
The causes of ill-health in the world: The social, economic and political context of health and disease

Welcome to Unit 2!

In this unit we discuss how physical, environmental, social economic and political factors affect health. We identify public health problems, explore their context, and analyse their immediate, underlying and root causes and risk factors. We learn that in order to address the physical/biological causes of ill-health, as well as the socio-economic, cultural and political causes we need promotive and preventive approaches alongside curative measures. 

In this unit we examine the broader social, political and economic context of health and disease. We address questions such as:
· What is social inequality and what factors determine inequality?

· Why do health inequalities exist between and within countries? 

· How are health and development or ill-health and underdevelopment linked?

· Why are some countries developed and others underdeveloped? 

· What social, political and economic changes are needed to address the basic causes of ill-health and to promote development in the Third World today?

· What is the most appropriate health care approach to adopt, which promotes development?

Study sessions

Study session 1
Causes of ill-health and their classification
Study session 2
The social determinants of health
Study session 3
Social equality, equity and health status
Intended learning outcomes

	By the end of this session, you should be able to:



	Public health outcomes:

· Discuss how social, economic, political and physical environmental factors affect health in a local setting (i.e. social determinants of health).

· Apply this knowledge to analysing factors which affect Public Health in your local environment. 

· Identify Public Health problems, explore their contexts, analyse their immediate, underlying and root (IUR) causes and risk factors, and rank their priority using selected models. 


	Academic outcomes:

· Use diagrams to define concepts. 

· Preview texts 

· Make notes and summarise ideas.

· Interpret, compare and draw conclusions from various diagrams. 

· Use the writing process cycle. 




Unit 2 – Study Session 1

Causes of ill-health and their classification 



One of the world's biggest killers and greatest causes of ill-health and suffering across the globe is listed almost at the end of the International Classification of Diseases. It is given the code Z.59.5 - "Extreme poverty." 
(World Health Organisation)
Introduction

In Unit 1 we started looking at some of the causes of ill-health in relation to the life and death of Rakku’s child. We begin this unit by returning to an analysis of the causes of ill-health and look at how they are classified and categorised. We also discuss some underlying social issues which can influence health and result in diseases.

Session contents 

1
Learning outcomes of this session

2
Readings
3
Social Determinants of health

4
How the causes of ill-health are classified
5
Similarities between the different types of classification

6
Session summary

7
References 
Timing of this session

There are three readings for this session and three tasks. It should take you about 3 hours to complete.
1
LEARNING OUTCOMES FOR THIS SESSION



	By the end of this session, you should be able to:

	Public health outcomes:

· Identify direct and indirect causes of ill-health.

· Analyse and classify the main causes of ill-health


	Academic outcomes:

· Academic reading and writing skills identify, analyzing, classifying




2
READINGS AND REFERENCES



	Author  
	Title

	Werner, D. & Sanders, D.
	(1997). Questioning the solution: The politics of Primary health care and Child Survival , Ch 1 (11-12)

	Wagstaff, A. 
	 (2002). Poverty and health sector inequalities. Bulletin of the World Health Organization, 80 (2):97-105

	McKeown, T., Record, R.G. & Turner, R.D.
	(1975). An Interpretation of the Decline of Mortality in England and Wales during the Twentieth Century. Population Studies, 29(3): 391-422


2
SOCIAL DETERMINANTS OF HEALTH



	TASK 1- Define social determinants

In Unit 1, Study Session 4, we found that there are numerous causes that result in ill-health. You probably heard about the determinants of health. 
1. Define or explain what is meant by the social determinants of health.



FEEDBACK 

According to the WHO, “Social determinants are the conditions in which people are born, grow, live, work and age, including the health system. These circumstances are shaped by the distribution of money, power and resources at global, national and local levels, which are themselves influenced by policy choices.” 

Figure 1 is a diagram which shows the general social determinants that impact on a person.  

[image: image1.emf]
Figure 1: General socio-economic, cultural and environmental conditions
(Source: Dahlgren and Whitehead, 1991)

The concept of social determinants emerged in the 1970s and was influenced by the work of McKeown and colleagues who studied the reasons for the decline in mortality in England and Wales during the twentieth century. They highlighted improvements in living conditions and nutrition as determinants that led to improved health in the population. This showed the impact of social determinants on health.
	READING

McKeown, T., Record, R.G. & Turner, R.D. (1975). An Interpretation of the Decline of Mortality in England and Wales during the Twentieth Century. Population Studies, 29(3): 391-422




Poor social conditions increase the chances of a person developing a disease. Such social conditions include poverty, social exclusion, poor housing and poor health systems, poor water supply, migrant labour, lack of adequate land and unemployment, to name a few.  

In this section we will look at a number of social determinants namely:

· Unemployment

· Poor Education 

· Poor Housing and

· Transport

· Poverty

Unemployment

Unemployment can affect health in numerous ways. Firstly, being employed is better for health than being unemployed. Unemployment is a major cause of poverty and is also associated with stress. Life expectancy for unemployed people is lower than for the general population. Being employed does not only provide one with income but also offers an opportunity for development or progression. 

It is important to note that employment can also have adverse effects on health. For example, people who work in places that manufacture asbestos can develop asbestosis which is a condition causing chronic inflammation of the lungs and, in many cases, lung cancer.  

Poor Education 

Education increases one’s chance of securing employment. Many research studies have shown that poor maternal education has an adverse effect of the health of the baby. Rakku’s story is an example of how poor education can result in ill-health. Furthermore, educated people tend to have more resources, live in better neighbourhoods, and tend to cope better with stress.

Poor Housing

Housing quality has been linked to health. For example, overcrowded and poorly ventilated housing has been associated with increased risk of Tuberculosis (TB), while dampness has been linked to respiratory problems. 
The ability to secure housing is associated with income, so in households where there is no or little source of income, families may lose their accommodation, especially if they are paying rent.  Vulnerable groups, such as homeless people and refugees, are especially at risk of acquiring diseases due to lack of, or poor, accommodation.  
Transport

Lack of adequate or effective public transport systems can segregate those without reliable transport; this includes the poor, the elderly, and those residing in rural areas. Poor transportation can make it difficult for people to access places of employment and other services such as health services. For example, a poor women living in rural areas may experience an unattended home delivery due to lack of transport.  

Poverty

Poverty can be seen as both a cause and a result of poor health. It affects health directly and indirectly.  For example poverty can lead to food insecurity which in turn leads to malnutrition – a causal factor. However, if a person is malnourished he or she may be unable to participate in daily activities and thus become less productive and able to sustain their livelihood, resulting in poverty.  The links between health and poverty are described in Figure 2.

 Figure 2: Cycle of health and poverty 
[image: image2.emf]
Figure 2: Cycle of health and poverty 

 (Source: WHO, 2002)
	READING

Wagstaff, A. (2002). Poverty and health sector inequalities. Bulletin of the World Health Organization, 80 (2):97-105




4
HOW THE CAUSES OF ILL-HEALTH ARE CLASSIFIED



	READING

Werner, D. & Sanders, D. (1997). Questioning the solution: The politics of Primary health care and Child Survival. HealthWrights. Ch 1: 11-12.



	Task 2 – Check what you already know
1. Think about the pattern of disease and death in underdeveloped countries which you read about in Unit 1. 
2. Re-read the case study in the above reading about the causes of Rakku’s child’s death which you studied in Unit 1 Session 3.
3. Use a mind-map to remind yourself about some of the causes of Rakku’s child’s death.  




FEEDBACK

You saw a similar mind-map to the one below in Unit 1 Session 3. However, the mind-map below also includes the beginnings of a classification of the causes of the child’s death. Read on to understand how and why we classify causes of ill-health. 


[image: image3]









There are a variety of causes of ill-health that together cause disease. These causes are grouped or classified in different ways to enable us to identify one main cause or multiple causes, which ultimately results in disease or illness. 
Why is the classification of causes of disease important? Why do we simply not acknowledge that there are various combinations of component causes which give rise to the cause of a disease? The reason we classify the causes of diseases is to assist us in advancing a particular way of understanding why the illness arose. This in turn helps us take action to prevent or manage a particular set of causes to reduce the likelihood of that disease occurring. 
A classification system includes all the possible causes of an illness, and for this reason all classification systems have sub-components. The number and type of classification systems and the number and type of their sub-components are limited only by the degree of insight or imagination of the group of people who devise the classification. This is often linked to the implicit or explicit ideological perspective of this group of people, as well as to the purposes the classification system is intended to be used for. So, we can say that classification systems are devised for a particular purpose/s and the sub-components within them aid understanding of that purpose, as well as contribute towards fulfilling the purpose. Let’s look at this in a more practical way. We will concentrate on the following classification systems:

· Biological, physical, socio-cultural, economic and political

· Immediate, Underlying, and Root causes of Illness Classification System (IUR system)
· Proximal–distal (onion)

Biological, physical, socio-cultural, economical and political

Causes of ill-health can also be classified as biological, physical, socio-cultural, economical and political.  

Biological
Concerning a living organism
Physical
Concerning our experience of the material, natural world
Socio-cultural
Concerning people's customs, beliefs, values, ways of living and of relating to one another
Economic
Concerning resources such as money, land, jobs, food
Political
Relating to who has power and authority to control or to influence the way in which society functions and the way in which resources are shared

	Task 3 – Classify the causes of Rakku’s child’s death

1. List the causes of death of Rakku’s child under the five categories on the table below. 




	BIOLOGICAL


	PHYSICAL
	SOCIO-CULTURAL
	ECONOMIC
	POLITICAL

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FEEDBACK

1.
Below is an example of how we can classify the causes of Rakku’s child’s death. 
Causes of Death of Rakku’s Child

	BIOLOGICAL


	PHYSICAL
	SOCIO-CULTURAL
	ECONOMIC
	POLITICAL

	Diarrhoea

Poor nutrition

Dehydration
	No breast-milk (also biological cause)

Lack of food
	Belief that the hospital could help

Hospital gave short-term relief and insensitive advice
	Too little money

Low wages

No money to buy food

Had to work
	Rakku is a landless peasant woman

Women and the landless are exploited and disadvantaged landowner owned the land


Immediate, Underlying, and Root causes of Illness Classification System (IUR System)
This classification system is based on interlinked levels of causality. There are three sub-components of this system – immediate causes, underlying causes, and root causes. Each sub-component represents a particular level of causality which is inextricably linked to the other levels of causality. This system provides us with insight into how the causes are linked to the prevailing political-socio-economic system, and what needs to be done at various levels if we hope to implement substantial improvements. The system also goes beyond the more obvious causes to uncover those factors that might not appear to be causal factors, but are in fact inextricably linked to the causal chain because they are the root factor/s from which the more obvious and visible causes flow. 

The use of the Immediate, Underlying and Root (IUR) system to group causes of illness makes the link between social justice and disease/ill health clearer. When we simply group diseases into a random ordering of causes, the underlying factors or causes of the disease are often forgotten or ignored. 
When we use the IUR classification system we focus on the most comprehensive and full range of every cause of disease or ill-health as possible by looking at a combination of Immediate, Underlying and Root causes. 

Immediate Causes

These are the apparent or presenting causes of the disease. The immediate cause constitutes the necessary cause without which the disease would not occur. For example, in infectious disease the immediate cause is the infectious agent, such as a virus. In traumatic disease the immediate cause is the trauma that was sustained. In chronic disease the immediate cause may be a dietary agent, chemical agent, infectious agent, or any risk factor for the disease. The immediate cause links with other underlying component causes to form the cause for the disease to occur. 

Underlying Causes   

The underlying component causes may be:

· Those factors that in combination with the immediate cause make it possible for the disease to occur (e.g. malnutrition), or 
· The underlying factors which make the disease more severe (e.g. lack of access to nutritious food), or 
· The factors which make it less likely for the person to get assistance against the disease (e.g. lack of access to vaccinations). 
Most underlying causes are differentially distributed amongst different socio-political-economic-religious groups, due to the different levels of wealth and power in a society. However, some underlying causes arise independently of group power dynamics, and are due to geographic location or natural disasters. However, even these causes, as well as the effects they give rise to, could be improved by changes in group power. 
Underlying causes make it more likely that people will come into contact with both immediate and various other causes. Underlying causes have what is called, severity response mediation. This means they have the potential to turn what would, in many instances be a minor illness, into something much more severe. Included in underlying causes are all those factors that would prevent people from accessing health services, such as: access to treatment and rehabilitation, as well as access to, and uptake of, promotion and prevention activities for the disease.
Although underlying causes and immediate causes may be sufficient to cause an illness, eradicating the underlying causes alone is usually not possible unless the root cause/s is addressed. Let’s now look at root causes. 
Root Causes

These are the factors that result in the underlying causes being present amongst particular groups, but not amongst other groups. Some groups are therefore exposed to underlying causes while others are not. Those who are exposed to more underlying factors are more likely to develop disease because they are more easily exposed to combinations of component causes which are sufficient to cause disease. This is clearly unjust and inequitable. 
If we wish to eradicate the root causes, we would have to oppose the view that some people should be privileged above others, and substitute the concept of equity or social justice in its place. We would then have to put in place structures and systems to ensure equity. When attempting to do this, we would necessarily be in opposition to those who oppose equity and wish to maintain the status quo - their inequitable and unjustly dominant position. The root causes, while being far removed from the immediate and apparent causes of disease, are therefore the ultimate and fundamental cause of the disease. Eradicating root causes can only be done by fundamentally challenging the socio-political-economic structure of society. 

While the root causes are basic and essential causes of disease, some root causes may be partially due to a direct result of other root causes. This means that there are over-lapping layers of root causes and that there must be a fundamental cause to which all root causes can be traced. This fundamental cause is said to be a combination of greed, injustice and inequity in a society. 

An example of how the IUR system can be used to classify causes of ill-health is the UNICEF conceptual framework for malnutrition which is presented in Figure 3.  In the section above we refer to root causes and you will see that Figure 3 mentions basic causes. Root and basic causes are the same.  
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Figure 3: The UNICEF conceptual framework for malnutrition

 “The above conceptual framework on the causes of malnutrition was developed in 1990 as part of the UNICEF nutrition strategy. The framework shows that causes of malnutrition are multisectoral, embracing food, health and caring practices. They are also classified as immediate, underlying, and basic, whereby factors at one level influence other levels. The framework is used, at national, district and local levels, to help plan effective actions to improve nutrition. It serves as a guide in assessing and analysing the causes of the nutrition problem and helps in identifying the most appropriate mixture of actions.” (UNICEF 1997)
In the above diagram:

· The immediate causes include the combination of inadequate food intake and illness. These combined causes create a vicious circle: The malnourished child’s resistance to illness is compromised. She falls ill and the malnourishment worsens. The malnutrition lowers the body’s ability to defend itself against infection and this leads to more severe and frequent episodes of illness. Infections cause the child to lose her appetite but the body needs adequate nutrition in order to fight infection, and so the circle continues. 
· A combination of the three underlying causes leads to inadequate dietary intake and infections: Inadequate access to food; insufficient health services and an unhealthy environment; and inadequate care for children and women.

· The basic or root causes of malnutrition include the economic, political and social organisation of a society, which determines who controls access to resources, e.g. who controls access (or lack of access) to education, food, health care services, and so on. Today some of these basic causes operate supra-nationally, i.e. at a regional or global level, for example, the arrangement of food trade relationships can impact ultimately on people’s diets.
According to UNICEF (1997): 
“To succeed, the fight against malnutrition must be waged on many fronts. Actions as diverse as improving women's access to education, fortifying staple foods with essential nutrients, enhancing the spread of practical information and increasing government social-sector spending have all led to improved nutrition in a number of countries.”

Proximal and distal factors
Figure 4: Proximal and distal factors


[image: image5]
Distal causes are structural and indirect in nature.  They include causes that are economic and political, for example, poor housing or lack thereof is a structural cause of TB. However, a proximal cause would be myobactium tuberculosis (bacteria that causes TB) - the biological cause that leads to TB. Social causes, such as stigma attached to TB, may result in a person not seeking treatment, or discontinuing treatment, because of the association of TB with HIV and AIDS.   
5
SIMILARITIES BETWEEN THE DIFFERENT TYPES OF CLASSIFICATION


In the section above you were introduced to a number of disease classification systems. However, these classifications have similarities and really represent different levels of causes using different concepts to terms. We have already mentioned direct and indirect causes. Direct causes are biological causes. They are also sometimes referred to as ‘immediate causes’. These are the causes that directly lead to the condition, for example, a bacterium, or a virus, or a fungus can cause a disease.   

Underlying causes are indirect and are the same as physical and socio-cultural causes. Distal causes are the root causes and also referred to as indirect. This group of causes is sometimes referred to as “causes of the causes” and is associated and/or influenced by politics and economics.    

6
SESSION SUMMARY



In this study session we have focused on the social determinants of ill-health.  

We have further looked at the classification of causes of ill-health using three classification systems.  A case study on the death of a young child in India was used to illustrate how to classify the causes of ill-health. You have learnt that these classification systems are not different, but represent the different levels of causes using different terms and concepts.
7
REFERENCES



Marmot, M. (2005). Social determinants of health inequalities. Lancet; 365: 1099–1104
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Unit 2 - Study Session 2 
The social determinants of health



The gross inequalities in health that we see within and between countries present a challenge to the world. That there should be a spread of life expectancy of 48 years among countries and 20 years or more within countries is not inevitable. A burgeoning volume of research identifies social factors at the root of much of these inequalities in health.

(Marmot & Wilkinson, Social Determinants of Health, 2005: 1099.) 

Introduction 
The availability of medical or health services in a society is just one factor amongst many that affect health. Health and well-being may also be compromised by social, economic and political factors, such as the unequal distribution of wealth, and racial and gender inequalities. In this study session, we will take a closer look at the link between inequality in society and inequalities in health. We then go on to examine the results that can be achieved when social inequalities are addressed. 
Contents 

1
Learning outcomes of this session

2
Readings and references

3
Social inequality and poverty

4
The main indicators of social inequality 

5
How social inequalities and health inequalities are linked

6
Learn about addressing ill health from 19th Century England and Wales

7
Session summary

Timing of this session

There are two readings and seven tasks in this study session. It will probably take you about 3 to 4 hours to complete the session. 

1
LEARNING OUTCOMES OF THIS SESSION 


	By the end of this session, you should be able to:



	Public health outcomes:

· Define the concepts of social inequality, relative and absolute poverty, social class, gender and race.

· Describe the main indicators of social inequality.

· Describe how social inequalities and health inequalities are linked.

· Explain what we can learn about addressing ill health from 19th Century Britain.


	Academic outcomes:

· Identify main arguments and supporting ideas.

· Interpret diagrams.

· Make notes while you read.




2
READINGS AND REFERENCES



You will be referred to the following readings in this session.
	Author/s
	Reference details

	Marmot, M. G.
	(2008). Closing the gap in a generation: Health equity through action on the social determinants of health. World Health Organisation / Commission on the Social Determinants of Health. Available on: www.who.int/social_deterninants_thecommission/finalreport/en/


	Marmot, M. G. & Wilkinson, R. G.
	(1997). Ch 11 – Health and Health Care. In Sociology. South Africa: Prentice-Hall: 223–227.



	Sanders, D. & Carver, R.
	(1985). The Struggle for Health. London: Macmillan.


3
SOCIAL INEQUALITY AND POVERTY 

[image: image6]
Your first task is to clarify your understanding of various terms and concepts so that we have a common definition of these.

	TASK 1 – Clarify concepts 

1.
On a mind-map or on a list, write down what the following terms and concepts mean to you: social, inequality, and social inequality. Give examples of how social inequality plays itself out in the everyday lives of people.

2.
Imagine the everyday lives of two people – one who lives in absolute poverty in a highly underdeveloped country in Africa, the other who lives in relative poverty in the United Kingdom (UK), a highly developed country. Both people describe themselves as ‘poor’. Write your own definitions of what absolute and relative poverty mean. 




FEEDBACK

1.
Our mind-map of these terms and concepts looks like this. You may have had similar ideas.

 SHAPE  \* MERGEFORMAT 



2.
Poverty is a general term that people often use to encompass many of the above examples of social inequality. But, this concept itself needs further examination. 

· Absolute poverty refers to a situation in which people do not have access to enough resources to survive or to maintain their physical health and well being. For example, a poor person in a highly underdeveloped country probably has very little food to eat or water to drink, and little, or no, money with which to buy these basic life necessities. As a result, this person may be undernourished or malnourished, sick, physically weak, and lethargic.

· Relative poverty is defined in relation to the general standard of living in a particular society. So, in a rich country where most households own a television and fridge, to be without these items may be considered being poor. Although the person might be undernourished, it is unlikely that he or she would be starving or dying of thirst.

On our mind-map, we said that social inequality is the unequal or uneven distribution of resources among different groups of people. Who are these groups, and what factors determine their access or lack of access to resources?

4
THE MAIN INDICATORS OF SOCIAL INEQUALITY 



Our world is very unequal. (There are) huge differences in human development across and within countries. 

(UNDP, Human Development Report, 2009) 

In this section we discuss the main indicators which help us assess the level of social inequality in a society. Each factor is important in its own right, but is also interrelated, and influences the unequal access that people have to resources to satisfy their basic needs, such as clean water, adequate food, health care and shelter. This lack of access in turn influences the health of individuals and populations. The three main indicators we will discuss are socio-economic class, race and gender. 

Socio-economic class

Socio-economic or social class is measured by looking at a combination of people’s job or occupational level, social status, educational level and income. The concept provides us with an overall summary of the extent of poverty within and across countries. 

Figure 1 illustrates the typical job hierarchy in a society. You can see that the majority of people are either unemployed or unskilled labourers who generally have the lowest educational or income levels. The best opportunities in any society are generally open to those people who have the most skills and assets, while those who have less skills have less opportunities, less control over the work they do, and less control over the circumstances in which they work. People who have access to a better income have more choices about where they live and work and their living and working conditions.
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Figure 1: Occupational Class Hierarchy

 (Source: ASECA, Integrated Social Studies, Level 4, Unit 2, 1995: 76.)

Education is closely tied to socio-economic status. Effective education for children and adults are key contributors to health and prosperity as they equip people with knowledge and skills for problem solving, and provide them with a sense of control over their life circumstances. 

Education increases opportunities for job security, income security, and job satisfaction. And it improves people's ability to access and understand information to help keep themselves healthy. 

	TASK 2 – Interpret a diagram

The diagram below (Figure 2) illustrates the income inequalities that exist across the world. Each horizontal band represents 20% of the world’s people. 

1.
What percentage of the total world income do the richest 20% of people in the world earn or own and control? 

2.
What percentage of the total world income do the poorest 20% of people in the world earn or own? 
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Figure 2: Global Distribution of Income

FEEDBACK 

According to the UNDP (United Nations Development Programme, 1993), in the past 50 years, world income has increased seven-fold, but it is distributed increasingly unequally across and within different countries. 

1.
The richest 20% of the people in the world receive 83% of the world’s income.

2.
The poorest 20% receive less than 1.5% of the income. In other words, 80% of the world’s people only receive 17.3% of the world’s income. And, this income inequality is growing, with the rich getting richer, and the poor getting poorer. 

World Bank estimates for 2009 suggest that lower growth rates will trap 46 million more people below the $1.25 a day poverty line than expected before the [global] crisis. An extra 53 million people will be living on less than $2 a day, and child mortality rates could soar. It is estimated that 200,000–400,000 more children a year, a total of 1.4–2.8 million from 2009 to 2015, may die if the crisis persists.

Almost 40 percent of low- and middle-income economies are highly exposed to the poverty effects of the crisis. Yet three-quarters of them cannot raise funds domestically or internationally to finance programs to curb the effects of the downturn. The poor are the first to be hurt by lower demand for labour and decrease in income. In addition, shrinking domestic revenue and potential decreases in international aid threatens to reduce access to social safety nets and to such social services as health care and education. Households may have to sell productive assets, pull children out of school, and reduce calorie intake, which can lead to acute malnutrition. The long-term consequences can be severe and in some cases irreversible, especially for women and children.

World Development Indicators (WDI) 2009 The World Bank 

The highest levels of poverty in the world are found in countries in sub-Saharan African, with more than 50% of the urban population in this region living below the poverty line. And, the some of the highest levels of urban poverty are found in the cities of African countries such as Kenya, Zambia, Malawi, Namibia and South Africa. Poverty often manifests itself in unequal access to adequate housing. In 2005, six out of every ten urban residents in the sub-Saharan African region were slum dwellers – nearly double the proportion in the rest of the developing world.

Poverty line:
The minimum level of income deemed necessary to achieve an adequate standard of living in a given country. The common international poverty line is roughly US$1/$1.25 a day. 

NOTE: The US dollar exchange rate varies from country to country. So living on US$1 per day in a country with a relatively strong local currency, such as South Africa, is much harder than living on US$1 per day in a country with a weak local currency, such as Zimbabwe or Ethiopia. In countries with a weak local currency, US$1 can be worth far more in local terms. The difference in local exchange rates means that using the US$ is a relative measure of absolute poverty and local exchange rates should be taken into account. 

Race

Another factor that shapes social inequality is race. Race refers to the perceived differences between groups of people on the basis of physical appearance. These differences are insignificant in biological terms, however they are of great social importance because the meaning attached to them has shaped people's lives in positive or negative ways. In many former African colonies, racial differences have been critical in determining people’s socio-economic class and their life opportunities. In many instances, discrimination against black people has resulted in the absolute poverty in which many live today. 

Gender

Gender is a further factor that shapes social inequality. The term “gender” can best be understood in relation to the term “sex”. Sex refers to the biological and anatomical differences between males and females. These are given. We are born with them. Gender, on the other hand, refers to society-determined roles, personality traits, attitudes, behaviours, values, power and influence that society gives men and women. Gender divides people unequally.

To get a more accurate picture, socio-economic class should also be considered in the light of gender equality. Inequality between different classes on the basis of household income assumes that all members of the household share the available resources equally. Looking at household income data in isolation will not explain the differences between what men and women within those households earn or can spend. Gender equality must be considered. 

Despite the advances made in society, most men still earn more than women and/or hold the major positions of power at all levels in society. In addition, throughout the world, women work longer hours each day than men; and they usually have three jobs: paid employment, other income-generating activities, and running a household that includes caring for children and elderly relatives. 

	TASK 3 – Identify factors in your own environment that determine social inequality

1.
In your own country today, what kind of person (class, gender and race) is most likely to lead the most privileged life and what kind of person the most disadvantaged life?

2.
Which of these factors – class, gender or race – is most significant in determining inequality in your own country? What about in most other countries of the world?




FEEDBACK

1.
In most countries, rich, well-educated, white males, in the higher occupational classes are likely to be the most advantaged, while poor, black, uneducated females who are unemployed or employed in a low paying job are likely to be the most disadvantaged.

2.
Although socio-economic class is generally the most significant determinant of inequality in most countries of the world, in many African countries, because of their colonial past, social class and race became synonymous. A poor person was generally black, and a rich person white. However over time, socio-economic class and gender inequality usually become the more dominant factors. 
So far we have clarified the concepts of social inequality and poverty, and explored how class, race and gender to a large extent determine these inequalities. We now turn to health inequalities.

5
THE LINK BETWEEN SOCIAL INEQUALITIES AND HEALTH INEQUALITIES 



Social inequality, such as poverty or wealth, is closely linked to health and disease. Poor people tend to have the poorest health profile or status, and suffer the greatest burden or disease. They are ill more often, more seriously, and die from illness more frequently than wealthy people. This is true for rich developed countries, as well as for poor underdeveloped countries. It is also true within countries, which contain features of development alongside underdevelopment with huge inequalities between groups of people within the country. In most countries, disease patterns strongly reflect class, gender and race; and there is also unequal access to adequate health care between different classes, genders and racial groups. 

The health of a country is often measured by the infant mortality rate or IMR, which is really a measure of death and the life expectancy rate. The bar graph in Figure 3 demonstrates the life expectancy in various countries or regions around the world. Note the very low age of 48 years in sub-Saharan Africa (2000–2005) – which has the highest levels of poverty in the world; as opposed to 78 years (2000–2005) in the high-income OECD countries. 
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Figure 3: Life Expectancy at birth by region 1970–1975 and 2000–2005

	Definition:

The OEDC and OEDC countries

The mission statement of the Organisation for Economic Co-operation and Development (OECD) says that it: brings together the governments of 30 countries committed to democracy and the market economy from around the world to:     

· Support sustainable economic growth

· Boost employment

· Raise living standards

· Maintain financial stability

· Assist other countries' economic development

· Contribute to growth in world trade

The Organisation provides a setting where governments compare policy experiences, seek answers to common problems, identify good practice and coordinate domestic and international policies. 

The OECD includes the majority of the world’s most developed, high-income countries: 

Australia, Austria, Belgium, Canada, Czech Republic, Denmark, Finland, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Japan, Korea, Luxembourg, Mexico, Netherlands, New Zealand, Norway, Poland, Portugal, Slovak Republic, Spain, Sweden, Switzerland, Turkey, United Kingdom and the United States.


 (Source: www.oedc.org)

The pie chart in Figure 4 shows that 9.2 million children under the age of 5 years died in the world. Half of these deaths occurred in Africa which, according to The State of the World’s Children (UNICEF 2009), “remains the most difficult place in the world for children to survive”. Africa and Asia together accounted for 92% of these deaths. These figures indicate the continuing gross inequalities in health across different countries. 
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Figure 4: Deaths of Children under five (2007)

(Source: UNICEF global database)

	TASK 4 – Read the text

READING 

Cunningham, P., Popenhoe, D. & Boult, B. (Eds) (1997). Ch 11 – Health and Health Care. In Sociology. South Africa: Prentice-Hall: 223–22.

1.
Preview the above text. Look at the headings and sub-headings. Read the introductory paragraph. What does “social epidemiology” mean? What kind of issues would social epidemiologists be interested in? Explore your ideas using a mind-map. 

2.
Read in detail and identify key arguments. In the section, “Race and socio-economic status”, what main arguments are presented for and against collecting statistics based on race? 

3.
In the section, “Sex and Gender”, summarise in diagram form (e.g. a mind-map) the main points around the topic, ‘health inequalities based on sex/gender’. Jot down the main supporting arguments, reasons and examples for the following three key ideas: 
-
sex-biological differences
-
gender-social roles
-
poverty-social class




	Academic learning skills: 

Identify the main arguments in a text

To identify the main arguments and supporting ideas try the following:

· Read the first sentence of each paragraph for the main idea or topic. 

· Look for language clues which indicate an important point, such as: one of the most important …it is important…clearly…it is clear that…what is surprising is that…

· Look for language clues which signal a supporting reason or example, such as: because, for example, for instance, for these reasons, thus, evidence suggests, this is confirmed by evidence…

· Look for language clues which signal new, conflicting or opposing ideas, such as: the counter-view is, another view argues, whereas, while, yet, but, however, on the other hand…

· Make brief notes such as:

Arguments for:


Arguments against: 



FEEDBACK

1. 
Social epidemiology is the study of disease in society, how it is distributed among people and the factors affecting this. Social epidemiologists deal with issues such as, why poor people have more health problems than rich people, or why are poor people more likely to have health problems due to workplace pollution?

2.
Some arguments for collecting race-based statistics:

· Racial categories help to measure progress

· Knowing if people are black or white helps to assess the impact of the government’s social and health policies

Some arguments against collecting race-based statistics:

· Maintaining racial categories perpetuates racism

· A Public Health Programme should collect statistics based on a combination of race, class and gender because this allows for both the tracing of the trend in social inequalities and for monitoring progress in eliminating these social inequalities. 

3. 
Here is a sample mind-map:
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So far we have said that ill health is distributed unequally across countries as well as within all countries. This is based on three main factors: social class, race, and gender, which are interrelated. The poor and uneducated, from the lower occupational classes, black people and women tend to suffer the most from ill-health. 

In the rest of this session we will discuss a case study that documents how social and health inequalities were addressed in 19th century Britain. 

6
HOW HEALTH INEQUALITIES WERE ADDRESSED IN 19th CENTURY BRITAIN


The reading that follows argues that there are parallels between the social and health inequalities in underdeveloped countries today and those that existed in 19th Century Britain. Examining how these inequalities were addressed in 19th Century Britain enables us to assess whether there are any lessons that we can apply today. 

	TASK 5 – Preview and read the text

READING

Werner, D. & Sanders, D. (1997). Ch 11 – Questioning the Solution: The politics of Primary Health Care and Child Survival, Health Status in Different Lands at Different times in History – A Comparative Perspective: 75–76.

1. 
Preview the above text. Read the title of the chapter, the headings, subheadings, diagrams, graphs and tables. Decide what you think this chapter is about. Think about the purpose of reading it.

2. 
Read pages 75–77 (Health indicators in populations). While you read, write down your answers to these questions:

a)
Which two health indicators are most commonly used as an indicator of a population’s health? 

b)
Which country had the highest U5MR in 1993? And which had the lowest? How would you characterise each of these countries (in terms of development)? 

c)
 What is the U5MR for Nigeria, Gabon, South Africa and Botswana? 

d)
What was the IMR in England and Wales in 1871; 1921; and 1971? 

e)
In which year did the IMR begin to decline in Sweden? What was the IMR in this country in 1990? 

f)
 When did the IMR begin to decline in Costa Rica and what was the IMR in 1990? 

g)
When did the TB mortality rate begin to decline in England and Wales? 

h)
When were TB antibiotics and the BCG vaccine discovered? Was this before or after TB began to decline?




FEEDBACK

2.
a)
Mortality rates and life expectancy. 


b)
Mozambique (282) - underdeveloped. Sweden (6) – developed. 


c)
Nigeria: 191; Gabon: 154; South Africa: 69; Botswana: 56.


d)
161 (1871); 80 (1921); 19 (1971)


e)
1810; about 25


f)
1930; about 25


g)
1850; 1950. 

h)

According to Sanders, D & Carver, R (1985), in The Struggle for Health, TB was the largest single cause of death in the mid-19th Century in England and Wales. From the beginning of the 18th Century to the present day, there has been an 86% decline in deaths from infectious diseases, including TB. 


“The bacterium causing TB was identified in 1882, but all medical treatment before 1947 is now known to have been ineffective. Effective treatment only began with the use of streptomycin in 1947 and immunisation with BCG vaccine started in 1954. By these dates mortality from TB had fallen to a small fraction of its level in 1848-54. Drug treatment is responsible for the more rapid fall of mortality since 1950, but the substantial reduction occurred before the era of antibiotics (Fig. 3-5). Similarly, deaths from the major childhood killers – scarlet fever, diphtheria, measles and whooping cough – had fallen to almost their present level before any effective medical treatment had developed.”

 (Sanders & Carver, 1985: 31.)
The majority of deaths in 19th Century in England and Wales were due to infectious disease linked to malnutrition. However there was a steady downward trend in the death rates caused by these diseases from around the mid-19th Century and the introduction of drugs in the 20th Century appears to have had a relatively small impact on these diseases and death rates. So, what caused the decline in death rates? 

	TASK 6 – Read the case study 

READING

Werner, D. & Sanders, D. (1997). Ch 11 – Questioning the Solution: The politics of Primary Health Care and Child Survival, Health Status in Different Lands at Different times in History – A Comparative Perspective: 77–78.

This task provides an account of the disease burden, pattern and distribution in 19th century Europe, the changes that took place and why. It also helps you to practise and improve your reading and note-taking skills.

1. 
As you read through the text, look for answers to the following questions, and record key words or brief notes in the table below. 




	Date and event 
	Why it took place?
	What ‘progress’ / benefits did it lead to? 
	What effects did it have on the health of the working class and poor? 

	19th Century: Industrial Revolution

	
	
	

	19th Century:

Struggles for social reforms
	
	
	


FEEDBACK

1. Here are some of our notes. 

	Date and event 
	Why did it take place?
	What ‘progress’ / benefits did it lead to? 
	What effects did it have on the working class and poor? 

	19th Century: 

Industrial Revolution 
	The invention of new machinery led to large-scale capitalist production of food and goods


	Growth of new industries such as coal mines and large-scale processing of food and manufacturing of goods


	Change from rural peasants to industrial working class 

Landlessness, migration to cities, creation of shanty towns

Created class system and divided people into rich and poor

Malnutrition, poverty, high mortality rate (amongst poor), unemployment, strikes, riots, state repression 

	19th Century:

Struggles for social reforms
	Inequities triggered the unified struggle of the working class 


	Led to redistribution of resources, better wages and conditions 

Gains in social equity 

Public Health Acts; health programmes
	Health gains

Improvement in infant mortality rate after 1900

By 1947, infant mortality rate was a quarter of what it had been in the 19th Century

Improved greatly in the 20th Century

 


Causes of the decline in disease

"Clearly, nutritional deficiency played an important part in disease in nineteenth-century England and prepared the way for the disastrous effects of infections ...Death rates in England and Wales have shown a masive decline since 1841. Infectious disease acting in the presence of undernutrition caused most ill health and death, especially among infants and children.

(Sanders and Carver, 1985, p. 30)

Changes in two factors were responsible for the fall in deaths due to infections: reduced exposure to infection and a stronger response to infection. .. Since the early 1800s, the huge fall in illness and death resulted from the following, in order of importance:

(1) Improved living standards

(2) Improved hygiene

(3) Specific preventive measures (e.g. smallpox vaccination)

(4) Much later, curative measures (e.g. antibacterial drugs)

(Sanders & Carver, 1985, pp. 34–35)

According to Sanders, D & Carver, R (1985), the two interrelated factors responsible for the decline in disease and the fall in deaths due to infections in 19th Century England and Wales were:

· Reduced exposure to infection: For example, purification of water, safe milk, improved food hygiene and efficient disposal of sewage reduced water-related diseases. Less cramped housing, improved living conditions and less polluted working conditions reduced airborne diseases.

· Greater resistance to infection due to a variety of factors: increased food supply led to improved nutrition; anti-bacterial drugs led to curative measures; and vaccination led to preventive measures. 

	TASK 7 – Compare the developed and underdeveloped world

READING

Werner, D. & Sanders, D. (1997). Ch 11 – Questioning the Solution: The politics of Primary Health Care and Child Survival, Health Status in Different Lands at Different times in History – A Comparative Perspective: 78–81.

1. 
As you read through the next section of the text, use the table below to make notes. These will help you compare different aspects of the developed world (First World), with the underdeveloped world (Third World). 




	Aspects
	The ‘developed’ world

(First World)
	The ‘underdeveloped’ world (Third World) 

	Developments
	Agricultural and industrial revolutions of 1750–1850 
	

	Land appropriation
	Shift to large-scale agriculture and industry resulted in widespread landlessness
	

	Food production and nutrition 
	Industrialisation of production (including agriculture) created many new threats to poor and to health, but also later contributed to improved living conditions and widespread gains in nutrition
	

	Machinery
	Machinery and technology replaces manual labour 
	

	Urban areas, shantytowns, housing 
	Migration to cities 
	

	Employment / unemployment
	High unemployment 
	

	Living conditions, water and sanitation, poverty, illness
	Overcrowded conditions, inadequate water and sanitation, poor hygiene poverty, high death rate 

Widespread gains in sanitation, living and working conditions and education
	

	Labour unions / social movements
	Pressure from labour unions for improved wages and working conditions

Pressure from social movements for improved living conditions

Gains in social equity but with continuing inequalities between rich and poor 
	


FEEDBACK

	Aspects
	The ‘developed’ world 

(First World)
	The ‘underdeveloped’ world

(Third World) 

	Developments
	Agricultural and industrial revolutions of 1750–1850 
	First World colonised and plunders other nations’ human and material riches

The slave trade

Export of surplus capital and import of raw materials from weaker, more dependent countries 

	Land appropriation
	Shift to large-scale agriculture and industry resulted in widespread landlessness
	Wealthy interests appropriate large tracts of land from small farmers 

Introduction of large-scale agribusiness left millions of Third World rural inhabitants landless

	Food production and nutrition 
	Industrialisation of production (including agriculture) created many new threats to poor and to health, but also later contributed to improved living conditions and widespread gains in nutrition
	Sharp decrease in food production for local consumption and increase in malnutrition 

	Machinery
	Machinery and technology replaces manual labour 
	Some find jobs as farm workers but majority are landless peasants

	Urban areas, shantytowns, housing 
	Migration to cities 
	Migration to urban shantytowns in search of work

	Employment / unemployment
	High unemployment 
	Widespread unemployment gives rise to informal sector

	Living conditions, water and sanitation, poverty, illness
	Overcrowded conditions, inadequate water and sanitation, poor hygiene poverty, high death rate 

Widespread gains in sanitation, living and working conditions and education
	Dirty, overcrowded slums expanding 

Increasing poverty and growing social and economic inequality

High rates of sickness and death in cities, including diarrhoeal diseases in children

	Labour unions / social movements
	Pressure from labour unions for improved wages and working conditions

Pressure from social movements for improved living conditions

Gains in social equity but with continuing inequalities between rich and poor 
	Weak labour unions and falling wages

Weak social movements apart from national liberation movements


What can we learn from 19th Century Britain? 

We have seen that there is a parallel between the living conditions and the pattern of ill health in 19th Century Britain and the situation in underdeveloped countries today. The decline in infectious diseases and improvements in health in the developed world was mainly the result of improvements in living conditions, which enabled people to better resist infection. What we learn from this is that in order to address ill health in the underdeveloped world today, the living conditions of people need to be improved. However, improving living conditions is an integral part of the overall development of a country, which in turn requires a broader level of economic and political empowerment. 

The same pathway to development that happened in Britain in the 19th Century cannot be easily replicated by underdeveloped countries today given their legacy of political and economic domination through colonialism and extractive capitalism, and their economic positions of dependency, including dependency on massive loans from institutions like the World Bank. Instead, other policies and strategies for development must be pursued, without losing the central lesson of the necessity of tackling social inequality. 

In the next study session we will examine the strategies and policies that have been pursued by different developed and underdeveloped countries in the 20th Century which have either helped to shift health inequalities or reinforce them. 

7
SESSION SUMMARY



In this study session you learnt the following:

· The health of individuals and of populations is determined to a significant extent by social factors, including class, gender and race which lead to unequal access to basic needs such as clean water and sanitation, adequate food , health care, clothing and shelter. 

· The social determinants of health and illness and health inequities can be described and measured, and from this we can see that the poor and the disadvantaged experience worse health than the rich and powerful; have less access to services and die younger in all societies.

· Through improving the conditions in which people lived and worked in Britain in the 19th Century, they were better able to resist infection. 

It is important to note that while the average health and life expectancy rates did improve dramatically in Britain, social and health inequalities persisted. The following readings show that inequalities in social class differences and health status still persist in the United Kingdom, as in other countries of the world. 

Unit 2 – Study Session 3 

Social equality, equity and health status


Introduction 

In the previous session we looked at social inequality as the root cause of many of the inequalities that exist in health. We saw that improving the conditions in which people live and work can positively affect their health and ability to resist infection. In this session we will discuss the health status of populations in developed and underdeveloped countries today and how it is linked to the level of equality or inequality that exists. 

Session contents

1
Learning outcomes of this session

2
Readings and references

3
Equality and health 

4
Case study 1: United States of America 

5
Case study 2: South Africa

6
Case study 3: Cuba

5
Case study 4: Haiti 

6
Session summary

Timing of this session 

There is one reading in this session and four tasks. It should take you about three hours to complete. 

1
LEARNING OUTCOMES OF THIS SESSION 


	By the end of this session, you should be able to:

	Public health outcomes:

· Explain the connection between social inequality and health status. 

· Explain how a more equitable distribution of resources impacts on the health status of a population. 

· Identify key factors that are important in attaining improvement in health.
	Academic outcomes:

· Identify main arguments and supporting ideas.

· Interpret diagrams.

· Make notes while you read.




2
READINGS AND REFERENCES



You will be referred to the following reading in this session.
	Author/s
	Reference details

	Werner, D. & Sanders, D. 
	(1997). Ch 14 – Questioning the Solution: The Politics of Primary Health Care and Child Survival, A look at the situation today: Equity as a determinant of Health (HealthWrights): 109.



	Milne, S.
	(2010). Haiti's suffering is a result of calculated impoverishment. From guardian.co.uk, Wednesday 20 January 2010 




References:

CSDH. (2008). Closing the gap in a generation: health equity through action on the social determinants of health. Final Report of the Commission on Social Determinants of Health. Geneva, World Health Organization: 2.

3
EQUITY AND HEALTH 



The final report from the Commission on Social Determinants of Health (CSDH) states: 

“Our children have dramatically different life chances depending on where they were born. In Japan or Sweden they can expect to live more than 80 years; in Brazil, 72 years; India, 63 years; and in one of several African countries, fewer than 50 years. And within countries, the differences in life chances are dramatic and are seen worldwide. The poorest of the poor have high levels of illness and premature mortality. But poor health is not confined to those worst off. In countries at all levels of income, health and illness follow a social gradient: the lower the socioeconomic position, the worse the health.” 

It does not have to be this way and it is not right that it should be like this. Where systematic differences in health are judged to be avoidable by reasonable action they are, quite simply, unfair. It is this that we label health inequity. Putting right these inequities – the huge and remediable differences in health between and within countries – is a matter of social justice.” 

(CSDH, WHO, 2008.)
Put simply, health equality can be narrowly defined as the equal (the same) access of all people to resources and services; and the allocation of equal expenditure on health care to different groups. Equity, on the other hand, is about the fair and just distribution of these resources and services, which might give priority to those who have been unfairly disadvantaged in the past (e.g. because of class, race and gender inequalities). In other words, equity is concerned with the corrective actions taken to ensure that the health needs of people are met in the fairest way possible. Equity is one of the most important factors in achieving the health of a population. This applies to high-income, middle-income and low-income countries. 

	TASK 1 - 
Describe the contrasting wealth of different countries and their health status 

READING

Werner, D. & Sanders, D. (1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Chapter 14: A look at the situation today: Equity as a determinant of Health (Health Wrights): 109
1. 
Preview the above chapter. Read the title, headings, sub-headings, and skim the diagrams and graphs. What do you think you will read about? 

2.
Now read the introduction on page 109. While you read, make notes about the contrasting wealth of four countries in 1995 (in Gross National Income (GNI) and the health status of their children (in U5MR). Say how the country would be classified in terms of its income, i.e. low, middle, high. Use a table similar to the one below. There is one example for you.

Country

GNI

U5MR

Income classification

Vietnam, China and Sri Lanka

US$600.00 or less 

Under 50 (fewer than 50 out of 
1 000 children die before age 5)

Low income

Remember that in Unit 1, Study Session 2, you read that there are different ways to measure the development of a country. One way is to calculate the Gross National Income (GNI) of the country. (GNI used to be called GDP (Gross Domestic Product). These measurements are traditionally given in US dollars. GNI is calculated by adding the total value of all the goods and services produced by all the citizens of a country in a year. When this is divided by the total population, we arrive at the average GNI per capita in the country. You can read more about this in Unit 1 Study Session 2.

3. 
What can you conclude from the above table about wealth and the relative health of children in different countries? 

4. 
What is a better measure of health status than GNI per capita? Why? 

5. 
Use your own words to explain what equality and equity mean. Give an example from your own experience of inequality and inequity. 




FEEDBACK

	Country
	GNI per capita 1995
	U5MR 1995
	Income classification

	Vietnam, China and Sri Lanka
	US$600.00 or less 
	Under 50 
	Low income

	Libya, South Africa, Brazil, Botswana and Iran 
	US$2000
	56 or more
	Lower middle income

	Gabon 
	$4450
	154
	Upper middle income 

	Jamaica
	$1340
	13
	Lower middle income

	Hong Kong
	$13 340
	7
	High income

	Singapore
	$14 210
	6
	High income

	US
	$22 240
	10
	High income 


3. 
From the above table we can conclude that the contrasting wealth of these countries does not reflect the relative health of their children. You will see later in this session that in rich countries like United States of America, there is little correlation between GNI per capita and life expectancy (one of the indicators of development). For example, USA has a GNI of more than $45,890 and a life expectancy of 78 years, while Cuba has a GNI of less than $10 000 and a life expectancy of 78 years. 


4. 
How income is truly distributed amongst the population is a better indicator of health status than GNI per capita, as GNI per capital wrongly assumes that each person gets an equal share of the country’s wealth. However there are income disparities within a country, which is a factor that contributes to the relative ill-health of the poorest. You know from Unit 1, Study Session 2 that economic classifications on their own are not sufficient to explain the health levels of a country. The UNDP, for example, ranks countries on a Human Development Index (HDI). Three basic indicators are used to measure average achievements of a country towards human development:

· A long and healthy life: Measured by life expectancy at birth

· Access to knowledge: Measured by the adult literacy rate and the combined gross enrolment ratio in education

· A decent standard of living: Measured by GNI per capita in purchasing power parity (PPP) in US dollars. 

The Human Poverty Index (HPI) is used to measures the extent of poverty in a country using the following indicators:

· The likelihood of death at a relatively early age (Infant mortality rate and Under 5 mortality rate)

·  A lack of basic education, measured by the percentage of adults who are illiterate

· The lack of access to a decent standard of living.

5. 
Your explanations and examples will differ, but should include the following points:

· Equality is about everyone having equal or the same access to services no matter what level need they have. 

· Equity is about fair access and distribution based on need. 

In the rest of this session you will read about and compare the health status of four different countries to see what lessons we can learn about achieving health equity:

· United States of America (USA) which is classified as a developed, high-income country

· South Africa (SA) which was classified as a low-middle income country, but was reclassified as an upper-middle-income country in 1995. However, today South Africa still has aspects of development alongside underdevelopment.

· Cuba which is classified as a middle-income underdeveloped country

· Haiti which is classified as a low-income underdeveloped country. 

4
CASE STUDY 1: UNITED STATES OF AMERICA



Although the United States (US) is classified as a developed, high-income country, Health, United States, 2008, identifies major disparities in health and health care in the US by socio-economic status, race, ethnicity, and insurance status. Many aspects of the health of the nation have improved, but the health of some income, racial and ethnic groups has improved less than others; and for some groups, the gap has widened. The figures in the reading in Task 2 are for 1995. So read the reading together with the information box below, which provides you with updated data. 

	TASK 2 –
Identify factors that account for substandard health levels in the United States

READING

Werner, D. & Sanders, D. (1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Chapter 14 A look at the situation today: Equity as a determinant of Health (Health Wrights): 109 – 113.

1. While you read the case study about the United States (pages 109 – 113) and the Information Box below, identify ten factors that could account for the substandard health levels in the US as compared to other countries.

2. What are the root causes of health inequalities in the US?




Purchasing Power Parity (PPP): 

Gross National Income (GNI) is converted to international dollars using purchasing power parity (PPP) rates. An international dollar has the same purchasing power as the US dollar has in the United States. 


	Information box

According to World Development Indicators database, World Bank (2009):

· In 2008 the US had the highest GDP ranking in the world at $14 204 322 
· GNI per capita (Purchasing Power Parity (PPP) international $): 45,890 
· Health care spending is approximately 16% of the GDP
· The U5MR: 8 

· Life expectancy at birth (years): 78 (this lags 42nd in the world) 

· Total expenditure on health per capita (international $ (2006): 6,714

· Immunisation, measles (% of children ages 12-23 months): 93%

· Primary completion rate, total (% of relevant age group): 96%

· Health care facilities are largely privately owned and people cover their own health care expenses, mainly through contributions to health insurance. However, at least 15% of the population is completely uninsured and a substantial additional number are underinsured. According to a 2009 Harvard study published in the American Journal of Public Health inequalities in health care are often caused by income disparities that result in lack of health insurance. According to this study more than 44,800 deaths annually in the US were due to Americans lacking health insurance. 

· In 2000, the World Health Organisation ranked the US health care system as 37th in overall performance and 72nd by overall level of health (among 191 member nations included in the study).

· Health disparities in US are well documented in ethnic minorities such as African Americans, Native Americans, Asian Americans and Hispanics. When compared to whites, these minority groups have higher incidence of chronic diseases, higher mortality, and poorer health outcomes. A 2001 study found large racial differences exist in healthy life expectancy at lower levels of education. 

· In 2007 the official poverty rate was 12.5%. 37.3 million people lived in poverty, with the majority being Black, Hispanic and Asian. The poverty rate for children under 18 years was 18%. (From: Income, Poverty, and Health Insurance Coverage in the United States: 2007 (US Census Bureau). 




FEEDBACK

 1.
You could have included any of the following points:

· There is growing inequality in access to health care and essential services. 

· There is growing inequity, poverty and hunger. 

· The government’s policies were unsympathetic towards the poor.

· The government of the day rolled back welfare benefits and social services including health care and food subsidies. 

· The income between rich and poor widened. 

· The number of Americans living below the poverty line increased. 

· The number of Americans with no health insurance rose. 

· There were cutbacks on welfare, prevention and protective programmes for high risk children. 

· Diminishing public assistance and services for poor urban communities resulted in the rapid spread of diseases. 

· Racism and xenophobia have contributed to poor health which manifests in hate crimes, physical violence, social violence, as well as discriminatory legislation in some states. 

· Use of alcohol and illicit drugs has increased, as has the rate of unplanned pregnancies, sexually transmitted diseases, as well as social, emotional and other health problems. 

2.
The root causes of health inequalities within the US are disparities in socio-economic status, race and ethnicity. The gap between rich and poor is widening and poverty and poor health persist. Compare the case study of the US with that of South Africa, a country with a history of inequality and inequity. 

5
CASE STUDY 2: SOUTH AFRICA 



South Africa had its first democratic elections in 1994. In 1995 it was reclassified as an upper-middle-income country (its former classification was as a low-middle income country). South Africa has a history of wide-ranging discrimination in every aspect of life, based on race, income and gender inequalities. Major inequities still exist, with huge variations in health status between communities. The poorest (black population) carry the brunt of the disease burden which includes an HIV/AIDS epidemic, a TB epidemic, chronic illness, mental health disorders, injury and violence, as well as maternal, neonatal and child mortality. The majority of people still live in extreme poverty and have limited access to quality health care services. 

According to the WHO World Health Statistics, 2008 (figures are for 2006, unless indicated):

· Total population in South Africa: 48,282,000

· Gross national Income per capita (PPP international $): 8,900

· Life expectancy at birth: males 50 years; females 53 years. The HIV and TB epidemics have contributed significantly to these figures - South Africa carries 17% of the world’s HIV/AIDS cases (although it only has 0.7% of the world’s population) and 5% of the world’s TB cases. 

· Each year almost 75 000 children die – 23,000 in their first 4 weeks of life. The most common causes of child death are neonatal (over 30%) and HIV/AIDS. 

· The maternal mortality ratio (per 100 000 live births) has ranged from 180 to 270 between 2005 and 2007. 
· 12% of children under the age of 5 years old are underweight. 

· Healthy life expectancy at birth (2003): males 43 years; females 45 years.

· Probability of dying under five (per 1 000 live births): 69 (see Figure 1 below).

· Probability of dying between 15 and 60 years (per 1 000 of the population): males 598; females 531.

· Total expenditure on health per capita (Intl $): 869.

· Total expenditure on health as % of GDP: 8.6.

· There are 4.9 physicians, nurses, and midwives per 1 000 people (2004). (WHO standard = 2.5) However most are situated in the urban areas; and 79% work in the private sector. Thus, poor people living in rural areas have access to very few health professionals.

, 1980-2004
[image: image13.emf]
Figure 1: U5MR: Estimated trend in South Africa (1980 – 2004)

Source: World Health Statistics 2008
Source: i) WHO mortality database ii) World Health Statistics 2006

Although social class is generally the most significant determinant of inequality in most countries, in South Africa in the past, the policy of apartheid served to fuse social class with race, so that class and race have become synonymous. Therefore, a poor person is generally black, and a rich person white. In time, social class will become the more dominant factor. 

Although social change is gradually taking place in South Africa, there are still huge disparities between rich and poor, and black and white people. In fact, South Africa remains one of the most unequal nations in the world with regard to income distribution. In 1995, the poverty gap was estimated to be R18-million – this is the amount of wealth that would have needed to be redistributed to bring the living conditions of all South Africans at least up to the poverty line (from President Mandela’s report to the UN World Summit on Social Development). In September 2009, Haroom Bhorat, an economics professor at the University of Cape Town (UCT) told a briefing at Parliament that South Africa was now, “the most unequal society in the world” with a significant increase in income inequality. (Business Report September 28th 2009 http://www.busrep.co.za/index.php?fArticleId=5181018). 

Bhorat said South Africa's Gini coefficient index stood at 0.679. This figure was drawn from figures collated by Bhorat using Statistics SA's income and expenditure survey. The figures are based on household income in the 2005/06 year. However, according to presidential policy adviser Joel Netshitenzhe, the figure may not necessarily be accurate because state benefits targeted at the poor - and particularly the unemployed - of free basic water and electricity, access to health care and the social welfare grants which now go to over 13 million of the poorest of the poor may not be adequately reflected in the GINI coefficient.

	GINI coefficient index:

This shows the level of income inequality. A value of 1 reflects complete inequality; while a value of 0 reflects complete equality. A GINI coefficient above 0.5 is unacceptably high.


The extracts below come from the publication, Development Indicators 2009 (Presidency of the Republic of South Africa) 

Development indicators 2009

· The real annual mean per capita analysis…shows an improvement in the incomes of the poorest rising from R783 in 1993 to R1041in 2008 (in 2008 Rand). At the same time, however, the income of the richest 10% of the population increased at a faster rate. When the percentage income of the richest and poorest quintiles are compared, the deep structural nature of poverty in South Africa is clear. This structural nature of poverty has a racial underpinning. It seems also that that the lowest rate of improvement is in the middle income ranges. 
· The percentage of households with access to water infrastructure above or equal to the Reconstruction and Development Programme (RDP) standard increased from 61.7% in 1994 to 91.8% in March 2009. 
· As of March 2009, more than 10 million households (77%) had access to sanitation compared to about 5 million (50%) in 1994. Further, government has moved closer to attaining its objective of eradicating the bucket system in formally established settlements. In 1994, 609 675 households used the bucket system, in March 2009 only 9 044 households were using the bucket system. The target date for universal access to sanitation is 2014.
· The estimate number of households with access to electricity has increased from 4.5 million (50.9%) in 1994 to 9.1 million (73%) in 2008. 


(Source: Development Indicators 2009, www.thepresidency.gov.za)

Since 1994, the South African Government has made strides to address the fragmentation and gross inequalities in health infrastructure and health services. In this regard several pieces of legislation have been passed since 1994. The Health Act (Act No 63 of 1977) outlined the priority programmes that needed to be focused on e.g. HIV and AIDS, tuberculosis, maternal health, child health, nutrition, improvement of access to public health facilities and health care, increasing access to medicines, provision of free primary health care for pregnant women and children under the age of six, improvement of childhood nutrition and the management of communicable diseases.

TASK 3 – Identify commonalities

1. 
What would you say is the root cause of health inequalities in both the US and South Africa? 

FEEDBACK

1. 
The main cause of the disparities in health levels in both the US and South Africa are socio-economic inequalities, racial inequalities (ethnic for US), and gender inequalities in South Africa. The gap between rich and poor in both countries is widening, and poverty and poor health persist. Both countries have not acted sufficiently on the social determinants of health within their countries. 

6
CASE STUDY 3: CUBA 



We will now turn back to the underdeveloped countries of the Americas. This time we will compare Cuba, which the World Health Organization (WHO) praised in 1989 as, ‘a model for the world’, with its neighbour, Haiti, which ranks last in the western hemisphere in terms of health care spending. 

There are very few statistics on the health and well-being of the Cuban people prior to the 1959 Cuban revolution, which ended Cuba’s status as a US neo-colony. In 1989, former Cuban President Fidel Castro made available the following statistics for the neo-colonial period (i.e. prior to the 1959 revolution):

· Infant mortality rate exceeded 60 deaths per 1 000 live births

· Twelve mothers died during delivery for every 10 000 births

· There were 6 000 doctors in the entire country, almost all of whom were in the capital city

· Life expectancy was below 60 years of age

· Public health services were nonexistent in the countryside, where more than half the population lived

· There were marked inequalities in health care, for example only 8% of the rural population had access to health care.

In October 1960 the United States imposed a commercial, economic and financial embargo on Cuba, which is officially still in operation. The embargo resulted in an overall worsening of disease and infant mortality rates. However the Cuban government began to rebuild the health care system and its reform is an ongoing process. 

Cuban Government policy focused on achieving equity throughout Cuban society by ensuring universal access to free social services, including health. According to the WHO, “a basic level of food intake and provision of essential goods are assured, with differential treatment for vulnerable groups.” The Cuban Constitution guarantees and promotes the right of all citizens to health protection and care, and provides free medical, dental and hospital care. The State assumes complete responsibility for the national health care system and there are no private hospitals. 

Figure 2 from the World Health Organisation shows the IMR in Cuba from 1980 to 2006. 

[image: image14.emf]
Figure 2: U5MR: Estimated trend and MDG goal Cuba, 1980-2004

Source: i) WHO mortality database ii) World Health Statistics 2006

The extract below comes from MEDICC – Medical Education Cooperation with Cuba. You can download the full article at: http://www.medicc.org/ns/index.php?s=11&p=0 

	The Cuban Approach to Health Care:
Origins, Results, and Current Challenges

Evolution in the Revolutionary Period
Through the pre-revolutionary period before 1959, Cuban medical practice and research were highly influenced by the tenets and scientific approach of the US and French schools. With the arrival of the Fidel Castro government, this turned out to be a plus and a minus: Cuban physicians were highly trained and well respected, but nearly half of them left for the United States when the new government set about drastically reforming the health sector. Thus, from 1959 through 1967…the island of six million people lost 3,000 of its 6,300 physicians and found itself with just 16 professors of medicine and a single medical school. 

Under the mandate of the country’s new leadership - which defined health and education as social responsibilities of government and individual rights of citizens - it would be the job of this lean medical corps to create a unified national health care system, and provide universal, accessible, and free health services to the whole Cuban population. 

In the 60s, physicians at the helm of the new health system took bold steps to recruit doctors for the Rural Health Service, setting up 50 new rural hospitals; establishing over 160 community clinics in urban areas; and initiating the national children’s immunization program. Just as importantly, they moved to train more health personnel. 

In the 70s, the first investments were made in new general hospitals and pharmaceutical production plants. The community clinic (‘polyclinic’) model of primary health care was reinforced and expanded, taking on health education, prevention, and environmental monitoring. Maternal-child health, from the start a priority for the new health system, evolved into the first national comprehensive health program; it would later be joined by three more: infectious diseases, chronic diseases, and the elderly. 

With the collapse of the socialist bloc, Cuba’s island economy lost 85% of its trade in two years, threatening the economy and the health system with collapse. What’s more… the US [tightened its] embargo on Cuba ... The results were devastating: from 1989 to 1993, Cuba’s economy shrunk by 35%; the hard currency available for medicines, equipment and supplies by 70%...Fuel shortages ground transportation and water pumping facilities nearly to a halt; blackouts extended to 16 hours a day…

The remarkable paradox is that…Cuban health indicators held the line…Analysts have explained Cuba’s health results in the face of adversity by pointing to the following key components:

· During the worst years of the crisis, the health status of the population remained a fundamental government priority. 

· Although scarcities abounded, they were shared.

· Key medical resources were centralized and moved to where they were most critically needed. 
· The educational status of the Cuban population itself worked for continued hygiene measures and health education. 
· The dedication of Cuban health professionals was indispensable…
· The health status of the Cuban population, vastly improved by the health care system since 1960, provided a sound foundation which could not be easily eroded. 
· [The] presence of a solid community-oriented primary care network accessible to virtually every family in Cuba. 


In 2009, the WHO statistics for Cuba showed that there had been a further reduction in U5MR to just 5 deaths per 1 000 live births. (The average regional infant mortality rate in 2009 was 16 deaths per 1 000). Other statistics 2009 WHO for Cuba include: 

· Life expectancy has increased to 78 years – the second highest in the Americas. (This is 18 years longer than the average Cuban could expect to live prior to the revolution and two years longer than the regional average for the Americas.)

· Maternal mortality rate has dropped to just over 40 deaths per 100 000 births (see Figure 3).

· Child malnutrition: 0

· Literacy rate was 93% in 2007. 

· Primary school enrolment was 111%

· Access to an improved water source: 95% of population

· Total expenditure on health per capita (Intl $, 2006): 363

· Total expenditure on health as % of GDP (2006): 7.1

The development of human resources for health has been a national priority. Cuba has a higher proportion of doctors in the population than any other country, with 66 000 physicians. Multidisciplinary teams work in comprehensive primary-care facilities, where they are accountable for the health of a geographically defined population, providing both curative and preventive services. They work in close contact with their communities, social services and schools, reviewing the health of all children twice a year with the teachers. They also work with organisations such as the Federation of Cuban Women (FMC) and political structures. These contacts provide them with the means to act on the social determinants of health within their communities.
Much of Cuba’s success is a result of the health system’s integrated approach to care, which emphasises health education, affordable housing, proper diet and other preventative measures designed to improve and prolong life. Cuba has also placed a strong emphasis on equal rights for women. According to Werner D & Sanders D (1997), Cuba’s high levels of health of its children “may in part be because its comprehensive approach to health and well-being is rooted in revolutionary social change built on strong popular involvement” (Questioning the Solution, page 118). You can read more about Cuba’s health achievements in Questioning the Solution, pages 117–118.)

7
CASE STUDY 4: HAITI 



The US occupied Haiti from 1915 until 1934. It opened up Haiti for foreign ownership of land and installed a modern army that supported the 29-year "Papa Doc," Haiti's "President for Life," and his son Jean-Claude Duvalier ("Baby Doc"). They ruled Haiti until protests forced the latter dictator to flee in 1986. The military took over and ruled Haiti, except for a few months, until 1990 when Haiti had its first democratic elections. This brought to office a social-justice government headed by a former Catholic priest, Father Jean-Bertrand Aristide. His election brought hope to those fighting to improve health conditions in Haiti. But in September of the same year, a violent military coup brought a swift end to Haiti’s democracy. Army colonels seized power. 

According to Paul Farmer, in an article called, [image: image15.png]


Short and bitter lives (July 2003), 

“The coup’s immediate impact was severe, with thousands killed and hundreds of thousands displaced. The next three years were catastrophic for healthcare. There were outbreaks of measles and other diseases for which vaccines are available; there were also epidemics of dengue fever.
Haiti’s infant, juvenile and maternal mortality rates are the highest in the northern hemisphere. HIV/Aids and tuberculosis are now the leading causes of death among young adults (with rapes committed by military personnel and their attachés worsening the Aids situation). These infectious diseases are linked to, or worsened by, malnutrition. During the years of the military coup, 1991-94, the nationwide network of clinics and public hospitals fell into disrepair, and most healthcare professionals fled the country. 

The situation began to change when, with UN Security Council resolution 940 providing cover, US troops landed in Haiti in September 1994, toppling the military regime. 

On 15 October Aristide became president, though the country he inherited was described as a field of ruins. A broad international coalition announced plans for $500m in foreign aid. All observers agreed that rebuilding the health and social services infrastructure would be impossible without massive injections of capital. The Inter-American Development Bank (IDB) and financing bodies approved and launched projects to revamp the education, health and transport systems (many roads had been destroyed).”

In 2001 Aristide was elected president for a second term, and it was at this time that the political situation once again began to deteriorate. Artistide was forced out of power in early 2004 and a UN peacekeeping force has been in Haiti ever since. Rene Preval was elected president for a second term in 2006 and since then there have been small improvements in conditions – jobs were created, slums became less violent and there were signs of growth in tourism. 

Haiti’s debt is estimated at 1.7 billion dollars and its creditors - the World Bank, International Monetary Fund, and Inter-American Development Bank and others - have decided to force Haiti’s people to pay for Duvalier’s debt. Haiti pays $1 million per week in debt service - more than its budget for health care, education, infrastructure, or agriculture. As a result of its large debt, Haiti is now the poorest country in the hemisphere.
According to the WHO, in 2005, IMR was 117 to 1 000 live births (see Figure 3) and life expectancy at birth for both sexes was 55 years (in 2004). 

[image: image16.emf] Figure 3: U5MR: Estimated trend and MDG goal Haiti, 1980–2004

Source: i) WHO mortality database ii) World Health Statistics 2006

Estimates for 2008 from the World Bank Group are as follows:

· 50% of Haiti’s people live below the $1 per day poverty line, and 80% of people live under $2 per day. 

· IMR: 85

· U5MR: 80

· Child malnutrition: 29% of children under 5

· Life expectancy: 57

· Literacy level: 61% of people can't read or write

· Access to improved water source: 68% of population

· Primary school enrolment: 94%

· There are 25 physicians and 11 nurses per 100 000 population

· Total expenditure on health as % of GDP (2006): 8%

In short, the Haiti health care system is characterised by the following: 

· A non-functioning public health system; a private for-profit sector; a mixed and private non-profit sector. It is estimated that 40% of the population (mainly in the rural areas) relies on traditional medicine. 

· Contaminated blood transfusions or no transfusions at all

· Unavailability of condoms 

· Prohibitive cost of pharmaceuticals 

· High prevalence of and lack of access to treatment for STDs

· Lack of timely response by public health authorities

· Lack of culturally appropriate prevention tools 

· The highest incidence of HIV/AIDS outside of Africa. 

Poverty, unemployment, gender inequality and political upheaval are the central facts of life for the people of Haiti. There are striking rural-urban inequalities in every type of food and service, and only 5% of rural people have access to potable water. The high infant mortality rate is associated with increased poverty, deficiencies in the health system, and the impact of the AIDS epidemic. Gender inequality has weakened women’s ability to negotiate safe sexual encounters, and this is amplified by poverty. 

In 2010 Haiti was hit with yet another disaster – this time a catastrophic earthquake, which is estimated to have claimed between 100 000 and

 200 000 lives, affected 3 million people, and destroyed vital infrastructure, such as hospitals, air, sea and land transport facilities, and communication systems. The UN Office for the Coordination of Humanitarian Affairs has called this the worst disaster the UN has ever confronted. Although the earthquake was a ‘natural’ disaster, its effects are unnatural. The resulting devastation is due to two factors:

1. The very poor infrastructure in Haiti prior to the disaster, especially in the capital city of Port-au-Prince, which could not sustain the number of people who had migrated there from the countryside in the last decade, in search of work . A similar intensity earthquake in Japan caused hardly any damage to buildings and few deaths.

2. The very low capacity in the Haitian government and very poor social organisation, which has led to a chaotic situation.

	READINGS

Milne, S. (2010). Haiti's suffering is a result of calculated impoverishment. From guardian.co.uk, Wednesday 20 January 2010 

To learn more about Haiti and the history of its health system, download an article by:

Farmer, P. (2003). Le Monde diplomatique, Short and bitter lives. From www.mondediplo.com, July 2003.



	TASK 4 – Compare and prioritise

1. 
Read through the case studies on Cuba and Haiti. As you read, complete a comparative table like the one below. The table helps you to record the data from each case study so that you can firstly see the progress or lack of progress made within each country, and then compare the current health status of each country. 

Cuba

Haiti

Human development data

Prior to 1959 

IMR 

Life expectancy

Maternal mortality rate

Number of doctors per 100 000 population 

Public health services 

Urban/rural health care 

2008

2008

IMR

Life expectancy

Maternal mortality rate 

Number of doctors per 

100 000 population

Literacy rate 

Primary school rate 

Poverty

Child malnutrition (under 5 years)

Access to improved water sources (percentage of population)

2.   
As you read, also identify the key issues that either help to address social and health inequalities or which continue to reinforce them. 

Cuba

Haiti

Political 

Human resources 

Health care approach 

Social determinants

3. 
What can you conclude about the most important factors to pursue to attain advances in health from the four case studies?




FEEDBACK 

1. This is what our table looks like:

	
	Cuba
	Haiti

	Human development data


	Prior to 1959 
	

	IMR 
	Exceeded 60
	

	Life expectancy
	Below 60 years
	

	Maternal mortality rate
	12 per 1 000 births
	

	Number of doctors 
	6 000
	

	Public health services 
	Nonexistent in rural areas
	

	Urban/rural health care 
	8% of rural population had access to health care


	

	
	2008
	2008

	IMR
	5
	85

	Life expectancy
	78
	57

	Maternal mortality rate 
	4
	

	Number of doctors per 

100 000 population
	66 000
	

	Literacy rate 
	93% (2007)
	39% 

	Primary school rate 
	111%
	94%

	Poverty
	
	50% below $1 a day poverty line; 80% below $2 per day. 

	Child malnutrition (under 5 years)
	0
	29%



	Access to improved water sources (percentage of population)
	95% 
	68%


2. Here is what we have included on our table:

	
	Cuba
	Haiti

	Political 
	Health rights and protection are guaranteed in the Constitution. 
	Period of prolonged massive social and political upheaval 

	
	State is 100% responsible for health care system. 
	

	
	Health care is free
	

	
	Training for health care professionals – national priority. 
	

	Human resources 
	66 000 physicians
	There are 25 physicians and 11 nurses per 100 000 population



	Health care approach 
	Comprehensive primary care facilities – curative and preventive services. 

Integrated approach 
	A non-functioning public health system – public, private, for-profit and not-for-profit. 



	
	Multidisciplinary teams
	

	
	Community involvement, social services, schools, social and political organizations.
	

	Social determinants
	Equal access to services for all 
	Worst living conditions in Social determinants not addressed in any formal way

	
	Gender equality 
	

	
	High levels of care for children 
	

	
	Living conditions a priority e.g. affordable housing and nutrition. 
	


3. 
There is evidence that shows a range of priority actions and factors that are necessary to attain advances in health for all. These include:

· Political will and commitment on the part of the government to attain health equity and a more equitable distribution of resources and basic services

· Tackling the social determinants of health and the removal of social and economic barriers to good health – improvements in social conditions are an integral part of human development 

· Commitment to integrated health care and the adoption of a comprehensive primary health care approach 

· Careful management of health resources 

· Integrated health provision including prevention, disease management and promotion

· Doctor/patient ratio and involvement of health care workers and the community 

· Examining, identifying and planning action around the physical, psychological and social factors that affect health. 

· Extensive involvement of the community in decisions that affect them and strengthening the primary and community levels of care 

· Integration of hospital/community/primary care

· Team work 

We began the session by quoting from the final report of the Commission on Social Determinants of Health. We will end with an overview of the Commission’s main recommendations on ways to achieve health equity within and between nations:

1.
Improve the conditions of daily life – the circumstances in which people are born, grow, live, work, and age.

2.
Tackle the inequitable distribution of power, money, and resources – the structural drivers of those conditions of daily life – globally, nationally, and locally.

3.
Measure the problem, evaluate action, expand the knowledge base, develop a workforce that is trained in the social determinants of health, and raise public awareness about the social determinants of health.

(CSDH, WHO, 2008: 2.) 
8
SESSION SUMMARY


In this session we discussed how health inequalities persist within and between different types of countries - high-income, middle-income and low-income countries with differing development status. We saw how all countries, even high-income countries like the US need to strive to close the gaps in health equity in order to improve their health status. Michael Marmot, in the article, Social determinants of health inequalities (Lancet 2005; 365: 1099–104) says that if the major determinants of health are social, then so should the remedies be. The Cuban case study demonstrated how policies that address the social conditions in which people live and addressing human needs, has a major role to play in improving the health of people. 

UNIT 2








Direct Causes





Indirect causes





Diarrhoea & dehydration





3.  Had to work





5. No money to buy food





4. Lack of Food





2.  Poor nutrition 








CAUSES OF RAKKU’S CHILD’S DEATH





Received low wages





Spent to go to hospital





A landless peasant woman





Believed that the hospital could help her





Women and the landless are exploited, disadvantaged





Hospital gave short-term relief and insensitive advice





Landowner owned the land





Structural 





Social 





Biological 





Examples





Social inequality








Social





Inequality





The unequal sharing of resources among different groups of people in society





Relating to people and society





Uneven, not the same





Education





Income





Housing





Access to health care





Access to social services, e.g. clean water, sanitation





Number of nurses and doctors per 1 000 people





Employment





Land





The richest 5th receives 82.7% of total world income





Key to symbols used: 


< fewer, less, less than	> more, more than, higher, longer	X times
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