
South American Journal of Academic Research 
Volume 2, Issue 2, 2015 

1 

The Impact of Social and Cultural Factors on Population Health 

Article Review by Floris Rosalyn Gordon 
Ph.D in Public Health, Texila American University 

Email: - florisgordon@yahoo.com 
 

Abstract 

Background – Chronic disease has now become a major contributor to mortality, the increase in risk 
factors has had serious impact on health. Much attention has been paid to healthy lifestyle and the need 
for behavior change. Behavior is transitioning in many developing countries due to urbanization, 
improved income and access to technological advances. This has resulted in increase in risk factors such 
excessive alcohol consumption, smoking and inactivity. More persons are seeking processed and 
prepackaged meals and consuming more food leading to obesity.  

Objective – The objective of the project is to provide a critical look at the social and cultural factors 
and how they impact health. To explore how health promotion and there interventions impact on the 
prevalence of these risk factors.  

Method – This study will explore at least 10 published articles on this topic the impact of risk factors 
on health and strategies used to reduce the occurrence of these factors. This review will provide 
information required to provide recommendations to address prevention of risk factor development.  

Results – Results across different studies show that lifestyle behavior influences the development of 
risk factors. Unhealthy behavior like smoking, excessive alcohol consumption and inactivity is associated 
with obesity, elevated blood pressures and ultimately the development of chronic illnesses like 
cardiovascular disease and cancer. 

Conclusion – Risk factors such as smoking, alcohol consumption and inactivity influence the 
occurrence of chronic illnesses. Surveillance for risk factors must be done and health education must be 
used as an intervention strategy to prevent the development of risk factors to reduce mortality.  

INTRODUCTION  

The rate of increase of morbidity and mortality rates in the developing countries are higher than those 
of the developed countries. Chronic disease have seen a remarkable increase in the last 20 years in 
particular; heart disease, diabetes, cancer and respiratory disease. Close to 50% of the deaths from chronic 
disease are pre mature and approximately 80% will be in the developing countries. This represents over 
50% of all deaths in developing countries.1 A large number of the studies than have been done on 
socioeconomic status and chronic disease risk factors have been done in high-income (developed) 
countries. Chronic diseases has now become the primary cause of mortality and has now emerged to be of 
main concern in developing countries.2 Cardiovascular disease is now the leading cause of deaths 
developing countries 3  

Chronic diseases have long latency periods and therefore changes in lifestyle behaviors can reduce or 
eliminate these factors. Chronic medical disease with alcohol and substance abuse disorder are major 
contributors to increasing health care costs.4, 5 Based on current trends the situation is not likely to 
improve with deaths now totaling over 40 million per year. 6 On the current trajectory chronic disease will 
continue to increase as the global burden for infectious disease decreases. In some cases it is expected that 
this increase in disease will be 5 times greater than the decline in infectious diseases. One can compare 
this with the expected scenario where infectious disease are expected to decrease by approximately 40% 
even in those countries that are most affected.  

The biological risk factors associated with chronic disease are high cholesterol, hypertension and 
obesity and the aforementioned behavioral risk factors such as alcohol abuse, smoking, poor diet and lack 
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of physical exercise. The presence of these risk factors accelerate the pace towards morbidity and 
mortality, Studies have shown that behavioral change can impact significantly in decreasing the global 
burden of disease.  

The mortality rate from chronic disease is greater in developing than in developed countries. Resource 
constraints negatively impact health systems development and the increase in chronic disease is also 
associated with poor diets and earlier onset of drinking in developing countries. Eighty percent (80%) of 
all deaths and 40% of all disabilities are due to chronic disease and these are directly related to social 
factors Smoking, alcohol and poor diet and lack of physical activity. Approximately 9% of the US 
population are found to be affected by substance abuse with 10% of these persons seeking treatment. 
Approximately 40% of these are thought to be impacted by chronic diseases. Chronic disease is higher 
among the female population and there is a marked increase with age.7 A total of 70% of all US deaths is 
related to chronic diseases, approximately 33% of these individuals have been diagnosed with diabetes, 
elevated blood pressure and cholesterol levels 7 

In excess of 75% of health care cost is related to chronic medical conditions 8 hence the rationale for 
this study. The objective of the study is to provide a critical look at the social and cultural factors and how 
they impact health. To explore how health promotion and there interventions impact on the prevalence of 
development of risk factors.  

METHODOLOGY  

This is a secondary research paper which reviewed the findings of literature that has already been 
published on this topic. The research studies chosen for this literature review focused on the determinants 
of health and the social and cultural risk factors that contribute to the development of disease. Journals 
from National Centre for Biotechnology Information (Pubmed database), Pubmed Central, JSTOR, 
Proquest, Highwire and EBSCO were the main sources of electronic literature research. The literature 
selected for review were based on current publications no older than 10 years.  

LITERATURE REVIEW FINDINGS  

An analysis conducted in 2008 looked at mortality rates in men over a 40 year period and examined the 
trends of increase in chronic diseases, the study looked at the epidemiology and economic impact of these 
disease. The study explored the relationship between cardiovascular and chronic non- communicable 
diseases and economic growth in countries in The Organization for Economic Co-operation and 
Development (OECD) .9  

The study revealed that economic growth had a positive impact on the decline in mortality rates. The 
correlation showed a three -fold rise in correlation between the impact of economic and social factors 
when compared with other factors such as age. Conversely in lower income countries it showed that 
increase in urbanization and investments compares with higher mortality rates due to heart disease and 
other non – communicable disease. These rates are reduced in middle income and decreased in higher 
income. 9 

The study concluded that social and economic factors play a major role as determinants of mortality in 
chronic non- communicable and heart disease. It also notes the impact on rising health care costs 
particular in low income countries that further amplifies the economic resource issues. 9 The study 
highlighted the fact that income levels affected behavior, it is interesting to note that in China and India, 
countries with the greatest economic growth they also are the countries with the highest increase in 
chronic diseases. 10 The study also highlights the opposite effect for western countries i.e. persons adopt 
healthier lifestyles. 11  

Another contributing factor highlighted by the study is that of technological change, the current trend 
is from labour intensive to more sedentary jobs, the call centers in India as a typical example. Large urban 
populations have positive influence on food prices as people tend to consume more as the cost of food 
becomes more affordable. Shifts in workforce gender also contribute to purchase of prepackaged and food 
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outside the home. The combination of bulk prepared fast foods and inactivity has resulted in creation of 
risk factors such as inactivity and poor diets that have influence chronic disease prevalence rates. 
The study identifies five factors as contributing to increase in chronic disease  

1. Dietary changes as a result of globalization  
2. Trade from outside countries showing preference to unhealthy food  
3. Marketing strategies that promote unhealthy lifestyle  
4. Advances in technology leading to mass production  
5. Increases in sedentary behavior due to implementation of technology 9 

Multistage stratified sampling method was used to select participants in a four month survey that began 
in August 2010 and covered all Chinese provinces. Interviews were completed on 98,712 persons and 
biological data gathered from 52.601. Biological data collected included height, weight and glucose 
levels. In addition Information on eight risk factors was collected. The eight risk factors collected were; 
excessive alcohol consumption, lack of exercise, inadequate dietary consumption of fruits and vegetables. 
Obesity, hypertension, elevated cholesterol and fasting glucose levels. The three most prevalence risk 
factors were inadequate consumption of fruits and vegetables, hypertension and obesity. Women had an 
average of 1.6 risk factors, there was a positive association between multiple risk factors, poverty, 
increase in age and illiteracy 12 

Chronic non communicable disease had the highest mortality rate among Chinese women with 
cardiovascular, cerebrovascular and cancer having the highest prevalence. 13 This has been attributed to 
the increase of behavioral risk that include smoking, alcoholism, poor diet and exercise approximately 
19% have been diagnosed as obese 14 

A 3 year study began in 2003 and looked at cardiovascular risk factors in India and the effect of risk 
reduction. A total of ten thousand five hundred and forty three persons were selected, first using random 
then a stratified random selection were and interviewed using a standard questionnaire. Risk factors 
associated with hypertension and heart disease were examined. The study concentrated on the age group 
30 to 50 years. Greater than 50% of the study population were male. 15 

The study noted that there was an association of risk factors with hypertension. There was 12.3 % 
possibility of increased blood pressure in individuals with greater than 3 risk factors. An intervention 
group was selected and risk reduction strategies were implemented. The number of persons with 
hypertension decreased by 5.9% to 4.7% and increased by 4.5% in the uncontrolled group. The 
interventions were related to diet, smoking and exercise. In the control group restriction were placed only 
on smoking. 15 

The results showed risk factor associated with an increase in blood pressure of 3.6Hg. The odds ratio 
with 2 risk factors for coronary heart disease was 1.34 and for more than 3 risk factors it was 1.79 at the 
95% confidence interval. As it relates to the risk factor the percentage with low risk increased by 6.5% in 
the intervention population but decreased by 17.8 % in the control group. The individuals in the 
intervention group with hypertension that had greater than 3 risk factors had a reduction of 5% and 
showed increase of 4.5% in the control group. The study was successful in showing a reduction of risk 
factors in the intervention group. 15 

A review of data was done from a health promotion programme that conducted a risk analysis survey 
in 2010 in South Africa. The survey focused on risks such as; obesity, the use of alcohol and smoking. 
This survey target adults 18 years and older. The survey attempted to link the results of the risk 
assessment with cost of health care for each individual based on insurance recovered costs. 16 

A total of 69,380 persons were included in the survey. A separate cohort of data collected from age 
group 54-69 was analyzed. The study looked at the total cost inclusive of the individual contribution 
based on insurance coverage. This basically provided a mapping of health care cost against chronic 
disease diagnosis and risk factors (risk factors were defined as body mass index of greater than or equal to 
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25, excessive alcohol consumption of 3 or more alcoholic beverages per day, smoking included current 
and past smokers). 16  

The results show an average BMI of male 27.1 and 25.6 for female. Approximately 33% of 
respondents were smokers, however those classified under excessively drinking were rare. An increase in 
health care cost was positively associated with increase in BMI above 25. The study showed that there 
was a 22% increase in costs for obese persons who are smokers when compared with the corresponding 
non- smoking age group. In the excessive alcohol consumption category cost associated with heath care 
did not increase despite the presence of increased chronic illnesses. The findings were similar for both age 
groups analyzed, the older population showing severe obesity associated with up to 51% increase in 
expenditure and smoking with a 20% increase. The study also showed that for ages below 30 there was no 
association between risk factors and health care costs 16 

An analysis of baseline data obtained from a cross-sectional study of a randomized clinical trial on 563 
persons diagnosed with alcohol or drug abuse in the USA was done. Participants were recruited between 
September 2006 and September 2008 and were enrolled in a primary health care disease management 
programme (Addiction Health Evaluation and Disease management – AH.EAD). 17 

The eligibility criteria for the adults incorporated in the study were as follows:  
1. Drug or alcohol dependent  
2. In excess of 30 days of drug use or alcohol use  
3. Willingness to participate 17 

A total of 184 or 33% of the studied population had chronic disease. There was a number of medical 
conditions that were reported, with Hepatitis being the most common single condition and accounted for 
approximately 33% of the respondents. A total of 118 or 21% of the respondents reported hypertension 
and 20% asthma.  

Twenty eight percent (28%) received addiction treatment within the last 3 month period. A 
multivariate regression analysis used to analyze the data, found no existence of significant positive 
correlation between chronic disease and the use of addiction treatment. This indicated poor use of 
addiction care.  

Associations noted by the study were:  
 “positive association of treatment with health insurance” 17  
 “negative correlation between recruitment from detoxification and outpatient days” 17  
 “positive association between psychiatric comorbidity (e.g. anxiety and utilization of addiction 

treatment”. 17  
The lack of significant correlation between major chronic diseases and the utilization of addiction 

treatment might be as a result of the complex link between these variables. 17  
A 16 year prospective cohort design involving 5100 adults in Britain between the ages of 42-63 years 

was used to examine the extent to which health behavior in midlife impacted on aging. The participants 
health behaviors in this study were assessed in 1991-1994 and they did not have cancer, coronary artery 
disease or stroke. Healthy behaviors were defined as no history of smoking, alcoholism, and involvement 
in physical activity and a daily diet consisting of fruits and vegetables. Successful aging is regarded as 
good mental, physical, and no respiratory or cardiovascular diseases. 18  

A total of 549 participants had died and 953 had aged successfully. From the study it was deduced that 
healthy behaviors were found to be moderately correlated and there was a clear indication of the need for 
healthy behaviors for successful aging. 18  

Cross-sectional data from a national risk factor survey done in 2005 in Argentina was utilized to 
investigate the correlation of socioeconomic (SES) and chronic disease risk factors. These chronic risk 
factors are body mass index (BMI), hypertension and diabetes. The study was done in Buenos Aires on 
adults 18 years and over. A total of 1,510 participants were included. 19  

The questionnaire collected information on physical activity, smoking, diabetes. height, weight, and 
blood pressure. A BMI in excess of 30kg/m2 was considered to be obese. The frequency of consuming 
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vegetables and fruits were used to determined participants diet. Participant’s level of physical activity was 
categorized as intense, moderate or low dependent on their response to specific questions. The 
socioeconomic variables utilized were education and income levels19  

The study showed that women with lower education and income levels were more likely to be obese 
and diagnosed as hypertensive, Persons with secondary education only were twice as likely to be diabetic 
when compared with those that had completed tertiary level education. Those with less than secondary 
level were four times as likely to be diabetic. There was no significant association of education and 
income with other behavioral risk factors (diet, exercise and smoking). There was however an association 
noted between income and fruit and vegetable consumption. 

DISCUSSION 

As globalization increases new markets and the era of free trade explodes so does the transfer of 
behavioral practices. Increase in technology has seen a transition to more processed foods the cost of 
these are lower due to high utilization of technology and mechanization and for the most part this way of 
life has become more affordable.  

Developing nations are caught in a dilemma as one hand they need to improve trade to Countries to 
enhance economic growth whereas on the other this impact on social factors such as diet, exercise, 
alcohol consumption that has resulted in an alarming increase in chronic non- communicable disease. The 
flip side of this is that improved trade also reduces costs for other goods and services that impact 
positively on non-communicable disease, yet there is a tendency to opt for those that have negative 
influence, a lot of this can be related to marketing as this drives sales. Globalization has been attributable 
to the rising risk of chronic diseases the effect of growth in the economy and technology have influenced 
populations risks20  

While the world focus is now on controlling infectious diseases and with little change expected in that 
focus, the mortality rates associated with chronic disease will continue to rise. Approximately 30%-60% 
of chronic disease are attributable to behavioral risk factors. There is an increase in behavioral risk 
factors, this is particularly disturbing as the incidence are higher in developing countries. Deaths from 
complications due to smoking (6.4 million) are estimated to be 50% higher than those by HIV by 2015. 
Age and literacy level are directly associated with the development of risk factors. The onset of chronic 
illnesses is gradual therefore middle age persons with history of risk factors are more likely to present 
with chronic illnesses.  

Is recognized that healthy lifestyle is directly associated with decreased mortality and morbidity. The 
presence of multiple risk factors is significantly associated with the development of chronic disease. 
There is also an association of hypertension with multiple risk factors21 and smoking is a risk factor in 
several chronic diseases. 22 Studies have shown that the odds ratio for pre- hypertensive individuals with 2 
or more risk factors for cardio vascular disease is considerably higher. This risk can be reduced with the 
implementation of appropriate risk reduction programmes. 23 Many of the risk factors associated with 
chronic disease can be adapted based on behavior change.24  

There is not much study on socioeconomic status and it relates to the development of chronic risk 
factors. Studies in developed countries are showing that increase income levels are associated with 
decrease in chronic risk factors. 25 Obesity is associated with rising health care costs, studies also confirm 
the link between income and death from chronic disease, although the risk factors exists, the ability to 
access health care does play a role in mortality reduction in this group. Unfortunately this is not always 
the case in developing countries as initially with the increase in income levels individuals will tend to 
adopt unhealthy life styles however there may be behavior change as awareness of healthy lifestyle 
behavior is achieved. 26, 27 Physical activity is a difficult to measure variable since one has to rely on the 
individual to report on this behavior. 
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CONCLUSION / RECOMMENDATIONS  

In conclusion, studies have shown that that economic flows have impacted social behavior resulting in 
higher food consumption and advances in technology have led to a more sedentary behavior and thus pose 
a very real threat to the development of chronic disease.  

Countries must implement effective policy to reduce risk factors. There will need to be a shift in focus 
to incorporate chronic health care. This will require all stakeholders to be involved, a crucial stakeholder 
will be the private sector (cigarette and alcohol manufacturers). Public health practitioners must begin to 
look at the interaction between social and economic factors and prevention strategies must align with 
reducing these risk factors. As we design intervention strategies we must embrace research in this area as 
we explore what interventions are likely to work given the complexity of factors involved.  

Chronic illnesses evolve over time this provides an opportunity to target risk factors and reverse the 
trend. It is apparent then that resources must be aimed at reducing risk factors through surveillance and 
health promotion. Surveillance systems must be designed to monitor risk factors, there must be 
investment in primordial prevention strategies. The global strategy for monitoring chronic disease has 
been designed by WHO, countries will need to implement these strategies 28 Health systems strengthening 
with particular focus on health promotion and education has to be a key component within countries as 
we respond to the growing epidemic.  

Policy makers must be able to recognize that by reducing risk factors; increasing exercise and 
discouraging tobacco and alcohol use can result in decreased mortality and morbidity. Health education 
must be aimed at risk reduction, there needs to be a coordinated inter-sectorial approach to the reduction 
or elimination of these risk factors. It is important that public health practitioners target risk reduction as a 
means of reducing the development of chronic disease and also mortality rates. A formalized approach 
needs to be encouraged in primary health care setting for individuals with chronic disease and addiction to 
seek addiction treatment.29 
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