnerability are difficult to develop, as measuring the probabil-
ity of becoming poor in the future is impossible to measure. Analysis of income
and consumption over time and their viability can be used as proxies for vulner-
ability (8).

Indicators of access to assets measure the access of the poor to productive
assets (land, capital), social and physical infrastructure, to housing and other du-
rable goods and access to common property (natural environment). These indica-
tors do not fall into any of the already presented groups, but are highly relevant
for poverty measurements (5).

Another type of indicators of importance when exploring the various aspects
of poverty are the governance indicators which are not traditionally associated to
poverty, but correspond to opportunities of empowerment of general population.
These indicators are information circulation (number of news publications/1,000
inhabitants), institutional regulations (number of registered civil society agen-
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cies, advocacy groups) and decentralization (percentage of national revenue al-
located to local governments) (5).

Poverty lines

Poverty in most cases involves comparison between the condition of an in-
dividual, family, household or group against what it is believed to be standard
condition (12). Poverty lines are cut-off points separating the poor from non-
poor (8). The poverty line is conceptualized as a minimum standard needed by
any individual to fulfil his/her basic needs (3). Poverty lines can be measured in
monetary units — certain level of consumption or non-monetary - a certain level
of literacy, certain level of nutritional status. The poverty lines can be set in rela-
tive and absolute ways.

The absolute poverty lines are anchored in some absolute standard of what
households should be able to count on in order to meet their basic needs. For
monetary measures, the absolute poverty lines are based on estimates of the costs
of a nutritional basket, considered minimal for the health of a typical family (3).
Currently the most used absolute poverty lines are set by the World Develop-
ment Report 1990 and they are of 1 US $/day or a minimum consumption basket
of 2,15 US $/day (13). This requires conversion of domestic currency values of
consumption in a common currency. The conversion is done with the purchasing
power parity values — exchange rates where the same basket of food costs the
same dollar amount in different countries (6). The nutritional absolute poverty
lines are usually set at 2100-2300 kcals per person, per day. The absolute poverty
lines allow cross-country comparisons.

The relative poverty lines are defined in relation to the overall distribution of
income or consumption in a country, as for example poverty line can be set at
50% of the country’s mean income or consumption, or 60% of the median. The
choice of poverty line depends of the purposes of the analysis, and the use of
multiple lines can help distinguish among different levels and aspects of poverty.
The absolute and relative poverty lines can be combined in order to allow consid-
ering inequality and the relative position of the household, but still recognizing
that below a minimum survival is not possible (3).

Once a poverty line or a combination of lines is set, the comparison of the
indicator against the line(s) can be measured so that the entire population or a
sub-group condition can be measured and described. The most commonly used
measures are listed below:

Incidence of poverty (headcount index) is the share of population whose in-
come or consumption is below the poverty line. For non-monetary indicators,



Poverty

that is the share of population that does not reach the defined threshold (level of
literacy, nutritional status etc.) (3).

Poverty gap index (depth of poverty) provides information on how far below
the poverty lines households are (3). This measure captures the degree to which
the mean income or other indicator differs from the established poverty line. The
poverty gap index can be used to estimate the minimum amount of resources
necessary to eradicate poverty (3).

Poverty severity (squared poverty gap) considers both the distance separating
the poor from the poverty line, but also the inequality among the poor (3).

The poverty depth and severity both complement the incidence of poverty. It
might happen that some populations would have a high incidence of poverty but
low poverty gap, and other groups would have a low incidence of poverty with a
high poverty gap. Depth and severity can be used for evaluation of programmes
and policies (3).

Data sources for poverty indicators

Administrative data. Administrative data can be provided by national authori-
ties (ministries, statistical institutions, etc) provide information on various areas:
health status (malnutrition, diseases prevalence, hospital expenses), education
(school enrolment), infrastructure (roads network), decentralization. These data
are used to assess the public and private inputs and outcomes and their distribu-
tion across the country.

Population census. Population census contains basic information on the total
population and provides information on its demographic structure, some infor-
mation on access to facilities such as electricity, sanitation, drinking water, hous-
ing ownership, information on employment and possible education.

Household surveys. Household surveys are of essential importance for as-
sessing the distribution of wellbeing into a population. Examples of households’
surveys:

*  Living standard measurement (LSMS);
*  Expenditure and income surveys;

¢ Employment surveys;

*  Demographic and health surveys;

*  Rapid monitoring and satisfaction surveys.
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Poverty analysis

Poverty analysis provides the poverty profile, which gives the characteristics of
the different socio-economic groups and the differences between groups. The pro-
file depends on the data available. The profiles can be presented in three ways (3):

*  Poverty measures by group;

*  Contribution of different groups to poverty measures, or the contribution
of each group to the overall poverty; and

. Relative risks.

A well-presented profile can be extremely relevant and can indicate if eco-
nomic changes at different levels are influencing the poverty indicators. Pov-
erty can be compared over time to allow monitoring the changes in certain
groups and also, in order to identify the main determinants, correlation of pov-
erty are measured.

Determinants of poverty
The determinants of poverty can be grouped under three main categories (3):

*  Regional — geographical residence (isolation), adverse climatic condi-
tions, poor governance, unsecured policy environment, unstable political and
markets, poor/low participation, global and regional insecurity, ineffective ju-
ridical system;

*  Community — poor infrastructure (bad roads, no access to electricity, re-
mote from schools, medical centres, markets), low human resources development,
lack of social mobility and representation, poor social capital;

*  Household and individual — demographic characteristics (size and struc-
ture, dependency ratio, gender of the household head), economic (employment,
income, consumption expenditures, property), social (health, education, shelter).

Poverty facts and figures

It is estimated that about 20% of the world’s population live in absolute
poverty, and about 50% live on less than 2 US dollars per day. Of the worlds
population of 6 billion people nearly 44% live in South Asia (Figure 2) (14).
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Figure 2. Where the developing world’s poor live

Europe and
Central Asia
2,0% Middle East
Latin and North

Africa

America and 0.5%
the Caribbean 270
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East Asia and
Pacific South Asia
23,2% 43,5%

Sub-Saharian
Africa
24,3%

Source: World Bank, 2000s.

In 1998 some 2% of the total population of the European Region (approx. 24
million) were estimated to live in absolute poverty, while relative poverty can
affect up to 50% of the population in some countries in the east part (13). 200
— 250 million citizens of Europe live under the level of poverty (about 15% in
EU and 40% to 80% in Central and Eastern Europe). In addition some estima-
tions consider that another 50 to 100 millions people live just above the level of
poverty (16).

Before 1990’s countries from Central and Eastern Europe were character-
ized by a high degree of basic security, because the state was notable providing
for the citizens. The security in terms of civil and political rights, participation
and freedoms was lacking, but basic economic and social rights were secured.
The wages although low were nevertheless secure, so was the employment. The
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basic services were largely subsidized and supplied on regular basis. The access
to education and health services was free and guaranteed. The transition period,
which started after the fall of the iron curtain, is still ongoing in many of the CEE
countries and has altered severely the situation. Despite the fact that individuals
are entitled to more freedoms which they enjoy and exert actively, the institu-
tional and structural framework in which the transition takes place results in very
slow progress in achieving human basic rights. In most of these countries, the
economic situation has deteriorated, impoverishment has intensified and income
and wealth inequalities have widened. Employment has decreased; millions of
people are unemployed, or underemployed. Of those who are working, many of
them have been driven into the informal, low-paying, sectors. Moreover payment
of their wages is unsecured, in terms of being delayed or never paid; the subsi-
dies for most of the services have been discontinued or diminished. Many basic
services require fees, such as health services, education.

The seven costs of transition in Central and Eastern European Countries, as
identified by the UNDP in Human Development Report 1999 (17) are:

*  Decline of life expectancy, especially among young and middle-aged men;

*  High level of morbidity, especially higher incidence of common illness-
es, and spread of TB, STDs, HIV/AIDS;

e Income and human poverty affecting especially children, elderly, disa-
bled, migrants and refugees;

*  Income and wealth inequality;
e Rising in gender inequalities;
e Educational declines; and

*  Employment losses.

Table 2 shows human development index ranking among some European
countries, in 1994 and 1995 (10).

Table 3 shows human development index ranking among some European
countries, in 2002
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Table 2. HDI ranking in selected European countries

1994 1995

Country HDI HDI Real GDP Real GDP HDI HDI Real GDP Real GDP
value rank percapita percapita value rank percapita per capita
(PPSS) (PPSS$) (PPSS) (PPSS$)
rank minus rank minus
HDI rank HDI rank

Canada 0,96 1 21,459 7 0,96 1 21,916 10
Finland 0,937 8 17,417 15 0942 6 18,547 17
Albania 0,655 102 2,788 4 0,656 105 2,853 3
Bulgaria 0,78 69 4,533 9 0,789 67 4,604 8
Macedonia 0,748 80 3,965 5 0,749 80 4,058 3
Moldova 0,612 110 1,576 28 0,61 113 1,547 23
Romania 0,748 79 4,073 3 0,767 74 4,431 4
Slovenia 0,886 35 10,404 3 0,887 37 10,594 1

Source: UNDP, Human Development Report 1997-1998

Table 3. HDI 2002 in selected countries

HDI Rank  Country Human Development Index
(HDI) value, 2002
1 Norway 0.956
2 Sweden 0.946
4 Canada 0.943
5 Netherlands 0.942
19 Germany 0.925
24 Greece 0.902
27 Slovenia 0.895
48 Croatia 0.830
56 Bulgaria 0.796
57 Russian Federation 0.795
60 Macedonia, TFYR 0.793
65 Albania 0.781
66 Bosnia and Herzegovina 0.781
69 Romania 0.778

Source: Human Development Report, 2004
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Poverty and health

Poverty and ill-health are intertwined. Poor countries tend to have worse
health outcomes than developed countries. The association between poverty is a
two way one: illness or high fertility have a substantial impact on the household
income, and can cause falling below the poverty line (18). Ill-health is often as-
sociated with increased health care costs. The other side of the coin shows that
poverty also cause ill-health. Poor people are thus caught in a vicious circle:
poverty breeds ill-health and ill-health maintains poverty (15, 18).

Those living in extreme poverty typically lack access to safe drinking water,
decent housing, adequate sanitation, food, education, professional health care,
transportation, safe and secure employment, and health information. Table 4
presents some of the basic socio-economic and health indicators in South-eastern
European countries. Greece, Austria and Denmark were included in the table for
comparison reasons.

The people living in absolute poverty are five times more likely to die before
reaching the age of five, and two times more likely to die between ages 15 and 59,
than non-poor. Differences in maternal mortality are dramatic: the lifetime risk
of dying in pregnancy in parts of sub-Saharian Africa where 50% of the popu-
lation lives in absolute poverty, is one in 12, compared to one in 400 in Europe
(14). A relatively small number of diseases and conditions are responsible for the
most of the world’s health deficit: HIV/AIDS, malaria, TB, maternal and child-
hood diseases, tobacco-related illnesses, all aggravated by malnutrition. These
diseases and conditions account for 14 million deaths per year in population un-
der 60 years of age and for 16 million deaths per year among all age groups (19).
HIV/AIDS, malaria, and TB epidemics are worsening and represent one major
cause of erosion for the socio-economic gains from over 20 past years in develop-
ing countries. In some areas high malaria incidence is associated with reduced
economic growth of 1% per year (19).
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Table 4. Basic socioeconomic and health indicators for selected European countries

Income

poverty Income
. GDP Unem- line 50%  POV™ " School Probabil-
Mid-year per  Income line (% of . .
. . ploy- of the life ity of dy-
Country estimated person inequal- . popula- .
. . ment median . expect- ing before
population  (PPS ity . tion <4US
rate income ancy 5 years
US$) (1987- $/day)
1997) (1993-1995)
Albania 3,145,000 3,189 18.4 20.77
Austria 8,075,000 26,072  23.1 6.7 10.6 14.5 5.73
Bosnia
. 4,067,000 11.9 16.8
Herzegovina
Bulgaria 7,866,000 5,071 26.4 16 15 12.2 15.94
Denmark 5,332,000 28,354 247 54 7.2 14.8 5.73
Greece 10,624,000 16,058  32.7 11.1 13.7 7.85
Moldova 4,285,000 2,037  40.6 2.1 66 22.43
Romania 22,388,000 6,041 28.2 10.5 59 11.6 222
Slovenia 1,986,000 15977 284 7.6 0.7 5.63
FYR . 2,044,000 4,651 32 114 13.65
Macedonia
Serbiaand 5 53¢ 409 26.1
Montenegro

Source: European Health Report 2002

Strategies to reduce poverty

Currently an unprecedented interest is taken to address poverty, both at na-
tional and international level.

Millennium Development Goals (MDGs)

MDGs were set by world leaders in 2000 at the Millennium Summit, when UN
reaffirmed its commitment to work toward a world in which sustaining development
and eliminating, poverty would have highest priority. The Millennium Declaration
committed 189 governments to work towards poverty eradication. The MDGs rep-
resent the commitment of governments from around the world to create an enabling
environment for poverty reduction.

At international level the Millennium Development Goals provide global tar-
gets against which governments and aid donors can measure the progress to-
wards the ultimate goal of poverty eradication.
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All 8 MDGs comprise health related targets. Box 2 presents the health-related
targets comprised in each of the goals.

Box 2. Health Related Millennium Development Goals

Goal I: Eradicate extreme poverty and hunger - Target I: reduce the proportion

of people living on less than US$ 1 a day to half the 1990 level by 2015. Target 2: reduce the
proportion of people who suffer from hunger by half the 1990 level by 2015.

Goal 2: Achieve universal primary education - Target 3: ensure that, by 2015,
children everywhere, boys and girls alike, will be able to complete a full course of primary
schooling.

Goal 3: Promote gender equality and empower women - Target 4. eliminate
gender disparity in primary and secondary education, preferably by 2005, and to all levels of
education no later than 2015.

Goal 4: Reduce child mortality - Target 5. reduce by two-thirds, between 1990 and
2015, the under-five mortality rate.

Goal 5: Improve maternal health - Target 6: reduce by three-quarters, between 1990
and 2015, the maternal mortality ratio.

Goal 6: Combat HIV/AIDS, malaria and other diseases - Target 7: have halted by
2015 and begun to reverse the spread of HIV/AIDS. Target 8: have halted by 2015 and begun
to reverse the incidence of malaria and other major diseases.

Goal 7: Ensure environmental sustainability - Target 9. integrate the principles
of sustainable development into country policies and programmes and reverse the losses of
environmental resources.

Goal 8. Build a global partnership for development: to help poor countries eradi-
cate poverty, hunger, and premature death will require a new global partnership for develop-
ment based on stronger policies and good governance.

World Bank strategy

The World Development Report 2000/2001 proposes a strategy in three di-
rections (4):

Promoting opportunity. Lack of material opportunities such as jobs, cred-
its, roads, electricity, markets, schools, sanitation, drinking water, and health
services are direct causes of poverty. Overall economic growth is crucial for
generating opportunity, so is its quality. Market reforms may be of essential
importance, but reforms need to reflect local institutional and structural condi-
tions. Enhancing equity is a prerequisite for reducing poverty.
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Facilitating empowerment. Public actions responsible for the needs of poor
people depend on interaction of political, social and other institutional processes.
Access to market opportunities and to public sector services is often strongly influ-
enced by state and social institutions, which must be accountable to poor people.

Enhancing security. Reducing vulnerability to economic shocks, natural dis-
asters, ill-health, disability, and personal violence is an intrinsic part of enhanc-
ing well-being and encourages investment in human capital and in higher-risk,
higher-return activities.

Any comprehensive strategy to reduce poverty has to be based on a compre-
hensive poverty analysis that identifies the nature and the evolution of poverty,
the profile of poor people and all contributing factors of poverty. A realistic pri-
oritization of the goals has to consider complementary and compatible policies
tools. Participation of the affected populations is essential, since they are the
main beneficiaries of these activities.

EXERCISES

This exercise aims to enable students to use the various concepts of poverty,
to use different approaches to analyse poverty and to identify poor populations
at national/regional level.

Task 1. Define mean/end indicators of poverty and provide monetary and non-
monetary examples.

Task 2. Choose an approach to poverty concepts and outline a plan of analysis
accordingly.

Task 3. Design a questionnaire for a household survey according to the type
of poverty you choose to investigate.
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Abstract

Health is determined not only by physical and mental factors,
but to a large extent by social conditions too. In socio-epidemio-
logical and psychological research there is overwhelming evi-
dence indicating that unemployment and long-term unemploy-
ment are severe risk factors for health. In Germany - as in many
other countries - in the last decades unemployment turned out
to be a resistant phenomenon which doesn’t seem to decrease
significantly by a relevant growth of the economy. Generally,
the dynamics of unemployment in industrial societies depend
on several main reasons: seasonal, demographic, conjunctional,
technological and structural factors. In post-industrial societies
there seem to emerge new public health problems with flexible
work, which means that employment and unemployment are no
longer dichotomic variables. The situation in South-Eastern Eu-
ropean countries since 2000 is shown. Dynamics of the under-
lying development cannot be considered based only on official
rates at some given moments. The descriptive and analytical
knowledge about the associations between unemployment and
health is shown. Available studies show that unemployed per-
sons suffer from a poorer state of health by means of several
indicators. Due to methodological reasons, however, questions
concerning the causes of this phenomenon, and in particular
concerning the direction of effects between health and unem-
ployment, can hardly be answered up to now. Therefore, the
knowledge about consequences for intervention programs is
also limited. There are missing or inappropriate evaluations as
well as altogether limited experience in health promotion of the
unemployed. Many persons for a long time out of work are not
only in need of health promotion but also in need of effective
health management strategies combining targeted therapy, reha-
bilitation and health promotion measures. Actually, in the whole
field of public health, interventions and conceptual work for the
unemployed has still to be done.

Teaching methods

Lectures, seminars, individual, exercises

Specific recommenda-
tions for teachers

All methods applicable

Assessment of
students

All methods applicable
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UNEMPLOYMENT AS A
DETERMINANT OF HEALTH

Thomas Elkeles, Wolf Kirschner

1. Social, ecological and behavioural determinants of health

According to the definition of WHO (1946) “Health is a state of complete
physical, mental and social well-being and not merely the absence of disease or
infirmity”. (1) With this political and programmatic definition we however scien-
tifically do not exactly know what health really and definitely is. Much more we
know of the panorama of diseases at least with respect to descriptive evidence
revealed by health statistics and epidemiology. Excluding many infectious dis-
eases and the most common chronic non-communicable diseases - as e.g. car-
diovascular diseases - we have only poor evidence on the causes and genesis
of many diseases. This stands for an example for the second most prevailing
disease in industrialised countries - cancer - where analytical epidemiological
evidence is limited to some specific cancer sites as e.g. lung cancer and cancer
of the cervix.

Modern (Social) Epidemiology is assuming that health and disease have to be
understood as a continuum and that both - health and disease - are determined or
at least affected by three main factors:

*  ecological factors;
. social factors;
e behavioural factors (see figure 1) (2).

Analytical epidemiological research aims to investigate the associations of
these factors with specific diseases with the calculation of statistical rates in
terms of relative risks or ODDS Ratios if successful. Respective epidemiologi-
cal research is basically dependent on the existence and quality of adequate data
where severe differences have to be observed already in industrialised countries.
But even when affluent epidemiological data are available analytical epidemi-
ological research is often complicated by the fact that the indicators used for
measuring the three main factors are often correlating or interacting in an often
unknown manner.

Except two diseases - skin diseases and breast cancer - in all other cases a
social gradient can be observed showing a higher incidence and prevalence of
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diseases in lower social class compared to middle or upper social class. This
also stands when other indicators are used e.g. education and qualification levels.
Persons of lower social class have not only a higher burden of disease; they are
falling ill earlier in life and are dying earlier.

There are some theories on the causes and potential mechanisms of this phe-
nomenon of “social inequalities in health” which are neither theoretically nor
empirically sufficiently understood nor developed.

Figure 1. The health system: an outline
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Source: Kirschner (1997)

A basic theoretical approach is stating that in lower social class population’s
- compared to middle or high social class - there are excess risks of diseases due
to combined and simultaneous risk expositions in all three fields. And indeed
when investigating the role of behavioural risks (smoking, alcohol consumption,

97



Health Determinants In The Scope Of New Public Health

98

physical activity) we will find that persons of low social class have significantly
more behavioural risks as well as they are more frequently living in habitations
where noise, pollution or crime will expose them to additional ecological and
social risks. In the field of social risk factors unemployment has to be regarded to
be a relevant and severe risk factor for health.

As will be shown in the following, internationally and nationally there is over-
whelming evidence that unemployment has adverse effects on health in terms
of increasing risk behaviour, decreasing resources, thus increasing the risk of
incident morbidity and/or progressing of already prevalent diseases. Even in-
creased mortality rates have been demonstrated. With respect to the duration of
unemployment a dose response relationship can be shown. Though descriptive
epidemiological evidence of these associations is high, there are several interven-
ing factors aggravating or diluting negative health effects.

To summarize - unemployment and long term unemployment are affecting
health dramatically. With this descriptive epidemiological evidence we however
do neither theoretically nor empirically completely understand up to now which
mechanisms are involved hereby. This means that we have only limited analytical
knowledge on risk or protective factors in this process, which is caused by insuf-
ficient analytic research nationally and internationally e.g. with large scaled and
long-time cohort studies which would be necessary to control for some twenty
moderating or confounding factors. So the potential health effects of unemploy-
ment may differ in populations groups according to:

* o or only modest fortune;

*  the role occupation plays in the orientation of the unemployed;

*  Age and gender;

*  Length of unemployment;

*  Education and qualification level;

*  Reasons of unemployment (self inflicted);

e Skills to find a new and adequate job;

*  Social support;

*  Support from the job offices;

*  overall rate of unemployment and the given probability to find a new job.

So when the majority of moderating factors turn out to be negative we can ex-
pect that unemployment will have severe effects on health. On the other side, when
the factors are positive in majority the effects will be smaller if emerging at all.
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As also will be shown in the following, with these findings interventions in
the field of health promotion for the unemployed (as will be shown in the follow-
ing chapter 4.3) cannot be based on confirmed analytic epidemiological data in
terms of relative risks. The majority of interventions - if not all of them - in this
field are so to speak logically based in the sense that effective intervention strat-
egies should stop this process of worsening health. So in terms of intervention
theories interventions can only have the character of open experiments.

2. Size and structure of unemployment in European countries

In market economies unemployment expresses a disproportion between sup-
ply and demand of the workforce. The size of unemployment in a specific country
first of all depends upon the economic structure given, furthermore on demog-
raphy, the patterns of men and women participating in employment, migration,
international and national policies of economics. In addition seasonal, technical
and structural factors etc. are influencing employment and unemployment. With
respect to the official unemployment rates published we have to keep in mind
last but not least several “statistical tricks” in the calculation of the official rates,
regularly tending to underestimate the number or rates of persons out of work.

Especially in countries in transition from controlled to market economies we
often have to register high unemployment rates due to the adjustment and inte-
gration of the national economy in the global economy.

In market economies unemployment is potentially always persistent and in-
creasing whenever economic growth is too low. It is an accompaniment of the
industrialised capitalist economy and no exceptional case. In fact low unemploy-
ment rates and situations of full employment are rare in the history of modern
capitalist societies (see below).

In post-industrial societies there seem to emerge new and additional risks
with flexible work, insecure employment conditions, invalidation of qualifica-
tions and unstable job careers. Employment and unemployment therefore seem to
be no longer dichotomic (3,4,5,6). This process will lead to increasing problems
also in the field of public health.

In Germany (see Figure 2) (7) in the last forty years unemployment was stead-
ily increasing with the characteristic that the levels of unemployment were get-
ting regularly higher and higher, indicating that cyclical economic developments
were and still are superposed by structural problems in the economy and in the
labour markets in Germany. Leading German economists do not expect a rel-
evant reduction of unemployment with the predictable only moderate growth of
the economy.
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Figure 2. Development of the unemployment rate in Germany, 1965-2003
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Within Germany unemployment rates differ strongly between men and wom-
en, north and east and — since the unification in 1989 and the following politi-
cal and economic transition process in the former German Democratic Republic
— between West and East.

In South-East-European countries since 2000 there are countries with in-
creasing, decreasing and rather stable rates (Table 1) (8,9). Some countries in
these years have stable differences in the level of the unemployment rates. Not
always women have higher official unemployment rates than men, as it is known
from Western European countries. But the dynamics of the underlying develop-
ment can not be seen regarding only official rates at some given moments.
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Table 1a. Unemployment rates in South-East-Europe, All, 2000-2003 (in %)

Country 2000 2001 2002 2003
Albania * - - - 15,2
Bulgaria ® 16,9 19,8 17,8 13,7
Croatia * 16,1 15,8 14,8 14,3
Greece * 11,1 10,5 10,0 9,3
Hungary * 6,4 5,7 58" 5,9
Macedonia? - 30,5 31,9 36,7
Moldova * 8,5 7,3 6,8 79
Romania * 7,1 6,6 8.4 7,0
Russian 10,7 9,1 8,0 8,3
Federation *

Serbia and 12,6 12,8 13,8 15,2
Montenegro *

Slovenia * 7,0 6.4 6,3 6,7
Turkey * 6,6 8,4 10,3 10,5
Ukraine * 11,7 11,1 10,2 9,1
OECD Total ® 6,4 6,5 7,0 7,1
Major seven ” 57 5,9 6,5 6,7
OECD Europe 8,7 8,3 8,6 8,9
EU15° 8,2 7.4 7,7 8,1

Notes: * Estimates based on the 2000 Population Census results
** Estimates based on the 2001 Population Census results
**% Estimates based on the 2002 Population Census results
Sources: a Labour force survey of every state, put into tables by International Labour
Organisation (ILO 2004/2005)

b Statistical Office of the European Communities, put into tables by
Organisation for Economic Cooperation and Development (OECD 2004)
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Table 1b. Unemployment rates in South-East-Europe, Men, 2000-2003 (in %)

2000 2001 2002 2003
Albania - - - 13,2
Bulgaria 17,1 20,6 18,6 14,1
Croatia 15,0 14,2 13,4 13,1
Greece 72 7,0 6,6 6,0
Hungary 7,0 6,3 6,1 6,1
Macedonia - 29,5 31,7 37,0
Moldova 9,7 8,7 8,1 9,6
Romania 7,7 7,1 8,9 7,5
Russian - - - -
Federation
Serbia and 10,6 11,1 12,4 14,4
Montenegro *
Slovenia - - - -
Turkey 6,6 8,7 10,7 10,7
UKkraine 11,7 11,2 10,3 -

Notes: * Estimates based on the 2000 Population Census results
** Estimates based on the 2001 Population Census results

**% Estimates based on the 2002 Population Census results
Source: Labour force survey of every state, put into tables by
International Labour Organisation (ILO 2004/2005)

In Germany e.g. in 2001 the annual absolute number of officially unemployed
persons was 3.851636, but in the same year there were more than seven millions
of entries in unemployment and almost seven millions of exits from unemploy-
ment. This means that behind official numbers in a given time at the aggregate
level there are massive movements at the individual level. So it is obvious that
already today wide fractions of the population have experienced unemployment
or they know persons who are or were unemployed or are threatening unemploy-
ment in their existent occupation.

The proportion of persons who are unemployed longer than twelve months in
Germany is 33%, increasing in eastern Germany to 40% in 2003. While actually
about 10% of the population are officially out of work we have to bear in mind
that the complete number and proportion of unemployed are much higher due to
legal regulations in the unemployment statistics.
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Table 1c. Unemployment rates in South-East-Europe, Women, 2000-2003 (in %)

2000 2001 2002 2003
Albania - - - 18,3
Bulgaria 16,6 18,9 16,9 13,3
Croatia 17,3 17,9 16,6 15,7
Greece 16,8 15,7 15,1 14,2
Hungary 5,6 5,0 54 5,6
Macedonia - 32,0 32,3 36,3
Moldova 72 5,9 5,5 6,4
Romania 6,4 6,0 77 6,4
Russian - - - -
Federation
Serbia and 15,2 15,0 15,8 16,4
Montenegro *
Slovenia - - - -
Turkey 6,5 7,5" 9,5 10,1
UKkraine 11,7 11,0 10,0 -

Notes: * Estimates based on the 2000 Population Census results
** Estimates based on the 2001 Population Census results

*** Estimates based on the 2002 Population Census results
Source: Labour force survey of every state, put into tables by

International Labour Organisation (ILO 2004/2005)

In Germany as in many other countries persons without school- or vocation-
al education are in particular affected by unemployment regardless of age. The
much known risk groups in the labour market are: low qualified, young people,
older people, women, migrants and the disabled.

3. Associations between unemployment and health

Numerous studies about the relationship between health and unemployment
used an aggregate data approach. Aggregate data analyses, also called macro-an-
alytical approaches, in general use aggregate economic data from official sources
(e.g. unemployment rates) as indicators for economic change and instability of
a country as well as aggregate indicators of the state of health of the respec-
tive population (especially mortality rates). Econometric time-series models are
commonly used to test for relations between the variables.
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Aggregate analyses are especially connected with the name of M. Harvey
Brenner (10,11,12) who in numerous studies examined the hypothesis that in in-
dustrialised countries a rise in unemployment leads to a lagged rise or a slower
decline of mortality rates. Statistically significant positive relations are observed
between unemployment and mortality in general, mortality from cardiac dis-
eases, suicide, infant mortality, and mortality due to traffic accidents. The ag-
gregate approach, which is also used by other authors (for an overview: see 13,
14), claims to be able to avoid the selection problems that occur in samples with
individual level data. However, a number of criticisms have been raised concern-
ing the black-box character of the underlying theoretical assumptions (13), the
indicator problems (14) methodological problems of modelling (13), as well as
the general problem of the ‘ecological fallacy’ (15), that is, the question to what
extent an association on the aggregate level gives an indication of the health
of unemployed persons. A number of the other macro-level studies found only
weak, or no evidence for the hypothesis of a relationship between unemployment
and mortality (for an overview: see 14 for findings which differ from Brenner’s:
see 16 for Germany and 17 for Denmark). Furthermore, the relation between the
development of unemployment and suicide rates differed from country to coun-
try within Europe (18,19).

Studies with individual data analyse psychosocial or health outcomes of spe-
cific individuals in relation to their employment status by means of cross-sec-
tional, or longitudinal comparisons. They differ with respect to their research
design (e.g. case studies, follow-up-studies, intervention studies, cf. 20), sample
selection, and the health indicators employed.

Descriptive evidence

There is a large body of data and studies that all show a poorer health situation
of unemployed if compared with employed persons. Internationally and nation-
ally there is overwhelming evidence that unemployment has adverse effects on
health in terms of increasing risk behaviour, decreasing resources, thus increas-
ing the risk of incident morbidity and/or progressing already prevalent diseases
(21,22,23,24,25,26). Even increased mortality rates have been demonstrated also
with individual data (27,28).
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The survey data of the German Cardiovascular Prevention Study provide a
type of representative information, on the base of individual data, concerning the
health of unemployed persons in Germany. This survey, which contains employ-
ment status characteristics (c.f. 29,30), was based on a representative sample of
West German and West Berlin residents between the ages of 25 and 69. Analyses
of the first wave (to) 1984-1986 (31,32) showed a poorer state of health of the
unemployed “with respect to morbidity, psychosomatic symptoms, risky behav-
iour like smoking and alcohol consumption as well as to confinement to bed and
subjective evaluation of the state of health”.

These results are confirmed by recent studies with the data of the German Na-
tional Health Survey 1998 (28,33,34). As compared to employed persons, unem-
ployed have more psychosomatic and psychic constrains, less contacts because of
the constrains, more contacts with medical doctors and more hospital days.

In Germany persons getting out of work have to visit their local job centres
initially and regularly to receive unemployment support and/or to be counselled
for further employment possibilities. In these visits the employees of the job cen-
tres are officially and unofficially documenting the health status and the overall
appearance of the unemployed, focusing in the documentation of any ‘“health
restrictions” which can reduce the possibilities of reemployment. The overall rate
of these documented health restrictions is 23% in Germany in 2003. Consider-
ing for example Saxony we see this rate steadily increasing with the duration of
unemployment from 14% to 25 % in persons who are out of work for longer than
two years. In several model projects in the context of the ongoing reorganisation
of the job centres (called MOZART) (35) this “health restriction rate” was rising
up to 60% in persons with low education, higher age and long term unemploy-
ment. This indicates, that long term and older unemployed persons are to a high
degree not only suffering from several complaints but are severely and often
chronically ill (36,37).

The scope of the medical problems in unemployed can be demonstrated by
hospital discharge data of one health insurance company (Table 2) (38). This data
suggest that with increasing time of unemployment addictive behaviour is in-
creasing. resulting in severe addiction and emerging psychotic diseases. But also
wide spread chronic diseases as diabetes mellitus and heart disease are somewhat
higher in the unemployed. These data may however show only the tip of the ice-
berg as members of the health insurance company GEK (Gmiinder Ersatzkasse)
are biased towards better education and middle and higher social class.
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Table 2. Hospitals days by underlining diagnosis of employed and unemployed

ICD 9 Days in hospitals Unemployed Employed Ratio
Days in 1000 sDays in
1000
303 Alcohol addiction 229 25 9,2
295 Psychoses 183 18 10,2
300 Neuroses 105 23 4.6
304 Medical drug addiction 66 3 22,0
291 Alcohol psychoses 43 4 10,8
414 Ischemic Heart Disease 41 27 1,5
296 Affective Psychoses 36 12 3,0
722 Intervertebral disc 34 31 1,1
degeneration

309 Psychogenic reaction 31 7 4.4
250 Diabetes mellitus 31 12 2,6
571 Chronic liver disease 30 3 10,0
301 Psychopathy 28 3 9,3

Data source: Sammet (1999)

Welfare recipients - if male most of them long term unemployed - are one
population group, which have one of the worst health statuses in the German
society. A survey conducted in the city of Berlin in 1990 revealed, that welfare
recipients in the age from 25 to 34 years are rating their health status to 22% as
not good or bad. This frequency of worse health status is common in the overall
population in Berlin in the age 50 to 59 years. With 55% the majority of the older
welfare recipients are rating their health status as not good or bad.

Table 3 (39) shows several health effects of (long term) unemployment: While
employed persons are rating their overall health status only by 11% as not good
or bad, this proportion rises to 16% in short term unemployed and to 33% in long
term unemployed.
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Table 3. Self reported health status of employed and unemployed persons in Germany

Unemployed

>12 months Employed

<12 months

% a/b
n 122 131 35.392

Reported health status
Very good/good 33,2 43,5 50,5
Satisfactorily 32,8 40,5 38,9
Not good/bad 32,8 16,0 10,7 Hkk [k
Handicaps by health status in dealing with daily targets
Not at all 50,0 54,2 68,1
Moderate 22,1 32,1 25,9
Severe 27,9 13,7 6,0
At least one day in the last 4
weeks
Bed-ridden 12,4 15,3 7,8 ***/n.s.
Hospital stay last 12 months 11,5 10,8 8.3 ***/n.s.

Average satisfaction with ¢

Health 4,5 49 5.1 skl /3¢
Life situation 4.8 5,2 5,6 Hokk [k
Average age 44,5 40,4 42,2

Note. *p < 0,05; **p < 0,01; *** p < 0,001 (Chi-Square-Test)

a: column 1 + 2 vs. column 3

b: column 1 vs. column 2

c: Average of a 7-point scale

Data source: Cumulative data of the National Health Survey (West) 1984 to 1991,
German Cardiovascular Prevention Study (GCP) (N=55.308)

Source: Elkeles (1999)

There are similar effects demonstrating that (long-term) unemployment in-
creases stress and affects especially mental health (40).

To summarise - unemployment and long term unemployment are affecting
health dramatically. With this descriptive epidemiological evidence we however
do neither theoretically nor empirically completely understand up to now which
mechanisms are involved hereby.
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Analytical evidence

There have been conducted some longitudinal studies in several European
countries, beginning with follow-up studies after plant closures, which followed
the classic termination study (41): the Elsinore Shipyard study (42), the Swedish
Blue-Collar-Worker Study (43) and the Askey Study (44). In addition to con-
firming the poorer health outcomes of the unemployed, such studies can provide
indications about stress reactions in the long term and the influence of change in
employment status. Findings from such type of follow-up studies, however, can
not readily be generalised, since the specific cases surveyed are not necessarily
representative of all unemployed persons neither in the same country nor in an-
other countries.

Earlier findings, according to which a stabilisation of mental health could be
expected to occur after approximately six months of unemployment, were modi-
fied by longitudinal studies with representative data (45,46,47), which showed that
especially with respect to indicators of mental health, the state of health of unem-
ployed persons is poorer but improves accordingly after re-employment. But coun-
try-specific conditions along the general climate of economic uncertainty, which
affects employed as well as unemployed persons, have to be taken in account.

In an own longitudinal study we looked for effects for German (48) and for
foreign unemployed in Germany (49). We used the representative data of the
German Socio-economic Panel (1984-1988 resp. 1984-1992). All health indica-
tors (health satisfaction, chronic illness, handicaps in fulfilling daily life tasks,
disability) showed poorer outcomes for the unemployed persons, even after con-
trolling for the possible confounding effects of socio-demographic variables.
Unemployed persons also consulted a physician more frequently and were hos-
pitalised more often. But longitudinal analyses (of becoming unemployed and
of re-employment) did not lend much support of causal effects from entry in
unemployment and re-entry in employment. In a later study, Gallo et al. (50)
found quite similar results examining the new variable general health state in the
German Socio-economic Panel.

German and migrant worker’s (49) did not differ with respect to their health-
satisfaction but unemployed foreign workers were quite less satisfied with their
health than unemployed Germans. This corresponded with a high percentage of
foreign unemployed (30-50%) that felt chronically ill. The longitudinal results
were interpreted in the way that the unemployed migrant’s poorer health could
be explained with (health) selection processes in the labour market. Immigrants
are still concentrated in branches and jobs, which are characterised by a high
intensity of work in a stressful environment.

In sum, it can be noted that available studies on the relationship between
health and unemployment by means of several indicators show that unemployed
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persons suffer from a poorer state of health. Due to methodological reasons, how-
ever, questions concerning the causes of this phenomenon, and in particular con-
cerning the direction of effects between health and unemployment, can hardly be
answered up to now.

Recently Paul/Moser (40) analysed meta-analytic work including cross-sec-
tional and longitudinal studies and the strength of effects. According to their
results there is evidence for both possible hypotheses:

1. the causation hypothesis (that means that the health and psychic impair-
ments of the unemployed are caused by unemployment itself)

2. the selection hypothesis (that means that persons in poorer health are
more likely to lose their jobs and persons in better health are more likely to be
re-employed);

Theoretical Background

As pointed out above, health is determined not only by physical and mental
factors, but to a large extent also by social conditions. Whatever indicators are
being used in order to measure health, subjective well being, specific diseases or
total morbidity causes of death or duration of lifetime a close connection between
health impairments and socio-structural disparities can be observed. Irrespective
of which theoretical approach is used to explain this inequality in health and its
persistence, it can and must be assumed that health is a sensitive indicator of the
unequal distribution of resources, power, and status.

All sociological theories that describe and explain disparities in the structure
of the society can be used as base for more specific theories about the causation
of poorer health by the unemployment process. In this direction of explanations
it seems obvious that the health impairments of unemployed are related to the
material, mental, and social hardships which may result from unemployment
(51,52).

Jahoda et al. (53) as well as Zawadski/Lazarsfeld (54) analysed mechanisms
of such causation in the thirties and in the eighties there was made an “adapta-
tion” of the underlying psychosocial process.

“It should be recalled that five aspects of the experience of unemployment in
the thirties have been singled out: the experience of time, the reduction of social
contacts, the lack of participation in collective purposes, the absence of an ac-
ceptable status and its consequences for the personal identity, and the absence
of regular activity. In all these aspects the unemployed felt psychologically de-
prived.” (55, p.39)

Because the five categories of experience “follow necessarily from the struc-
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tural forms of modern employment (55, p. 59), ,,current psychological responses
to unemployment can with somewhat greater confidence than in the past be at-
tributed to the absence of a job not just to restricted finances.” (55, p. 58)

This means that the loss of non-material, latent functions of work, which
also are potentially health promoting, can be attributed as reasons for the causa-
tion of health impairments by unemployment. Indeed these are no mechanistic
processes since there are a lot of moderating variables known as already stated
above: type and length of unemployment, national and cultural experiences with
(un)employment, age, gender, job orientation, qualification, personal activity lev-
el, social support, control conviction, help-seeking behaviour and many others.

On the other hand selection processes in the labour market can be explained
by social structural mechanisms in the society generally, by labour market poli-
cies particularly.

As we have seen, with the existing socio-epidemiological findings interven-
tions in the field of health promotion for the unemployed can hardly be based on
confirmed analytic epidemiological data in terms of relative risks. The majority of
interventions - if not all of them - in this field is so to speak logically based in the
sense that effective intervention strategies should stop this process of worsening
health. So in terms of intervention theories interventions at the moment can only
have the character of open experiments.

Further on we have seen, that long term and older unemployed persons are to
a high degree not only suffering from several complaints but are severely and of-
ten chronically ill. This to point out, that many persons long time out of work are
not only in need of health promotion but of effective health management strate-
gies combining targeted therapy, rehabilitation and health promotion measures.
This means that actually, in the whole field of public health, interventions and
conceptional work for the unemployed has still to be done.

4. Political based interventions towards unemployment
and the negative health effects of unemployment

Though unemployment must be regarded as an integral part of the indus-
trialised capitalistic economy - because of the given cyclical economic develop-
ment - high and even increasing unemployment rates can endanger the political
cohesion of a society potentially leading to political disavowals. So in Germany
in the Twenties and Thirties of the last century the rise of the national socialist
party can be attributed at least in part to the prevailing mass unemployment af-
fecting not only lower social class but even middle-class populations. And also
historically reducing the risk of unemployment was one of the first actions for
socialist or social democratic movements leading often to an insurance system
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for unemployment. This system secures a basic financial subsistence for the un-
employed for a defined period of time. Actually in Germany the legal regulations
concerning the unemployed are modified leading to a shortening in the amount
as well as duration of payments to approximately 60% of the former net income
up to 12 months than reduced on the level of social welfare subsistence.

Internationally there are remarkable differences in the social protection of the
unemployed with respect to time and amount of subsistence. This also stands for
health care of the unemployed. In the United States of America many persons
getting unemployed loose their normal health insurance and must contract a new
one, if they are able to do so. In Germany unemployment does not affect the
given health insurance. Being out of work does not affect the scope and form of
medical attendance.

Besides these precautions of social policy in providing minimal subsistence
to avoid people from falling immediately through the cracks there are however
additional political interventions dealing with unemployment and the risk of un-
employment:

e Economic and labour market interventions;
*  Education and qualification;
*  Health promotion for the unemployed.

While economic and labour market policies as well as interventions concern-
ing education and qualification have a long tradition in many European countries
health interventions must be characterised to be a new tool, which is still in a
phase of development and testing.

Economic and labour market interventions

Rational economic policy tries to realise four macroeconomic objectives si-
multaneously: growth of the economy, monetary stability, a balanced export/
import relationship and sufficient employment. There are several possibilities
to achieve these objectives by monetary or fiscal policy measures but in times
of excessive national debts in many European countries and with an intensive
control of national budgets by the European Central Bank monetary since 1999
stability has become a superior objective. In contrary to Keynesian positions
that deficit spending would increase the demand of goods and services, thus
increasing economic growth and lowering unemployment the majority of econo-
mists today believe that this will not work. Instead they are focussing mainly on
tax reduction and a liberalisation of markets (the labour market included) with
the tendency to reduce the level of wages. This is exactly what is actually hap-
pening in Germany and has happened e.g. in the United Kingdom, Denmark and
Sweden some years before.
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This policy is supplemented by an intensified control of persons out of work
forcing them to search successfully for new jobs even under poor wage condi-
tions. This policy of “demanding and encouraging” (Fordern und Fordern) is
based on profiling instruments. Whether this policy is successful and which ef-
fects it will involve must however be waited for.

Education and Qualification

Since the first relevant rise of the unemployment rates in Federal Germany in
the sixties, qualification of persons out of work was a predominant instrument of
active labour market policy. The rationale of this policy was the fact that persons
without vocational education were and are still affected by unemployment prima-
rily. Thus basic and additional educational or qualificational measures were of-
fered to the unemployed. For over twenty years a huge and prospering consulting
field was established at the periphery of the German federal agency of labour and
the local job centres. Thus for years costly interventions in qualification proc-
esses were carried out by the job centres, but they were downsized dramatically
since 2002 with the objective to lower expenses. This decision was facilitated
by the fact, that these interventions were not sufficiently — if at all ever — evalu-
ated, thus not demonstrating any evidence on their effectiveness and efficiency.
It seems very unlikely that health promotion for the unemployed (see below) will
be a relevant intervention strategy in the job centres in the near future.

Health Interventions (Health Promotion)

In Germany “Unemployment and Health” is still a rather scientific topic,
which has up to now only marginally reached the political debate. In the process
of the still ongoing reorganisation of the job centres Germany has adopted from
other countries counselling- and profiling strategies with the overall objective to
better match skills and qualifications of the unemployed to the needs of the en-
terprises. In these profiling processes health status and health restrictions are not
yet completely and thoroughly addressed. In reviewing the MOZART projects
(projects to test the new profiling instruments) we found in only 3 from over 30
projects that health was part of the profiling process and only in one case there
were regulations and recommendations, what should be done, if certain health
problems or health restrictions would be detected. This exception was additional-
ly concentrated mainly on the problem of alcohol addiction. In no case we found
something like targeted health promotion and prevention. Therefore we can con-
clude that health is up to now not regarded as an interventive tool in the counsel-
ling and profiling system. Additionally there are some data privacy problems in a
broader “screening” of health questions, as the job centres - like employers - are
legally only allowed to ask questions on health, which are relevant for a concrete
workplace. In general job counselling - e.g. in contrast to employ pilots or bus-
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drivers - there is however any lack of concrete job requirements where the health
status could or has to be addressed.

Health Promotion has its roots in respective WHO activities in the seventies
and eighties leading to the Ottawa Charta (56) of 1986. “Health promotion is the
process of enabling people to increase control over, and to improve, their health.
To reach a state of complete physical mental and social wellbeing, an individual
or group must be able to identify and to realize aspirations, to satisfy needs, and
to change or cope with the environment. Health is, therefore, seen as a resource
for everyday life, not the objective of living. Health is a positive concept empha-
sizing social and personal resources, as well as physical capacities. Therefore,
health promotion is not just the responsibility of the health sector, but goes be-
yond healthy lifestyles to wellbeing.

Health Promotion — besides ethical considerations — is also regarded to be a
tool in lowering costs in the health system by preventing disease. So in many
countries respective health promotion interventions and trials were established,
which often attracted high public and political attention. With respect to the fi-
nancial budget this form of health intervention was however provided only mar-
ginally. The majority of respective projects were also addressed mainly on indi-
vidual health promotion measures in form of training courses. And in fact they
were attended especially by members of middle and higher social classes.

Health promotion for the unemployed is in fact a development which is part
of activities to match health promotion measures better to the social needs of
the population or certain population groups thus narrowing social inequalities
in health. Target groups thus may be e.g.: poor children and adolescents, wel-
fare recipients, single female parents and persons out of work.

In Germany primary prevention and health promotion is a service of the health
insurance agencies for their members and also the complete population. The re-
spective § 20 of the code of social law read as follows: “The health insurance com-
pany should provide services of primary prevention in their articles of association,
which are in concordance with the requirements stated in sentences 2 and 3. Serv-
ices of primary prevention should improve the health status and should especially
contribute to narrowing social inequalities in health chances. The national associa-
tions of the health insurance companies with involvement of independent analytic
expertise resolve mutually and consistently upon prior operational fields and crite-
rions for services according to sentence 1, especially with respect to needs, target
populations, accessibility, contents and methods.” (57)

Giving health insurance companies the responsibility for health promotion is
internationally not very frequent. Besides Germany only in Switzerland this field
of action is financed by the health insurance agencies.
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5. The state of the art of health promotion
interventions targeted to the unemployed

The following results are part of a six-month expertise for the Federal Asso-
ciation of Company Health Insurance Funds (Bundesverband der Betriebskrank-
enkassen) to evaluate the state of the art of these interventions with unemployed
carried out in 2003. In addition to theoretical considerations on the necessity and
possible performance of respective health promotion measures we did an empiri-
cal search of published projects on health promotion and primary prevention ad-
dressing persons out of work especially in Germany. Such a search can never be
complete but nevertheless it should yield reliable evidence on the given structure
of interventions. In our search we found totally 51 interventions. From these 14
were only marginally documented or described. From the remaining 36 projects
two were only in a conceptual phase. The remaining 34 projects will now be
described according to:

1. Prevailing interventive objectives (health and/or employment);
Target populations;

Objectives and methods;

Institutional and financial framework;

Documentation and evaluation;

Number of participants/selection/access and accessibility;

S L S

Effectiveness and efficiency.

Prevailing interventive objectives (health and/or employment)

Health promotion projects for the unemployed can have uni- or bivariate ob-
jectives in promoting health or promoting re-employment or both. When we
classify the projects according to the objectives described we find that with 18%
only a minority of projects are focussing only on health, while with 47% nearly
half of the projects are oriented on re-employment while the rest aim at both
objectives. So the total majority of projects (82%) are intending to improve re-
employment chances.

Target populations

Thirty percent of projects are dealing with long term unemployed and 12%
are directed explicitly on persons out of work with existing health problems (Ta-
ble 4) (34). The projects are covering all age-groups, men and women and some
few projects are also oriented on short term unemployed with definite objective
to improve re-employment.
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Table 4. Target populations in %

Long time unemployed 7
Unemployed 5
Social welfare recipients 5
Long time unemployed with health restrictions 3
Unemployed women 2
Persons threatened by unemployment 2
Short term unemployed 2
Unemployed adolescents 1
Unemployed of older age 1
Social welfare recipients with health problems 1
Members of health insurance companies unemployed 1
Unemployed men 1
Not clearly stated 3
Total 34

21
15

W W W AN N & O

w

100

Source: Elkeles & Kirschner (2004), p. 211

Objectives and methods

When looking at the objectives stated (Table 5) (34) we find with 41% im-
provements in the psychosocial situation to be the most frequent objective, while
26% are addressing health improvements as primary objective and 33% will pri-

marily improve the labour market chances.
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Table 5. Objectives in %

Improving employment chances

Improving re-employment chances 12 22
Improving job seeking skills 2 4
Improving competences 4 7
Total 33

Psychological improvements

Reducing stress and psychosocial complaints 8 15
Psychosocial stabilisation 8 15
Networking 3 6
Motivation for self-helping activities 2 4
Coping strategies 1 2
Total 41
Health

Health promotion (undefined) 7 13
Improving health 4 7
Additional health services 1 2
Improving health consciousness 1 2
Health counselling 1 2
Total 26
Total (multiple nominations) 54 100

Source: Elkeles & Kirschner (2004), p. 212

When looking at the methods (Table 6) (34) applied we find that with 79%
the traditional concepts and fields of individual health promotion are in focus,
while the rest used additional psychotherapeutic techniques. Altogether we find
a brought range of objectives and methods with a strong emphasis on stress and
the psychosocial situation supplemented by traditional forms of health promotion
activities.
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Table 6. Methods

Stress reduction 12 34
Physical activity 8 23
Reduce consumption of (any) drugs 4 11
Nutritional improvements 3 9
Traditional health promotion objectives 77
Constructive thinking 1 3
To enjoy 1 3
Self- and time-management 1 3
Personality development 1 3
Cognitive behavioural therapy 1 3
Social pedagogic measures 1 3
Not clearly stated 2 6
Therapeutic measures 23
Total 35 100

Source: Elkeles & Kirschner (2004), p. 212

Institutional and financial framework

Both are extremely heterogeneous ranging with respect to institutions from
University departments to private companies, health promotion institutes, self-
help groups, welfare offices, job centers and health insurance companies. The
same stands for the financial framework with budgets ranging from some Euros
up to millions of Euros.

Documentation and evaluation

With respect to the heterogeneous institutional and financial framework
the standards of both important tools will also vary extremely. Based on 22
projects completed or in finalisation we found (Table 7) (34) just two reports
on evaluation and further 4 indications that an evaluation is planned or in the
works. Naturally these results may not be overestimated but by the experience
made by us in gathering respective information we have to conclude that the
standards of documentation and evaluation are (very) low.
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Table 7. Standards of documentation and evaluation

No documentation available * 8
Evaluation report 2
External evaluation 1
Internal evaluation 3
Preliminary analyses 1
Publications available 7
Total 22

“in the framework of the expertise (6 months)
Source: Elkeles & Kirschner (2004), p. 214

Number of participants/selection/access and accessibility

Altogether the number of participants is — with some exceptions — low or very
low. This raises questions with respect to the acceptance of these interventions
by the unemployed. With respect to the overall stipulated proof of evidence of
health promotion interventions by sufficient evaluation methods it is astonishing
that when participants of the projects are described, there is no reasoning if and
to what extent the given participants are biased compared to social, motivational
or health variables. And only in few studies we found information that many
persons out of work had to be contacted to create the final study group, which is
at least a simple possibility for a first estimation of probable bias.

Getting access to persons out of work is one of the most practical problems in
these intervention strategies compared to institutionalised populations at schools,
hospitals or companies. At job centres and social-welfare offices this population
may be easily contactable with the disadvantage however that interventions in
these settings are not very popular in the opinion of the clientele. There is ad-
ditionally the danger that taking part in these interventions could be become
obligate and refusing to take part could lead to a reduction in subsistence ben-
efits, a well known instrument by the unemployed in Germany. In one German
intervention study in the context of job centres the participants reported that they
had been pushed for participation by the employees of the job centres. In fact
the intervention turned out to be not successful which could indicate that health
promotion under pressure will eventually fail a result obviously plausible.



Unemployment As A Determinant Of Health

Effectiveness and efficiency

Evidence on both outcome measures is low. When analysing six mental health
projects with reported respective analysis at least on effectiveness we find 50%
reporting positive results while the other half failed to reach the given objectives
(Table 8) (33). Additionally evaluative designs are often weak which may indi-
cate that the evaluative budgets were totally too small. Furthermore we find in
majority the practise of self-evaluations implying often insufficient experience
in evaluation methods.

Table 8. Results on effectiveness of projects aiming at mental health improvements

Results on effectiveness

Positive Negative
Aktiva Dresden (58) X
EVA Siegen (59) X
MPRC Michigan (60,61) X
Ty6hon (62) X
Proudfoot et al. (63)
Muller (64) X

Source: Elkeles & Kirschner (2004), p. 215

Summary

Eight years after a comparable study by Gepkens and Gunning-Schepers
(65) - however oriented on interventions in social disadvantaged totally and not
specifically on unemployed we have - unfortunately - to confirm some of their
results and to conclude that:

- interventive experience in terms of the number of respective projects is
still very limited;

- interventions are focused on improvement in health as well as re-em-
ployment with focus on the latter;

- objectives and methods mirror the common practises in health promotion inter-
ventions supplemented by some additional psychotherapeutic measures;

- institutional and financial framework is highly heterogeneous;

- standards of evaluation and even documentation are only poor;
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- numbers of participants are — with some exceptions — only small;

- structure of participants with respect to health and social status or moti-
vation to participate is often unknown;

- evidence with respect to effectiveness is limited, while efficiency was
rarely under observation at all;

- the only few positive effects detected in mental health oriented interven-
tions often suffer from methodological problems e.g. selection bias in the inter-
vention group which was addressed upon only as an exception.

Altogether we have to conclude that the practise of health promotion interven-
tions in the unemployed suffers from three important deficiencies:

- deficits in the theoretical foundation of interventions e.g. with respect to
the question why a certain intervention should yield whatsoever effect;

- deficits in program implementation which are supplemented by;

- deficits in program evaluation.

Conclusions and recommendations for
further project and accompanying research

When we once again throw a glance on the projects described and taking into
account that we were always talking of interventions we can detect an additional
problem. In fact most projects described are by intervention theory no interven-
tions but mere offers or services. The main differences between these two strat-
egies are that offers and services go without any assessment of needs because
they will be demanded by self selective usage. On the contrary real interven-
tions are based on a thorough assessment of needs, because participants without
needs may already affect effectiveness and efficiency. Interventions must try to
optimise and maximise the participation rates of persons with defined needs to
realise a program-coverage which secures efficiency. If not the program can be
effective but will not be efficient. All these questions are of no interest for of-
fers or services. When we will plan and develop real interventions in the field of
health management or health promotion we have first of all to study the social-
epidemiological needs of our target group on adequate data. When transferring
the intervention into practise we have to install need assessment strategies.

But even when we modestly confine ourselves on services and offers we have
to clarify the structure, effects and consequences of self selective usage. With-
out this clarification any so called “evaluation” is useless, because it may at best
show positive results from study groups which are not sufficiently characterised.
In Germany - probably as well in other countries — we know a little on the usage
of health promotion services (Table 9) but very little on the motivation to do so.



Unemployment As A Determinant Of Health

There are however some indications that users of respective services are in ma-
jority just those who are at least in need for them.

Table 9. Usage of health promotion services in Germany (in %)

Total Men Women
Health insurance compulsory 12,7 73 16,7
High social class 12,6 8,2 18,0
Private health insurance 11,9 10,3 14,4
West Germany 11,5 7,7 15,1
Middle social class 11,2 7,1 15,1
Total 10,5 7,0 13,8
Health insurance compulsory (AOK) 72 5,3 8,8
Low social class 7,1 5,5 8,3
East Germany 6,4 4,0 8,6

Unemployed* - - -

Source: Kahl et al. (1999)
(*Data for the unemployed not shown in the article cited)

Additionally we have to find out more about the acceptance of respective in-
terventions or services by our target population because low acceptance and still
lower potential usage is accompanied by inefficiency.

Finally we have to remember that many persons out of work — especially
those of older age and long term unemployment — are often severely ill. For them
mere health promotion is a drop in the ocean. They are in need of integrative
health management strategies combining therapeutic, rehabilitative and preven-
tive measures, which have to be developed.

The future respective programs should be developed more sophistically, im-
plementation has to be better controlled and all phases of evaluation have to be
improved, that requires additional funding. Also documentation and publication
have to be improved.

If you think that nobody could contradict these proposals you’re mistaken
however at least with respect to the adequate data necessary or available for these
analyses. In Germany there is a long tradition that social scientists and epide-
miologist are debating controversially especially on the role of surveys in this
context. There are opponents of surveys arguing that enough other data would be
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already available for these purposes. We disagree because the question is not, do
you have data but do you have the right data.

In our point of view many of the practical and research questions which have
to be solved could be realised by carrying out a representative survey with un-
employed, thus clarifying:

- needs;
- acceptance and potential usage of services, offers or interventions;
- and building up a data base for the further development of strategies.

Last but not least as an additional advantage this data base could be used as a
control sample for all study- or project groups which would resolve the crucial prob-
lem of widely unknown participants and giving the possibility of controlling bias.

6. Summary

Many industrialised countries have to register since many years progressing
unemployment rates, which are only marginally reduced in times of economic
growth. In Europe we find high unemployment rates in some transition coun-
tries as well as in developed highly industrialised countries as e.g. Germany and
France.

An international comparison of unemployment rates is difficult to undertake
due to different legal or statistical definitions which person shall be deemed to be
out of work. In general the actual total number of the unemployed will be much
higher than the number officially stated.

The threat of unemployment and unemployment are severe risk factors for
health unless a majority of moderating factors acts in the opposite direction thus
potentially diluting negative health effects. Long time unemployment is a special
risk factor for health in individuals, which will eventually also affect health and
well being of other family members.

High and increasing unemployment may affect the social and political co-
hesion of a society. So minimal social protective measures were established in
developed countries granting certain financial subsistence for a defined period
of time. The scope of this social protective measures differs extremely between
European and although other countries. In all developed countries there are job
centres or other institutions counselling the unemployed in getting new jobs.

To combat unemployment there are principally also tools in economic policy
as well as active labour market policy. Today however leading economists don’t
believe that deficit spending would work, if this policy could be carried out at all
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with respect to the given excessive national debts.

Also the long time used education- and qualification measures were getting
out of fashion especially in Germany, which has practised these interventions
excessively for more than 20 years.

Since some ten years the traditional middle-class oriented health promotion
measures (stress reduction, physical activity etc.) are increasingly discussed and
also tested in social disadvantaged population groups and here also in persons
out of work.

From an epidemiological and preventive point of view these interventions are
making sense as they are trying to stop or reduce negative health developments.
However these offers or interventions are complicated and also costly. An evalu-
ation of respective interventions for the unemployed carried out by us in 2003
revealed that the evidence that such programmes will work effectively is still
insufficient.

These findings should however not lead to a hastily rejection of these trials.
They should be an imperative for additional targeted activities, which have to be
planned, implemented and evaluated more thoroughly.

With a view to the millions of persons out of work e.g. in Germany and other
countries it may be naive to believe that with health promotion the problem of
unemployment can be really solved. This will not be the case. But what can at
best be done, is the prevention of negative health effects. And this can and has
to be done by a rationale healthy policy, which has the task of minimising health
risks in the population.

The experiences made in these trials to be continued and still extended will us
finally help for a better management of the demographic transition already under
way. In some 30 years in many countries today extremely affected by unemploy-
ment the work force of the population aged 20 to 65 years will diminish rapidly.
In some segments of the labour market we have to expect labour deficit already
even earlier. This gap can only be closed by targeted immigration and/or health
promotion for the (older) workforce, to place them into a position to be able to
work. To realise this, we cannot wait the next 20 years. To realise these preven-
tive potentials we have to begin now.
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EXERCISES

Task 1: Select two European countries and find out in which way “people
out of work™ are officially defined. Then compare the unemployment rates.

Task 2: Discuss possible causes and mechanisms of deteriorating health in the
unemployed. Specify five moderating variables which can interfere or dilute the
negative health outcomes.

Task 3: Explain the causation hypothesis and the selection hypothesis.

Task 4: Many studies show that women are mentally less affected by unem-
ployment than men. Discuss these findings with respect to different occupational
orientations of men and women.

Task 5: Give a summary of the state of the art of health promotion measures
for the unemployed.
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Learning objectives

At the end of the module, students should be able to:

. Become aware of all forms of child labour and its
magnitude;

. Recognise the concept and the history of child la-
bour;

. Understand the contributing factors for child labour;
. Differentiate appropriate and slave labour in chil-
dren;

. Identify hazardous and health risks, work-related dis-
eases, and injures; and
. Improve care for children in need.




Abstract

Child labour is a problem that has been occurring for a long time,
even before the written history. Millions of children working on
a variety of settings under exploitative conditions are being ex-
posed to health hazards on a daily basis, which may be detrimen-
tal to their health. These exposures may cause irreversible dam-
age to their growth, somatic and psychological development.
Asia covers over 50% of the magnitude of child labourers. Af-
rica has the highest percentage of children working (1 child out
of 3). About 15-20% of children do work in Latin America. The
highest percentages of child labourers are reported in family-
based agriculture, service industries as restaurants or vendors,
prostitution, and in small-scale manufacturing. Often, children
work under unsafe conditions, usually not having adequate
educational time. Thus, it is a priority to identify the most in-
tolerable forms of child labour in a particular country and work
for their eradication. Children should know their rights, the oc-
cupational risks involved in their work, and the best strategies
to protect their health.

Teaching methods

Teaching methods could include lectures, exercises, individual
work, and interactive methods such as small group discus-
sions.

Specific recommendations
for teachers

This Module should be organised within 0.25 ECTS credits.

Assessment of
students

Assessment should be based on a multiple choice questionnaire
(MCQ), case problem presentations, and an oral exam.
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CHILD LABOUR

Nurka Pranjic¢

Introduction

Types of child labour consist of a spectrum which runs from activities wholly
beneficial to a child health and development at one extreme, to a gross exploita-
tion on the other. The idea of exploitative child labour as a “social evil” has deep
roots in the European culture, as seen for example in the writings of Dostoevsky,
Dickens, Hauptmann and Zola.

Children are not little adults. A child means every human being below the age
of 18 years unless, under the law applicable to the child, majority is attained ear-
lier (1). In the majority of countries, the minimum age for employment is 14 or 15
years, but there are about 30 countries where it is only 12 or 13 years (1-3). Higher
minimum ages often apply to hazardous work.

In recent years, therefore, the emphasis has shifted from the abolition of all
forms of child labour to the elimination of intolerable and hazardous child labour.
The International Labour Organisation (ILO) estimates that 110 million children
aged 5-14 years are engaged in labour that can be described as hazardous or in-
tolerable (3). Most of this takes place in Asia and the Pacific, although the highest
prevalence is in Africa, where children younger than 14 years make up a third of
the total workforce.

Defining Child Labour

Not all child work is harmful to children’s wellbeing; rather, child work in-
volves a spectrum. At one end of the spectrum, some kinds of work are wholly
beneficial to a child health and development, teaching skills, building self-es-
teem, building a sense of solidarity and loyalty within a family and providing a
bridge to the adult world of work. Sport is a good example for this. At the other
end of the spectrum stands the work that is wholly detrimental to a child, such as
bonded labour, commercial sexual exploitation, sexual and physical abuse in the
workplace, and hazardous industrial work. As it’s difficult to establish a clear-cut
in this continuum, there is not a universal definition for child work (4).
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History of child labour

Child labour first started in Britain and, as the Industrial revolution was
spreading out, it took with it the advantages to hire more children from poor
families, who in exchange for some food worked for more than 12 hours a day
for a bigger production. In 1830, the English Parliament set up a commission to
investigate the problems of child labourers. One worker in a textile mill testi-
fied that, since the age of 8, he had worked from 6 a.m. to 8 p.m., with an hour
off at noon. Another boy, whose parents had sold him to a mill owner, testified
that the child labourers were locked up in the mill night and day. He ran away
twice, and was caught and whipped by his overseer. Stories as horrible as these
are common from child labourers in the coal mine (5).

The first significant British legislation was enacted in 1878, when the mini-
mum age of employees was raised to 10 years and employers were required to
restrict employment of children between the ages of 10 and 14, to alternate days
or consecutive half-days. In addition to making every Saturday a half-holiday,
this legislation also limited the workday of children between 14 and 18 years of
age to 12 hours, with an intermission of 2 hours for meals and rest. But, these
and other reforms were not strong enough to stop it (6-7).

How many children are involved in labour?

Today, 246 million children work (8). About 120 million work full-time,
while the remainder combine work with schooling or other non-economic ac-
tivities (1, 3). Usually, up to 20% of economically active children in rural areas
and up to 5% in urban areas are under the age of 10 years. There are over 10, 8
million children age 5-14 involved in work. Further, there are as many as 20,4
million children aged 5-17 involved in the worst forms of child labour (forced-
bonded labour, armed conflict, prostitution and pornography, and illicit activi-
ties), which is called slavery (10,11). In Cambodia, the prostitution of girls as
young as 5 years old is prevalent, particularly with many tourists visiting Cam-
bodia with the specific purpose of having sex with prepubescent girls (10). In
the military sector, an estimated 250 000 children under 18 years of age, some
as young as seven, are currently serving in government armed forces or armed
opposition groups as soldiers, spies, messengers, and porters (12-13).
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Where is child labour found?

The percentage of children working is 41% in Africa, 21% in Asia and 16%
in Latin America and the Caribbean. Furthermore, about 700 000 children
are to be found in domestic labour in Indonesia, 559 000 in Brazil, 250 000 in
Haiti, 264 000 in Pakistan, 200 000 in Kenya and 100 000 in Sri Lanka (8).

In Asia, most of the children work in factories and small-scale agriculture,
whereas in Africa most of the child labourers are in the “informal sector” of the
economy. They are servants, vendors, and work on commercial plantations. Very
few of the child labourers work in the export industries such as mining and making
carpets. Latin American child labourers mostly work in the small mining opera-
tions where they have to dig and work in small tunnels that an adult cannot fit into.

Child slavery exists today in the cotton fields in India, fishing industry in
Ghana, charcoal production in Brazil, gold mines in Peru, brick producing kilns
in Nepal, stone quarries in south Asia. Children work as camel jockeys in the
United Arab Emirates. Child slavery exists too in domestic servants and sex
slaves all over the world, including the United States of America and other de-
veloped countries.

In European countries existing forms of intolerable child labour include com-
mercial sexual exploitation, sexual and physical abuse of child workers, exploita-
tion of domestic workers, child trafficking, employment of children in hazardous
conditions, and problems of street children. Europe is home to around six mil-
lion Gypsys, scattered throughout the continent. Gypsy children are particularly
vulnerable to economic exploitation, as the Gypsy economy tends to be based
around extended family businesses in the field of metal work, scrap dealing,
horse dealing, entertainment, agriculture and begging. In all of these spheres
children are commonly employed, often on a full-time basis, after the age of
12, after which school drop out rates are high and adult literacy is low. Italy is
considered to have one of the highest populations of working children in Western
Europe, estimated at 1,5 million children. Southern Italy has a higher prevalence
of child labour, associated with the regional poverty and underdevelopment. In
Spain, there are perhaps 1,5 million illegal child workers, with an estimated 200
000 children under 14 years working illegally in the informal sector, including
family businesses and agriculture. Seasonal harvesting work in Spain, Portugal
and in France frequently takes children out of school for months (4). Turkey is
one of the few European countries where ILO has conducted a country study of
child labour through the International Programme for the Elimination of Child
Labour (IPEC). A study in 1994 reported almost 2 million children working as
salaried family members, 800 000 of whom were under 16 years of age. Compul-
sory schooling in Turkey ends at 12 years; afterwards, many children begin work
in family businesses and, in particular, in agriculture (4).
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What are the contributing factors for child labour?

In general, poverty is the principal reason for children labour. However, the
situation is more complex for the extent of child labour is not directly propor-
tional to the level of poverty (3-5, 8).

Basic causes of child labour:

Homelessness;

Unfair and exploitative labour relations;
Exploitative socio-economic and cultural relations;
Conventional child development practice;

Lack of political commitment for better change (lack of living laws, in-

efficacy of the implementation of laws, and lack of systematic monitoring and
follow-ups);

Children are a cheap source of labour supply.

Other immediate causes:

Large family size;

Lack of parental education;

Lack of a good, meaningful education;
Leaving school early: drop-outs, pull-outs;

Domestic violence.

What are the major occupations held by child labourers?

The following types of occupations are frequently held by child labour:

Agriculture and related activities (landscaper, gardener, fishing industry);

Hotel and restaurant services (cook, waiter, dishwasher, counter or kitch-

en worker);

Domestic service, servants;

Transport;

Construction (construction workers);

Sales clerk, stock clerk, baggier, cashier, vendors;

Janitor or cleaner (shining shoes, running errands and cleaning cars);
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*  Health care or nursing aide;

e Child care provider (day care, baby-sitting, camp);
*  Delivery worker;

*  Mining and quarrying;

. Sex trade;

. Stone cutters and slate workers;

e Making carpets, cotton fields.

More than two-thirds of working children are engaged in agriculture and re-
lated activities, the rest in manufacturing, hotels and restaurants, domestic serv-
ice, transport, construction, mining and quarrying, and the sex trade. Only some
5% of working children are to be found in the formal sector, including export
industries. Some surveys show the majority of children working for nine hours
or more, every day of the week (8).

Hazardous child work:
*  Work which exposes children to physical, emotional or sexual abuse;
*  Work underground, underwater work, or work at dangerous heights;

*  Work with dangerous machinery, equipment and tools, or which involves
the manual transport of heavy loads;

e Work in an unhealthy environment which may, for example, involve ex-
posure to hazardous substances, agents or processes, or to extreme temperatures,
noise levels, or vibrations;

*  Work under particularly difficult conditions such as for long hours, dur-
ing the night, or without the possibility of returning home every day (3-5, 8).

What are the adverse effects on health?

Most biological systems in the human body do not mature until about the age of
18. Although adolescents are more like adults than children, their bodies are still
growing and maturing. Many differences in anatomy, physiology, and psychol-
ogy distinguish them from adults. These differences may translate into unique risk
factors for occupational injuries and illnesses. They are often physically weaker,
mentally more vulnerable and children immaturity may leave them incapable of
assessing occupational risks or the need for protective measures (14).

Among military recruits in Israel, data demonstrated a decreased risk for
stress fractures with each year of age above 17 years (15). These results suggest
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that adolescent bones may not have reached full structural maturity. Adolescence
is characterised by a rapid growth rate, which is exceeded only by the growth
rates during infancy and early childhood. Diminished co-ordination during peri-
ods of rapid growth could increase the risk of work injury.

Body weight, surface area, and fat composition vary between children and
older adolescents. These physiological differences may result in different degrees
of susceptibility to occupational exposures during different periods of adoles-
cence. Growth and maturation are not constant across organ systems. The thy-
mus grows most rapidly, exceeding adult size during most of the childhood and
decreasing to adult size begins at about age of 13. The brain approaches full adult
size at about the age of 4, though behavioural development occurs through ado-
lescence. The kidneys, spleen, and ovaries all grow steadily from about 40% of
adult organ weight at age of 8 to 100% at age of 17. The testes and uterus increase
dramatically from about 10% of adult weight at age of 8 to 100% at age of 17.
Damage to an immature organ or organ system may permanently prevent normal
physical maturation, and organ systems may be more susceptible during rapid
periods of growth (15).

In addition to the physical and physiological changes noted above, children
experience profound psychological changes as they mature. This psychological
transition is often less visible than the physical one, requires more time to com-
plete, and typically lags behind physical maturation. Thus, psychological imma-
turity may be obscured by a relatively mature physical appearance in an adoles-
cent. As a result, a child worker may be assigned to a task for which he or she is
emotionally or cognitively unprepared. In addition, a child worker will not have
adequate experience to judge his or her ability to complete an assignment safely.
However, the consequences of risky behaviours during adolescence are generally
severe (14-15). Lack of work experience coupled with normal adolescent psycho-
logical development and stress at work places adolescents at a high risk of injury
on the job, depression and other psychological disorders.

Children may also be exposed to agricultural chemicals, pesticides and fer-
tilisers, noise, respiratory irritants, and toxic gases (16, 17). Exposed children to
pesticides may be more likely to show adverse neuro-behavioural effects. They
may be exposed to benzene during work at gasoline stations, to lead during auto-
body repair, to asbestos and silica during construction and maintenance work
and to loud noise during manufacturing, or construction (18-22). Exposures to
hazardous materials and working conditions may result in immediate illnesses,
or illnesses that are not detected for months or years after exposure. Exposure
to harmful chemicals may also occur in restaurants. Chemicals commonly used
for cleaning may cause chlorine or ammonia gas release when mixed improperly.
Depending on the amount of gas inhaled, irritation of the eyes and respiratory
tract, dizziness, cough, and chest pain may occur. Severe exposure may lead to
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pulmonary oedema, serious lung injury, or pneumonia. Chlorine gas inhalation
has also been shown to cause longer-term, asthma-like symptom (23). The as-
sociation with work exposures may not be recognised.

The growth and development of children in industry and agriculture are se-
verely compromised. Working children loose considerable ground and suffer
significant growth deficits. These children risk a wide range of diseases and in-
juries. Musculoskeletal injuries, particularly back injuries, may cause permanent
impairment, and traumatic injuries can have serious physical and emotional se-
quel. Some of the reasons cited are inadequate food intake and excessive energy
expenditure (24).

Extreme psychological and emotional trauma, severe battle wounds, loss of
hearing, loss of limbs, blindness, rejection by family and community, diseases
(including HIV/AIDS), violence/abuse, drug addiction, rape and unwanted preg-
nancy, malnutrition and death, are some of the consequences for child labourers
(21-28).

Summary of negative manifestations of child labour on children health status
include (14-28):

e  Delayed or stunted growth;

*  Hearing and/or sight loss;

e Malnutrition and eating disorders;

. Sexual abuse/harassment;

*  Abortion/teenage child birth;

e Inappropriate risk behaviour;

»  Skin infections and allergies;

*  Bone malformation;

e Musculoskeletal disorders;

*  Sleeping disorders;

*  Respiratory infections, chemical poisoning;
*  Sexually-transmitted diseases, e.g. AIDS;
e Drug dependence;

»  Difficulty creating social relationships;

*  Depression.
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Children and unsafe labour

Like their adult co-workers, teenagers face exposure to a variety of health
and safety hazards that can lead to injury and illness. Often, children are forced
to work in the worst conditions. Every 30 seconds, a child worker is injured on
the job. One child dies due to workplace injury every five days (29).

Agriculture is the most dangerous industry for child workers, accounting for
42% of all work-related fatalities of child workers. Unlike other industries, half
of the young victims in agriculture are under the age of 15 years (30). For child
agricultural workers aged 15—17, the risk of fatal injury is four times the risk of
child workers in other workplaces. Agricultural work exposes child workers to
hazards such as machinery, confined spaces, work at elevations, and work around
livestock (29-30).

Construction is a dangerous occupation for all workers and construction sites
are full of hazards. The predominant fatal events are falls, contact with electric
power, transportation incidents, and being struck by objects. Many of the non-
operator fatalities involve working around the machine: being run over, struck by,
or pinned by a forklift, being struck by a load that fell from a forklift (29- 34).

The risk of injury has been assessed for industry groups. It has not been as-
sessed for various types of work or machines. Such data could inform decisions
about what is an appropriate work for children.

Are current occupational standards adequate
to protect child labourers?

Occupational Safety Health Agency (OSHA) strives to make the workplace
safe for everyone, regardless of age. The agency uses a 45-year working life (oc-
curring between ages 21 and 65) as standard and, with one exception, does not
differentiate on the basis of age. The only age specific OSHA regulation concerns
exposure to ionising radiation (35). Unfortunately, most occupational health
standards are more helpful for adult workers’ settings than the child labourers.

A European consensus on child labour is also found in international legisla-
tion. The Convention on the rights of the children has been ratified by all Euro-
pean countries and includes a specific article on economic exploitation, namely
Article 32 (4):

“States’ Parties recognise the right of the child to be protected from economic
exploitation and from performing any work that is likely to be hazardous or to
interfere with the child education, or to be harmful to the child health or physical,
mental, spiritual, moral or social development”.

“States’ Parties shall take legislative, administrative, social and educational
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measures to ensure the implementation of the present article. To this end, and
having regard to the relevant provisions of international instruments, States’ Par-
ties shall in particular:

e Provide for a minimum age or minimum ages for admission to employ-
ment;

*  Provide for appropriate regulation of hours of employment;

e Provide for appropriate penalties or other sanctions to ensure the en-
forcement of the present article."

The ILO Convention No. 138 on Minimum age for employment (1973) states
that the minimum age for work should not be less than the age for compulsory
schooling and, in any case, should not be less than 15 years (1, 35).

The ILO Convention No.182 on “Elimination of worst forms of child labour”
was unanimously approved in June 1999. The worst forms of child work are slav-
ery, forced labour, use of children in illegal activities, and children working in
hazardous activities. Countries that ratified the Convention No. 182 need to agree
in tripartite discussion upon the hazardous works they have in their countries. It
is also possible to improve the working conditions as the first immediate action
on the way to eliminating the worst forms of child labour (4, 9).

The Federal Labour Standards Act of US (FLSA) child labour provisions are
designed to protect children by restricting the types of jobs they may hold, for
safety reasons, the number of hours they may work, as well as for educational
reasons (36).

According to the FLSA:
No worker aged 14 or 15 years may:
*  Bake or cook (except at a serving counter);

*  Operate power-driven machines, except those that pose little hazard (e.g.,
office machines);

e Work on a ladder or scaffold;
e Work in warehouses;

*  Work in construction, building or manufacturing.

No worker younger than 18 years may:
*  Drive a motor vehicle as a regular part of the job, or operate a forklift;

e Operate many types of powered equipment (e.g., circular saw, box crush-
er, meat slicker, bakery machine);
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*  Work in wrecking, demolition, excavation or roofing;
*  Work in mining, logging or sawmills;

*  Work in meatpacking or slaughtering;

*  Work where there is exposure to radiation;

*  Work where explosives are manufactured or stored;

*  Load or unload a truck, railroad car or conveyor.

Individual countries also have their own child labour laws.
Maximum work hours for 14 and 15 year child labourer:

e Up to 3 hours on a school day;

*  Upto 18 hours in a school week;

*  Up to 8 hours on a non-school day;

*  Up to 40 hours in a non-school week.

Legal right for child labour:
* A safe workplace;

*  Compensation for medical and rehabilitation expenses and lost wages if
injured on the job;

*  Minimum wage and overtime pay;
e Freedom from workplace discrimination and sexual harassment.

Such research should identify, for each country those categories of child la-
bour which are the most unacceptable and which represent a priority for control
(1, 3-4). The limited data reviewed above suggest that these categories might
include (35):

*  Forced labour and child trafficking;
*  Commercial sexual exploitation;

e Unacceptable working conditions in manufacturing industries (long
hours, dangerous conditions, sexual and physical abuse);

*  Conditions of employment in domestic service;
e Children working on street;

*  Conditions of labour in agriculture.
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Conclusion

As stated above, the problem with child labour is not that it is a “bad idea”,
but that the exploitation of children, so that they are not able to grow and get
educated, is wrong and punishable.

The most important efforts to eliminate child labour abuses throughout the
world come from the ILO, and a special agency of the United Nations. The or-
ganisation has introduced several child labour conventions among its members,
including a minimum age of 16 years for admission to all kinds of work, a higher
minimum age for specific types of employment, compulsory medical examina-
tions, and regulation of night work. In the late 20" Century, the ILO added to this
list the worst forms of child labour, including slavery, prostitution, debt bondage
and forced military service. The ILO, however, does not have the power to en-
force these conventions. It depends on voluntary compliance of member nations.
Fortunately, the task of designating children at high risk usually turns out to be
easier in practice than in theory.

Employment of young workers can have many benefits for businesses and for
young workers. However, the potential for serious injury and death must be rec-
ognised and addressed by everyone involved. Employers, educators, parents, and
young workers may not be aware of safety and health laws designed to protect young
workers on the job. Safety and health regulations alone cannot control or eliminate
all the factors that may contribute to the risk of injury for young workers.

The relative risks of different jobs and information about outcomes need to
be clarified. Although the risk of injury has been assessed for industry groups,
it has not been assessed for various types of work or machines. Such data
could inform decisions about what is an appropriate work for children.

Education has an important role in either the promotion or prevention of child
labour. Inaccessible or inappropriate education may push children earlier into the
workplace. The physician who learns that the patient’s job duties or hours violate
wage or hour rules should be alerted to the additional possibility of health and
safety violations. At a minimum, the physician should advise the patient that the
work is illegal and may be dangerous, understanding that the child worker may
nevertheless need the job and that other options may be scarce. With the children
consent, the physician should include parents in this discussion. The physician
should explain them the most essential occupational health and safety rights rel-
evant to children and should provide parents with information resources.

Protective gear such as gloves, hard hats, safety shoes, goggles or respiratory
protection may be necessary for some jobs. This necessity usually signals expo-
sure to hazardous substances. This type of exposure is prohibited for children,
except in supervised educational environments such as vocational-technical pro-
grams. Even then, these exposures remain a health and safety hazard.
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EXERCISES

Child labour risks and its effects on health
Case Studies

Children are working in jobs all over the world. In this exercise, you will be
learning about occupational risk and its effects to health of children who work.

Case Studies Questions (Mine part)

*  How old are you?

*  What exactly do you do at work?

*  Describe your work-place tasks?

* Do you work with any chemicals, dusts or fumes?

* Do you have any problems at work?

*  What tools, equipment and machinery do you use at work?
e Do you work alone?

* s there an (adult) supervisor present in your working area?

e Have you received any training on how to perform your job safely, in-
cluding training related to emergency situations (e.g., escaping from fire, han-
dling potentially violent customers, seeking help if injured)?

*  Has your employer given you any protective equipment (e.g., gloves,
safety shoes, hard hat, or mask) to wear on the job? Are you using this equip-
ment? (If not, why?)

*  What hours do you work?
* Do you have time to eat?

*  How much time do you spend each day on homework? Are you also in-
volved in family, social, religious and community activities?

*  How many hours of sleep do you get at night?

*  Have your grades changed since you started working? Have you chosen
easier courses since you started working?

* Do you have any difficulty doing your work?
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I Introduction to Task

You have a good understanding of the UN Declaration of the Rights of the
Child, recommendations of occupational and safety standards of NIOSH, OSHA
and FALS. You know what health risks are in correlation with different types
of child labour. You have been assigned to investigate and examine a particular
child (case-study) to determine what right of the child is/are being violated, or
what risks affect child health. Based on the information provided in the case,
your group is responsible for determine an appropriate course of action to help
the child and improve its labour conditions. Your group will then present a plan
to the rest of the class. The group consists of 5 students.

II Roles of the students:

1. Reader - reads the case study to his/her group - later to the rest of the
class.

2. Geographer - finds the mentioned country for the case study.

3. Definer - is responsible for finding the definition for words the group
members are unsure of. These words should be used in the crossword that all
members contribute to.

4. Recorder - records all the information onto the response worksheets,
once everyone agrees on the appropriate response.

5. Organiser - puts all supplies back in their proper place when they leave
the station.

ITI Process of Case Studies

1. After the teacher has assigned your team a case study title, the organiser
can log onto the case studies and print it out for the reader to read it to the group.
The geographer is to label the country of origin of the child on a world map.

2. The organiser can print out the Case Study Questions for your child and the
reader can read the questions.

3. As a group, answer the questions for your case study (excluding the in-
dependent response assignment). The recorder will record the answers for the
group. The organiser can hand this to the studies’ bin - after everyone has re-
corded the independent response assignment. This section is to be completed at
home and handed to the studies’ bin by each student.

4. Open up and print out the UN Declaration on the Rights of the Child, and rec-
ommendations of NIOSH, and/or OSHA and/or FALS, and the graphic organiser
for the general assembly presentation. Have the reader read aloud these pages.
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5. Reread your child case study. As a group, discuss the case study while
the recorder records the appropriate information onto the rest of the class form.
What kind of things does your group think the UN organisations can do to help
your case study child? Decide on your best plausible solution to correct the UN
Right(s) and recommendations of NIOSH, OSHA and FALS of the Child that
is/are being violated. Record it on the graphic organiser. Be prepared to make
a recommendation to protect rights and health of the child who works. When
considering your recommendation(s), look at the circumstances that surround
the violation. Why is your child working? What is his/her job? What are the
occupational risks? If he/she were not working, how would that affect him/her
as an individual? Would labour be harmful to child health? Would it affect his
family or his community? (If a child did not work in a sewing factory, would the
family be able to feed itself?) Is the violation less important than the possible
consequences of not having the work?

The rest of the class evaluation sheet will be used to evaluate your groups’
thinking.

6. Decide on how your group will present your findings to the rest of the class.
The geographer must indicate where the country of origin is for the child and
colour it on the world map transparency (the organiser can collect this from the
teacher). The definer may create a crossword on the Puzzle Maker if time allows
it. Everyone must take a role in the presentation.

7. After your presentations to the rest of the class, each person is to evaluate
themselves and their group members using the Performance Assessment form.

Resource parts and Forms:

e United Nations Declaration of the Rights of the Child, recommendation
of NIOSH, OSHA and FALS

*  Puzzle Maker

e Case Studies

e Case Studies Questions

*  General Assembly Presentation

*  General Assembly Evaluation Sheet
e Performance assessment

. Health risks assessment
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IV Evaluation:
1. Group mark and individual mark,
2. 20% of independent response activity, marked by the teacher;

3. 20% of the rest of the class, presentation sheet, identifying the child
rights and occupational and safety standards; being violated - marked by the
teacher,

4. 20% of the rest of the class sheet - class evaluation and 20% individual
student and group evaluation.

V Conclusion:

As a follow-up to this simulation, the whole group should conduct a U-debate
on the question “Is child labour appropriate?” on a scale of 1-10. At the end, your
ideas should be synthesised enough to respond to the following points:

- Child labour is appropriate when...

- Child labour is inappropriate when...
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RECOMMENDED WEB PAGES FOR EXERCISES:

1. http://www.cdc.gov/niosh/images/childpie.gif
2. http://www.ilo.org/public/english/standards/ipec/simpoc/index.htm
3. http://www.ilo.org/public/english/standards/ipec/simpoc/jensen/tables/table3.htm

4. http://encarta.msn.com/find/Concise.asp?z=1&pg=2&ti=761552027 (Definition and his-
tory of Child labor, MSN Encarta)

5. http://www.childlaborphotoproject.org/childlabor.html (Images of Child Labor, Child La-
bor and the global village: Photography for social change, a project of the Tides Center and Julia
Dean & Associates)

6. http://www.casa-alianza.org/EN/human-rights/labor-exploit/overview.shtml#labor3 (Child
Labor Exploitation, Casa Alianza)

7. http://www.worldbank.org

8. http://www.ncpa.org/~ncpa/pd/pdint27.html

(Child Labor in Asia, National Center for Policy Analysis)

9. http://www.unicef.com (Child Labor, Several issues about Child Labor)
10.http://www.cnn.com/2000/ASIANOW/east/09/05/mcdonalds.child.labor/
working in hazardous job:

11. http://www.history.ohio-state.edu/projects/childlabor/mrcoalsstory/

12. http://www.history.ohio-state.edu/projects/childlabor/cottondress/
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PSYCHOLOGICAL DETERMINANTS
OF HEALTH

Sashka Popova

Recent development in the field

In the twentieth century theoretical and practical advances in psychology
helped lay the foundation for contemporary important and interesting areas in
personality, social, clinical, and health psychology. As a microcosm of both the
psychology and the interdisciplinary endeavour of behavioural medicine, these
developments have taken the position that biological, psychological, and social
factors are implicated in all stages of health and illness, and the bio-psycho-
social model is a guiding framework for the application of both psychological
theory and research to health, illness, and health care.

Much of the strongest work involved provides theoretical and conceptual
frameworks that constitute a major contribution as they are often missing in tra-
ditional medicine and medical practice. In this context it becomes essential to
consider such distinct theoretical ideas and models as:

Psychodynamic conceptions

Psychodynamic theories have gained widespread acceptance and are deeply en-
trenched in the public view of human behaviour. These conceptions of human na-
ture commonly view human behaviour as motivated from within by various needs,
drives, impulses, and instincts; thought it refers to acts of reasoning, reflection,
imagining, and other personal activities. Psychological methods are evaluated in
terms of their effectiveness in changing actual psychological functioning.

Trait theory

Trait theorists are concerned with how dispositions generate behaviour and
motivate and guide it as well as with assessing personality traits and testing
their predictive utility. Recent research developments suggest specific models of
personality-disease relationships. Among these are the investigating the role of
Type A behaviour syndrome in the aetiology of coronary heart disease, and the
potentially protective role of positive emotional states and coping styles in the
development of illness.
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Rotter’s social learning theory

The theory infers that behaviour is a function of expectancy and reinforce-
ment value in a specific situation Training in mature decision making, healthy
behaviour, coping with stress and other life skills is of great importance.

Bandura’s social cognitive theory

The theory ascribes a central role to the mechanisms through which the indi-
vidual operates: cognitive processes, motivational processes, affective processes,
selection processes, and the power of forethought to override feedback control.
Self-monitoring, self-regulation, including appropriate goal-setting, self-efficacy,
and self-control mechanisms are described as effective and productive cognitive
coping strategies.

Creativity in everyday life

Recent research suggests that these individuals that use to understand and
control events in their lives include the creation of new original ways to act upon
the environment and their life conditions. They engage in the creative process
as they construe their world, plan their activities, and regulate their behaviour
within some reality constraints. Creativity involves awareness of context and the
flexibility of thinking that can lead a person to the creation of multiple perspec-
tives and new ways of looking at things. Creative individuals take risks and have
a willingness to try out new ideas. Attributes that are related to creativity are:
autonomy, seeking out information that leads to change, independence of judg-
ment, willingness to take risks, self-confidence, and creative self-image (1).

Application of psychological theory and research
to health, illness, and health care

As a science and a field, health psychology is now so diverse and productive
that it has made substantial contributions to the understanding of healthy be-
haviours and to the comprehension of the myriad factors that undermine health
and often lead to illness. By the end of 1990s the following definition of health
psychology had regained wide acceptance. Health psychology is recognized as
the “educational, scientific, and professional contributions of the discipline of
psychology to the promotion and maintenance of health, the prevention and treat-
ment of illness, the identification of etiologic and diagnostic correlates of health,
illness and related dysfunction, and health policy formation” (2).

More recent investigations have gone beyond the simple relationships be-
tween psychological factors and health and illness to an attempt to specify the
models and pathways whereby psychological factors can be integrated into the
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nature of health and illness. This trend is evidenced in research on health pro-
motion, stress and illness, personality and disease, coping, social support, and
the factors affecting patient’s recovery. These investigations have addressed
theoretical and conceptual frameworks that elucidate:

Life transitions and health

The life course approach addresses critical periods in human development.
That is, to a large extent, change in psychosocial structures and processes that
confront the person with the necessity to adapt and cope. Such life changes in-
clude a number of events as: transition from primary to secondary school; leav-
ing parental home; engagement; marriage; pregnancy; job insecurity or loss; loss
of a spouse, family members or close friends, and others. Some life events and
circumstances are specific to each transition point in the course of life and may
result in disability. More over, common denominators in the cause of psycho-
socially induced ill health are: the discrepancy between human needs and en-
vironmental possibilities for their satisfaction; the discrepancy between human
capacity and environmental demands; and the discrepancy between human ex-
pectations and the situation perceived. Such discrepancies are common in times
of environmental deprivation or excess, when there is conflict between social
roles, or when social change is rapid and there are no generally accepted rules of
conduct. Research on life- events from birth to death suggests that the experi-
ence of profound and loving human relationships builds a strong psychological
resource for the person’s ability to cope with stressful events during the whole
life course. High self-esteem and problem-solving abilities are valuable re-
sources for coping throughout life, and especially with psychological changes
associated with aging. More over, the elderly are subjected to multiple psycho-
logical stresses brought about by such factors as social isolation, grief over loss
of loved ones, and fears of illness and death.

Cultural profile and health

Cultural profile is very important factor in the successful implementation of
health education for culturally different individuals. Key variables of the cul-
tural profile may influence health care beliefs and practices of individuals. Cer-
tain cultural components are present in every social group. Assessing cultural
background and gathering data have significant meaning to the development of a
culturally appropriate health care. Research provides a framework for pursuing
culturally sensitive health care (3). Important cultural components are:

e Cultural identity - including patient’s own cultural values, beliefs, and
priorities;

e  Value orientation - the nature of people’s relationships to one another, the
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main purpose of life, the value of time in the culture, the relationship between
individuals and nature, cultural values regarding human nature;

*  Communication style — as examples must be noted:
- Language and dialect preference of the individual;

- Non verbal behaviours: body language, facial expresses, and the use of
personal space;

- Community customs: specific health care beliefs and practices;

*  Learning styles — informal and formal ways of education; often health
educational programs are too traditional in their approach, giving individuals
information on health issues but failing to use imaginative, interactive ways of
providing training;

*  Religion — preferences, beliefs, rituals, and taboos;

*  Health beliefs — attitudes to the alternative health care; response to pain;
crisis and illness beliefs;

e Family relationships — family roles, lifestyles, decision making and liv-
ing arrangements;

*  High - risk psychosocial situations. Four general categories of these situ-
ations are identified by Levi (4):

- Uprooting — in the sense of depriving individuals and groups from ex-
periences that provide emotional support, sense of belonging, and purpose in
life;

- Dehumanization of health care institutions - in the sense that needed
services are provided impersonally and mechanically ignoring patients, and
treating them as passive recipients of health care;

- Psychosocial side-effect of the spread of innovations - in the sense that a
given technology may change the behaviour of people in an unexpected and
hazardous manner. Examples are the increasing anonymity and mechaniza-
tion;

- Psychosocial factors as constraints on health programs and activities
— in the sense that important measures meet obstacles arising out of cultural
and behavioural patterns of the population. Included here are, for instance,
the stigma attached to certain health conditions, communication difficulties,
clashes of values arising from cultural diversity.
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Life-style factors

The role of behavioural factors in development of disorders and chronic dis-
eases is increasingly clear. The practice of health behaviours has been recognized
as one key to the success of primary, secondary, and tertiary prevention, as well as
of health promotion. Each health habit has a complex pattern of aetiology, mainte-
nance, change, and relapse. Much recent attention has been focused on how best to
combine the advantages of the individualized approaches (such methods have great
impact on personal behaviour however they are very expensive, and affect a small
portion of the population) and mass-media appeals to change some targeted health
habits - they may produce only modest behaviour changes but they affect many
different groups of people, and are low-cost intervention methods (5).

Cognitive factors in health and illness

People’s psychological attributions and beliefs, and the representations that peo-
ple hold regarding their health conditions are involved in the experience of health
and illness. For example, a significant part of patient complaints made to doctors
are psychological in nature and have no significant physical counterpart. If the
psychological problem is resolved all symptoms disappear. Headaches or weak-
ness without physical explanation are such examples. These symptoms may result
purely from interpersonal tension. In the clinical practice people’s adherence, up-
take and preparation for medical procedures are of great importance too (6).

Personality and disease

Recent research on personality and disease has identified at least two major psy-
chological factors that play a part in the precipitation of disease. The first involves
personality and coping style. The second major factor involves stress stemming
from life events. Until recently, research focuses on:

e The direct impact of stress and other psychological states on physiologi-
cal processes;

*  The impact of psychological factors on risky health practices;

*  The impact of psychological factors on people’s response to potential ill-
ness conditions.

Research has succeeded in identifying certain broad principle of behaviour. For
example, the importance of feelings of personal control when people practice par-
ticular health behaviours, and experience stress, as well as whether their pain con-
trol efforts are successful, and how they adapt to chronic disease and disability.

Other important developments include advances in the conceptualization and
measurement of the high-risk psycho-physiological processes in the organism.
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Such pathogenic mechanisms are:

e Subjective reactions and health — the occurrence of anxiety or depression
in response to a great variety of environmental stresses in our everyday experi-
ence;

*  Behavioural reactions and health — dependence on alcohol, psychoactive
drugs and nicotine;

*  Physiological reactions and health — sympatho-adrenomedullary reac-
tions, adrenal cortical reactions, thyroid reactions, endocrine reactions, bodily
function, and health (7).

Different models of psychosocial factors highlighted how best to structure
influences and create belief systems and personal competencies. These models
suggest that the personal activity in a given situation depends on inherited char-
acteristics, previous experience, and socialization over the life course.

Stress and illness

Stress is a concept that has been defined in many different ways by research-
ers. Commonly the definition considers stress to be the state of an organism when
reacting to new circumstances. Lazarus and his associates identified psychologi-
cal appraisal as a crucial mediating process in the experience of stress. Events
are judged to be positive, negative, or neutral in their implications, and if judged
negative, they are further evaluated as to whether they are harmful, threatening,
or challenging.

Coping strategies. Coping as defined by Lazarus is the process of managing
external or internal demands that are perceived as taxing or exceeding a person’s re-
sources. Coping may consist of behaviours and psychic responses designed to over-
come, reduce, or tolerate these demands. Coping mechanisms can take three forms:

*  Psychological resources — they represent the abilities that people have.
They are personality characteristics upon which people draw from within them-
selves to help them deal with threats imposed by the environment. Examples are
self-esteem (the positive attitudes people have toward themselves), feelings of mas-
tery and competence, and the feelings of control people have over their lives;

*  Social resources — they represent support that people have. They are as-
pects of peoples’ interpersonal networks. They involve the social support avail-
able from family, friends, fellow workers, neighbourhood. It is usually equated
with emotional support but it may also involve tangible resources such as infor-
mation and cooperation;

*  Specific coping responses — they represent the things that people do. In
another words, their concrete efforts to deal with specific strains of life. These
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specific coping responses may be influenced by both the psychological resources
of the person and social resources. Specific coping responses concern behaviour-
al mechanisms and include techniques such as the relaxation response, biofeed-
back, running. Coping techniques involve cognitive mechanisms that involve ef-
forts of controlling meaning, that is, specific interpretations made to neutralize
the effect of the stressful life event or interpreting the event as a challenge (8).

Application of psychological skills to health care delivery

The WHO “Health for All Policy for the twenty-first century” emphasizes the
importance of the basic psychological determinants and prerequisites for health.
Educational and intervention strategies aim at improving the life skills and psy-
chosocial wellbeing of people, helping them to manage life situations and make
healthy choices. People should have an increased ability to cope with stressful life
events. They should be enabled to develop and use their own potential in order
to lead socially, economically and mentally fulfilling lives. Health professionals
should help people at all ages to gain a sense of coherence, build and maintain
social relations, and cope with stressful situations and events (9).

The last two decades show an increasing sense that health psychology issues
are well integrated into the health enterprise. On the research side, the emphasis
on cost-containment draws researchers heavily into primary prevention activities
designed to keep people healthy with the goal of reducing the use of health care
services. By identifying risk behaviours and by developing programs that best
help people to achieve a healthy lifestyle psychology contributes to the larger
endeavour that attempts to keep people healthy. On the clinical side, psychol-
ogy increasingly identifies the benefits and liabilities of self-help groups, peer
counselling, self-management programs and other educational ways to provide
service delivery that integrate more effective psychological approaches.

Individuals who are identified early as at risk for particular disorders need
to be trained in how to change any modifiable risk-related behaviours as well
as in how to cope psychologically with their risk status. Increasingly, the psy-
chological approaches will be called to address concerns of aging, including the
problems of living with chronic disability and disease. There is now extensive
literature demonstrating the success of psychology in analyzing life-skills. Life-
skills are defined as those personal, social, cognitive and physical skills which
enable people to control and direct their lives and to develop the capacity to live
with and produce change in their environment (10).

Successful self-management program could be achieved with careful atten-
tion to two areas. These are the learning program which provides appropriate
knowledge and skills, and the attitudes, beliefs and perceptions that determine
the extent to which any person develops and maintains an appropriate self-man-
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agement regime. Education must therefore be a continuous component of long-
term clinical care. Therefore health professionals have to undergo some training
in educational methods. Health care team should give patients and their families
enough psychological support to enable them to pass through the psychological
crisis that follows diagnosis and to accept a new concept of life. Attention should
be focused on the handicapped. There is a need for appropriate services because
they are not available to many handicapped that are particularly vulnerable to
acute and prolonged psychological and emotional distress.

It would be extraordinarily useful if health professionals teach people how to
communicate more effectively in health care. The key issue is sensitivity. Peo-
ple have to learn to be more sensitive to their own feelings, to others so that,
when they do make themselves vulnerable, that vulnerability to be treated with
care and respect. The recent years have witnessed an interest in the self-concept
phenomena. Among the main components that influence health communication
none is more central and pervasive than the self — concept. It is central element
of communication, which is built from the values the person holds; his or her
beliefs, attitudes and perceptions of the world and of those who inhabit it. The
self — concept once created, is not a static entity. It can change, as beliefs, values
and perceptions of the world change. The self — concept also creates the way in
which a person presents him or herself to the world. More recently there is a great
number of research evidence for pro-active, competence motivation in people.
This means motives urging people to ignore safety and security, and to take on
new, difficult, and challenging tasks. In this context the patient is the active and
curative agent in the therapeutic relationship.

Health education strategies are called on to increase individual and collective
responsibility for behaviour and life-styles that threaten people’s health or wellbe-
ing. Health programs tend to concentrate on giving people the knowledge and skills
needed to overcome the barriers to successful and healthy lives so that more people to
have a wider and easier range of healthy choice.

EXERCISES

1. What are your experiences with cultural differences in the medical prac-
tice? Explain key positive traits of a culturally appropriate health care.

2. What personal experience have you had with team work? Explain any
positive or negative outcomes.
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3. How have psychological factors affected your job satisfaction and per-
formance? Have you met barriers and possibilities imposed by the environ-
ment?

4.  Give specific competences and skills that are key criteria for the profes-
sional carrier of doctors and nurses in the health care delivery.
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Abstract

In recent years, it has been largely accepted that the acute as
well as the chronic experience of stress have undesirable con-
sequences for one’s health and safety. Stress is conditioned
by, and is blamed to contribute to major economic and health
problems. Stress also seems to cause considerable disturbanc-
es in productivity and competitiveness. And most of this is
highly likely to be preventable.

Four basic points should be considered, when discussing stress
as one of the determinants of health. The first one is the nature
of stress; the second is the impact of stress on health; the third
one is stress measurement or evaluation; and the fourth one
- stress management and prevention. This paper discusses the
first two issues, trying to figure out the main causes of stress
as well as its consequences. The most popular approaches to
the definition of stress are revealed. The individual and group
differences in the experience of stress are discussed, as well as
the most vulnerable groups. The causes of stress, its manifes-
tations and stress-related pathology are summarised.

Stress can provoke various diseases under certain conditions,
such as the intensive exposure, chronicity, and/or repeated-
ness of this phenomenon. Common stress — related or induced
problems include a wide range of physical and mental morbid-
ity and even death. However, when individuals feel “in con-
trol”, stress becomes a challenge instead of a threat. Stress in
this physiological sense — adaptation, cannot be eliminated.
Without it, the process of life would stop as the complete ab-
sence of stress means death.

Teaching methods

Teaching methods should include lectures and individual
work (paper review), interactive methods such as small group
discussions and seminars.

Specific recommendations
for teachers

It is recommended that 1/3 of the module is work under teach-
er supervision (lectures) and 2/3 is individual students’ work.
No special facilities or equipment are required. Target audi-
ence — medical and public health specialists, social workers,
psychologists, healthcare managers and politicians.

Assessment of
students

Assessment should be based on a seminar paper (on certain
defined topics) and case problem presentation of a particular
example of stress concerned research.
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STRESS AS A DETERMINANT OF HEALTH

Tzekomir Vodenicharov, Mariana Dyakova,
Elena Shipkovenska

Introduction

The great political changes in Central and South-Eastern European countries
in the 90-ies revealed severe problems in their healthcare systems. The life ex-
pectancy of their population (which comprises half of the European region) is 7-8
years lower than that of the people, living in the western part of the continent.
The mortality from chronic non-infectious diseases is high.

Number of factors and conditions - health determinants, influence the health
indicators. These phenomena exist also in Western Europe, but in its central and
eastern parts they have malignant power: conflict situations regarding dwelling,
unemployment, lack of high quality and wholesome foods, speculations, black-
mail, considerable socio-economic problems, lack of legal stability. They are
cause for the exhausted adaptation capacity of the people and lead to psycho-
social stress.

In recent years, there has been a growing belief that the acute as well as the
chronic experience of stress has undesirable consequences for the health and
safety of individuals. This belief has been reflected both in public and media
interest and in increasing concern put forward by professional and scientific
organizations. Stress is conditioned by, and contributes to major environmen-
tal, economic and health problems. Stress is blamed to contribute to human
suffering, disease and death. It also causes very considerable disturbances
in terms of productivity and competitiveness. And much of all this is highly
likely to be preventable.

Four basic points should be considered, when discussing stress as one of the
determinants of health. The first one is the nature of stress, the second is the
impact of stress over health (both addressed in this subchapter); the third one is
stress measurement or evaluation and the fourth - stress management and pre-
vention (addressed in the next subchapter).
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Definitions, nature and causes of stress

According to a common dictionary, the word “stress” has derived from mid-
dle English - “stresse” (hardship, distress), from Old French - “estresse” (narrow-
ness), from Latin - “strictus” (tight, narrow), from the past principle of “string-
ere” (to draw tight, to tighten). According to the biological concept of stress (1), it
is “the lowest common denominator in the organism’s reactions to almost every
kind of exposure, challenge, and demand”, in other words - the stereotypy, the
general features in the organism’s reaction to all kinds of stressors. The phenom-
enon “stress” can be generally described by referring to Selye’s “rate of wear and
tear in the organism” - a kind of “revving up” or “stepping on the gas”, preparing
the organism for action, for muscular and other activity (2). According to the UK
Health and Safety Commission, “stress is the reaction people have to excessive
pressures or other types of demand placed on them” (3).

It can be assumed that stress is a pattern of “stone-age” reaction that occurs
in response to different exposures and prepares the human organism for fight
or flight, i.e. for physical activity (4). In the dawn of the history of mankind,
stress helped our ancestors to survive when they were facing danger, e.g. a pack
of wolves. Through their senses they became aware of the impending threat. In
response, their cerebral cortex signaled to their hypothalamus to prepare, to cope
with this threat. The hypothalamus, directly and indirectly, passed on the signal
to every part of their bodies, through three separate but closely interrelated body
systems - the nervous, the endocrine and the immune systems - to increase such
preparedness for fight or flight. In response, their hearts began to beat faster (to
provide the organism with more blood), and their lungs started to breathe faster
(to secure the necessary oxygenation of the blood). There was a dilatation of the
blood vessels serving their muscles with the necessary fuels at the expense of
some of their visceral organs, which could be put on the back burner temporarily.
An increased release of the hormones adrenaline and noradrenalin led to an in-
creased mobilization of two major “fuels” - glucose and free fatty acids, into the
blood stream from the stores in the body. All these reactions occurred very rap-
idly and in an automatic manner, as components of “nature’s master plan for the
survival of the fittest”. Those of our ancestors who showed a good ability to react
in this way survived, multiplied and filled the earth with a race - our race - very
prone to react with stress. Since then, conditions of life have changed dramati-
cally. Very few of us ever confront an aggressive wolf pack. In most everyday
life contexts, we do not need our “stone age” stress reactions. They are, however,
genetically determined and do not change, except over a very long perspective.
This is probably why our ancient but persisting genetic programming, in combi-
nation with our modern, usually long-lasting social, occupational, environmental
and other exposure, has become a threat to our health and wellbeing (4).
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Today, it is assumed that stress is often maladaptive and disease-provoking. It
can be defined as a pattern of emotional, cognitive, behavioral and physiological
reaction to adverse and noxious aspects of everyday life. It is a state character-
ized by high levels of arousal and distress and often by feelings of not coping.
There are essentially three different, but overlapping, approaches to the defini-
tion of stress (5).

Engineering approach

The engineering approach treats stress as an objective characteristic of the
environment (situation), usually perceived as the load or level of demand placed
on the individual, or some threatening or noxious element of that environment
(6, 7). According to this approach, stress should produce a strain reaction which
although often reversible could, on occasions, prove to be irreversible and dam-
aging (8, 9). The concept of a “stress threshold” grew out of this way of thinking
and individual differences in this threshold have been used to account for differ-
ences in stress resistance and vulnerability.

Physiological approach

This approach received its initial impetus from the work of Selye (10, 11). He
defined stress as “a state manifested by a specific syndrome which consists of all
the non-specific changes within the biologic system” that occur when challenged
by aversive or noxious stimuli. Stress is treated as a generalized and nonspecific
physiological response syndrome. For many years, the stress response was large-
ly conceived of in terms of the activation of two neuro-endocrine systems, the
anterior pituitary-adrenal cortical system and the sympathetic-adrenal medullar
system (12, 13).

According to Selye the physiological response was friphasic in nature involv-
ing an initial alarm stage (sympathetic-adrenal medullar activation), followed
by a stage of resistance (adrenal cortical activation) giving way, under some cir-
cumstances, to a final stage of exhaustion (terminal reactivation of the sympa-
thetic-adrenal medullar system). Repeated, intensive or too long experience of
this physiological response seems to increases the wear and tear on the body, and
contributes to what Selye has called the “diseases of adaptation” (11). This appar-
ently paradoxical term arises from the contrast between the immediate and short-
term advantages of the physiological response to emergency situation (energy
mobilization for an active behavioral response) to the long-term disadvantages
(increased risk of certain “stress — related” diseases) (5).

These two models bear some criticisms. First, they do not take into considera-
tion the entire existing data. At present many research studies have shown that
if the stress response syndrome exists it is not non-specific. There are small but
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important differences in the overall pattern of response. A good example is the
work of Dimsdale & Moss (14). They examined 10 young physicians, engaged
in public speaking, and found that although levels of both adrenaline and no-
radrenalin increased under this circumstances, the levels of adrenaline were far
more sensitive. This sensitivity was associated with feelings of emotional arousal
which accompanied the public speaking. It was suggested that noradrenalin ac-
tivation was related to the physical activity, to the constraints and frustrations,
while adrenaline activation was more related to feelings of effort.

The second criticism is that the engineering and physiological models of
stress are set within a relatively simple stimulus-response model, and largely
ignore individual differences of a psychological, perceptual and cognitive nature
(6, 9). They also ignore the different interactions between the person and their
various environments which are an essential part of systems-based approaches to
biology, behavior and psychology.

Psychological approach

It explains stress in terms of dynamic interaction between the person and its
environment. It is inferred from the existence of problematic person-environ-
ment interactions or measured in terms of the cognitive processes and emotional
reactions which cause those interactions. There is now a consensus developing
around this approach to the definition of stress (5).

Variants of this psychological approach dominate contemporary stress theory
- among them two distinct types can be identified: the interactional and the trans-
actional. The first focuses on the structural features of the person’s interaction
with their environment, while the second is more concerned with psychological
mechanisms.

Interactional theories of stress:
e  Person-environment fit (15). Two basic aspects of fit were identified:

—  The degree to which a person’s attitudes and abilities meet the demands
of the environment;

—  The extent to which the environment meets one’s needs.

It has been argued that stress is likely to occur, and well-being is likely to be
affected, when there is a lack of fit in either or both respects (16).

e  “Demand-control” model suggests that surrounding characteristics may
not be linearly associated with health, and that they may combine interactively in
relation to health. But this model seemed too simple and ignoring the moderating
effect of social support (17).
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e  “Demand-Control-Support” model was created by adding a third dimen-
sion - “social support” (18, 19). It refers to all levels of helpful social interaction
and seems to play an essential role in the management of stress. It serves as
a buffer against possible adverse health affects of excessive psychological de-
mands (20). This model fails to consider individual differences in susceptibility
and coping potential.

Transactional definitions

According to them, stress results from high effort spent in combination with
low reward obtained. Two sources of effort are distinguished: an extrinsic source,
the demands of the environment (family, job, society), and an intrinsic source,
the motivation of the individual in a demanding situation. Three dimensions of
reward are important: financial gratifications, socio-emotional reward and status
control. Stress can be described as a negative psychological state involving as-
pects of both cognition and emotion. It is an internal representation of particular
and problematic transactions between the person and their environment.

o  Theories of appraisal and coping. They focus on the possible imbalance
between demands and ability or competence. Appraisal is the evaluative process
that gives these person-environment transactions their meaning (21). Coping is
an important part of the overall stress process. However, it is perhaps the least
well understood despite many years of research. Lazarus suggested that it has
three main features (22):

—  First, it is a process of what the person actually thinks and does in a
stressful situation.

— Second, it is context-dependent, influenced by the particular environ-
ment or appraisal that initiates it and by the resources available to manage with
that surrounding.

—  Finally, coping as a process is and should be defined ‘independent of
outcome’; that is, independently of whether it was successful or not.

Individual and group differences

Most contemporary theories of stress allow for individual differences in the
experience of stress, and how well it is coped with. Individual difference vari-
ables have been investigated as either: components of the appraisal process, or
moderators of the stress-health relationship (23). First, individuals are different
in their perception of demands and pressures. Anxiety susceptibility seems to
moderate person’s perception of role conflict. Second, people vary in their ability
to cope with demands, and also in their perception of those abilities. Such vari-
ation is dependent on their intelligence, their experience and education, or their
self-esteem and belief in self-efficacy (24). Third, differences are found in the



Stress As A Determinant Of Health

amount of control the person can exercise over any situation, not only as a func-
tion of that situation but also as a function of his/her assumptions about control.
Fourth, individuals may have different needs for social support, skills to exploit
such support, and perceptions of support. Finally, the stress-health relationship
is obviously moderated by individual differences not only in secondary appraisal
but also in coping behavior and emotional and physiological response tendencies
and patterns (5).

Type A behavior. Over the last 30 years, much attention has focused on indi-
vidual vulnerability to coronary heart disease and on the role of psychological
and behavioral factors in reacting to and coping with stressful situations. As a
result, “type A behavior” was described as a major behavioral risk factor for
cardiovascular ill health (25). There are at least three characteristics that mark
out the type A - individual whose risk of coronary heart disease appears, from
studies in the United States, to be at least twice that of the non type A:

e A strong commitment to work and much involvement in everything done;
e A well developed sense of time urgency;
e A strong sense of competition and a marked tendency to be aggressive.

Such behavior is probably learnt, and is often valued by and maintained
through particular organizational or family culture. There have been various
suggestions as to its most important dimension. The two that have attracted most
attention are:

Control. The type A individual always feels like fighting to maintain control
over events, which are often seen to be beyond their grasp. Faced with these
situations, they simply expend more time and effort trying to “get events under
control” and never really feel as if they have succeeded.

Anger & Hostility. Indices of anger and hostility have been validated in pro-
spective research as predictors of cardiovascular ill health.

Causes of stress
The major stressors can be put in the following three categories (26):

e Physical factors, such as excessive noise, heat, humidity, vibration or
work with toxic or dangerous substances etc.

e Psychological and social factors. political and economic instability, experi-
ence and exposure to suffering, sickness, injury or danger, threats of violence etc.

e Management factors - the new hazards of our century.

Over its approximately 500 000 years of existence, the human race has expe-
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rienced a rather limited number of work life transitions. The first one occurred
only some 10 000 years ago when hunting and gathering nomadic tribes turned
to agriculture. The next transition started only a few centuries ago with the in-
dustrial revolution. Presently, we are in the midst of a third transition, into a
post-industrial era characterized by an information economy, by globalization,
corporate reorganization, the introduction of new technologies (such as compu-
terization, robotisation and biotechnology), the introduction of new management
philosophies, increased workforce diversity and increased expectations in the
workforce (27, 28). Unprecedented in the history of mankind, these changes are
also occurring at breakneck speed. It goes without saying that many of these
developments carry a great potential for health, wellbeing and prosperity. It is
equally obvious that some of them demand increased flexibility both in terms of
number, function or skills and create side-effects in terms of ill health (5).

Groups at risk

Every person has his or her breaking point. In addition, the nature and con-
ditions of life are changing at whirlwind speed. This increases the risk we run,
or may run. Often, those who are particularly at risk of ill health are also more
exposed to noxious conditions of life and work. High vulnerability and high ex-
posure thus tend to coincide (4).

Kasl has attempted to summarize the different criteria and factors that define
vulnerability as: socio-demography (e.g. age and educational status), social sta-
tus (e.g. living alone), behavioral style (e.g. type A behaviour), skills and abili-
ties, health status and medical history, and ongoing non-work problems (29).
Such factors are moderators of the hazard-stress-harm relationship and probably
interact in defining the high risk or vulnerable groups. Some of them are (4):

The young (especially at earlier age or orphans);
Single parents (the majority are women);

Elderly workers (increasing number in Europe with the increase of the life-
expectancy);

The disable -it is rather difficult to define, because “disability” must always be
considered in relation to both the psycho-social and physical ecosystem in which
the individual is expected to function and his or her compensatory potential.
Among them are the blind, deaf, physically disabled, mentally retarded or ill,
drug addicts, alcoholics, minority groups, migrants etc.

Increased vulnerability and exposure - often coincides with an increased ex-
posure to stressful occupational and other environments. In these situations, var-
ious factors “sort out” those individuals who are most in need of more favourable
living and working conditions. In this way, maximal vulnerability is combined
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with maximal exposure to environmental stressors, increasing the risk of subse-
quent decline in health and wellbeing (30).

Stress as a health determinant

At the end of the 20™ century there has been a common belief that the experi-
ence of stress necessarily has undesirable consequences for health. Nevertheless,
more evidence has been found that the experience of stress does not necessarily
have pathological effects. Many of the person’s reactions to that experience, both
psychological and physiological, are within the body’s normal homeostatic limits
and need not cause any lasting disturbance or damage. However, it is also obvi-
ous that the negative emotional experiences which are associated with the feeling
of stress detract both from the general quality of life and from the person’s sense
of well-being. In this way the experience of stress reduces the sense of well-be-
ing, but does not inevitably contribute to the development of physical or psycho-
logical disorder. For some, however, this experience may influence pathogenesis:
stress may affect health. At the same time, a state of ill health can both act as a
significant source of stress, and may also sensitize the person to other sources
of stress by reducing their ability to adapt. Within this framework, the common
assumption of a relationship between the experience of stress and poor health
appears justified (31).

Manifestations of stress

A brief overview of the broad range of health and health-related effects which
have been variously associated with the experience of stress is presented. They
are categorized under the following four headings but are usually interfering and
tightly interwoven (4).

Emotional manifestation. Here are included reactions of anxiety and depres-
sion, feelings of hopelessness and helplessness. If a stressor exposure is intense,
often repeated or long-lasting, and/or if the exposed one is vulnerable to such
exposures, the anxiety and/or depression grow deeper or more long-lasting and
may transform into disease.

Cognitive manifestations. Under conditions of stress many people find it dif-
ficult to concentrate, recollect, learn new things, be creative, and make decisions.
Again, if pronounced, such reactions may develop into a dysfunctional state.

Behavioural manifestation. Exposure to different stressors can trigger patho-
genic health-related behaviors. Some use alcohol as a way to relax, or they start
or increase smoking (stress smoking). Others feel comfort in overeating (increas-
ing the risk of obesity and subsequently of cardiovascular diseases and diabetes);
in drugs, or take unnecessary risks at work or in traffic. Aggressive, violent or
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other types of antisocial behavior may be another outlet chosen. Many of these
reactions can lead to accidents, disease and premature death. Examples of stress
influenced, behavior-related health outcomes concern the “principal killers” in
the European Union, namely cardiovascular diseases, cancer, respiratory diseas-
es and “external causes” (which include accidents and suicides). Together, they
account for about 75% of all deaths. A major survey among European adults in
all 15 EU Member States (32) shows that the category “lack of time”, comprising
time factors such as “irregular work hours™ and “busy life-style”, constitutes one
of the most frequent barriers to healthy eating (EU average = 34%).

Physiological manifestations. As described above, the stress reactions include
a preparation for fight or flight. The typical reactions may be increased blood
pressure, accelerated blood clotting, increased or irregular heart rate, muscular
tension (with subsequent pain in the neck, head and shoulder), or overproduction
of acid gastric juice. Virtually every organ and organ system can be influenced.
If such manifestations become chronic, health is likely to suffer (33, 34).

General effects of stress

The experience of stress can alter the way the person feels, thinks, and be-
haves, and can also produce changes in their physiological function (35, 36).
Many of these changes simply represent a modest dysfunction and possibly some
associated discomfort. Many are easily reversible although still damaging to the
quality of life at the time. However, under some circumstances, they might trans-
late into psychological and social problems and into poor physical health (37).
Nevertheless, the overall strength of the relationship between the experience of
stress and its antecedents on one hand and health on the other is consistent but
moderate (38). It is convenient to summarize the possible health and health-re-
lated effects of stress under two headings: psychological and social effects, and
physiological and physical effects.

Psychological and social effects.

These effects involve changes in cognitive-perceptual function, emotion
and behavior. Some of these changes may represent attempts to cope, including
changes in health-related behaviors. There is evidence that some health-promot-
ing behaviors, such as exercise and relaxation, sleep and good dietary habits, are
impaired by the experience of stress, while other health risk behaviors, such as
smoking and drinking, are enhanced. Other behaviors, such as sexual behavior,
which may be health-neutral, can also be impaired and that impairment becomes
a secondary cause of stress. Similarly, increases in health-risk behaviors can
also become secondary causes of stress if sustained. Particular reference may be
made to psychological dependency on alcohol or smoking.

Social behavior, and interpersonal relations, may be impaired by the experi-
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ence of stress, possibly reflecting more fundamental psychological changes in,
for example, irritability, attention span and memory. Stress-related impairments
of social relations may both create secondary problems and reduce the availabil-
ity of social support. Interestingly, the literature which describes the translation
from a normal psychological reaction to events to psychological illness is not
well formed, except in the case of post traumatic stress and related disorders (39,
40). A variety of psychological sequel has been related to exposure to extremely
threatening situations such as catastrophes and disasters, war and terrorism.

Psychological and physical effects.

Contemporary research into physiological and physical health correlates of
stress began in the 1920s and 1930s with the work of Cannon (41) and Selye (42).
Since then much has been published in this area. A large body of data has been
accumulated concerning physiological responses in people exposed to stressors
in laboratories. Adrenaline and cortisol have become known as stress hormones
because, in men, levels of both hormones consistently rise in response to stress
in laboratory-based investigations. If chronically repeated, elevation of adrena-
line and cortisol is likely to have long-term consequences for health, especially
- cardiovascular health, partly via the effects of the hormones on blood pressure
and serum cholesterol levels (43).

Some stress-related pathology

The evidence from laboratory animal experiments shows that four physiologi-
cal systems are particularly vulnerable to stress. They are:

e  (Cardiovascular system (44);

e  Endocrine system (45);

e  Qastro-intestinal function (46) and
e  Immune system (47).

Stress-related dysfunction in these systems is potentially significant for physi-
cal health. Because of this unofficial consensus the literature on stress and physi-
cal health largely focuses on a number of particular conditions, although a large
number of others are commonly cited as being, to some extent, stress-related.

Heart disease and stroke. Cardiovascular diseases (CVD) are the leading
cause of death and one of the most common causes of disability in the 15 EU
Member States. The combination of high psychological demand and low decision
latitude (control) increases the risk for cardiovascular morbidity or mortality (48,
49). With regard to stroke, the evidence is less conclusive, but the risk factors for
stroke are similar to those for ischemic heart disease (smoking, hypertension,
poor diet and diabetes).
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Number of studies show that the Acute Myocardial Infarction (AMI) has of-
ten been preceded by a prolonged psychic state as anxiety, nervousness, aggres-
sion, depression, social isolation, etc. Some authors consider that stress (in this
forms) is the leading risk factor for arterial hypertension and acute myocardial
infarction. Classical examples of this theory are the extremely high number of
cases of AH and AMI during earthquakes, blockades, other military actions, etc.
Nevertheless there are considerable data that these diseases not always develop in
abnormal situations. In this way the Cortico-visceral theory works together with
the High cardio-vascular risk theory, which points out the importance of many
risk factors among which the stress appears to be an additional one (50).

Cancer. One-third of all males and one-quarter of all females in EU develop
cancer before the age of 75. One-fifth of them and one in ten women will die
from cancer before that age (51). Stress itself surely does not cause cancer but it
is known to contribute to a variety of stress-related behaviors that secondarily
increase the risk for that disease.

One of the viewpoints for the way the experience of stress may influence the
development of cancers is that stress-associated pathologies will not be observed
(even under stress conditions), if there is no malignant process already in exist-
ence (52). So, here is discussed the role of stress in the development of existing
cancers rather than in the etiology of new cancers. Second, even if there is an ex-
isting latent pathology, the effects of stress will not be observed unless the disease
is under the control of the immune system. This may account for stress effects on
the development of some cancers and not others. Third, the effects of stress will
only be observed if there is some functional balance between the individual’s
defenses and the developing cancer. Where one or other is obviously dominant,
any additional effects of stress may be impossible to detect. This means that the
effects of stress may not be detectable in the early and terminal stages of cancer
development. This model was largely developed from Riley’s studies on rodents
to account for cancer development but might be usefully applied to other diseases
which involve the immune system activity (53).

Musculoskeletal diseases. There is supportive evidence indicating that a com-
bination of muscular tension and multiple traumata to parts of the musculoskel-
etal system (caused by unsatisfactory ergonomic work arrangements), can con-
tribute to frequent, lasting and incapacitating conditions of musculoskeletal pain,
particularly in the upper extremities, the neck and in the lower back (54).

Gastrointestinal diseases. Early claims that peptic ulcer was stress-related
have not been confirmed. On the other hand, it seems clear that many of its symp-
toms are found in frequent stress-related cases of non-ulcer dyspepsia (NUD).
Similarly, the irritable bowel syndrome (IBS), with its painful spasms of the
large intestine, is a rather common reaction to stress (34).
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Anxiety disorders include acute stress disorder with its pattern of anxiety
and dissociation occurring during or immediately after a traumatic event, lasting
for at least two days and resolving within one month. In contrast, posttraumatic
stress disorder (PTSD) occurs in response to an overwhelming traumatic event
and leads to debilitating reactions lasting more than one 24 month. Such reac-
tions occur in combat veterans, victims of torture and survivors of natural disas-
ters, but also in response to a workplace trauma in law enforcement, fire fighting,
emergency rescue, retail banking (with its risk of armed robbery), workplace
violence and suicide, and severe occupational accidents (55).

Depressive disorders. Sadness and grief is a normal reaction to significant
separations and losses. Even in the absence of actual clinical depression, these
feelings and their behavioral and/or psychophysiological concomitants, often
lead to sickness, medical consultations, and various types of medical treatments.
Both are characterised by suffering and dysfunction in the individuals, as well as
in their families and at their workplace (56).

Accidents, suicides. In the 15 - 34 age group, accidents and suicides represent
more than half of the deaths in the European Union (51). It is likely that stress
is one of several factors contributing to the approximately 5 million accidents at
work recorded in the EU in 1994, each resulting in more than 3 days absence,
and to many of the approximately 48 000 annual suicides and 480 000 suicide
attempts (57).

Other pathologies. A considerable variety of different pathologies, both psy-
chological and physical, have been associated with the experience of stress. Those
disorders usually cited as being stress-related include: bronchitis, mental illness,
thyroid disorders, skin diseases, certain types of rheumatoid arthritis, obesity,
tuberculosis, headaches and migraine and diabetes. There has been evidence for
a long time that the experience of stress can contribute to an acceleration of the
disease process in at least one particular type of rheumatoid arthritis (58).

Conclusions

It is not easy to summarise the theoretical basis about stress, its causes and
its effects, having in mind the numerous, sometimes controversary data and re-
search work. It is inevitable to ask the question: Is stress dangerous? The answer
could be - yes, and no. Stress can be disease-provoking under certain conditions
when they are intensive, chronic, and/or often repeated. Common stress — related
or induced problems include a wide range of physical and mental morbidity and
even death.

The answer is more likely to be “no” when we feel in control. Stress becomes
“the spice of life”, a challenge instead of a threat. Stress in this physiological sense
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- adapting cannot be eliminated. Without it, the process of life would cease, for
the complete absence of stress means death. But when we lack this crucial sense
of control, stress can be devastating - for us, for our health and our life. To feel
“under STRESS” as a part of our everyday life, affects the rate at which proc-
esses of wear and tear in our body take place. The more “gas is given”, the higher
the “revolutions per minute (RPMs)” at which our body’s engine is driven, the
more rapidly our engine wears out - “the kiss of death” (4).

EXERCISES

Task 1: Choose one of the theories, concerning the mechanisms of stress, find
more materials about it and try to defend its principles in a short presentation.

Task 2: Find out data (statistics) for your country, region, and for Europe,
concerning stress and stress-related diseases and compare them.

Task 3: Write analysis of the situation in your town / region / country, related
generally to

e  stress at work place (particular company or profession);
e  within the family;

e  within a particular social group (disabled, minorities, socially excluded etc.).
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Learning objectives

After completing this module students and public health
professionals should:

. Be aware of some ways of measuring stress;

. Increase their knowledge about stress as a risk
factor for CVD;
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logical studies;

. Know the principles of stress-management;

. Identify risk hazards and evaluate the risk; and
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Abstract

Four basic points should be considered, when discuss-
ing stress as a determinant of health. The first one is the
nature of stress; the second is the impact of stress over
health; the third one is stress measurement or evaluation
and the fourth - stress management and prevention. This
chapter discusses the second two issues, trying to figure
out a valid and reliable way to measure stress and to show
some examples of stress evaluation, stress management
and prevention.

Logically, the measurement of the stress state must be
based primarily on self-reports although such self-report
measures are insufficient and bear many methodological
problems. There is an imperative need to establish the
validity of self-report data with reference to external evi-
dence, to develop standardized procedures for the corrob-
oration of qualitative data with quantitative measures, and
between sets of qualitative data from different sources. A
great variety of measures have been described, proposed
and applied to measure many aspects of different stres-
sors, individual and organisational stress responses, and
the resulting outcomes in terms of individual and organi-
sational health and wellbeing. Few examples of stress-re-
lated epidemiological studies are presented.

The principles of stress management are revealed and
some examples of stress-prevention programmes and pol-
icy papers are provided.

Teaching methods

Teaching methods should include lectures, individual
work and interactive methods such as small group discus-
sions and seminars.

Specific recommendations
for teachers

It is recommended that 1/3 of the module is work under
teacher supervision (lectures), and 2/3 is individual stu-
dents’ work. Target audience — medical and public health
specialists, social workers, psychologists, managers and
other executive staff in companies, as well as politicians.

Assessment of
students

Assessment should be based on a seminar paper - writing
a stress-management programme or a policy paper.
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BASIC ASPECTS OF STRESS EVALUATION,
STRESS MANAGEMENT AND PREVENTION
OF STRESS-RELATED DISEASES

Example Case Studies And Strategies

Elena Shipkovenska, Mariana Dyakova, Lidia Georgieva

Measuring stress — is it possible?

In the previous chapter it has been suggested that the available evidence sup-
ports a psychological approach to the definition of stress, and that transactional
models are among the most adequate and useful at present. Within this frame-
work, stress is defined as a psychological state which is both part of and reflects
a wider process of interaction between the person and their environment. This
process is based on a sequence of relationships between the objective environ-
ment and one’s perceptions, between those perceptions and the experience of
stress, and between that experience, changes in behavior and physiological func-
tion, and health. This sequence provides a basis for measurement, but the dif-
ferent measures which can be derived from the sequence cannot be easily or
defensibly combined into a single stress index (1).

Logically the measurement of the stress state must be based primarily on
self-report measures which focus on the appraisal process and on the emotional
experience of stress (2, 3). Measures relating to appraisal need to consider the
perceptions of the demands on them, their ability to cope with those demands,
their needs and the extent to which they are fulfilled by work, the control they
have and the support they receive. Dewe (4) has argued that it is necessary to go
beyond simply asking whether particular demands, etc. are present (or absent)
in their environments and measure various dimensions of demand such as fre-
quency, duration and level. Furthermore, such measures need to be used in a way
which allows for the possibility of interactions between perceptions, such as de-
mand with control (5) or demand and control with support (6, 7). The importance
of coping needs also to be taken into account (8).

However, such self-report measures are quite insufficient and with many
methodological problems. The existing literature has identified the need to
establish the validity of self-report data with reference to additional, external
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evidence. There are number of “triangulation” strategies that researchers have
adopted. There is an imperative need to develop standardized procedures for the
corroboration of qualitative data with quantitative measures, and between sets of
qualitative data from different sources. Finally, it must be noted that the concepts
of process and interaction have important implications for the operationalisation
of stress theory: the measurement of the “stress process” is, when approached
scientifically, unavoidably complex and not adequately addressed by single one-
off measures (1).

Evaluation of stress, its causes or effects (example case studies)

To gather primary information about the basic stressogenic factors and condi-
tions, as well as the state of stress and its consequences, both observational and
interventional epidemiological studies have been used (cross-sectional, follow-
up etc.). The data is usually collected by special questionnaires, including differ-
ent number and types of questions, most often regarding:

e  Presence, strength and duration of the stressogenic factors;

e  Presence, strength and duration of stress-related manifestations and con-
ditions as affective, depressive or other psychosomatic symptoms; and

e  Presence of symptoms of a disease.

For more complete and precise evaluation, different scales and special coef-
ficients have been introduced (e.g. average weighted strength of influence of a
stressogenic factor, average weighted frequency of symptoms etc.). For example,
one specific factor can be measured, referring to its presence as well as to its “av-
erage weighted strength of influence”. Thus, according to the presence, duration
and severity of the stress experience, three groups of conditions can be formed:

e  Constant stress (having constantly at least two stress symptoms);

e Intermediary stress (not less than three symptoms with interrupted pres-
ence); and

e  Transient (short-lived) stress (rare presence of different number or type
of symptoms).

Case studies (examples)
Stress “measurement”

Many attempts have been made to identify and scale stressful life events and
to determine their relative importance. Dohrenwend (9) have described the care-
ful development (and strengths and weaknesses) of the PERI2 Life Events Scale.
A list of 102 objectively verifiable life events was constructed from previous
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studies in New York. These events were classified according to 11 life domains:
school, work, love and marriage, having children, family, residence, crime and
legal matters, finances, social activities, health and miscellaneous. Subjects were
asked to rate events against marriage, which was given an arbitrary rating of 500.
Subjects were grouped according to a number of criteria such as age, sex, and
ethnic background, and mean sub-group ratings were calculated for each event.
This avoided giving undue weight to sub-groups over-represented in the overall
sample. However, the events were also scored according to their mean rankings:
this gave equal weight to all subjects regardless of sub group. Of the 102 life
events, 21 related to work. The highest ranked work event was suffered business
loss or failure. The lowest ranked work event was changed job for one which
was no better or worse than last one. As far as non-work events were concerned,
the highest ranked event overall was child died with divorce, and the lowest,
acquired pet.

Stress as a risk factor for cardiovascular diseases
(CVD) - two epidemiological studies

A cross-sectional study - “Sofia Heart Study — 1994,

It is one of the biggest cross-sectional epidemiological studies, concerning
risk factors for CVD in Bulgaria, with 1996 participants (10). Individual evalua-
tion in groups of people between age of 25 and 75 was made. The majority of the
participants (1255 interviewed, 66.8%) consider psycho-emotional stress a factor
with great influence on health. This complies with the Framingham investiga-
tion, as well as with some other observations of Bulgarian authors. They have
found out that over 50% of the hospitalized patients with AMI do not have the
basic CV risk factors appointed by the European and American associations and
point out - stress as the major reason for their present condition. This requires a
thorough patient history with an accent on psycho-social factors to be taken upon
patient admission.

The results from our investigation show that unfavorable life events are the
major cause of stress among the interviewed. The biggest percent represents
health associated misfortunes (of the person himself or his relatives) — 38.3%.
Financial problems and unemployment follow with 35.6% of the answers. To
evaluate the state of stress, the presence and duration of 20 affective symptoms,
which characterize the psycho-emotional condition of tension have been investi-
gated. As a direct stress-reaction, the asked people point out:

Overall exhaustion (fatigue), sense of uselessness — 59.4%;
Problems with the sleep and difficult falling asleep — 43.5%;
Feeling of pain in the chest or heart — 36.3%;

Feeling nervous or easy irritated — 33.8%.
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The presence of these affective symptoms does not give enough information
of the state of tension e.g. of affective stress. That’s why these feelings were
characterized also with their duration or frequency of appearance in four levels:
almost never; rarely; from time to time; often. The last level characterizes the
chronic stress, whereas the levels — “rarely” or “from time to time” — are indica-
tors of the transitional forms of stress.

From the data received, it can be concluded that very few from the affec-
tive symptoms have permanent presence in the interviewed people (22.6%). In
men, the condition of transitional stress is prevailing (43.6%) and in women — the
stress is more often and permanently experienced (31.4%). The percent of people,
considering that the stress, experienced during the last one year has affected their
health is 18.1% (24.1% women, 13.3% men, p<0.001).

The analysis of the data from this study did not aim at finding a causational
relationship between stress and CVD because of two reasons:

e  This study is descriptive, cross-sectional and it can only raise a hypoth-
esis for a possible dependency between the risk factor - stress and a CVD (it can-
not give a proof).

e  Studying stress with the classical methods of modern epidemiology is
uncertain and tricky; because the influence of all stressogenic risk factors is al-
ways transformed by the individual perception and feelings and afterwards these
factors may cause pathological reactions (disease).

Usually the participants in a study cannot be separated in equal groups ac-
cording to their reaction towards the same psychosocial factors (events). That is
one of the main reasons why most of the studies over stress are descriptive and
very few are analytical (experimental).

According to some other Bulgarian studies, the most vulnerable to stress groups
in the country are the teachers, the physicians and the social workers. This is due
mainly to their working environment, including discipline problems, aggression,
low level of motivation and awareness of patients and students, lots of paper work,
inadequate salaries, beurocracy, lack of family and work support, etc.

A prospective cohort study: Low Job Control and Risk of Coronary Heart
Disease in Whitehall II (11)

Objective: To determine the association between adverse psychosocial char-
acteristics at work and risk of coronary heart disease among male and female
civil servants.

Design: Prospective cohort study (Whitehall II study). At the baseline exami-
nation (1985-8) and twice during follow up a self report questionnaire provided
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information on psychosocial factors of the work environment and coronary heart
disease. Independent assessments of the work environment were obtained from
personnel managers at baseline. Mean length of follow up was 5.3 years.

Setting: London based office staff in 20 civil service departments.

Subjects: 10 308 civil servants aged 35-55 were examined - 6895 men (67%)
and 3413 women (33%).

Main outcome measures: New cases of angina (Rose questionnaire), severe
pain across the chest, diagnosed ischemic heart disease, and any coronary event.

Results: Men and women with low job control, either self reported or inde-
pendently assessed, had a higher risk of newly reported coronary heart disease
during follow up. Job control assessed on two occasions three years apart, al-
though intercorrelated, had cumulative effects on newly reported disease. Sub-
jects with low job control on both occasions had an odds ratio for any subsequent
coronary event of 1.93 (95% confidence interval 1.34 to 2.77) compared with
subjects with high job control at both occasions. This association could not be
explained by employment grade, negative affectivity, or classic coronary risk
factors. Job demands and social support at work were not related to the risk of
coronary heart disease.

Conclusions: Low control in the work environment is associated with
an increased risk of future coronary heart disease among men and women
employed in government offices. The cumulative effect of low job control
assessed on two occasions indicates that giving employees more variety in
tasks and a stronger say in decisions about work may decrease the risk of
coronary heart disease.

Key messages:

e  Low job control in the work environment contributes to the development
of coronary heart disease among British male and female civil servants

e  Therisk of heart disease is associated with both objective low job control
and perceived low job control.

e Increase in job control over time decreases the risk of coronary heart dis-
ease. This suggests that policies giving people a stronger say in decisions about
their work or providing them with more variety in work tasks may contribute to
better cardiovascular health

Principles of stress-management

Stress management can be classified in terms of its objectives and strategies,
its focus or target, and the agent through which it is carried out (1).
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Objectives

There are, at least, three distinct sets of objectives which can be adopted by
individuals and organisations in managing stress and its health effects (12):

e  Prevention, often control of hazards and exposure to hazards;

o Timely reaction, often based on management and group problem-solv-
ing, to improve the ability to recognize and deal with problems as they arise;
and

e  Rehabilitation, often involving offering enhanced support (including
counselling) to help one cope with and recover from problems which exist.

Within this model, many authors make a distinction between those objectives
which concern or focus on the organisation (organisational stress management)
and those that concern and focus on the individual (personal stress management).

There are three common types of intervention to be found in the literature on
stress management (12, 13, 14):

e  Primary: some form of organisational or work development which at-
tempts to reduce stressors (e.g. 15)

e  Secondary: training either in the form of health promotion or psycho-
logical skills (e.g. 16)

o  Tertiary: assistance (largely focused on the provision of counseling).

Stress management training

Many existing off-the-shelf “stress” surveys fail to provide a sufficiently de-
tailed basis for sound intervention programmes. Stress management programmes
have been classified according to some basic principles of intervention: objective
(prevention, timely reaction, or rehabilitation), agency (organisation and/or em-
ployees) and target (organisation and/or individuals).

In 1984, Murphy reviewed thirteen published and unpublished studies on
personal stress management for NIOSH (17). Although the programmes varied
considerably in terms of the work groups involved, the nature of the techniques
and the outcome measures used, Murphy was able to make several general ob-
servations on those programmes and their effectiveness. The majority of the pro-
grammes focused on training in techniques such as relaxation and other behav-
ioral skills, meditation, biofeedback, and cognitive restructuring. All techniques
seemed to involve, to some degree, strengthening the person’s self esteem or
sense of personal worth. The scientific literature suggests that organisational-
level interventions (or, at least, intervention programmes that target the organisa-
tion as well as the individuals) may be the most beneficial for both individuals
and organisations.
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The cost-benefit considerations of personal stress management programmes
were brought forward. A cost-benefit ratio has been attempted for such tech-
niques by Manuso (cited in 18). He calculated that every dollar spent on personal
stress management programmes might realize $5.52 in benefits for the organisa-
tion as a result of decreased symptom activity and increased performance.

Prevention of stress-related diseases

Theoretically, environment and lifestyle-related disease may be prevented at
any of the links in the pathogenic chain. Thus, environmental stressors might be
eliminated, reduced, or avoided. Preventive interacting variables might be promot-
ed (e.g. by improving social networks, or developing coping abilities). Pathogenic
emotional, cognitive, behavioral and physiological mechanisms might be counter-
acted (e.g. by drugs blocking adrenergic beta-receptors, tranquillizers, antismok-
ing campaigns, psychotherapeutic counseling). Precursors of disease might be de-
tected and treated so that they do not progress to overt disease. And positive health
might be promoted in different initiatives. In order to safeguard people’s rights,
prevent the perpetuation of harmful or useless measures, limit losses to the com-
munity’s or enterprise’s purse, and advance knowledge for the future, any of these
actions (and others) ought to be evaluated when implemented. Such evaluation is
the modern, humane substitute for nature’s slow and cruel “survival of the fittest”,
and is a means of enabling man to adapt with minimal trauma to a rapidly changing
environment and to control some of its changes (19).

The management of stress should be based on the adaptation and application
of a control cycle approach such as that made explicit in contemporary models
of risk management. Many “stress surveys” tend to identify only hazards or only
outcomes, whereas the object of a risk assessment is to establish an association
between hazards and health outcomes, and to evaluate the risk to health from
exposure to a hazard. An almost unavoidable corollary of the paucity of adequate
risk assessments is that most “stress management” interventions target the indi-
vidual rather than the organization (the former is usually seen as cheaper and less
cumbersome) are often off-the-shelf designs, and are entirely divorced from the
process of diagnosis of the problems - if diagnosis takes place at all (20). A differ-
ent type of approach is therefore required in order to carry out risk assessments
which can then inform the design of interventions - in other words, a strategy that
actually asks the question before giving the answer. Such a strategy has already
been suggested for the control of physical hazards (21): the control cycle, which
has been defined as “the systematic process by which hazards are identified, risks
analyzed and managed, and workers protected” (22) comprises 6 steps:

1. Identification of hazards (Management of standards)

2. Assessment of associated risks
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3. Implementation of appropriate control strategies
4. Monitoring of effectiveness of control strategies
5. Re-assessment of risk

6. Review of information needs and training needs of employees exposed to
hazards.

The standards:

Demands: Includes issues like workload, work patterns, and the work envi-
ronment.

Control: How much say the person has in the way they do their work.

Support: Includes the encouragement, sponsorship and resources provided by
the organisation, line management and colleagues.

Relationships: Includes promoting positive working to avoid conflict and
dealing with unacceptable behaviour.

Role: Whether people understand their role within the organisation and
whether the organisation ensures that the person does not have conflicting roles.

Change: How organisational change (large or small) is managed and com-
municated in the organization.

Each step can be conceptualized as a further cycle of activities similar to a
goal seeking process (23). As a systematic and comprehensive approach to as-
sessing the risks within the environment, the control cycle satisfies current legal
requirements. However, it is still necessary to evaluate whether it represents a
scientifically valid and reliable strategy to assess psychosocial hazards. However,
considerable difficulties emerge when trying to broaden the risk assessment ap-
proach to include psychosocial hazards: The first task is to achieve a definition of
the terms used in risk assessment. This is far from straight-forward and has often
proved difficult even in the more tangible area of physical hazards. A review of
the literature suggests that there is reasonable consensus on the definitions of the
basic terminology. For example, the EU Member States have agreed on “accepted
and practical” definitions for the following fundamental terms:

Hazard: The intrinsic property or ability of something (e.g. work materials,
equipment, work methods and practices) with the potential to cause harm.

Risk: The likelihood that the potential for harm will be attained under the
conditions of use and/or exposure, and the possible extent of the harm. (24)

In different countries this approach is given different names, and a wide vari-
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ety of local arguments are deployed to support its use. However, the underlying
philosophy is the same, and this approach offers the best way forward.

Stress prevention programmes

Stress prevention programmes aim at a variety of targets and are based on
various philosophies (25). If the working conditions — the “shoe”, do not fit the
worker - the “foot”, one approach is to influence the “shoe factories” (the three
parties on the labour market) to manufacture a wide variety of “shoes” in differ-
ent sizes and configurations to fit every, or almost every “foot”. Whenever pos-
sible, the instructions to the “shoe factories” should be evidence based - based on
measurements of a representative, random sample of all “feet”, all “shoes”, and of
the existing “fit” (cf. 26). This is a first - diagnostic - step in a primary prevention
approach on a population level.

Another approach, again based on primary prevention, aims at finding the
right “shoe” for each individual “foot” - putting “the right person in the right
place”.

A third approach is that the owner of each “foot” should have access to and be
encouraged to utilise a “lasting device” to adjust available “shoes” to fit his or her
“feet”. Here, the emphasis is on empowerment, on active, responsible workers,
able, willing and encouraged to make adjustments - within reasonable limits - to
the surrounding conditions, to improve the environment-person fit.

Presently, in the European Union and elsewhere, most work stress preven-
tion approaches are oriented towards secondary or tertiary prevention only (cf.
27). Most of them involve e.g. the provision of on-site fitness facilities, smoking
cessation programmes, dietary control, relaxation and exercise classes, health
screening, psychological counselling, or some combination of these, packaged as
a multimodular programme (28, 29).

A multifaceted approach. An obvious difficulty with primary prevention lies
in the fact that “one size does not fit all”. It follows that we need a multifaceted ap-
proach to stressor prevention and to the objective of healthy workers in healthy com-
panies. Attempts to design such an approach have been made in USA mostly (25).

As it is not in the scope of this handbook to reveal health prevention and pro-
motion strategies, we are not going to discuss in details the different methods and
approaches to achieve a “free-of-stress” work and life or to control the surround-
ing environment in order to reduce the stressogenic factors.

Nevertheless we offer an example of a certain management strategy, which
can be applied in every company or other organisational setting and which serves
as a basis for the required exercises.
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Stress management programme by Health &
Safety Executive - HSE (30) (an example)

Step 1 - Identify the hazards

Find out what’s causing stress in your workplace. The Standards look at the
six key areas of work that, if properly managed, can help to reduce work-related
stress (demands, control, support, relationships, role, and change). The Stand-
ards help you to measure performance in managing work-related stress. Each
standard provides simple statements about good management practice in each
of the six areas. It is not expected that every employer meets all the Standards at
first attempt. The Standards are goals that employers should be working towards
through an ongoing process of risk assessment and continuous improvement.

Step 2 - Decide who might be harmed and how

All employees could suffer from work-related stress, but they could also be part
of the solution. Before you begin Step 2, you should have look for the hazards:

e Read and understood the Stress Management Standards;

e  Secured senior management commitment to tackling stress;

e Involved employees and employee representatives in taking the work
forward; and

e Informed employees of the latest developments and plans for next steps.

Step 3 - Evaluate the risk and take action

This is the most important part of the process of tackling stress. This section
will help you to assess how well your organisation is tackling/managing stress
and to take appropriate action. It includes information on how to gather data, link
problems to solutions, and communicate your results to staff.

Gathering information. Employers should not rely on just one measure of
work-related stress but should try to get an overall picture by considering data
from several sources. In particular, try to avoid using questionnaires in isolation
—use a blend of methods.

Using existing information. Your organisation may already collect informa-
tion that can be used to indicate potential problem areas. For example:

e High levels of sickness absence may indicate a potential problem area.
Checking the reasons given for absence may help identify the cause.

e  Low productivity can be an indicator of problems. Talking to employees
should help you explore the reasons behind this.
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e  High employee turnover could be an indication of high stress levels. In-
vestigate why people are leaving — conducting exit interviews is one way of doing
this.

Starting a new survey. HSE has developed an Indicator Tool and an associated
Analysis Tool. The Indicator Tool questionnaire can be used on its own or the
questions can be used with other questions in a wider survey of staff opinions.
However, surveys should not be used in isolation. Other data should be used to
confirm the survey findings and inform the action you will take.

Alternatives to surveys — focus groups. If you do not want to use surveys, or
if you are looking for ways to explore the results of surveys and set action plans,
you can go into a group discussion.

e Linking problems to solutions. You should now be at a point where:
— you have identified what the biggest problems appear to be; and
— you have identified where they appear to be having the most impact.

However, you need to take action using the information you have obtained.
Continue to talk to employees and their representatives to confirm the nature of
the problems and develop ideas for solutions.

e  Possible solutions.

As each organisation is unique, it is not possible to prescribe solutions. Evi-
dence shows that the most successful and cost-effective solutions are those that
are developed from within an organisation, in partnership with employees and
their representatives.

Step 4 - Record your findings

Make a plan and stick with it. It is important that you record the results of your
risk assessment in an action plan. If your risk assessment has identified areas of
concern and you have taken steps to develop some solutions, it is important that
you:

e record these and how you identified them;
e agree realistic timescales with employees and their representatives;

e share your plans with senior management and employee representa-

e communicate the outcome to employees; and
e decide how you are going to review the results.

The best method of achieving this is to write and disseminate an action plan.
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It will:
e  help you set goals to work towards;
e  help you to prioritise;

e  demonstrate that you are serious about addressing employees’ concerns;
and

e  provide something to evaluate and review against.

An action plan is a key part of your risk assessment and should at least include
the following:

e  what is the problem,;

e  how was the problem identified;

e  what are you going to do in response;

e  how did you arrive at this solution;

e some key milestones and dates for them to be reached;

e acommitment to provide feedback to employees on progress; and
e adate for reviewing against the plan.

The action plan needs to be agreed with employees, senior management and
employee representatives. The final plan should be shared with employees.

Step 5 - Monitor and review

Measure and share your success. It is essential that you review any action you
take to tackle stress. There are two elements to this:

e  Monitor against your action plan to ensure the agreed actions are taking
place; and

e  Evaluate the effectiveness of the solutions you implement.

Follow-up surveys. One way to measure progress is to use the surveys again
after a period of time. You may want to consider an annual survey. It is impor-
tant to remember that the Standards are about making steady improvements in
the way you manage stress. It is critical that you are committed to continuously
working with employees to identify and address the problems in your workplace
that could lead to stress related ill health.
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Sources of stress at work — example questionnaire:

NB: Your responses to this questionnaire will remain anonymous and only
group data will be presented. It will not be used as an evaluation of your work or
capabilities.

Demands
I am able to cope with the demands of my job

Often Sometimes Seldom Never / Almost never

Control
I am able to have a say over the way I do my work

Often Sometimes Seldom Never / Almost never

and superiors

Support

I believe that I receive adequate support and information from my colleagues

Often Sometimes Seldom Never / Almost never

Relationships
I am subjected to unacceptable behaviours (e.g. bullying) at work

Often Sometimes Seldom Never / Almost never

Role

I understand my role and responsibilities within the organisation

Often Sometimes Seldom Never / Almost never

Change

The organisation engages staff frequently when undertaking organisational
change

Often Sometimes Seldom Never / Almost never
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Stress policy paper by Health & Safety Executive - HSE (31)

(an example)

Introduction

We are committed to protecting the health, safety and welfare of our em-
ployees and recognises that workplace stress is a health and safety issue and
acknowledge the importance of identifying and reducing workplace stressors.
This policy will apply to everyone in the company and managers are responsi-
ble for implementation and the company is responsible for providing the neces-
sary resources.

Definition of stress

The Health and Safety Executive define stress as “the adverse reaction peo-
ple have to excessive pressure or other types of demand placed on them”.

Policy

e  The company will identify all workplace stressors and conduct risk as-
sessments to eliminate stress or control the risks from stress. These risk assess-
ments will be regularly reviewed.

e  The company will consult with Trade Union Safety Representatives on
all proposed action relating to the prevention of workplace stress.

e The company will provide training for all managers and supervisory
staff in good management practices.

e  The company will provide confidential counseling for staff affected by
stress caused by either work or external factors.

e  The company will provide adequate resources to enable managers to
implement the company’s agreed stress management strategy.
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Responsibilities

Managers

Conduct and implement recommendations of risks assessments within
their jurisdiction.

Ensure good communication between management and staff.

Ensure staff is fully trained to discharge their duties.

Ensure staff is provided with meaningful developmental opportunities.
Monitor workloads to ensure that people are not overloaded.

Monitor working hours and overtime to ensure that staff is not
overworking.

Attend training as requested in good management practice and health and
safety.

Ensure that bullying and harassment is not tolerated within their
jurisdiction.

Be vigilant and offer additional support to a member of staff who is
experiencing stress outside work e.g. bereavement or separation.

Occupational Health and Safety Staff

Provide specialist advice and awareness training on stress.

Train and support managers in implementing stress risk assessments.
Support individuals who have been off sick with stress and advise them
and their management on a planned return to work.

Refer to workplace counselors or specialist agencies as required.

Monitor and review the effectiveness of measures to reduce stress.
Inform the employer and the health and safety committee of any changes
and developments in the field of stress at work.

Human Resources

Give guidance to managers on the stress policy.

Assist in monitoring the effectiveness of measures to address stress by
collating sickness absence statistics.

Advise managers and individuals on training requirements.

Provide continuing support to managers and individuals in a changing
environment and encourage referral to occupational workplace counselors
where appropriate.

Employees
Raise issues of concern with your Safety Representative, line manager or
occupational health.
Accept opportunities for counseling when recommended.
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Role of the Safety Committee

1. The joint Safety Committee will perform a pivotal role in ensuring that
this policy is implemented.

2. The Safety Committee will oversee monitoring of the efficacy of the
policy and other measures to reduce stress and promote workplace health
and safety.

Conclusions

There is a wealth of scientific data on stress, its causes and its effects. Al-
though this wealth of scientific data exists, it still needs to be translated into prac-
tice, and the effectiveness of this practice evaluated. This is another set of needs,
which will only be settled outside the laboratory and through the development of
consensus and common practice.

A great variety of measures have been described, proposed and applied to
measure many aspects of different stressors, individual and organisational stress
responses, and the resulting outcomes in terms of individual and organisational
health and wellbeing. It is desirable to have a set of standard measures for all
these variables in order to make them comparable. The measures should ideally
be transculturally and transsectorally applicable and should fit the wide variety
of branches, professions and tasks within each branch. They should further have
high validity (i.e. they should measure what they intend to measure) and reliabil-
ity (i.e. they should provide similar answers irrespective of who is administering
them, in what setting, and how many times). In reality, all this appears to be dif-
ficult to be achieved (1).

Generally stress management and stress prevention have to be carried out
in two directions: individual and organizational. Everyone, especially those in
the high risk groups (type A-behaviour, exposed to high levels of work load and
demand etc.), should try and train him/herself to maintain stable control over the
work and life rhythm, over one’ s emotions and feelings. Only in this way, using
different coping, relaxation and other strategies, the contemporary individual can
survive under the pressure of everyday stress. Of course, as this depends on one’s
will, strength of character and psychological specific features, it is quite often
difficult and almost impossible to achieve. Here comes the responsibility of the
organization and its executive — to provide the most effective stress management
scheme and stress prevention plan and thus to secure a friendly and productive
environment for the worker.

Finally to return to our present world and age, full of work, competition, in-
equalities, environmental disasters, social discrepancies, economic uncertainty,
moral dilemmas, family conflicts, unhealthy lifestyles... all suggests and causes
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“malignant” stress, according to the widespread understanding. From this point
of view, one of the most important steps in stress prevention and promotion of
stress-free lifestyle would be the involvement of national and international struc-
tures and policies. The creation of international task forces, of state (governmen-
tal) anti-stress strategies and action plans (to improve generally environmental,
infrastructural and other conditions for life and work) will facilitate the local and
individual attempts to fight, ignore and manage with stressors and to maintain
good coping ability and adaptation potential.

EXERCISES

Task 1: Find out different epidemiological studies, concerning stress as a risk
factor for different diseases (CVD, Cancer etc.). Present and discuss in a group
the methods used for evaluation and the validity and reliability of the evidence
received.

Task 2: Find different scales for stress measurement and discuss their validity.

Task 3: Place yourself on the place of the executive manager of a big company
and try to create a policy paper for stress prevention of your workers. Then place
yourself on the place of a worker and do the same. Would the two papers differ
in any way? Explain.

Task 4: Propose a stress prevention strategy for your work place / district /
region.
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After completing this module students and public health profes-
sionals should be able to:
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risk factors of interpersonal violence;
. Make use of the ecological model and the public
health apprach; and
. Identify the multilevel prevention programmes
against violence, as well as to understand the basic princi-
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Abstract

The public health approach is presented as a guiding framework
for violence risk assessment and prevention activities, through
the following four steps: problem definition; identification of risk
and protective factors; development and evaluation of interven-
tions; and implementation.

The ecological model is described, which enables better under-
standing of violence and its risk factors at multiple levels. The
basic principles and criteria for the identification of multilevel
prevention programmes against violence, as well as the rationale
for conducting evaluations of prevention programs are discussed.
WHO recommendations for prevention of violence and future
challenges for actions at national and local level are emphasized.
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Teaching methods

Teaching methods should include lectures, interactive small-
group discussions, and case studies. Students should apply the
new knowledge by working in small groups, identifying dif-
ferent problems related to violence, risk factors and interven-
tion activtities against youth violence. Case-problem analysis
should be used for evaluation of prevention programmes aimng
to reduce violence.

Specificrecommendations
for teachers

This module should be organised in 0.5 ECTS, with 70% of the
work under direct supervision of teachers and 30% individual
students’ work. Teaching venue with available notebooks, LCD
projectors and flip charts are needed for interactive teaching
and group-work. Students should be computer literate and flu-
ent in English.

Assessment of
students

Assessment of students should be based on the group-work,
seminar papers, and case-problem presentations.
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INTERPERSONAL VIOLENCE
AND PUBLIC HEALTH

Tozija Fimka, Alexander Butchart

Interpersonal violence as a global public
health problem — the need for action

Violence - directed towards one’s self, between individuals and between larger
groups and nations - is now recognized as a significant public health and social
problem. Nelson Mandela emphasizes this in the foreword of the World report on
violence and health (1): “The twentieth century will be remembered as a century
marked by violence ... Many who live with violence day in and day out assume
that it is an intrinsic part of the human condition. But this is not so. Violence can be
prevented ... We must address the roots of violence. Only then will we transform
the past century’s legacy from a crushing burden into a cautionary lesson” (1).

This Module focuses upon interpersonal violence, which is non-politically mo-
tivated violence (including child abuse, youth violence, intimate partner and sexual
violence, and elder abuse) between individuals or small groups of individuals.

In 2000, homicides from interpersonal violence accounted for 520 000 deaths
globally or 1 400 deaths daily, for a SDR of 8.8 per 100 000 population. Deaths
are only the most visible part of the interpersonal violence iceberg, as for every
death there are many more non-fatal cases. Of the hundreds of victims that sur-
vive, many require medical treatment and a significant proportion suffer long
term physical and mental health consequences. Interpersonal violence occurs in
the home and in public settings (such as streets, bars, clubs, workplaces, schools,
hospitals and residential care facilities). It is widespread, but discrete and far
less visible than the collective violence of terrorism and war (1). The direct costs
and indirect costs of productivity loss due to interpersonal violence represent an
enormous economic burden to victims, families and society. The highest rates
of interpersonal violence occur in the poorest communities with the fewest re-
sources to cope with the financial, social and psychological strains (1-2).

The World Health Organization’s (WHO) World report on violence and
health (1), gave special attention to the global burden of violence in general, and
interpersonal violence in particular. The Report is the first comprehensive sum-
mary of this public health problem on a global scale, and presents an exhaustive
review of the scientific literature on the root causes, risk factors and settings for
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different types of violence; on the human and social toll arising from its con-
sequences, plus national-and international-level recommendations for violence
prevention policies and programmes. The 2003 World Health Assembly adopted
the Resolution 56.24 (on implementing the recommendations of the World report
on violence and health), which encourages Member States to prepare a report on
the magnitude of the problem, the risk factors, current efforts to prevent violence,
and future action to encourage a multisectoral response. To help governments,
non-governmental organizations and communities around the world activate
prevention activities, WHO has published a guide for implementing the recom-
mendations of the World report on violence and health (3). International agencies
are increasingly providing financial, technical and policy support to strengthen
prevention activities and make them more effective at local, national, regional
and international levels.

Magnitude, nature and consequences of interpersonal violence

Global mortality data for the year 2000 show that approximately 5.8 million
people died from injuries. Of these, violence accounted for an estimated 1.6 mil-
lion deaths, made up of 815 000 suicides, 520 000 homicides due to interpersonal
violence and 310 000 deaths directly due to war. There are major variations in
violence mortality rates between different regions in the world (Table 1) and
between different gender and age groups (Table 2). Violent deaths in low-to-mid-
dle income countries occur at over twice the rate (32.1 per 100.000) of those in
high income countries (14.4 per 100.000), due to a greater number and variety
of hazards that expose inhabitants to violence, fewer resources for violence pre-
vention, less treatment for the resulting injuries and other health consequences,
and less care for the rehabilitation of victims (Table 1) (1,2). In low-to-middle in-
come countries homicides and war are dominant, while in high income countries
suicides predominate. Homicide rates are higher in countries with high levels of
income, social and gender inequalities, and among residents in poorer neighbour-
hoods and households.



Interpersonal Violence And Public Health

Table 1. Estimated global violence-related deaths, 2000

Rate per
Type of violence Numbera 100 000 Proportion of total (%)
populationb
Homicide 520.000 8.8 31.3
Suicide 815.000 14.5 49.1
War-related 310.000 5.2 18.6
Totalc 1.659.000 28.8 100.0
Low to middle 1.510.000 3.1 91.1
income countries
High income countries 149.000 14.4 8.9

Source: WHO Global burden of disease project for 2000, Version 1
“ Rounded to the nearest 1000, b age-standardized;
¢ Includes 14.000 intentional injury deaths resulting from legal intervention

Worldwide, homicide rates are significantly higher among males (13.6 per
100.000) than females (4.0 per 100.000 population). Males are also more exposed
to suicides; with a rate of 18.9 per 100.000 compared to 10.6 per 100.000 in fe-
males (Table 2) Violence affects people at all ages, although homicides are most
frequent during the age range 15-44 years. For the year 2000, it was estimated
that 57.000 children aged 0-14 years were victims of homicide, with the highest
rates occurring among children aged 0-4 years. In the same year, 199.000 young
people aged 10-29 years died as a result of interpersonal violence (1).
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Table 2. Estimated global homicide and suicide rates by age groups, 2000

Age group Homicide rate Suicide rate

(per 100.000 population) (per 100.000 population)

Males Females Males Females
0-4 5.8 4.8 0.0 0.0
5-14 2.1 2.0 1.7 2.0
15-29 194 44 15.6 12.2
20-44 18.7 43 21.5 12.4
45-59 14.8 4.5 28.4 12.6
>60 13.0 4.5 44.9 22.1
Total 13.6 4.0 18.9 10.6

Source: WHO Global burden of disease project for 2000, Version 1
Age-standardized reates

Fatalities represent only a fraction of the full interpersonal violence problem.
Unfortunately, precise national and international estimates of non-fatal violence
are lacking, partly because of under-reporting due to a range of factors, including
inadequate health services for victims and criminal justice systems (1). However,
it is estimated that 10% of males and 20% of females have been sexually abused
as children; that for every homicide among 10-29 year olds there are other 20-40
non-fatal cases which require hospital treatment; that rape and domestic violence
account for 5-16% of healthy years of life lost in women of reproductive age, and
that 10-50% of women have experienced physical violence at the hands of inti-
mate partners over their lifetime (3).

The majority of victims of interpersonal violence are in the most economi-
cally productive age range of 15-44 years, and for every one of the thousands of
millions of dollars spent on direct medical care for victims many more financial
resources are lost due to indirect factors, such as time away from work and dis-
ruption of family routines. The economic costs of interpersonal violence are,
therefore, very high. For instance, recent studies show that the economic burden
of interpersonal violence in the USA is 3.3% of the GDP, while in England and
Wales the annual total costs from violence are estimated at US$ 40.2 billion (3).

The root causes of violence and the majority of its consequences are located
across different levels of society involving individual, social, economic and po-
litical factors. Violence prevention programs should therefore be conducted at
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different levels by a range of international, national, local government and civil so-
ciety. The United Nations, world economic agencies, human rights organizations,
national governments, non-governmental agencies, and concerned individuals have
initiated prevention activities. Some outstanding successes in preventing violence
have been well evaluated and well documented, whereas others, particularly those
in developing countries, remain unevaluated and poorly described (4).

Methods and Conceptual framework

This Module provides a conceptual basis for understanding interpersonal vio-
lence as a public health problem, and suggests a number of practical approaches
for the design, implementation and evaluation of prevention programmes that, if
implemented at sufficient scale and for a long duration, are likely to be effective
in reducing the amount and severity of interpersonal violence.

The public health approach and the ecological model, as used in the World
report on violence and health (1), are presented in this Module as a conceptual
framework for organizing information about the root causes and risk factors for
interpersonal violence as well as prevention activities (4).

The public health approach has been presented as a guiding framework for
violence risk assessment and prevention activities. Its four steps are discussed
(defining the problem; identifying risk and protective factors; developing and
evaluating interventions; and implementing effective interventions widely).

The ecological model is described, which enables better understanding of
violence and its risk factors at multiple levels. The basic principles and criteria
for the identification of multilevel prevention programmes and the rationale for
conducting evaluations of the prevention programmes are discussed, too.

WHO recommendations for prevention of violence are reviewed, and future
challenges for actions at national and local level are identified.

Definitions and key terms

Interpersonal violence - interpersonal violence is defined as “The intentional
use of physical force or power, threatened or actual, against another person, that
either results in or has a high likelihood of resulting in injury, death, psychologi-
cal harm, maldevelopment or deprivation (1).

Interpersonal violence is subdivided into two categories: family and intimate
partner violence and community violence (Figure 1).

*  Family and intimate partner violence occurrs between family members
and intimate partners, usually taking place inside the home and including child
abuse and neglect, intimate partner violence, and elder abuse.
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*  Community violence includes violence between unrelated individuals,
who may or may not know each other, generally occurs outside the home, and
includes: youth violence, random acts of violence, rape or sexual assault by stran-
gers, and violence in institutional settings such as schools, workplaces, prisons
and nursing homes. As shown in Figure 1, each category of violence is defined by
the victim-perpetrator relationship and involves physical, sexual and psychologi-
cal violence, as well as deprivation or neglect (1).

Figure 1. Typology of interpersonalviolence

| INTERPERSONAL I
I

v v

| FAMILY/PARTNER I COMMUNITY I

A 4

| Child | | Partner | | Elderly | IAcqurintanl | Unknown |
Nature of violence I I I I

EEE B B B B E
S B B B B B

Source: Krug EG, Dahlberg LL, Mercy JA et al., eds (2002).
World report on violence and health. Geneva, WHO

Prevention - prevention means to stop acts of interpersonal violence by elimi-
nating or reducing the risk factors and increasing protective factors.

e Primary prevention involves strategies and interventions to stop violent
events from taking place, and relates to the time before violence actually occurs.
Examples of primary prevention programmes include pre-school enrichment
programmes, training in parenting, assisting high risk youth to complete second-
ary schooling, and situational interventions to reduce alcohol-related violence.

e Secondary prevention includes strategies aimed at minimizing harm fol-
lowing a violent event and preventing re-victimization and re-offending. Second-
ary prevention examples include the early identification by health professionals
of child abuse, intimate partner violence and elder abuse, and subsequent inter-
ventions to prevent further abuse.
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o Tertiary prevention includes all activities for the treatment and rehabili-
tation of victims and perpetrators and facilitating their re-adaptation to society.

Interventions can also be described with reference to their target populations.

*  Universal interventions are interventions that target everyone within the
population without regard to their differences in the risk of becoming a victim or
perpetrator of violence (e.g. the enactment and enforcement of laws to regulate
the consumption of alcohol and firearm ownership).

o Selective interventions target people at enhanced risk of violence only
(e.g. parent training and home visits for high-risk families in selected low-income
settings).

*  Indicated interventions are applied to individuals and groups that have
already been involved in violent behaviour (as perpetrators and/or victims) in an
effort to reduce re-victimization and repeated offending.

Programme is defined as a series of interventions, interrelated preventive ac-
tivities, or projects, usually with a formal set of goals and procedures designed
to have the desired outcome of reducing the level or consequences of violence.
Programmes can differ in terms of scope (degree of coverage), complexity
(multiple levels and sites versus single level, single site interventions), and time
frame (short-term and long-term interventions) (5). Features that characterize
programmes are the following: clearly defined goals and objectives; intended
beneficiaries (the target group); some measures of success; programme compo-
nents (i.e. the means to achieve the goals); programme infrastructure; a human
resource base; stakeholders with a direct or indirect interest in the programme; a
specific context (or setting) (6).

Evidence base of programmes. The aim of violence prevention programmes is
to reduce the amount and severity of violence in the target population, and there-
fore programmes shown to be effective in this regard should be chosen ahead
of programmes that lack evidence or which have been shown to be ineffective.
The evidence base of programmes refers to the scientific literature describing
outcome evaluations of interventions and programmes, and should be used to in-
form recommendations for prevention, the identification of elements to improve a
specific programme and in determining whether a particular programme should
be repeated or applied elsewhere (4). The World report on violence and health (1)
and Preventing violence, the guide to its implementation (3), both describe this
evidence base in detail.
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The public health approach

The public health approach is a science-based, multi-disciplinary approach
for understanding and preventing violence. The approach is intended to help
coordinate actions by representatives of many different sectors relevant to vio-
lence prevention, including welfare, social work, education, employment offices,
health, police, and justice. As shown in Figure 2, the public health approach
consists of four steps.

Problem definition — step 1 of the public health approach - examines the how,
when, where, and what of violence. It involves developing case definitions of vio-
lence with clear agreement on what is being studied and counted. These should
take into account the typology of violence, according to the different forms of
violence (physical, sexual, psychological or due to deprivation or neglect) the set-
ting, and the relationship between the victim and perpetrator. Violence should be
described with numbers and rates of new cases, the demographic characteristics
of victims and perpetrators, the victim—perpetrator relationship, the mechanisms
of violent injury, the involvement of weapons and substances, and the temporal
and geographical characteristics of violent incidents (1).

Risk factor identification — step 2 of the public health approach - looks at the
why of violence. Risk factors are aspects of the person, place and social environ-
ment that are shown to increase the possibility of becoming a victim or a perpe-
trator of violence (e.g. social isolation, which is a risk factor for many types of
violence, including elder abuse, child abuse and intimate partner violence). Pro-
tective factors are those that reduce the risk of violence or its consequences (e.g.
living in a society where there is high social capital and little income inequal-
ity) (1). Problem definition, risk factor analysis, and the identification of causes
help to show how levels of violence are an outcome of the relationships between
people, products and the physical and social environments, and therefore how
violence can be prevented by altering these causal relationships.

Development and evaluation of interventions — step 3 of the public health ap-
proach - aims to identify effective prevention strategies by using scientific evalu-
ation studies to find out what strategies do work and which are effective. The
effectiveness of strategies for preventing interpersonal violence will depend on a
combination of the type of intervention, the timing of its delivery and the popu-
lation at risk. Certain types of intervention will be specific to the developmental
stage (infancy, adolescence, adulthood, old age) of the target group. For instance,
home visitation and parent training programmes are effective in preventing child
maltreatment and later violence among adolescents and young adults when deliv-
ered during infancy (ages 03 years), but are not designed for later stages in the
life-cycle.
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Figure 2. The public health approach to Interpersonal violence
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Source: Sethi D. et al. Handbook for the documentation of Interpersonal
violence prevention programmes.WHO,Geneva, 2004.

Implementation - step 4 of the public health approach - includes the transla-
tion of effective programmes into wide-scale implementation through the dis-
semination of effective practices and programmes and their adaptation to dif-
ferent populations and settings. It deals with the sustained implementation of
effective interventions, practices and violence prevention initiatives, as a basis for
developing public health policy and practice, institutional support and funding for
violence prevention on a large scale (4).

Information arising from activities in steps 1 and 2 is vital for developing
and evaluating interventions (step 3), and for widespread implementation and
dissemination of proven and promising strategies (step 4). Individual violence
prevention programmes will usually include activities relevant to only some of
the steps, while national-level violence prevention policies and plans should en-
sure that all steps are adequately addressed, and that programmes dealing with
the different steps are fully informed about the data and evidence from each of
the other steps.
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Ecological model

Violence is an outcome of a complex interaction of many factors at different
levels: biological, social, cultural, economic and political. The ecological model
developed in the World report on violence and health is used to capture this
complexity and understand the root causes and risk factors of violence as a basis
for developing prevention strategies at four levels: individual, relationship, com-
munity, and societal (Figure 3.) (1,4). “Whilst some risk factors may be unique
to a particular type of interpersonal violence, more often the various types of
violence share a number of risk factors” (1).

Examples of risk factors for more than one type of interpersonal violence and
at the different ecological levels are given below.

Individual level - personal history and biological factors that influence how in-
dividuals behave and increase their likelihood of becoming a victim or a perpetra-
tor of violence include early developmental experiences, demographic character-
istics (age, education, income), psychological or personality disorders, substance
abuse, and a history of behaving aggressively or having experienced abuse.

Personal relationships - such as with family, friends, intimate partners and
peers, influence the risks of becoming a victim or perpetrator of violence, and
growing up in a family with severe marital conflict, or having violent friends,
strongly influence whether a young person engages in, or becomes a victim of
violence.

Community - community-level risk factors for violence include situational
factors (e.g. unsafe routes to school, poorly lit streets), high residential mobility,
high unemployment, weak institutional policies in schools, clubs, bars and work-
places, and the existence of a local drug or gun trade.

Societal - economic and social policies that maintain socio-economic ine-
qualities between groups, firearm availability, and social and cultural norms (e.g.
male dominance over women, parental dominance over children, and the use
of violence as a normal method to resolve conflicts) are all risk factors for most
types of violence.

The ecological model is multilevel, showing the interaction of factors within
each level and across the different levels. To address these multilevel risk factors,
prevention programmes also need to operate in multiple levels. For instance, mul-
tilevel prevention interventions for youth violence could include: individual level
provision of support and incentives to complete secondary schooling; relation-
ship level efforts to prevent child abuse and intimate partner violence; commu-
nity level programmes to reduce demand for and access to firearms and alcohol,
and societal level interventions to increase employment and reduce inequalities in
gender and wealth (1).
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Characteristics of prevention program

The definitions of violence and prevention, and the overview of the public
health approach given in this Module help to suggest criteria for interpersonal
violence prevention programmes and principles for programme evaluation. Pro-
grammes for interpersonal violence prevention must have clearly defined goals
and quantifiable objectives; must be designed to address clearly the identified
risk factors at one or more different levels of the ecological model; must be based
on a logical framework for prevention (e.g. the public health approach); must
clearly identify their target populations, and must have an administrative and
logistic infrastructure.

Programme characteristics are common elements which can be used for their
description and comparison, such as: scope (local, national, international); geo-
graphical location; setting of the target population (rural, urban or peri-urban
context); socioeconomic variables; type and nature of interpersonal violence
addressed; theoretical/philosophical orientation; nature and ecological level of
interventions; target populations; sites and settings; evaluation mechanisms; out-
comes, and infrastructure and resources.

Interpersonal violence prevention programmes may focus directly on one or
two risk factors, or may address many different risk factors and ecological lev-
els at the same time. Some programmes have violence prevention as their only
objective, while in others the prevention of violence is one among many aims,
such as community empowerment programmes and pre-school enrichment pro-
grammes that, while aimed primarily at increasing education performance, have
also been demonstrated to be effective in reducing youth violence and the risk fac-
tors for youth violence (1, 4).

Multilevel prevention

This section uses the ecological model to identify and cluster prevention strat-
egies at the four different levels - individual, relationship, community and soci-
etal (see Figure 3). Programmes may assume a singular or multiple focus (youth
violence, child abuse, violence against women by partners); target one or more
at-risk environments (schools, recreational facilities), and risk factors (poverty,
lifestyles); one or more at-risk groups and sub-groups, or whole populations (e.g.
children, young men aged 15-24, the elderly), and one or more different levels
(individual behaviour factors, close relationships, schools or other communities,
or the larger cultural, social and economic factors) (4).
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Figure.3 Ecological model for interventions to prevent violence
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Source: Sethi D et al. Handbook for the documentation of Interpersonal
violence prevention programmes.WHO,Geneva, 2004.

Individual level

Individual level interventions focus on changing the attitudes, beliefs and
behaviours of individuals, and can include: educational programmes providing
adolescents and youth with vocational training and educational support, and so-
cial development programmes teaching very young children social skills, anger
management and conflict resolution (1).

»  Interventions using treatment and rehabilitation include individual
counselling and social skills training, impulse control, assertiveness training,
coaching in how to manage sexual relationships, empathy, and perspective-tak-
ing, treatment and rehabilitation services for victims of violence, treatment and
rehabilitation services for perpetrators of violence, treatment of child abuse of-
fenders, probation or parole programmes, and residential programmes in psychi-
atric or correctional institutes (1, 9).
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*  Educational interventions for the prevention of interpersonal violence
aim at strengthening the educational level of individuals, providing incentives
for youths at high risk of violence to complete secondary schooling, higher/vo-
cational training and academic enrichment programmes (including pre-school
enrichment) (1).

o Skills development interventions involve teaching the cognitive and so-
cial skills needed to develop and sustain positive, friendly and cooperative be-
haviour for younger children (5-12 yr) and for teenagers (13—18 yr), skills’ pro-
grammes, sexual abuse prevention training, and life skills training (10,11).

Relationship level

Relationship level interventions influence close relationships, such as between
parents and children, between intimate partners and between peers, to reduce the
risk of child abuse; mentoring programmes to match young persons with caring
adults to prevent antisocial behaviour; and home visitation programmes (1).

»  Skills development interventions at the relationship level, involve teach-
ing people the skills needed to change the behaviour of other people, focusing
specifically on parents and teachers, to modify the behaviour of children in their
care: parent skills training, conflict resolution for pre-school child minders, men-
toring, and home—school partnership programmes to promote parental involve-
ment (1, 13).

*  Home visits, care groups, services - are interventions involving home
visits (prenatal and/or postnatal visits) by health care professionals, who provide
education, training and support in parenting skills, identifying and treating ma-
ternal depression, and identifying and providing support for families considered
at high risk for abusing their children. Parental education and home visitation
implies working with parents being high-risk perpetrators of child abuse (young
mothers, single parents, those of low socioeconomic status, and with substance
misuse problems), or may be targeted at all new parents. Day care refers to the
provision of care for pre-school children (aged 0—4 years old), so that their par-
ents can go out to work (13-14). Multidisciplinary intervention teams support the
caregivers of the elderly or disabled in order to prevent the abuse in their care.

* Interventions using treatment can be used for family therapy and addi-
tional support for at-risk families, cognitive treatment for behavioural disorders
in children and treatment for the families of adolescents with conduct disorders
(15-16).
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Community level

Community level prevention includes raising public awareness about vio-
lence, stimulating community action and providing care and support for victims,
addressing community level risks and the physical and social characteristics of
settings such as schools, hospitals, neighbourhoods and workplaces (1). Such in-
terventions include media campaigns to target entire communities or educational
campaigns for settings such as schools, workplaces and other institutions; modi-
fications of the environment, such as improving street lighting and creating safe
routes for children and youths on their way to and from school, and reducing the
availability of alcohol. These programmes can be enhanced by appropriate train-
ing of police, health professionals and teachers to help them identify and respond
better to different types of violence, and improved trauma services to cope with
the consequences of violence.

*  Empowerment involves developing community capacities to gain con-
trol over problems and to build social capital, developing community leadership
and efforts to enhance communication and support networks and organizational
empowerment to enhance the capacity of organizations that work with disadvan-
taged groups.

*  Media campaigns may be directed at interpersonal violence in general,
or at child abuse and neglect, youth violence, intimate partner violence, sexu-
al violence and elder abuse, aimed to increase knowledge, raise awareness and
change attitudes and violent behaviour at community level, by giving educational
messages to the community via mass media (television, radio, posters, internet,
newspapers).

e Community based campaigns use participatory methods to develop and
enact community campaigns for the prevention of violence (involving commu-
nity mem