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Theme 2 HEALTH:

Sub theme:  The disparities that have emerged in the fields of infant mortality, and maternal mortality rates, childhood immunizations, HIV/AIDS, Heart diseases, Cancer and contagious (communicable) diseases.

 During its 2nd and 3rd session, the Working Group of Expert on People of African Descent (WGPAD) selected Health as one of the themes to be examined at its 4th session because of its important relevancy to the people of African descent. This paper addresses the sub theme of disparities that have emerged in the area of infant and maternal mortality rates, childhood immunizations, HIV /AIDS, Heart disease as well as Cancer and Contagious diseases. 

Global Picture
It is well recognised and documented that, minority groups all over the world, across and within nations are disadvantaged because of social, economic and cultural forces that marginalise them. Racial and/or ethnic considerations often interplay in these situations.  Health is a key area where these groups of people are constantly found to be losers. 

Disparities in disease patterns have been demonstrated among people of different races, ethnicity and geographical settings even within the same country. It has also been accepted that most of these differences are driven not by “natural” forces but by omissions or commissions of key factors that support or negate healthy well being. People of African descent, more often than not are among these disadvantaged groups. It is therefore not surprising that disparities in disease patterns have emerged and continue to be seen in people of African descent and other vulnerable people in the Diaspora. Marginalised people cluster in poor social and low economic states. Social research has repeatedly shown those in low social-economic brackets to have more health problems and a higher disease burden. They have poor or no employment, feed poorly and live in poor housing, all conducive to disease. They have little information about their health or how and where to access care; little or no resources to seek care which often may not be available or is of inferior quality. Some of these health issues, those numerated are going to be each discussed in some detail.

Infant Mortality Rate. (IMR)

Is defined as the number of infant deaths (below one year) per 1000 live births in a given year. Studies have shown IMR to be a good indicator for gauging the status of health of a population group and is also important for its impact on life expectancy at birth. IMR is most frequently used for health situation analysis, for comparisons of state of health between populations/communities as well as progression of health status over years in a given population and globally. A lot of research has been put into defining factors that affect or influence rise or fall in IMR, which in effect reflect improvement or deterioration in the nation’s state of health. In the last 50 years, there has been tremendous improvement in health status globally, but especially of people in industrialised countries. Improved health care and other socio-economic gains over time have impacted positively on health greatly reducing IMR and increasing life expectancy, among other health parameters. IMR is also considered to be a key determinant of reproductive and family health. Globally, infant mortality has declined from 148 in 1955 to 84 in 1983 and 62/1000 live births in 1995, with life expectancy at birth of 66 years in 2000. Most developed nations have seen declines of IMR to levels of <10 with life expectancy of over 75 years by 2000.
The degree of decline of IMR across developing countries has been slow and less marked, with levels of IMRs still >100 in more than 39 countries in Africa and the Caribbean. The same disparity has been observed within nations across racial /ethnic and minority groups, both in the developed and developing world. 

In recent times, these disparities have attracted a lot of research especially in the USA. This research has generated evidence that show that racial/ethnic minority populations and socially disadvantaged people have poorer health status reflected in higher IMRs and other indicators for health than the rest of the populations. Further more, those in rural areas or areas with poor social amenities have been found with higher than national IMRs. IMR is a direct result of deaths from birth- related problems like prematurity, birth trauma and asphyxia, congenital abnormalities and infections. People of African descent have consistently higher IMR due to very high rates of prematurity and infections, and therefore low health status and lower life expectancy at birth than their counterparts. In 2000 in the USA, IMR was 14.1 for blacks, 7.8 for Latinos and Hispanics and 6.0 for whites. Average life expectancy in the same year was 75 years at birth among white men compared to 68 years at birth in black men, with similar trends in the women. This trend is observed in all data from other countries where research has shown similar disparities in IMR and indeed other health parameters between people of African descent and other racial groups in similar settings. 

Childhood Immunisations

The under 5 mortality rate (U5MR), an extension from IMR is defined as number of deaths of children under five years par 1000 live births in a given year. It adds value to child survival evaluation. This measure is more sensitive than IMR in evaluation of burden of childhood diseases, including those preventable by proper nutrition and immunisation programs, and relates to socio-economic inequalities, geographical proximity to facilities and favourable environment. The U5MR parallels IMR globally, across and within countries and communities. The two indicators reflect on level of prenatal care, maternal health, and health services coverage and family socio-economic status. This would then translate into having sick mothers carrying pregnancies with complications and having babies with several problems from birth who die from these and other diseases that would otherwise be prevented with adequate immunisations and proper nutrition, or could be treated within adequate health facilities. U5MR remains higher as a result of deaths from immunisable diseases due to low childhood immunisation coverage in children of African descent than in whites and other minority groups. Low education, poor information and scanty facilities contribute to no or incomplete vaccine schedules. Low socio-economic status with poor nutrition and unfavourable environment increase the chance of disease and death in these children. Immunisation coverage for the primary 6 immunisable diseases is over 95% in advantaged populations while it remains below 80% in minority groups. Other newer vaccines for hepatitis A and B, influenza and pneumococci are still not attainable to most developing countries or to those marginalised, and the incidences of these diseases are still high in these populations. Global campaigns and mass immunisation programs are proving effective in polio and measles control and hopefully disease eradication in the developing world in near future, to parallel the developed countries.
Maternal Mortality Rate (MMR)

This is defined as number of maternal deaths per 100 000 live births in a given year. These include all pregnancy related deaths during and inclusive of 42 days after termination of the pregnancy. MMR is an important measure of women’s health and the key indicator of success of safe motherhood programs, and reflects on availability and use of professional care in pregnancy and childbirth. This would also include the level of management of life-threatening complications as measured by proportion of deliveries assisted by competent health careers (e.g. number of Caesarean Sections done). That is, it is indicative of the performance of health care systems in a country. The 1900s had seen marked decline in MMR, from 150 in 1950 to 57 deaths per 100 000 live births in 1998 worldwide. The decline has been less significant in the 1990s, with progress seen only in Asia and the Middle East. Highly industrialised nations already have average MMR of 13/100 000 (1998) while the Least Developed Nations still have levels of 109/100 000 live births.  Disparities have again consistently been observed across racial/ethnic and minority groups. A lot of work has been done to high light these disparities in maternal mortality and to define their determinants. MMR are high in those in the low social-economic income groups and still much higher in the developing nations, where it is at present 100 times that in the USA. Studies in the USA indicate that black women have higher MMR than the national average. Those in rural areas have even higher rates than their urban sisters. Black women have a higher risk than white women of dying from every pregnancy-related cause of death, including the leading causes nationally (haemorrhage, pregnancy-induced hypertension and embolism). The leading causes of death in blacks however include infections, especially from unsafe abortions, and obstructed labour; conditions that could be minimised with proper care. Minority women, including black women and especially if in rural areas have less access to adequate antenatal care. The black women are also more obese with higher prevalence of diabetes, and are inherently prone to severe pregnancy-induced hypertension; all with bad outcomes for both mother and baby. Maternal mortality and Infant mortality reduction are together considered as high priority for implementation and were adopted in the Global Millennium Goals in 2000. However, little change in the rates has been realised so far. 

Heart Diseases.

About 17 million people die of heart disease per year and these manifests as either heart attack or stroke.  Heart attacks kill seven million people annually and are caused by Coronary Artery Disease (CAD) which affects mainly the white populations.  Six million die from stroke or cerebral vascular accident (CVA) from artery bleed or block in the brain and this mainly affects people of African descent. High blood pressure disease, (Hypertension) very common and severe in blacks, is the underlying cause of stroke in most cases. People of African descent have a genetic predisposition to higher and severer blood pressure resulting in more complications, which also occurs at a younger age. The black elder women have particularly high incidence of stroke. Diabetes disease negatively affects heart disease, increasing risk of disease and death. The rest (4 million) die of various other heart diseases either congenital or acquired. Rheumatic Heart Disease, which results from untreated throat infections, was a major cause of heart disease that has greatly reduced over the last 2-3 decades, but is still a problem in the developing world. In western countries with good medical care it has virtually disappeared except in economically disadvantaged groups.  Stroke and heart attacks have definite risk factors, mostly arising out of acquired lifestyles which when controlled in time result in dramatic reversal or at least arrest of the disease process. Tobacco smoke, physical inactivity and unhealthy fat diets, the main culprits, have a direct cause-effect relationship with heart disease and diabetes. These "habits" were before found among the affluent society but have since reverted to being among those of low socio-economic status. People of African descent were sort of protected from this scourge until recent times when first affluence and then poverty has changed their life styles and now, studies show increasing disease and deaths due to these heart diseases. In fact while CAD in the white population has declined in the last few years because of “revised” life styles through vigorous preventive programs, blacks both in the developed and developing world have worsening disease. They have higher blood pressures, more diabetes and more strokes because of high fat foods, have become inactive and smoke and drink more. In the developed countries, poverty, low education and social disadvantage, lead to inability to access information and preventive programs. Over 70% of blacks with high blood pressures are not under control, have uncontrolled diabetes and have  high blood cholesterol levels. Disparity in medical care coverage prevents access to preventive programs and good treatment to control disease or prevent complications and eventual death. A 10% reduction of weight, or cholesterol or blood sugar level can reduce risk of death by 40%. These have been found to be major underlying factors in the propagation of this otherwise manageable condition and contribute to the highest mortality and disease burden found in people of African descent.

Cancer 

Cancer is becoming more diagnosed and more frequent and an important group of diseases that cause ill health and death globally. In developed nations it is among the top 3 causes of death because other previously serious diseases have been controlled through prevention (immunisations, sanitation, life style change etc) or are effectively managed through good medical care. Causes of cancer are less clearly defined, but smoking, drinking and certain environment and industrial exposure are directly linked to certain cancers. Great advances in their treatment through specialist medical management, has made a big impact on survival and quality of life. In the USA, although cancers generally occurs more frequently in the white population, in 1999, mortality (number of deaths /100 000 population) in blacks was 203 compared to 127 in the Asian/Hispanics and 199 in whites. Cancer of the cervix, is little seen in white women but very common and a killer among black women in the same country as well as worldwide. Black women are particularly vulnerable to the virus associated with cancer. This is a curable disease with adequate screening, early detection and proper treatment. Several other cancers can be effectively prevented or caught and treated early if adequate screening is carried out regularly. Good screening programs are not readily accessible to those in poor social economic or minority groups and so these groups of people present fairly late with advanced disease and/or receive less effective treatments from poor facilities with less skilled or experienced medical attendants.

HIV/AIDS 

Last but not least, the scourge of HIV/AIDS and its devastating effects on the peoples of sub-Saharan Africa is well documented and known to all. By 2001 40 million people were living with HIV/AIDS and 3 million died from it that year. Sub-Saharan Africa 28 million are HIV positive and 17 million have died. The infection has eroded gains made over years in IMRs and U5MRs and reduced life expectancy that would be over 60 years to under 40 years in many African, and Caribbean states. Recent data indicate that in developed countries, HIV infection is increasing more rapidly in the black and other minority populations because of high-risk behaviour. HIV infection destroys the immune system making one unable to fight off even the most common of infections. Because of poor nutrition, poor housing and poor sanitation, the frequency of opportunistic infections is high.  The poor of Africa and elsewhere cannot afford the expensive treatments for these opportunistic infection which eventually cause death. Anti retroviral treatment is the only way to improve the weak immune system and prolong life. The struggle to get this treatment to the suffering poor is still on- going, while patients from developed countries have had full access to treatment for more than 10 years. Other diseases, especially infectious diseases like malaria have been effectively controlled through good control programs in the developed world; malaria still kills a million children every year in the tropics, 90% in Africa. Poor hygiene and poor sanitary conditions, unsafe water and overcrowding favour most contagious diseases, and are abundant in the marginalised minorities.

Conclusion and recommendations:

Research and experience continues to show clearly that disparities in health status exist among different population groups and the people of African descent come off worst. There are very few instances of genetic or inherent racial or ethnic factors to account for these disparities. The key factors that consistently come out as underlying this phenomenon are social-economic and racial/ethnic inequality, and these exist globally, regionally and across and within nations. Racial discrimination favours some and leaves others disfranchised; and so creates vulnerable and marginalised groups who bear the blunt of disease burden among other social ills. Social-economic factors affect nearly every cause of death and most diseases vary with social economic status, but in different ways. Racial/ethnic disparities are so entwined in the social-economic factors and so allow poor quality of health care and other social services like education, nutrition, sanitation and housing for minorities to be less than desirable. Current socio-economic trends show that the gap between the haves and have-nots is widening; driving the two populations further apart with segregated social amenities and health care systems.
Numerous studies have been done and evidence-based interventions and best practises developed in an effort to bridge the health status inequalities and inequities. In some areas programs have been put into place to eliminate these disparities, particularly in the areas of maternal and child health. For the amount of effort put in, there is still little to show in terms of getting the health status of the disadvantaged close to that of the more privileged. Perhaps this is a good entry point for policy makers to revisit.
Strong and persistent policy advocacy is paramount globally; regionally and at country level to address the socio-economic inequalities and to have action plans set up to reverse this trend. Special programs to lift the socio-economic status of those socially disadvantaged and to specifically target the people of African descent is a human right. Providing good education, equal employment opportunities, better housing and other social amenities is essential if any progress is to be made. Defined interventions to improve the socio-economic status of those adversely affected groups is the global key to improved health status at all levels.
Health policy making should engage all stakeholders who would include the policy makers, the involved population, financial support providers, NGOs and healthcare deliverers and providers (insurances). Strong advocacy for this approach is necessary especially at national and community level. This would result in collective responsibility and response.
Too much time is wasted from policy to action and thereafter to results. Research data is available. Evidence-based decisions and action-oriented programs must be put in place with ability to closely monitor all levels to ensure progress. Specific programs should address specific disparities, suited to the population, with a time frame and with an overall expert panel that would oversee evaluation through continued research. Linking implementers (including NGOs) closely with the researchers could greatly enhance quick positive outcomes. This approach has born results in the campaign to eradicate polio, measles and guinea worm. We need this kind of concerted effort to mobilise all stakeholders to put into place what is missing; good easily accessible healthy facilities, trained providers, an informed needy population with health-seeking knowledge and will.
Health may be defined as absence of disease, disability and mortality; it is a human right not a privilege. While it may not be fully realised in all, every effort should be made to avail it to all, fairly. 
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