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Chapter 1 Introduction
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Despite being increasingly and widely used, there is no agreement about the meaning of “Globalization”, which describes an essential characteristic of the contemporary era. Some consider globalization as just a new, captivating term to rename the expansion of the neoliberal development model (that we prefer to define as “neoliberal globalization”), while others see in it a century-old process of integration, which has seen an impressive acceleration since the second half of the last century, possibly slightly slowing down in coincidence with the COVID-19 pandemic.1 Whatever the interpretation, due to the technological advances in communications and transport and the ever-growing level of world interconnectedness, ideas, people, goods, and diseases are moving fast across borders. World citizens and governments have to increasingly deal with these issues, which have transnational dimensions and require equally transnational responses, often challenged by powerful geopolitical and economic interests. In addition, the temporal dimension of globalization is modified with ever-faster technological, as well as environmental and microbiological changes. Additionally, cognitive changes have facilitated knowledge sharing but also impacted the traditional cultures and behaviors, including production, distribution, and consumption patterns. These have impacted health directly as have changes in the ecosystem. Humanity faces today unprecedented social, economic, and environmental global, i.e. planetary, challenges.

The consequences are particularly significant in terms of human health: new infectious diseases are emerging and spreading2; prevalence of chronic, degenerative, and socio-behavioral pathologies is increasing; the right to health is often questioned or denied; some approaches consider human health purely as a factor of economic growth, rather than a right in itself; access to care is often limited as part of macroeconomic interventions which include public expenditure reduction policies; and avoidable and unfair disparities in health outcomes, i.e. inequities3 are increasing. More in general, inequities between the North and the South of the world are increasing, whereby “North” and “South” have lost any geographical connotation. Instead, this represents the distance between the few in the various Norths in whose hands wealth 2and opportunities are concentrated, and the multitudes of the many Souths who are excluded from the benefits of modernity and suffer from poverty and marginalization. In 2021, 76% of global wealth was concentrated in the hands of the richest 10% of the world’s population, while the poorest half owned just 2%. Latin America ranked as the most unequal region in the world.4 These inequities also exacerbated health risks and threats, with critical implications for truly sustainable development.

Health has been increasingly recognized as a key element of sustainable economic development, global security, effective governance, and human rights promotion (Frenk 2010). Since the late 1990s, the role of health in global development policies has become more relevant, as shown by the fact that three out of the eight Millennium Development Goals (MDGs) set forth in the year 2000 by the United Nations Millennium Declaration—“the blueprint agreed to by all the world’s countries and all the world’s leading development institutions”—were related to health targets (Mdg 4: Reduce child mortality, Mdg 5: Improve maternal health, Mdg 6: Combat HIV/AIDS, Malaria, and other diseases).

The Sustainable Development Goals (SDGs) approved in 2015 confirmed the central role of global health (GH) in the much broader agenda for global development as defined by the Agenda 2030 and its universal and indivisible 17 SDGs.5

Over the past 20 years, GH has moved to the center of the international agenda, bringing with it an extraordinary rise in financial resources for health programs and systems around the world. After years of steady growth, however, funding began to level off around 2013 and, by 2017, had fallen back to roughly the levels seen five years earlier.6 The COVID-19 pandemic briefly reversed this decline: in 2020, governments, international agencies, and private foundations mobilized unprecedented funds to confront the crisis. Yet, as the emergency faded, GH financing once again started to shrink, raising difficult questions about how to sustain the gains made during those extraordinary years. The situation worsened in early 2025, when the United States abruptly paused—and then sharply reduced—its foreign aid, prompting similar cutbacks from at least ten other donor countries (Rasanathan et al. 2025). As a result, total external aid for health is projected to drop by more than 30% between 2023 and 2025, with official development assistance from Oecd countries potentially falling by 40%, from about US$25 billion to US$15 billion (Zurn et al. 2025). If these trends continue, health aid will fall below its lowest level in a decade, marking a pivotal moment for the future of international development assistance for health (Dah).

Judging by the scope of topics covered by existing resources on “global health”, almost everything has been thrown into the “global” pot, often re-labeling as “global” issues and modalities defined by terms (such as international) that have proven perfectly adequate in the past. “The health field has been equally guilty of this tendency, which, in turn, has led to conceptual and empirical imprecision” (Lee 2005).

Over the last two decades, international and bilateral institutions, as well as private organizations and the media, have increasingly referred to initiatives in health beyond national borders as GH initiatives or programs. GH was thus appropriated as a fast-growing market for transnational corporations, and new transnational public-private/multistakeholder partnerships were born under the global flag (Missoni and Tediosi 2020). This led to a highly complex scenario in GH governance and even challenged the World Health Organization’s (Who) mandate as the “directing and coordinating authority” in international health. Who was progressively “captured” 3by external interests (Matteucci and Missoni 2022). Indeed, the relative weight of the actors traditionally active in the health sector is changing. Economic forces strongly influence national and international public policies that tend to benefit the creation of favorable environments for economic investments, over health promotion and control of the determinants, negatively impacting on the living conditions and health of the populations. “Securitization” of public health, i.e. the focus on preparedness and response to health emergencies of international concern, losing sight of societal health determinants and population needs, has been pushed by epidemics expanding beyond national borders (e.g., Sars, H5N1 influenza, H1N1 influenza, Zika, Ebola), receiving an exceptional booster through the COVID-19 pandemic.

Nonetheless, an increased interest in the importance of the social, economic, political, and environmental determinants of health, which are influenced by decisions made in other global policy-making arenas (such as those governing international trade, environment, and migration), prompted the debate on the need to protect and promote health in global governance processes outside the GH system. This approach has been conceptualized as “global governance for health” (Frenk and Moon 2013).

According to the same trend, teaching “Global Health” also became fashionable. In 2009, Richard Horton, chief editor of the Lancet, highlighted that GH was becoming a critical aspect of the educational, scientific, and moral mission of universities (Horton 2009). Beyond the academic sector, the media increasingly referred the idea of GH. International and bilateral institutions, as well as private organizations, put increasing emphasis on it. The subject has attracted new generations of students and scholars. The offer of collegiate courses in GH has boomed over the last two decades. New journals have been dedicated to this field of study. The number of articles using GH in the title or abstract in Medline increased by nearly 30-fold between 2001 and 2019 (Abdalla et al. 2020).

However, there is still a wide discrepancy about what GH stands for and about the content of GH courses offered around the world, whereby sometimes the denomination GH is arguably used to refurbish pre-existing courses in “international health”, “tropical medicine”, and others in a mere response to marketing needs (Koplan et al. 2009).

Primarily defined by institutions in the Global North, too often GH continues to be expressed in terms of the Global North’s relations with low-income countries. For example, GH is reportedly defined by the United States’ National Institutes of Health as “Research, teaching, clinical care, prevention, and outreach activities directed towards addressing health concerns that contribute a significant burden of disease and disability in low- and middle-income countries and that are of general concern to the international health community” (Macfarlane et al. 2008) (i.e., initiatives in the context of—and in continuity with—the traditional neocolonial North-South “development aid” relation). Indeed, for low-middle-income “aid” recipient countries, “GH” was business as usual: “An activity developed through the lens of rich countries, ostensibly for the benefit of poor countries, but without the key ingredients of a mutually agreed, collaborative endeavor” (Macfarlane et al. 2008). Even the online discussion about GH is not truly global. Opinions mostly originate from higher-income countries in the Global North, indicating a significant disparity in digital representation compared to the Global South. A digital discrepancy mirroring real-world inequalities in GH equity and governance, where dominant stakeholders are concentrated in the Global North (Arshad et al. 2024).

4Such an approach to GH, still largely dominant, has been criticized as “the newest depoliticized and de-historicized iteration of colonial medicine” which is “often taught uncritically, without a deeper reflection on Western scientists’ social position as part of the Global North’s scientific enterprise and related positionality; power dynamics; historical context; and contemporary colonial approaches such as top-down GH governance and programming” (Irfan et al. 2021). Nevertheless, in the face of the phenomenon of neoliberal capitalist economic globalization, autonomous analyses have been developed that differ from the prevailing North-centric approaches to GH (Franco-Giraldo 2016; Solimano and Valdivia 2014).

As pointed out by Bozorgmehr (2010), “Social innovations are unlikely to evolve if ‘Global Health’ becomes or remains a cosmetic re-labeling of old patterns, objects, and interests” with no impact on social innovation and with little attempt to fully explain the definition and contents of the GH terminology.

Thus, the question arises, “what should be taught when we teach global health?” (Missoni and Martino 2011), and by extension, what is the scope of GH governance and policies?

Regarding the definition, there has been some debate over the years. The term GH was, and still is, applied liberally and with little attempt to fully explain the true definition and contents of the terminology (Bozorgmehr 2010). Clearly, once the GH community examines how health determinants and policies range beyond the interactions between nation-states, the inadequacy of the “international” attribute becomes evident (Missoni and Martino 2011). Similarly, the need to include multiple consolidated disciplines (sociology, political sciences, economics, anthropology, environmental sciences, and others) allows the understanding of GH as more than simply the global dimension of public health (Fried et al. 2010). Also, what is meant by GH policies and projects and how they are implemented are deeply discordant (Rieder 2016).

Bozorgmehr (2010) identifies four ways in which the term “global” is understood in the health literature. A first meaning for global is “worldwide” or “everywhere”. The second criterion refers to health issues that are not limited by national boundaries (e.g., pandemics and the spread of infectious diseases). According to a third criterion, the term global refers to a broad-spectrum approach that is multidisciplinary in character. Thus, the study of GH is the study of social, political, economic, biological, and technological relationships that impact health in diverse means. Highlighting the diversity and complexity of those relations in the global space, Rieder (2016) synthetizes GH as “a set of processes that occur at the intersections of transnational networks”. Finally, the term “global” refers to what Scholte (2002) coined “supra-territoriality”, or social connections that move beyond simple territorial geography, a phenomenon which has increased exponentially both through the number of social media tools and the number of users. According to Bozorgmeher (2010), it is the fourth interpretation—supra- territoriality—that allows GH to focus “on the globality of the social determinants of health and the power relations in global social space” (Bozorgmeher 2010).

While helpful, the four interpretations that Bozorgmehr proposes for the term “global” miss two additional aspects. The first (and possibly the most important) is related to the Globe, the Planet, Mother Earth (Pacha mama, in the expression of many Andean populations), and the entire ecosystem. The second aspect imagines “global” as considering or including all parts of something (i.e., an integral, comprehensive, inclusive, and systemic view) (Missoni 2024). From such a perspective, for example, 5COVID-19 is a “syndemic,” i.e. an event characterized by biological and social interactions, which cannot be understood and adequately faced without “a vision encompassing education, employment, housing, food, and environment” (Horton 2020). Some scholars have also put forward a definition for academic GH involving education and research that reaffirms the systemic and ecologic, transdisciplinary approach, but with an added reference to “innovative, integrated and sustainable” solutions, an attribute evocative of the Global sustainable development agenda 2030 launched in 2015, and “the normative framework of human rights” (Wernli et al. 2016). Indeed, whatever the nuances of the definition, it must be emphasized that engaging with the promotion of health in a global dimension implies an ethical intergenerational commitment and an overarching ideal. As it was pointed out by the Commission on the Social Determinants of Health, addressing the inequities in worldwide health status has become one of the primary goals in all GH studies (CSDH 2008).

Lack of agreement on the definition of GH and a general discord regarding theories that can generalize findings do not yet allow the classification of GH as a self-standing discipline. Indeed, as pointed out above, an interdisciplinary approach is essential to understand this area of studies, and the complexity of this approach may have limited the education of practitioners and the emergence of an intellectually robust field (Kleinmann 2010).

More recently, the concept of “planetary health” was launched by The Lancet (Horton et al. 2014) and supported by the Rockefeller Foundation, with a scope supposedly going beyond the boundaries of “the existing global health framework to take into consideration the natural systems upon which human health depends”. It was nevertheless presented as “A New Discipline in Global Health” (Rodin 2015), thus part of this interdisciplinary area of studies. In the original “Manifesto”, Planetary Health is presented as “an attitude towards life and a philosophy for living” (Horton et al. 2014). The emphasis on people and equity, the recognition of the impact of neoliberal globalization on health and sustainability of human development, as well as the focus on equity and on “interdependence and the interconnectedness of the risks we face” (Horton et al. 2014), all belong to a comprehensive understanding of GH. The ecosystem is undoubtedly one of the most important determinants of human health, and in that sense, the emphasis that the promoters of planetary health place on the link between human health and a healthy planet is highly welcome.

Another holistic approach that examines human health in relation to life on the planet—with the aim of improving or safeguarding animal and human health—is the perspective of One Health (OH).

The OH approach has been traced back to ancient times but is increasingly used. It emphasizes that human and animal health are interdependent and bound to the health of the ecosystems in which they live. OH also takes a collaborative, multisectoral, and transdisciplinary approach—to be developed from the local to the global level—to achieve optimal health and well-being outcomes (OHC 2021). Accordingly, OH incorporates a whole-of-society approach to policy-making (Hill-Cawthorne 2019). In that sense, for example, at global level, the Food and Agriculture Organization of the United Nations (Fao), the United Nations Environment Programme (Unep), the World Organization for Animal Health (Woah, founded as Oie), and the Who joined to drive action required to mitigate the impact of current and future health challenges at the human–animal–plant–environment interface (FAO, UNEP, WHO, WOAH 2022). 6It is evident that the concept of OH perfectly fits within a comprehensive understanding of GH, especially when exploring issues that extend beyond national boundaries and involve transnational processes and actors (Missoni 2024).

From the very beginning of the debate at the end of the 1990s, GH was recognized as a field of studies, research, and practice identified with the interaction between globalization and health. This would include the planetary dimension of the issues at stake; a people-centered, human rights, and health determinants approach, ethically minded and focused on equity. Thus, the GH goal would require global responses with solid roots in local awareness and action and moral responsibility toward future generations (Berlinguer 1999).7

Since 2008, we have adopted a definition that encompasses most of the elements discussed above, such as interdisciplinarity, focus on equity, people-centered and health determinants approach, and worldwide transnational dimension of both determinants and solutions:


Global health is an emerging area for interdisciplinary studies, research and practice that considers the effects of globalization on health – understood as a complete state of physical, mental and social well-being – and the achievement of equity in health for all people worldwide, emphasizing transnational health issues, determinants and solutions, and their interactions with national and local systems.

(CERGAS 2011)



The development and implementation of transnational, i.e. global solutions imply global governance and policies, a dimension of GH that, in our opinion, is still lacking an introductory, but comprehensive textbook in English language.

To this end, we use an interdisciplinary approach, combining health sciences with economic, social, and management sciences, in exploring GH, social, political, economic, and environmental determinants, and the role of both State and non-State actors in an increasingly complex global governance scenario. We recognize that research, education, practice, governance, and policy-making in the GH domain have been suffering from a neocolonial approach with multiple forms of global power—in which transnational corporations, global philanthropy, and, increasingly, multistakeholder initiatives and marginalized multilateral institutions—combine to perpetuate colonial structures of low-income countries’ dependency on the Global North. In this sense, we also make an attempt to contribute to the imperative need to “decolonize global health”, a counter-hegemonic vision of GH tracing the geopolitical imbalances that are at the core of GH issues (Montenegro et al. 2020), well aware that the conceptualization of GH should be left open to different cultures to let it evolve along with GH research, teaching, policy, and practice (Chen et al. 2020).

This book is organized into three sections that together provide a comprehensive account of GH policy and governance. The first section examined how globalization, economic development, and the determinants of health intersect and coevolve. The second section analyzes the institutions, actors, and mechanisms that form the contemporary global governance for health architecture. The third focuses on major GH challenges and the policy responses shaping today’s GH agenda.

7In the first section, an introductory chapter (Chapter 2) sets the theoretical bases that connect development, globalization, and health. It first briefly and critically illustrates how the concept of development was generated, and how it evolved in the context of the international agenda, situating health in that context. The chapter then explains the acceleration of the globalization process and uses its three dimensions (temporal, spatial, and cognitive) (Lee 2000) to illustrate how it relates with health. Finally, the chapter provides the reader with a framework linking globalization and societal determinants of health.

The following chapter (Chapter 3) analyzes how the rise in the importance of GH has been accompanied by the increasing need for global estimates of health indicators. It describes the need for GH estimates based on statistical modeling that has evolved in a new field referred to as the “science of global health estimates”. It then reviews the sources of data and the main challenges of health information metrics and systems, showing how GH estimates are produced. Finally, Chapter 3 discusses the institutions involved and their funding and reflects some of the contemporary challenges in GH governance.

The next chapter (Chapter 4) in the section uses a “right to health” approach in historically describing the evolution of health policies, priorities, and practices in the context of the global development agenda, from the establishment of the Who and the Universal Declaration of Human Rights to the Agenda 2030 for sustainable development, and beyond. It highlights the most significant passages, such as the Alma Ata Declaration, the primary health care strategy and counteractive emergence of selective approaches; the Structural Adjustment Programs and Health Systems Reforms; health promotion and health in the context of integrated poverty reduction programs; the emergence of the Global Public-Private Partnership and the multistakeholder model, with the emphasis put on the potential role of market and finance for health; the renewed commitment for a systemic approach to health; the trends in the sustainable development global platform; and COVID-19 and pandemic threats, the securitization of GH, ecosystemic challenges, conflicts, and geopolitics characterizing most recent years.

In the second section, a short chapter (Chapter 5) introduces and differentiates between the concepts of GH governance and global governance for health, i.e., prioritizing and promoting health through policies and processes in non-health sectors, and maps main actors in today’s global scene.

The following chapters look into the organizational governance and role in influencing the health policies of the main actors in GH. First intergovernmental organizations (Chapter 6) are described, including the UN, and its funds and programs (e.g. Unicef and Unfpa); its specialized agencies and specifically the Who, and the Bretton Woods Institutions (Imf and World Bank); Unaids; and UN-related organizations, and specifically the World Trade Organization.

Then in Chapter 7, the reader is introduced to the role of “donor” countries, especially in the context of development assistance (developed separately in Chapter 13), but also in the multiple international forums where they exercise their influence. It also describes the origins, structure, functions, and influence of some specific “groupings” of countries, such as the G7–G8, the G20, and the Brics, in orienting GH policies.

The following chapter (Chapter 8) analyzes the evolution of the participation and role of non-State actors in health, as well as their relevance in influencing policies 8affecting GH. Transnational companies, civil society organizations, and global philanthropy are separately analyzed.

The notion and classification of Global Action Networks and Transnational hybrids and their relevance in GH are dealt with in Chapter 9. It describes their origins, governance models, management and financing arrangements, and policy influence. Particular attention is given to Gavi and the Global Fund as emblematic actors in the GH architecture.

The section concludes with Chapter 10, which reflects on the systemic challenges and uncertainties of contemporary GH governance, the narratives that shape reform debates, and the leadership and instruments needed to move toward more coherent global governance for health.

The third section addresses major global issues and their policy implications. Chapter 11 analyzes neoliberal globalization and its health consequences, using thematic domains to illustrate the breadth of GH challenges. These include ecological degradation and climate change, infectious disease emergence and pandemic preparedness, transformations in the global food system, the tobacco and substance-use epidemic, migration, macroeconomic instability and financial crisis, trade and the Intellectual Property Rights, Digital Health and Artificial Intelligence, Infodemics and the health impact of conflicts.

The next chapter (Chapter 12) analyzes the concept, objectives, functions, and actors of health systems as proximal health determinants. It focuses on investing in health systems and the challenge of building healthcare systems that can sustainably attain the universal health coverage (Uhc) global target, vis-à-vis the impact of the global epidemic of non-communicable diseases and pervasive health consumerism. The chapter concludes by highlighting the need for a system thinking to address contemporary GH complexities.

Chapter 13 focuses on GH financing and Dah. It reviews the architecture of Dah, including innovative financing mechanisms, aid modalities, system-wide initiatives such as the International Health Partnership and UHC2030, and persistent challenges such as resource constraints, fragmentation, verticalization, and inequitable allocation. The chapter concludes by outlining directions for rethinking Dah in light of shifting geopolitical and financial dynamics.

The final chapter (Chapter 14) offers an overview of education and career opportunities, and professional roles in GH governance, management, and policy. It discusses evolving competency needs, opportunities for early-career engagement, and the importance of leadership and moral commitment of GH professionals.

It is our hope that this book, besides providing the theoretical and knowledge bases to engage in GH and to face the complex and challenging dynamics of its governance and policy-making, may contribute to the creation of new generations of people acting for health regardless of their discipline, sector of involvement, or position. These will be people who are willing to dedicate their personal and professional long-term commitment to their community and to the whole planet, sharing the goal of health and well-being everywhere and for every human being, including future generations.


Notes


	https://kof.ethz.ch/en/forecasts-and-indicators/indicators/kof-globalisation-index.html. Return to text.⏎

	https://wwwnc.cdc.gov/eid/. Return to text.⏎

	9Health inequities are systematic, unnecessary, avoidable, unfair, and unjust differences in health outcomes and their determinants between segments of the population (Whitehead 1990). Return to text.⏎

	https://wir2022.wid.world/executive-summary/. Return to text.⏎

	https://sustainabledevelopment.un.org/post2015/transformingourworld. Return to text.⏎

	https://vizhub.healthdata.org/fgh/. Return to text.⏎

	In Italy, a small group of experienced researchers and practitioners joined forces in 2002 and established the Italian Global Health Watch (Oisg) to advocate global health concepts, research, policies, and action among Italian institutions and public. This led, among others, to nationwide initiatives for the teaching of global health including the creation of a specific network linking all those experiences and providing a forum to identify common understanding and methodological approach to global health (Missoni 2013). The authors of this book were part of those experiences and pioneered in 2001 the introduction of global health in non-health disciplines and contexts, such as the Faculty of Sociology at the Milano-Bicocca University (Missoni et al. 2013a) and the Sda Bocconi Management School (Missoni et al. 2013b), and later (in 2008) the Geneva School of Diplomacy, as well as the publication in 2005 of the first edition of a global health textbook in Italian (Missoni and Pacileo 2016). Return to text.⏎
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Chapter 2 Development, globalization, and health
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2.1 The idea of development

Over the past decades, we have grown accustomed to the idea of a world divided into developed and developing countries, wherein “development” appears as the universally desired objective. Through a wide range of literature, the definition of “development” has been used to “encompass almost all facets of the good society, everyman’s road to utopia” (Arndt 1987: 1). As a societal evolutionary process, development was hardly used as a concept before World War II. For example, the Covenant of the League of Nations, the predecessor of today’s United Nations (UN), and the first permanent international institution, indicated the well-being and development of people living in countries “under the sovereignty of the States which formerly governed them” and that are “not yet able to stand by themselves under the strenuous conditions of the modern world”, as a “sacred trust of civilization”. The tutelage of those peoples was entrusted to “advanced” nations who would exercise it “as Mandatories on behalf of the League” (League of Nations 1919).

The first institution to explicitly include “development” in its mission was most likely the International Bank for Reconstruction and Development (Ibrd), which is now part of the World Bank Group.

For the League of Nations, international cooperation meant the achievement of “international peace and security”. By contrast, the Charter of the United Nations Organization, established in 1945, understood the notion of international cooperation as the resolution to global issues of economic, social, cultural, or humanitarian nature, and included, among its aims, the promotion and respect of human rights and fundamental freedom for all. The UN Charter engaged all members in international economic and social cooperation in the pursuit of a “higher standard of living, full employment, and conditions of economic and social progress and development” as well as achieving “solutions of international economic, social, health, and related problems, and international cultural and educational cooperation; and universal respect for, and observance of human rights and fundamental freedoms for all” (UN 1945).

16In line with that approach, Polanyi Levitt states that “development in a meaningful sense implies a social and economic transformation to eradicate injustices of the past” (Polany Levitt 2012: 17).

In the aftermath of World War II, the reconstruction of Europe was among the most pressing issues. The launch of the Marshall Plan on the 5th of June 1947 responded to the dire need to restore the European economy that was battered by the war. The plan created a wide market for the American industry and simultaneously created a political and economic bloc for nations allied with the United States that could prevent the spread of Soviet communism.

The Marshall Plan (officially known as the European Recovery Program) is commonly seen as the prototype of international aid. From the Marshall Plan and the Conference of Sixteen (Conference for European Economic Co-operation) emerged the Organization for European Economic Co-operation (Oeec) in 1948, with the intention to establish a permanent organization that would continue working toward a joint recovery program and, more importantly, supervise the distribution of aid. In September 1961, the Oeec was superseded by the Organization for Economic Co-operation and Development (Oecd). The former Development Assistance Group (Dag), formed as a forum for consultations among aid donors on assistance to less developed countries, was constituted as the Development Assistance Committee (Dac). Economic growth and the expansion of world trade were clearly spelled out as part of the OECD’s aims and therefore linked with the idea of development.

Thus, the concept of development has been largely associated with the politics of development cooperation policies, and development studies have been limited to poor countries’ economy and welfare, and to North-South relations. This approach entirely disregarded the global dimension and alternative perspectives.

Various authors refer to US President Harry Truman’s “Inaugural Address” on January 20, 1949, as the inauguration of the “era of development” and development aid (Rist 1997). In his speech, Truman proclaimed


a bold new program for making the benefits of our scientific advances and industrial progress available for the improvement and growth of underdeveloped areas… a program of development based on the concept of democratic fair dealing.

(Truman 1949)



The economic space replaced the concept of the world as a political space characteristic of the colonial era. According to a wide range of literature, the new discourse would serve for the emerging power of the United States to justify the dismantling of colonial empires and gain access to new markets (Rist 1997). As Truman stated, “The old imperialism– exploitation for foreign profit– has no place in our plans” (Truman 1949). Nevertheless, “donor” countries would still benefit from improved access to world resources.


All countries, including our own, will greatly benefit from a constructive program for the better use of the world’s human and natural resources. Experience shows that our commerce with other countries expands as they progress industrially and economically.

(Truman 1949)



17Development became the universal ideal that should guide the progress of the “underdeveloped” world, where, in this context, “underdeveloped” was being used as a term for “economically backward regions” and a state of deficiency, rather than a result of historical circumstances (i.e., colonial legacy effects).

The term “development” became a metaphor of economic growth measured through the increase of the Gross Domestic Product (Gdp), and economics towered over all other aspects of life and well-being.

It must be noted that Gdp only measures economic transactions of goods and services. Goods or services that are exchanged for free (presents, volunteering, etc.) do not concur to growth measured through Gdp. In addition, economic growth is not qualitatively neutral. Depending on the type of goods and services that concur to Gdp and its growth, their production cycle and their marketing, the impact on life conditions of the population (and life in general) may vary substantially. For example, a Gdp based on the production of weapons or cigarettes has a very different social and health impact than one based on wealth created through healthy food or cultural production. The production and marketing of processed food have a very different health, social, and environmental impact than food produced according to “organic” or “bio” standards and consumed locally. In the technological era, an increase in production, leading to economic growth, is not necessarily associated with a rise in employment rates; rather, the opposite effect occurs. Not to mention the weakness of an economic growth based predominantly on financial dynamics, without increase in production.

In a society with an endless quest for economic growth, with a constant focus on stimulating competition and performance, a vicious cycle is established connecting mental health and poverty (De Schutter 2024).

A direct relation has been proposed between economic growth and the incidence rate of cancer, which increases linearly with per capita income, even after controlling for population aging, improvement in cancer detection, and omitted spatially correlated variables (Luzzati et al. 2018). While this observation does not allow for disentangling the role of lifestyle and environmental degradation on cancer, it is unequivocal that industrial production is linked to the introduction of carcinogenic pollutants. Thus, the effects of economic growth are necessarily different depending on the level of pollution of the production cycles and the renewability of energy resources utilized. In general, industry tends to “externalize” the impact of production, and therefore also its environmental and social costs, i.e. costs are transferred to the community and the State has to take on the burden of those costs. If those costs were accounted for as production costs, i.e. “internalized”, goods resulting from non-sustainable productive processes and practices would lack profitability due to a substantial increase in their final price. As a consequence, companies would be pushed to increase their social and environmental sustainability. There are several ways in which government regulation can reduce detrimental externalities to consolidate the production and actual costs: legislation to force firms to internalize costs, imposition of taxes as high as the externalities produced by the firms, and pollution controls and emission standards, which are environmentally sustainable (Hayes 2017).

The conceptualization of “development” as economic growth also serves as a good example of how the language of politics is closely linked to politics of language, specifically in the realm of North-South relations, where “use and abuse of the language of politics” is evident and “Concepts such as ‘development,’ ‘justice’ and ‘cooperation’ 18frequently have been associated with particular ideological agendas and not infrequently obscure the nature and content of political-economic relations and processes rather than illuminating them” (Petras and Veltmeyer 2001: 121).

Conceived in technocratic and quantitative terms, growth and aid were proposed as the only possible, paradigmatic answers, and “development” soon became “the password for imposing a new kind of dependency, for enriching the already rich world and for shaping other societies to meet its commercial and political needs” (George 1976: xvii).

During the 1950s, the international development agenda found support from the Modernization Theory, elaborated by Walt W. Rostow and other American economists. In his The Stages of Economic Growth: A Non-Communist Manifesto (1960), Rostow utilizes the “takeoff” concept as a metaphor to identify these five stages of growth leading to modernization: the traditional society, the preconditions for takeoff, the takeoff, the drive to maturity, and the age of high mass consumption.

In those years, development attention focused on the establishment of urban-industrial nodes as the basis for self-sustained growth, assuming that in the long run the “trickle-down effect” would spread modernization from urban to rural areas. In the following decade, the importance of agriculture was reassessed, as there was a growing recognition that employment does not grow along with industrial production.

The UN declared the 1960s as the “development decade” as it called for industrialized countries to considerably increase their Official Development Aid (see Chapters 4 and 13).

During the mid-1960s, the foundations of the classical development theory were also criticized. The dependency theory, developed mainly by Latin American scholars, such as Raúl Prebisch, Fernando H. Cardoso, Theotonio dos Santos, Osvaldo Sunkel, and André Gunder Frank, pointed out that the causes of underdevelopment should be sought beyond domestic economic factors (Muñoz 1981). According to these scholars, the principal cause for underdevelopment depends on the structural position of countries that are considered backward in the economic world, where resources tend to flow from the “periphery” of poor, underdeveloped states into the “core” of wealthy states. This dynamic enriched the latter at the expense of the former through progressive deterioration on the terms of trade. In addition, the interests of bureaucratic and political elites of those “peripheral” countries would functionally converge with those of the elites of the developed countries, promoting distorted forms of development that encouraged investments in areas with no direct benefit for the population, e.g. military expenditures (Prebisch 1950) and mega-projects, that were often ill-conceived and enormously costly, exemplified in the Trans-Amazonian Highway in the 1970s. In 1964, the UN established the Conference on Trade and Development under the direction of Raúl Prebisch in order to address the problems of export dependent peripheries.

In Africa, Julius Kambarage Nyerere, who served as the first President of Tanzania, decided to face “underdevelopment” in his country by making his fellow citizens rely mainly on their own forces. The Arusha Declaration (1967), passed by the Tanganyika African National Union on February 5, 1967, promoted the concepts of self-reliance and self-centered development. The self-reliance approach proposes to undertake the “war against poverty and oppression” in Tanzania by attempting to move “the people of Tanzania (and the people of Africa as a whole) from a state of poverty to a state 19of prosperity”. The Declaration indicated an alternative and autonomous, although not autarchic, way to development. This approach refused to rely on external aid and money provided through gifts and loans, as it “will endanger our independence”. For Nyerere, the “foundation of development” was agriculture, the people, and their hard work, where money is considered “one of the fruits of that hard work”. Land, people, good policies, and good leadership were the keywords of that strategy that oriented society “toward the development of man instead of material wealth” (Nyerere 1974: 32).

In the 1970s, the debate was fueled by the Movement for the New International Economic Order (Nieo) and the so-called basic needs approach. Both concepts were born from the observation that, despite the positive overall economic performance of the Third World, growth failed to alleviate poverty.

In 1972, the first Report of the Club of Rome1 had already marked the existing “limits to growth” that demonstrated the quantitative restraints of the ecosystem. To avoid “the tragic consequences of an overshoot”, the Report also called for “the initiation of new forms of thinking that will lead to a fundamental revision of human behavior and, by implication, of the entire fabric of present-day society” (Meadows et al. 1972: 185–196).

The so-called North-South Dialogue between industrial and developing countries led the United Nations General Assembly to adopt the Declaration for the Establishment of a Nieo (UN 1974), which focused on the restructuring of the world economy in order to allow greater participation by, and benefits to, developing countries.

A non-economic reinterpretation of “development” was attempted by the Dag Hammarskjöld Report in 1975. Through the initiative of the Hammarskjöld Foundation and the United Nations Environment Program, coordinated by Marc Nerfin, a group of approximately a hundred people from all the parts of the world concluded that development should be endogenous, arising from within the culture of every society, and cannot be reduced to the imitation of developed societies as there is no universal formula for development. Instead, satisfying the basic needs of the poorest populations should come first. These communities would have to rely primarily on their own strengths to succeed. According to this concept that is outlined in the report “What Now?”, disadvantaged countries essentially depended on exploitation structures that originated in the North but were reproduced in the South by the leading classes who were both rivals and accomplices of the élites in industrialized countries (Rist 1997).

Even the President of the World Bank (WB), Robert McNamara, underscored the need of “a serious reexamination of earlier growth strategies … causing governments to focus more directly on … the hundreds of millions of individuals whose basic human needs go unmet” (McNamara 1976).

The basic needs approach was adopted by the 1976 World Employment Conference. It placed priority on policies and programs that ensured access to clean water, nutrition, appropriate shelter, health care, education, and security to the poorest populations (ILO 1976). During those years, modest reorientations clashed with the debt crisis of developing countries during the following decade and with the reaffirmation of the role of the market in the name of neoliberal principles.

The Reagan Administration in the United States and the Thatcher Government in Great Britain championed the neoliberal ideology with the International Monetary Fund (Imf) and the WB implementing those principles globally. According to that 20approach, known as the Washington Consensus,2 the state is the main obstacle to development, and every barrier blocking any market penetration must be removed in developing countries. Instead of international aid, foreign investments should provide external resources to developing countries whose governments are considered inefficient and corrupt and therefore incapable of a productive and efficient allocation of resources.

In response to the debt crisis, the WB and the Imf shared a similar perspective through the Structural Adjustment Programs, imposing neoliberal policies on developing countries with the effect of impeding their autonomous choices that, according to those financial institutions, “would end up damaging world trade” (Isernia 1995: 50).

Therefore, the global expansion of the neoliberal model entails large-scale privatizations, reduced taxation for the benefit of higher incomes, cuts in public spending and the dismantling of education, health, and social systems, the financial deregulation and the free movement of capital, the uncontrolled exploitation of environmental resources, and lastly, the export-oriented industrial production. Neoliberal policies led to the growth of inequalities and concentrated on the small sectors of the wealthy populations that emerged from the expansion of the economy.

The impact of structural adjustment policies on health and health systems is analyzed in further detail in Chapters 4 and 11.

Without questioning the assimilation of development with economic growth, some authors argued that the underlying production and consumption patterns should be reshaped in order to be compatible with the respect for the concern for justice. In 1987, the Our Common Future Report, better known as the Brundtland Report, which is the name of the research group coordinator, introduced the concept of “Sustainable development” defined as “development that meets the needs of the present without compromising the ability of future generations to meet their own needs” (WCED 1987).

While recognizing the limits of the biosphere, the Report introduced the possibility that future knowledge would still allow the continuity of economic expansion:


The concept of sustainable development does imply limits – not absolute limits but limitations imposed by the present state of technology and social organization on environmental resources and by the ability of the biosphere to absorb the effects of human activities. But technology and social organization can be both managed and improved to make way for a new era of economic growth.

(WCED 1987)



According to Rist, the idea of sustainable, “durable”, development was just another masking operation to prevent the radical questioning of the effects of economic growth. It was an invitation to ensure lasting development, i.e. to make continuous and everlasting growth (Rist 1997).3

Around the 1990s, neoliberal policies were criticized. As a result, there was a growing need to redefine the meaning, goals, and measurements for development.

The Nobel laureate Amartya Sen introduced the capability approach as a conceptual framework. In his view, development is seen as the improvement of peoples’ lives through the expansion of people’s capabilities such as to be healthy and well-fed, educated, knowledgeable, and able to participate in the life of the community. As Sen put it, 21human development is the process of enlarging a person’s functionings and capabilities to function, the range of things that a person could do and be in his/her life (Sen 1989).

Sen’s work inspired UNDP’s first annual flagship report in 1990, where the concept of “human development” was adopted. The Report questioned whether economic growth and Gdp were efficient indicators of a country’s progress. “People are the real wealth of a nation. The basic objective of development is to create an enabling environment for people to enjoy long, healthy and creative lives” was the incipit of the first Human Development Report. “Excessive preoccupation with Gnp growth and national income accounts has obscured that powerful perspective, sup-planting a focus on ends by an obsession with merely the means” (UNDP 1990). Human development was thus defined as “a process of enlarging people’s choices”, the most critical ones being identified in “leading a long and healthy life, to be educated and to enjoy a decent standard of living”, with additional choices that included political freedom, guaranteed human rights, and self-respect.

The Human Development Index (Hdi) was proposed as a new indicator to measure progress, based on longevity, knowledge, and decent living standards (UNDP 1990).

Without questioning the function of economic growth for development purposes, Undp subsequently addressed the notion of inequality by saying that there can be no human development with unequal income distribution and low and poorly distributed social spending (UNDP 1999).

In its subsequent reports, Undp introduced improved versions of Hdi, as well as new composite indicators that measure aspects of human development, which the Hdi does not reflect, such as inequality, poverty, human security, or gender disparities.4

The process also fed into the international agenda for economic and social development.

Indeed, during the 1990s, widespread debate was sparked at various international summits,5 which were aimed at redefining the world agenda for economic and social development, with the objective to centralize the world’s attention on the fight against poverty. Debate centered around “Shaping the 21st Century: The Contribution of Development Co-operation”, a report by the Oecd that laid the foundation for what would lead to the Millennium Declaration in 2000 (OECD/DAC 1996).

At the end of the homonymous Summit, The Millennium Declaration was signed by all Heads of State and Government in September 2000. The declaration attempted to reaffirm a human rights-based development approach with the commitment to “making the right to development a reality for everyone and to freeing the entire human race from want” (UN 2000: 1–2). It proclaimed the “fundamental values” of equality, freedom, solidarity, tolerance, respect for nature, and shared responsibility and recognized the unequal distribution of the benefits and costs of globalization (UN 2000: 2). This was the first time in development cooperation history that all countries and main actors in development agreed on what should be done and formally adopted common results that they intend to achieve on a global level (Vähämäki et al. 2011).

With the aim to transform the Declaration into a more operational tool, participants in the Summit decided to identify Millennium Development Goals (MDGs) to progress the development agenda. The MDGs should have shifted the emphasis on poverty defined as lack of income to the multidimensional feature of human poverty. The original aim of the MDGs was to overcome the narrow paradigm of growth and to 22focus on human, sustainable, and fair welfare. However, the conventional and economistic vision of development prevailed, with economic growth as the primary force of poverty reduction (Vandemorteele 2010). The discussions focused on the identification of a limited number of goals and relatively limited indicators rather than on the analysis of deeper social transformations, neglecting issues surrounding inequalities and discrimination almost entirely (Teichman 2014). Thus, the MDGs and the targets set for 2015 lacked a systemic vision and did not take into account the social, economic, and environmental determinants of the living and working conditions of the populations or consider issues such as equity in distribution and the access to resources (Fehling et al. 2013; Teichman 2014).

In addition, the MDGs once again interpreted “development” as an issue that was exclusively relevant for the poorest countries. These countries were not heavily involved in the creation of these goals and therefore did not have much of a say as to where aid would be allocated to. Thus, most of those goals measured the progress of the global agenda in accordance with specific needs and rights (such as access to food, education, gender equality, maternal health, a limited number of diseases, and access to water and sanitation), most of which have little importance to middle-income countries (MICs) or high-income countries, which would mainly be involved as “donors” (Fehling et al. 2013).

The approaching 2015 deadline incited the process to redefine a future development agenda. Twenty years after the first summit on this issue, in June 2012 at the United Nations Conference on Sustainable Development (“Rio+20”), participating countries decided to pursue concrete action in favor of Sustainable Development, igniting an intergovernmental process for the formulation of new global targets that led to the definition of the Sustainable Development Goals (SDGs). The document “Transforming Our World: The 2030 Agenda for Sustainable Development” is the result of that process and was adopted in New York on the 25th of September 2015 by the United Nations Summit of the Heads of State and Government (UN 2015a, 2015b).

The introduction of the ambitious document highlights the “historic” dimension of the agreement that commits governments to adopt a comprehensive, far-reaching, and people-centered set of 17 universal and transformative “indivisible” goals and 169 universal targets. The new statement takes the development discourse to a global dimension and affirms the universal value of the SDGs. These goals aim to put an end to poverty by 2030, combat inequalities, ensure lasting protection of the planet and its resources, and create the conditions for “shared prosperity” and “sustainable, inclusive and sustained” growth (UN 2015b). There remains some debate surrounding the SDGs, highlighted by the fact that this last aim is oft-considered an oxymoron. Sustaining (keeping constant) something dynamic (such as growth) is a contradiction in terms, and on a finite planet, “sustained growth” with unchanged production and consumption patterns is incompatible with sustainability (Kopnina 2015; Spaiser et al. 2017). For some authors, the new agenda does not address the systemic and structural roots of increasing inequities, social exclusion, and environmental disaster (Horton 2014). No explicit mention is to be found of “forced migration, chronic humanitarian crises, terrorism, religious intolerance, cyber warfare, capital flight, financial mismanagement, and other forms of disruption and fragility connected to weak governance” (Browne and Weiss 2021).

23The “Agenda 2030” devotes the 17th Sdg to “The global partnership”. Among the specific targets, new emphasis has been put on “multistakeholder partnerships” (see Chapter 9) including the need to “encourage and promote effective public, public- private, and civil society partnerships, building on the experience and resourcing strategies of partnerships” (UN 2015a). The goal pushed toward the privatization of global governance, and the global targets of the Agenda 2030 have been instrumentalized. Under the pretext of advancing the SDGs, market reforms are being pushed, along with ideas that reinforce existing social and economic inequalities (Manahan and Kumar 2021). The ongoing effects of the COVID-19 pandemic and its management, along with conflicts, climate crises, and economic instability, have further worsened existing inequalities, and progress toward the 2030 Sdg has stalled or even regressed in several areas, despite renewed commitments (UN 2024).


2.1.1 The attributes of development

The idea of development remains strongly tied with economic growth. Growth has been proposed as the most desirable effect of “development” and has been converted into a “global faith” (Rist 1997). Sustainability has become “nothing more than a tank shop”; the concept has been hijacked to justify further business as usual (Kopnina 2015).

In an attempt to improve the definition of development, different authors have felt the need to add new adjectives, but each one of them has its own limitations. As Luciano Carrino suggests:


The idea of a “human” development focuses on the individual’s abilities and freedoms but leaves in the shadow the collective responsibility and the functioning of societies.

The idea that development needs to be “sustainable” does not represent well its destructive impact on the environment and leaves in the shadow the governance issues of societies that should deeply change their lifestyles.

The idea that it needs to be “social” denounces the exclusion dynamics that generate poverty and unemployment but leaves in the shadow the problem of how to successfully pursue good growth and a good redistribution of wealth.

(Carrino 2014: 36–37)



Some authors even proposed combinations for more adjectives. According to Diesendorf (2001), a more precise definition would be “ecologically sustainable and socially fair development”. The addition of adjectives, however, does not solve the real problem. None of the approaches described have ever questioned the underlying societal structure that fosters growing inequalities, while the dominant discourse has always managed to reduce development to pure rhetoric, replicating the myopic goal of economic growth.



2.1.2 Overturning the paradigm

In the attempt to tackle the paradigm of sustainable development, the idea of “de-growth” has emerged over the years, a new paradigm that emphasizes the fundamental contradiction between sustainability and economic growth. This paradigm argues that the path to a sustainable future lies in democratic and redistributive reduction of the 24biophysical dimension of the global economy (Asara et al. 2015). Correspondingly, a societal project is envisaged of voluntary equitable downscaling of production and consumption that increases human well-being and enhances ecological conditions at the local and global level in the short and long term. A process that should lead to a post-growth society counteracting the omnipresence of market-based relations in society in search for alternative world representations (Demaria et al. 2013).

According to Sèrge Latouche, ideas such as “sustainable development” are simply “patching things up so as to avoid having to change them”. Thus, it is vital to break the “confusion between ‘development’ and ‘growth’ that is deliberately sustained by the dominant ideology”. “Growth has become humanity’s cancer”, and trying to cure this “human-generated illness” requires us to “decolonize our imaginaries” dominated by growth, where growth means progress and no growth means going backward. Nevertheless, de-growth should not be understood as a growth society with a decreasing Gdp but as a starting point for a paradigmatic change in the inspiring values of human society (Latouche 2010).

Equally challenging the quantitative measure of economic growth and referring to the biological concept of development (i.e. “a sense of multi-faceted unfolding; of living organisms, ecosystems, or human communities reaching their potential”), Capra and Henderson (2009) preferred to leave development aside and put an adjective to growth. They describe the idea of “qualitative growth” as a process that embraces social, ecological, and spiritual dimensions.

One could agree with Carrino (2014) who, discussing the attempts of a “true” definition of development, writes that “there are no true and honest words: every time the purpose behind their use should be understood”.

Furthermore, Amartya Sen, whose seminal research had inspired UNDP’s introduction of the “Human development” concept, did not opt for a new wording for development or further adding adjectives. In the attempt to adhere to the positive vision that the word itself evokes, Sen later described development as “a process of expansion of human freedoms”. Although Sen acknowledged the possible role of economic growth in determining a country’s living conditions, he challenged the tendency to equate development with the growth of Gdp, the increase in individual income, industrialization, technological progress, or the modernization of society. According to Sen, even though economic growth or individual income can be an important means of expanding the freedom of members in society, this freedom also depends on other factors such as social and economic arrangements (for example the school system or health care), or political and civil rights (e.g. the ability to participate in public debates and deliberations) (Sen 1999a).

It is not surprising that among the most important definitions of freedom, Sen addressed freedom in relation to preventable conditions of illness and avoidable deaths, identifying good health as an integral part of a good development. There is no need to demonstrate that good health fosters economic growth to support the cause of health (Sen 1999b).

Health, under the understanding of the World Health Organization (Who) definition as a “complete physical, mental and social well-being”, to which we will return later, is one of the best indicators of development. In the process toward the adoption of Agenda 2030, the Italian Global Health Watch (Oisg) suggested to adopt health as the central goal and proposed that relevant health indicators (such as Healthy Life 25Expectancy), even alone, could provide an adequate measure of progress (OISG 2014). Health and health care strictly coincide with the defense and promotion of human and populations’ rights, and therefore adopting health as a main goal binds to the juridical obligation deriving from international commitments and governmental responsibilities (ICESCR 1966; WHO 2002).

From a health perspective, success in development is measured in “the ability to meet the needs of the last among men of goodwill, not in GDP’s growth rate” (Becattini 2002: 195–196). From this, new global government responsibilities arise:


If the world is a global village, then the village chief will demonstrate its government’s ability to act in order to avoid that anybody, white, black or yellow, Christian, Buddhist or Muslim, is thrown without survival means, without a reason to live, without hope in the future, and therefore without rights and duties in the trash can of society, which refuses it,… it is not about defining the excellent allocation of given material resources but about defining the optimal allocation of potential human development.

(Becattini 2002: 196)



The progressive disappearance of physical, temporal, and cultural distances, chiefly due to technological progress, is the basis for the metaphor of the “global village”. Global interdependence also gives rise to the idea of the Planet as humanity’s common home with a “planetary destiny” shared among all living beings (Morin 2011). This notion calls for an “integral ecology” with shared responsibilities and responses to the damaging consequences of lifestyles, production, and consumption (Pope Francis 2015).

Nevertheless, the new global scenario is becoming increasingly interwoven with local realities. Today, the development concept and its corresponding policies must reflect this multilevel dimension and the need for a “g-local” approach. The world can no longer be divided between industrialized and poor (or developing) countries. The world today is characterized by inequality among and within countries, where the majority of the poor are living in MICs. Therefore, even global studies that encompass global health (GH) must definitively leave behind the anachronistic North-South (Western) development perspective. Now, the focus needs to center on the interaction between global influences and local experiences, identifying the appropriate level (local, national, and global) for policy-making and action in search of appropriate solutions.




2.2 What is globalization?

Conceptualizing “globalization” is not simple. The word gets both its proponents and opponents very excited, but what exactly is it? Is there a shared definition? What initiated it and when did it start?

In a broader sense, globalization is understood today as the growing integration and interconnection between human societies beyond geographical and political boundaries (Lee 2014).

Obviously, this is not a new phenomenon. After all, things that are happening today already happened in the past. However, the notion of interconnectedness received a strong push during the modern era through the increase of exploration and commercial 26relations between the 15th and the 18th centuries. Later, in the 19th century, colonialism and new transport and communications technologies (e.g. railways, steam navigation, telegraph) further pushed economic integration, with commercial, migratory, and capital flows peaking between 1870 and 1914. This trend was briefly interrupted by World War I and the Bolshevik Revolution (McNeill 2001).

In other words, globalization is a multidimensional historical process or a set of intertwined processes with certain structural properties, which, “at the micro level, deeply affects human beings directly, including their consciousness and everyday life” (Turner and Khondker 2010: 17).

Thus, the current globalization landscape incontrovertibly has similarities with the past, yet there are also substantial differences. These differences are mainly due to the dramatic increase in speed, volume, and geographical extensions of cross-border interactions and flows during the 20th century. In other words, we must speak of the acceleration of globalization processes with more accuracy.

What are the driving forces behind this acceleration?

Technological progress has played a decisive role by making trade faster and lowering its costs. Because of this, information and communication technologies are also often referred to as the main contributors to globalization.

However, others argue that technological innovation is itself the result of the economic phenomena. For example, the expansion of capitalism is driven by thousands of producers constantly exploring new ways to reduce the costs of production factors (labor, raw materials, transport, etc.), and by the advantages that the new markets and economies of scale bring. Capitalism is also pushed forward by millions of new consumers wishing to access more goods and services at a lower price.

A third group of observers challenge the purely technological or economic nature of the acceleration of globalization: they consider it the result of prevailing neoliberal ideology since the 1980s and the related liberalization and deregulation policies of the market (Lee 2014).

All these factors most probably interacted in a complicated process of social, cultural, economic, and political connectedness that requires a complex approach to better understand (Turner and Khondker 2010). Economic transformations are among the most obvious features of the current globalization process and can be useful to exemplify its scope.

Economic globalization is understood as “the removal of barriers to free trade and the closer integration of national economies” (Stiglitz 2002: IX). Through Stiglitz’ definition, one can understand that it is the result of several events, among them being the birth of modern capitalism, colonialism, the abolition of the fixed exchange system, and the fall of the Berlin Wall. However, most authors would agree in recognizing that the normative and institutional bases of the liberalization of financial flows, and the opening up of national markets to investment and foreign trade, were promoted shortly after World War II with the creation of the Bretton Woods institutions (Imf, the WB, and the General Agreement on Trade and Tariffs) (Lee 2014).

The liberalization of capital flows introduced in the United States in the 1970s commenced the widespread deregulation of international financial markets. More and more accessible, fast, and cost-effective information and communication technologies have facilitated the development of a globally integrated financial market, active 24/24, with transaction volumes measured in thousands of billions, growing four times faster than global Gdp.

27The phenomenal growth of global trade, at least until the 2009 global crisis, was fueled by processes such as the removal of artificial barriers to the movement of goods and services pursued through free trade agreements (Stiglitz 2002), the international promotion and the adoption of incentive policies for foreign direct investment by various states (Steiner and Alston 2002), the gradual withdrawal of the State (UNDP 1999), and the collapse of the Soviet Union and the Communist regimes (Galli 2001). It is the globalized economy that allowed the 2007–2008 financial crisis in the United States (resulting from Lehman Brothers’ bankruptcy) to spread with heavy recessions and catastrophic Gdp collapses in countless countries around the globe, particularly the Western world, hitting sovereign debt and public finance. The free movement of capital, which no longer has territorial limits, has undermined the capacity of states to anticipate a post-Westphalian situation, drawing attention to the need for new forms of global governance, including in the field of health (which will be discussed in Chapter 5) (Labonté 2014).

In an interconnected world, the poorest and most vulnerable bear the heaviest toll from the health consequences of international crises and ecosystem degradation, for which the wealthiest countries are primarily responsible. The COVID-19 pandemic further exposed deep inequalities both between and within countries, as well as the glaring failures of the development and current GH policy framework (Sen et al. 2022).


2.2.1 The three dimensions of the globalization process

As a result of globalization, social relations have undergone transformations in three essential dimensions: spatial, temporal, and cognitive (Lee 2000).


2.2.1.1 The spatial dimension

The transformation of the space dimension refers to changes in the way people interact in physical and territorial space. Increasingly powerful and diffused communication tools have changed the way we meet one another and establish relationships. This has allowed for the creation of virtual communities and social networks no matter an individual’s location. With transport and communication means that are available today, distance no longer acts as a barrier, and the concept of geographical boundaries becomes increasingly blurred.


It suddenly seems clear that the divisions of continents and of the globe as a whole were the function of distances made once imposingly real thanks to the primitiveness of transport and the hardship of travel.

(Baumann 2002: 15)



Globalization is therefore a result of the crumbling boundaries in the various dimensions of the economy, information, ecology, technology, transcultural conflicts, and civil society. Thus, globalization feels like something familiar, but difficult to grasp, that radically transforms daily life with a noticeable influence that forces everyone to adapt and find answers. Money, technology, goods, information, pollution, and diseases cross these geographical boundaries as if they did not exist. Even people, goods, and ideas that governments would like to keep out of the country (illicit drugs, illegal immigrants, criticisms of human rights violations) find their way past such boundaries. Thus, globalization conjures away distance (Beck 1997).

28With the “loss of boundaries” alongside the traditional world community of Nation States, a powerful world society of non-state transnational actors, both private entities (businesses, foundations, non-governmental organizations, networks, social movements) and hybrids (multistakeholder alliances, initiatives, and public-private partnership organizations), contribute to modifying the world’s power and conflict structures. They all play a role in influencing policies and decision-making processes, a role which previously was an exclusive prerogative of international, i.e. intergovernmental institutions.6

These new transnational actors have some common features. First of all, their logic and strategies go beyond the interests of individual countries or regions in which they operate and overcome the territorial principle of national states; they have offices and operate simultaneously in several countries. They often act in delimited areas but are usually more effective than state administrations, and, especially in the case of social movements, they may be more inclusive (Beck 1997).



2.2.1.2 The temporal dimension

Globalization also affects the temporal dimension: the use and value of time. Our lives are moving at speeds we have never experienced before. However, many are unaware victims. Migrants, refugees, and displaced persons live in high-mobility situations, but with limited alternative choices.

Time also affects the community and concerns public health. Besides the spatial dimension, the spread of communicable diseases across national boundaries is achieved with unprecedented speed thanks to population mobility and the speed of transport. These cases are shown in outbreaks of infectious diseases such as atypical pneumonia known as severe acute respiratory syndrome (Sars) that spread between 2002 and 2003, the avian influenza caused by H5N1 viruses that started in 2003, swine flu from H1N1 virus in 2009, the Ebola virus epidemic developed between 2014 and 2015, and the COVID-19 (SARS-CoV-2) pandemic. Global pollution, the reduction of biodiversity, and the consequent ecosystemic crisis including climate change are also an example of the acceleration of global transformation processes. If the current unsustainable development model and its levels and types of consumption remain unchanged, the impact on the environment, and consequently on human health and life, will be drastic and irreversible.



2.2.1.3 The cognitive dimension

Globalization, understood as a transformative process that transcends state boundaries, limiting the effectiveness of national and even international actions, also inevitably influences the image we have of ourselves and the world around us (cognitive dimension) (Lee 2001). The cognitive dimension of globalization concerns changes in the production and exchange of knowledge, ideas, laws, beliefs, values, cultural identities, and other mental processes. Globalization changed our way of thinking and feeling about ourselves and the world around us. Mass media, educational institutions, expert committees, scientists, consulting companies, and communication experts all contributed to this transformation (Lee 2000). A common example is that of global teenagers; they share ways of dressing, eating, musical tastes, and even language, even if they are geographically apart from one another (Lee 1999).

The ultimate target of the global market is not the huge mass of people who live with $1 or less a day, but rather the middle-class adolescents of industrialized and 29semi-industrialized countries. This teenager demographic consists of 1 billion people who consume a disproportionate share of the family income. Large multinational corporations (Coca-Cola, Marlboro, McDonald’s, Nike, etc.), after having transformed their products into “global” brands since the 1980s, are now aiming to make them an integral part of daily life (Klein 2000).

The cognitive dimension is structurally tied to the cultural dimension that depends on our ability to interpret reality. Artificial Intelligence (AI) has deeply altered that ability. The 2023 Unesco Global Education Monitoring Report (UNESCO 2023) highlights that technology, including AI models and platforms, is not ideologically neutral and raises key questions about the impact of new technologies on human knowledge, education, and learning. Most AI technology originates from two leading countries in research and investment, shaping content processing based on their dominant worldviews. AI developers and leadership, all under 40, reflect a specific generational perspective. AI platforms are trained in only around 100 of the world’s 7,000 languages, with English as the primary source, excluding the vast majority of global languages. Furthermore, 90% of online higher education materials come from the EU or North America, reinforcing a Western-centric focus in content production. These linguistic, cultural, generational, and geopolitical factors contribute to a homogenized culture and globalized, mainly market-driven behaviors. In addition, generation, control, and use of data pose substantial ethical issues.

Together with the tendency toward a cultural and behavioral homogenization that the global markets promote, the declining importance of distances and the growing speed of communications may also still offer the opportunity for a dialogue among different cultures to connect and for an evolution substantially different from the clash of civilizations that some people foresaw (or even hoped for) (Huntington 1996).

Identifying common denominators is vital to address a whole range of transnational and, thus, GH-related topics such as environmental protection and the right to peace and sustainable development.

In various parts of the world and in countless cultural contexts, the topic of human rights, its implementation, and its protection are discussed differently. Human rights can only benefit from the opportunity that globalization offers; millions of people are able to share news and information quickly.

The right to health, a second-generation right, was formally, and internationally, recognized for the first time with the 1948 Universal Declaration of Human Rights (art. 25). It is a fundamental point of reference for any discussion on the relationship between globalization and development. It is no coincidence that this right is the pillar of the WHO’s founding act.

Analyzing the impact of the acceleration of globalization on human health is a necessary prerequisite for the development of global policies and strategies aimed at limiting and possibly avoiding its adverse effects.





2.3 The impact of globalization on human health


2.3.1 Looking for a methodological framing: a health determinants approach

After nearly 80 years, the WHO’s definition of health as a state of complete physical, mental, and social well-being retains much of its validity. Although often debated and not free from criticism, the definition, adopted with the Who Constitution at the International Health 30Conference held in New York in 1946, remains the reference. It focuses on a fundamental concept: the essence of health is well-being and not just the absence of illness, not only physical well-being but also mental and social. With such a broad concept, there are numerous and diverse factors that determine the state of health. It is not enough, therefore, to question the immediate causes of the disease, and the analysis must necessarily be extended to the identification of all factors influencing health conditions, i.e. its determinants.

The graphic shown below, based on a well-known diagram from Dahlgren and Whitehead, may be effective in describing the determinants of human health (Figure 2.1).


[image: An illustration of concentric circles representing a hierarchical model of health determinants.]

Long Description for Figure 2.1
The outermost circle is labeled Global determinants. Inside it, a smaller circle is labeled General socioeconomic, cultural and environmental conditions. The next inner circle is labeled Living and working conditions. Further inward, a smaller circle is labeled Social and community networks. The next circle is labeled Individual lifestyle factors. The innermost circle is labeled Age, sex and constitutional factors.


Figure 2.1 The determinants of health Return to text.⏎

At the center of the graphic are age, sex, and constitutional (i.e. genetically determined) factors, which interact with other progressively more distal and modifiable factors such as individual lifestyles, and social and community networks, socioeconomic, cultural, and environmental conditions.

The analysis of the influence of globalization on human health, one of the defining components of GH studies, must therefore consider the specific interrelationships between the phenomena linked to these determinants.

For a long time, public health experts have been trying to analyze the issue more in depth. For example, Yach (1998) linked a number of global transnational factors to some consequences and probable impact on health status. Subsequently, Woodward et al. (2001) provided a more defined interpretative framework of the relationship between globalization and health, identifying the multiplicity of interactions and 31pathways through which global phenomena influence the distal and proximal determinants of health (Figure 2.2).


[image: A framework showing factors influencing health. Driving forces including technology, political influences, economy, ideas, and global concerns connect to globalization. Globalization links to openness, cross border flows, and rules and institutions.]

Long Description for Figure 2.2
These connect to mediating factors at national level, world markets, and population level health influences, which include environmental, infectious, availability of dangerous products, and social and cultural. The national level includes the macroeconomy and markets, politics, and society, with mutual connections. These link to mediating factors at household and community level and to the health care system. Household factors branch to household economy and individual health risks, including nutrition, environment, and behavior. Household economy and individual health risks connect to health, which includes overall level and equity. The health care system includes regulation, inputs and costs, organization, financing, and delivery. Health and delivery connect to health service access, quality, and price, with multiple feedback loops across levels.


Figure 2.2 Framework for globalization and health Return to text.⏎
Source: Adapted from Woodward et al. (2001).



This framework is a reference point for all the others in this field. Its strength lies in its detail. This strength, however, is a weakness if the framework’s intent is to communicate with policymakers and the general public, who are less acquainted with the nuances of the multiple pathways linking globalization and health (Labonté and Torgerson 2003). Labonté and Torgerson (2003) distinguished elements impacting the health outcomes in five levels: superordinate elements, global policy and economic contexts, domestic public policy contexts, community contexts, and household contexts. Huynen et al. (2005) show the impacts of globalization on distal determinants (health-related policies, 32economic development, trade, migration, conflicts, social equity, social networks, ecosystems and services, and knowledge capital) and the mediated effects on proximal determinants (health services, social environment, lifestyle, physical environment). In 2005, the Commission on Social Determinants of Health (Csdh) was set up by the Who to get to the heart of relationships between health and global complexity and as part of a comprehensive effort to promote greater equity in GH (Lee 2004). Csdh was asked to summarize the evidence on how the structure of societies, through a myriad of social interactions, norms, and institutions, is affecting population health and what governments and public health can do about it (Solar and Irvin 2010). In the CSDH’s perspective, policies and interventions can be targeted at the micro level of individual interactions, at the meso level of community conditions, or at the broadest macro level of universal public policies and the global environment. According to McMichael, the processes of global change are wide and systemic (McMichael 2012). Remediating or adapting to these changes requires an understanding of dynamic systems, their complexity and associated uncertainties, and coordinated policy responses across relevant sectors. The relationships between these processes of change and human health are shown in Figure 2.3. The figure is a schematic representation of the three major domains within which globalizing processes and changes are occurring.


[image: A framework shows an impact on health at the center linked with Economic activity above, Demographic and social changes at lower left, and Large scale environmental impacts at the lower right. All connect to the center and to each other with bidirectional links.]
Figure 2.3 Influence on human health of changes related to globalization Return to text.⏎
Source: Adapted from McMichael (2012).



These exponential changes in demographic, economic, commercial, and environmental indexes have been labeled the Great Acceleration that is the sharp increase in human population, economic activity, resource use, transport, communication, and knowledge–science–technology that was triggered in many parts of the world following World War II and which has continued into this century (Costanza et al. 2007).

More recent methodological approaches tried to integrate different determinants and advanced statistical methods to better capture the complex impact of globalization on human health.

Among the new frameworks to be considered when measuring the impact of globalization on health is the County Health Rankings and Roadmaps Model. According 33to this model, 13 health determinants can be identified and grouped into four broad categories: clinical care, social and economic factors, physical environment, and health behaviors (Remington et al. 2015). Studies using this model have shown that social and economic factors contribute the most to health outcomes, especially education, injuries, and urbanization (Irandoust et al. 2025).



2.3.2 Is globalization good for your health?

Any framework is simply a modeling effort to render complexity into something more manageable and understandable. Frameworks are never comprehensive, and how frameworks organize complexity is determined by their purpose (Labonté and Torgerson 2003). Although all these models may vary at points, all stress that health outcomes and/or health inequities are shaped by multiple pathways that combine elements in many complex ways and that may function alone, simultaneously, or in interaction with each other. The elements included, the pathways they constitute, the pathways involved, and the exact impact on health inequalities may differ from one location to another and over time (Krumeich and Meershoek 2014).

After 25 years from Dollar’s article (2001) entitled “Is globalization good for your health?” the question about “globalization and health” remains unanswered. There is no definite and unambiguous answer to this question. This depends on the fact that good health means different things to different people, and its meanings vary according to expectations and contexts. Moreover, the causality of human health is multi-factorial, and many population health problems are invariably embedded in a global context (Huynen 2008), and there is also a variety of both negative and positive effects that are expected to influence our health in the future (Huynen et al. 2005).

Frameworks do not answer the question of whether globalization is good for health; they rather help to clarify the problems and pathways that link global phenomena and health, bearing in mind that health is both an individual and collective, local and global phenomenon that varies greatly depending on events and when and where they occur. The impact will be obviously different between well-off and disadvantaged countries and diverse population groups. A choice must also be made about the time frame of concern about the impacts of globalization: in the long run wealthier societies are healthier, albeit with wide variations in health status at a given level of income per capita. The issue of acceptable time raises the ethical question of how long is too long to wait (Labonté and Schrecker 2007).

A second issue is about the global distribution of risks. The distribution of risk largely follows a peculiar trajectory, with those living in developing countries being generally exposed to greater risk than residents of developed nations, primarily on account of less elaborate measures for the protection of the environment and human health and safety being available in less developed countries (Beck 2016). The increasing complexity of our global society means that sustainable health cannot be addressed only from a single perspective, country, or scientific discipline. Changes in human health in the context of globalization are far more complex than health issues tackled in the past, and an extensive empirical work is needed to identify the relevant causal mechanisms underlying the influence of globalization on human health (Martens et al. 2010).

Today, a central challenge could be to understand how the apparent slowdown of globalization, understood as a reduced global integration of markets, might affect population health, both directly and through its influence on the distribution of risks and 34opportunities across countries and social groups. When trade and investment rules or flows change, these changes can have significant consequences for population health. However, the relationship is neither linear nor immediate, as it depends on the specific pathways through which these changes exert their influence (Labonté et al. 2022).




Notes


	The Club of Rome is an organization convening notable scientists, economists, businessmen and businesswomen, high-level civil servants, and former heads of state from around the world. Its mission is to promote understanding of the global challenges facing humanity and to propose solutions through scientific analysis, communication, and advocacy. It was established in Rome in 1968 as an informal group at the invitation of Aurelio Peccei, a successful Italian industrialist, and Alexander King, an eminent Scottish scientist (Club of Rome 2018). Return to text.⏎

	The Washington Consensus originally referred to a set of ten economic policy prescriptions considered to constitute the “standard” reform package promoted for developing countries by Washington, D.C.–based institutions such as the International Monetary Fund (Imf), the World Bank, and the US Treasury Department. The term was first used in 1989 by English economist John Williamson, but was later used in a broader sense, to refer to a more general orientation towards a strongly market-based, neoliberal macroeconomic approach. Return to text.⏎

	The French translation of “sustainable” is “durable”, which explains Rist’s interpretation. Return to text.⏎

	Among the new indicators are the Inequality-Adjusted Human Development Index, the Gender Inequality Index, the Gender Development Index, and the Multidimensional Poverty Index. Return to text.⏎

	New York, 1990, on children; Rio de Janeiro 1992, on environment; Cairo 1994, on population issues; Beijing 1995, on women; Istanbul 1996, on Habitat; Copenhagen 1995, on Social development. Return to text.⏎

	“International” relations refer to interactions among National States, thus among their governments. Referring to non-state actors whose activities transcend the borders and the administrative authority of single National States, “transnational” is a more appropriate attribute (Missoni and Alesani 2024). According to Beck (1997), the emergence of global non-state actors envisages a “post-international” era. Return to text.⏎
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