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Determinants of Health in Africa 

Welcome to Unit 1 in which we consider some of the key factors which affect the health of populations, in Africa in particular. We assume that you have orientated yourself to the field of Public Health through the module you were sent for the Postgraduate Diploma in Public Health called Introducing Public Health: Its Basis and Scope. 

The Centers for Disease Control and Prevention (2007) defines the Public Health intervention process as: 

…defining and measuring the problem, determining the cause or risk factors for the problem, determining how to prevent or ameliorate the problem, implementing effective strategies on a larger scale and evaluating the impact. [But they also note that] In order to eliminate disparities in health, the Public Health approach must take place in the context of a balanced community health system, which includes health promotion, disease prevention and early detection, moving towards universal access to health care.

Achieving this vision through Public Health education is the purpose of this Masters in Public Health programme in which we explore some of the challenges and opportunities for offering effective Public Health by attempting to operationalize Primary Health Care within a decentralized health system.  

Hopefully you have noticed that Primary Health Care (PHC) is an approach to the health of the population, which is favoured in this programme, and is not simply used to refer to a level of care. You may also have noted that PHC is a comprehensive approach which addresses both individual and population-based analyses and interventions. At the core of Public Health is a population-based approach.

The first unit is made up of five sessions: the first one orientates you to key concepts in Public Health thinking - health, Public Health and health systems as well as the importance of the context in which we are located; we then introduce how health, disease and development is measured and represented in Public Health terms and some of the common indicators which are used to do so. This is essential to your understanding and practice in the discipline of Public Health. Those of you who are familiar with these concepts can skim this session and move on to the second session. The second session introduces you to how the health status of a community or population can be described and some of the conventions for doing so. Session 3 focuses on health inequity between countries as well as the origins of and causative factors in health inequity. The link between social development and health improvement is one of the themes that run through this session. Session 4 explores to the relationship of urbanization and health, an issue which has affected population health more and more as people moved from the land into cities all over the world, but particularly on the African continent. The final session of the first unit tries to pull all these threads together in a discussion of health and development presenting a way of defining it beyond purely economic terms. 

The key outcome which this Unit seeks to address is that you will be able to: Use the literature to discuss how political, economic and social factors impact on the health of societies in Africa. 

The five Study Sessions are:

Session 1. Orientation to a Public Health Perspective

Session 2. Describing the Burden and Pattern of Disease

Session 3. Questioning Health Inequity

Session 4. Health, Development and Urbanization 

Session 5. The Relationship of Health and Development

We use a standard format for our sessions, which we believe provides a comfortable learning environment for you. The Tasks in the session are there to be worked through; this we believe is a very important part of your learning; skipping over them robs you of the opportunity to internalize new ideas and to apply those ideas to new contexts. At the outset of each session, we present the intended outcomes of the session. Read them through and then refer to them as you complete the session to assess whether you have actually gained any new knowledge, ideas or skills.

The Readings are listed at the start of the Study Session, and you are directed to them as you work through the Session. Boxes like this (see below) mean the reading is in the Readings sub-folder and are core to the module. The Readings are indexed alphabetically. As a Masters student, you should read them, and more!
	Reading
Birn, A-E., Pillay, Y. & Holtz, T. H. (2009). Ch 4 – The Political Economy of Health and Development. Textbook of International Health. Global Health in a Dynamic World. New York: Oxford University Press: 132 – 140.


In addition, we have placed supplementary teaching resources on the USB flash drive to which you will be guided. There are pdfs of selected articles, a podcast or audio recording, a powerpoint presentation with voice over, some videos downloaded from the internet and a number of large institutional reports which are very interesting published by UNICEF, WHO, etc. As you work through the Module Guide, you will be directed to them. They are freely available from the Internet, but we have saved them onto the USB flash drive because it takes time to download them and therefore expensive. Some of the Additional Resources are needed for Tasks, others may be helpful for your assignments. You’ll see a box like this below when you are being directed to these additional readings.

	Additional Resource

Brandt, A. M. & Gardner M. (May 2000). Antagonism and Accommodation: Interpreting the Relationship Between Public Health and Medicine in the United States During the 20th Century. American Journal of Public Health, 5: 707 - 715.


There are a few things you will have to look at on the Internet which are indicated by this box: there is a great deal of material available to you. One has to be selective.
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	Internet Resource

Read the explanation “Why counting the dead matters” on the WHO website: http://www.who.int/mediacentre/factsheets/fs310/en/index2.html [Downloaded: 2/6/11].


And finally, you will come across Glossary boxes like this: the Glossary is at the end of Unit 3 of your Module Guide. Some of the material there is from the Internet and not considered scholarly. Please note that Wikipedia, for example, is a really helpful source of information to clarify a term or to find references for scholarly articles, but it is not a scholarly source itself. In other words, do not use it in Assignments.
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	Glossary 

We have provided a list of many other websites and surveys in the Resource Section at the end of this module. Look under International Surveys Health Information websites.


It is also very important to remember that as a UWC student, you have access to a vast amount of scholarly literature which is not generally accessible on the Internet. You reach this through the UWC library databases (or listings). UWC subscribes to journals and databases, and your fees give you access to them. You’ll find out how to use them through the SOPH Programme Handbook (which is placed on iKamva) or by visiting the library website, or our librarian when you’re in Cape Town.

To conclude, it would greatly improve the quality of your learning as you work through the module, if you were to obtain a “study diary” or exercise book in which you do the Tasks in the Study Sessions, take notes, and capture ideas for your assignments. This is the key to studying consciously and strategically. See your Academic Handbook for more guidance. We wish you good studying and hope that the programme fulfils your professional expectations!

References

Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. The Public Health Approach to Violence Prevention. Available at: http://www.cdc.gov/ncipc/dvp/PublicHealthApproachToViolence

Prevention.htm. Accessed March 30, 2007.
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Session 1 – Orientation to a Public Health Perspective

Introduction 

Depending on what discipline you have come from – medicine, occupational therapy, social sciences or education for example – your orientation to health is likely to be particular to that discipline, focusing on some areas and issues and not others, prioritising in different ways. Public Health is a branch of the Health Sciences which is trans-disciplinary: it draws from Medicine, Social Sciences and Management Sciences.   

Think for a moment why you have chosen to study Public Health: what in particular drove your decision to study in this field? What did you think it would add to your capacity? Did you respond to a workplace need, or was it an individual interest? What did your prior training not provide?

One of the drivers of the establishment of SOPH’s Public Health programme in 1994 was the changed health ideology underpinning South Africa’s health system at the end of the apartheid era (1994). In order to improve the whole South African population’s health (not just that of white people), a strategy to link activities and structures at different levels was envisaged, particularly incorporating household, community and primary care level. This necessitated decentralization of the health system, and required that the health workforce’s capacity be strengthened to manage services and programmes at population level. In 2001, Sanders and Chopra wrote of this change as the distance learning programme was being delivered for the first time. 

The development of comprehensive programmes which are integrated into decentralized district service inevitably requires transformation of both management systems and practice. Making the transition from a centralized bureaucratic system to a decentralized, client-orientated organizational culture calls for significant investment in developing both management systems and structures, and the management capacity of health personnel.
Of interest in understanding your professional role in the discipline of Public Health is its relationship with medicine. In the 19th century, the two disciplines enjoyed a complementary relationship which was in part destroyed in the early 20th century, resulting in the antagonism which often arises today. For a brief insight into the history of this relationship, you may find it enriching to read this article listed below which explores the changing relationship of the two disciplines – antagonism and accommodation.

	Additional Resource
Brandt, A. M. & Gardner M. (May 2000). Antagonism and Accommodation: Interpreting the Relationship Between Public Health and Medicine in the United States During the 20th Century. American Journal of Public Health, 5: 707 - 715.


This gap between the two fields still exists and is not particularly helpful in the context of health; think why this might be so in relation to your own experience. 

This session aims to orientate you to some key concepts in Public Health and an understanding of the discipline so that you are equipped to embark on studying at a more demanding level. We use parts of the Postgraduate Diploma in Public Health - Introducing Public Health module which you have hopefully already explored. You may wish to skim this session now to ascertain how familiar you are already with its contents. 

Contents

1
Learning Outcomes of this Session

2
Readings

3
Defining Health

4
Taking a Public Health Approach

5
Session Summary

6
References and Further Readings

Timing of this Session

This session has two readings and five tasks. It should take you two to three hours.

1
Learning Outcomes of this Session 
As indicated above, we present intended learning outcomes at the outset of each session. This is so that you can be conscious of your own learning, and work actively to become competent in grasping the session’s concepts, debates and skills. These are the competences which will be assessed through the assignments. Read through the learning outcomes before you start the session; try to establish in which section each outcome is being taught. 

At the end of the session, reflect on whether you have in fact acquired anything new, and if not, review the section or contact the convenor with queries or questions.

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

	· Explore the conceptual vocabulary of Public Health.

· Reflect critically on the effect of your perspectives on health on your practice.

· Discuss the meaning and scope of a Public Health approach.



2
Readings 
The reading listed below can be found in your Readings sub-folder. Use the first author’s surname to find the reading - they are arranged in alphabetical order. You will be directed to them in the course of the session. 

	Baum, F. (2008). Ch 1 –Understanding Health – Definitions and Perspectives. The New Public Health. Third Edition. Melbourne: Oxford University Press: 3 - 16.
Birn, A-E., Pillay, Y. & Holtz, T. H. (2009). Ch 4 – The Political Economy of Health and Development. Textbook of International Health. Global Health in a Dynamic World. New York: Oxford University Press: 132 – 140.




3
Defining Health 

3.1
What do we mean by healthy?
As a health professional, you may take the concept of health for granted, and assume that when you speak to other people about health, you all mean the same thing. It is important to realize that health can mean different things to different people. It is particularly important as a Public Health professional to recognize how our understanding of health may affect the policies we endorse and contribute to, the programme plans and budgets we prioritize and develop and indeed the services that are provided by the state. For example, if the concept, health, only means the well-being of the body, psychological well-being would not be catered for at all. Alternatively, if you believe that a healthy population is a population free of disease, your plans may mainly be driven by a strategy to treat disease (a curative approach) coupled with a strategy to eliminate the causes of such diseases (a preventive approach). 

Our perspective on what constitutes health is not only affected by our education and training but by other elements such as cultural factors, the context we live in, and also one’s own personal interests. In other words, it may be influenced by attitudes and beliefs or even by what you feel would best serve your own and your own community’s needs, rather than the needs of the whole population. This implies that Public Health professionals need to be critically conscious and ethically critical of their own and others’ perspectives on health if the needs of the whole population are to be addressed. 

Clarify your own concept of health by doing this task in your study diary. Try using a mind map or spider diagram, a technique refined by Tony Buzan and introduced in our SOPH Academic Handbook; it is an excellent way to explore ideas, learn new information, clarify your own thinking and make links. Each leg of the diagram represents a new idea. 

	Task 1 – What do you mean by a healthy population?

Take a few minutes to brainstorm what you mean by a healthy population, and what should ideally be included in a definition of a healthy population to ensure the well-being of the whole population. 




Goddard, J. A Mind Map of the Laws of Mind Mapping. Buzan Centre, Australia. [Online], Available: http://www.fuzz2buzz.com/en/node/66 [Downloaded: 26 Nov 2011]
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One of the better-known definitions of health is contained WHO’s 1948 founding definition - that health is “… a complete state of physical, mental and social well-being, and not merely the absence of disease or infirmity”. Although this definition is inspirational, Beaglehole and Bonita (2001) see it as unattainable - because of the population’s “… close interaction with a changing environment” (2001: 3). By this they suggest that the environment, (e.g. the emergence of drug resistant TB, a change of government, a trade agreement which results in the loss of jobs in the garment industry, a tornado) may produce conditions in a country which makes this unattainable. By the 1980s the WHO’s definition of health had been modified to reflect a level of realism - “… the ability to function ‘normally’ in one’s own society” (WHO, 1980s in Beaglehole and Bonita, 2001: 3). What you understand by ‘normally’ will also affect your explanation. Consider who, in your community, is not able to function ‘normally’? Is it those who are physically or mentally disabled, or do you include those living in severe poverty?

Tulchinsky and Varavikova (2008: 57) offer what they call an 

... operational definition [of health] ... : a state of equilibrium of the person with the biological, physical, and social environment, with the object of maximum functional capability. Health is thus seen as a state characterized by anatomic, physiological and psychological integrity, and an optimal functional capability in the family, work, and societal roles (including coping with associated stresses), a feeling of well-being, and freedom from risk of disease and premature death. 

It is important to recognize that in the academic environment, exploring different perspectives and explanations is part of “the rules of play”; so you will find that different authors define health differently, that definitions change over time, and that perspectives are hotly debated. However, it is also part of the rules of academic play that perspectives and arguments are substantiated or underpinned by current evidence or by previous literature on a topic. 

What is important about this discussion is that the way we define health, and the framework of ideas which informs how we understand it, will influence how we address it - in our policies, programme plans and budgets. As Baum (2008: 3) puts it, “Health policies … are shaped by policy makers’ assumptions about what health is”. This is why (as a member of the Public Health community) your understanding of the concept health really matters. 

3.2
Health Perspectives 

Different theorists and authors conceptualise health differently which, in the view of Werner and Sanders (1997), may have a profound effect on the way we go about addressing health problems. They note that “… the way we define the causes of human ills often determines the solutions we seek” (Werner & Sanders,1997: 12). 
Mainstream western or allopathic medicine is dominated by the concept of treating disease or addressing “signs and symptoms and medically diagnosed pathological abnormalities” (Baum, 2008: 4). Baum distinguishes illness from disease, noting that illness “… can be culturally specific, and may have social, moral or psychological aspects” (2008: 4). She discusses the predominance of the “clockwork model of medicine” (or biomedical model) in Western discourse – in which the body is likened to a machine where parts break down and receive attention. However she is critical that this view does not consider it within the “context of the lives of people with disease” (2008: 4). She draws attention to a critical perspective on health influenced by Marxism which recognizes that health is not a neutral biological condition, but rather one which is distributed (usually unequally) in society through the way in which capitalist society is structured. “The system is geared up to maximising profit rather than protecting the health of workers and their families” and becomes “… a defining and controlling mechanism” (Baum, 2008: 10).
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A chapter from Birn, Pillay and Holtz (2009) is included in your Readings and presents three “models” or ways of understanding health. Like Baum, they start with the biomedical model as the leading perspective and follow on with the behavioural model, pointing out some flaws in this perspective. They conclude with a “political economy approach to understanding health and illness” (2009: 134) which is the equivalent of what Baum termed the “critical perspective”.  This approach asks the question - What lies beneath a problem? What are its root causes? - and in particular scrutinizes the system-related or systemic factors that affect health (some of which may arise from a capitalist globalising economy). 

While you read the following sections, develop a mindmap to capture important points, in particular any critical points they make in preparation for Task 2. 

	Readings
Birn, A-E., Pillay, Y. & Holtz, T. H. (2009). Ch 4 – The Political Economy of Health and Development. Textbook of International Health. Global Health in a Dynamic World. New York: Oxford University Press: 132 – 140.

Baum, F. (2008). Ch 1 –Understanding Health – Definitions and Perspectives. The New Public Health. Third Edition. Melbourne: Oxford University Press: 3 - 16.


	Task 2 – Critically review three perspectives

Each of these three perspectives is may be regarded as the explanation of health and illness. In the readings and from your own reflection, provide critical feedback on any flaws in the perspectives. In other words, look “beneath the surface appearance” and try to understand how using this definition of health (exclusively) can negatively affect the population’s access to health. 




Feedback

In considering health, the biomedical model neglects issues to do with socioeconomic status, culture and ethnicity, gender and psychology (Brandt & Gardner, 2000: 711) and is critically appraised for:

· creating a dichotomy (an opposition) between mind and body;

· being mechanistic, implying that “if the body is not diseased, it must be healthy”(Baum, 2008: 4);

· on occasions, promoting discriminatory explanations of particular diseases, e.g. early biomedical perspectives regarded HIV as a “gay plague” (Baum, 2008: 5); 

· fostering a narrow set of Public Health priorities, excluding gender violence, mental health and many aspects of Health Promotion (Baum, 2008: 5). 

· not taking account of individual’s own agency for long term health outcomes such as smoking (according to behavioural psychologists). 

The second perspective, the behavioural model, discussed in Birn, Pillay and Holtz (2009: 134), is not popular in SOPH’s programme as it regards “… health and illness” as a consequence of “… individual or household action … or poor lifestyle choices and personal deficiencies.”  This may in effect be victim-blaming, and needs to be treated with caution. Its effect is to obscure the environmental, cultural and social and economic factors which play a significant role in determining peoples’ health chances, e.g. whether urban women in poorer housing complexes have sufficient access to safe recreational exercise to keep their weight at healthy levels. Although the behavioural model is, in some contexts, a necessary adjunct to other approaches, its focus is to regulate or change individual behaviours, although adherents sometimes take social factors into account (Birn, Pillay & Holtz, 2009).

Your perspective on health and illness is critical in understanding Public Health and the way we present it in this programme. Health is the result of more than our own genes, bad behaviours or bad luck – it is also significantly affected by social, political and economic systems, which contribute to the circumstances of peoples’ lives. In the political economy model, poverty, adequate nutrition, education, access to land or housing, sufficient piped water and safe solid waste disposal (sanitation), known as the social determinants of health (or social factors which affect health), are regarded as equally important in affecting peoples’ health as are bacteria or viruses. The relationship between health and the social determinants is an important theme which runs through this programme and through contemporary Public Health discourse, and will be picked up again in the course of the programme. 

Baum also alerts us to another contemporary theme running through the literature (Cornwell, 1984 in Baum, 2008) – namely the presence of a lay perspective, or the perspective of the population itself. This encompasses the different ways in which ordinary people and health professionals see health and is a topic which has gained importance in recent decades, led in part by Medical Anthropologists. Baum (2008) emphasizes that people do not necessarily treat health issues with the same importance that health professionals do, e.g. why, for instance, do people default in taking medications – what explanations do they use to justify this? Nor do different communities of the lay population see risk in the same way: for example, one group may regard body fat as offensive for aesthetic reasons, another may see it as a sign of well-being. 

This brings a level of complexity to our understanding of health, where cultural, economic, spiritual and individual factors challenge us to think more deeply of the population’s health-seeking behaviours and to question proposed programme interventions in these terms. If we do not know how the participants in our programmes regard a health issue, and whether they see it as a problem at all, our programmes are unlikely to succeed. Qualitative research plays an important role in understanding Lay perspectives.

Finally, one should not forget the diverse set of perspectives which have been completely overlooked in these discussions - complementary and alternative medicines (CAM) (NIH, 2011). Note that here this field has been, for the sake of space, clumped together and defined in relation to western, conventional or allopathic medicine and therefore situated as alternative to the western mainstream. In other contexts, Chinese Traditional Medicine (CTM) might be placed at the centre of the health system, and western medicine would be the competing alternative. This set of perspectives vary according to their particular cultural understandings of health, e.g. Ayurverdic medicine, African traditional medicine, which often continue to exist side by side with western medicine. Such practices may include spiritual beliefs and practices, mind and body practices (such as acupuncture, yoga and meditation), dietary herbal or natural supplements, as well as a range of body manipulative practices (such as spinal manipulation). Although we will not go into these perspectives in any detail, it is again critical that Public Health practitioners recognize and are acquainted with their value for communities where they are practised.

4
Taking a Public Health Approach 

Now that you have thought about the complex issue of health perspectives and their potential impact, we add the next set of concepts to the discussion – Public Health and a Public Health approach.

4.1
Defining a Public Health Approach

What do you understand by Public Health and what do you understand by taking a Public Health approach? Before you start reading a new text, it is helpful to bring your own knowledge of the topic to mind. Learning theorists suggest that this forms a “schema” or foundation for new concepts and learning which is then linked with existing understandings (Anderson, Spiro and Montague, 1984). Mindmaps, as you may have guessed, support this theory of learning.

	Task 3 – Define Public Health

Use a mind map to jot down your own understandings, then write a definition of Public Health.
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Here are a few diverse descriptions of what distinguishes a Public Health approach:

i. “Public health is the collective action taken by society to protect and promote the health of entire populations; in contrast, clinical medicine deals only with the problems of individuals. Public health is broad and inclusive, although it is often considered only from a narrow medical perspective” (Beaglehole and Bonita, 2001: xiii). 

ii. The American Public Health Association (APHA) (2007) defines it as: “the practice of preventing disease and promoting good health within groups of people, from small communities to entire countries” (Baum, 2008: 587). 

iii. Even though slightly dated, Winslow’s 1920 definition is interesting because it emphasizes the rights of citizens and the responsibility of society, an element missing from the APHA definition. He frames it as the “... science and art of preventing disease, prolonging life and promoting health and efficiency through organized community effort for the sanitation of the environment, the control of communicable infections, the education of the individual in personal hygiene … and for the development of the social machinery to insure everyone a standard of living adequate for the maintenance of health” (Baum, 2008: 586).

iv. Placing the responsibility with society, Satcher and Higginbotham (2008: 400) define Public Health as “… what we as a society do collectively, to assure the conditions for people to be healthy”. They note the importance of the social determinants of health at the heart of achieving such conditions, but emphasise the related imperative to remove disparities in health care provision.
v. Acheson summarizes Public Health as: “... the science and art of preventing disease, promoting health and prolonging life, through organized effort of society” (Lucas & Gilles, 2003: 2).
	Task 4 – Critically analyse these definitions of Public Health 

Study these five definitions of Public Health and answer the following questions:

a) Which of the definitions go beyond a clinical approach to health? 

b) Which of them address individual as opposed to population needs?

c) Which of the definitions takes account of the social determinants of health, e.g. by suggesting that housing may need to be improved?

d) Which of the definitions addresses the responsibility of society to develop systems which improve the population’s health?



Feedback

a) All five of the definitions seem, unsurprisingly, to go beyond a clinical approach to health. Check that your brainstormed definition did as well.

b) All of the definitions seem to address the needs of populations, using varied terms such as societies, citizens, people, reinforcing that Public Health engages a population-wide perspective.  

c) Only (iii) Winslow’s definition (1920) explicitly includes the social determinants of health, although (iv) Satcher and Higginbotham (2008) also alert us to the importance of addressing social determinants; they do, however, put it on a par with removing health care disparities. The other definitions allude to “broad and inclusive” actions, “organized efforts” but make no link to social factors which affect health. 

d) Are you surprised that it is (iii) - Winslow’s definition, dating back to 1920, that advocates developing social systems to enable everyone to have a standard which allows them to maintain their health? All the definitions except (ii) – that of the APHA seem to imply responsibility on the part of society to develop systems to improve population health – do you agree?
If any one of these definitions became the national policy definition of Public Health in your country, that definition would define the limits of what could be addressed in the course of implementing policy. This illustrates a point that we made above: how we define Public Health potentially constrains or enables our approach to Public Health planning, intervention, policy development or action. 

As you work through this programme, be conscious of how Public Health is defined. Be aware that we consciously use title case – Public Health, not public health, to denote that we are describing an approach to addressing the health of populations, and not just making a neutral reference to issues related to population health. This dual meaning is one of the factors that makes the field of Public Health still relatively poorly understood. 

4.2 So what is Public Health?

Imagine a stroll by the river … You notice a movement in the water, it’s a baby, drowning! … then another child, half-submerged, floats down in the water struggling for life … followed by five, 10 more … and more and more and more … 
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You become very good at saving drowning children, developing new methods and technology, teaching others, attending international conferences, yet more and more and more and more come struggling down …

What is the possible meaning of this metaphor?

This metaphor aims to demonstrate that if some measures were taken upstream (at the so-called distal level), to prevent babies from falling into the river, much of the individualised, time-consuming and expensive clinical treatment involved in reviving them could be avoided at the downstream (or proximal) level.

In other words, if children’s safety was promoted, and needless accidents prevented, there would be less expensive bio-medical treatment and rehabilitation required. 

Public Health action centres around the distal or upstream level causes, seeking to prevent ill health (or babies from falling into the river) in the first place and to promote conditions that would avoid such accidents, e.g. parent education, community action to avoid accidents, policies which promote a safer environment. So Public Health is centred around preventing disease and promoting good health before clinical treatment is needed. We now look in more detail at the elements of Public Health action.

4.3
The Elements of Public Health Action
Broadly speaking, Primary Health Care actions can be divided into four elements which can be engaged to improve peoples’ health: in the diagram over the page, those in the right column below are population-focused and concentrate on preventing disease or accidents and promoting better health. These are the primary domain of Public Health. In the left column are actions related to therapeutic and rehabilitative action, and are primarily focused on the individual. Together the four quadrants represent the activities of the Primary Health Care approach which will be discussed in Unit 2. 
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	Primarily INDIVIDUAL Focused
	Primarily POPULATION Focused

	A therapeutic approach (sometimes called curative) is a health care approach which emphasizes the treatment of the biological and psychological causes and symptoms of disease through the use of medicine and other therapies.
	A preventive or preventive approach emphasizes preventing or avoiding sickness in individuals and populations, e.g. through vaccinations, malaria tablets, use of sleeping nets to protect against mosquitoes, health education and immunization programmes.

	A rehabilitative approach emphasizes restoring people with an acute or chronic illness to a state of improved health and functioning. For example exercises to improve chronic back pain or nutrition rehabilitation after a severe childhood illness, or in the case of TB, both medical and social rehabilitation may be required.
	A promotive approach addresses the basic social, economic and political causes of ill-health (the social determinants). This can be done at a local level through inter-sectoral interventions directed at households or communities to improve water supply, sanitation, housing, etc. and at an international and national level through advocacy and lobbying of government and policymakers, e.g. to ban smoking in public places.


4.4
Reaching the Whole Population

Note that in the diagram above, prevention and Health Promotion are primarily population focused, whereas therapeutic and rehabilitative approaches (the other two elements of health action) focus on the individual. Do you remember what Baum (2008: 10) said about the danger of focusing only on the individual? 


For many clinically trained professionals, the population-wide focus is the aspect most different from their experience and perspective. Instead of dealing with the curative or rehabilitative aspects of illness or disease, it is as if the Public Health professional stands on a high building or lookout point and surveys the whole community, in order to identify the best strategy for ensuring better health, using Public Health actions as their tools. 

Walley, Wright and Hubley (2001: 2) make the important point that a Public Health professional is responsible for the health of the whole population in the sense of not just those who happen to use their health services or who have easy access to them, but also those who do not use the clinics, or cannot reach them. This might ring a bell for some of you who work with populations in remote areas: we all know how cities tend to be better resourced than rural areas, and how the rural populations are usually the least resourced members of the population. This means that extra effort needs to be made by Public Health professionals to reach those living in remote or under-resourced areas. This is what is known as equitable provision of services, meaning giving everyone a fair chance at accessing health opportunities and services and therefore health. It is the point underpinning the two readings you have encountered in advocating a political economy approach to Public Health. 

While equality implies providing resources in exactly the same quantities to all members of the population, equity is not the same as equality. The concept of equity recognizes that people have different needs and different opportunities in life; it suggests that there should be some level of fairness in distribution, even compensation for those who may need more and often have less. In colloquial terms, this suggests that there should be some means of “levelling the playing field” at least when it comes to health. To make this point more strongly, development theorist Robert Chambers (1983) advocates the biblical phrase that the “last” should in fact be “put first” or that there should be some measure of additional resourcing or access for those whose health has suffered as a result of poverty.  

One of the blurred areas which you may need to clarify is the difference between prevention and Health Promotion. Try to clarify your understanding by doing Task 5.  

	Task 5 – Distinguish prevention from Health Promotion

a) Study the table above. What do you see as the essential difference between prevention and promotion? 






b) Choose a health problem, e.g. maternal and child health, malaria, and write down at least five Public Health actions that have been taken within the health system where you work. Separate them in two columns – one for preventive, one for promotive actions, as in the example of TB below.



	Preventive actions to address TB
	Promotive actions to address TB

	Routine immunization of babies, e.g. BCG vaccination
	Advocate for improved housing 

	Screen HIV+ patients for TB to ensure early detection and prevent transmission to others
	Collaborate with the Housing Department to ensure that houses have adequate ventilation

	Ventilate hospital environments well
	Develop legislation to ensure that cigarette  packages carry health warnings

	Isolate Multi-drug Resistant (MDR) TB cases
	Improve household food security through access to social grant, or agricultural support

	
	Promote healthy eating messages in schools


Feedback

You will have to assess your own example, but use this discussion to guide you. Both prevention and Health Promotion require processes, supportive structures and resources. The essential difference is that Health Promotion is more often undertaken outside the health services and health sector, e.g. the Ministry of Housing or Social Services, with community support and involvement. It may involve advocating new legislation or policy changes and has a strong advocacy and community engagement dimension; on the other hand, preventive strategies are largely initiated and undertaken within the health sector.

The literature also distinguishes levels of prevention and in the model below, Health promotion is incorporated as what is termed “primordial prevention” meaning “earliest formed, or existing since inception”. Read the next section to find out why

4.5
Levels of Prevention 

Prevention strategies are often categorized at three levels – primary, secondary and tertiary, as defined in the table below. Tulchinsky and Varavikova (2008) however, precede these three levels with the Health Promotion level of prevention (which is termed as “primordial prevention” (Joubert & Ehrlich, 2008: 64). This level is defined as “fostering individual and community standards of behaviour conducive to good health, promoting legislative, social, or environmental conditions that reduce individual and community risk, and creating a healthful environment”. Sometimes Health Promotion and the primary prevention level seem to overlap and the differentiation is vague, e.g. some would call tobacco control legislation a preventive strategy, while others might regard it as part of a Health Promotion undertaking. However, Health Promotion tends to involve stronger involvement of the public or community and engages advocacy as an important part of its strategy.

The table below tries to clarify the levels of prevention and provide examples. Note that a TB example is run through column 3 to demonstrate the different levels.  Try to fit your own examples from Task 5 above into the appropriate rows. 


	PREVENTION LEVEL
	OBJECTIVE
	EXAMPLES
	YOUR EXAMPLE

Fill in your examples:
	WHO IS INVOLVED?
	TARGET GROUP

	PRIMORDIAL

(HEALTH PROMOTION)
	Foster healthy communities, individuals and environments and addresses “upstream” determinants which are often “structural”, i.e. related to laws, economics and politics, and may also influence more than one health problem.
	e.g. Public campaigns on road safety; legislation and public education on tobacco control;

TB example: community-based advocacy and legislation for less crowded housing and better nutrition


	
	Persons from many professional backgrounds and sectors working in many different professional settings.
	Entire population with special attention to populations at risk

	PRIMARY PREVENTION
	Primary prevention aims to prevent the onset of a health condition.
	e.g. Through polio immunization; growth monitoring of young children.

TB example: BCG immunization, infection control in health facilities


	
	Health care providers and their support teams, including community members
	Entire population with special attention to populations at risk

	SECONDARY PREVENTION
	Secondary prevention aims for early detection of diseases through screening, or interventions to avoid the spread of disease, or to prevent complications of the disease.
	Pap smears; blood pressure checks for hypertension.

TB example: Treatment of patients with

TB/HIV
	
	Health care providers and their support teams, including community members although health professionals tend to play the major role here.
	Sick individuals

	TERTIARY PREVENTION
	Tertiary prevention (or ‘treatment’) aims at limiting the impact of complications of the disease 
	e.g. Rehydration to prevent dehydration from diarrhoea; rehabilitation of stroke sufferers to avoid falls

TB example:

Treatment of complications of TB such as bronchiectasis with annual flu vaccination and prophylactic antibiotics to prevent secondary bacterial infection


	
	Health care providers and their support teams, including community members although health professionals tend to play the major role here.
	Sick patients


4.6
Levels of Care

While speaking of levels of prevention, we should also note that the different levels of primary, secondary, and tertiary prevention may be undertaken at ANY level of the health service. So you could undertake primary prevention in a primary facility as well as in a tertiary hospital environment. Please note, however, that levels of prevention are different from levels of care within the health service. Levels of care include:
COMMUNITY
PRIMARY, e.g. clinic, health centre
SECONDARY, e.g. district hospital

TERTIARY, e.g. provincial or regional hospital
QUARTERNARY, e.g. central super-specialist referral hospital

Another example to illustrate this confusing point: oral rehydration can be undertaken at community, primary, secondary, tertiary and even quarternary levels. These levels of care are described in greater detail later in the module.
5
Session Summary 
This session has provided an opportunity for you to critically review your understanding of the concepts of health and Public Health. You were invited to consider critically the effect of one’s definition of health on policy and health action, particularly at governmental level; it provided a rationale for a political economy perspective, and an argument for prevention and Health Promotion as the essential elements of a Public Health approach. The area of responsibility of Public Health was defined as population-wide, seeking to act at the distal or upstream level rather than at the individual therapeutic and rehabilitative levels. In the course of this conversation, you were also introduced to a framework distinguishing the different levels of preventive action, but it was noted that preventive actions could take place at any level of the health system. If you have grasped all this, then you are set for Session 2 where you will explore the conceptual vocabulary and data representations required when considering ill-health at population level. Well done! 
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Session 2 – Describing the Burden and Pattern of Disease
Introduction 

This session is introductory. It orientates you to the conceptual vocabulary for describing, discussing and comparing the burden, distribution and pattern of ill-health or disease. Part of the teaching material derives from the Postgraduate Diploma in Public Health module - Introducing Public Health: Its Basis and Scope, (Unit 2, Sessions 1 and 2). You may already have worked through these sessions, since they were sent in electronic form in advance of the commencement of your studies. You will find the module (with some of its readings) on your USB flash drive. After this session, we will assume that you are familiar with the terminology used in these sessions although these concepts will also be elaborated in your Measuring Health and Disease II module. 


This session covers the terminology for discussing the health of a community in the conventional terms of Public Health discourse. We focus on mortality and morbidity, key indicators of health status used in Public Health and Global Burden of Disease studies. We also introduce you to the vast resource of statistics available to you on the Internet. You will find a substantial list in the Resource Section at the end of this Module Guide. 

Through the session, you will become aware of the disparities in healthy status across the world (which is the focus of Session 3). We conclude this session with some discussion of the issue of norms and standards for health achievement.
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Timing

Your time on this session will depend on your background knowledge. 

1
Learning Outcomes of this Session
	By the end of this session, you should be able to:

	· Explore the data required for describing the health of a community and conventions for presenting it.

· Find data on Internet sites.

· Deepen and strengthen knowledge and understanding of mortality and morbidity data and health indicators.

· Demonstrate an understanding of the value of Burden of Disease studies.

· Identify and use international, national and local sources of information on population health. 

· Describe the value of the WHO Global Risk Study.

· Distinguish between standards and targets for health achievement.


2
Readings 
The readings for this session are listed below and are in the Additional Readings sub-folder. You will be directed to them in the course of the session. 

	Additional Resources

UWC, SOPH (2011). Introducing Public Health Module Guide: Unit 2 Understanding Diseases-Session 1 Introduction to Diseases. Cape Town: SOPH, UWC: 53-78.   

UWC, SOPH (2011). Introducing Public Health Module Guide: Unit 2 Understanding Diseases-Session 2 Populations and Health. Cape Town: SOPH, UWC: 79-106.   

Vaughan, J. P. & Morrow, R. H. (1989). Manual of Epidemiology for District Health Management. Geneva: WHO.


3
 The Language of Population Health and Disease

The next step in orientating yourself to Public Health discourse and debates is to familiarize yourself with how we describe the health or ill-health of a population. To do so, we’re going to ask you to do some thinking about the diseases that have the most impact on one of the communities you deal with in your work. The purpose is to give you a chance to use the conceptual vocabulary commonly used in Public Health discussions.

3.1 How would you describe the health of your community?

Think about the community or population with whom you work. If a visiting health official asked you to describe the state of this community’s health, what would you describe in response? 

	Task 1 – Describe the health and ill-health of a familiar community

Brainstorm your ideas around this diagram using the sub-topics to prompt you. 
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Feedback

You are being asked to think about how to describe a population’s health. Obviously 

your experiential knowledge is not enough; but you should at least know what 

sub-topics should be discussed when describing population’s health. In the 

programme that you are studying, we’ll be taking you through some of the sources of 

such information and how to present them. Local information is notoriously difficult to 

access and often of poor quality; you may find some of this information in reports 

from your local Primary Health Care clinic, hospital, district, provincial or health 

department documentation. If your health ministry or local health authority has a 

health policy document or annual report, you might try to get a copy of this to assist 

you. If you emerge from this task determined to improve your local data collection 

situation, then this task was worthwhile. 
As Public Health practitioners we are interested in health and ill-health, but because our goal is to prevent ill-health, we resort to describing the extent of ill-health of the whole population. Adopting a Public Health approach (focusing on disease prevention and Health Promotion) requires us to think primarily of those who are at risk of developing ill-health and would benefit from disease prevention and Health Promotion strategies. At the same time, Primary Health Care adds the dimensions of therapeutic and rehabilitative actions. So we need information regarding diseases that prevail, risk factors for those and other likely diseases, as well as demographic or population information, and environmental information (economic, physical, climatic).

 

One of the first lessons in describing population-wide health is to recognise that there are conventions for doing so, and that specificity is required at all times. By saying this we mean that any health measurement should be expressed:

· in terms of time

· In terms of place 

· In terms of persons 

i.e. when they occur, where they occur and amongst whom they occur. 

	To describe the burden of ill-health in a population, focus on …

Nature of diseases (i.e. types of disease): Is this a nutritional disease, infectious, peri-natal, non communicable, injury-related? The Global Burden of Disease studies (more detail to follow later in this session) have popularized a classification of disease into three groups: this is useful because there is some commonality in the broad underlying determinants of the different groups and this has Public Health implications.

Distribution of disease or risk: Who is affected? Where? In describing who is affected, age, sex, socio-economic group, occupation, ethnic origins are just some of the variables that are used. This is important because some groups are more susceptible to particular diseases than others. As far as place is concerned, it is essential to recognise that disease patterns vary by country and region at international, national and local levels. Data that is presented without reference to location of origin is meaningless. 

Magnitude of disease: How many people are affected/how big is the population affected? Refer to your USB flash drive – Unit 2 – Session 1 Introducing Disease. In Introducing Public Health: Its Basis and Scope, to revise the concepts such as counts, proportions, rates and ratios. Ensure that you understand the difference between two key rates: prevalence and incidence.  

Trends of disease or risk: How is the magnitude of this disease changing over time?

Factors associated with this disease, (i.e. risks): Here we identify attributes, variables or exposures associated with an increased probability (or risk) of a disease. Such preceding factors may be markers for risk or actual causes of disease. They are also sometimes described as determinants.
Impact of disease or risk: What are the health consequences and what socio-economic effect does this disease have on the community?  


At this point, you need to familiarize yourself with all the basic epidemiological terminology which is contained in Unit 2 Session 1 of Introducing Public Health on your USB flash drive. You have also been provided with Vaughan and Morrow’s (1989) introduction to epidemiology. Basic principles of health measurement are discussed in Vaughan and Morrow’s Chapter 2. An introduction to epidemiological information is to be found in Chapter 4, and there is an excellent glossary of terms in Chapter 14. Skim through them and identify what is new to you. Skip over familiar aspects of the chapters. The WHO Report on Global Health Risks … is also well worth knowing about. Take a look at the Contents page so that you are aware of what it offers.

	Additional Resources

UWC, SOPH (2011). Introducing Public health Module Guide: Unit 2 Understanding Diseases-Session 1 Introduction to Diseases. Cape Town: SOPH, UWC: 53-78.   

Vaughan, J. P. & Morrow, R. H. (1989). Ch 2 – Epidemiological Principles. Manual of Epidemiology for District Health Management. Geneva: WHO: 9-20.

Vaughan, J. P. & Morrow, R. H. (1989). Ch 4 – Epidemiological Health Information. Manual of Epidemiology for District Health Management. Geneva: WHO: 33-44.

Vaughan, J. P. & Morrow, R. H. (1989). Ch 14 – ABC of Definitions and Terms. Manual of Epidemiology for District Health Management. Geneva: WHO: 155-188.

WHO. (2009). Global Health Risks: Mortality and Burden Of Disease Attributable to Selected Major Risks. Geneva: WHO. (For enrichment)


There are a number of other key concepts which you would use to describe the health or ill-health of your population. These will be highlighted below, but it is up to you to become really familiar with the above material. When describing the health or ill-health of a population, we might well use mortality statistics which have for a long time been the most available (and reliable) source of health data. 
4
Describing Mortality and Morbidity 
4.1
Counting the dead

In order to assess the health of any community, you are dealing with two core elements – mortality and morbidity (illness). We’ll start with mortality since “… the main source of health statistics remains death statistics” (Beaglehole & Bonita, 1997: 4). An extract follows.
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	Internet Resource

Read the explanation “Why counting the dead matters” on the WHO website: http://www.who.int/mediacentre/factsheets/fs310/en/index2.html [Downloaded: 2/6/11].


	Why counting the dead matters
Measuring how many people die each year and why they have died is one of the most important means – along with gauging how various diseases and injuries are affecting the living – for assessing the effectiveness of a country’s health system. Having those numbers helps health authorities determine whether they are focusing on the right kinds of public health actions. A country where deaths from heart disease and diabetes rapidly rise over a period of a few years, for example, has a strong interest in starting a vigorous programme to encourage lifestyles that will help prevent these illnesses. Similarly, if a country recognizes that many children are dying of malaria, but only a small portion of the health budget is dedicated to providing effective treatment, an adjustment can be made.

Industrialized countries have systems in place for assessing causes of death in the population. Many developing countries do not have such systems, and the numbers of deaths from specific causes have to be estimated from incomplete data. It is widely acknowledged that progress in this realm is crucial for improving health and reducing preventable deaths in the developing world (WHO, 2011). 




Two elements are essential for mortality statistics to be useful:

· one needs to know the size of the population who are at risk;

· one needs to identify deaths (that is gather mortality data) (Beaglehole & Bonita, 1997: 4).
There are a number of purposes for which mortality data is used. They:

· Allow comparisons among and within countries;

· Demonstrate trends in longevity or life expectancy;

· Show trends in death rates for different age groups; and 

· Provide information about the leading causes of death 
                      (Beaglehole & Bonita, 1997: 5).

WHO has produced a comprehensive summary of mortality for each WHO Member State, including levels and major causes of child and adult mortality. Take a look at the mortality profile for your country and bookmark it on your computer browser for later use.
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	Internet Resource

WHO. Mortality Profiles [Online], Available: www.who.int/whosis/mort/profiles/en/index.html
Downloaded: 2/6/11].


4.2 
Finding Data and Understanding Health Indicators

There are many sources of health data on the Internet with which you should become familiar, one of which is the WHO website. 
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	Glossary 

We have provided a list of many other websites and surveys in the Resource Section at the end of this module. Look under International Surveys Health Information websites.


As we have noted, in order to assess the state of health of a population, we collect data by place – for example, a district, a region, a country or a WHO global region. However, to assess how this data (this state of health or ill-health) matches up to world health norms, a set of commonly agreed rates or measures has been developed, called health indicators. An indicator is defined as a ”… measure that reflects or indicates the state of health of persons in a defined population. This could be the total population or part of the population, e.g. infant mortality rate (IMR)” (Vaughan & Morrow, 1989: 160). Understanding the nature and application of indicators is an essential ingredient in working in Primary Health Care programmes. When describing the health of a population, we use key indicators. The value of indicators is that they ensure validity of the comparisons we make, i.e. they make it possible to compare like with like, apples with apples. 

It is important to bear in mind the exact definition of each indicator, or expressed differently, to understand the underlying data that forms the indicator. For example, IMR is an estimate of the probability of infants (one year of age or younger) dying by age 1 per 1 000 live births. Without understanding this definition, the indicator is meaningless. Vaughan and Morrow (1989) introduce the concept and usage of indicators in these pages: read this chapter now before proceeding.

	Additional Resource
Vaughan, J. P. & Morrow, R. H. (1989). Ch 2 – Epidemiological Principles. Manual of Epidemiology for District Health Management. Geneva: WHO: 17-20.




	Task 2 –  Become familiar with a useful website and find definitions for indicators

Here is a task to help you become familiar with a resources available from the WHO. Start at the World Health Organization Home page: http://ww.who.int/. Click on the top ribbon, “Data and Statistics”. You will see a page similar to the one below. Note the two links which are circled for your attention.


	For a start, click on the bottom one – “WHO indicator registry”. In the next window, you will be able to either download a “compendium of Indicator Definitions and Metadata for 2011” [http://www.who.int/whosis/indicators/en/]; or alternatively you can click on “– Access the registry”.




If you “Access the registry”, you will be welcomed; you should then click on the icon of the earth/the globe to “Browse by topic”. Find the mortality indicators. This is what it looks like. Select “Advanced Search” on the top right. 
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	Task 2a: Search for indicator definitions on the WHO data repository
Below is a table of seven common mortality indicators. Find their definitions by “Browsing by Topic”; then copy the definitions into the third column of the table below. See example below. If you have a poor internet connection, you may find it easier to download the pdf and copy from there. Remember that while downloading a pdf, you should not do anything else on the computer, as it slows the download.


	Indicator cluster
	Indicators
	Definition

	Mortality


	Life expectancy at birth (years)
	

	
	Infant mortality rate IMR (probability of dying by age 1 per 1 000 live births)
	

	
	Under-five mortality rate (probability of dying by age 5 per 1 000 live births). Hint: If you are searching the Registry, you will find this under Health Status.
	

	
	Adult mortality rate (probability that a 15 year old person will die before reaching his/her 60th birthday)
	

	1. 
	Mortality and burden of disease attributable to water, sanitation and hygiene. Hint: this is under the topic “Mortality”.
	

	Cause-specific mortality 

	Maternal mortality ratio (per 100 000 live births)
	

	
	Cause-specific mortality rate (per 100 000 population)
	

	
	• Age-standardized mortality rates by cause (per 100 000 population)
2. 
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What we learn about this indicator is that life expectancy at birth is conventionally accepted to be the average number of years a person can expect to live, if in the future this population experiences the current age-specific mortality rates. This indicator is useful in comparing health status in different countries, e.g. for a given set of socio-economic factors, are people living as long as they should or could?

Infant Mortality Rate (IMR) on the other hand measures child survival. Because childrens’ health is so sensitive to context, IMR also reflects the social, economic and environmental conditions in which children (and others in society) live, including their health care. For this reason, it was in the past been used as a proxy measure of a country’s state of development.

Adult mortality is becoming an important indicator for the comprehensive assessment of the mortality patterns of a population. Disease burden from non-communicable diseases among adults or those in the most economically productive age span is rapidly increasing in developing countries, as a result of ageing and health transitions.

Cause-specific mortality (which is for all ages, unless otherwise indicated) is useful for mapping deaths due to a particular priority condition which contributes substantially to mortality. This data is often presented as the top 10 leading causes of death in a community (or less commonly as the top 5 or top 20). The leading causes of death in a country is useful in health planning as it identifies the priorities for prevention and service provision

Maternal mortality rate Deaths arising from pregnancy and childbirth are captured in the maternal mortality rate and are an indicator of the coverage and quality of the health services, since most of these deaths are preventable with medical intervention.

This was a brief introduction to the conventionally accepted health indicators which are used in describing population health. You are not expected to memorize them, but to know where they are and to recognize that when describing a setting, these are the kinds of data you should include, remembering always to be specific, accurate and to cite your source of information. We now move on to exploring the WHO’s Data Repository which you are sure to need in the course of your programme assignments.

4.3
Using the WHO Global Health Observatory Data Repository (GHO)

This is how the WHO Global Health Observatory Data Repository is introduced:

The GHO data repository provides access to over 50 datasets on priority health topics including mortality and burden of diseases, the Millennium Development Goals (child nutrition, child health, maternal and reproductive health, immunization, HIV/AIDS, tuberculosis, malaria, neglected diseases, water and sanitation), non communicable diseases and risk factors, epidemic-prone diseases, health systems, environmental health, violence and injuries, equity among others.In addition, the GHO provides on-line access to WHO's annual summary of health-related data for its 194 Member states: the World Health Statistics 2011. (WHO, 2011a).

Use the Internet to navigate to it. You can also access this page from the WHO Home Page: http://ww.who.int/ , then click on the top ribbon, “Data and Statistics”, then “Data repository”; or you can access it directly using this URL [http://apps.who.int/ghodata/]. 

The Data repository allows you to access data for any indicator via a search function (A), or from a list on the left-hand side of the page (B). For practice, choose “Nutrition” on the left hand side of the page and then choose “Child Malnutrition” then “Children aged <5 years stunted”. 
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The data appears by country, but there are also filters/views allowing you to view the data by gender, age, WHO region and World Bank income group, etc, for some data (indicators). Here is the Child Malnutrition, Children aged <5 years stunted rates for Zambia and Zimbabwe. Note that you can export this data in Excel by clicking on Export (circled below).
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	Task 3: Search for data in the WHO Data repository
Find the up-to-date under-5 mortality rate for male (separately) and female children in Africa. Include previous decades to review the trend. 

Hint: select “World Health Statistics” then “Mortality and burden of disease” then “Child mortality”; use the drop down filters at the top and select – “WHO Regions”, Africa and then male and female.


Feedback

This is what you should have found:

Under-five mortality rate (probability of dying by age 5 per 1 000 live births) for Africa Region

	Male
	Female

	2009
	2000
	1990
	2009
	2000
	1990

	133
	167
	187
	121
	152
	170


Indicators can be compared in different ways – by country, by WHO region and by World Bank Income Group. This would allow you, for example, to track mortality across lower income populations. You should also be familiar with these classifications. 

Map of WHO Regional Offices (WHO 2011)

The WHO Regions: note that the WHO regions do not follow conventional continental boundaries. For example, the following African countries are part of the WHO Eastern Mediterranean Region rather than the WHO Africa Region: Morocco, Tunisia, Libya, Egypt, Sudan, Diboutji and Somalia. 

World Bank Income Groups: the indicators can be viewed in terms of World Bank Income Groups according to the latest Gross National Income per capita. The groups are: 

· Low income countries (LICs), $1 005 or less 

· Lower middle income countries (LMICs), $1 006 - $3 975 

· Upper middle income countries (UMICs), $3 976 - $12 275 

· High income countries (HICs), $12 276 or more 
The classification of countries can be found at the URL http://data.worldbank.org/about/country-classifications/country-and-lending-groups
4.4
The Value of indicators, e.g. Life Expectancy at Birth 

The map that follows of life expectancy at birth for both sexes in 2009 shows that health in African countries in 2009 was poorer than in most other counties in the world. Populations of most African countries have a life expectancies less than 59 years, and many less than 50 years (indicated by the dotted line). Only Morocco, Algeria, Tunisia, Libya and Egypt (coloured a darker shade) have a life expectancy over 70 years. 

Fig 1. Life expectancy at birth. Both sexes, 2009 
Source: WHO. (2011). Global Health Observatory Map Gallery. [Online], Available:  http://gamapserver.who.int/mapLibrary/Files/Maps/Global_LifeExpectancy_2009_bothsexes.png [Downloaded 2 Dec 2011].
Contrast this life expectancy with Canada, most of Europe and Australia which all have life expectancies of over 80 years – they are the darkest coloured countries on the map. Consider how critical this sort of information is for planning health services.   

4.5 
Morbidity Data
Morbidity is the rate at which illness occurs in a particular population. Morbidity data measures how many people suffer from the disease, whereas mortality data only measures the worst cases, i.e. those who die. Morbidity from tuberculosis is, for example, larger than the mortality. It is often difficult to get a complete, valid dataset on morbidity which is why mortality is used more frequently, since not all illness is diagnosed, reported or recorded. Morbidity data is however a useful measure in circumstances where people are severely afflicted but do not necessarily die, as in  many infectious diseases and mental health problems. Here is an example of the most common indicators used to discuss the morbidity of a population. 

	Cluster
	Indicators

	Morbidity

	• Prevalence of tuberculosis (per 100 000 population)
• Incidence of tuberculosis (per 100 000 population per year)



4.6 
The International Classification of Diseases (IDVD)
How do you describe or discuss the different diseases and sources of ill-health? Do you categorize them by cause or do you group them according to their evolution in the human body or perhaps according to the organ they affect? 

Over the years, diseases have been classified in a number of ways, e.g. diseases of the chest, or diseases caused by bacteria, but in 1893, the first edition of an international diagnostic classification system called the International Classification of Disease (ICD) was developed. Since then it has been refined nine times through the work of the United Nations and the WHO, to the point when the current version, ICD-10, came into use in 1994. This very specific system is used by the WHO member states for many types of health and other vital records, including death certificates; the codes are used for a variety of purposes including compiling national mortality and morbidity statistics for the purpose of measuring health and disease.

Read this section of Unit 2 Session 1 starting on page 72.

	Additional Resource

UWC, SOPH (2011). Introducing Public health Module Guide: Unit 2 Understanding Diseases-Session 1 Introduction to Diseases; section 4 Broad Classification of Diseases. Cape Town: SOPH, UWC: 72-75. 




We are gradually building up a repertoire of terminology and key concepts for discussing population health. The next important topic is the Global Burden of Disease or GBD.

5
The Global Burden of Disease Studies 
5.1
Introduction to Global Burden of Disease Studies

When describing the state of health of a population, one might also discuss it in terms of a key concept coined in the early 1990s by the World Bank, the Global Burden of Disease or GBD. 

Here’s an explanation of this important concept:

A burden of disease study is a particular type of study that aims to estimate the overall burden of disease and its causes. This requires substantial amounts of data, including cause of death statistics, incidence of conditions and the duration and severity of the diseases or disability. Most countries, including South Africa, do not have all the requisite data for such a study. However, they do have several sets that can be used together with mathematical models of disease dynamics and population demographics to derive reliable estimates of the burden of disease. An essential component of such a study is a critical analysis of the available data to investigate the agreement between them so as to derive consistent and coherent estimates of the burden of disease (Bradshaw, in Joubert & Ehrlich, 2008: 200-201).
For the purpose of the Global Burden of Disease (GBD) studies, the ICD-10 classification of health conditions was further clustered into three broad groups which would provide a global picture of disease burden which, it was hoped, would be relevant for health policy and planning (Lopez, Mathers, Ezzati, Jamison & Murray, 2006). 

These three disease groups have been incorporated into Public Health discourse to the extent that countries are said to suffer under a double or triple burden of disease, depending on which groups dominate. Arising from the increasing burden of HIV/AIDS in sub-Saharan Africa, some literature has separated it from Group I and created a fourth category, referred to as a quadruple burden of disease.

	Group I
	Communicable diseases, maternal, peri-natal and nutritional conditions. See Group IV.



	Group II
	Non-communicable diseases



	Group III
	Injuries 



	Group IV
	Due to the increasing burden of HIV/AIDS, some countries have separated it from the rest of Group I as a fourth category, as is the case in South Africa.




Take a look at this WHO Internet resource and clarify for yourself when the latest BOD study was undertaken. 

	
[image: image17.png]



	Internet Resource

WHO. Global Burden of Disease.  [Online], Available: http://www.who.int/topics/global_burden_of_disease/en/   [Downloaded: 2/6/11].


Once again, you have been provided with the background to this concept in your Additional Resources sub-folder. Make sure that you are familiar with the topic of the Global Burden of Disease before you move on to the next section.

	Additional Resource

UWC, SOPH (2011). Introducing Public health Module Guide: Unit 2 Understanding Diseases-Session 2 Populations and Health; section 5 Global Burden of Disease Studies. Cape Town: SOPH, UWC: 92-100.   




As you have just read, work prior to the GBD studies had focused on quantifying the global causes of death (mortality); a key feature of the GBD framework was incorporating non-fatal health outcomes (morbidity) to provide an overall measure of population health. The GBD study “used a common metric [or established measurement] to summarize the disease burden from diagnostic categories of the International Classification of Diseases (ICD) and the major risk factors that cause those health outcomes” (Lopez, Mathers et al, 2006:1). How was this done?

To quantify the BOD arising from both mortality and morbidity, the concept of a DALY or a Disability-Adjusted Life Year was developed.
	Quantifying the Burden of Disease from mortality and morbidity

What is a DALY?

One DALY can be thought of as one lost year of "healthy" life. The sum of these DALYs across the population, or the burden of disease, can be thought of as a measurement of the gap between current health status and an ideal health situation where the entire population lives to an advanced age, free of disease and disability. 
DALYs for a disease or health condition are calculated as the sum of the Years of Life Lost (YLL) due to premature mortality in the population and the Years Lost due to Disability (YLD) for incident cases of the health condition:

The calculation is as follows: DALY = YLL + YLD


5.2 
Global disease patterns

In your epidemiology module you will address the broad patterns of disease, but so a broad outline of global patterns is all we provide here. All countries are affected by all groups of diseases, but their impact is related to a set of factors beyond our genes and biology (Birn, Pillay & Holtz, 2009) which include the distribution of socio-economic and political benefits within a country. In the same vein, they note that most of the leading causes of illness and death are preventable and many are treatable, but that structural (socio-political system-related) barriers obstruct implementation, e.g. 10 million children lost annually to largely preventable diseases.  

Over the past century in Western Europe and North America, it has been suggested that the most significant transition has been from Group I to Group II diseases – the so-called Epidemiologic Transition (a term coined by Abdel Omran in 1971) (Birn, Pillay & Holtz, 2009). In Africa, concern is directed to the simultaneous presence of both groups and more worryingly the acceleration of this transition. At the same time, the Epidemiologic Transition concept tends to oversimplify disease patterns which are, as will be argued, tied to the distribution of political and economic benefits as well as socio-cultural patterns.  

Birn, Pillay and Holtz (2009) offer another model of disease patterns structured according to global tendencies, which they term “macro-structural causes”:

“a) diseases of marginalization and deprivation [mostly in LICs, but present also in MICs and HICs];

b) diseases of modernization and work

c) diseases of marginalization and modernization” (Birn, Pillay & Holtz, 2009: 300).

Key to this discussion is for you to recognize that health derives from a complex set of factors which are no longer merely biological.

5.3
What does the burden of disease data tell us about health in Africa?

In this section, we have selected a series of graphs from the WHO Global Burden of Disease Report, to demonstrate how these graphs tell the story of the global disease burden and starkly demonstrate the high burden of disease carried by Africa. 

As a starting point, look at Fig 2 below - Distribution of Deaths in the World by Sex, 2004 - which shows the relative contribution of the three disease groups to the burden of disease across the globe, differentiated also by sex. Non-communicable diseases are the leading causes of death worldwide. HIV/AIDS is contained within Group I. However, what this graph does not show is that the pattern is not constant between regions and income groups, as you will see in Fig 3. 
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Fig 2. Distribution of deaths in the world by sex, 2004 (WHO, 2008: 10) 

Here we can see the GBD divided across the WHO regions. Africa bears the highest burden in terms of death rate, i.e. more people die in Africa between 15 -59 years per 1 000 people. Also the deaths from communicable, maternal and nutritional causes in Africa alone is higher than the deaths from all other causes together in each of the other regions, with the exception of men in Europe.
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Fig 3. Mortality rates among men and women aged 15–59 years, region and cause-of-death group, 2004 (WHO, 2008: 18) 

The next graph (Fig 4) shows the burden of disease for all age groups, measured now in DALYs. Again the burden in Africa is the highest, and Group I causes in Africa exceed the burden from all causes in each of the other regions.  
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Fig 4. Burden of disease by broad cause group and region, 2004 (WHO, 2008: 41) 

Health status in Africa offers a substantial challenge to us all, making your engagement with a Public Health approach an important addition to building capacity in this field. We’ve seen the extent of illness and mortality in Africa, but WHO has also produced a 2009 report on major risk factors for population health. We introduce this report and this way of approaching health in the next section.

5.4 
Global Health Risks
When the Public Health community considers population health, one of the key considerations is the factors that put the population at risk of developing those diseases or conditions. This understanding, you will recognize, drives Public Health preventive and health promotive interventions. So, the WHO re-analyzed their 2004 GBD study data and released a report in 2009 called Global 

Health Risks: Mortality and Burden of Disease Attributable to Selected Major 

Risks. What this report highlights is that more than one third of the world’s deaths 

can be attributed to a relatively small number of risk factors. 

Look at your Additional Resources sub-folder where you will find this 70 page report which has been provided for your interest and enrichment. All the information that follows has been drawn from this report.

	Additional Resource: Reading for Enrichment

WHO. (2009). Global Health Risks: Mortality and Burden Of Disease Attributable to Selected Major Risks. Geneva: WHO.


	Type of risk
	Unit of measurement
	Leading causes in 2004

	Risk of mortality
	Deaths per 

100 000
	high blood pressure 

tobacco use 

high blood glucose 

physical inactivity 

overweight and obesity

	Risk of premature mortality and disability
	DALYs
	underweight

unsafe sex

alcohol use

unsafe water, sanitation and hygiene


The findings of this report proved very significant: the 24 risk factors described in the report are respon​sible for 44% of global deaths and 34% of DALYs; the 10 leading risk factors account for 33% of deaths. Understanding the role of these risk factors is key to developing a clear and effective strategy for improving global health. At country-level too, health planning needs to be orientated towards reducing risk exposure (WHO, 2009).

The profile of risk also changes considerably by age. Some risks affect children almost exclusively: underweight, under-nutrition (apart from iron defi​ciency), unsafe water, smoke from household use of solid fuels and climate change. Most of the health burden from addictive substances, unsafe sex, lack of contracep​tion, iron deficiency and child sex abuse occurs in younger adults. Most of the health burden from risk factors for chronic diseases such as cardiovascular disease and cancers occurs at older adult ages (WHO, 2009).
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Fig 5. Deaths attributed to 19 leading risk factors, by country income level, 2004  

(WHO, 2008: 10) 
You will by now be conscious that substantially different disease patterns exist between high-, middle- and low-income countries as you will see in these two graphs (Figs 5 and 6) representing mortality and DALYs according to income. For colour graphs, refer to the report in your Additional Resources sub-folder. To exercise your graph reading abilities, try to answer these questions quickly in relation to Fig 5.

	Task 4: Interpret a bar graph on the mortality rate in relation to key risk factors

a) What risk factors do not affect populations in high income groups? 

b) Which 10 risk factors cause the most mortalities in low income countries? 

c) How many of the risk factors affecting low income countries are nutrition related? 

d) Are the risk factors in middle income countries more similar to those in LICs or HICs? Can you think why this is so?

e) Which of the risk factors result in Group I diseases?

f) What is the approximate number of deaths from the high blood pressure risk factor globally?


Feedback

Because it’s easy to just look at the answers, we’ve put this feedback at the end of the session. 
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Fig 6. Percentage of disability-adjusted life years (DALYs) attributed to 19 leading risk factors, by country income level, 2004 (WHO, 2008: 10)
	Task 5: Interpret a bar graph on DALYs in relation to key risk factors (Fig 6)

a) Which five risk factor would you prioritise in order to reduce DALYs in low income countries? Which five risk factor would you prioritise in order to reduce DALYs in middle income countries? 

b) What are the key variables in this graph?

c) How many of the 19 risk factors are risks for Group II disease conditions? 

d) What would you say is the value to Public Health practice of the Global Health Risks: Mortality and Burden of Disease Attributable to Selected Major Risks.


Feedback

Because it’s easy to just look at the answers, we’ve put this feedback at the end of the session. 
6
What Levels of Health Achievement are “Acceptable” 

In reviewing country, regional or district-level statistics, you are likely to see wide disparities in achievement between and within countries. You may well ask what level of achievement is desirable or to be expected. Indicators are the statistical tools which we use to make such assessments, e.g. we can compare the IMR for our own countries with that of Canada. However, we also need to ask is Canada’s IMR the world benchmark? The answer is - not really - because each country context is so different. 

Norms and Standards

Instead in Public Health, we refer to norms and standards for health achievement, which are both: 

· those levels that we accept as desirable and normal or average, and  

· those levels that we accept as a measure of comparison. 

Certain norms, such as health staffing ratios depend on the health service model that is being implemented in a country. For example, the Israeli health model is doctor-driven and therefore requires large numbers of doctors in relation to the population, while the health system model in Rwanda requires extension officers. 

If we are to establish country-level or even facility level norms and standards, they can be developed in different ways: you could …

a. Describe what is; measure the average and use this average to compare other achievements. 

b. Describe what can be achieved as highest performance and use this to compare against other achievements.

c. Describe what should be according to local needs, e.g. financing, human resourcing, or in comparison with the IMR or MMR of similar countries.

In the case of mortality rates, how could we judge a country’s performance?  The discussion below Figure 7 illustrates some of the ways in which we could assess performance.
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Fig 7 - Under five mortality (U5MR) 1960 to 2009 in selected countries
We could measure each country against the global average (61 per 1 000 in 2009). On this criterion alone, Nigeria and Tanzania (142 and 108 per 1 000 in 2009 respectively) are doing poorly, but there are other criteria that could be looked at. From statistical evidence, we know that the average U5MR for Sub-Saharan Africa is 129 per 1 000 in 2009. In relation to this, South Africa had a lower mortality rate (of 61 per 1 000) while Nigeria had a higher rate. We could also compare a country with its past achievements, for example, while Nigeria and Tanzania have high U5MRs, they have both decreased significantly since 1995.

We could also expect a country to be on par with countries with similar constraints or enablers to health, for example similar major social determinants or similar means to resource health services. So we would compare a country’s U5MR with that of countries with a similar income level or poverty index, or similar spending on health. 

We could also compare any country against that which can be achieved. For example, it is possible to reduce U5MR to less than 10 per 1 000 (if we think of  Japan’s rate of 3 per 1 000). This then becomes the gold standard which, through social change, public health programmes and medical intervention, we would hope all countries can achieve.

Finally we could compare a country with the target it has set for its own achievement. For example, most countries have adopted the Millenium Development Goals (MDGs) and have set targets for child health to reduce their own U5MR by two-thirds between 1990 and 2015. This is an average reduction of 4% per year. 


[image: image24]
On the other hand, targets are set according to what is both desirable and achievable. We understand targets to be: measurable objectives that need to be achievable, i.e. SMART (Specific, Measurable, Acceptable, Realistic and Time-bound). An example of a SMART target would be: to reduce new HIV infections by 50% in the next 5 years; or immunize 90% of children by their first birthday in the next calendar year.

Here is another example which explains the process of setting such a target. In a district with a low immunization rate, an incremental target might be set. The following process is one option: 

· The previous immunization achievement is reviewed, (e.g. 50% of children were fully immunized by their first birthday); 

· It is decided by how much the district can hope to improve, (e.g. by 10%);

· The new target is 50%+5%, (i.e. 10% of 50) = 55%. 

While 55% is not a desirable level, it is achievable and serves as an incremental target to be improved on as performance increases. Alternatively the target might be set upfront at 90% with recognition that this will require substantial health system strengthening.

7
Session Summary

In this session, you have orientated yourself to the conceptual vocabulary for discussing the disease burden in populations. One thing you should take away from it is that you should use the terminology for measuring mortality and morbidity very specifically when describing diseases; in other words, you should never use key indicators without saying when they were collected (year), where they pertain to (country, region or district), and the source from which the data was obtained. You have also encountered a range of Public Health concepts such as indicators, Burden of Disease, Global Risk factors and standards and targets for health achievement.

Although you will engage with this material more thoroughly in your epidemiology module (Measuring Health and Disease II), it is important that you feel comfortable using these terms, and reading graphs which present such data. In addition, you are strongly encouraged to familiarize yourself with the global health data which is available from websites such as that of the WHO Global Health Observatory Data Repository and other sites. As we have noted previously, the Resource Section lists a number of sites that you should explore, simply so that you know of their existence. In the next session, we will engage in a discussion of the uneven distribution of the benefits of good health and consider the issue of causation in this context. There are a few additional texts that you should be aware of in the list below. 
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9
Task Feedback
Feedback to Task 4 - Interpret a bar graph on the mortality rate in relation to key risk factors (Fig 5)
a) Risk factors that do not affect populations in high income groups: Childhood underweight, Indoor smoke from solid fuels, unsafe water, sanitation and hygiene, suboptimal breastfeeding, Vitamin A deficiency, unsafe health-care injections, iron deficiency.

b) 10 risk factors which cause most mortalities in low income countries: childhood underweight, suboptimal breastfeeding, unsafe sex, indoor smoke, unsafe water, sanitation, hygiene, high blood glucose, high blood pressure, physical inactivity, high cholestrol.
c) Nutrition-related risk factors affecting low income countries: 

d) childhood underweight, suboptimal breastfeeding, low fruit and vegetable intake, vitamin A,  zinc and iron deficiency, high blood glucose, high blood pressure, high cholestrol, overweight and obesity.

e) Middle income countries’ risk factors are more similar to those in LICs. This may be because there is often wide variation in socioeconomic status and health access within middle income countries. Also both LICs and MICs have a growing and substantial burden of non-communicable diseases which are related to hypertension, tobacco use, diabetes and being overweight. Can you think why this is so?

f) The risk factors which result in Group I diseases are unsafe sex (HIV), unsafe water, sanitation and hygiene (cholera, diarrhoea). 

g) The approximate number of deaths from the high blood pressure risk factor is globally 7 500 000.
Feedback to Task 5: Interpret a bar graph on DALYs in relation to key risk factors (Fig 6)
1. The five risk factors which you should prioritise in order to reduce DALYs in low income countries are childhood underweight, unsafe water, sanitation and hygiene, unsafe sex, sub-optimal breastfeeding and indoor smoke from solid fuels.The five risk factors which you should prioritise in order to reduce DALYs in middle income countries are alcohol use, high blood pressure, tobacco use, overweight and obesity, and high blood glucose.

2. The key variables in this graph are global risk factors, percentage of global DALYs and high, middle and low income countries.

3. Nine out of the 19 risks are related to Group II disease conditions: 

alcohol use, high blood pressure, tobacco use, high blood glucose, overweight and obesity, physical inactivity, high cholesterol, low fruit and vegetable intake. 
4. A report like the Global Health Risks: Mortality and Burden of Disease Attributable to Selected Major Risks enables countries to plan Public Health interventions based on evidence and to strategically select factors that simultaneously address a number of risks. It must also be remembered that most of the risks are preventable. It is interesting to see that that micronutrient deficiencies (Vit A and zinc) are both on the list of top 19 risks, and so is illicit drug use. It is also surprising to note that unmet contraceptive need remains a global health risk. 
Session 3 - Questioning Health Inequity
Introduction 

In the next two sessions, we set out to explore “… the proposition that problems of health, development and underdevelopment are intimately linked” (Sanders, 1991). Through these sessions we question the disparity between the disease patterns of Lower, Medium and High Income Countries (LMICs) and explore factors which have led to this situation between and within countries. We ask why, for example, is the U5MR in Central Africa 79 deaths per 1 000 live births, when the rate in Western Europe is 1.4 per 1 000? We will also take an historical look at the relationship of health and a country’s engagement in social development, which is in turn affected by global and local political and related economic policies. 
You are probably by now aware that the major health problems in Lower Income countries (LICs) are generally different from those which dominate in Middle and High Income countries: they impose a greater burden in terms of mortality and morbidity, often affecting different age groups and sexes and requiring different approaches to their solution. In order for the Public Health community to fashion appropriate, acceptable and effective responses to health problems, it is essential to understand not only the nature of these problems, but also their origins. 

Contents

1
Learning Outcomes of this Session

2
Readings

3
Health Disparities

4
Exploring the Origins of Health Disparities

6
Determinants of Health

7
Session Summary

8
References and Further Readings

Timing

Time on this session could, if thoroughly engaged with take you up to four hours. There are three main readings, and a number of other supportive resources, in the Additional Resources sub-folder and on the Internet. There are also 10 tasks. Try to engage with them as this is important to your learning. 
1
Learning Outcomes of this Session
	By the end of this session, you should be able to: 



	· Explore the topic of health disparities and health inequity.

· Familiarise yourself with sources of data on the Internet and interpret them.

· Analyse health inequalities in relation to historical events.
· Use conceptual models to analyse determinants of health in a case study.

· Familiarise yourself with current developments related to the social determinants of health.




2
Readings 
The readings and resources for this session are listed below 

	Sanders, D. with Carver, R. (1985). Ch 2 – Diseases in Underdeveloped and Developed Countries. The Struggle for Health:  Medicine and the Politics of Underdevelopment. London: Macmillan: 14-44.
Werner, D. and Sanders, D. (1997). Ch 11 – Health Status in Different Lands at Different Times in History – A Comparative Perspective Questioning the Solution: The Politics of Primary Health Care and Child Survival. Palo Alto, California: Healthwrights: 77-86. 

WHO, CSDH (Commission on the Social Determinants of Health). (2008). Executive Summary. Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health. Geneva: WHO: 1-33. [Online], Available: http://www.who.int/social_determinants/thecommission/finalreport/en/index.html [Downloaded: 12.1.12].


	Additional Resources

Podcast. SOPH, UWC. Sanders, D. (2011). A Discussion of the Causes of Malnutrition. Cape Town: SOPH, UWC.
Rosling, H. Life Expectancy and Background Notes for Life Expectancy. [Online] Available: http://www.gapminder.org/downloads/life-expectancy-ppt [Downloaded: 2/6/11].  
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	Internet Resources

Rosling, H. Gapminder. [Online] Available: http://www.gapminder.org/desktop/
 [Downloaded: 2/6/11].
Rosling, H. How to use Gapminder Desktop. [Online] Available: http://www.gapminder.org/desktop/ [Downloaded: 2/6/11].  
Rosling, H. (2006). TED broadcast: Hans Rosling shows the best stats you've ever seen. [Online] Available: http://www.ted.com/talks/hans_rosling_shows_the_best_stats_you_ve_ever_seen.html [Downloaded: 2/6/11]. 

Rosling, H. (2007). TED broadcast: Hans Rosling's new insights on poverty.
[Online] Available: http://www.ted.com/talks/hans_rosling_reveals_new_insights_on_poverty.html [Downloaded: 2/6/11].  



3
Health Disparities
Before we start this topic, you’ll need to become familiar with the terminology currently used in this field. In many older publications, the terms First, Second and Third World are used; these terms were coined in 1952 during the Cold War period (the 1950s to 1991) to denote political alignments, differentiating countries according to social, political and economic levels; these terms are no longer accurate since the end of the Cold War. 

In other readings, countries are classified in economic terms, as developed, developing or underdeveloped countries, concepts which imply a hierarchy of both achievement and need. This terminology has lost favour as you will read, because the terms suggest an “evolutionary” sequence of development suggesting that all countries move from a state of underdevelopment through a process of industrialization to a state of greater development, in line with the norms of the west (Esteva, 1993). You’ll notice that we have used Lower, Medium and High Income Countries (LMICs) in this module, a classification adopted by the World Bank, and which you have already encountered in the last session. Explore this classification further by looking at the Glossary section at the end of this Module Guide; it’s under World Bank Classifications of Countries.
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	Glossary - World Bank Classifications of Countries 




In this section, we initiate the discussion of health disparities with some illustrative graphs. 

3.1
Population Level Evidence of Health Disparities

“One of the greatest success stories in international health over the past half century has been the dramatic reduction of overall infant and child mortality around the globe. In 1960 there were 20 million deaths of children under the age of five; by 2006 this had been improved to 9.7 million (4.8 million in sub-Saharan Africa alone) through improved sanitation, maternal and child nutrition, vaccination, and primary health care interventions. Despite this progress, the numbers remain appallingly high – equivalent to 26 000 children dying every day, nearly all from preventable causes …” (UNICEF, 2008 in Birn, Pillay & Holtz, 2009). 

In the previous session you were introduced to a range of health indicators which we are now going to use. Although UNICEF and others used to consider the Infant Mortality Rate (IMR) as “… the best indicator of a population’s overall health level” (Werner & Sanders, 1997: 75), the mortality rate of children under 5 (U5MR) is now believed to be “the most sensitive indicator of a general level of ‘development’” (Birn, Pillay & Holtz, 2009) and a truer reflection of population health. The map below shows the high U5MR in most African countries, compared with other parts of the world.
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Take a look at the map above on the Internet to see it in colour at WHO Global Health Observatory Map Gallery. [Online], Available:  http:

//gamapserver.who.int/mapLibrary/Files/Maps/global_underfivemortality_2010.png

On this map, the darkest areas represent an U5 mortality rate of 100-199 per 1 000 population. The countries with this rate in 2010 included Angola, Zambia, Mozambique, the Democratic Republic of the Congo, Central African Republic, Ethiopia, Somalia amongst others. The only Asian country with a similarly high U5MR is Afghanistan. At the next level - 50-99 U5 deaths per 1 000 – we find South Africa, Zimbabwe, Tanzania, Uganda and Kenya, Ghana, and Senegal. In 2010, these countries showed the same rate as India. 

Below you will find another representation of the U5MR, shown up to 2002, which graphically shows the distribution of U5MR in LICs in Africa and Asia – these are the countries which are swollen out of their usual proportions, while the high income countries (HICs) of Western Europe, the Americas, Japan and Australia have been shrunk to represent their low U5MR. “The region with the highest death rate in this age group was Central Africa, where there are 79 deaths per 1 000 live births. This is three times more than the world average [in 2002]. The region with the lowest death rate is Western Europe, where 1.4 children aged 1 to 4 died in 2002 per 1 000 live births” (University of Sheffield, 2002). By 2010, the mortality rate for U5s was far worse, 100-199 per 1 000. What do you think is driving this increase?


Mortality 1-4 Year Olds: Territory size shows the proportion of all deaths of children aged over 1 year and under 5 years old, that occurred there in 2002
In 2002 there were

 almost 3.2 million 

deaths of children aged 

under 5 years, but not 

under 1 year old. The distribution of these 

deaths is: 29% in 

Southern Asia, 26% in 

Northern Africa, and 

18% in Southeastern 

Africa. The territory 

with the most deaths of children aged 1 to 4 in 

one year was India, at 

670 thousand.

The University of Sheffield. Worldmapper. [Online], Available: http://www.worldmapper.org/display.php?selected=264 [Downloaded: 30 .9.11].

Now take a look at the bar chart (histogram) below, which represents the U5MR for WHO’s six regions compared to that of HICs in the top bar. The HICs (which are in each region) are used to represent the standard that can be achieved given a favourable economic situation. The graph was compiled from the WHO World Health Statistics 2011 report and graphically illustrates global health disparities. 
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Another way of looking at the health disparities across the world is to compare age at death or life expectancy. Orientate yourself by looking at a powerpoint presentation developed (for secondary schools) by Hans Rosling which you’ll find in your Additional Resources sub-folder. It’s called Life Expectancy and is accompanied by his Background information to the Life Expectancy powerpoint. After watching it, jot down his key messages about life expectancy.

	Additional Resource

Rosling, H. Life Expectancy and Background Notes for Life Expectancy. [Online] Available: http://www.gapminder.org/downloads/life-ex0pectancy-ppt [Downloaded: 2/6/11].  


Now study these pie charts of 2008 world data representing age related mortality in LICs, MICs and HICs (WHO, 2011). Your task is to try to describe what you notice in writing, an important skill for Public Health professionals. 
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	Task 3 – Interpret pie charts and compare age at death across LMICs
Write a paragraph comparing age at mortality between LMICs.



Feedback

Here is an example of such a paragraph, but obviously there are many ways you could have constructed it, and different elements you could emphasise. What you should, however, illustrate is the strong contrast in age at mortality between LICs and HICs: 

What WHO’s 2008 data illustrates is the extreme disparity between low and high income countries as regards age at death. Of all the deaths that occurred in 2008 in low income countries (LICs), 40% were under the age of 15 years, compared to 15% in middle income countries (MICs), and 1% in high income countries (HICs). In MICs, the majority of those who died (45%) were between 15 and 69 years of age, a slightly higher percentage than the 43% who died at this age in LICs, and much higher than the 28% who died at this age in HICs. In stark contrast, HICs show 71% of those who died were over 70 years of age, whereas only 17% of those in LICs were able to live into their 70s: the pattern in 2009 in HICs is one of low child and youth mortality and high longevity, while in LICS, it is the reverse.  

Next take a look online at the Gapminder site (details below) or by downloading it to your Desktop and exploring its versatility. If you download it, you can use it without the Internet. 

Gapminder is a Swedish non-profit venture for developing and providing free software that visualizes human development. Rosling had advocated for publicly-funded databases to be made accessible to the public and has designed software to connect separate databases so that users, such as ourselves, can compare variables of interest across these databases. This has been done in collaboration with universities, United Nations organizations, public agencies and non-governmental organizations (Gapminder site). On the site (see below) is a 3:44 min video called How to use Gapminder Desktop which shows you how to install the programme on your computer and to create your own graphs. All you have to do is choose two variables of interest (an independent x variable and a dependent y variable), and the period in years that the graph should cover. You can add a title to your graph, and store it, which is called bookmarking in this software; and you can then set the speed at which you can view this transition across the years.
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	Internet Resources

Rosling, H. Gapminder. [Online] Available: http://www.gapminder.org/desktop/
 [Downloaded: 2/6/11].
Rosling, H. How to use Gapminder Desktop. [Online] Available: http://www.gapminder.org/desktop/ [Downloaded: 2/6/11].  



Using Gapminder, we can create interactive graphs which show the relationship between two variables over time or for any given year since the data became available. 

In this 2007 graph, each bubble 

represents a country, coloured according 

to continent. The size denotes the size 

of the population. The x (horizontal) axis 

represents the independent variable of 

interest (for example income) and the y 

(vertical) axis represents the dependent 

variable of interest. In other words, y

changes according to the position of x. What

can we conclude from this graph?

	Axis
	Variable type
	Example 

	X (horizontal) axis
	Independent
	Income per person (comparable dollars)

	Y (vertical) axis
	Dependent
	Life expectancy in years

	
	
	Life expectancy depends on income


To further widen your overview of health disparities, as well as the range of sources of such data on the Internet, watch a couple of short videos (called TED Talks) by Hans Rosling, who is a highly entertaining presenter. They are in your Additional Resources sub-folder. We have also included the texts of these two talks in the same sub-folder; if you watch online, you can click on “subtitles”, and read these while you listen. As you watch, jot down the key messages which Rosling raises. 

	Additional Resources

Rosling, H. (2006). TED broadcast: Hans Rosling shows the best stats you've ever seen. [Online] Available: http://www.ted.com/talks/hans_rosling_shows_the_best_stats_you_ve_ever_seen.html [Downloaded: 2/6/11]. 

Rosling, H. (2007). TED broadcast: Hans Rosling's new insights on poverty.
[Online] Available: http://www.ted.com/talks/hans_rosling_reveals_new_insights_on_poverty.html [Downloaded: 2/6/11].  



	Task 4 – Listen for key messages in these videos
While you watch or read these presentations, jot down key messages relating to:

- data

- income disparities
- social or economic development


Feedback

Rosling is not only entertaining, but also critically debunks some of the unquestioned myths of development economics and health. Some of his key points are set out in these four boxes; note the use of the concept “association”:

	The value of data

The data drawn from these large publicly-funded data bases is good enough to use to assess global health disparities (gaps), as the margin of error is less than the differences between countries.

The data is very useful in generating hypotheses about relations. It is possible to show associations. However these associations are not necessarily causal. Because there seems to be a relationship, we cannot necessarily postulate that the one variable is the cause of the other; there may be other factors. Further statistical testing is required.


	Social and economic development

There is a strong association between income and child survival over time. Using further statistical methods, it is possible to show that 80% of the variance in child survival between countries can be explained by differences in income. This demonstrates that economic growth leads to health improvement. Yet the data also shows that those countries that have healthier populations develop faster economically. This is then a motivation for investment in social development (leading initially to improved health), then as a stimulus to economic growth.

	Disaggregated data

Health and development vary considerably across countries in the African region (and within countries too). It is therefore important to separate out data to explore these differences. A single health and development strategy for African countries is not appropriate.  
	Income dichotomies

Data shows that previously used income dichotomies such as “industrialised and non-industrialised” no longer exist. There are many countries which lie between the rich and the poor represented by growing emerging economies. The old labels no longer apply.


Now that you have touched on the issue of distribution of health, an issue which you will explore in more detail in your epidemiology module, we will now take up the issue of the historical origins of health disparities – but first read the case study of Thembi, from the Eastern Cape in South Africa, which provides a focus for our continuing discussion. 

5
 Exploring the Origins of Health Disparities
5.1 Illustrating Health Inequity

Read this case study about child malnutrition and try the task that follows. Note that this case will be picked up at various points in this module. 

Case Study. The Revolving Door: Child Malnutrition in Mount Frere, Eastern Cape Province of South Africa 
This little girl, Thembi, is 14 months old and lives with her grandmother in a homestead in the Mount Frere district, Eastern Cape Province, South Africa, about an hour from the Sipetu Hospital by bus. Her grandmother receives a pension of 948 SA rands per month (approx $135 in 2008), but this supports two other grandchildren and herself. She keeps chickens but cannot grow a vegetable garden because rain has been erratic and the homestead has no running water. Thembi’s mother has not managed to access the Child Support Grant (a welfare safety net payment) as she is not functionally literate and has been unable to apply for the South African identity document which is needed to access the grant. 
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(Illustration : Sarah Allderman, 2012)

Thembi was breastfed for one week, but after that her mother returned to domestic work in the city. Although her mother tries to visit once a month, the cost of transport and lost earnings makes this difficult.  

For the past few months, Thembi’s grandmother has been feeding the little girl a thin porridge, but in the last two weeks she has not been eating well. She has become miserable and irritable, and prefers to be left alone, not moving at all unless her grandmother carries her.
 
On February 8th, grandmother became worried because Thembi’s stomach was distended; she gave the baby an enema. That night Thembi passed three loose stools and was very restless. She quickly drank the water that her grandmother gave her and then vomited. On the morning of the 9th February, grandmother took Thembi to the hospital, a journey which cost R20 one way. This also involved walking for 20 minutes to reach the bus stop. As she was in a hurry, grandmother did not manage to prepare porridge for Thembi. 
Grandmother and Thembi waited for two hours for the bus. By the time they arrived at the hospital it was 11h00 and the Outpatient Department was packed with people. Thembi looked weak. She had not had anything to drink because her grandmother was afraid she would vomit on the bus. They waited in the outpatient queue for one hour and then Thembi was seen by the Sister. By this time she was even weaker and she was taken to the ward immediately. There was no porter to escort grandmother to the ward so she did not get there until 13h30. 

When Thembi was admitted, the nurses noted her very thin shoulders, ribs, upper arms and thighs. Her skin was loose when the Sister pinched her skin and it took 4 seconds to flatten. Her feet were also swollen (oedematous) and a dent remained when the Sister put pressure on her ankle. The skin on her feet was dark and cracked. Her stomach was distended. Her thin hair had become reddish, and her weight was found to be 60% of what it was supposed to be. Her pulse was weak and fast (Ashworth & Burgess, 2003).

She was diagnosed with marasmic-kwashiokor (severe wasting and oedema), and dehydration. Because of her weak pulse she was regarded as “in shock”. She was immediately put on an intravenous drip of 15ml for an hour and warmly covered. A Sister stayed with her and monitored her pulse and respiration rate to avoid overload with fluids. In the second hour another 15ml was administered and then replaced with oral rehydration using ReSoMal (10ml per kg per hour) for five hours. Gradually Thembi’s pulse became normal and a starter formula was used for three hourly feeds with added potassium and magnesium (Ashworth & Burgess, 2003).

Thembi’s grandmother could not stay overnight at the hospital because she had to look after the other grandchildren. Two weeks later (21st  Feb), when she returned, the nurses suggested she take Thembi home. By then, she had gained a little weight in the last week, she had no oedema and was eating well. Because the child was still underweight, however, grandmother was given a packet of instant porridge and milk powder to take home. The nurses instructed grandmother to give Thembi eggs, vegetables and high-energy food. 
 

By the beginning of April, however, Thembi was back in the ward with the same condition. The nurses shouted at grandmother saying that she had neglected the child by not feeding her properly.

	Task 5 – Why is Thembi trapped in the “revolving door”?

This story may be similar in your country. Think of a child like Thembi in your own context, where she lives and under what circumstances. Re-name her if you like. Brainstorm why a child in your context might become malnourished. Would she relapse six weeks later? What might be similar or different to Thembi’s situation in your context?


Feedback

Keep some notes since we are going to provide this feedback after we have taken this story a stage further. 

This is an individual story to make the issue of health inequity more concrete. As Public Health professionals, we try to address the situation of individuals like Thembi, but at population level. We are therefore interested in population level prevalence of malnutrition, often at global level, because that data reveals the disparities so starkly, and shows us what can be achieved and where action is most urgent. But in trying to understand what sort of action could be taken, it is always important to understand the historical and political factors which have contributed to Thembi’s situation. As is found in this case, it is not enough to treat her physical state of malnutrition; it will simply happen again. 

5.2
This is not the “natural state of things”

So far in this unit, we have made the point that health is affected by more than biomedical factors. Rosling made the link between income and mortality: the link between income and infant mortality is even more stark. Indeed, poor social conditions should not to be seen as the “natural state” of things, and only in rare cases the result of natural disasters. In the past 150 years, they have rather been the result of global and national political events, further affected by governance issues and resultant social policies. This is particularly the situation in Africa and other regions of the world which fell under the colonial exploits of Europe in the 19th century and earlier. Imperial exploitation of the natural and human resources of the world had a profound and lasting impact on the health of populations in colonized countries, many of which are now the LICs of the World Bank’s classification system. 

History can teach us a great deal about health and how to improve peoples’ health. The fact that disease patterns in today’s poorer countries are very similar to those which existed in today’s richer countries a century and a half ago is a reflection of broader social inequalities and poverty both between and within them. Even within HICs, mortality and morbidity are greater among the poor and the lower classes than among the rich and higher classes. 

To gain a more detailed insight into the disease patterns of LICs (called underdeveloped in this reading), consult this chapter which you’ll find in your Readings from David Sanders’ The Struggle for Health. Although the data is from the late 1980s, the chapter draws out a number of principles relating to disease in underdeveloped or low income countries, highlighting the intertwined nature of disease in infancy and nutritional deficiency. Through a discussion of disease conditions in 19th century England, Sanders draws parallels with common living conditions in urban slums in Africa. Note that the author uses the term “underdeveloped” to describe LICs, quoting John Berger and Jean Mohr’s 1975 assertion that “An economy is underdeveloped because of what is being done around it, within it and to it”. In other words, he uses the term to convey a critical judgement of those who have caused the situation, and not a value judgement of the population of that country.

	Reading
Sanders, D. with Carver, R. (1985). Ch 2 – Diseases in Underdeveloped and Developed Countries. The Struggle for Health:  Medicine and the Politics of Underdevelopment. London: Macmillan: 14-44.



An important point that Sanders makes in the section Disease in Nineteenth-Century Europe (p25) is that the mortality trend in England and Wales turned downward (after 1841) long before medical treatment for tuberculosis, scarlet fever and whooping cough were developed, mobilised by “reduced exposure … and a stronger response to infection” (Sanders, 1991: 36). If there were ever an argument to be made for the preventive approach this is it, but the mechanisms of such prevention which you will find listed on page 36 are even more important. He suggests that since the early 1800s, “the huge fall in illness and death resulted from: improved living standards which along with three other factors (which you should list below) contributed to preventing disease, and reducing the need to revive babies from the river, if we return to an earlier metaphor. 

	Sanders points out that the huge fall in illness and death in the early 1800s resulted from:

1.

2.

3.

4.




Furthermore, the chapter you have just read makes the point that health disparities also occur within countries, South Africa being a leading case in point. This is further discussed in the session on urbanization and health that follows. 

The next reading (Werner & Sanders, 1997) elaborates on the significance of the gradual improvement in nutrition and living conditions for health in Europe along with Public Health measures, emphasising again that the discovery of smallpox and BCG vaccinations as well as antibacterial drugs played a relatively minor role late in the period. However, the authors also emphasize that when social conditions in poorer countries declined in the wake of colonization, so did health. The authors note that this material may “sometimes read like a lesson in history or politics” rather than health care arguing that “… for too long, health has been widely looked upon as an issue apart from the real problems of society” (Sanders, 1991: xii). Use Task 6 to focus your reading. 

	Readings
Werner, D. and Sanders, D. (1997). Ch 11 – Health Status in Different Lands at Different Times in History – A Comparative Perspective Questioning the Solution: The Politics of Primary Health Care and Child Survival. Palo Alto, California: Healthwrights: 77-86. 
Sanders, D. with Carver, R. (1985). Ch 3 – Health, Population and Underdevelopment. The Struggle for Health: Medicine and the Politics of Underdevelopment, London, MacMillan: 45–70. 


	Task 6 – Analyse health inequalities in relation to historical events

As you read about the complex ways in which economic, political and social factors have played themselves out in the lives of different populations, and how generating wealth and the use of power have had radically different consequences for different populations, use the questions below to guide your reading.

a) What parallels do you see between England 1750-1850 and colonized countries of Africa (see Werner and Sanders, 1997, Development in the ‘Developed World’ p77ff)? 

b) Write a paragraph in your own words, explaining the concept of the “development of under-development” in colonized countries (see Werner and Sanders, 1997, p78 and Sanders and Carver, 1991, p 63ff). If relevant, apply it to your own country.

c) How do these authors explain the improvement in health in England and Wales between 1838 and 1871?  




Feedback

In the mid 18th century in England, a profit-led agricultural revolution took place, and feudal land arrangements were replaced by the very unpopular land enclosure strategy, where land was consolidated into larger units owned by wealthy and powerful landlords. The majority peasant population (three million) were thus forced into the role of wage labourers in the period 1761-1801, and those who could no longer find employment became a reservoir of industrial labour in the decades that followed. This resulted in a surplus production of crops, and paradoxically poorer masses whose health declined accordingly.

From the 1830s onwards, industries were re-organized to increase their output, and the demand for home based production, such as hand spinning and weaving was overtaken by the massive potential of factory production. Technology - steam engines - made production more efficient, but cheap labour was the chief requirement. The urbanization of the populations who had been affected by the Enclosure Movement was even more devastating to masses of poor labourers who were obliged to work under appalling conditions and live in squalid, overcrowded lodgings, subject to exploitative employers, epidemics and poor nutrition. Illness and discontent eventually led to protest from 1819 onwards, leading to the formation of labour unions, and the 1848 Public Health Act, and by the 1870s, sanitary measures addressing housing, sanitation and water supply amongst others were under way. However, to keep expanding their wealth, capitalist industry required raw materials from other continents, but also expanded markets: spun cotton, for example, was mainly exported to colonial markets during this period.

The effect of imperialist colonization in Africa (as well as the Americas and Asia) shows parallels and was similarly devastating to indigenous populations and their subsistence economies; it tore apart their cultures and brought diseases to which they had not previously been exposed, e.g. smallpox and measles. Raw materials were plundered, and worse still, tens of millions of human exports (slaves) were shipped to America between 1619 and 1867. Again, an agricultural revolution was imposed on populations by private individuals driving the capitalist economic system, which in turn affected the health of the populations. Loss of their land, and imposed cash economies meant that the colonized citizens had to take jobs in the agricultural and industrial businesses of the colonizers, in order to buy food and pay taxes in the new cash economies. Not only was the personal wealth and lifestyle impacted, but so was the social fabric and health of these populations. 

Werner and Sanders (1997) make the point that capitalist exploitation of colonized populations led to economic devastation for former subsistence economies; social disruption, poverty, reduced food production for local populations, a decline in nutrition and new diseases that resulted from colonization was to affect the populations of these countries profoundly. However the interests of colonizing countries were changing, affected by oversupply which was due to mechanization of industry, finite markets and by the 1860s, England and Europe faced large scale unemployment, falling wages and economic depression. To aid their own economic conditions, leading capitalist interests began to amass smaller industries into monopolies, turning to the colonized countries to expand their market. During the twentieth century, this resulted in economic power being massed in giant corporations early in the century, and this trend expanded after the Second World War. Known as transnational or multinational corporations, they started as mining and agricultural industries, but have expanded to manufacturing to make use of cheap organized labour. Werner and Sanders (1997: 79) write: 

As happened in feudal England, wealthy interests (both foreign and domestic) have appropriated large tracts of land from small farmers in order to grow cash crops. The introduction of large scale agribusiness – promoted by foreign aid as a form of development – has left millions of Third World rural inhabitants landless. … So the majority of landless peasants migrate to urban shantytowns in search of work in a disturbing repetition of the urban drift of nineteenth century England.  

Does any of this sound familiar in your country?

If you haven’t yet been struck by two graphs on page 76 of Werner and Sanders (1997) - Figures 3-2 Infant mortality rate by year in England and Wales, Fig 3-5 Decline in TB in England and Wales before drugs, please look again. You’ll notice that the tipping point in Fig 3-2 is 1901: and on page 50, Sanders and Carver (1991) recount the rise of trade unions in the 1880s in protest against government’s minimal public spending on social services (except education), and the “polarization of wealth and living standards” which led to the formation of the Labour Party at the turn of the century. In other words, improved living conditions did not come about automatically with economic growth: pressure was exerted on behalf of the poorer masses. Although this drop in IMR was mainly through reduction of infectious disease prevalence, it preceded antibiotics and vaccines. The second graph illustrates the decline of TB in England and Wales before the development of Streptomycin and the BCG vaccination in the 1940s and early 1950s. Here the relationship of TB reduction to better housing conditions is easier to understand. In other words, we should never forget to look to living conditions and government policy in the face of poor population health.   

This Feedback is a much simplified account of a complex historical process which has resulted in many of the Public Health problems which all of us face today – a landless poor who migrate in ever-increasing numbers to become the urban poor for whom living conditions remain inadequate; and as in 19th century England, many of their health problems result from the absence of well-known Public Health strategies to address poor sanitation, poor access to water, over-crowded housing and under-nutrition. Not everyone would agree with the views expressed in the above readings of the processes of development and underdevelopment, but it is important to recognize that poor health in Lower Income Countries is not the result of some natural evolutionary process, nor some individual’s personal defects; nor is it beyond our capacity to address poor health in Lower Income countries: the problem is firmly lodged in historical events which should be remembered when policy and planning is under way; and the message from a century ago should sound as loudly as it did then – that health improvement  was achieved under similar circumstances through improving poorer populations’ living conditions first and foremost.

In the next session, we look at the growing urban population and how this affects the role of Public Health workers. But before we do that, we consolidate the point about addressing living conditions in contemporary and expanded terms through a discussion of the social determinants of health and causation of ill-health. 
6
Determinants of Health 
So far in this session, we have focused on how the U5MR (the indicator of poor development and health in a country) is far higher in LICs. Through the above two readings, links were made between declining social conditions and poor health, or conversely better living conditions and improved health; furthermore it was suggested that while economic activity with social benefits leads to better health, poor health negatively affects economic activity. There is therefore no logical reason why social support for poorer populations should not be the priority of every government, but as we know, this is not the case. To try to throw light on this topic, we will now explore this issue at a conceptual level, using some of the explanatory models of how health is determined.

6.1 Public Health Models of Causation

To set the scene, think back to the discussion in Session 1 of preventive strategies for toddlers at risk of falling into the river, rather than the intensive clinical demands of attending to their injuries. It was a metaphor for addressing the “upstream” or “distal factors” rather than the “downstream” or “proximal” factors. In this model of the determinants of health, the layers of factors influencing health are represented as layers of an onion, moving outwards from biological factors such as genetic predisposition and exposure to infection to behavioural, social and structural factors. Structural factors includes “political, economic and cultural structures that shape health and health patterns” and is termed “by these authors as the societal determinants of health” (Birn, Pillay and Holtz, 2009: 310). 








	Task 7 – Brainstorm examples of health determinants to understand the model

To clarify this model for yourself, think back to Thembi’s malnutrition: identify two examples of each set of factors which may have contributed to her poor health. 

a) Biological factors/ determinants

b) Behavioural factors/ determinants

c) Social factors/ determinants

d) Structural factors/ determinants
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Feedback

Werner and Sanders (1997) note that “… the way we define the causes of human ills often determines the solutions we seek” (Werner & Sanders,1997: 12). This is what makes identifying the causes of ill-health so important. 
a) Biological factors, causes or determinants: nutritional deficiency is a key factor in Thembi’s health, but it is in turn affected by (b), (c) and (d); exposure to poor quality water in her state of compromised health may lead to diarrhoea.

b) Behavioural factors: Thembi is not really independent enough to be influencing her own health through her own behavior; in an independent individual, able to make food choices, a tendency to eat non-nutritious foods might be a factor in under-nutrition. Alcohol and drug abuse might be considered behavioural factors although there are often social and structural factors which underpin them.

c) Social factors: Thembi’s family circumstances appear to have the most profound impact on her health: the absence of her mother who has to go to a city to work rather than stay and breastfeed her baby, her mother’s inadequate education with regard to accessing the Child Support Grant, Thembi’s grandmother’s poor economic circumstances and poor education with regard to not recognizing the implications of Thembi’s distended stomach, have all contributed to Thembi’s condition. Her grandmother, like so many others in South Africa receive a pension, but this is inadequate to support her own needs and those of the children in her care. 

d) Structural factors: Drawing the line between social and structural factors can be difficult: however, for social factors, we look at the situation of the individual in his or her community; for structural factors, we look to the sources of that social situation. The source of all the social factors above can be traced back to the racially divided political history of South Africa; the lack of agricultural or economic development in the so-called “homelands” to which African women and children were relegated has played a major role in the underdevelopment of many black South African communities, particularly rural populations. Poor roads, weak health and services infrastructures, expensive transport relative to the population’s means, a century of inferior education and destruction of family infrastructures have all taken their toll on Thembi’s current life chances. In summary, all of the following factors (and more) can be regarded as structural factors which have determined her health:
· Education

· Work opportunities and income

· Diet and food security 

· Access to basic needs – water, sanitation, etc

· Access to care (health and welfare)

· Low levels of social capital or community infrastructural support

· Provision of health and welfare information and access to services
It is also important to reiterate that one’s understanding of the causes of a particular health condition or disease shape one’s response. Across the centuries, a number of explanations and more recently models or explanatory diagrams have been developed to explain causation, each informing a particular kind of health response. Take a look at the audio powerpoint (in which the lecturer talks you through a set of slides) presented by Dr Vera Scott in your Additional Resources sub-folder called A Public Health Understanding of Causation. It may help you to focus your attention if you watch it with these questions in mind.

	Task 8 – Consider different Public Health explanations of disease causation

a) What according to Hippocrates were the sources of disease?

b) How long ago was it suggested that contagions were caused by living organisms?

c)  What is the essential difference between the miasma and contagion theories of disease? 

d) When was Germ Theory developed?

e) What are the three factors in the Ecological Model? Give an example of each in Thembi’s case. Does the model adequately explain her illness?

f) What does Dahlgren and Whitehead’s model add to the previous models discussed?

g)   Which models are most suitable to exploring the causes of malnutrition? 


	Additional Resource

Scott, V. (2012). A Public Health Understanding of Causation. Audio powerpoint. Cape Town: SOPH, UWC.


Since the answers are in the presentation, we won’t repeat them here, except to give a response to question (g) - that the models which best explain malnutrition are the Web of Causation, the UNICEF model and Dahlgren and Whitehead’s Social Model. What is important about these models is that they help to illustrate the complex range of integrated factors which affect health at population level, serving as a tool for Public Health practitioners to plan interventions beyond biological agents and vectors. 
You are now asked to use the UNICEF Conceptual model to systematically explore the causes of Thembi’s malnutrition. The value of this framework, developed in the 1990s, is that it is based on collective experience in nutrition programming globally; it is set up to ensure that you recognize the different levels (social, structural, etc) of factors. “The framework is used at national, district and local levels to help plan effective actions to improve nutrition” (UNICEF, 2008).
This framework can be applied in different cultural, geographic and economic situations, and in each application, the particular causes of malnutrition will be local and specific which is also a strength of the model. However, as with any tool, it is only as useful as the user allows it to be. The more specific you are about identifying the causes, the more useful it is in informing subsequent strategies to improve the nutritional status of the community in question (Swart, Chopra, Sanders, Gachui and Alexander, 2005). The model can also be applied to other health conditions.

	Task 9 – Use a Conceptual Framework to analyse the causes of Thembi’s situation
Your task is to identify the causes of Thembi’s malnutrition using the UNICEF Conceptual Framework which was introduced in Dr Scott’s powerpoint presentation above. In the Additional Resources sub-folder you will find further background information for this Task in a folder called Resources for The Revolving Door. Amongst them is a podcast (audio recording) of David Sanders discussing the topic. You can listen to it now, or as Feedback on the Task.
Using the terms presented in the Conceptual Framework (immediate, underlying and basic causes) and the background information mentioned above on the area where Thembi and her grandmother live, as well as any additional information you can find about this context, answer these questions:

a) What could be the immediate* cause/s of Thembi’s malnutrition?

b) What could be the underlying** cause/s of Thembi’s malnutrition? 

c) What could be the basic*** cause/s of Thembi’s malnutrition?  

d) Why is it important for health professionals and planners to investigate these different levels of cause in order to address malnutrition?  
e) What value does the UNICEF Conceptual Framework offer you as a Public Health practitioner? See Pelletier (2002) under Resources for the Revolving Door in the Additional Resources sub-folder. 




	You will find a UNICEF Conceptual Framework diagram over the page.

In the framework malnutrition and child death are viewed as two of the manifestations of a multisectoral development problem that can be analyzed in terms of the immediate, underlying and basic causes. The immediate* causes are inadequate dietary intake and infectious disease; the underlying** causes are household food insecurity, inadequate maternal and childcare and inadequate health services and health environment; the basic*** causes include formal and non-formal institutions, political and ideological superstructure, economic structure and potential resources.  Although more refined versions of this framework have since been developed, (e.g. adding female education just below the underlying causes and distinguishing human, economic and organizational resources), all of them contain the basic elements shown in the figure below (Pelletier, 2002).


For this Task, refer to these resources in the Additional Resources sub-folder:
	Additional Resources 

Chopra, M., Sogaula, N., Jackson, D., Karaolis, N., Ashworth, A. & Mc Coy, D. (2001). Poverty Wipes Out Health Gains. (2001). ChildrenFIRST, 6(40): 16-18.

Pelletier, D. L. (2002). Toward a Common Understanding of Malnutrition: Assessing the Contributions of the UNICEF Framework. World Bank/UNICEF. 
UWC, SOPH. (2011). Setting Description for a Case Study: The Revolving Door: Child Malnutrition in Mount Frere, Eastern Cape Province of South Africa. Cape Town: SOPH, UWC. 

Podcast, SOPH, UWC. Sanders, D. (2011). A Discussion of the Causes of Malnutrition. Cape Town: SOPH, UWC. 


	UNICEF CONCEPTUAL FRAMEWORK FOR MALNUTRITION

 IMMEDIATE CAUSES


 UNDERLYING CAUSES




 BASIC CAUSES




Feedback

Take a look at the Table of suggestions which you will find in the Additional Resources sub-folder. It is called “Unit 1 Session 3 Task 9 Suggestions for UNICEF Framework Task”. 

Keep your analysis for further work when you reach Unit 2 and consider how the Primary Health Care approach could assist in Thembi’s situation. If you haven’t done so already, listen to the podcast (audio recording) in your  Additional Resources – and also in The Revolving Door Folder: in it Prof David Sanders is interviewed by Nikki Schaay and they discuss the causes of Thembi’s condition using the UNICEF Conceptual Framework to guide the conversation.  

6.2
The Social Determinants of Health 

The broader level factors which influence health, termed Basic and Underlying factors in the UNICEF Conceptual Framework, are also known as “the social determinants of health” and are described by WHO (2009) as: 

… 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. The social determinants of health are mostly responsible for health inequities - the unfair and avoidable differences in health status seen within and between countries. 
This description suggests that structural arrangements shape population health disparities and inequity of health between and within countries. An important part of this description is the idea that certain differences in health status are “unfair and avoidable”; this is one of the key topics in contemporary Public Health practice – working towards addressing the unfair and avoidable determinants which lead to poor health. Developing recognition of the importance of the social determinants of health has been a hard won battle which has taken 30 years to gain substantial support. 

Governments have been slow to acknowledge the importance of the social determinants of health. Asked why this may be so, Prof David Sanders responded:
I think there are three major reasons for such neglect: firstly, health and population health continues to be influenced in much of the world by the biomedical approach, so medical interventions and technologies are nearly always the first strategy suggested to combat health problems since they have the allure of quick results. A good example is the current promotion of a very expensive vaccine against rota-virus, a cause of diarrheoa in children. However, this and other forms of infectious diarrhoea can be significantly reduced by environmental improvements particularly water, sanitation and less crowded living conditions. The voice of “medicine” is often loudest and easily influences those who make health policy - Ministers of Health and their senior civil servants; the medical industry, especially pharmaceutical companies are also influential. 


The second major reason is that influencing social determinants requires “inter-sectoral collaboration”, that is the working together of different sectors (e.g. housing, water, education, etc) with the health sector. A good example is provided by considering the problem of infectious diarrhoea: this remains one of the top three causes of death of young children and also entails considerable expense for the health sector. It is clear that most cases of diarrhoea are due to poor environments yet there are few examples of health departments working fruitfully with sectors and professionals concerned with water and sanitation infrastructure or with the communities living in these environments. There are similar deficiencies in inter-sectoral collaboration surrounding “health” problems such as trauma from interpersonal violence, or road traffic accidents. And there are numerous other examples.

Thirdly, many social determinants are insufficiently understood by and are also beyond the control of Ministries of Health, and increasingly beyond the control of national governments. For example, in the past few decades, diets consumed in both poor and rich countries, especially by poorer sections of the population, have changed dramatically. Processed and “fast” foods now constitute a much greater fraction of many people’s diets. This is ultimately a result of the concentration of food production, processing and marketing amongst fewer and fewer enterprises – the transnational food corporations. So, to achieve improvements in peoples’ diets now may require not only nutrition education but also changes in food and trade policy – which lie outside of the control of the health policy makers. Very often, the necessary changes in trade are extremely difficult to undertake because of global agreements (negotiated by the World Trade Organization) which limit the ability of (especially poor) governments to change existing trade patterns and indeed economic decisions. There are similar examples for other social determinants, and all of them imply fundamental changes in economic power.

(David Sanders, Emeritus Professor at the School of Public Health, University of the Western Cape, Dec 2009).

An important global step towards addressing the social determinants of health was embarked upon in March 2005, when former Director-General of the WHO, Dr JW Lee set up the Commission on Social Determinants of Health (CSDH) to measure and understand the problem better and to take action against structural inequity to improve the circumstances under which populations live. The CSDH, which completed its report in 2008, is 

… a global network of policy makers, researchers and civil society organizations brought together by the World Health Organization (WHO) to give support in tackling the social causes of poor health and avoidable health inequalities (health inequities).  [It was formed] to bring together evidence on what can be done to achieve better and more fairly distributed health worldwide, and to promote a global movement to achieve this. [Over three years], it gather[ed] and review[ed] evidence on what needs to be done to reduce health inequalities within and between countries and to report its recommendations for action to the Director-General of WHO. Building partnerships with countries committed to comprehensive, cross-government action to tackle health inequalities was integral to this. Experts were brought together to gather evidence, and civil society organizations also participated in the process (WHO, 2009).

We will touch on the findings of the Commission in the course of this module through an investigation into the links between health and social development as it is key to addressing “the corrosive effects of inequality of life chances” for a large portion of the world’s populations (WHO, 2009). Based on compelling evidence, the Commission made three overarching recommendations: 

1. Improve daily living conditions, including 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 – globally, nationally and locally. 

3. Measure and understand the problem and assess the impact of action (WHO, 2008).
“Skim read” the Executive Summary of the Commission focusing on the following topics. 

	Additional Resource

WHO, CSDH (Commission on the Social Determinants of Health). (2008). Executive Summary. Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health. Geneva: WHO: 1-33. [Online], Available: http://www.who.int/social_determinants/thecommission/finalreport/en/index.html [Downloaded: 12.1.12].


	Task 10 – Key points from the executive Summary of Closing the Gap in a Generation: Health Equity Through Action on the Social Determinants of Health 

a) Who should be involved in implementing each of the recommendations? (p2)

b) How can “equity from the start” be accomplished? (p4)

c) What is meant by “social protection”? (p10)

d) Which of the key principles of universal healthcare are being implemented by your government? (p12) 

e) What aspects of government and the economy have the potential to affect health and health equity? (p16)

g) On page 16, it is suggested under Fair Financing that mechanisms are established “to finance cross-government action on social determinants of health, and to allocate finance fairly between geographical regions and social groups”. What challenges would you anticipate in your country? 

h) How does gender inequity affect health according to the report? (p22)
i) What is the argument for “evidence for action”? (p30)
j) How feasible is “closing the gap in a generation” in your opinion? 


You may also want to take a look at an online module (link below), called Global Learning Device on Social Determinants of Health and Public Policy Formulation. It’s a two section course produced by Mark Akerman for the Pan American Health Organization PAHO/WHO in February 2009 “… to raise awareness of and provide insight into the Social Determinants of Health (SDH)” and is targeted at those “… who are engaged in designing action programs, policies and plans for SDH”. 
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	Internet Resource
Akerman, M. (2009). Global Learning Device on Social Determinants of Health and Public Policy Formulation. [Online], Available: http://dds-dispositivoglobal.ops.org.ar/curso/[Downloaded: 12.1.12].


Especially interesting are the Links that this module provides.
7
Session Summary

This has been a long session but has covered many key topics for your programme: we have discussed the existence and some of the determinants or causes of health disparities between and within countries. We have made the link between living conditions and health and health and economic growth. Hopefully you have recognised the importance of addressing the social determinants of health if we are to change the life chances of toddlers like Thembi. We have also introduced you to several conceptual frameworks or are tools for thinking through health problems at levels beyond their biological causes. 

Hopefully you are becoming more at home with reading academic texts, and making acquaintance with the huge range of resources on the internet. In the next session we will explore the topic of urbanization, and it’s effect on population health. Then finally, we will try to draw together all these threads in Session 5, while exploring the topic of health’s relationship with that elusive concept, development.  

8
References and Further Reading



· Annan, K. (12 Feb 2000). United Nations Press Release No. G/05/2000. [Online], Available: http://www.unescap.org/unis/press/G_05_00.htm [Downloaded: 18.7.11]. 

· Ashworth, A. & Schofield. (2003). Improving the Management of Severe Malnutrition. Oxford:  Macmillan Publishers/AED. 

· Beaglehole, R. & Bonita, R. (2001). Public Health at the Crossroads: Achievements and Prospects. Auckland, New Zealand: Cambridge University Press.

· Berger, J. & Mohr, J. (1975). A Seventh Man. Harmondsworth: Penguin.  

· Birn, A-E., Pillay, Y. & Holtz, T. H. (2009). Textbook of International Health.  Global Health in a Dynamic World. New York: Oxford University Press
· Esteva, G. (1993). In W. Sachs (ed). The Development Dictionary: A Guide to Knowledge as Power. Johannesburg: Witwatersrand University Press & London & New Jersey: Zed Books: 7-25. 

· Friis, R.H. & Sellers, T.A. (2004). Epidemiology for Public Health Practice. 

· Pelletier, D. L. (2002). Toward a Common Understanding of Malnutrition: Assessing the Contributions of the UNICEF Framework. World Bank/UNICEF. [Online], Available: http://www.tulane.edu/~internut/publications/WB_Bckgrd_Pprs/Narrative/NarrativeonePelletierfinal.doc [Downloaded 20.1010]. 
· Swart, R., Chopra, M., Sanders, D., Gachuhi, D. & Alexander, L. (2005). Public Health Nutrition: Policy and Programming. Cape Town: School of Public Health, University of the Western Cape. 

· Ted Talks. (2011). Profile of Hans Rosling. [Online], Available: http://www.ted.com/speakers/hans_rosling.html [Downloaded: 29.9.11].

· University of Sheffield. (2011). WHO Global Health Observatory Map Gallery. [Online], Available: http://gamapserver.who.int/mapLibrary [Downloaded: 28.9.11].

· UNICEF. (2008). The State of the World’s Children. Focus on Nutrition. New York: UNICEF. [Online], Available: http://www.unicef.org/sowc98/ [Downloaded: 8.8.2010]. 

· Werner, D. and Sanders, D. (1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival. Palo Alto, California: Healthwrights

· WHO. (2008). The Commission on Social Determinants of Health. [Online], Available: http://www.who.int/mediacentre/news/releases/2008/pr29/en/index.html  [Downloaded 17 Dec 2009].

· WHO. (2009). The Social Determinants of Health. [Online], Available: http://www.who.int/social_determinants/en/ [Downloaded 1712 09].

· WHO. (2011). WHO Factsheet: The Top 10 Causes of Death [Online], Available: http://www.who.int/mediacentre/factsheets/fs310/en/index1.html

S


Session 4 - Health and

Urbanization 
Introduction 

Since the 1950s, populations shifting from rural to urban environments have been “… one of the defining features of the world” (Baum, 2008: 340). In some regions, Africa in particular, urbanisation has been rapid, and this has thrown up a set of problems many of which have a determining effect on urban populations’ health. Baum cites the WHO list of problems associated with rapid urbanisation, and here are some of them: consider their health implications before starting the session. 

Problems Associated with Rapid Urbanisation (WHO, 1993 in Baum, 2008: 341)
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	· Increased population density, overcrowding and congestion

· Transport and mobility problems and pollution

· Increased biological, chemical and physical pollution of air, water and land from industrialisation, transportation, energy production and commercial and domestic waste

· Large populations in squatter settlements and shanty towns, often occupying urban land subject to landslides, floods, and other hazards. These people come to from an underclass without full citizen rights …




These are just some of the problems listed by WHO; others will be discussed in the course of this session. Session 4 - Health and Urbanization constitutes an introduction to issues underpinning urbanization and how it affects the health status of those that live in and move to cities. We also look at how urbanization affects peoples’ health particularly under conditions of rapid urbanization as is the case in Africa.

While you work your way through this session, take notes, perhaps using a mind map to problematize how urbanization affects the health status of populations that live in cities where you work or have worked. 

Session Contents 

1
Learning Outcomes of this Session

2
Readings 

3
Defining “Urban” and “Urbanization”

4
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6
How Urbanization Impacts on Health

7
Session Summary

8 
References and Further Reading

Timing of this session 

This session should take you 5-6 hours. There are five readings and nine Tasks.

1
Learning Outcomes of this Session 


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



	· Explore the concepts urban and urbanization.

· Interpret graphs on population trends.

· Apply emerging urbanization trends to your own country.

· Describe the drivers of population growth 

· Exemplify the contribution and nature of push and pull factors driving migration.

· Interpret urbanization as a Social Determinant of Health.
· Discuss how urbanization affects health.



2
Readings 



You will be referred to the following readings in the course of this session.
	Publication details 

	People’s Health Movement, Medact & Global Equity Gauge Alliance. (2008). C4 Urbanization. In People’s Health Movement. Global Health Watch 2: An Alternative World Health Report. New York: Zed Books: 140-153.

	Boadi, K., Kuitunen, M., Raheem, K., Hanninen, K. (2005). Urbanization without Development and Health Implications in African Cities. Environment, Development and Sustainability, 7: 465–500.

	Harpham, T. (2009). Urban Health in Developing Countries: What Do We Know and Where Do We Go? Health & Place, 15: 107– 116.

	UN-HABITAT/UNESCO. (2008). State of African Cities Report 2008.  4 – 8. [Online], Available: http://www.unhabitat.org/pmss/listItemDetails.aspx?publicationID=2574 [Downloaded: 28.3.11].

	Unger, A. & Riley, L.W. (2007). Slum Health: From Understanding to Action. PLoS Medicine, 4: 1562-3 [Online], Available: http:// www.plosmedicine.org /[Downloaded: 21.11.11].


3
 Defining “Urban” and “Urbanization” 

Before reading how others have defined it, take a few minutes to define the concepts “urban” and “urbanization” using spider diagrams like this for your brainstorm.




Now look at how definitions and understandings of “urban” vary. The United Nations Human Settlements Programme, UN-HABITAT, which “is the United Nations agency for human settlements … mandated by the UN General Assembly to promote socially and environmentally sustainable towns and cities with the goal of providing adequate shelter for all” [http://www.unhabitat.org] defines it thus:
Interestingly, the United Nations (UN) definition of “urban” allows countries to decide on their own definition: Why do you think they do so? 

The United Nations recognizes that from one country to another, there are differences in the characteristics that distinguish urban from rural areas, and that no single definition would be applicable to all countries; they therefore recommend that countries establish their own definitions in accordance with their own needs. On the other hand, the term “urban” is defined differently within different disciplines and for different purposes. 
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When reading about urbanization, you will find that population thresholds for classifying settlements as “urban” vary widely: Greenland, a European country associated with Denmark is an interesting example. It is the world’s largest island but also the least populated country in the world. In consequence it has elected to use a population threshold of 200 to define “urban”, which is significantly lower than other countries; yet it is appropriate to the low population density in Greenland. 

In contrast, Japan, a densely populated country with very different infra-structural requirements sets a much higher population threshold (50 000 inhabitants) for classifying a settlement as “urban”; in addition, they specify that 60% or more of the houses should be located in the main built-up areas and 60% or more of the population (including their dependants) should be engaged in manufacturing, trade or other urban type of business, to qualify as urban. So their definition of urban settlement specifies a population threshold, a type of settlement as well as the population’s involvement in specified economic activities. Note that these data refer to 1 July of the year indicated and are presented in thousands (United Nations, 2010).

Each country therefore selects a definition of “urban” which suits its own geographic, economic or political interests. The implication of this is that when reviewing urban data across the different countries, one should to be aware that different definitions of “urban” are being used. In contrast, the United Nations has generated a standard definition for “slum” which is consistent across all countries and continents and this definition will be discussed later in this study session.

Some counties have used economic activity in their definition, others have used population thresholds, such as population of 5 000 or more inhabitants. A sample of definitions from African countries is presented in Table 1 below. Note that the Sudanese definition combines a political dimension (localities of administrative importance), an economic characteristic (localities of commercial importance) and a population threshold (population of 5 000 or more inhabitants); on the other hand, Ethiopia uses a population threshold only.
	Task 1 – Analyse a set of definitions of “urban” 

a) How do these different African countries classify settlements as urban? Fill in the empty boxes.

b) What are the implications of the use of varying definitions of “urban” settlements when reading about urbanization?


	Table 1. Definitions of “urban” used in a selection of African countries

	 Botswana: Agglomeration of 5 000 or more inhabitants where 75 per cent of the economic activity is non-agricultural. 

Burundi: Commune of Bujumbura. 

Comoros: Administrative centres of prefectures and localities of 5 000 or more inhabitants. 

Egypt: Governorates of Cairo, Alexandria, Port Said, Ismailia, Suez, frontier governorates and capitals of other governorates, as well as district capitals (Markaz). 

Equatorial Guinea: District centres and localities with 300 dwellings and/or 1 500 inhabitants or more. 

Ethiopia: Localities of 2 000 or more inhabitants. 

Liberia: Localities of 2 000 or more inhabitants. 

Malawi: All townships and town planning areas and all district centres. 

Mauritius: Towns with proclaimed legal limits. 

Niger: Capital city, capitals of the departments and districts 

Senegal: Agglomerations of 10 000 or more inhabitants. 

South Africa: Places with some form of local authority. 

Sudan: Localities of administrative and/or commercial importance or with population of 5 000 or more inhabitants. 

Swaziland: Localities proclaimed as urban. 

Tunisia: Population living in communes. 

United Republic of Tanzania: 16 “gazetted” townships. 

Zambia: Localities of 5 000 or more inhabitants, the majority of whom all depend on non-agricultural activities.


(Adapted from Table 6, United Nations, 2005) 

Feedback

Hopefully you have gained some insight into the varied ways in which the concept “urban” is used by different countries. What this implies is that when data is being reviewed across different countries, one should be aware that different definitions of “urban” may be being used. Comparisons may therefore be distorted. In contrast, the United Nations has generated a standard definition for “slum” which is consistent across all countries and continents – this concept will be discussed later in the study session. Taking the concept of “urban” one step further, consider positives and negatives of urban and rural settings, as a prelude to discussing migration to the cities. 

	Task 2 – Advantages and disadvantages of urban living

Take a look at the photos below as a starting point and map the advantages and disadvantages of urban and rural living onto them.

For example you might feel that urban settings have better transport infrastructure (an advantage), but there is more crime (disadvantage).




         Advantages






 Disadvantages















Depending on your own particular context, you will have identified different rural and urban advantages and disadvantages. In addition, your own experience is likely to have influenced what you see as positive or negative. But we are likely to have come up with some common advantages under rural environments - such as space for cultivation, less pollution, and some disadvantages such as exclusion from the monetary economy, poor road and sanitation infrastructure; in urban settings, depending on which part of a city you were thinking about, you might have noted work opportunities as an advantage, or infrastructure, access to education while you may have identified disadvantages such as over-crowding and greater health risks from over-crowding.

WHO’s 1993 list of problems associated with rapid urbanization (quoted in the introduction to this session) also included “inadequate sanitation, sewerage and solid waste disposal; inadequate provision of clean water; increasing numbers of people living in extreme poverty (especially women and children) and consequently at high risk of violence and sexual and other forms of exploitation: this leads to increasing inequities between different groups within cities; social isolation and anomie; possible decline in social capital; increasing crime and violence; unemployment, especially of young people, and lack of job opportunities; inadequate social services” (Baum, 2008: 341). 

4
Trends in Urbanization in Africa
Population trends in urban areas have accelerated substantially since the 19th century. In 1800, only 3% of the total world population lived in urban areas. By 1900 this had grown to 14% (although this had hardly changed in Africa). By 2007 more than 50% of the world’s total population was urbanized. Of all the continents, Africa remained the least urbanized (only 39% of the population was settled in urban settings in 2007); in recent years Africa is experiencing accelerated urbanization. Take a look at this 4 minute “Gap Cast”, a video discussion by Rosling in which he gives an overview of the urban challenge, showing the last 40 years of development in urbanization and economic growth.
	Additional Resource

Rosling, H. (nd). Gapcast #2 – Urbanization. [Online], Available: http://youtu.be/w33hPL4tdNg [Downloaded: 17.1.12].


Now let’s look at how the trend is distributed in Africa through some graphs. Figure 1, a bar chart/graph or histogram, shows visually how the settlement data is distributed: in it we can see the number of people by region who in 2007 were living in urban settlements. The darker section of each bar shows the percentage of population in that region which was urbanized in 2007. Now take a look at Figures 2 to 5 which demonstrate more recent urbanization trends in Africa. 


In case you are not conversant with reading graphs, follow these steps and then test your understanding using the task below.

Step 1: What does the title tell me?

Step 2: What does the x axis (horizontal) present?

Step 3: What does the y axis (vertical) present?

Step 4: What do the bars represent?

Step 5: What is another name for this kind of graph?

Step 6: Where should the label of a Figure go - above or below it?

Refer to the Additional Resources we provided you with your study materials: in it is a power point plus audio file which introduces you to making similar bar graphs using data captured in Excel. 
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Figure 1. African Population 2007 (UN-HABITAT/UNESCO, 2008: ix) 

	Task 3 – Reading and interpreting graphs
a) In Figure 1, how big is the urban population of Africa?

b) What does the x axis represent?

c) What proportion of the Eastern African population were living in rural areas? How many thousands of people is that?

d) Which region has the smallest population? How many people live in the rural areas in this region?

e) Should the title of the Figure appear above or below the graph? Take a look at some books, and be aware that this is different with tables.


Feedback

a) The urban population of Africa was approximately 38, 7% of 1 000 000 000 (1 billion), i.e. 3 870 000 (3,87 million) in 2007. 
b) The x axis represents the regions of Africa and the whole African population.

c) The urban population of Eastern Africa was 20,5% which was about 50 000 000 people.

d) Southern Africa had the smallest population (about 160 000 000) and of them 54,4%, i.e. 87 040 000 lived in the rural areas in 2007. 

e) The title of Figure should be placed below it. This is not correctly placed. Table legends should be above them and should be aligned with the left border (Left justified).

In 2008, Africa still had only 39.1 percent of its total population living in cities, making it the least urbanized region in the world. African urban populations are also highly unevenly distributed over the continent’s sub-regions, ranging from a 22.7 percent urbanization rate in East Africa to 57.3 percent in the Southern Africa region. Among individual African countries the contrasts in urbanization rates are even greater, from as low as 10.1 and 12.8 percent in Burundi and Uganda to Gabon’s 84.7 and Djibouti’s 87.0 percent. Africa’s highest 2007 national urbanization rate of 93.1 percent was at the island Réunion (UN-HABITAT/UNESCO, 2008: ix).
Note that you have the whole report on the State of African Cities from which this extract is taken in the Additional Resources, so you can look at the graphs that follow in colour.

	Additional Resource

UN-HABITAT/UNESCO. (2008). State of African Cities Report 2008.  [Online], Available: http://www.unhabitat.org/pmss/listItemDetails.aspx?publicationID=2574 [Downloaded: 28.3.11].
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Figure 2. African Regions’ Urban Population Trend 1970-2050 (Thousands)

(UN-HABITAT/UNESCO, 2008: 5) 

	Task 4 – Interpreting and comparing graphs

a) In what terms is urban population presented? 

b) Which regions show the fastest urbanization?

c) What is the difference between Figure 2 and 3?




What is meant by an exponential increase? 

It means an increase according to a particular formula. This story is helpful in explaining it:

A courtier presented the Persian king with a beautiful, hand-made chessboard. The king asked what he would like in return for his gift and the courtier surprised the king by asking for one grain of rice on the first square, two grains on the second, four grains on the third, etc [i.e. an exponentially increasing amount]. The king readily agreed and asked for the rice to be brought. All went well at first, but the requirement for 2 n − 1 grains on the nth square demanded over a million grains on the 21st square, more than a million million 

(aka trillion) on the 41st and there simply was not enough rice in the whole world for the final squares (Meadows et al. 1972, p29 in Porritt, 2005).
Feedback

a) The urban population is presented to the nearest thousand.

b) West and Central Africa shows the fastest growth, while East Africa follows next.

c) Figure 3 shows the rate of urbanization per region between 1970-2050.    
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Figure 3. African Regions’ Urbanization Trend 1970-2050 (Percent)

(UN-HABITAT/UNESCO, 2008: 5)
In Figure 3, note the regional variations: North Africa (N) is the most urbanized region and East Africa (E) is the least urbanized. Yet throughout Africa and indeed throughout the world, the least urbanized regions and countries have the greatest potential for further urbanization between now and 2050. This is illustrated by the steepness of the line for E (East Africa) and the flatness of the line for N (North Africa) which is currently the most urbanized. 

The thicker line representing Africa (A) as a whole suggests that urbanization is going to slow down (the line is relatively flat). Figure 3 also shows that urbanization rates (i.e. the rate at which the urban population is increasing) is slowing down. However, if you contrast this with Figure 4 (over the page), this reminds us that the absolute number of the urban population is still increasing; it is only the rate of increase that slows with time. Again, as was suggested with East Africa, this is because the less urbanized a region or country, the higher the potential for further urbanization, i.e. it’s still relatively empty so people will choose to settle there). As the cities expand and fill up, and as it becomes difficult for them to expand further, the rate of urbanization slows down. [image: image39.png]AVERAGE URBAN GROWTH
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Figure 4. Average Rate of Urban Growth (UN-HABITAT/UNESCO, 2008: ix)
The State of African Cities (2008) summarises the marked regional and inter-country variations in urbanization, and then describes the recent patterns of urbanization in Africa. Note the following important patterns of urbanization that are emerging:

1. In general it is the least urbanized countries that are now experiencing the highest rates of urbanization.

2. The pattern of urbanization is changing. It is now the intermediate sized cities that are absorbing most of the urban growth.

3. Megacities are emerging which have particular challenges in infrastructure and service development. A megacity is usually defined as a metropolitan area with a total population in excess of 10 million people. (How Big Can Cities Get? 17 June 2006. New Scientist Magazine: 41).
4. Urbanization and development corridors have emerged which sometimes link cities.

[For example] Cairo and Lagos are the first African megacities. Before 2015, Kinshasa will be the third and is projected to surpass Lagos in size by 2025 when Kinshasa, Lagos and Cairo will have 16.7, 15.7 and 15.5 million inhabitants respectively. But this is not the full picture. Progressing urbanization introduces shifts in cities’ spatial patterns and configurations (UN-Habitat, 2008: viii).
Region-based urbanization and development ‘corridors’ are developing which typically involve a number of urban centres which are linked together and which depend on one another economically and structurally. A particular challenge for managing these city regions is that they may involve a number of different local governments or they may even involve different states if they cross country borders …

Traditional city-based urbanization is moving towards regional urbanization patterns, including the emergence of city regions and their associated urban corridors, creating what is known as mega urban regions. Such regional urban systems comprise several multi-million urban cores. The regional urban systems of Suez-Cairo-Alexandria, Kenitra-Casablanca, Gauteng, and Ibadan-Lagos-Accra are key examples (UN-Habitat, 2008: viii-x). 

	Task 5 – Apply these trends in your own context

a) Think of the biggest cities in your own country. Do any of these four trends apply to them, e.g. uneven growth across these cities? If so, try to explain why you think this is happening. 




Feedback
We cannot comment on your country, but think back to the WHO (1993) list of problems that arise through rapid urbanisation: Now think of whether these challenges apply in one of those cities before reading this extract from the UN-HABITAT/UNESCO report on the State of African Cities Report (2008: ix). 

African cities with less than 500,000 inhabitants are now absorbing about two-thirds of all urban population growth. During the next two decades, Africa will have to find ways of facilitating urban housing, services and livelihoods for more than twice as many urban dwellers than it has today. Consequently, it is critical for national and local decision-makers to focus on enabling the smaller cities to provide for the projected very rapid urban growth. But Africa’s larger cities continue to grow fast as well. In 2005, Africa had 43 cities with more than one million inhabitants, up from 28 a decade earlier. It is projected that by 2015 there will be 59 cities exceeding one million inhabitants. Despite African cities generating about 55 percent of the continent’s total GDP, a massive 43 percent of its urban populations live below the poverty line. In several Sub-Saharan nations that share even exceeds 50 percent and Africa’s urban slum populations continue to grow. In some of the fast-growing African cities almost all of the current urban spatial growth is the result of slum and informal settlements proliferation. It is therefore perhaps not surprising that urban environmental problems claim an estimated one million African lives each year. With insufficient political will, urban governance deficiencies continue to affect most African cities. Effective decentralization of authority and resources to the local level is still not widely enforced. Urban governance capacities remain severely lagging at a time that the absolute number of African urban dwellers is growing very fast. Poor local and regional infrastructures continue to be among the most significant hindrances to African socio-economic development and progress – urban as well as rural. 

The authors warn that although Africa’s city dwellers have shown themselves to be remarkably resilient in surviving in rapidly growing urban contexts, they warn of limits noting that  “… the larger any city grows, the more its systems and inhabitants become vulnerable to disasters, whether natural, social or as the outcome of negative symbioses between natural and human factors” (UN-Habitat, 2008: ix). 
There is a wealth of data and material in this field: please take a look at this section of the Glossary.
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	Glossary – see Urbanisation resources



5
Dynamics Driving Urbanization  




The dynamics of population growth are explained by three factors: 

· fertility rates 


natural increase

· mortality rates 

· and migration

We will start by dealing with the first two which interact with one another. 

5.1 
The Interaction of Fertility and Mortality Rates

Collectively fertility and mortality rates determine whether there is a natural population increase or decrease. Fertility rates (resulting in infants being born) and mortality rates (number of people who are dying) are the two demographic factors which together determine the natural increase (or decrease) in any given population. In African countries, there is currently a natural increase in the urban population because fertility rates are relatively high compared to mortality rates (Boadi, Kuitunen, Raheem, & Hanninen, 2005).). In other words, fertility rates are high in communities with high mortality rates, especially when children contribute to the economic activity within the home and when they provide a form of social security by caring for their parents in their old age. 

Between 1960-1990 natural increase accounted for 75% of urban growth in Africa (UN-Habitat, 2008) with growth rates of 3% annually in sub-Saharan African countries, which are the highest the highest anywhere in the world (2008). This is attributable to increased infectious diseases control (including malaria and tuberculosis) and increased under 5 survival. This seems to contradict what we have said in previous sessions, but it does not: where there is a high mortality rate, there is also often a high fertility rate as we shall explain in the next session. 

In an urban setting the death rates typically only drop because of greater food security and improved access to preventive and curative health services (such as immunization and treatment for childhood pneumonia) and better living conditions. The fertility rate responds to this drop in mortality rate, but typically only after a lag period during which there is a continued increase in population growth. This phenomenon is well-described as the “demographic transition”.  
Although this term is viewed critically in relation to developing country contexts by Beaglehole and Bonita (2001), it is necessary to understand the concept of the Demographic Transition, also known as the Mortality Transition. The concept refers to a model used by demographers to explain changes in the birth, fertility and death rates in industrialized populations over the past two hundred years. The basis of this model was developed by the American demographer, Warren Thompson in 1929, and was based on observed changes in birth and death rates in industrialized societies over approximately the past two hundred years (Montgomery, 2011). 
	What is a Model?
By "model" we mean that it is an idealized, composite picture of population change in these countries. The model is a generalization that applies to these countries as a group and may not accurately describe all individual cases. Whether or not it applies to less developed societies today remains to be seen.
 


The Demographic Transition model is divided into four stages coinciding with the urbanization and industrialization of societies, as illustrated below: 

	Stage one:
Pre-modern societies

Stage two: 
Urbanising/industrialising

Stage three:
Mature industrial

Stage four: 
Post industrial
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You can read more about the model by following the link in the box above, but here is the model taken from the same website (Montgomery, 2011). We have also included an extract from Beaglehole and Bonita (1997) in the Additional Resources sub-folder which adds a critical dimension to this discussion.  
	Additional Resource: Reading for Enrichment

Beaglehole, R. & Bonita, R. (2001). Public Health at the Crossroads: Achievements and Prospects. Auckland, New Zealand: Cambridge University Press: 6-12.


5.2 Migration

The other factor which contributes to driving the dynamics of urbanization is migration. Read this extract on pages viii-x of the State of African Cities which …describes a situation which you have encountered in 18th century England and colonized African countries – pressure on land. The additional factor of non-arable lands and desertification must also be considered in this regard. 

Scarcity of arable land affects subsistence agriculture and has resulted in large scale migration from rural to urban locations in Africa. Theorists divide migration into two categories which they term the “Push factors” and the “Pull factors”. 

	Typical dynamics
	Explanation
	Note specific examples in one city you know well

	PUSH factors
	… are those negative factors prevalent in the rural setting which cause people to leave in search of a better lifestyle.
	

	PULL factors
	… are those attractive conditions associated with urban living that draw people towards urban centres, such as employment opportunities.
	


Now read pages viii-x of the State of African Cities (2008) and complete Task 6 while you read. 

	Additional Resource

UN-HABITAT/UNESCO. (2008). State of African Cities Report 2008.  [Online], Available: http://www.unhabitat.org/pmss/listItemDetails.aspx?publicationID=2574 [Downloaded: 28.3.11].


	Task 6 – How Push factors increase urban populations

a) In this reading, identify the Push factors for urban migration of the rural poor. Keep this list as you will use it again in Task 7.

b) Look at the diagram below, and search the reading for an explanation of natural increase which feeds population growth in urban settings which experience growth through migration. 

c) Note specific examples in one city you know well.




How populations expand in urban settings 


Feedback

a) The Push factors (off the land) mentioned in the reading mainly boil down to reduction in farmland availability in rural areas for various reasons. (See Table II which illustrates the status of population and land availability in sub-regions in sub-Saharan Africa in 1994). 

The reasons cited for this are mainly political policies like the South African apartheid government’s Homeland policy which amassed large proportions of the black population into defined geographical areas with limited agricultural potential, colonial inheritance of agricultural land distribution, e.g. in Namibia, South Africa, and Zimbabwe, world market fluctuations for export agricultural products, Structural Adjustment Policies led by the World Bank and International Monetary Fund (IMF) and the removal of subsidies which made access to fertilizers out of reach of many farmers, e.g. in Tanzania and the Gambia. This can be linked to declining soil quality and crop yields forcing governments like that of Tanzania to import food which is often produced with subsidies at much lower cost, making them cheaper than domestically produced food items. 

With little or no protection for domestic food markets, their share of the market keeps falling in favour of imports, and this forces many farmers out of production. At the same time, western governments have erected trade barriers in the form of high tariffs on African exports, thereby making it difficult for African products to penetrate their markets. 

Another major factor behind rural urban migration is uneven spatial development. Many African cities were planned as growth poles to stimulate economic growth in rural hinterlands. This concept of development has created uneven spatial development leading to the concentration of social and economic infrastructure and services in African cities to the neglect of rural areas. … In Ghana, about 32% of industrial activities are concentrated in Accra, whilst Lagos accounts for approximately 50% of the manufacturing sector in Nigeria (Laing, 1994; Global Network, 2000) … The expectation was that growth impulses in the cities would trickle down to rural areas in the form of agricultural raw material production and create employment for rural people. … However, the growth pole concept of African cities has not been successful. … As demonstrated in Table IV, with the exception of a few countries like South Africa, Zimbabwe and Malawi, many sub-Saharan African countries do not have adequate communication infrastructure. Even in Zimbabwe and South Africa, there exist inequalities in the distribution of road infrastructure due to the colonial and former apartheid systems which discriminated against black communities in the allocation of resources. Much of the road infrastructure in rural areas are in deplorable conditions and become unmotorable during the rainy season. About a third of agricultural produce fail to reach urban markets due to poor transport infrastructure (Boadi, Kuitunen, Raheem & Hanninen, 2005: 468). 

Wars (as in Sierra Leone where Freetown experienced an 217% increase in population) and droughts as in the Horn of Africa (1984 and recently) are also cited as Push factors, and in cases like the latter, those who flee from environmental disasters often do not return to their rural homes. 
Another driver of urbanization is climate change causing increased drought, flooding, and affects the rural agricultural economy. If this topic interests you, take a look at an article by Campbell-Lendrum and Corvala (2007) on the web; you will find the full reference in the Reference List at the end of this session.
b) Hopefully you recognized that rural subsistence farmers need family labour and therefore often have larger families; furthermore, the risk of illness and mortality in the context of inadequate resources also has the effect of their having bigger families as a safeguard or insurance against the risk of losing family members. In the reading it was noted that rural migrants often continue to have large families as they adjust to urban life, and this also contributes to rapid urban population expansion.

Now consider the Pull Factors  

The way in which job opportunities and amenities are concentrated in cities is one of the key pull factors as people seek to improve their lives (Boadi, Kuitunen, Raheem & Hanninen, 2005). 

At an individual, social and economic level, it must be also noted that perceived pull factors may end up disappointing new arrivals to the cities. When cities struggle to accommodate new immigrants (poor accommodation, lack of infrastructure, few work opportunities), inequity becomes evident: new arrivals may not access the advantages they anticipated and sometimes end up worse off in the city that they were in the rural area. While these dynamics are typically at play in migration from rural to urban settings with relative advantages and disadvantages driving the process, there is also growing recognition of the phenomenon of life cycle migration.
	Dynamics
	Explanation
	Note specific examples in your own country

	Migration back to rural areas
	Relative advantages and disadvantages at different times in an individual or family’s life may drive the process.
	

	Life cycle migration
	In many African countries, children are often reared by their grandparents in rural areas, then move to urban areas as adolescents or young adults to seek education and work opportunities; they send their children back to the rural areas to be cared for by grandparents while they work, and they themselves return to the rural areas again when they retire or become ill.
	


Thus the relative strength of push and pull factors might vary across the individual’s life-time.

5.3
The Relative Contribution of Natural Increase and Migration

The following task is designed to help you understand the relative contribution to urban growth in Africa of migration versus natural population increase, as well as to help you to identify the major pull factors driving migration. You are required to use this reading for the task. 

	Reading
Boadi, K., Kuitunen, M., Raheem, K. & Hanninen, K. (2005). Urbanization Without Development and Health Implications in African Cities. Environment, Development and Sustainability, 7: 465–500. 


	Task 7 – Identify the contribution and nature of push and pull factors driving migration

a) How has the proportion of urban growth resulting from migration changed relative to natural increase over time? 

b) What are some of the important Push and Pull factors driving migration in a city you know well? Use your list of Push factors from Task 6 for a city you know well, and identify Pull factors from these readings.



	PUSH factors specific to my context
	PULL factors specific to my context

	
	


 Feedback 
Between 1995 and 2000, natural increase over 50% of urban population growth in East, Southern Africa, and West Africa. The dynamics and rate of urban migration in Africa have varied widely between countries over the last 50 years. Rapid urbanization has been predominantly in those countries where economic development took place, which acted as a Pull factor. Examples given are oil exporting countries (Gabon, Libya, Cameroon, Algeria, Nigeria), mining countries (Botswana, Zambia), and countries relying on small industries (Tunisia) or agro-business (Côte d’Ivoire). Slower urbanization has taken place in countries where the push factors have been more important, such as drought in Mauritania, or the civil war in Mozambique. 

Below is a set of Push and Pull factors identified from Boadi, Kuitunen, Raheem and Hanninen (2005). Hopefully you considered which apply to a city in your own country experience. The article is helpful in describing which factors have played a major role in particular countries raising our awareness that factors are context-specific. You cannot assume that the Push and Pull factors are all equally important for any city or country. In fact it is important to understand the particular historical, economic, infrastructural, geographical and climatic conditions of the city or country context.  

	General PUSH factors
	General PULL factors

	· Drought, floods, earthquake

· War, revolution, and civil disturbance

· Famine

· Land unable to support subsistence living

· Economic shift to commodity goods which require purchasing power

· Rural population growth


	· Employment opportunities in industry  and services

· Access to better schools

· Access to health care

· Access to services such as water, sanitation, refuse collection

· Marriage

· Pull effect of relatives in towns

· Art and cultural opportunities




In Task 2 you were asked to identify advantages and disadvantages of urban and rural settings. Compare those points with your list of push and pull factors for Task 7. Do you notice the similarity between the two sets of lists?

5.4
Determinants Underpinning Slum Formation

Thus far we have looked at Push and Pull factors as drivers of urbanization. This list can be conceptually re-organised to throw more light on the chain of causation, and whether they are Immediate or Underlying/Basic determinants. This assists us in organizing our response into either an upstream (or distal) or a downstream (or proximal) response. Return to the extract from the State of African Cities 2008 report  and re-read paragraph 3 on page 7 which starts with “The legacy of colonialism has played out…”.

	Additional Resource

UN-HABITAT/UNESCO. (2008). State of African Cities Report 2008.  4 – 8. [Online], Available: http://www.unhabitat.org/pmss/listItemDetails.aspx?publicationID=2574 [Downloaded: 28.3.11].


This section of the report identifies a set of factors which have undermined economic activity and lead to urbanization with slum formation: unfair global trading conditions in the post-colonial era, post-independence deficiencies in policies, conflicts, centralization of power, corruption and so on. These are examples of underlying and basic or structural determinants of economic activity. 

The lack of active, appropriate urban planning is a more immediate determinant that is in turn caused by a set of complex (underlying) political and governance factors.

	Task 8 – Developing a conceptual framework for analysing the drivers of urbanization 

Return to your set of Push and Pull factors and identify which of these could be considered underlying, basic or immediate determinants of urbanization. You could try to develop a new conceptual framework of the factors driving urbanization based on this. Add the underlying factors identified in State of African Cities 2008 Report. 



Feedback will not be provided here but you will find the topic further elaborated in the next section. 

6
How Urbanization Impacts on Health



Michael Marmot who led the WHO Commission on the Social Determinants of Health is quoted as saying:

Inequalities in health in urban settings reflect, to a great extent, inequities in economic, social and living conditions (Marmot, 2006). 

The effect on health of urbanization on health is double-edged. On the one hand, there are the benefits of ready access to healthcare, sanitation, and secure nutrition – the urban advantage. On the other hand, there are the disadvantages of overcrowding, pollution, social deprivation, crime, and stress-related illness – the urban penalty. Health statistics, when presented in a disaggregated form, reveal this dual effect. For example, consider the infant mortality rate (IMR) in Kenya. This, as you know, is a sensitive indicator of socio-economic conditions and access to health services in an area. Table 1 below shows that the IMR in Kenya is 74 infant deaths per 1 000 live births. Now compare the rural and urban IMRs and note the “urban advantage”:  fewer infants die in urban areas. Yet when the urban data is further disaggregated  (upper income areas of Nairobi compared to the two informal settlements) the “urban penalty” is revealed: more children die in the informal settlements than in the rural areas.  

Table 1. Infant and under-five mortality rates in Kenya and separately Nairobi  (Adapted from APHRC, 2002)
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The article “Urbanization and Health” published in Global Health Watch 2 (2008) is in your Reading but the whole publication is in the Additional Readings sub-folder. The authors suggest that urbanization impacts on health through three groups of factors:

· the living environment (poor housing, overcrowding, pollution and increased exposure to infectious diseases), 

· poverty and social and psychological problems due to the lack of social support systems, 

· urban violence and the impact of social exclusion. 

We will examine some aspects of these in turn, and develop this into an understanding of the nature of the burden of disease found in urban settings and slums.

	Additional Resource

People’s Health Movement, Medact & Global Equity Gauge Alliance. (2008). Global Health Watch 2: An Alternative World Health Report. New York: Zed Books: 140-153.


6.1 
Health in Urban Slums 

How do you understand the term slum? While the United Nations encourages countries to adopt their own definition of urban, UN-HABITAT has set out a consistent and standardized definition of a slum which is based on a set of deprivation attributes. They define it thus:

A slum household is a group of individuals living under the same roof in an urban area who lack one or more of the following:

1. Durable housing of a permanent nature that protects against extreme climate conditions. 

2. Sufficient living space which means not more than three people sharing the same room.

3. Easy access to safe water in sufficient amounts at an affordable price.

4. Access to adequate sanitation in the form of a private or public toilet shared by a reasonable number of people.

5. Security of tenure that prevents forced evictions        

(UN-Habitat, 2005-6). 

Slums vary in character between countries and regions based on the level and number of deprivations. For example in Brazil the favelas are characterized by extremely high-density populations and are often built on steep hillsides with poor quality building materials. In India slums often consist of brick, i.e. permanent dwellings, but are overcrowded and lack water and sanitation. All dwellings in any particular slum are not necessarily homogenous. Some households might have one deprivation while others have three or more. 

In Africa the overwhelming majority of people in slums live below the poverty line, and this is therefore where Public Health professionals need to focus when it comes to health. 

… the increasing incidence of squalid shelter conditions and homelessness is cause for concern in many African countries and threatens health standards, security and even life itself. It is estimated that 46 percent of the African urban population lives in slums and informal settlements where poverty, overcrowding, unemployment, crime and pollution are prevalent. African cities must therefore be reoriented to provide environments where people can live and work in social harmony and can overcome negative urban features (UN-HABITAT, 2008: iii).

The following extract from an article by Unger and Riley (2007) called “Slum Health: From Understanding to Action” provides some good examples of the health impact arising from the deprivations cited in the UN-HABITAT definition of slum communities. 

	Reading
Unger, A. & Riley, L.W. (2007). Slum Health: From Understanding to Action. PLoS Medicine, 4: 1562-3 [Online], Available: http:// www.plosmedicine.org /[Downloaded: 21.11.11].


	Task 9 – How slums affect health 

As you read through this article do these tasks:

a. Revisit your understanding of the determinants of health. Refer back to the UNICEF Conceptual Framework in Session 3 section 6, which invites you to identify layers of causative factors. Identify each factor which impacts on the health of those who live in slums and locate them in the diagram. Supplement the underlying and immediate causes using the reading by Harpham (2009).

b. Make a mind map of all the disease mentioned in the reading which are prevalent in slums; identify the biomedical cause and vectors (if relevant) for each using the internet or any medical books you have at hand. 

c. List the challenges faced by communities forced to live in slums which have a direct impact on their health and well-being.




Feedback

You have probably noted the predominance of infectious diseases. There is also an increase in mental health problems, violence and non-communicable diseases in poor urban communities. You may have noticed that most of the issues raised in this article are immediate causes of ill-health. You can try, however, to imagine the underlying and basic (or structural factors) which fuel these immediate factors. 

Keep your conceptual framework for further discussion.
6.2
Poverty and Inequality

Trudy Harpham (2009) suggests that there are multi-sectoral and multi-level determinants of urban health. She also suggests on page 109 that poverty is “potentially the main determinant of urban health”. Skim through the article to get an overview of what it covers. 

	READING
Harpham, T. (2009). Urban Health in Developing Countries: What Do We Know and Where Do We Go? Health & Place, 15: 107– 116.


Harpham (2009) reminds us that there is a temporal differentiation between groups of poor people that may affect their access to resources and their health: this is important to recognize when considering the context of intervention. She classifies them as follows:

· the recently poor, (e.g. were employed but not retrenched);

· the borderline poor (unskilled, employed but below the poverty line);

· the chronically poor (lasting for more than five years). 

She also makes the point that some people move in and out of poverty, so the health impact varies.

Africa’s urbanization has become a largely poverty-driven process. One of the pull factors that we have already identified in urban settings is the attraction of employment opportunities. However the sustainability of these opportunities depends on ongoing economic growth as the city population increases. In many African countries the economy has stagnated or failed to grow at the same rate as the population. This has meant the existing urban population has become poorer and that migrants, instead of making their fortunes as anticipated, have expended what few resources they had and are unable to find work, making them even poorer. This process is referred to as the urbanization of poverty. Some of the direct effects of poverty that impact on health are low income, limited education and unequal access to food. While the vast majority of the urban poor in Africa are slum dwellers, poverty is an independent factor influencing the health of urban residents. Those living in slums with some financial resources are able to mitigate some of the negative effects of slum life. For example, they may be able to buy fuel to boil water, thus reducing their vulnerability to diarrhoeal disease.

As you are aware, the wealth that does exist in cities is unequally distributed. The State of African Cities Report, 2008 reveals that African cities generate about 55 percent of the continent’s total GDP, yet a massive 43 percent of its urban populations live below the poverty line. Another aspect of inequity which needs to be considered is how gender affects one’s position in society. There are more women headed households among the urban poor and they are disadvantaged in many ways, including less access to education and employment opportunities, and poorer paid employment. They are also more vulnerable to various forms of abuse.

Poverty and inequity are twin processes that co-exist in urban settings and both impact on health, as Trudy Harpham describes on page 113, starting from paragraph 3. 
This issue will now be taken up in real terms through a case study in which the SOPH was involved some years ago. 

6.3
A Case Study of the Impact of Inequity on Health

Those of us who live in Cape Town, South Africa have a stark example of urban inequity and its effect on health outcomes in our midst. A project which SOPH participated in called the Cape Town Equity Gauge produced a case study which illustrates this well, showing how the consistent pattern of inequity in economic (income) and living conditions (dwelling type and access to basic infrastructure such as water) carries through to health outcomes. Here they are measured by the IMR, HIV prevalence and premature mortality rates in Cape Town.

	Task 10 – What can you say about how inequitable urban conditions impact on health in Cape Town?

Consider this case study and the graphs that follow. Follow the patterns of Sub-districts 5 and 11.

a) Describe what kinds of social and economic conditions people live under in these two districts. 

b) What do you notice about the health of those who live in these two districts? 

c) What do you notice about the expenditure on health in these two sub-districts. Speculate on why this was and still is the case in 2005-6, even if you are not living in South Africa.


Case study – the extent of inequity in the urban setting of Cape Town, South Africa

The Cape Town Metropole, like the rest of South Africa, has vast disparities between the wealthiest communities living in comfortable first world conditions, and the poorest, who live in conditions that are as bad as some of the worst found in developing countries. These inequities owe much to the policies of the former apartheid regime, which included forced removals of Black people to peripheral, underserved areas; discriminatory job reservation for certain racial groups; and a legacy of poor education and training for Black communities, making it difficult for them to find employment or to afford housing, services or transport to and from low paying jobs. (Black in this instance is used to describe Africans, so called “Coloureds”' and Indians). 
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With the dismantling of Apartheid in the 1990s, newly established freedom of movement enabled large numbers of rurally based (overwhelmingly Black African) South Africans to migrate to the city from even greater conditions of poverty and deprivation, causing even more poverty and overcrowding in the city. This situation has been further aggravated by the increasing impact of HIV/AIDS, and macro-economic policies that have constrained social development. It is within this context that the National, Provincial and Local Governments are struggling to meet the basic housing, infrastructure and services backlog in Cape Town.

Since health or ill-health is mainly determined by broad socio-economic and environmental factors such as income, housing, water and sanitation, rather than the availability of health services it is not surprising that there are gross health inequities across Cape Town. 

The Cape Town Equity Gauge was established in 2002 as a response to these inequities as a collaboration between local and provincial governments, academic institutions, non-governmental and community based organisations, coordinated by the School of Public Health (SOPH) at the University of the Western Cape. The first phase of work involved the measurement of a set of social determinants of health (Graphs 1 - 3) health outcomes (Graphs 4 - 6), and the provision of health services (as measured by expenditure on health – Graph 7) across the 11 sub districts of Cape Town using disaggregated data. This reveals gross inequities in social determinants of health and health outcomes across geographical areas and a pattern emerges with sub district 5 and 7 consistently experiencing the worst of the inequities throughout. Even the provision of health services is grossly inequitable, with those in greatest need (by health outcomes) having access to the most poorly resourced health services (Scott, Stern, Sanders, Reagon, & Mathews, Feb 2008). 
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Feedback

Now read the article which forms the basis of this case study; it provides a rich picture of the way in which the urban environment remains racially stratified as a result of apartheid legislation (now dismantled 18 years back), and how economic apartheid and urban poverty continues to affect the lives of a large part of the population. With the kinds of economic and living conditions people live under in Sub-district 5 for example, they are prone to a far higher burden of disease than those who live in Sub-district 11. The far lower expenditure on the district shows how slow South Africa has been in addressing inequities, noting that this is coupled with migration to the cities and general economic decline.

	Additional Resource

Scott, V., Stern, R., Sanders, D., Reagon, G. & Mathews, V. (Feb 2008). Research to Action To Address Inequities: The Experience of the Cape Town Equity Gauge. International Journal for Equity in Health 2008, 7:6 pages.


6.4
Burden of Disease in Poorer Urban Communities and Slums

We have already addressed the increased burden of infectious diseases associated with overcrowding, poor ventilation in dwellings and lack of clean water and adequate sanitation, and have traced some of the causal pathways. 

Other important health consequences of urbanization include mental health problems. This causal pathway relates to loss of social support and cohesion, isolation and stress violence. Trudy Harpham addresses this is the reading above (2009) starting on page 112, last paragraph. She calls for more research on mental health on the mental health effects of urbanization and urban poverty. There is also an increase in violence and crime in urban settings, especially involving the youth. This causal pathway involves social fragmentation, stress and substance abuse and adds to the mental health impact.  

Furthermore it should be noted that the growing pandemic of non-communicable diseases is fuelled in urban settings (Stern, Puoane and Tsolekile, 2010). At a proximal level they are related sedentary life-styles and changes in dietary habits towards high fat, energy-rich foods. Poorer communities are constrained in their food choices and options for physically-active recreation (facilities are not available or security is a concern). Yet Friel, Chopra and Satcher (2007) remind us that global and national trade agreements and economic policies are upstream determinants that differentially disadvantage poorer communities and that they too need to be addressed too. 
You will find these articles referred to above in your Additional Readings sub-folder.

	Additional Resources

Stern, R., Puoane, T. & Tsolekile, L. (2010). An Exploration into the Determinants of Noncommunicable Diseases Among Rural-to-Urban Migrants in Periurban South Africa Prevention of Chronic Diseases, 7(6). [Online], Available: http://www.cdc.gov/pcd/issues/2010/nov/09_0218.htm 
[Downloaded: 17.1.12].

Friel, S., Chopra, M. & Satcher, D. (2007). Unequal Weight: Equity Oriented Policy Responses to the Global Obesity Epidemic. British Medical Journal, 335: 1241-1243. 


7           Session Summary



In this session, you have learnt about trends in urbanization in Africa, explored some of the drivers of this process and looked urbanization as a determinant of health. In the last session of this unit, we return to the topic of development and question what can be achieved 

8
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Session 5 - The Relationship of Health and Development 
Introduction 

In the first four sessions we have concentrated on health, on the causes of disease at population level and the layers of risk factors which impact on peoples’ lives particularly those who happen to be poor. You may be wondering how we are to impact on population health, faced with the layers of factors which affect health, particularly those within other sectors such as housing, water, etc. Over decades, economists, social workers and Public Health workers, as well as those in the relatively new field of Development Studies have considered how living conditions can be improved, in order to improve population health. This issue has been given new impetus by the long awaited recognition of the importance of attending to the Social Determinants of Health in order to improve population health.

The concept of development, like so many other concepts relevant to health and human services, is contested - it has no universally agreed upon definition. As you will see through the readings in this Session, it has been defined in economic, political, socio-cultural, social and human terms or through more complex conceptualizations like that of Amartya Sen - as being equivalent to human freedom. 

Development requires the removal of major sources of unfreedom (Sen, 1999b: 3)
In addition, the interrelationship between health and any of these definitions of development is complex, sometimes complementary, at other times competing or conflicting. It involves many contextual factors that may subtly or more directly change the character of the relationships.

Development and health have not always been seen to be related. The acknowledgement of health as a part of development emerged partly as a reaction against the absence of any social dimensions in the development debate before the 1970s. Until then, development theory was largely concerned with economic policies of those countries seen as “under-developed”. Some of the literature you will read argues that this conceptualization was manufactured by so-called developed countries in the late 1940s in their own terms and imposed on countries which did not comply with a western free-market capitalist economic model. 

We will consider some of these issues in this session with a view to strengthening your recognition of the discourses or sets of ideas which also exert their influence on how we engage with addressing health care and problems in African and other middle to low income country contexts. 

Session Contents 
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Timing of this Session 

This session has three readings and eight Tasks. It should take you about 4 hours to complete.

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

	· Critically discuss different conceptualisations of “development” with reference to the debates around the term.

· Debate the relationship of health and development using literature.
· Consider the concept of the Social Determinants of Health as a developmental strategy.  




2
Readings 

You will be referred to the following readings in the course of this session.
	Publication details 

	Werner, D. and Sanders, D. (1997). Ch 11 – Health Status in Different Lands at Different Times in History … In Questioning the Solution: The Politics of Primary Health Care and Child Survival.  Palo Alto, California: Healthwrights: 79-86.

	Clark, D. A. (2002). Ch 1 – Abstract Concepts of Development. Visions of Development. A Study of Human Values. Cheltenham: Edward Elgar: 9 - 26.

	Sen, A. (1999a). Health in Development.  Keynote address to the Fifty-second World Health Assembly, Geneva, 18 May 1999.  Bulletin of the World Health Organization, 77(8): 619 - 623.


3
Why Defining Development Matters

You may wonder why you are being drawn into this debate around development at all. How does it affect the things you do as a Public Health professional? The answer lies in context, in the fact that we are all embedded in particular cultural, social, economic and political contexts which in multiple ways influence and affect the policies we make and the actions we take, as well as our relationships with the communities we serve. 

To get you thinking about this topic, and how you conceptualize development, read this case scenario. It concerns Thembi’s uncle, Shadrack and her cousin Athenkosi who live in the city; then try the Task.

Shadrack lives in an urban slum in South Africa having migrated to Cape Town from a town near Mount Frere in 2004, on the advice of a friend. He hoped to find employment. As a black person in post-apartheid South Africa, he has never owned property, and being the last born son of a poor family living in a rural area. His father worked on the mines in Johannesburg from a young age, and died in his late forties. Shadrack was unable to complete his high school education and is therefore reliant on manual labour for income. Being in his 30s and the breadwinner, it is unlikely that he will be able to study further to improve the family’s income. Over the past five years, he has worked as a piece-work gardener for four different employers earning daily wages with no long-term benefits. If he does not work, he is not paid although he receives Christmas leave pay and occasionally sick leave pay.

He lives in a shack at the back of a house in a poor settlement in Cape Town, constructed with tin and wood salvaged from building and garbage sites. His home is adjacent to a very wealthy suburb, where middle class people are employed, own cars and live comfortably. He has his name on a local government housing list, but as land is scarce, and as he is a recent migrant to the area, there is little hope of this in the coming years.

Shadrack is married and has one son aged three called Athenkosi, who attended play school for a short while when the family had an income, but the state does not support pre-school education, and he has had to leave. In late 2009 Shadrack was diagnosed HIV positive and six months later became extremely ill, was hospitalised and put onto anti-retrovirals. He has lost substantial weight, struggled to put any food on the table and defaulted on his medication for three months resulting in re-hospitalization. Over the past year, illness has cost Shadrack much of his earnings; furthermore three employers have discontinued his employment, since he is so often absent from work and they need more reliable assistance. Shadrack’s wife is unemployed except for occasional domestic jobs and their child is malnourished, as the Child Support Grant is inadequate and serves as the mainstay of the whole family. Do this task based on this scenario in order to clarify what you believe development would entail in this situation. 

	Task 1 – How do you define development?

It could be argued that “development” is what is needed to change young Athenkosi’s life chances, if not Shadrack’s and his wife’s. Use this tree diagram to explore your understanding of development.

In this scenario, what would development mean and entail? Write the end results of development in the first layer of white branch boxes, and the means whereby those end points could be reached at the roots. Try to be as specific as possible. 
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Feedback

Your prior knowledge and experience informs your views of this scenario which are neither right nor wrong at this stage; they are simply your viewpoint. However, as you know, a viewpoint is not sufficient in the academic context. You need to consider your understandings in the light of the literature on the topic. We are now going to introduce you to several important of understandings of development, the first of which is that of Amartya Sen (b 1933), an Indian economist and philosopher awarded the Nobel Prize in Economic Sciences in 1998 for his contributions to welfare economics and Social Choice theory. 
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	Internet Resources

For more information about him and his publications, Wikipedia is a good starting point, although it does not count as “scholarly literature” in your assignments: see Wikipedia. Amartya Sen. [Online] Available: http://en.wikipedia.org/wiki/Amartya_Sen [Downloaded: 27 7 11].


4
Amartya Sen’s Ends and Means of Development
Official Portrait of Amartya Sen at time of the Nobel Prize Ceremony (Wikipedia)

In your Readings, you have a short Keynote Address to the World Health Assembly made by Sen in May 1999 which you could skim now. Sen starts by making an extremely important point about how we define and understand development. It is a point which you have hopefully made intuitively above in the task above when you analysed Athenkosi’s chances of a better life. Quoting Aristotle (384 BCE – 322 BCE), Sen states that economic growth (national or individual) does not, in his understanding constitute 

development, nor is it the sole route to a better life. Instead he defines it as one of the “means” to achieve a better life. 
To illustrate this he points out that although the per capita GNP in South Africa and Gabon is higher than that of China and Sri Lanka, the citizens of South Africa and Gabo have lower life expectancy than those of China and Sri Lanka (Sen, 1999b: 6). In saying this, he makes the point that development is a broader concept that just economic growth; he also asserts that it is helpful to consider development in terms of its “means” and “ends”. 

	Reading
Sen, A. (1999a). Health in Development.  Keynote address to the Fifty-second World Health Assembly, Geneva, 18 May 1999.  Bulletin of the World Health Organization, 77(8): 619 - 623.




In our scenario of Athenkosi’s life chances, one of the means might be economic development in South Africa, enabling him to remain at school to further his education beyond high school and to be able to earn a reliable and better salary than his father. Yet to get there in his lifetime, his family will also require a range of other means leading to better nutrition, access to health services when needed, knowledge relating to disease risk factors that he may be exposed to, support from other community members and a social safety net, amongst others. 

One of Sen’s major contributions to the development discourse was to define the “ends” or outcome of development as the “human freedoms that people [can] enjoy” (1999b: 3) and coins the term “unfreedoms” to describe situations like the poverty trap and the lack of choices which face Shadrack and his wife, and which Athenkosi may well inherit in the present South Africa. In his book, Development as Freedom (1999b: 3-4), Sen notes that:

Development requires the removal of major sources of unfreedom: poverty as well as tyranny, poor economic opportunities as well as systematic social deprivation, neglect of public facilities as well as intolerance or overactivity of repressive states. Despite unprecedented increases in overall opulence, the contemporary world denies elementary freedoms to vast numbers – perhaps even the majority of people. 
Examples of the different levels at which unfreedoms may impinge on individuals’ lives are:

	Clusters of unfreedoms
	… robs people of the opportunity to …
	Examples of unfreedoms

	Economic poverty


	
	Achieve sufficient nutrition

Obtain remedies for treatable illnesses

Use clean water and sanitary facilities

	Lack of public facilities and social care
	
	Monitor the public’s health through epidemiological programmes

Access organized arrangements for health care

	Denial of political of and civil liberties 
	
	Participate in the social, political and economic life of the community


(Adaptation of Sen, 1999b: 4)

	Task 2 – Review your definition of “development”?

Look back at your tree diagram and fill the second layer of grey branch boxes to represent Sen’s definition of development outcomes.


Feedback

One example of the fruits of development for Athenkosi would be the freedom not to be forced out of school and into manual labour before completing his high schooling. This would be the means to development. What this would afford him is the freedom to study further, in the hope that he could achieve a better standard of living than that of his family, affording him the opportunity to live free of a state of poverty, and for his life to be fulfilling in ways beyond just survival.

4.1
The Ends of Development 

Sen (1999b: 4-5) elaborates the meaning of “ends” of development as the “constitutive part” of freedom regarding them as the basis of assessing progress towards development. In other words, defining the ends enables you to evaluate whether peoples’ access to freedoms has been enhanced. 

He writes: 

The constitutive role of freedom relates to the importance of substantive freedom in enriching human life. The substantive freedoms include elementary capabilities like being able to avoid such deprivations as starvation, undernourishment, escapable morbidity and premature mortality, as well as the freedoms that are associated with being literate and numerate, enjoying uncensored speech and so on. In this constitutive perspective, development involves expansion of these and other basic freedoms. Development, in this view, is the process of expanding human freedoms, and the assessment of development has to be informed by this consideration (Sen, 1999b: 36).
If you think back to Athenkosi’s life chances, Sen argues that we will know that his situation has improved, that development (in Sen’s sense) has taken place if he is free of “undernourishment, escapable morbidity and premature mortality, [if he is] literate and numerate, and enjoys uncensored speech amongst other basic freedoms” (Sen, 1999b: 36).

Sen’s view of development is therefore one that values what he calls “substantive freedoms” or “capabilities - to choose a life one has reason to value” (Sen, 1999b: 75). He explains the concept further:

A person’s ‘capability’ refers to the alternative combinations of functionings that are feasible for her to achieve. Capability is therefore a kind of freedom; the substantive freedom to achieve alternative functioning combinations (or, less formally put, the freedom to achieve various lifestyles). For example, an affluent person who fasts may have the same functioning achievement in terms of eating or nourishment as a destitute person who is forced to starve, but the first person does have a different ‘capability set’ than the second (the first can choose to eat well and be nourished in a way that the second cannot).

Within our scenario, Shadrack and his wife have a very limited capability set: they have very little choice, very little freedom to change the circumstances of their lives or that of their son. Development for them, argues Sen, may be achieved through a set of changes (or means) which include “economic facilities” as he calls them; but he also warns that economic growth at a country level may not affect the lives of those who most need it (Sen, 1999a: 619). Does this resonante with anything you have learnt in the previous sessions?

4.2
The Means of Development 

Sen divides development into ends, as we have discussed, and means, which are termed by Sen “instrumental freedoms”: he divides these into five groups which he regards as “distinct but interrelated”. 

They are:

(1) political freedoms  

(2) economic facilities

(3) social opportunities

(4) transparency guarantees and

(5) protective security 

Each of these distinct types of rights and opportunities helps to advance the general capability of a person [and he regards them as playing] roles in the promotion of overall freedoms of people to lead the kind of lives they have reason to value.[Sen places particular emphasis on their inter-connectedness]. (Sen, 1999b: 10). 

To help you understand these groups, here are a few concrete examples: if we return to Athenkosi’s life chances, it is perhaps “protective security” which would be a first step in his parents’ (and therefore his own) path to development or freedom. Sen writes: 

‘Protective security’ is needed to provide a social safety net for preventing the affected population from being reduced to abject misery, and in some cases even starvation and death. The domain of protective security includes ‘fixed’ institutional arrangements such as unemployment benefits and statutory income supplements to the indigent as well as ad hoc arrangements such as famine relief or emergency public employment to generate income for destitutes (Sen, 1999b: 40).

Social opportunities refer in Sen’s framework to:

 “… the arrangements that society makes for education, health care and so on, which influences the individual’s substantive freedom to live better. These facilities are important not only for the conduct of private lives (such as living a healthy life and avoiding preventable morbidity and premature mortality), but also for more effective participation in economic and political activities. … Similarly, political participation may be hindered by the inability to read newspapers or to communicate in writing with others involved in political activities” (Sen, 1999b: 39).  
Shadrack’s family is a living example of social unfreedoms: apartheid political and policies pre-1994 affected his parents’ property ownership, health care and income; his father had little freedom to choose his workplace, and his health deteriorated in his forties. This in turn affected their family budget and their childrens’ health, causing their son to seek work before he gained sufficient education to earn a sufficient salary in an urban environment. His education in turn has affected his access to the securities enjoyed by those in permanent employment such as unemployment insurance. As a piece-worker, illness has been disastrous, and his own family income stream has simply dried up; because of work shortages, domestic work opportunities are scarce for his wife. Shadrack’s own reduced education has affected his health and health-seeking behaviour, causing him to become seriously ill before seeking help. Although there are various safety nets in the South African social system, they have been insufficient for the needs of a family. In 2010, these grants were available: the Child Support Grant of R250 pm (USD 37.63) for children under 18 is available to families with an income below R60 000 pa (USD9 017); a person living with HIVAIDS or TB can apply for a temporary disability grant which may take several months to process; they may also receive food parcels but the amounts are very restricted. In short, through a complex network of historical political and social unfreedoms, Shadrack’s family’s development opportunities have been curtailed. 

Have you noted the interconnectedness of Sen’s concepts, economic facilities with social opportunities, and political freedoms? Sen describes economic facilities as:

… the opportunities that individuals respectively enjoy to utilize economic resources for the purpose of consumption, or production, or exchange.  … Insofar as the process of economic development increases the income and wealth of a country, they are reflected in corresponding enhancement of economic entitlements of the population. …

Sen makes the point that the relation between income and wealth at a national level (which is an aggregated amount), and the economic situation (entitlements) of individuals (or families) depends on national economic policies and social policies. He notes that “distributional considerations are important” – in other words, how the benefits of national income are shared amongst citizens. “How additional incomes [generated through economic growth] are distributed will clearly make a difference” (Sen, 1999b: 39)

Mild as this description sounds, there are two very important cautions being asserted here:

	A country’s growth means that its population is entitled to enhanced economic opportunities, whether they be individual or aggregated;

and … how income derived from a “grown” economy is distributed by government and its agencies will affect the population’s chances of a better life.


One may well ask whether and how the benefits of additional national incomes have been passed on to Shadrack’s family in the 18 years since the end of apartheid rule: in response one could name the enhancement of social income grants, but without a stable income or property, he is yet to benefit from widespread home electrification, the housing subsidy, or water and sanitation services. These unfreedoms are indirectly the result of political unfreedoms amongst which Sen includes a range of rights, one of which affected Shadrack’s original decision to move over 4 000 km from the place of his birth to a place where he believed he might have “freedom of economic facilities” (Sen, 1999b: 38). However, nothing has changed and he is arguably worse off because he has lost the infrastructure afforded by family and place of origin, sometimes called “social capital” or social support systems. That he is a newcomer to Cape Town has also has affected his access to housing and with it a host of other deprivations. 

Finally Sen asserts that transparency guarantees are one of the key means to achieve development and this is clearly linked with all four of the other clusters: by transparency guarantees he refers to an environment of trust in which a society operates, an “openness” that people can expect, which plays a role in “preventing corruption, financial irresponsibility and underhand dealings”. Inherent in this concept is that of citizen responsibility and participation and political freedom to challenge political, economic or social policies and practices (Sen, 1999b: 40). 

In the present South Africa, only sporadic scattered protests have challenged the slow change experienced by those who live in poor circumstances. Shadrack himself regards the lack of housing as a failure of government, but at this stage, has not found the means to express his dissatisfaction as a member of civic society, except for his local government vote exercised every five years.

5
Development - The Contested Concept 
Having explored Sen’s conceptualization of development, which we will use as our anchor in this session, we need to broaden the scope of understandings of the concept so that you can become a critical receiver of development discourse or rhetoric. Let’s start from an extreme position: Esteva writing in Sachs states “In saying ‘development’ … most people get confused. By using uncritically such a loaded word, and one doomed to extinction, they are transforming its agony into a chronic condition” (1993: 6).

Esteva (1993) argues that the concept of development in the dominant sense that we know it today (economic development) was redefined just after World War II, when America was in an extremely powerful position globally. Esteva quotes the inaugural speech of President Truman on 20 January 1949 in which he said: 


We must embark on a bold new program of making the benefits of our scientific advances and industrial progress available for the improvement and growth of underdeveloped areas. 

The old imperialism – exploitation for foreign profit – has no place in our plans. What we envisage is a program of development based on the concepts of democratic fair dealing. 

In spite of what Truman proclaims in the second paragraph, Esteva asserts that “… on that day, two billion people became underdeveloped … and were transmogrified into an inverted mirror of others’ reality: a mirror that belittles them … that defines their identity …” in “homogenizing and narrow” terms, the terms of the United States at the time. His argument suggests that the field was set for reducing the concept of development to a western free-market capitalist form of economic growth; this view of underdeveloped countries echoes way in which local cultural strategies under imperialism and colonization were condemned as backward. 

One of the early theories of development which became powerful in the post Second World War era was proposed by Walter W Rostow who published The Stages of Economic Growth: A Non-Communist Manifesto in 1960 through Cambridge University Press. Rostow had a significant impact on institutional thinking and his conceptualization of the “… stages of economic growth, [assumed] that a single variable can characterize a whole society” (Esteva, 1993: 12). Rostow’s theory became known as Modernisation theory and was based on the following assumptions: 

· Societies were either traditional societies or modern societies. Traditional societies were backward and unscientific and operated according to traditional ideas, often based on superstition. They valued co-operation and pulling together for the common good, rather than individual advancement.  

· History was a movement towards greater progress, defined as economic growth, based on free market capitalism. This theory argues that while colonisation had negative effects, it also brought benefits to the colonies such as hospitals and health care, education, transport, communications and industrial development. Compare the views of Werner and Sanders (1997) on this issue.

· Free-market capitalism leads to social improvements in the lives of ordinary people. Developed modern countries had reached this stage of economic development, whereas the more traditional, underdeveloped countries were backward. Their economies had not taken off, partly because, it was said, the people lacked the initiative, will-power, drive and self-discipline to succeed. Ultimately, they lacked a spirit of entrepreneurship. Does this sound familiar? Because of this, the people of the underdeveloped world were condemned to lives of misery. 

· Based on the above stereotypical assumptions, achieving development Modernisation Theory argues that development involves a change in attitude AND economic policies which favour capitalist development. This theory favours an evolutionist model (one that regards social processes as on a similar trajectory to natural processes), locating the problem of underdevelopment in biology and it seems to assume that some people have a different mentality from others. 

This position in evident in a quotation of Rostow (1960: 6-7):

Invasion by more advanced societies … shocked the traditional society and began or hastened its undoing; but they also set in motion ideas and sentiments which initiated the process by which a modern alternative to the traditional society was constructed out of the old culture. The idea spreads that not merely is economic progress possible, but that economic progress is a necessary condition for some other purpose, judged to be good: be it national dignity, private profit, the general welfare, or a better life for the children. Education, for some at least, broadens and changes to suit the needs of modern economic activity. New types of enterprising men [sic] come forward - in the private economy, in government, or both - willing to mobilise savings and to take risks in pursuit of profit or modernization. 

	Task 3 – Situate your own view of development

Review your position on development in Task 2: what is your response to Rostow? Are you an evolutionist? If so, why is Shadrack not benefiting from capitalism and the trickle down economic progress which it is supposed to bring? Does he lack initiative, will-power, drive, self-discipline and a spirit of entrepreneurship?


Feedback

A version of this approach characterises the thinking of the major donor countries and financial institutions such as the World Bank and International Monetary Fund (IMF). They see more capitalism, rather than less capitalism as the answer to the problems of underdeveloped countries. Economic growth, according to this view, will have a trickle down effect and lead to an improvement in the living conditions of the poor. For instance, more wealth will be created, leading to more waged employment, the economy will grow and more taxes will be available to the state to spend on infrastructure, welfare, etc. Do you, however think this is assured? And how long does it take in a growing urban slum in a time of shrinking global economy?

To get a sense of the historical conditions that led to the situation in Africa and other colonized countries, read the next section of this chapter which you started in Session 3. This chapter elaborates the processes and effects of the development trajectory initiated in Truman’s speech regarding this process as the systematic “development of underdevelopment”.

	Reading
Werner, D. and Sanders, D. (1997). Ch 11 – Health Status in Different Lands at Different Times in History … In Questioning the Solution: The Politics of Primary Health Care and Child Survival.  Palo Alto, California: Healthwrights: 79-86.




	Task 4 – Critiquing Modernization Theory

Using the ideas of Sen (1999a and b), Esteva (1993) (discussed above) and Werner and Sanders (1997) as a lens, what problems do you have with Rostow’s Modernization Theory?


Feedback

Let’s start with Esteva who raises the problem that simply by using the concept of development in the terms of this era, we are imposing a Western view of achievement, and internalizing the hegemonic perspective (a position of complete dominance of ideas) of the United States, World Bank and IMF. He is certainly very critical of Rostow and his followers. He writes: “Development which had suffered the most dramatic and grotesque metamorphosis of its history in Truman’s hands, was impoverished even more in the hands of its first promoters, who reduced it to economic growth” (Esteva, 1993: 12).

Sen (as described above) is also strongly critical of viewing development in economic terms only and notes that that although inequalities or extremes of wealth and poverty and life expectancy exist between highly developed and underdeveloped countries, they also exist within many countries of the world. He points to how those countries with high economic growth indicators (South Africa and Gabon) did not necessarily show better health indicators than those with much more modest growth.

In the chapter you have read by Werner and Sanders (1997), they discuss development primarily in economic terms, but refer to its effect on health. They argue that countries are underdeveloped or less developed than they could have been because they have been deliberately prevented from developing by the distorted nature of the economic system imposed on them, e.g. colonial capitalism or Structural Adjustment Programmes. They also note that the route taken by the western High Income countries is not available nor ethically desirable to formerly colonized countries. Furthermore Werner and Sanders argue here and elsewhere that many social improvements in capitalist countries have come about largely as a result of workers’ struggles, rather than as an inevitable result of capitalism.

Although not explicitly stated, one can be sure that none of these authors would agree that human beings follow an evolutionary socio-economic trajectory or that biological or cultural differences between people in different societies determine how far they will develop. 

Sanders and Tesoriero (2002) have also argued that many people believe that the kind of capitalist system imposed is the main problem and that the solution lies in reforming and improving capitalism. This perspective suggests that capitalism has not and will not provide a solution to the economic and social problems of the LICs because it has actually created them. The uneven relationship between the HICs (developed) and LICs (underdeveloped countries), in which the latter are exploited by the former, means that unless this relationship is broken, the fundamental problems of development cannot be addressed.

Modernisation theory of development has been heavily criticised from a number of different perspectives. Some other key criticisms are as follows: 

i.    One criticism challenges its racist assumptions, stating that people in different parts of the world are not intrinsically different from one another.

ii.    Another criticism (mentioned above) argues that capitalism is part of the problem not part of the solution to the problems in LICs. For instance, the colonised countries were actively underdeveloped by the colonial powers in order to more effectively exploit their peoples and take their resources. To be successful, capitalism requires that the LICs remain underdeveloped.

iii.    A third criticism, which is linked to the second, challenges the idea that the “developed” countries are a model for the “underdeveloped” countries and that capitalism itself will lead to an improvement in living conditions. People who hold this view argue that social improvements in the developed countries were mainly, although not entirely, the result of workers' struggles. They are by no means an automatic result or by-product of capitalism itself. 

iv.    A fourth criticism challenges the belief that the problems of “development” and “underdevelopment” are located in culture. This position contests the idea that when people's ideas and attitudes change, when they are freed from the bonds of tradition, and their individual drive and creativity is released, their economies will take off; they do not believe that traditional economies simply lack a spirit of entrepreneurship.

v.    A fifth criticism states that there has never been a pure form of free market capitalism in the world. The state has always intervened in various ways to promote particular interests, regulate labour supply and other economic factors such as money supply, interest rates, etc. The state or colonial government in Kenya, South Africa and other colonies played a very powerful role. It forced African men into wage labour by robbing them of their land, killing or stealing their livestock and imposing taxes. It also passed laws to hold wages down (Sanders, Tesoriero, Clifford & Braam, 2002).

Before we move on to the relationship between health and development, read this chapter from David Clark’s Visions of Development which draws together the multiple conceptualizations of development and provides a summary table (pp22-24) of the many ways in which the concept has been used in economics and the social sciences of the many different meanings given to the concept over the past 50 years. 

	Reading
Clark, D. A. (2002). Ch 1 – Abstract Concepts of Development. Visions of Development. A Study of Human Values. Cheltenham: Edward Elgar: 9 - 26.




To summarise what we have covered so far: we have explored our own understanding of development and applied it to the scenario of an individual family and what development would entail in practical terms to improve their life chances. We have then explored Sen’s conceptualization of development as a set of capabilities and applied that to the same scenario. This is the conceptualization that we will adopt in this module. To build your critical awareness of the development discourse, we have then introduced a dominant conceptualization of development from the 1960s which still has a fairly assured position in the world - Modernization Theory. We have looked at some of the critiques of it, and through an additional reading, grounded the discussion in the historical context of post-colonial Africa; finally we have introduced Clark’s summary of the use of the concept in different disciplines. We now move on to the interrelationship of different conceptualizations of development and health.

6
Development and Health
In Unit 1 Session 3, we made the point that healthy populations are linked to development in a fairly obvious way, since healthy people are likely to be more productive at many levels. This is not what we are debating here, although it is a compelling incentive for ensuring healthy populations. Here we are more concerned about what kind of development affects population health, and how it does so. 

Sen (1999a) suggests that equating development with a narrow economic view is problematic as we can infer from Shadrack’s family’s situation. Those at the very bottom of the economic hierarchy, those who are extremely poor and insufficiently educated for urban employment, have very little chance of life improvement unless the country enjoys substantial economic growth and distributes it in a way which affects the lives and health of the poorest members of society; in other words, unless the society values equity or an equal chance for everyone. A number of questions will be explored in this section including: how health and development are linked, and whether health is an inevitable outcome of economic development. 

Sen adds to the last question asking: “Is health best promoted through the general process of economic growth which involves a rising real national income per capita, or is the advancement of health as a goal to be separated out from the process of economic growth seen on its own?” (Sen, 1999a: 916).
This is an important point to note: separating the goal of health improvement from the general goal of economic growth is an interesting prospect: this would suggest that people are not subject to the highs and lows of economic growth, nor is their well-being dependent on the values that drive a capitalist economy. Sen suggests well-being, freedom, as a kind of baseline, a non-negotiable in a “good” society. How this could be achieved is the challenge.

Let’s return briefly to an example of health improvement in England over the 18th and 19th centuries, and the lessons it offers for achieving healthier populations through development. Find Werner and Sanders’s (1997) Chapter 11 (which you have read in part), and turn to pages 77-78, “Development in the ‘Developed World’”. Read this section now and use the prompts in Task 5 to direct your reading.

	Reading
Werner, D. and Sanders, D. (1997). Ch 11 – Health Status in Different Lands at Different Times in History … In Questioning the Solution: The Politics of Primary Health Care and Child Survival.  Palo Alto, California: Healthwrights: 77-78.




	Task 5 – How development affected health in 18th to 19th C England

a) What according to the authors was the key factor which affected widespread improvement of living conditions and health?

b) What were the resultant reforms and what aspects of health did they improve?

c)  How do they evaluate these changes in terms of economic growth (which occurred at the same time)?

d) What further lesson from history do they cite in relation to sustaining social equity?




Feedback

The key factor that the authors raise is that class struggles led to the improvement of health and living conditions: these struggles arose from extreme social hardships following loss of land by subsistence farmers – the outcome of the Enclosure Movement. Landlessness pushed large numbers of the population to the overcrowded cities where they faced appalling living conditions and malnutrition. Awareness raising by various social activists and reformers may have strengthened citizens’ will to protest, coupled with the high mortality rates from successive infectious disease outbreaks. 

Resultant reforms included the passing of three Public Health Acts (1848, 1866 and 1875) resulting in a wide range of health and education improvements (detailed in column 1 on page 78). The authors emphasize that these health improvements were not “automatic by-products of economic growth” (Werner & Sanders, 1997: 78) but were rather hard won achievements of the poor from the privileged classes; finally they make the point quoting slavery abolitionist Frederick Douglass and Thomas Jefferson that such gains must be jealously and actively guarded.

So far we have two examples of contexts where evidence shows that economic development does not equal better health for populations - 19th century England and Sen’s example of South Africa and Gabon which in spite of their stronger economic growth lag behind Sri Lanka and Kerala, India if you consider their health indicators. 

We now return to the link between Sen’s conceptualisation of development and health. Sen (1999a) considers “… freedom from avoidable ill-health and from escapable mortality” among the most important freedoms that we can enjoy. In his keynote address to the World Health Assembly he provides further evidence that economic growth is not sufficient to promote these freedoms. Make notes in response to the questions in Task 6 and be alert to the argument we are building in relation to whether health is an automatic effect of economic development. 

	Reading

Sen, A. (1999a). Health in Development.  Keynote address to the Fifty-second World Health Assembly, Geneva, 18 May 1999.  Bulletin of the World Health Organization, 77(8): 619 - 623.




	Task 6 – Key points from Sen’s paper on linkages between development and health

a) What evidence does Sen use to make the argument that economic prosperity does not necessarily lead to longevity or good health? And what other factors does he argue affect good health?

b) Sen cites a study by Anand and Ravaillion (1993) in which they identify two country         level actions which when taken, produced a correlation between GNP per capita and life expectancy. What are they? 

c) What is the significance of this finding?




Feedback

Sen (1999a) cites African American men as an example of how higher incomes per capita, when compared to much poorer Chinese men, do not lead to longer life expectancy. He cites other factors such as social arrangements, community relations, health care, health support schemes, schooling, law and order and the level of violence in a society as being other critical factors.

Sudhir Anand and Martin Ravallion’s intercountry comparative survey reveals an interesting correlation between GNP per capita and health: they found an improvement in life expectancy when and only when economic growth is accompanied by improvements in “the incomes of the poor, and in public expenditure particularly in health care”. This finding is very important as it makes the point: “Much depends on how the fruits of economic growth are used” (Sen, 1999a: 621). Re-read paragraph 3 on page 621 to be sure that you have understood Sen’s argument.

Elsewhere he is quoted as arguing”… that "well-being" has to do with being well, which in the most elementary terms is about being able to live long, being well-nourished, being healthy, being literate, and so on. As Sen puts it, the "value of the living standard lies in the living, and not in the possessing of commodities” (1987a: 25).

Sen also asks a set of broader questions regarding the relationship of development and health: 

· Is health best promoted through the general process of economic growth which involves a rising real national income per capita, or is the advancement of health as a goal to be separated out from the process of economic growth seen on its own? 

· Do all good things go together in the process of development, or are there choices to be made on the priorities to be chosen? 

· How does our concern for equity reflect itself in the field of health and health care? (1999a: 619).
These are profound questions which require more evidence than we have at our finger tips as Public Health professionals, but bear them in mind since they may be helpful in critiquing health policies which you carry out every day. 

	Task 7 – Apply Sen’s questions to your country’s health system

Think of one specific programme in your country’s health care system such as care for heart disease, or ART treatment. Allocate a mark out of 10 to the extent that equity values are reflected in this programme.



Feedback

This is an unscientific exercise, but one which alerts you to your own judgement of a situation, and helps you to be critical of systems that you may take for granted. 

Development and health have not always been seen to be related. The acknowledgement of health as a part of development emerged partly as a reaction against the absence of any social dimensions in the development debate before the 1970s. Economic change was at that time considered a precursor to any other social changes. Within development activity, social aspects, such as health, education and social services were considered to be non-productive consumption sectors that threatened to dissipate national savings and development efforts. From a capitalist point of view, widespread provision of social services was not part of the development agenda. 

However, by the early 1970s there was growing scepticism, not only about the trickle-down assumption, but about who was benefiting from development. There was growing evidence that behind high rates of national economic growth and growing per capita wealth, there was a very small number of people becoming wealthy. In fact, there was evidence that many more people were worse off. In 1976, the International Labour Organisation released figures to suggest that between 1963 and 1972, in 17 of 32 countries, the number of destitute people increased, and in 14 of those countries, the number of people living in poverty increased.

The debate on development came to include inequalities amongst groups within countries and between countries. This brought into question the use of narrow economic (national income) measures of development, and so opened the way for a more inclusive idea of development. Furthermore, countries like Cuba and Costa Rica were showing evidence that economic development and redistribution of wealth were both possible. The reasons for underdevelopment were increasingly questioned. The dominance of developed countries and the weak position of underdeveloped countries in relation to them were proffered as reasons for underdevelopment. 

By the late 1970s, the Primary Health Care approach was clearly asserting that structural factors contributed to health and illness. Poverty was paramount amongst these. Attempts to raise health status at that time had to tackle structural issues of poverty and inequality in many sectors. Development approaches also had to take account of broad social factors. And so, a relationship between health and development was acknowledged and began to inform policy. 

As development began to include health, and health, in turn, was embracing notions of equity, participation, multisectoral approaches, prevention and local control of health care, the interrelationships became more firmly established (Sanders, Tesoriero, Clifford & Braam, 2002). 

	Task 8 – Define Development for Yourself

Using the resources that have been provided, in particular the chapter by Clark (2002), draw a mindmap and write a definition of what you now believe to be encompassed by the concept “development” and its relevance to population health.


Feedback

You may need to keep this exploration going a little longer before you finalise your definition. However, Sen (1999b) has argued that development happens where political freedoms flourish and transparency is guaranteed, where governments and the private sector distribute economic facilities, where protective security is afforded to the poorest of the poor, and where social opportunities are made available to those who are at risk. Can we equate the last three (economic facilities, a safety net and social support opportunities) to addressing the social determinants of health? Is he saying the same thing, but at a slightly more philosophical and political level, recognising that these processes do not happen by “rearranging the seating when the ship is sinking”. What Sen seems to be suggesting is that only through fundamental inter-sectoral interventions at a structural and policy level by governments informed by pro-people pro-poor values, can we achieve freedom, and this will have far reaching effects across social class and economic sectors. One practical manifestation of such changes might be as Anand and Ravaillon (1993) suggest (Sen, 1999a: 621) - improvements in “the incomes of the poor, and in public expenditure particularly in health care”.
One thing is certain, however, unless we consider how to turn around Athenkosi and Thembi’s lives in a sustainable way by addressing their problems upstream, we (as Public Health workers) will be condemned to the clinical treatment of an endless stream of drowning babies for many years to come. 
7
Session Summary 
This brings us to the end of Unit 1. We hope you feel somewhat orientated to the field of Public Health and that you are finding the module interesting. We hope also that you are reading daily – especially those of you who are a little reluctant to read academic and scientific writing.  Your ability to do it gets better the more you do of it, so just persist. 

Take these ideas about development with you into the next unit which focuses on one approach to improving the health system – and the best we have come across – one which seeks to address the social determinants of disease and effect development: that is the Comprehensive Primary Health Care approach. 
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a healthy population implies …
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WHO is the directing and coordinating authority for health within the United Nations system. It is responsible for providing leadership on global health matters, shaping the health research agenda, setting norms and standards, articulating evidence-based policy options, providing technical support to countries and monitoring and assessing health trends. Explore their website and become familiar with its contents.  





WHO. About WHO. [Online], Available: �HYPERLINK "http://search.who.int/"�http://search.who.int/� [Downloaded 17 Dec 2009]. 





Also take a look at their publication, the WHO Bulletin which is freely available to you. 








A model is an explanation of how a phenomenon is understood and often makes use of a diagram.





A conceptual framework is a set of explanations of concepts which are commonly used for a particular topic. 








Your own understanding of Public Health





Direction of flow





“… [I]t effectively obscures the social and economic causes of ill health” 
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Demography: population size, age, structure, gender balance, ethnicity, minority status








Socio-economic status 








Diseases








Risk factors 








For example: In South Africa, the national prevalence rate of tuberculosis in 2008 was 971 per 100 000 whilst the incidence rate was 808 per 100 000 (WHO, 2010).








Concept clarification


The difference between data and statistics and what’s a variable anyway?


Data is the qualitative or quantitative measurement or description of a variable or set of variables. 


A variable is anything that can be measured either quantitatively or qualitatively and changes in value; it could be a physical thing or an event or an attribute.  


Statistics is the science of summarising and describing quantitative data from a sample; an example of the summary description could be the mean, median, standard deviation, etc.





The WHO Indicator and Measurement Registry (IMR) is a central source of metadata of health-related indicators used by WHO and other organizations. It includes indicator definitions, data sources, methods of estimation and other information that allow users to get better understanding of their indicators of interest. 

















For Task 2a, use Advanced Search and type the indicator, e.g. Life expectancy at birth (years) from the table below into the Indicator name space.





Feedback





Here is an example of the definition of the first indicator. I used the Compendium p116:





Life expectancy at birth is defined as: The average number of years that a newborn could expect to live, if he or she were to pass through life exposed to the sex- and age-specific death rates prevailing at the time of his or her birth, for a specific year, in a given country, territory, or geographic area.





                     B





               A





               





�





These countries have life expectancies of less than 50 years





These countries have a life expectancy of less than 50 years





Concept clarification


A useful definition of “health risk” is 


“… a factor that raises the probability of adverse health out�comes” (WHO, 2009: v). Risk can be measures either in relation to mortality, i.e. risk of dying, or in relation to premature mortality and disability.  





The Millenium Development Goals are targets adopted by world leaders in the year 2000 and set to be achieved by 2015, the Millennium Development Goals (MDGs) provide concrete, numerical benchmarks for tackling extreme poverty in its many dimensions. ��The MDGs also provide a framework for the entire international community to work together towards a common end – making sure that human development reaches everyone, everywhere. If these goals are achieved, world poverty will be cut by half, tens of millions of lives will be saved, and billions more people will have the opportunity to benefit from the global economy. ��The eight MDGs break down into 21 quantifiable targets that are measured by 60 indicators. (UNDP. (2011). BASIC Facts about the Millennium Development Goals. [Online], Available: � HYPERLINK "http://www.undp.org/mdg/basics.shtml[Downloaded" ��http://www.undp.org/mdg/basics.shtml[Downloaded�: 20 Nov 2011].








Unit 1





One country in Asia has the same U5 mortality rate as much of Africa. What country is this?  You’ll find the answer below.





This map comes from the University of Sheffield’s Worldmapper site, which is “a collection of world maps, where territories are re-sized … according to the subject of interest. There are now nearly 700 maps” for you to explore (University of Sheffield, 2011).





Deaths per 1 000 children aged 0-4 years 


The U5MR rate in the WHO Africa Region in 2011 (127 per 1 000) is more than twice as high as all other regions except the WHO Eastern Mediterranean Region (72 per 1 000); this is a region which includes some north African countries. Europe, the Americas and Western Pacific Regions have a low U5MR (13, 18 and 21 per 1 000 respectively) which is more than six times lower than that of Africa. Across the six regions, the high income countries within them achieve a much lower U5MR of 7 per 1 000.


(Graph compiled by V. Scott from WHO Statistics, 2011. [Online], Available: � HYPERLINK "http://www.who.int/gho/publications/world_health_statistics/2011/en/index.html" ��http://www.who.int/gho/publications/world_health_statistics/2011/en/index.html�]














Hans Rosling 


Rosling began his wide-ranging career as a physician, spending many years in rural Africa tracking a rare paralytic disease (which he named konzo) and discovering its cause: hunger and badly processed cassava. He co-founded Médecins sans Frontièrs (Doctors without Borders) Sweden, wrote a textbook on global health, and as a professor at the Karolinska Institute in international research collaborations. He believes that there should be global free access to data for all (Ted Talks, 2011). 








Hans Rosling 


Rosling began his wide-ranging career as a physician, spending many years in rural Africa tracking a rare paralytic disease (which he named konzo) and discovering its cause: hunger and badly processed cassava. He co-founded Médecins sans Frontièrs (Doctors without Borders) Sweden, wrote a textbook on global health, and as a professor at the Karolinska Institute in Stockholm initiated key international research collaborations. He's also personally argued with many heads of state, including Fidel Castro (Ted Talks, 2011). 








The Child Support Grant in South Africa is money paid by the government to the primary caregiver of a child to provide for his or her basic needs. The child and primary caregiver must be South African citizens and reside permanently in the country. The child or children must be under the age of 18 years (Statistics SA, 2009).


 





Direction of flow





P


R


O


X


I


M


A


L





Structural





















































D


I


ST


A


L





Social








D





U


PSTRE


AM





                                                                                                                                                  Behavioural                                                                                            














D


O


W


NSTRE


AM





Biological





Malnutrition in Mt Frere


(Thembi)








Human resources                                  Organisational  


                                       			resources				





Economic resources      























Female education











Risk factors is used  interchangeably with  determinants above, but bear in mind that the term risk factor has a very specific scientific meaning, viz an exposure (to a factor) which is associated with a disease. Association means there is a linkage between factors. Friis and Sellers (2004: 69) note that “Because of uncertainty of causal factors in epidemiological research, it is customary to refer to an exposure that is associated with a disease as a [risk factor]”. Three elements are necessary for something to be considered a risk factor: 


Frequency of the disease varies by value of the factor, (i.e. heavy smokers are more likely to develop lung cancer than light smokers).


The risk factor must precede onset of disease, (i.e. individuals must have started smoking before they get lung cancer).


The observed association must not be the result of a source of error.








Unit 1





Spider diagrams are a good way to make notes; they allow you to think fluidly and also to link associated ideas: read more at http://www.the-organic-mind.com/spider-diagrams.html. 





urban





Politically,


the “urban” area functions as an administrative centre








Geographers


define “urban” as a settlement agglomeration of a particular magnitude, or with a particular population density





Urban: 


[The] de facto [or in practice] population living in areas classified as urban according to the criteria used by each area or country. (� HYPERLINK "http://data.un.org/Glossary.aspx?q=urban" �http://data.un.org/Glossary.aspx?q=urban�. Accessed 27 January 2010).








How does each country classify settlements as “urban”?





Liberia uses a population threshold only





Sudan combines a political dimension (localities of administrative importance) with an economic dimension (localities of commercial importance)
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Figure 2 is a trend analysis and shows how the numbers of people living in urban centres in Africa has increased dramatically and how it is anticipated that there will be a further exponential increase in urban population. This is illustrated through to the year 2050.
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Note that while more than 50% of the world’s population is now urbanised, Africa will only catch up to this current global state in approximately 2030. 





Take note of the steepness of the bottom line (East Africa): this shows the most rapid growth.


(UN-HABITAT/


UNESCO, 2008)





Please note that the boxes have been inserted to clarify which line represents which region because of the lack of colour. If you consult the original document, you will find it easier.





E





Remember that a city’ survival depends on its ability to provide food and water to its citizens and to transport sewerage out. Infrastructure becomes ever more important as cities get bigger – and the survival of cities depend on it. 








Incoming rural population





Natural increase 


in the urban population which is also a function of fertility and mortality rates 
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�The tree is a useful metaphor to represent things that fuel growth and the outcomes or fruits of such growth. The branch boxes should show the outcomes of development, e.g. a long life, good health.


 


The lines which stretch from the roots should show the means or ways in which those development outcomes could be achieved. You could link your outcomes and means by numbering them, e.g. affordable quality education.





The fruits of development for Athenkosi would be …





The means to improve Athenkosi’s life chances include:





�
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_1388905359.xls
% Med Aid

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% on Medical Aid

% on Medical Aid 1999

0.2490669943

0.4297213745

0.4792782644

0.3362808444

0.0349994378

0.1921545523

0.0286582859

0.431449381

0.4774664857

0.4507524042

0.3235091434

0.3102375334



Informal housing

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% Informal dwelling

Graph 1. % Households in Subdistrict of Cape Town living in informal dwellings, 1996

0.0413028138

0.0778059367

0.0731650494

0.1396078896

0.8029754596

0.0642064724

0.6360148285

0.1839206474

0.0754385965

0.0696241073

0.0441421213

0.1982248429



Electricity

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% No electricity

% No electricity 1996

0.011383904

0.0933663442

0.091530591

0.0787988059

0.324596174

0.0437553833

0.536812417

0.1301242506

0.0523478585

0.057204167

0.023176839

0.1284386981



Education

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% Not Completed Matric

% Not Completed Matric 1996

0.7549617005

0.6417607943

0.4408252333

0.5691760685

0.8564985439

0.8027746024

0.8480208363

0.6663563025

0.5973939042

0.5404744473

0.6896487386

0.6722260715



Employment

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% Unemployed of the employable

% Unemployed of the employable 1996

0.2487972584

0.2001088079

0.1726424361

0.1768662099

0.4669097354

0.2420420628

0.5015689051

0.203938222

0.1702478106

0.1767522022

0.2239144261

0.2571818358



Poverty

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% Households below poverty line

% Households below poverty line 1996

0.2444754345

0.2391582746

0.2100157586

0.1773416086

0.5493072377

0.1787464758

0.5694609246

0.1761275779

0.161730624

0.1554698185

0.171698309

0.2484865824



% under 1

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



<1yr

% Population under 1 year in 2002

0.0193686579

0.0163571689

0.0171567937

0.0166661551

0.0265562867

0.019959111

0.0261971473

0.0185484376

0.016719819

0.0171151017

0.016543223

0.019444119



% under 5

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



<5yr

% Population under 5 years in 2002

0.0945568544

0.0828111859

0.0830488736

0.0829783509

0.1160825043

0.0981440585

0.1147405759

0.0913144929

0.083894251

0.0853167081

0.083890851

0.0932062369



Over 50

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



> 50

% Population over 50 years in 2002

0.1463349405

0.1708373319

0.1977155383

0.1880435735

0.086544904

0.1212907899

0.0950409463

0.1445183599

0.1796129388

0.168513958

0.1765218841

0.1503762673



IMR

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



Deaths per 1 000

IMR in subdistricts of Cape Town, 2001

13.774912075

22.7549776514

16.4230283342

25.8358662614

43.9362022269

15.9546179755

49.2561318858

30.4684748151

14.8412549314

24.1179097812

19.089019089

25.9231522553



Sheet1

				Medical Aid		Socioeconomic 1996:												Population 2001:								Health Status:										Health Status:

		Old Health District		% on Medical Aid		% Informal dwelling		% No electricity		% No piped water in dwelling or on site		% Not Completed Matric		% Unemployed of the employable		% Households below poverty line		<1yr		<5yr		> 50		Total		IMR 2001		TB incidence 2001		HIV prevalence (Dorrington 2001)				Total		HIV Dorrington		TB		IMR		Crude HIV mortality per 100 000		Crude TB mortality per 100 000				Live births (Nov 2004)

		Subdistrict 1		24.91%		4.13%		1.14%		0.67%		75.50%		24.88%		24.45%		1.94%		9.46%		14.63%		227035										227035		3.19%				13.8		45		75		ATHLONE   =   3444		3444

		Subdistrict 2		42.97%		7.78%		9.34%		5.74%		64.18%		20.01%		23.92%		1.64%		8.28%		17.08%		195078										195078		4.11%				22.8		50		22		BLAAUWBERG   =   2472		2472

		Subdistrict 3		47.93%		7.32%		9.15%		5.14%		44.08%		17.26%		21.00%		1.72%		8.30%		19.77%		311673										311673		7.04%				16.4		179		96		CENTRAL   =   5545		5545

		Subdistrict 4		33.63%		13.96%		7.88%		7.84%		56.92%		17.69%		17.73%		1.67%		8.30%		18.80%		163958										163958		5.22%				25.8		62		73		EASTERN   =   4527		4527

		Subdistrict 5		3.50%		80.30%		32.46%		26.44%		85.65%		46.69%		54.93%		2.66%		11.61%		8.65%		364793										364793		12.48%				43.9		366		350		HELDERBERG   =   2639		2639

		Subdistrict 6		19.22%		6.42%		4.38%		4.56%		80.28%		24.20%		17.87%		2.00%		9.81%		12.13%		278127										278127		3.63%				16.0		57		57		KHAYELITSHA   =   6668		6668

		Subdistrict 7		2.87%		63.60%		53.68%		29.17%		84.80%		50.16%		56.95%		2.62%		11.47%		9.50%		310368										310368		12.31%				49.3		439		249		MITCHELLS PLAIN   =   5740		5740

		Subdistrict 8		43.14%		18.39%		13.01%		11.48%		66.64%		20.39%		17.61%		1.85%		9.13%		14.45%		294367										294367		4.93%				30.5		156		91		NYANGA    =   4907		4907

		Subdistrict 9		47.75%		7.54%		5.23%		3.78%		59.74%		17.02%		16.17%		1.67%		8.39%		17.96%		418909										418909		3.55%				14.8		41		54		OOSTENBERG   =   5747		5747

		Subdistrict 10		45.08%		6.96%		5.72%		4.68%		54.05%		17.68%		15.55%		1.71%		8.53%		16.85%		269451										269451		5.04%				24.1		75		58		SOUTH PENINSULA   =   5559		5559

		Subdistrict 11		32.35%		4.41%		2.32%		0.56%		68.96%		22.39%		17.17%		1.65%		8.39%		17.65%		349370										349370		2.88%				19.1		33		112		WESTERN   =   5503		5503

		Cape Town		31.02%		19.82%		12.84%		8.92%		67.22%		25.72%		24.85%		1.94%		9.32%		15.04%		3183127										3183127		6.09%				25.9		1503		1237



Vera Scott:
2/3 of original 44.19

Vera Scott:
Khayelitsha med aid adjusted to 3.5% and other adjusted accordingly to maintain the Metro wide 31.02% coverage




_1380515531.doc
[image: image1.png]ication/pdf Object) - Mozilla Firefox

He B Vew Hgoy Gookmals ols b
2 | 11| @ | MGmai - 1o (3025) - seven054@g.. | ) 5ymbelon | Access your bookmarks .
@) Symbalon | Acces yo.. (B Vst isted || Gettig Sarte (5] Lates Headlnes

50 & €

(Google Custom search | ) WHO | WHO indicator registry | @ wHs2011_IndicatorCompendium_20... | +

Fitpifwwsemendely... || Inport o Mendeley

] 234

Search 2
Locking For:
life expectancy at birth in
the current PDF document
Resuks:
1 documents with 9 Indicator Code Book. World Health Statistics - World Health Statistics indicators
Resuls: Life expectancy at birth
5% CoverRecto_z01 10511
5 Life expectancy
5 ccordingy, ife Mifestiar (© 65
& IEENEEE Indicator name Life expectancy at birth
5 name Life expect L
5 shbreviated Life e Name abbreviated Life expectancy at birth
5 Rationse Life exn
5 Accordingy, lfe e Data Type Representation Statistic
1 measurement Life Indicator group Demographics
5 rates. Life expect
Rationale Life expectancy at birth reflects the overall mortality level of a population. It
summarizes the mortality pattern that prevails across all age groups - children
and adolescents, adults and the elderly.
Definition The average number of years that a newborn could expect to live, if he or she
were to pass through life exposed to the sex- and age-specific death rates
e Bt Semeh prevailing at the time of his or her birth, for a specific year, in a given country,
joe Basic Seach Opions
territory, or geographic area.
SsucandVen lstEn. Associated terms Life table : A set of tabulations that describe the probability of dying, the death
it 8 word nthe corest POF rate and the number of survivors for each age or age group. Accordingly, life
expectancy at birth and adult mortality rates are outputs of a life table. -

7; start EwQcC »Ews 11_Indica. T 3 Microsoft Wo...  ~ dowsExpl. ~ EN B T Downlo &L 2, BN ouosmm







_1341366741

_1252756530.xls
% Med Aid

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% on Medical Aid

% on Medical Aid 1999

0.2490669943

0.4297213745

0.4792782644

0.3362808444

0.0349994378

0.1921545523

0.0286582859

0.431449381

0.4774664857

0.4507524042

0.3235091434

0.3102375334



Informal housing

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Informal dwelling

% Informal dwelling 1996

0.0413028138

0.0778059367

0.0731650494

0.1396078896

0.8029754596

0.0642064724

0.6360148285

0.1839206474

0.0754385965

0.0696241073

0.0441421213

0.1982248429



Electricity

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No electricity

% No electricity 1996

0.011383904

0.0933663442

0.091530591

0.0787988059

0.324596174

0.0437553833

0.536812417

0.1301242506

0.0523478585

0.057204167

0.023176839

0.1284386981



Education

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Not Completed Matric

% Not Completed Matric 1996

0.7549617005

0.6417607943

0.4408252333

0.5691760685

0.8564985439

0.8027746024

0.8480208363

0.6663563025

0.5973939042

0.5404744473

0.6896487386

0.6722260715



Employment

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Unemployed of the employable

% Unemployed of the employable 1996

0.2487972584

0.2001088079

0.1726424361

0.1768662099

0.4669097354

0.2420420628

0.5015689051

0.203938222

0.1702478106

0.1767522022

0.2239144261

0.2571818358



Poverty

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% Households below poverty line

Graph 2. % Households in Subdistrict of Cape Town below poverty line, 1996

0.2444754345

0.2391582746

0.2100157586

0.1773416086

0.5493072377

0.1787464758

0.5694609246

0.1761275779

0.161730624

0.1554698185

0.171698309

0.2484865824



% under 1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<1yr

% Population under 1 year in 2002

0.0208823315

0.0191415352

0.0195863244

0.0193972789

0.0279835965

0.0210061503

0.0283313685

0.0207392563

0.0191557095

0.0198048119

0.0189992008

0.0216173943



% under 5

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<5yr

% Population under 5 years in 2002

0.0951686752

0.0838741283

0.0848468328

0.0844832229

0.118370175

0.0978795587

0.1177497496

0.0921829302

0.0849151528

0.0867826344

0.0846452017

0.0946250283



Over 50

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



> 50

% Population over 50 years in 2002

0.1463349405

0.1708373319

0.1977155383

0.1880435735

0.086544904

0.1212907899

0.0950409463

0.1445183599

0.1796129388

0.168513958

0.1765218841

0.1503762673



IMR

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



Deaths per 1 000

IMR in subdistricts of Cape Town, 2001

13.774912075

22.7549776514

16.4230283342

25.8358662614

43.9362022269

15.9546179755

49.2561318858

30.4684748151

14.8412549314

24.1179097812

19.089019089

25.9231522553
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				Medical Aid		Socioeconomic 1996:												Population 2001:								Health Status:										Health Status:

		Old Health District		% on Medical Aid		% Informal dwelling		% No electricity		% No piped water in dwelling or on site		% Not Completed Matric		% Unemployed of the employable		% Households below poverty line		<1yr		<5yr		> 50		Total		IMR 2001		TB incidence 2001		HIV prevalence (Dorrington 2001)				Total		HIV Dorrington		TB		IMR		Crude HIV mortality per 100 000		Crude TB mortality per 100 000				Live births (Nov 2004)

		Subdistrict 1		24.91%		4.13%		1.14%		0.67%		75.50%		24.88%		24.45%		1.94%		9.46%		14.63%		227035										227035		3.19%				13.8		45		75		ATHLONE   =   3444		3444

		Subdistrict 2		42.97%		7.78%		9.34%		5.74%		64.18%		20.01%		23.92%		1.64%		8.28%		17.08%		195078										195078		4.11%				22.8		50		22		BLAAUWBERG   =   2472		2472

		Subdistrict 3		47.93%		7.32%		9.15%		5.14%		44.08%		17.26%		21.00%		1.72%		8.30%		19.77%		311673										311673		7.04%				16.4		179		96		CENTRAL   =   5545		5545

		Subdistrict 4		33.63%		13.96%		7.88%		7.84%		56.92%		17.69%		17.73%		1.67%		8.30%		18.80%		163958										163958		5.22%				25.8		62		73		EASTERN   =   4527		4527

		Subdistrict 5		3.50%		80.30%		32.46%		26.44%		85.65%		46.69%		54.93%		2.66%		11.61%		8.65%		364793										364793		12.48%				43.9		366		350		HELDERBERG   =   2639		2639

		Subdistrict 6		19.22%		6.42%		4.38%		4.56%		80.28%		24.20%		17.87%		2.00%		9.81%		12.13%		278127										278127		3.63%				16.0		57		57		KHAYELITSHA   =   6668		6668

		Subdistrict 7		2.87%		63.60%		53.68%		29.17%		84.80%		50.16%		56.95%		2.62%		11.47%		9.50%		310368										310368		12.31%				49.3		439		249		MITCHELLS PLAIN   =   5740		5740

		Subdistrict 8		43.14%		18.39%		13.01%		11.48%		66.64%		20.39%		17.61%		1.85%		9.13%		14.45%		294367										294367		4.93%				30.5		156		91		NYANGA    =   4907		4907

		Subdistrict 9		47.75%		7.54%		5.23%		3.78%		59.74%		17.02%		16.17%		1.67%		8.39%		17.96%		418909										418909		3.55%				14.8		41		54		OOSTENBERG   =   5747		5747

		Subdistrict 10		45.08%		6.96%		5.72%		4.68%		54.05%		17.68%		15.55%		1.71%		8.53%		16.85%		269451										269451		5.04%				24.1		75		58		SOUTH PENINSULA   =   5559		5559

		Subdistrict 11		32.35%		4.41%		2.32%		0.56%		68.96%		22.39%		17.17%		1.65%		8.39%		17.65%		349370										349370		2.88%				19.1		33		112		WESTERN   =   5503		5503

		Cape Town		31.02%		19.82%		12.84%		8.92%		67.22%		25.72%		24.85%		1.94%		9.32%		15.04%		3183127										3183127		6.09%				25.9		1503		1237



Vera Scott:
2/3 of original 44.19

Vera Scott:
Khayelitsha med aid adjusted to 3.5% and other adjusted accordingly to maintain the Metro wide 31.02% coverage
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% Med Aid

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% on Medical Aid

% on Medical Aid 1999

0.2490669943

0.4297213745

0.4792782644

0.3362808444

0.0349994378

0.1921545523

0.0286582859

0.431449381

0.4774664857

0.4507524042

0.3235091434

0.3102375334



Informal housing

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Informal dwelling

% Informal dwelling 1996

0.0413028138

0.0778059367

0.0731650494

0.1396078896

0.8029754596

0.0642064724

0.6360148285

0.1839206474

0.0754385965

0.0696241073

0.0441421213

0.1982248429



Electricity

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No electricity

% No electricity 1996

0.011383904

0.0933663442

0.091530591

0.0787988059

0.324596174

0.0437553833

0.536812417

0.1301242506

0.0523478585

0.057204167

0.023176839

0.1284386981



Education

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Not Completed Matric

% Not Completed Matric 1996

0.7549617005

0.6417607943

0.4408252333

0.5691760685

0.8564985439

0.8027746024

0.8480208363

0.6663563025

0.5973939042

0.5404744473

0.6896487386

0.6722260715



Employment

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Unemployed of the employable

% Unemployed of the employable 1996

0.2487972584

0.2001088079

0.1726424361

0.1768662099

0.4669097354

0.2420420628

0.5015689051

0.203938222

0.1702478106

0.1767522022

0.2239144261

0.2571818358



Poverty

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Households below poverty line

% Households below poverty line 1996

0.2444754345

0.2391582746

0.2100157586

0.1773416086

0.5493072377

0.1787464758

0.5694609246

0.1761275779

0.161730624

0.1554698185

0.171698309

0.2484865824



% under 1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<1yr

% Population under 1 year in 2002

0.0208823315

0.0191415352

0.0195863244

0.0193972789

0.0279835965

0.0210061503

0.0283313685

0.0207392563

0.0191557095

0.0198048119

0.0189992008

0.0216173943



% under 5

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<5yr

% Population under 5 years in 2002

0.0951686752

0.0838741283

0.0848468328

0.0844832229

0.118370175

0.0978795587

0.1177497496

0.0921829302

0.0849151528

0.0867826344

0.0846452017

0.0946250283



Over 50

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



> 50

% Population over 50 years in 2002

0.1463349405

0.1708373319

0.1977155383

0.1880435735

0.086544904

0.1212907899

0.0950409463

0.1445183599

0.1796129388

0.168513958

0.1765218841

0.1503762673



IMR

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



Deaths per 1 000

IMR in subdistricts of Cape Town, 2001

13.774912075

22.7549776514

16.4230283342

25.8358662614

43.9362022269

15.9546179755

49.2561318858

30.4684748151

14.8412549314

24.1179097812

19.089019089

25.9231522553



Chart1

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



% No piped water in dwelling or on site

Graph 3. % Households in Subdistrict of Cape Town without piped water in dwelling or on site, 1996

0.0066807314

0.0573657366

0.0514209325

0.0784307946

0.2644081607

0.0455527307

0.2916708376

0.1147518223

0.0378092764

0.0468267959

0.0055923395

0.0892382416



Sheet1

				Medical Aid		Socioeconomic 1996:												Population 2001:								Health Status:										Health Status:

		Old Health District		% on Medical Aid		% Informal dwelling		% No electricity		% No piped water in dwelling or on site		% Not Completed Matric		% Unemployed of the employable		% Households below poverty line		<1yr		<5yr		> 50		Total		IMR 2001		TB incidence 2001		HIV prevalence (Dorrington 2001)				Total		HIV Dorrington		TB		IMR		Crude HIV mortality per 100 000		Crude TB mortality per 100 000				Live births (Nov 2004)

		Subdistrict 1		24.91%		4.13%		1.14%		0.67%		75.50%		24.88%		24.45%		1.94%		9.46%		14.63%		227035										227035		3.19%				13.8		45		75		ATHLONE   =   3444		3444

		Subdistrict 2		42.97%		7.78%		9.34%		5.74%		64.18%		20.01%		23.92%		1.64%		8.28%		17.08%		195078										195078		4.11%				22.8		50		22		BLAAUWBERG   =   2472		2472

		Subdistrict 3		47.93%		7.32%		9.15%		5.14%		44.08%		17.26%		21.00%		1.72%		8.30%		19.77%		311673										311673		7.04%				16.4		179		96		CENTRAL   =   5545		5545

		Subdistrict 4		33.63%		13.96%		7.88%		7.84%		56.92%		17.69%		17.73%		1.67%		8.30%		18.80%		163958										163958		5.22%				25.8		62		73		EASTERN   =   4527		4527

		Subdistrict 5		3.50%		80.30%		32.46%		26.44%		85.65%		46.69%		54.93%		2.66%		11.61%		8.65%		364793										364793		12.48%				43.9		366		350		HELDERBERG   =   2639		2639

		Subdistrict 6		19.22%		6.42%		4.38%		4.56%		80.28%		24.20%		17.87%		2.00%		9.81%		12.13%		278127										278127		3.63%				16.0		57		57		KHAYELITSHA   =   6668		6668

		Subdistrict 7		2.87%		63.60%		53.68%		29.17%		84.80%		50.16%		56.95%		2.62%		11.47%		9.50%		310368										310368		12.31%				49.3		439		249		MITCHELLS PLAIN   =   5740		5740

		Subdistrict 8		43.14%		18.39%		13.01%		11.48%		66.64%		20.39%		17.61%		1.85%		9.13%		14.45%		294367										294367		4.93%				30.5		156		91		NYANGA    =   4907		4907

		Subdistrict 9		47.75%		7.54%		5.23%		3.78%		59.74%		17.02%		16.17%		1.67%		8.39%		17.96%		418909										418909		3.55%				14.8		41		54		OOSTENBERG   =   5747		5747

		Subdistrict 10		45.08%		6.96%		5.72%		4.68%		54.05%		17.68%		15.55%		1.71%		8.53%		16.85%		269451										269451		5.04%				24.1		75		58		SOUTH PENINSULA   =   5559		5559

		Subdistrict 11		32.35%		4.41%		2.32%		0.56%		68.96%		22.39%		17.17%		1.65%		8.39%		17.65%		349370										349370		2.88%				19.1		33		112		WESTERN   =   5503		5503

		Cape Town		31.02%		19.82%		12.84%		8.92%		67.22%		25.72%		24.85%		1.94%		9.32%		15.04%		3183127										3183127		6.09%				25.9		1503		1237



Vera Scott:
2/3 of original 44.19

Vera Scott:
Khayelitsha med aid adjusted to 3.5% and other adjusted accordingly to maintain the Metro wide 31.02% coverage




_1252756886.xls
Poster

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11



RANDS

EQUITY OF PUBLIC PRIMARY HEALTH CARE EXPENDITURE

12393656.8536365

-3533850.99519917

14600422.1524881

2855275.93100087

-28704957.38779

-4580155.65910686

-21437834.665618

-8763321.38966635

15417397.8168188

4347573.01875287

17405794.3246832



Weighting factors

		The following weighting factors were agreed at the Technical Team meeting on 27 November 2002:

		Proportion of need of population on medical aid schemes to access public primary health services:		0.10

		Proportion of need of population on medical aid schemes not met by public primary health services:		0.90

		Weighting for poverty		0.00

		Weighting for inadequate water provision (being R220 against an annual equity expenditure per person of R233)		0.94

		Weighting for inadequate housing		0.00

		Weighting for infant mortality		0.00

		Weighting for incidence of TB (being R3127 divided by equity expenditure of R233)		13.42

		Weighting for HIV/AIDS (being an additional cost of R421 x 15% against equity expenditure of R233)		0.27

		Weighting for illiteracy		0.00

		Weighting for chronic illness (over 50's)		0.76

		Weighting for childhood preventative action (under 5's)		1.20

		Cells highlighted in yellow require recalculation if there is a change in equity expenditure per head.





Equity diffs chart

		Subdistrict 1		Subdistrict 1

		Subdistrict 2		Subdistrict 2

		Subdistrict 3		Subdistrict 3

		Subdistrict 4		Subdistrict 4

		Subdistrict 5		Subdistrict 5

		Subdistrict 6		Subdistrict 6

		Subdistrict 7		Subdistrict 7

		Subdistrict 8		Subdistrict 8

		Subdistrict 9		Subdistrict 9

		Subdistrict 10		Subdistrict 10

		Subdistrict 11		Subdistrict 11
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Equity diff: dependent pop'n.

Needs-weighted equity diff.

OLD HEALTH DISTRICTS

EXPENDITURE 2001 (Rands)

Graph 7: EQUITY DIFFERENCES For Dependent and Weighted Dependent populations

8283808.00070624

12393656.8536365

-5030689.09748858

-3533850.99519917

13286341.9625068

14600422.1524881

2342327.17198266

2855275.93100087

-15121337.6559035

-28704957.38779

-9131712.27973242

-4580155.65910686

-14692404.3999434

-21437834.665618

-8485206.03775837

-8763321.38966635

12496517.2291845

15417397.8168188

2443002.58156553

4347573.01875287

13609352.5248806

17405794.3246832



Example of water calculation

		CAPE TOWN EQUITY GAUGE

		District		Population		Pop'n %age		Number of		"Need" of		Number of		Population		Dependant		%age Poor		Population		Pop'n %age		Number of		Weighting		Additional		Dependent

				per census		on MedAid		people with		people with		people with		requiring		Population		People in		re-adjusted		Inadequate		dependent		factor		"need" due		Population

				(adjusted)				MedAid		MedAid for		no MedAid		Public Health		per District		Population		for Poverty		Water		pop with		to apply		to Inad.		incremented

										public care						(%age of CT)								Inad. Water				Water		for Inad. Water

		Subdistrict 1		227,035		24.91%		56,547		5,655		170,488		176,143		7.66%		13.03%		176,143		0.67%		1,180		94%		1,114		177,257

		Subdistrict 2		195,078		42.97%		83,829		8,383		111,249		119,632		5.20%		9.20%		119,632		5.74%		6,867		94%		6,484		126,115

		Subdistrict 3		311,673		47.93%		149,378		14,938		162,295		177,233		7.71%		9.65%		177,233		5.14%		9,110		94%		8,601		185,834

		Subdistrict 4		163,958		33.63%		55,136		5,514		108,822		114,336		4.97%		5.67%		114,336		7.84%		8,964		94%		8,464		122,799

		Subdistrict 5		364,793		3.50%		12,768		1,277		352,025		353,302		15.36%		59.68%		353,302		26.44%		93,413		94%		88,201		441,503

		Subdistrict 6		278,127		19.22%		53,443		5,344		224,684		230,028		10.00%		6.40%		230,028		4.56%		10,489		94%		9,904		239,932

		Subdistrict 7		310,368		2.87%		8,895		889		301,473		302,363		13.15%		61.12%		302,363		19.64%		59,384		94%		56,071		358,434

		Subdistrict 8		294,367		43.14%		127,004		12,700		167,363		180,063		7.83%		11.03%		180,063		11.48%		20,671		94%		19,518		199,581

		Subdistrict 9		418,909		47.75%		200,015		20,002		218,894		238,895		10.39%		5.89%		238,895		3.78%		9,030		94%		8,526		247,422

		Subdistrict 10		269,451		45.08%		121,456		12,146		147,995		160,141		6.96%		7.09%		160,141		4.65%		7,447		94%		7,031		167,172

		Subdistrict 11		349,370		32.35%		113,024		11,302		236,346		247,648		10.77%		6.97%		247,648		0.56%		1,387		94%		1,309		248,958

		Cape Town		3,183,129		31.02%		987,526		98,753		2,195,603		2,299,783		0.00%		0.00%		0		9.91%		227,942		94%		215,224		2,515,007

		Control		3,183,129		31.02%		981,495		98,150		2,201,634		2,299,783		100.00%		0.00%		2,299,783		0.00%		227,942				215,224		2,515,007
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Graph 7. Public Primary Health Expenditure in excess/deficit of Equity



Article 2

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



Graph 7. Public Primary Health Expenditure in Subdistricts of Cape Town in Excess/Deficit of Equity
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Master sheet

		CAPE TOWN EQUITY GAUGE

		District		Population		Pop'n %age		Population		Dependant		%age Poor		Population		Pop'n %age		Dependent		Pop'n %age		Population		Infant		Population		TB		Dependent		HIV		Dependent				Dependent		Under 5's		Dependent		Illiteracy		Dependent		Population		Weighted		"Population"		Dependant		Needs-weighted		"Population"		Health Facility Costs						Environmental		Managem't,		Managem't,		Actual		Actual		Equity		Equity		Equity		%age of Actual		Equity		Equity		%age of Actual		Relocation		Relocation		Relocation		Relocation		Relocation of		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Relocation		Total		Adjusted		Adjusted

						on MedAid		requiring		Population		People in		re-adjusted		Inadequate		Population		Inadequate		re-adjusted		Mortality		re-adjusted		(rate per		Population				Population		Over 50's		Population				Population				Population		after all		Dependant		Shift as		Population		Dep't Pop'n		%age Adj't		Expenditure		Expenditure		% age Exp		Health		Admin &		Admin &		Expenditure		Expenditure		Expenditure		Expenditure		Difference		Expenditure		Expenditure		Difference		Expenditure		of Doctors		of Prof'l		of Enrolled		of Nursing		Pharmacists		of		of		of Physio's		of Social		of Dentists		of Dental		of Oral		of		of		of		of Admin		of General		of EnviroHealth		of Supervisors		of District		Equity Staff		Total		Difference

								Public Health		per District		Population		for Poverty		Water		incremented		Housing		for Housing		(rate per 1000)		for IMR		100000)		incremented				incremented				incremented				re-adjusted				re-adjusted		weighted		Population		Result of		per District		per District		as result of		Personnel		Non-Personnel		on Personnel		Costs		Other Costs		Env Health		2001		(per head of		(per head of		(based on dep.		(based on dep.		away from equity		(based on needs		(based on needs		away from equity				Nurses		Nurses		Assistants				Pharmacy		Radiographers		& OT's		Workers				Assistants		Hygienists		Psychologists		Dieticians		Counsellors		Staff		Assistants		Officers				Managers		Shift		Expenditure		from Equity

										(%age of CT)								for Inad. Water												for TB				for HIV/AIDS				for over 50's				for under 5's				for illit'y		adjustments				Weighting		(%age of CT)		(%age of CT)		Weighting												as % of Total				dep't pop'n)		dep't pop'n)		pop'n only)		pop'n only)		(dep't pop'n only)		weighting)		weighting)		(needs-weighted pop)												Assistants

		Subdistrict 1		227,035		24.91%		176,143		7.66%		13.03%		176,143		0.67%		177,257		4.20%		177,257		14.85		177,257		322		184,869		1.72%		185,688		14.63%		205,273		9.46%		225,269		16.39%		225,269		225,269		158,504		-17,639		7.63%		6.89%		-0.77%		25,705,252		17,392,451		60%		2,189,695		4,038,138		12.63%		49,325,537		311		233		41,041,729		8,283,808		16.79%		36,931,880		12,393,657		25.13%		-841,648		-449,176		-164,368				0																						0		-316,955								-1,772,147		47,553,390		10,621,510

		Subdistrict 2		195,078		42.97%		119,632		5.20%		9.20%		119,632		5.74%		126,115		8.00%		126,115		18.09		126,115		413		132,746		2.25%		133,477		17.08%		149,006		8.28%		160,893		13.66%		160,893		160,893		113,208		-6,424		5.18%		4.92%		-0.28%		15,683,149		5,027,349		76%		435,396		1,697,925		9.34%		22,843,820		202		233		27,874,509		-5,030,689		-22.02%		26,377,670		-3,533,851		-15.47%		210,412		0		0				146,642																						0		0								357,054		23,200,874		-3,176,797

		Subdistrict 3		311,673		47.93%		177,233		7.71%		9.65%		177,233		5.14%		185,834		7.40%		185,834		15.66		185,834		511		197,989		3.33%		199,589		19.77%		226,219		8.30%		243,871		10.78%		243,871		243,871		171,593		-5,640		7.71%		7.46%		-0.25%		30,545,512		17,273,158		64%		3,189,668		3,573,694		12.39%		54,582,031		318		233		41,295,689		13,286,342		24.34%		39,981,609		14,600,422		26.75%		0		-112,294		0				-146,642																						0		-190,173								-449,109		54,132,922		14,151,313

		Subdistrict 4		163,958		33.63%		114,336		4.97%		5.67%		114,336		7.84%		122,799		14.20%		122,799		16.46		122,799		521		130,794		2.74%		131,643		18.80%		147,979		8.30%		159,367		15.15%		159,367		159,367		112,134		-2,201		4.97%		4.88%		-0.10%		16,481,467		8,359,180		66%		2,410,020		1,732,170		14.29%		28,982,837		258		233		26,640,510		2,342,327		8.08%		26,127,561		2,855,276		9.85%		0		-336,882		0				0																						0		0								-336,882		28,645,955		2,518,394

		Subdistrict 5		364,793		3.50%		353,302		15.36%		59.68%		353,302		26.44%		441,503		80.30%		441,503		46.60		441,503		1,305		503,380		9.55%		512,526		8.65%		535,752		11.61%		584,974		19.88%		584,974		584,974		411,600		58,298		15.36%		17.90%		2.53%		39,126,701		14,018,835		74%		1,303,403		12,750,024		20.91%		67,198,963		163		233		82,320,301		-15,121,338		-22.50%		95,903,921		-28,704,957		-42.72%		1,052,060		1,796,704		410,920				0																						0		126,782								3,386,466		70,585,429		-25,318,491

		Subdistrict 6		278,127		19.22%		230,028		10.00%		6.40%		230,028		4.56%		239,932		6.50%		239,932		16.21		239,932		314		249,626		2.00%		250,873		12.13%		272,079		9.81%		299,158		14.86%		299,158		299,158		210,494		-19,534		10.00%		9.15%		-0.85%		22,354,258		15,714,933		59%		1,586,488		4,809,730		14.38%		44,465,410		211		233		53,597,122		-9,131,712		-20.54%		49,045,565		-4,580,156		-10.30%		0		0		0				0																						0		0								0		44,465,410		-4,580,156

		Subdistrict 7		310,368		2.87%		302,363		13.15%		61.12%		302,363		19.64%		358,434		63.80%		358,434		44.73		358,434		1,019		399,784		9.32%		407,420		9.50%		429,251		11.47%		470,868		20.40%		470,868		470,868		331,313		28,950		13.15%		14.41%		1.26%		30,778,583		17,938,327		63%		1,044,052		5,997,973		12.63%		55,758,935		168		233		70,451,339		-14,692,404		-26.35%		77,196,770		-21,437,835		-38.45%		841,648		1,572,116		328,736				146,642																						208,212		570,519								3,667,873		59,426,808		-17,769,962

		Subdistrict 8		294,367		43.14%		180,063		7.83%		11.03%		180,063		11.48%		199,581		18.60%		199,581		40.48		199,581		703		216,569		3.14%		218,103		14.45%		237,878		9.13%		257,605		15.50%		257,605		257,605		181,257		1,194		7.83%		7.88%		0.05%		17,602,793		8,125,698		68%		2,839,848		4,901,604		23.13%		33,469,944		185		233		41,955,150		-8,485,206		-25.35%		42,233,265		-8,763,321		-26.18%		631,236		0		0				146,642																						0		380,346								1,158,224		34,628,168		-7,605,097

		Subdistrict 9		418,909		47.75%		238,895		10.39%		5.89%		238,895		3.78%		247,422		7.70%		247,422		11.82		247,422		503		263,549		2.31%		265,046		17.96%		297,655		8.39%		321,707		15.77%		321,707		321,707		226,360		-12,536		10.39%		9.84%		-0.55%		37,487,453		18,812,814		67%		3,715,442		8,144,088		17.40%		68,159,796		301		233		55,663,279		12,496,517		18.33%		52,742,398		15,417,398		22.62%		-841,648		-1,122,940		-246,552				-146,642																						-208,212		-443,737								-3,009,731		65,150,065		12,407,667

		Subdistrict 10		269,451		45.08%		160,141		6.96%		7.09%		160,141		4.65%		167,172		7.30%		167,172		24.36		167,172		508		178,090		2.28%		179,079		16.85%		199,586		8.53%		215,978		12.96%		215,978		215,978		151,967		-8,174		6.96%		6.61%		-0.36%		18,930,486		11,975,455		61%		1,822,275		7,028,034		22.26%		39,756,250		262		233		37,313,247		2,443,003		6.14%		35,408,677		4,347,573		10.94%		0		-673,764		0				0																						0		0								-673,764		39,082,486		3,673,809

		Subdistrict 11		349,370		32.35%		247,648		10.77%		6.97%		247,648		0.56%		248,958		4.60%		248,958		23.00		248,958		626		269,763		1.33%		270,653		17.65%		303,872		8.39%		328,805		15.31%		328,805		328,805		231,355		-16,294		10.77%		10.06%		-0.71%		35,658,909		21,299,427		63%		1,170,329		13,183,335		20.13%		71,312,000		308		233		57,702,648		13,609,353		19.08%		53,906,206		17,405,794		24.41%		-1,052,060		-673,764		-328,736				-146,642																						0		-126,782								-2,327,984		68,984,016		15,077,810

		Cape Town		3,183,129		31.02%		2,299,783								10.16%				19.84%				26.48				634								15.04%				9.32%				15.50%						2,299,783		0						0		290,354,564		155,937,627		65%		21,706,616		67,856,715		16.71%		535,855,522		233		233		535,855,522		0				535,855,522						2,735,356		3,368,820		739,656		0		439,926		0		0		0		0		0		0		0		0		0		0		208,212		1,077,647		0		0		0		8,569,617		535,855,522		0

																																3.81%																						100.00%		100.00%																														Absolute shifts:		Absolute shift:

		Control		3,183,129		31.02%		2,299,783		100.00%				2,299,783				2,515,007				2,515,007				2,515,007				2,727,158				2,754,098				3,004,550				3,268,496						3,268,496												290,354,564		155,937,627						67,856,715										535,855,522		0				535,855,522		0		-0		0		0		0																																				0		535,855,522		0
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CMBS: Shows percentage resource shift required by needs adjustment (negative shows need to lose resources).

CMBS:
Shows change in population  as result of needs weighting

CMBS:
Estimated %age on assumption of error when comparing K to Nyanga and to 1991 census (3.5% in 1991).

CMBS:
Estimated due to misinterpretation of census question re shared taps



Recharges

		CAPE TOWN EQUITY GAUGE

		Accounting for Recharges from other Departments in the Local Authority

		LA Administration		Recharges		Total Operating Costs		Total Costs “Recharges Plus operating Costs”		Proportion of Recharges to Total Costs		Proportion of Recharges to Operating Costs		New Recharges		New Total Costs		New Proportion of Recharges to Total Costs

		Cape Town Administration		15,073,943		70,881,706		85,955,649		18%		21%		15,073,943		85,955,649		18%

		Tygerberg Administration		33,035,090		62,222,439		95,257,529		35%		53%		13,232,434		75,454,873		18%

		South Peninsula Administration		5,914,294		21,492,633		27,406,927		22%		28%		4,570,696		26,063,329		18%

		Blaauwberg Administration		0		4,710,391		4,710,391		0%		0%		1,001,728		5,712,119		18%

		Helderberg Administration		919,430		8,839,090		9,758,520		9%		10%		1,879,751		10,718,841		18%

		Oostenberg Administration		1,192,796		15,941,653		17,134,449		7%		7%		3,390,206		19,331,859		18%

		Metropole		56,135,553		184,087,912		240,223,465		23%		30%		39,148,757		223,236,669		18%

		Allocation of Recharges to Tygerberg Districts

		District		Total Operating Costs		Old Recharges		New Recharges		New Proportion of Recharges to Total Costs

		Khayelitsha		23,512,776		12,785,504		5,000,306		21%

		Tygerberg West		25,605,364		13,196,287		5,445,323		21%

		Tygerberg East		13,104,299		7,053,299		2,786,805		21%

		Tygerberg Administration		62,222,439		33,035,090		13,232,434		21%

		Check		62,222,439		33,035,090		13,232,434
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Dep+1Factor

																Dependent						Dependent						Dependent						Dependent						Dependent						Dependent						Dependent						Dependent						Dependent																						Weighting one additional factor against dependent population

		District		Population		Pop'n %age		Population		%age of		%age Poor		Number of		Population		Revised		Pop'n %age		Population		Revised		Pop'n %age		Population		Revised		Infant		Population		Revised		TB		Population		Revised		HIV		Population		Revised		Illiteracy		Population		Revised		Over 50's		Population		Revised		Under 5's		Population		Revised		Facility Costs						Other Costs		Expenditure		Equity		Equity		Distance from		Effect of																						Total

						on MedAid		requiring		resources		People in		Poor People		re-adjusted		%age of		Inadequate		re-adjusted		%age of		Inadequate		re-adjusted		%age of		Mortality		re-adjusted		%age of		(rate per		re-adjusted		%age of				re-adjusted		%age of				re-adjusted		%age of				re-adjusted		%age of				re-adjusted		%age of		Expenditure		Expenditure		% age Exp				Total		Expenditure		based on		Equity based		health needs		Dependent		Inadequate		Dependent		Dependent		Incidence		Incidence		Dependent		increments		Chronic		Child		equity

								Public Health				Population				for Poverty		resources		Water		for Water		resources		Housing		for Housing		resources		(rate per 1000)		for IMR		resources		100000)		for TB		resources				for HIV		resources				for illiteracy		resources				for over 50's		resources				for under 5's		resources		Personnel		Non-Personnel		on Personnel						per dep't pop'n		dependent		only on		adjustments		Plus Poverty		Water		Plus Housing		Plus IMR		of TB		of HIV/AIDS		Plus Illiteracy				(over 50's)		(under 5's)		difference

																																																																																population		dep't pop'n				(2)		(3)		(4)		(5)		(6)		(7)		(8)		(3)		(9)		(10)

		Athlone		227,035		24.91%		176,143		7.66%		13.03%		29,573		176,143		7.66%		0.67%		177,257		6.97%		4.20%		176,143		7.66%		14.85		176,143		7.66%		322		183,755		7.32%		1.72%		176,962		7.61%		16.39%		176,143		7.66%		14.63%		195,728		7.67%		9.76%		196,773		7.64%		25,705,252		17,392,451		60%		4,038,138		47,135,842		224		39,379,193		7,756,649		4,637,008		7,756,649		3,541,602		7,756,649		7,756,649		1,767,833		274,871		7,756,649		36,610,900		-81,158		116,890		12,393,657

		Blaauwberg		195,078		42.97%		119,632		5.20%		9.20%		17,939		119,632		5.20%		5.74%		126,115		4.96%		8.00%		119,632		5.20%		18.09		119,632		5.20%		413		126,263		5.03%		2.25%		120,362		5.17%		13.66%		119,632		5.20%		17.08%		135,161		5.30%		8.98%		132,523		5.14%		15,683,149		5,027,349		76%		1,697,925		22,408,424		224		26,745,356		-4,336,933		803,082		-4,336,933		1,247,506		-4,336,933		-4,336,933		901,620		148,190		-4,336,933		-15,050,415		-504,212		302,814		-3,533,851

		Central		311,673		47.93%		177,233		7.71%		9.65%		30,080		177,233		7.71%		5.14%		185,834		7.31%		7.40%		177,233		7.71%		15.66		177,233		7.71%		511		189,387		7.54%		3.33%		178,833		7.69%		10.78%		177,233		7.71%		19.77%		203,862		7.99%		8.77%		195,885		7.60%		30,545,512		17,273,158		64%		3,573,694		51,392,364		224		39,622,866		11,769,497		2,830,925		11,769,497		2,051,163		11,769,497		11,769,497		858,623		105,090		11,769,497		50,092,865		-1,477,480		537,731		14,600,422

		Helderberg		163,958		33.63%		114,336		4.97%		5.67%		9,299		114,336		4.97%		7.84%		122,799		4.83%		14.20%		114,336		4.97%		16.46		114,336		4.97%		521		122,330		4.87%		2.74%		115,185		4.95%		15.15%		114,336		4.97%		18.80%		130,672		5.12%		8.86%		126,492		4.91%		16,481,467		8,359,180		66%		1,732,170		26,572,817		224		25,561,345		1,011,472		1,843,804		1,011,472		733,923		1,011,472		1,011,472		522,504		108,307		1,011,472		5,410,622		-783,214		322,260		2,855,276

		Khayelitsha		364,793		3.50%		353,302		15.36%		59.68%		217,701		353,302		15.36%		26.44%		441,503		17.36%		80.30%		353,302		15.36%		46.60		353,302		15.36%		1,305		415,179		16.53%		9.55%		362,448		15.58%		19.88%		353,302		15.36%		8.65%		376,528		14.76%		11.99%		404,135		15.68%		39,126,701		14,018,835		74%		12,750,024		65,895,560		224		78,985,677		-13,090,117		-15,614,840		-13,090,117		-10,276,875		-13,090,117		-13,090,117		-5,994,221		-1,106,475		-13,090,117		-69,738,040		3,074,416		-1,651,989		-28,704,957

		Mitchells Plain		278,127		19.22%		230,028		10.00%		6.40%		17,809		230,028		10.00%		4.56%		239,932		9.43%		6.50%		230,028		10.00%		16.21		230,028		10.00%		314		239,722		9.54%		2.00%		231,275		9.94%		14.86%		230,028		10.00%		12.13%		251,234		9.85%		10.16%		258,073		10.02%		22,354,258		15,714,933		59%		4,809,730		42,878,921		224		51,425,988		-8,547,066		3,966,911		-8,547,066		2,916,866		-8,547,066		-8,547,066		2,359,195		319,809		-8,547,066		-28,592,396		775,150		-67,661		-4,580,156

		Nyanga		310,368		2.87%		302,363		13.15%		61.12%		189,702		302,363		13.15%		29.46%		386,469		15.20%		63.80%		302,363		13.15%		44.73		302,363		13.15%		1,019		343,713		13.68%		9.32%		310,000		13.32%		20.40%		302,363		13.15%		9.50%		324,193		12.71%		11.84%		345,323		13.40%		30,778,583		17,938,327		63%		5,997,973		54,714,883		224		67,597,467		-12,882,585		-8,555,250		-12,882,585		-10,538,308		-12,882,585		-12,882,585		-2,754,513		-904,879		-12,882,585		-65,728,039		2,237,351		-1,305,208		-21,437,835

		Oostenberg		294,367		43.14%		180,063		7.83%		11.03%		32,454		180,063		7.83%		11.48%		199,581		7.85%		18.60%		180,063		7.83%		40.48		180,063		7.83%		703		197,051		7.84%		3.14%		181,597		7.80%		15.50%		180,063		7.83%		14.45%		199,838		7.84%		9.85%		201,346		7.81%		17,602,793		8,125,698		68%		4,901,604		30,630,095		224		40,255,613		-9,625,518		862,196		-9,625,518		-95,375		-9,625,518		-9,625,518		-77,348		127,147		-9,625,518		-38,547,647		-33,303		80,689		-8,763,321

		South Peninsula		418,909		47.75%		238,895		10.39%		5.89%		24,670		238,895		10.39%		3.78%		247,422		9.73%		7.70%		238,895		10.39%		11.82		238,895		10.39%		503		255,022		10.15%		2.31%		240,393		10.33%		15.77%		238,895		10.39%		17.96%		271,504		10.65%		8.93%		264,496		10.26%		37,487,453		18,812,814		67%		8,144,088		64,444,354		224		53,408,448		11,035,907		4,381,491		11,035,907		3,385,027		11,035,907		11,035,907		1,209,854		287,426		11,035,907		49,025,934		-1,328,989		633,297		15,417,398

		Tygerberg East		269,451		45.08%		160,141		6.96%		7.09%		19,104		160,141		6.96%		4.65%		167,172		6.57%		7.30%		160,141		6.96%		24.36		160,141		6.96%		508		171,059		6.81%		2.28%		161,130		6.93%		12.96%		160,141		6.96%		16.85%		180,649		7.08%		9.06%		177,551		6.89%		18,930,486		11,975,455		61%		7,028,034		37,933,975		224		35,801,747		2,132,228		2,215,345		2,132,228		2,003,150		2,132,228		2,132,228		789,017		196,047		2,132,228		11,517,128		-618,510		374,677		4,347,573

		Tygerberg West		349,370		32.35%		247,648		10.77%		6.97%		24,346		247,648		10.77%		0.56%		248,958		9.79%		4.60%		247,648		10.77%		23.00		247,648		10.77%		626		268,454		10.69%		1.33%		248,538		10.68%		15.31%		247,648		10.77%		17.65%		280,868		11.01%		8.93%		274,186		10.64%		35,658,909		21,299,427		63%		13,183,335		70,141,671		224		55,365,205		14,776,466		2,629,328		14,776,466		5,031,321		14,776,466		14,776,466		417,436		444,468		14,776,466		64,999,089		-1,260,050		656,500		17,405,794

		METROPOLE		3,183,129		31.02%		2,299,783		100.00%		0.00%		612,678		2,299,783		100.00%		10.16%		2,543,043		100.00%		19.84%		2,299,783		100.00%		26.48		2,299,783		100.00%		634		2,511,934		100.00%		3.81%		2,326,723		100.00%		15.50%		2,299,783		100.00%				2,550,236		100.00%				2,576,783		100.00%		290,354,564		155,937,627		65%		67,856,715		514,148,906		224		514,148,906				0		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		514,148,906		Absolute shifts:

		Control		3,183,129										0																																																						290,354,564		155,937,627				67,856,715		514,148,906				514,148,906		0		-0		0		-0		0		0		0		-0		0		0		-0		-0		0





Expend Summary by old district

		OLD DISTRICT		Facility costs						District-level costs

				Salaries &		Operating		Environmental		Administration		Administration		Other Costs		Total non facility		Total

				Allowances		Costs		Health		Salaries		Other Costs

		Athlone		25,705,252		17,392,451		2,189,695		1,058,410		418,549		2,561,179		4,038,138		49,325,537

		Blaauwberg		15,683,149		5,027,349		435,396		504,987		2,281		1,190,657		1,697,925		22,843,820

		Central		30,545,512		17,273,158		3,189,668		765,819		715,204		2,092,670		3,573,694		54,582,031

		Helderberg		16,481,467		8,359,180		2,410,020		765,957		5,893		960,321		1,732,170		28,982,837

		Khayelitsha		39,126,701		14,018,835		1,303,403		2,580,750		929,682		9,239,592		12,750,024		67,198,963

		Mitchells Plain		22,354,258		15,714,933		1,586,488		1,021,750		383,486		3,404,494		4,809,730		44,465,410

		Nyanga		30,778,583		17,938,327		1,044,052		1,223,491		495,439		4,279,043		5,997,973		55,758,935

		Oostenberg		17,602,793		8,125,698		2,839,848		355,269		122,136		4,424,198		4,901,604		33,469,944

		South Peninsula		37,487,453		18,812,814		3,715,442		1,344,217		3,403,633		3,396,238		8,144,088		68,159,796

		Tygerberg East		18,930,486		11,975,455		1,822,275		1,712,906		437,914		4,877,214		7,028,034		39,756,250

		Tygerberg West		35,658,909		21,299,427		1,170,329		2,946,012		705,048		9,532,275		13,183,335		71,312,000

		Total costs		290,354,564		155,937,627		21,706,616		14,279,569		7,619,265		45,957,881		67,856,715		535,855,522

		add:

		SPM non-primary health costs																2,474,351

																Total all costs		538,329,873

		CHECK

		Facility list totals		288,932,750		154,020,892										Cross-check to		538,329,874

		Plus Adj below re SPM		1,421,814		1,916,735										expend & alloc'n

				290,354,564		155,937,627										spreadsheet

		Difference:																-1

		SPM drug cost reallocation percentages if required (reallocation made above only by expenditure category):

		alphen		89,000		4.58%

		hb main		160,000		8.24%

		hb harb*		71,000		3.66%

		f hoek		72,000		3.71%

		masip		148,000		7.62%

		o/view*		80,000		4.12%

		westl		72,000		3.71%

		d/river		88,000		4.53%

		l/river		125,000		6.44%

		park		97,000		4.99%

		wynber		188,000		9.68%

		gp civic		73,000		3.76%

		lav/hill		181,000		9.32%

		muizenb		67,000		3.45%

		retreat		175,000		9.01%

		seawind		150,000		7.72%

		klip		106,000		5.46%

		Total		1,942,000		100.00%

		Adjustments made re SPM "administration and management costs 2001":

				Sals & all'ces		Other

		Medical stores				1,616,735

		Medical pract'ners		771,814

		Management		50,000				(agency staff, special medical projects, sessional workers etc)

		Building maint'ce		300,000		100,000

		General admin				100,000

		Admin - Community H		300,000		100,000

				1,421,814		1,916,735



CMBS:
Estimate added in of R680000 pending receipt of actual figure

CMBS:
Estimate of R730000 added in  pending receipt of actual figure



Staff LA

		CENTRE Name		Old Health District		Above district management		Above district specialist support services		District management		District Supervisors/ Trainers		Environmental Health Officers		Medical Officer		Professional Nurses - Other		5/8 Professional Nurses - Other		Enrolled Nurse - Other		Enrolled nurse assistant		Pharmacists in facilities		Pharmacy/Stores Assistantists in facilities		Radiographers		Radiography assistant		Social Workers		Counsellors		Clerks at facility level		Clerks at district or central level		Administration		General Assistants in facilities		General Assistants above facility level		Drivers		Maintenace		Security		TOTAL		Enviro Health		Health Services		Above District

		Dist Admin,21st Flr. Civic Centre		Athlone		1																																																1

		Dist Admin,22nd Flr. Civic Centre		Athlone																								1																				1						2

		Dist Admin,Silvertown		Athlone						2						2																								1														5

		Hanover Park Clinic		Athlone														8						2														1		1				3										15

		Heideveld Clinic		Athlone														6				1		3																				2										12

		Landsdowne Clinic		Athlone														4				1		1																				4										10

		Manenberg Clinic		Athlone														6				2		1														2		2				2										15

		Philippi Clinic		Athlone														3				1		1														1						2										8

		Silvertown Clinic		Athlone														6				2		3																				4										15

		Silvertown E/ Health		Athlone										10																																								10

				Athlone Total		1		0		2		0		10		2		33		0		7		11		0		1		0		0		0		0		4		4		0		17		0		1		0		0		93		10		82		1

		Albow Gardens Clinic		Blaauwberg														3				2																1						1										7

		Enviromental Health		Blaauwberg										7																																								7

		Melkbos		Blaauwberg														2				1																																3

		Pienaar Road		Blaauwberg						2		2		1																								5																10

		Protea Park Clinic		Blaauwberg														4				1																1						2										8

		Saxon Sea Clinic		Blaauwberg														3				1														4		1						2										11

		Table View Clinic		Blaauwberg														4				2														1		1						1										9

				Blaauwberg Total		0		0		2		2		8		0		16		0		7		0		0		0		0		0		0		5		9		0		0		6		0		0		0		0		55		8		47		0

		21st Flr Civic Centre		CCT		2																																		1														3		0		1		2

		22nd Flr Civic Centre		CCT								3																												10		3				1		1						18		0		18		0

		Enviromental Health, 22nd Flr Civic Centre		CCT										5																										2														7		5		2		0

		Fezeka E/Health		CCT										9																										1														10		9		1		0

		Green Point E/Heath		CCT										8																										1														9		8		1		0

		Health Information, 22nd Flr Civic Centre		CCT		1																																		7														8		0		7		1

		Maitland E/Health		CCT										8																																								8		8		0		0

		Mechanical Engineering, 22nd Flr Civic Centre		CCT				6																																														6		0		0		6

		Medicine & Provision Stores, Ndabeni		CCT																						1		2																		2		1						6		0		6		0

		Mitchells Plain E/Health		CCT										7																																								7		7		0		0

		Quality Assurance, 22nd Flr Civic Centre		CCT														2																		1				1														4		0		4		0

		Rondebosch E/Health		CCT										5																																								5		5		0		0

		Silvertown E/ Health		CCT										10																																								10		10		0		0

		X-Ray Services, Chapel St		CCT																										3		3																2						8		0		8		0

				CCT Total		3		6		0		3		52		0		2		0		0		0		1		2		3		3		0		1		0		23		3		0		3		4		0		0		109		52		48		9

		Chapel street Clinic		Central														7				1		2														1						2										13		0		13		0

		Claremont Clinic		Central														3						1														1						2										7		0		7		0

		Dist Admin		Central						3		1				2																								2														8		0		8		0

		Factreton Clinic		Central														6				1		3																				3										13		0		13		0

		Green Point E/Heath		Central										8																										1														9		8		1		0

		Langa Clinic		Central														8				2		3														1						2										16		0		16		0

		Maitland E/Health		Central										8																																								8		8		0		0

		Rondebosch E/Health		Central										5																																								5		5		0		0

		Spencer Road Clinic		Central														5						2																				2										9		0		9		0

				Central Total		0		0		3		1		21		2		29		0		4		11		0		0		0		0		0		0		3		3		0		11		0		0		0		0		88		21		67		0

		MUNICIPAL HEALTH SERV		CMC		40																																		4						3								47		0		7		40

				CMC  Total		40		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		4		0		0		3		0		0		0		47		0		7		40

		ADMINISTRATION SERVICES		COT		1																																		9		1				1								12		0		11		1

		FAMILY PLANNING SERVICES		COT		1												4						1																														6		0		5		1

		TECH TRAINING SERVICES		COT								4																												3														7		0		7		0

		X-RAYS		COT																										3		2														2								7		0		7		0

		ENVIROMENTAL SERVICES		COT										4																																								4		4		0		0

		PHARMACEUTICAL SERVICES		COT																						1		5												3						2		3						14		0		14		0

				COT Total		2		0		0		4		4		0		4		0		0		1		1		5		3		2		0		0		0		15		1		0		5		3		0		0		50		4		44		2

		District		Helderberg						2		2																												3														7		0		7		0

		Fagan Street Clinic		Helderberg														2																				1																3		0		3		0

		Gordan's Bay		Helderberg										2				3																				2						1										8		2		6		0

		Gustrouw Clinic		Helderberg														6				1																						1								2		10		0		10		0

		Ikwesi Clinic		Helderberg														7		1				1														2						2										13		0		13		0

		Macassar Clinic		Helderberg										1				6				1																1		1				2										12		1		11		0

		Mobile		Helderberg														1						1																														2		0		2		0

		Nomsano Lwandle		Helderberg										1																																								1		1		0		0

		Sir Lowry's Pass Clinic		Helderberg														3						1														1						1										6		0		6		0

		SLP/GB		Helderberg																1																																		1		0		1		0

		Someset West		Helderberg										4				6						1														1						1										13		4		9		0

		Strand		Helderberg										3																																								3		3		0		0

				Helderberg Total		0		0		2		2		11		0		34		2		2		4		0		0		0		0		0		0		8		4		0		8		0		0		0		2		79		11		68		0

		EMPILISWENI CLINIC		Khayelitsha														4				1		1												1		2						1										10		0		10		0

		ENVIRON. KHAYELITSHA OFFICE		Khayelitsha										5																								1																6		5		1		0

		KD MANAGEMENT ADMIN & SUPP		Khayelitsha						3		1				3																				1				2														10		0		10		0

		LUVUYO CLINIC		Khayelitsha														4						1														1						2										8		0		8		0

		MATTHEW GONIWE CHC		Khayelitsha														9				2		3				1										3						3										21		0		21		0

		MAYENZEKE CLINIC		Khayelitsha														3						1														1						2										7		0		7		0

		MOBILE SERVICE		Khayelitsha														2				1		1														2																6		0		6		0

		NOLUNGILE CHC		Khayelitsha														12				1		2		1										4		5						5										30		0		30		0

		SITE B CHC		Khayelitsha														13				1		4														5						5										28		0		28		0

		ZAKHELE CLINIC		Khayelitsha														3				1		1														3						2										10		0		10		0

				Khayelitsha Total		0		0		3		1		5		3		50		0		7		14		1		1		0		0		0		6		23		2		0		20		0		0		0		0		136		5		131		0

		District		Mitchells Plain						2		1				3																								3														9		0		9		0

		Eastridge		Mitchells Plain														8				3		4														1						4										20		0		20		0

		Lentegeur		Mitchells Plain														6						4																				3										13		0		13		0

		Enviro Health		Mitchells Plain										7																																								7		7		0		0

		Rocklands		Mitchells Plain														4				2		3																				3										12		0		12		0

		Strandfontein		Mitchells Plain														4						1																				2										7		0		7		0

		Tafelsig		Mitchells Plain														10				4		8				1										1						5										29		0		29		0

		Weltevreden Valley		Mitchells Plain														2				1		3																				2										8		0		8		0

		Westridge		Mitchells Plain														4				2		2		1												1						1										11		0		11		0

				Mitchells Plain Total		0		0		2		1		7		3		38		0		12		25		1		1		0		0		0		0		3		3		0		20		0		0		0		0		116		7		109		0

		Crossroads I Clinic		Nyanga														4				1		2														2						2										11		0		11		0

		Crossroads II Clinic		Nyanga														4				2		2														3						2										13		0		13		0

		Dist Admin, 22nd Flr Civic Centre		Nyanga																								1										1																2		0		2		0

		Dist Admin, Fezeka		Nyanga						2						3		1																												1								7		0		7		0

		Fezeka E/Health		Nyanga										9																										1														10		9		1		0

		Guguletu Clininc		Nyanga														9				2		6																				4										21		0		21		0

		Masicedane Clinic		Nyanga														4						2														2						1										9		0		9		0

		Mzamomhle Clinic		Nyanga														9				1		4														3						2										19		0		19		0

		Nyanga Clinic		Nyanga														11				2		4														4						4										25		0		25		0

		Phumlani Clinic		Nyanga														7				1		2														2						2										14		0		14		0

		Vuyani Clinic		Nyanga														7				1		2														2		1				2										15		0		15		0

				Nyanga Total		0		0		2		0		9		3		56		0		10		24		0		1		0		0		0		0		19		2		0		19		1		0		0		0		146		9		137		0

		Admin/Support		Oostenberg																						1				1										3								3						8		0		8		0

		BLOEKOMBOS		Oostenberg														4				1		1												1		1						2										10		0		10		0

		Blue Downs		Oostenberg										4																																								4		4		0		0

		Brackenfell		Oostenberg										5				3																				2																10		5		5		0

		BRIGHTON		Oostenberg														4																				1																5		0		5		0

		Building Support		Oostenberg																																														8				8		0		8		0

		CARINUS		Oostenberg														1				1																						1										3		0		3		0

		DENNEMERE		Oostenberg														2				1		1																				1										5		0		5		0

		EIKENDAL		Oostenberg														2																										1										3		0		3		0

		HARMONIE		Oostenberg														3																				1																4		0		4		0

		HILLCREST		Oostenberg														2						1												1		1																5		0		5		0

		KLEINVLEI		Oostenberg														4				1		1												1								1										8		0		8		0

		Kraaifontein		Oostenberg										4																								1						1										6		4		2		0

		Kuilsrivier		Oostenberg										1																																								1		1		0		0

		MALIBU		Oostenberg														2				1																						1										4		0		4		0

		MANAGEMENT		Oostenberg						4		4																																										8		0		8		0

		NORTHPINE		Oostenberg														1						1																				1										3		0		3		0

		RUSSELS REST		Oostenberg														5						1												1								1										8		0		8		0

		SAREPTA		Oostenberg														5						2												2								1										10		0		10		0

		SCOTTSDENE		Oostenberg														6						3												2								1										12		0		12		0

		WALLACEDENE		Oostenberg														4						2												1		1						2										10		0		10		0

		WESBANK		Oostenberg														4				1		1												1								1										8		0		8		0

				Oostenberg Total		0		0		4		4		14		0		52		0		6		14		1		0		1		0		0		10		8		3		0		15		0		3		8		0		143		14		129		0

		Alphen Clinic		SPM														2						1																				2										5		0		5		0

		Diep River Clinic		SPM														3						1																				2										6		0		6		0

		Fish Hoek Admin		SPM						8		3		1		3																				2		2		4		2												25		1		24		0

		Fish Hoek Clinic		SPM														2																				2						1										5		0		5		0

		GP Civic Clinic		SPM														4						1														1						2										8		0		8		0

		Houtbay Harbour		SPM														2						1																				1										4		0		4		0

		Houtbay Main Rd Clinic		SPM														6																				1						1										8		0		8		0

		Klip Road Clinic		SPM														2																				1						1										4		0		4		0

		Lakeside EHO		SPM										4																										1														5		4		1		0

		Lavender Hill Clinic		SPM														4						1														2						2										9		0		9		0

		Lotus River Clinic		SPM														3						1														1						2										7		0		7		0

		Maintenance		SPM																																														5				5		0		5		0

		Masiphumelele Clinic		SPM														3				1																2						2										8		0		8		0

		Medical Store		SPM																						1		4																										5		0		5		0

		Muizenberg Clinic		SPM														1				1		1																				1										4		0		4		0

		Noordhoek EHO		SPM										7																										1				1										9		7		2		0

		Ocean View Clinic		SPM														3						1														1						2										7		0		7		0

		Parkwood Clinic		SPM														3						1																				2										6		0		6		0

		Retreat Clinic		SPM														4				1		2																				2										9		0		9		0

		Seawind Clinic		SPM														4						1														1						2										8		0		8		0

		Westlake Clinic		SPM														2																				1																3		0		3		0

		Wynberg Clinic		SPM														5				1		3																				2										11		0		11		0

		Wynberg EHO		SPM										5																										1														6		5		1		0

				SPM Total		0		0		8		3		17		3		53		0		4		15		1		4		0		0		0		2		15		7		2		28		0		0		5		0		167		17		150		0

		BELHAR 1 CLINIC		Tyg East														3						2																				2										7		0		7		0

		BELHAR 2 CLINIC		Tyg East														5				1		1														1						2										10		0		10		0

		BELLVILLE SOUTH CHC		Tyg East														4				1		1														1						2										9		0		9		0

		ENVIRON. BELVILLE OFFICE		Tyg East										7																																								7		7		0		0

		DELFT CHC		Tyg East														9				1		2														1						1										14		0		14		0

		DURBANVILLE CHC		Tyg East														4						1														1						2										8		0		8		0

		ED MANAGEMENT ADMIN & SUPP		Tyg East						2				2		1																				1				1														7		2		5		0

		ENVIRON. BELHAR OFFICE		Tyg East										4																																								4		4		0		0

		GROENVALLEI CLINIC		Tyg East														1						1																				1										3		0		3		0

		MFULENI		Tyg East														4				1		1														1						1										8		0		8		0

				Tyg East Total		0		0		2		0		13		1		30		0		4		9		0		0		0		0		0		1		5		1		0		11		0		0		0		0		77		13		64		0

		ADRIAANSE CLINIC		Tyg West														6				1		1														1						2										11		0		11		0

		BISHOP LAVIS CHC		Tyg West														4		1				1														2						3										11		0		11		0

		BONTEHEUWEL CLINIC		Tyg West														7				2		2				2										4						2										19		0		19		0

		BOTHASIG CLINIC		Tyg West														1						1																														2		0		2		0

		ELSIES RIVER CLINIC		Tyg West														4				1		1														1						2										9		0		9		0

		ENVIRON WEST 1 OFFICE		Tyg West										5																														1										6		5		1		0

		ENVIRON WEST 2 OFFICE		Tyg West										7																																								7		7		0		0

		GOODWOOD CHC		Tyg West														4				1		1														1						1										8		0		8		0

		LEONSDALE CLINIC		Tyg West														2						1														1						2										6		0		6		0

		MATROOSFONTEIN CLINIC		Tyg West														1				1		1																				2										5		0		5		0

		NETREG CLINIC		Tyg West														5				1		1														1						2										10		0		10		0

		PAROW CLINIC		Tyg West														2						1														1						1										5		0		5		0

		RAVENSMEAD CHC		Tyg West														7																				1						2										10		0		10		0

		UITSIG CLINIC		Tyg West														5						1														1						1										8		0		8		0

		VALHALLA CLINIC		Tyg West														6				2		1														2						3										14		0		14		0

		WD MANAGEMENT ADMIN & SUPP		Tyg West						3				2		1										1								1		1				3				1										13		2		11		0

				Tyg West Total		0		0		3		0		14		1		54		1		9		13		1		2		0		0		1		1		16		3		0		25		0		0		0		0		144		14		130		0

				Metropole		46		6		33		21		185		18		451		3		72		141		7		17		7		5		1		26		113		74		6		180		12		11		13		2		1450		185		1213		52

		Allocation factors:																																																				Within		Overall

																																																						district

		Athlone				82																																																20.76%		7.36%

		Central				67																																																16.96%		6.01%

		Mitchells Plain				109																																																27.59%		9.78%

		Nyanga				137																																																34.68%		12.30%

						395																																																100.00%

		Khayelitsha				131																																																40.31%		11.76%

		Tygerberg East				64																																																19.69%		5.75%

		Tygerberg West				130																																																40.00%		11.67%

						325																																																100.00%

		Blaauwberg				47																																																		4.22%

		Helderberg				68																																																		6.10%

		Oostenberg				129																																																		11.58%

		SPM				150																																																		13.46%

		Total				1114																																																		100.00%

		District Health service staff				99

		Reconciling total health service staff				1213

		Total health service staff as above:				1213





Recon

		Reconciling total expenditure collected by R Johns to the expenditure included in the

		expenditure used for equity purposes:

		Expenditure per R Johns spreadsheets:

				Salaries		Drugs		Other Op'g		Operating		Total Op'g		Capital

								Expenses		Expenses		Costs

		SPM		19,378,992.12						10,502,286.41		29,881,278.53		22,527.42

		CHSO		166,931,804.47						100,113,692.07		267,045,496.54		1,107,297.44

		Helderberg (incl'g Est'd Mang't Costs)		7,669,310.00						2,819,210.00		10,488,520.00		414,100.00

		CCT		45,481,538.84						51,162,687.98		96,644,226.82		377,801.51

		Oostenberg		12,713,440.17						4,421,009.05		17,134,449.22		214,694.07

		Blaauwberg (incl'g Est'd Mang't Costs)		4,483,808.55						717,652.76		5,201,461.31		371,236.21

		Tygerberg		41,495,361.00						20,727,078.00		62,222,439.00		0.00

		Mowbray MOU's		38,004,554.00						8,882,567.00		46,887,121.00		0.00

		Wesfleur		9,499,881.00						2,572,607.00		12,072,488.00		0.00

		False Bay		5,921,772.80						1,757,765.52		7,679,538.32		0.00

				351,580,462.95		0.00		0.00		203,676,555.79		555,257,018.74		2,507,656.65

		Adjustments:

		SPM non-primary costs		-2,143,195.40						-331,156.29		-2,474,351.69		-2,834.46

		Bruce Road to be reallocated		-431,522.99						-54,248.32		-485,771.31		-501.30

		Du Noon costs not allocated								-9,971.40		-9,971.40		0.00

		Addition of expenditure re Hottentots Hollands		5,073,108.60						2,098,143.00		7,171,251.60		0.00

		Recharge adjustments								16,048,294.12		16,048,294.12		0.00

		Mowbray Maternity		-5,404,150.00						-241,708.00		-5,645,858.00		0.00

		Mowbray "specialised hospitals"		-21,731,322.00						-7,231,048.00		-28,962,370.00		0.00

		City of Cape Town HIV/AIDS grants								-10,688,578.36		-10,688,578.36		0.00

		Adjusted totals:		326,943,381.16		0.00		0.00		203,266,282.54		530,209,663.70		2,504,320.89

		Expenditure per

		equity spreadsheets:										535,855,521.70





Expend&alloc by old district

		Facility		Authority		Old District		Salaries & allowances		Other operating exp		Capital		Salaries vs total op'g exp

		Dr. Abdurahman CHC (Day Hospital)		CHSO		A		4,371,747.81		3,543,336.49		4,298.27		55.23

		Hanover Park CHC (Day Hospital)		CHSO		A		5,173,683.81		4,192,080.26		27,992.17		55.24

		Hanover Park Clinic		Cape Town Administration		A		1,188,707.70		1,056,182.23		30,903.20		52.95

		Hanover Park MOU		PAWC (GSH)		A		1,917,197.00		274,273.00		0.00		87.48

		Hazendal Clinic		Cape Town Administration		A								0.00

		Heideveld CHC (Day Hospital)		CHSO		A		7,204,534.36		4,001,586.70		4,952.33		64.29

		Heideveld Clinic		Cape Town Administration		A		1,083,410.92		730,556.17		1,938.98		59.73

		Heideveld MOU		PAWC (GSH)		A		97,775.00		57,322.00		0.00		63.04

		Honeyside Clinic		Cape Town Administration		A

		Lansdowne Clinic		Cape Town Administration		A		646,559.99		455,896.34		4,852.87		58.65

		Manenberg Clinic		Cape Town Administration		A		1,417,325.08		1,265,569.75		2,100.17		52.83

		Newfields Estate Clinic		Cape Town Administration		A

		Philippi Clinic		Cape Town Administration		A		541,099.43		542,429.00		12,532.71		49.94

		Silvertown Clinic		Cape Town Administration		A		1,705,075.26		1,262,396.40		7,084.02		57.46

		Werdmuller RHC		CHSO		A		358,136.11		10,822.57		0.00		97.07

		TOTAL OLD "A"						25,705,252.47		17,392,450.91		96,654.72

		Albow Gardens  Clinic		Blaauwberg Administration		B		323,213.87		40,735.61		187,608.42		88.81

		Good Hope CHC		CHSO		B		1,671,495.65		1,580,400.07		12,530.83		51.40

		Mamre CHC		CHSO		B		826,105.76		483,914.97		1,968.86		63.06

		Wesfleur Hospital		CHSO		B		9,499,881.00		2,572,607.00		0.00		78.69

		Mamre CHC		Blaauwberg Administration		B		186,241.72		12,913.34		3,857.25		93.52

		Melkbosstrand  Clinic		Blaauwberg Administration		B		654,715.40		41,061.14		55,526.24		94.10

		Melkbosstrand Mobile		Blaauwberg Administration		B

		Pella Satellite Clinic		Blaauwberg Administration		B		0.00		7,997.92		6,022.00		0.00

		Protea Park Clinic		Blaauwberg Administration		B		648,456.40		80,604.66		0.00		88.94

		Saxon Sea Clinic		Blaauwberg Administration		B		988,873.97		90,653.66		0.00		91.60

		Table View Clinic		Blaauwberg Administration		B		884,165.71		116,460.77		0.00		88.36

		Witsands Mobile		Blaauwberg Administration		B

		TOTAL OLD "B"						15,683,149.48		5,027,349.14		267,513.60

		Cape Town Station RHC		CHSO		C		914,575.04		80,887.95		0.00		91.87

		Chapel Street Clinic		Cape Town Administration		C

		Civic Centre Clinic		Cape Town Administration		C		2,158,979.37		1,871,482.94		14,911.49		53.57

		Claremont Clinic		Cape Town Administration		C		471,962.46		510,033.19		0.00		48.06

		Factreton Clinic		Cape Town Administration		C		1,246,552.09		969,930.77		7,879.27		56.24

		Green Point CHC		CHSO		C		1,552,722.50		1,377,405.68		124,973.99		52.99

		Hope Street Dental		CHSO		C		1,699,183.85		170,898.06		5,317.43		90.86

		Kensington CHC		CHSO		C		1,798,620.50		1,393,471.97		16,162.36		56.35

		Langa Clinic		Cape Town Administration		C		1,330,350.30		1,471,805.12		15,710.93		47.48

		Maitland CHC		CHSO		C		1,398,833.51		748,712.59		10,826.12		65.14

		Maitland Clinic		Cape Town Administration		C		872,679.54		432,382.18		87.43		66.87

		Mowbray MOU		PAWC		C		5,404,150.00		241,708.00		0.00		95.72

		Queen Victoria Street		CHSO		C

		Robbie Nurock CHC		CHSO		C		2,960,187.19		1,925,475.51		11,350.38		60.59

		Schotscheskloof Satellite Clinic		Cape Town Administration		C

		Spencer Road Clinic		Cape Town Administration		C		561,635.27		856,073.93		0.00		39.62

		Vanguard CHC (50%)		CHSO component		C		2,805,640.65		1,927,725.02		82,994.06		59.27

		Vanguard CHC and MOU		Tygerberg Administration		C		890,935.50		403,080.64		0.00		68.85

		Woodstock CHC		CHSO		C		4,478,504.61		2,892,084.13		16,013.92		60.76

		TOTAL OLD"C"						30,545,512.38		17,273,157.68		306,227.38

		Fagan Street Clinic		Helderberg Administration		H		314,640.00		205,380.00		3,930.00		60.51

		Gordon's Bay Clinic		Helderberg Administration		H		364,470.00		153,810.00		34,730.00		70.32

		Gustrouw CHC		CHSO component		H		1,118,923.10		1,564,750.81		2,561.32		41.69

		Gustrouw CHC		Helderberg Administration only		H		812,700.00		488,170.00		3,300.00		62.47

		Hottentots Holland Primary		Helderberg Admin		H		5,073,108.60		2,098,143.00		0.00		70.74

		Ikwezi CHC		Helderberg Administration only		H		836,970.00		444,990.00		174,660.00		65.29

		Ikwezi CHC		CHSO component		H		128,223.46		382,105.66		0.00		25.13

		Macassar CHC		CHSO		H		4,704,002.37		1,755,786.35		34,090.50		72.82

		Macassar Clinic		Helderberg Administration		H		1,446,610.00		593,030.00		13,000.00		70.92

		Macassar Mobile		Helderberg Administration		H

		Macassar MOU		CHSO		H

		Sir Lowry's Pass Clinic		Helderberg Administration		H		375,590.00		148,580.00		15,050.00		71.65

		Somerset West Clinic		Helderberg Administration		H		804,350.00		359,210.00		138,020.00		69.13

		Strand/ Boland Bank CHC		PAWC		H		501,878.99		165,224.34		4,068.82		75.23

		TOTAL OLD "H"						16,481,466.52		8,359,180.16		423,410.64

		Empilisweni Clinic		Tygerberg Administration		K		985,318.00		370,334.84		0.00		72.68

		Khayelisha Site B Youth Centre		Tygerberg Administration		K

		Khayelitsha (Site B) CHC		CHSO		K		11,598,429.49		4,730,096.73		38,926.83		71.03

		Khayelitsha (Site B) Clinic		Tygerberg Administration		K		2,034,864.00		885,661.92		0.00		69.67

		Khayelitsha (Site B) MOU		PAWC (GSH)		K		2,681,446.00		246,064.00		0.00		91.59

		Khayelitsha Mobile		Tygerberg Administration		K		694,913.00		353,983.43		0.00		66.25

		Luvuyo Clinic		Tygerberg Administration		K		598,393.00		242,721.31		0.00		71.14

		Matthew Goniwe Clinic		Tygerberg Administration		K		2,160,144.00		895,145.43		0.00		70.70

		Mayenzeke Clinic		Tygerberg Administration		K		570,577.00		221,558.81		0.00		72.03

		Michael Mapongwana CHC		CHSO		K		11,312,351.28		3,476,221.80		1,934.99		76.49

		Michael Mapongwana MOU		CHSO		K

		Nolungile CHC		CHSO		K		3,173,425.04		1,258,423.32		6,988.65		71.61

		Nolungile Clinic		Tygerberg Administration		K		2,501,441.00		1,026,976.90		0.00		70.89

		Zakhele Clinic		Tygerberg Administration		K		815,399.00		311,646.36		0.00		72.35

		TOTAL OLD "K"						39,126,700.81		14,018,834.85		47,850.47

		Eastridge Clinic		Cape Town Administration		MP		1,788,550.64		1,396,451.80		9,944.86		56.16

		Lentegeur Clinic		Cape Town Administration		MP		1,314,366.40		1,224,022.28		9,516.89		51.78

		Mandalay Satellite Clinic		Cape Town Administration		MP		0.00		0.00		0.00		0.00

		Mitchells Plain CHC (Day Hospital)		CHSO		MP		12,370,500.51		7,441,547.17		0.00		62.44

		Mitchells Plain MOU		PAWC (GSH)		MP		2,106,420.00		351,255.00		0.00		85.71

		Mitchells Plain Youth Health Centre		Cape Town Administration		MP

		Rocklands Clinic		Cape Town Administration		MP		914,900.49		773,411.77		14,441.73		54.19

		Strandfontein Clinic		Cape Town Administration		MP		670,147.21		457,506.77		7,960.32		59.43

		Tafelsig Clinic		Cape Town Administration		MP		1,787,575.18		3,171,013.27		4,863.93		36.05

		Weltevreden Valley Clinic (new clinic to be opened in January 2002)		Cape Town Administration		MP

		Westridge Clinic		Cape Town Administration		MP		1,401,797.18		899,725.28		12,286.08		60.91

		TOTAL OLD "MP"						22,354,257.61		15,714,933.34		59,013.81

		Brown's Farm CHC		CHSO		N		1,030,626.87		986,826.66		7,919.34		51.09

		Crossroads 1 Clinic		Cape Town Administration		N		902,035.93		857,194.93		9,842.39		51.27

		Crossroads 2 Clinic		Cape Town Administration		N		936,012.03		726,232.25		11,183.02		56.31

		Crossroads 2 Youth Centre		Cape Town Administration		N

		Crossroads CHC		CHSO		N		4,420,219.50		1,306,790.48		6,442.26		77.18

		Guguletu CHC (Day Hospital)		CHSO		N		10,434,435.00		4,773,307.00		0.00		68.61

		Guguletu Clinic		Cape Town Administration		N		1,486,539.44		1,669,217.77		7,867.78		47.11

		Guguletu MOU		PAWC (GSH)		N		2,507,317.00		282,918.00		0.00		89.86

		Masincedane Clinic		Cape Town Administration		N		633,349.46		881,258.33		5,157.21		41.82

		Mzamomhle Clinic		Cape Town Administration		N		1,233,208.05		1,531,159.37		11,597.10		44.61

		Nyanga CHC		CHSO component		N		1,778,242.80		913,137.04		8,701.20		66.07

		Nyanga CHC		Cape Town Administration only		N		1,861,876.36		1,735,370.16		0.00		51.76

		Nyanga Junction RHC		CHSO		N		781,881.14		16,746.07		0.00		97.90

		Phumlani Clinic		Cape Town Administration		N		1,550,745.65		1,277,693.62		11,902.54		54.83

		Uluntu RHC		CHSO		N

		Vuyani Clinic		Cape Town Administration		N		1,222,093.46		980,475.79		15,293.61		55.48

		TOTAL OLD "N"						30,778,582.69		17,938,327.47		95,906.45

		Bloekombos Clinic		Oostenberg Administration		O								0.00

		Brackenfell Clinic		Oostenberg Administration		O								0.00

		Brighton Clinic		Oostenberg Administration		O								0.00

		Camelot & Silversands Satellite Clinic		Oostenberg Administration		O								0.00

		Dennemere Clinic		Oostenberg Administration		O								0.00

		Eikendal Clinic		Oostenberg Administration		O								0.00

		Harmonie Clinic		Oostenberg Administration		O								0.00

		Hillcrest Clinic		Oostenberg Administration		O								0.00

		Kleinvlei CHC		CHSO		O		1,763,101.49		1,762,743.35		76,423.30		50.01

		Kleinvlei Clinic		Oostenberg Administration		O								0.00

		Kraaifontein CHC		CHSO		O		4,919,293.11		3,199,771.90		201,004.97		60.59

		Kraaifontein MOU		CHSO		O								0.00

		Kuils River (Carinus Street) Clinic		Oostenberg Administration		O								0.00

		Malibu Clinic		Oostenberg Administration		O								0.00

		Northpine Clinic		Oostenberg Administration		O								0.00

		Oostenberg Mobile		Oostenberg Administration		O								0.00

		Russel's Rest Clinic		Oostenberg Administration		O								0.00

		Sarepta Clinic		Oostenberg Administration		O								0.00

		Scottsdene CHC		CHSO		O		1,609,071.64		830,331.36		6,713.80		65.96

		Scottsdene Clinic		Oostenberg Administration		O								0.00

		Wallacedene Clinic		Oostenberg Administration		O								0.00

		Wesbank Clinic		Oostenberg Administration		O								0.00

		TOTAL OLD "O"						8,291,466.24		5,792,846.61		284,142.07

		Alphen Clinic		South Peninsula Administration		SP		322,078.89		44,654.60		566.01		87.82

		Diep River Clinic		South Peninsula Administration		SP		704,874.20		39,428.02		467.15		94.70

		False Bay Hospital		CHSO		SP		5,921,772.80		1,757,765.52		0.00		77.11

		Fish Hoek Clinic		South Peninsula Administration		SP		244,840.28		42,522.68		527.91		85.20

		Grassy Park CHC		CHSO		SP		1,450,099.00		1,417,590.00		0.00		50.57

		Grassy Park Civic Centre Clinic		South Peninsula Administration		SP		506,806.01		51,335.04		564.30		90.80

		Hout Bay Harbour CHC/Clinic		CHSO component		SP		646,024.08		478,320.59		9,691.81		57.46

		Hout Bay Harbour CHC/Clinic		South Peninsula Administration only		SP		341,329.05		30,084.90		584.67		91.90

		Hout Bay Main Road Clinic		South Peninsula Administration		SP		477,538.32		58,289.71		571.04		89.12

		Klip Road Clinic		South Peninsula Administration		SP		463,785.26		42,282.38		473.90		91.64

		Lady Michaelis (Wynberg Mews) CHC		CHSO		SP		4,379,966.94		3,550,000.01		23,408.36		55.23

		Lavender Hill Clinic		South Peninsula Administration		SP		956,912.60		55,444.93		400.08		94.52

		Lotus River CHC		CHSO		SP		3,184,308.65		2,807,368.69		15,249.71		53.15

		Lotus River Clinic		South Peninsula Administration		SP		485,431.43		53,810.34		471.84		90.02

		Muizenberg Clinic		South Peninsula Administration		SP		454,063.26		26,044.79		313.50		94.58

		Nomzamo (Masiphumelele) Clinic		South Peninsula Administration		SP		574,141.70		105,067.47		0.00		84.53

		Ocean View CHC/Clinic		CHSO component		SP		681,354.65		635,276.26		5,399.08		51.75

		Ocean View CHC/Clinic		South Peninsula Administration only		SP		509,915.98		47,333.76		416.10		91.51

		Parkwood Clinic		South Peninsula Administration		SP		705,039.23		42,905.57		272.32		94.26

		Pelican Park Satellite Clinic		South Peninsula Administration		SP

		Redhill Mobile		South Peninsula Administration		SP

		Retreat CHC (Day Hospital))		CHSO		SP		8,634,376.21		5,158,044.85		17,268.16		62.60

		Retreat Clinic		South Peninsula Administration		SP		819,512.16		102,148.73		591.82		88.92

		Retreat MOU		PAWC (GSH)		SP		1,558,927.00		197,979.00		0.00		88.73

		Seawind Clinic		South Peninsula Administration		SP		872,629.78		49,520.64		588.23		94.63

		Simonstown Satellite Clinic		South Peninsula Administration		SP

		Sun Valley Satelite Clinic		South Peninsula Administration		SP		2,667.99		9,205.19		199.50		22.47

		Westlake Clinic		South Peninsula Administration		SP		208,436.49		19,483.77		74.10		91.45

		Wynberg Clinic (incl'g FP Factory Team)		South Peninsula Administration		SP		958,807.01		74,171.27		548.82		92.82

		TOTAL OLD "SP"						36,065,638.97		16,896,078.71		78,648.41

		Bellville CHC		CHSO component		TE		1,370,731.20		1,366,407.41		32,446.39		50.08

		Bellville CHC		Tygerberg Administration only		TE		831,736.00		295,284.65		0.00		73.80

		Bellville Youth Centre		PAWC		TE

		Chestnut  Health Centre		Tygerberg Administration		TE		528,414.00		167,619.93		0.00		75.92

		Delft CHC		CHSO component		TE		6,972,509.64		4,092,678.21		88,202.77		63.01

		Delft CHC		Tygerberg Administration only		TE		1,216,315.00		409,476.88		0.00		74.81

		Driftsands -Mobile		Tygerberg Administration		TE		106,067.00		53,776.85		0.00		66.36

		Durbanville Clinic (Morning Star CHC)		CHSO component		TE		816,512.55		608,653.57		1,417.82		57.29

		Durbanville Clinic (Morning Star CHC)		Tygerberg Administration only		TE		623,211.00		312,547.22		0.00		66.60

		Groenvallei Clinic		Tygerberg Administration		TE		233,407.00		85,757.92		0.00		73.13

		Mfuleni CHC/Clinic		CHSO component		TE		523,591.56		359,182.12		13,853.17		59.31

		Mfuleni CHC/Clinic		Tygerberg Administration only		TE		794,431.00		252,074.95		0.00		75.91

		Reed Street CHC		CHSO		TE		2,929,096.60		2,042,878.59		23,463.69		58.91

		St Vincent Health Cenre		CHSO component		TE		1,113,981.38		1,540,459.30		16,833.05		41.97

		St Vincent Health Cenre		Tygerberg Administration only		TE		870,482.00		388,657.61		0.00		69.13

		UWC/Pentech Satelite Clinic		Tygerberg Administration		TE

		TOTAL OLD "TE"						18,930,485.93		11,975,455.20		176,216.89

		Adriaanse Clinic		Tygerberg Administration		TW		844,804.00		341,392.79		0.00		71.22

		Bishop Lavis CHC		CHSO		TW		6,517,674.11		4,015,936.33		11,718.76		61.88

		Bishop Lavis Clinic		Tygerberg Administration		TW		926,830.00		313,109.95		0.00		74.75

		Bishop Lavis MOU		CHSO		TW

		Bothasig Clinic		Tygerberg Administration		TW		234,200.00		92,676.34		0.00		71.65

		Dirkie Uys CHC/Clinic (Goodwood)		CHSO component		TW		2,051,497.10		2,042,614.71		2,200.63		50.11

		Dirkie Uys CHC/Clinic		Tygerberg Administration only		TW		837,006.00		372,817.70		0.00		69.18

		Elsies River CHC		CHSO		TW		9,796,683.55		4,840,123.36		33,658.08		66.93

		Elsies River Clinic		Tygerberg Administration		TW		834,761.00		349,479.86		0.00		70.49

		Elsies River MOU		CHSO		TW

		Leonsdale (Clinic) - Satellite		Tygerberg Administration		TW		523,924.00		219,318.97		0.00		70.49

		Matroosfontein Clinic		Tygerberg Administration		TW		611,157.00		198,038.52		0.00		75.53

		Netreg Clinic		Tygerberg Administration		TW		794,655.00		302,050.31		0.00		72.46

		Parow CHC		CHSO component		TW		600,722.02		1,097,619.00		0.00		35.37

		Parow CHC		Tygerberg Administration only		TW		528,253.00		197,101.60		0.00		72.83

		Parow Clinic		Tygerberg Administration only		TW		1,024,916.00		297,598.64		0.00		77.50

		Ravensmead CHC		CHSO component		TW		1,371,850.91		1,828,931.01		7,961.11		42.86

		Ravensmead CHC		Tygerberg Administration only		TW		1,152,959.00		396,380.86		0.00		74.42

		Ruyterwacht CHC		CHSO		TW		1,301,606.53		1,259,681.03		6,374.09		50.82

		Tygerberg Reproductive Health Team		Tygerberg Administration		TW

		Uitsig Clinic		Tygerberg Administration		TW		688,672.00		310,382.83		0.00		68.93

		Valhalla Park Clinic		Tygerberg Administration		TW		1,320,162.00		493,367.35		0.00		72.80

		Vanguard CHC (50%)		CHSO component		TW		2,805,640.65		1,927,725.02		82,994.06		59.27

		Vanguard CHC and MOU		Tygerberg Administration		TW		890,935.50		403,080.64		0.00		68.85

		TOTAL OLD "TW"						35,658,909.37		21,299,426.82		144,906.73		62.61

		Oostenberg facility costs in total						9,311,327.08		2,332,851.40		114,540.00		79.97

		Total facility costs						288,932,749.55		154,020,892.29		2,095,031.17		65.23

		CHSO Administration

		Deemed administration at Woodstock						925,000.00		151,590.00

		(carried in actual expenditure of Lady Michaelis CHC)

		Oostenberg support costs

		Health support services				O		463,684.07		103,943.89		9,750.09

		Health environment services				O		2,241,114.06		598,734.24		14,743.05

		Adjustment for other dept recharges				O		0.00		2,197,409.77		0.00

		Health medical store				O		230,079.47		1,239,311.75		67,779.96

		Health X rays				O		158,166.61		31,602.85		3,741.33

		Health administration				O		309,068.88		114,564.92		4,139.64

								3,402,113.09		4,285,567.42		100,154.07

		South Peninsula

		Management				SP		514,828.70		234,314.14		6,228.96

		Adjustment for other dept recharges				SP		0.00		-1,343,598.08		0.00

		General Admin				SP		773,651.90		4,595,589.00		95.42

								1,288,480.60		3,486,305.06		6,324.38

		Maintenance				SP		332,739.39		128,162.36		560.00

		Medical stores				SP		428,826.69		1,774,380.07		395.00

		Admin - com'y health				SP		1,310,445.50		1,757,427.74		476.76

		Xray services				SP		48,128.56		37,572.37		507.30

		Medical pracs/Doctors				SP		766,459.56		5,354.00		492.23

		Satellite clinics				SP		0.00		6,315.00		0.00

		Admin - nursing				SP		-16,881.78		5,457.49		524.40

		Health education				SP		0.00		399.60		199.50

		Total SPM general						2,869,717.92		3,715,068.63		3,155.19

		Environmental health:

		Admin				SP		638,724.31		95,362.53		596.00

		Area A&B				SP		824,854.23		265,539.49		350.50

		Pest Control A&B				SP		77,087.19		580.62		0.00

		Chalets A&B				SP		4,358.68		27,893.48		188.10

		Total Area A&B				SP		906,300.10		294,013.59		538.60

		Area C				SP		688,978.31		122,592.22		0.00

		Pest Control C				SP		77,143.95		573.69		0.00

		Chalets C				SP		5,204.45		39.62		491.34

		Total Area C				SP		771,326.71		123,205.53		491.34

		Area D				SP		621,609.76		164,250.71		0.00

		Pest Control D				SP		85,702.26		592.26		0.00

		Chalets D				SP		13,602.43		751.62		454.86

		Total Area D				SP		720,914.45		165,594.59		454.86

		Total SPM environmental				SP		3,037,265.57		678,176.24		2,080.80

		Community develop't:		No primary health function

		Admin		As above				747,924.79		220,012.80		957.00

		Lotus River		As above				161,712.24		12,666.47		400.00

		Grassy Park		As above				27,605.70		30,807.68		429.95

		Ocean View		As above				0.00		250.82		0.00

		Hout Bay		As above				0.00		0.00		70.50

		District Commy Dev		As above				189,317.94		43,724.97		900.45

		Total SPM District Com Dev		As above				937,242.73		263,737.77		1,857.45

		Club Leaders:		As above

		Parkwood		As above				212,886.70		10,595.44		208.56

		Lavender Hill		As above				166,373.15		10,927.09		98.04

		Retreat		As above				206,504.49		12,415.66		540.41

		Steenberg		As above				182,602.04		9,055.21		130.00

		Total SPM Club Leaders		As above				768,366.38		42,993.40		977.01

		Retreat Nursery School		As above				437,586.29		24,425.12		0.00

		Total SPM non-primary health functions						2,143,195.40		331,156.29		2,834.46

		Total SPM non-facility costs						9,338,659.49		8,210,706.22		14,394.83

		City Of Cape Town

		Environmental Health:

		Green Point Clinic				C		1,324,619.77		669,379.84		317.36

		Rondebosch				C		737,648.06		458,019.84		4,198.80

								2,062,267.83		1,127,399.68		4,516.16

		Silvertown				A		1,256,476.39		933,218.43		4,783.70

		Mitchells Plain				MP		987,971.37		598,517.11		13,092.24

		Fezeka				N		678,320.58		365,731.65		0.00

		Total CCT enviro health						4,985,036.17		3,024,866.87		22,392.10

		Administration						2,216,259.90		3,683,961.65		102,457.75

		Poor relief						0.00		96,396.00		0.00

		BPH HIV/AIDS running costs						5,539.10		834,583.58		0.00

		Specialised health services:

		Environmental health services						713,787.01		428,619.62		0.00

		Health info services						820,755.42		367,398.18		0.00

		Healthy cities						0.00		5,586.04		0.00

		Mec Engineering						805,636.04		275,817.23		584.62

		Quality assurance						686,101.31		283,923.33		7,428.60

		Xray services						600,934.53		512,086.74		0.00

						Allocation		5,849,013.31		6,488,372.37		110,470.97

		District Admin:

		Athlone				A		963,083.02		402,926.81		0.00

		Central				C		683,338.14		701,686.74		6,242.56

		M Plain				MP		952,821.15		372,190.11		1,349.59

		Fezeka				N		1,120,712.16		478,595.31		7,487.76

		Total CCT admin						3,719,954.47		1,955,398.97		15,079.91

		Total CCT non-facility costs						14,554,003.95		11,468,638.21		147,942.98

		Blaauwberg

		Environmental Health						282,071.48		153,324.46		0.00

		Estimated management costs						491,070.00		0.00		0.00

		Adjustment for other dept charges						0.00		1,001,727.66		0.00

		Joe Slovo						0.00		10,602.71		8,525.89

		Nursing Management						25,000.00		153,327.09		109,696.41

		Total Blaauwberg non-facility costs						798,141.48		1,318,981.92		118,222.30

		Helderberg

		Estimated management costs						730,000.00		0.00		0.00

		Adjustment for other dept charges						0.00		960,320.73		0.00

		Environmental Health						1,983,980.00		426,040.00		31,410.00

								2,713,980.00		1,386,360.73		31,410.00

		Tygerberg

		Belhar enviro health				TE		473,511.00		49,386.00		0.00

		Bellville enviro health				TE		1,079,173.00		46,355.00		0.00

								1,552,684.00		95,741.00		0.00

		Khay enviro health				K		806,657.00		140,898.00		0.00

		Enviro health city wide				Alloc		757,285.00		125,545.00		0.00

		Reproductive health city wide				Alloc		656,028.00		70,402.00		0.00

		Management & Support Khay				K		1,851,729.00		564,278.00		0.00

		Management East				TE		1,351,266.00		258,498.00		0.00

		Management West				TW		2,214,943.00		341,185.00		0.00

		Management & Admin City wide				Alloc		1,448,057.00		847,445.00		0.00

		Technical training services				Alloc		910,980.00		139,132.00		0.00

		Pharmaceutical services				Alloc		902,667.00		6,969,425.00		0.00

		Adjustment for other dept charges				Alloc		0.00		13,232,434.03		0.00

		Xray services				Alloc		616,906.00		151,107.00		0.00

								2,430,553.00		20,492,098.03		0.00

		Goodwood enviro health				TW		756,877.00		60,320.00		0.00

								13,826,079.00		22,996,410.03		0.00

		Total Facility Costs						288,932,749.55		154,020,892.29		2,095,031.17

		Total Other Costs						45,557,977.01		49,818,254.54		412,124.18

								334,490,726.56		203,839,146.83		2,507,155.35				540,837,028.74

		Check totals														Total

		South Peninsula						19,378,992.12		10,502,286.41		22,527.42				29,903,805.95						5,081,627.52

		less: Recharge adjustment						0.00		-1,343,598.00						-1,343,598.00

		less: Bruce Road						431,522.99		54,248.32		501.30				486,272.61						17,349,143.29

		Adjusted total SPM						18,947,469.13		9,104,440.09		22,026.12				28,073,935.34						10,172,620.00

		CHSO						166,931,804.47		100,113,692.07		1,107,297.44				268,152,793.98						62,222,439.00

								185,879,273.60		109,218,132.16		1,129,323.56				296,226,729.32						97,022,028.33

		Helderberg						6,939,310.00		2,819,210.00		414,100.00				10,172,620.00						29,903,805.95

		add: Recharge adjustment						0.00		960,321.00						960,321.00

		add: Est'd management costs						730,000.00		0.00		0.00				730,000.00

		add: 20% share of Hot Hollands						5,073,108.60		2,098,143.00		0.00				7,171,251.60

								12,742,418.60		5,877,674.00		414,100.00				19,034,192.60

								198,621,692.20		115,095,806.16		1,543,423.56				315,260,921.92						268,152,793.98

		CCT						45,481,538.84		51,162,687.98		377,801.51				97,022,028.33						12,072,488.00

		less: CMC grant re HIV/AIDS						0.00		10,688,578.36						10,688,578.36

								45,481,538.84		40,474,109.62		377,801.51				86,333,449.97

								244,103,231.04		155,569,915.78		1,921,225.07				401,594,371.89						46,887,121.00

		Oostenberg						12,713,440.17		4,421,009.05		214,694.07				17,349,143.29						7,679,538.32

		add: Recharge adjustment						0.00		2,197,410.00		0.00				2,197,410.00

								256,816,671.21		162,188,334.83		2,135,919.14				421,140,925.18

		Blaauwberg (CHC's only)						3,992,738.55		717,652.76		371,236.21				5,081,627.52						556,543,605.39

		add: Est'd mangement charges						491,070.00		0.00		0.00				491,070.00

		add: Recharge adjustment						0.00		1,001,728.00		0.00				1,001,728.00

		less Du Noon						0.00		9,971.40		0.00				9,971.40

								261,300,479.76		163,897,744.19		2,507,155.35				427,705,379.30

		Tygerberg						41,495,361.00		20,727,078.00		0.00				62,222,439.00

		add: Recharges from other depts						0.00		13,232,434.00		0.00				13,232,434.00

								302,795,840.76		197,857,256.19		2,507,155.35				503,160,252.30

		Mowbray MOU's						38,004,554.00		8,882,567.00		0.00				46,887,121.00

		less: Specialised hospitals						-21,731,322.00		-7,231,048.00		0.00				-28,962,370.00

								16,273,232.00		1,651,519.00		0.00				17,924,751.00

		Wesfleur						9,499,881.00		2,572,607.00		0.00				12,072,488.00

		False Bay						5,921,772.80		1,757,765.52		0.00				7,679,538.32

								334,490,726.56		203,839,147.71		2,507,155.35				540,837,029.62		As above

																-2,507,155.35		Less: Capital

																538,329,874.27

																-2,474,351.69		Less: Non-primary costs

																535,855,522.58





MedAid %age

		Old Health District		Total Population		Manipulated number on medical aid		Manipulated % on Medical aid

		Athlone Total		192000		47820.8629117883		24.91%

		Blaauwberg Total		119264		51250.2900120391		42.97%

		Central Total		243465		116687.482650097		47.93%

		Helderberg Total		116615		39215.3906690531		33.63%

		Khayelitsha Total		249004		8715		3.50%

		Mitchells Plain Total		250614		48156.6209675776		19.22%

		Nyanga Total		221495		6347.6670346174		2.87%

		Oostenberg Total		222903		96171.3613626372		43.14%

		SPM Total		321378		153447.224254504		47.75%

		Tygerberg East Total		205306		92542.1730883729		45.08%

		Tygerberg West Total		315589		102095.927049314		32.35%

		Grand Total		2457633		762450		31.02%





2001 Pop

		Health District		Population		% Breakdown of Popn		% Pop dependent on public health		Pop with no MedAid		% with Med Aid		Pop not reliant on public health		Dep Popn with 10% adjustment

		2001

		Athlone		227,035		7.13%		75.09%		170,488		24.91%		56,547		176,143

		Blaauwberg		195,078		6.13%		57.03%		111,249		42.97%		83,829		119,632

		Central		311,673		9.79%		52.07%		162,295		47.93%		149,378		177,233

		Helderberg		163,958		5.15%		66.37%		108,822		33.63%		55,136		114,336

		Khayelitsha		364,793		11.46%		96.50%		352,025		3.50%		12,768		353,302

		Mitchells Plain		278,127		8.74%		80.78%		224,684		19.22%		53,443		230,028

		Nyanga		310,368		9.75%		97.13%		301,473		2.87%		8,895		302,363

		Oostenberg		294,367		9.25%		56.86%		167,363		43.14%		127,004		180,063

		South Peninsula		418,909		13.16%		52.25%		218,894		47.75%		200,015		238,895

		Tygerberg East		269,451		8.46%		54.92%		147,995		45.08%		121,456		160,141

		Tygerberg West		349,370		10.98%		67.65%		236,346		32.35%		113,024		247,648

		Metropole		3,183,129		100.00%				2,201,634		31.02%		981,495		2,299,783

		Total Population of new Health Districts

		Method: Dorrington's Projection factors applied to old HD populations (by MIG agreed suburb lists) and populations allocated proportionately to new HD

		New HD		Number of people 2001		Number of people 2002		Number of people 2003		Number of people 2004		Number of people 2005

		A		444,375		465616		487,595		510,227		533401

		B		395,424		405389		415,129		424,642		433884

		C		356,819		366868		376,918		386,939		396874

		D		430,958		444134		457,165		470,008		482576

		E		362,908		371225		379,681		388,181		396622

		F		452,836		459722		466,894		474,226		481587

		G		364,793		385808		407,050		428,475		449994

		H		375,015		388777		403,140		417,979		433171

		Total		3,183,128		3287539		3,393,572		3,500,677		3608109





Socioeconomic

		Health District		No Household Access to Water		No Household Access to Electricity		Informal Dwelling and Homeless		Illiteracy Rate		Unemployment Rate		Median total household Income per Capita

		Athlone		0.67%		1.14%		4.20%		16.39%		24.88%		13.03%

		Blaauwberg		5.74%		7.47%		8.00%		13.66%		21.73%		9.20%

		Central		5.14%		9.15%		7.40%		10.78%		17.26%		9.65%

		Helderberg		7.84%		7.88%		14.20%		15.15%		17.69%		5.67%

		Khayelitsha		26.44%		32.46%		80.30%		19.88%		46.69%		59.68%

		Mitchells Plain		4.56%		4.38%		6.50%		14.86%		24.20%		6.40%

		Nyanga		29.46%		53.68%		63.80%		20.40%		50.16%		61.12%

		Oostenberg		11.48%		13.01%		18.60%		15.50%		20.39%		11.03%

		South Peninsula		3.78%		5.23%		7.70%		15.77%		17.02%		5.89%

		Tygerberg East		4.65%		5.72%		7.30%		12.96%		17.69%		7.09%

		Tygerberg West		0.56%		2.32%		4.60%		15.31%		22.39%		6.97%

		UNICITY		10.16%		12.77%		19.84%		15.50%		25.71%		18.27%

														213.99%



Vera Scott:
Completed grade 7

Vera Scott:
Income under R3000pa



IMR

		Health District		IMR

		Athlone		14.85

		Blaauwberg		18.09

		Central		15.66

		Helderberg		16.46

		Khayelitsha		46.6

		Mitchells Plain		16.21

		Nyanga		44.73

		Oostenberg		40.48

		South Peninsula		11.82

		Tygerberg East		24.36

		Tygerberg West		23

		UNICITY		26.48



Vera Scott:
Per 1000



TB 

		Health District		Incidence 2000 New smear +		Population		No's people with TB 2000

		Athlone		322		234291		754

		Blaauwberg		413		178564		737

		Central		511		289264		1478

		Helderberg		521		171306		893

		Khayelitsha		1305		334420		4364

		Mitchells Plain		314		298105		936

		Nyanga		1019		292101		2977

		Oostenberg		703		284050		1997

		South Peninsula		503		400674		2015

		Tygerberg East		508		303515		1542

		Tygerberg West		626		345947		2166

		UNICITY		634.0202120721		3132237		19859





HIV

		Health District

		Athlone		3695		215267		1.72%

		Blaauwberg		4008		177837		2.25%

		Central		10489		314796		3.33%

		Helderberg		4215		153811		2.74%

		Khayelitsha		32586		341171		9.55%

		Mitchells Plain		5461		272961		2.00%

		Nyanga		27626		296450		9.32%

		Oostenberg		8865		282053		3.14%

		South Peninsula		9351		404254		2.31%

		Tygerberg East		5924		260056		2.28%

		Tygerberg West		4585		345949		1.33%

		UNICITY		116805		3064605		3.81%
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% Med Aid

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% on Medical Aid

% on Medical Aid 1999

0.2490669943

0.4297213745

0.4792782644

0.3362808444

0.0349994378

0.1921545523

0.0286582859

0.431449381

0.4774664857

0.4507524042

0.3235091434

0.3102375334



Informal housing

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Informal dwelling

% Informal dwelling 1996

0.0413028138

0.0778059367

0.0731650494

0.1396078896

0.8029754596

0.0642064724

0.6360148285

0.1839206474

0.0754385965

0.0696241073

0.0441421213

0.1982248429



Electricity

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No electricity

% No electricity 1996

0.011383904

0.0933663442

0.091530591

0.0787988059

0.324596174

0.0437553833

0.536812417

0.1301242506

0.0523478585

0.057204167

0.023176839

0.1284386981



Education

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Not Completed Matric

% Not Completed Matric 1996

0.7549617005

0.6417607943

0.4408252333

0.5691760685

0.8564985439

0.8027746024

0.8480208363

0.6663563025

0.5973939042

0.5404744473

0.6896487386

0.6722260715



Employment

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Unemployed of the employable

% Unemployed of the employable 1996

0.2487972584

0.2001088079

0.1726424361

0.1768662099

0.4669097354

0.2420420628

0.5015689051

0.203938222

0.1702478106

0.1767522022

0.2239144261

0.2571818358



Poverty

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Households below poverty line

% Households below poverty line 1996

0.2444754345

0.2391582746

0.2100157586

0.1773416086

0.5493072377

0.1787464758

0.5694609246

0.1761275779

0.161730624

0.1554698185

0.171698309

0.2484865824



% under 1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<1yr

% Population under 1 year in 2002

0.0193686579

0.0163571689

0.0171567937

0.0166661551

0.0265562867

0.019959111

0.0261971473

0.0185484376

0.016719819

0.0171151017

0.016543223

0.019444119



% under 5

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<5yr

% Population under 5 years in 2002

0.0951686752

0.0838741283

0.0848468328

0.0844832229

0.118370175

0.0978795587

0.1177497496

0.0921829302

0.0849151528

0.0867826344

0.0846452017

0.0946250283



Over 50

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



> 50

% Population over 50 years in 2002

0.1463349405

0.1708373319

0.1977155383

0.1880435735

0.086544904

0.1212907899

0.0950409463

0.1445183599

0.1796129388

0.168513958

0.1765218841

0.1503762673



IMR

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		Cape Town



Deaths per 1 000

Graph 4. Infant Mortality Rate in Subdistricts of Cape Town, 2001

13.774912075

22.7549776514

16.4230283342

25.8358662614

43.9362022269

15.9546179755

49.2561318858

30.4684748151

14.8412549314
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Chart1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No piped water in dwelling or on site

% Households without piped water in dwelling or on site

0.0066807314

0.0573657366

0.0514209325

0.0784307946

0.2644081607

0.0455527307

0.2916708376

0.1147518223

0.0378092764

0.0468267959

0.0055923395

0.0892382416



Sheet1

				Medical Aid		Socioeconomic 1996:												Population 2001:								Health Status:										Health Status:

		Old Health District		% on Medical Aid		% Informal dwelling		% No electricity		% No piped water in dwelling or on site		% Not Completed Matric		% Unemployed of the employable		% Households below poverty line		<1yr		<5yr		> 50		Total		IMR 2001		TB incidence 2001		HIV prevalence (Dorrington 2001)				Total		HIV Dorrington		TB		IMR		Crude HIV mortality per 100 000		Crude TB mortality per 100 000				Live births (Nov 2004)

		Subdistrict 1		24.91%		4.13%		1.14%		0.67%		75.50%		24.88%		24.45%		1.94%		9.46%		14.63%		227035										227035		3.19%				13.8		45		75		ATHLONE   =   3444		3444

		Subdistrict 2		42.97%		7.78%		9.34%		5.74%		64.18%		20.01%		23.92%		1.64%		8.28%		17.08%		195078										195078		4.11%				22.8		50		22		BLAAUWBERG   =   2472		2472

		Subdistrict 3		47.93%		7.32%		9.15%		5.14%		44.08%		17.26%		21.00%		1.72%		8.30%		19.77%		311673										311673		7.04%				16.4		179		96		CENTRAL   =   5545		5545

		Subdistrict 4		33.63%		13.96%		7.88%		7.84%		56.92%		17.69%		17.73%		1.67%		8.30%		18.80%		163958										163958		5.22%				25.8		62		73		EASTERN   =   4527		4527

		Subdistrict 5		3.50%		80.30%		32.46%		26.44%		85.65%		46.69%		54.93%		2.66%		11.61%		8.65%		364793										364793		12.48%				43.9		366		350		HELDERBERG   =   2639		2639

		Subdistrict 6		19.22%		6.42%		4.38%		4.56%		80.28%		24.20%		17.87%		2.00%		9.81%		12.13%		278127										278127		3.63%				16.0		57		57		KHAYELITSHA   =   6668		6668

		Subdistrict 7		2.87%		63.60%		53.68%		29.17%		84.80%		50.16%		56.95%		2.62%		11.47%		9.50%		310368										310368		12.31%				49.3		439		249		MITCHELLS PLAIN   =   5740		5740

		Subdistrict 8		43.14%		18.39%		13.01%		11.48%		66.64%		20.39%		17.61%		1.85%		9.13%		14.45%		294367										294367		4.93%				30.5		156		91		NYANGA    =   4907		4907

		Subdistrict 9		47.75%		7.54%		5.23%		3.78%		59.74%		17.02%		16.17%		1.67%		8.39%		17.96%		418909										418909		3.55%				14.8		41		54		OOSTENBERG   =   5747		5747

		Subdistrict 10		45.08%		6.96%		5.72%		4.68%		54.05%		17.68%		15.55%		1.71%		8.53%		16.85%		269451										269451		5.04%				24.1		75		58		SOUTH PENINSULA   =   5559		5559

		Subdistrict 11		32.35%		4.41%		2.32%		0.56%		68.96%		22.39%		17.17%		1.65%		8.39%		17.65%		349370										349370		2.88%				19.1		33		112		WESTERN   =   5503		5503

		Cape Town		31.02%		19.82%		12.84%		8.92%		67.22%		25.72%		24.85%		1.94%		9.32%		15.04%		3183127										3183127		6.09%				25.9		1503		1237



Vera Scott:
2/3 of original 44.19

Vera Scott:
Khayelitsha med aid adjusted to 3.5% and other adjusted accordingly to maintain the Metro wide 31.02% coverage




_1252756478.xls
Chart2

		Subdistrict 1

		Subdistrict 2

		Subdistrict 3

		Subdistrict 4

		Subdistrict 5

		Subdistrict 6

		Subdistrict 7

		Subdistrict 8

		Subdistrict 9

		Subdistrict 10

		Subdistrict 11

		e Town



HIV Dorrington

Graph 5. HIV prevalence in general population in Subdistrict of Cape Town, 2001
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% Med Aid

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% on Medical Aid

% on Medical Aid 1999

0.2490669943

0.4297213745

0.4792782644

0.3362808444

0.0349994378

0.1921545523

0.0286582859

0.431449381

0.4774664857

0.4507524042

0.3235091434

0.3102375334



Informal housing

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Informal dwelling

% Informal dwelling 1996

0.0413028138

0.0778059367

0.0731650494

0.1396078896

0.8029754596

0.0642064724

0.6360148285

0.1839206474

0.0754385965

0.0696241073

0.0441421213

0.1982248429



Electricity

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No electricity

% No electricity 1996

0.011383904

0.0933663442

0.091530591

0.0787988059

0.324596174

0.0437553833

0.536812417

0.1301242506

0.0523478585

0.057204167

0.023176839

0.1284386981



Education

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Not Completed Matric

% Not Completed Matric 1996

0.7549617005

0.6417607943

0.4408252333

0.5691760685

0.8564985439

0.8027746024

0.8480208363

0.6663563025

0.5973939042

0.5404744473

0.6896487386

0.6722260715



Employment

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Unemployed of the employable

% Unemployed of the employable 1996

0.2487972584

0.2001088079

0.1726424361

0.1768662099

0.4669097354

0.2420420628

0.5015689051

0.203938222

0.1702478106

0.1767522022

0.2239144261

0.2571818358



Poverty

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% Households below poverty line

% Households below poverty line 1996

0.2444754345

0.2391582746

0.2100157586

0.1773416086

0.5493072377

0.1787464758

0.5694609246

0.1761275779

0.161730624

0.1554698185

0.171698309

0.2484865824



% under 1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<1yr

% Population under 1 year in 2002

0.0193686579

0.0163571689

0.0171567937

0.0166661551

0.0265562867

0.019959111

0.0261971473

0.0185484376

0.016719819

0.0171151017

0.016543223

0.019444119



% under 5

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



<5yr

% Population under 5 years in 2002

0.0945568544

0.0828111859

0.0830488736

0.0829783509

0.1160825043

0.0981440585

0.1147405759

0.0913144929

0.083894251

0.0853167081

0.083890851

0.0932062369



Over 50

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



> 50

% Population over 50 years in 2002

0.1463349405

0.1708373319

0.1977155383

0.1880435735

0.086544904

0.1212907899

0.0950409463

0.1445183599

0.1796129388

0.168513958

0.1765218841

0.1503762673



IMR

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



Deaths per 1 000

IMR in subdistricts of Cape Town, 2001

13.774912075

22.7549776514

16.4230283342

25.8358662614

43.9362022269

15.9546179755

49.2561318858

30.4684748151

14.8412549314

24.1179097812

19.089019089

25.9231522553



Chart1

		Athlone

		Blaauwberg

		Central

		Helderberg

		Khayelitsha

		Mitchells Plain

		Nyanga

		Oostenberg

		SPM

		Tygerberg East

		Tygerberg West

		Total



% No piped water in dwelling or on site

% Households without piped water in dwelling or on site

0.0066807314

0.0573657366

0.0514209325

0.0784307946

0.2644081607

0.0455527307

0.2916708376

0.1147518223

0.0378092764

0.0468267959

0.0055923395

0.0892382416



Sheet1

				Medical Aid		Socioeconomic 1996:												Population 2001:								Health Status:										Health Status:

		Old Health District		% on Medical Aid		% Informal dwelling		% No electricity		% No piped water in dwelling or on site		% Not Completed Matric		% Unemployed of the employable		% Households below poverty line		<1yr		<5yr		> 50		Total		IMR 2001		TB incidence 2001		HIV prevalence (Dorrington 2001)				Total		HIV Dorrington		TB		IMR		Crude HIV mortality per 100 000		Crude TB mortality per 100 000				Live births (Nov 2004)

		Subdistrict 1		24.91%		4.13%		1.14%		0.67%		75.50%		24.88%		24.45%		1.94%		9.46%		14.63%		227035										227035		3.19%				13.8		45		75		ATHLONE   =   3444		3444

		Subdistrict 2		42.97%		7.78%		9.34%		5.74%		64.18%		20.01%		23.92%		1.64%		8.28%		17.08%		195078										195078		4.11%				22.8		50		22		BLAAUWBERG   =   2472		2472

		Subdistrict 3		47.93%		7.32%		9.15%		5.14%		44.08%		17.26%		21.00%		1.72%		8.30%		19.77%		311673										311673		7.04%				16.4		179		96		CENTRAL   =   5545		5545

		Subdistrict 4		33.63%		13.96%		7.88%		7.84%		56.92%		17.69%		17.73%		1.67%		8.30%		18.80%		163958										163958		5.22%				25.8		62		73		EASTERN   =   4527		4527

		Subdistrict 5		3.50%		80.30%		32.46%		26.44%		85.65%		46.69%		54.93%		2.66%		11.61%		8.65%		364793										364793		12.48%				43.9		366		350		HELDERBERG   =   2639		2639

		Subdistrict 6		19.22%		6.42%		4.38%		4.56%		80.28%		24.20%		17.87%		2.00%		9.81%		12.13%		278127										278127		3.63%				16.0		57		57		KHAYELITSHA   =   6668		6668

		Subdistrict 7		2.87%		63.60%		53.68%		29.17%		84.80%		50.16%		56.95%		2.62%		11.47%		9.50%		310368										310368		12.31%				49.3		439		249		MITCHELLS PLAIN   =   5740		5740

		Subdistrict 8		43.14%		18.39%		13.01%		11.48%		66.64%		20.39%		17.61%		1.85%		9.13%		14.45%		294367										294367		4.93%				30.5		156		91		NYANGA    =   4907		4907

		Subdistrict 9		47.75%		7.54%		5.23%		3.78%		59.74%		17.02%		16.17%		1.67%		8.39%		17.96%		418909										418909		3.55%				14.8		41		54		OOSTENBERG   =   5747		5747

		Subdistrict 10		45.08%		6.96%		5.72%		4.68%		54.05%		17.68%		15.55%		1.71%		8.53%		16.85%		269451										269451		5.04%				24.1		75		58		SOUTH PENINSULA   =   5559		5559

		Subdistrict 11		32.35%		4.41%		2.32%		0.56%		68.96%		22.39%		17.17%		1.65%		8.39%		17.65%		349370										349370		2.88%				19.1		33		112		WESTERN   =   5503		5503

		e Town		31.02%		19.82%		12.84%		8.92%		67.22%		25.72%		24.85%		1.94%		9.32%		15.04%		3183127										3183127		6.09%				25.9		1503		1237



Vera Scott:
2/3 of original 44.19

Vera Scott:
Khayelitsha med aid adjusted to 3.5% and other adjusted accordingly to maintain the Metro wide 31.02% coverage
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HIV Dorrington

Graph 5. HIV prevalence in general population (Dorrington)
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