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SUMMARY

In the past twenty years or so, the study of the determinants of child survival in low-income
countries has been based on demographic conceptual frameworks. The most widely known
has been the Mosley and Chen framework (1). In that framework, the key concept was a set
of proximate determinants, or intermediate variables, that directly influence the risk of
morbidity and mortality. It assumes that all the more distal social and economic determinants
must operate through these variables to affect child survival. However the Mosley and Chen
framework has failed to directly incorporate the complex social dimension of health.
The objective of this paper is to link more distal causes for child health by describing a
framework that conceptualises the relation between distal and proximal factors and how they
operate to cause inequalities in child mortality within sub-Saharan Africa. Additionally the
framework defines policy entry points needing support of empirical evidence. Furthermore
the paper acknowledges that the social context plays an important role for inequalities in
children’s chances of survival. However, the relative importance of the mechanisms presented
in the proposed framework may vary among the different countries of sub-Saharan Africa, thus
researchers should empirically adapt the framework to their specific context.
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Introduction
In the past twenty years or so, the study of the
determinants of child survival in low-income
countries has been based on demographic conceptual
frameworks. The most widely known has been the
Mosley and Chen framework [1]. In that framework,
the key concept was a set of proximate determinants,
or intermediate variables, that directly influence the
risk of morbidity and mortality. It assumes that all the
more distal social and economic determinants must
operate through these variables to affect child survival.
The proximate determinants were grouped into five
categories largely centred around household/family
level influences: [1] maternal factors (age, parity,
and birth interval); 2) environmental contamination

(air, food/water/fingers; skin/soil/inanimate objects;
insects; insect vectors); 3) nutrient deficiency (calories,
protein, micronutrients (vitamins and minerals)); 4)
injury (accidental, intentional) and 5) personal illness
control - personal preventive measures such as handwashing and medical treatment. This framework has
been at the heart of the conception of the Demographic
and Health Surveys [2] which has increased knowledge
of the various determinants of child survival in many
countries. However, the framework gives emphasis to
more proximate determinants and has lead research to
focus on more individual-level decision making.
Infant and child mortality has declined in many
developing countries especially in Latin America,
Caribbean, North Africa and Asia [3]. These
achievements have to some extent been a result of
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identification of important risk factors incorporated
in the Mosley and Chen framework [2]. In addition
new low cost technologies made it possible to prevent
major infectious diseases of childhood through mass
immunisation campaigns and to treat diarrhoea
dehydration and malaria. International agencies
have also pushed an agenda of a limited number of
inexpensive, highly effective interventions to reduce
child mortality in low-income countries such as the
Integrated Management of Childhood Illness (IMC)
[4] which counteracted the effects of the factors
identified by the Mosley and Chen framework.
However sub-Saharan Africa has been the only
region of the developing world where infant and child
mortality has stagnated or even increased [4]. For
instance, the 2005 World Health Report suggested that
under-five mortality was now seven times higher in the
African region than in the European region and that the
rate was only 4.3 times higher in 1980 and 5.4 times
higher in 1990 [5] Furthermore the report suggested
that child deaths were increasingly concentrated in the
African region (43% of the global total in 2003, up
from 30% in 1990) [5]. The lack of progress registered
in the region has been due to, on one hand to HIV/
AIDS, but also to its very complex socio-political and
cultural environment.
The objective of this paper is to link more distal
causes for child health by describing a framework
that conceptualises the relation between distal and
proximal factors and how they operate to cause
inequalities in child mortality within sub-Saharan
Africa. Additionally the framework defines policy
entry points needing support of empirical evidence.
Theoretical framework for studying the social
basis of inequalities in child mortality within subSaharan Africa
The Mosley-Chen framework has for many years
facilitated interdisciplinary communication between
demographic and epidemiological perspectives on
child survival in sub-Saharan Africa, but it has failed
to directly incorporate the complex social dimension
of health into the framework [2]. For instance, in a
study of social disruption as a factor influencing infant
and child survival in Uganda, William et al., needed to
expand the Mosley and Chen model to accommodate
some of the socio-political problems affecting infant
and child survival [6]. In that study, the authors
included political unrest, civil war, famine and AIDS;
situations that regrettably, still occur in many countries
of the region
In recent years, many studies have shown that
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inequalities in health are no longer an issue only for
developed countries [7] and that social position and
social context are an important part of the structure
that generates those inequalities in health as well as
in child health. However, the understanding of the
broader social determinants of health has been much
more frequently applied in low mortality developed
than in high mortality low-income countries. Similar
to the arguments posed by William Farr in the case
of Europe in the 19th century [8,9], health inequities
in sub-Saharan Africa today are not the result of
chance, but a direct result of national and international
physical, economic, social and political conditions.
The framework, which is introduced in this paper
(See Figure 1), takes into the consideration that the
physiological end-pathways leading to child mortality
in sub-Saharan Africa are inextricably, linked to the
social setting, that offers opportunities to combine
the more proximal focus with the broader societal
processes that implicate a complex web of factors
(10). The framework is based on a model developed
by Diderichsen and Hallqvist [11] and identifies
three socially based components: the social context,
social position and specific risk factors which must be
considered in understanding and redressing inequities
in child health in within sub-Saharan Africa.
The components identified by the framework
are reviewed arguing that the more distal causes are
important because they point at important policy
changes in relation to current interventions to reduce
inequities in child mortality:
The social context
The social context encompasses the structure, culture,
and function of a social system. Therefore populations
cannot be seen merely as a collection of independent
individuals. They should rather be seen as social
systems in which the distribution and clustering of
both exposures and health outcomes may be important
and in which the contacts between “susceptible”
and “contagious” individuals are crucial for the
transmission of both biological/infectious agents and
social behaviour [12]. Koopman and Lynch suggested
that the theoretical base for “population system
epidemiology” should model joint effects of multiple
exposures in individuals as time related processes
while incorporating the determinants and effects of
interactions among individuals [13].
The structure and culture of social context might
be a contributing cause of disease and injury. For
instance, there are neighbourhoods where norms allow
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Figurel. The social basis of ethnic inequities in child mortality in sub-Saharan Africa
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health. In those countries, the governments are the
main providers of mother and child health services,
AIDS prevention work, leprosy control programs and
anti-smoking campaigns, these and other primary
health care initiatives are particularly badly affected
[23,24]. On the other hand, in government services
which remain after the cuts, user charges are often
introduced. This method of introducing the market
mechanism into the provision of health care obviously
makes services less available to the poor. Furthermore,
the privatisation of health and hospital services also
makes the poor suffer, as services become more
oriented towards those who can pay [24]. In addition,
essential drug policies which aim to make necessary
pharmaceuticals available to all at an affordable price
are threatened by increasingly liberal policies towards
pharmaceutical companies. In addition there has
been the brain drain of medical professionals which
is threatening the very existence of health services
in many countries of the region [25]. The flight of
professionals is not limited to doctors since it affects
nurses, pharmacists and social services as well [25].

High rate of migration and urbanization
Migration, internal or international (the movement
of persons within a country or outside their frontiers
respectively) is another contextual factor, which affects
child survival in sub-Saharan Africa. All through
the ages people have participated in various types of
voluntary and involuntary migration movements.
Under voluntary migration people are motivated
by their own aspirations to move across national or
international boundaries. On the other hand, refugees
represent involuntary migration commonly provoked
by war, systematic prosecution, or ecological disasters
such as large-scale famine or draught. Worldwide
as well as in sub-Saharan Africa, migration within
national boundaries is more common than international
migration, as the later is regulated by legal restrictions
imposed by governments [26-29].
Internal migration (especially rural-urban migration)
is strictly related to urbanisation in sub-Saharan Africa
[30]. However, to date, Africa is considerably less
urbanised when compared with the rest of the world
[31]. For example, in the year 2001, urban dwellers
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in East Africa accounted for only 25% of the population
compared with 70% in Latin America [31]. Current
estimates by the UN predict that half of the African
population will live in urban settings by the year 2025,
and that the percentage will further increase to 53% or
787 million in 2030 [31,32].
Two reasons are put forward for the increased
urbanisation. First, there are strong rural-urban
economically driven migrations with people seeking
education and job opportunities outside subsistence
farming. Second, rural settlements have evolved into
small and medium size cities [33]. While comparable
levels of urbanisation were observed in Western
Europe at the turn of the last century, the uniqueness
of the African situation is its rapid increase that it has
been accompanied by severe economic deceleration
[33]. As a result of rapid urbanisation under such
economic decline, the majority of residents in
Africa’s large cities live in overcrowded slums and
shantytowns, where health conditions and livelihoods
are poor. Evidence is now emerging from the region
that the advantage that urban areas previously had
over rural areas on various health, social and economic
indicators has been wiped out or even reversed [34].
The unprecedented shift in rural-urban population
distribution in the face of declining economies raises
new challenges in the campaign to improve basic
health care for rapidly growing numbers of urban poor
in African countries especially for children [34].
The existence of rural-urban differentials in favour
of urban areas suggests that rural-urban migration can
improve children’s survival chances [26]. However,
studies that have investigated the relationship in
multivariate frameworks, have sometimes found
that migration status is not a significant mortality
determinant [27]. It is argued that once variables
controlling for differences in socio-economic status
and use of health services between rural-urban migrant
and non-migrant groups are omitted from the models,
migration is an important factor explaining mortality
[27]. Other studies have found that children of female
migrants from the countryside generally have much
poorer survival chances than other urban children [28].
Furthermore, it also appears that in the largest cities,
children’s urban survival advantage over rural areas
has narrowed over time [28]. The relationship between
migration and health is a complex one: it operates in
both directions and is mediated by socio-political
factors, environment and disease exposure [29].
Female migration, while it can increase household
income through remittances, results in the need for
alternative child and health care arrangements. Where
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social networks through the extended family are strong
enough to assume these child care responsibilities,
the net effect of female migration on children can
be positive [29]. On the other hand in situations of
forced migration whether internal or cross-border,
populations are often vulnerable and at added
risk violence to prevail, and there are industries
and work places where organisational behaviours
induce stress with its consequent patho- social effects
[12]. Marmot has argued that inequalities in health
represent a major challenge and that effective action
must also focus on social environment [14]. The social
context encompasses the central engines in society
that generate and distribute power, wealth and risks
[11,15, 16]. Examples include the educational system,
labour policies, gender norms, and systems of political
representation. These mechanisms exist on local,
regional, national, and global levels.
In sub-Saharan countries, contextual factors such
as poverty, civil war, Globalisation and structural
adjustment programs, migration, urbanisation,
gender discrimination and water and sanitation have
influenced the health of the population. In addition it is
important to note that the context of sub-Saharan Africa
is subject to social changes which may also influence
how groups will move upwards or downwards.
Poverty
Over a third of all children in developing countries
are living in absolute poverty. Rates of absolute
poverty are high in sub-Saharan Africa and South Asia
compared to Latin America and the Caribbean. Rural
children face significantly higher levels of poverty
than urban children, with rates of absolute poverty
raising 70% or above in rural sub-Saharan Africa[17].
Severe shelter and severe sanitation deprivation are the
problems affecting the highest proportion of children
in developing world.
Children, as one of our most important vulnerable
populations, face unusually high health risks as they
grow. With still –developing immune systems they
are completely reliant on others for their survival. The
obstacles to optimal health are greatest for children
born into poverty; those are also the most likely to
be exposed to infectious disease and malnutrition.
Poverty is associated with high levels of mortality.
Women bear a disproportionate burden of poverty and
children growing up in poverty are often permanently
disadvantaged.
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Civil war
Since the end of the Cold War, civil war has become
the predominant form of violence [18]. In recent years,
Africa has witnessed an increased number of armed
conflicts [18]. These domestic conflicts pose a serious
threat to economic development, especially for poorer
countries in sub-Saharan Africa.
Nowhere has conflict had more devastating impact
on children than in sub-Saharan Africa. In general,
children not only are targets of violence but also
because of the war many children die from malnutrition
and disease [18]. For instance, in Mozambique alone,
between 1981 and 1988, armed conflict caused
underlying 454,000 deaths [19].
Many of today’s armed conflicts take place in
countries with extreme poverty where children are
already vulnerable. In Somalia, more than half of
deaths of children in some places where caused by
measles. [19]. Furthermore, in most wars, health
facilities come under attack, and those facilities that
remain open during the conflict are often looted or
forced to close down [19].
In addition, restrictions on travel may hamper
the distribution of drugs and other medical supplies
causing health systems referral services and logistic
support to break down.
On the other hand, during conflicts mothers may
experience hunger, exhaustion and distress that can
make them less able to care for their children [19].
Globalization
Globalization is another contextual factor that
influences children’s health in sub-Saharan Africa. It
is a process by which nations, business and people
are becoming more connected and interdependent
across the globe through increased economic
integration and communication exchange and travel.
Contemporary globalization is characterised by
increasing liberalisation in the cross-border flow of
finance capitaland trade of goods and services [2023]. In nearly all developing countries globalization
is leading to significant changes in occupational
and social structure. A defining feature seems to
be an acceleration of the gap between the rich and
poor [23]. There are both potential health gains and
problems associated with globalization. The potential
health gains include, for instance, the diffusion of the
knowledge and technology that can aid in disease
surveillance, treatment and prevention.
More fundamentally, increased trade and foreign
investment through liberalisation can improve economic

growth, particularly in poor countries, may reduce
poverty, which in turn, leads to better health [24].
In many sub-Saharan countries, policies associated
with globalization have affected the health sector,
firstly by reduced government overall spending on
of disease. Forced migration can be consequent on
conflict and war political or religious persecution,
economic hardship, famine and other natural disasters.
Gender Discrimination
In sub-Saharan Africa men have control over critical
productive resources, such as land for farming, and
women gain access to assets through their relationship
with a man, especially in marriage [35]. Financial
or material dependence on men means that women
have less control over when, with whom and in what
circumstances they have sex [35]. In many low-income
countries and especially in sub-Saharan Africa, women
endure high rates of malnutrition, illiteracy, early
marriage and inadequate access to reproductive health
services [36]. This creates a vicious cycle of deprivation
that is passed on from mother to child and generation
after generation. In addition, women not only supply
much of the labour for agricultural production but are
also responsible for most of the household economy.
This means that they fetch water, gather firewood,
look after the family, market surplus produce and
are the key to the health and nutrition of infants and
children [36]. In recent years it is acknowledged that
gender discrimination is a critical factor in the high
HIV/AIDS prevalence in sub-Saharan Africa [37].
Moreover, most of the harmful sexual practices have
their origin in patriarchal societies that promote male
superiority [37].
Social position
Social position of individuals or groups is a defining
characteristic of their levels of health and disease [38, 39].
The measures of socioeconomic position indicate
particular structural locations within the society.
These structural positions are powerful determinants
of the likelihood of health damaging exposures and
of possessing particular enhancing resources. This is
perhaps the most basic principle in understanding how
and why social position is linked to health [16]. In the
framework (see Figure1) parental social position is
defined as education, occupation, income, urban/rural
place of residence, ethnic affiliation and religion.
Education
In sub-Saharan Africa parental education and
mainly maternal education has been found to be an
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important determinant of child survival [40]. In the
region, female literacy has been found to have an
important bearing upon survival chances even after
controlling for factors such as social class and economic
conditions. Although the influence of literacy on child
survival is well documented, it is by no means very
obvious exactly in what way increased literacy rates
affect levels of infant and child mortality. A common
suggestion is that maternal education diminishes the
importance of a fatalistic view of the child’s death,
increasing the mother’s potential use of health services
as well as increasing women’s autonomy. However,
some studies have reported a weak correlation between
maternal education and child survival in sub-Saharan
Africa compared to other third world regions [41-43].
In a historical review of the mortality decline in
Japan it was demonstrated that primary education for
women provided profound and long-lasting health
dividends. The cohort of women born around 1890,
the first to benefit from universal primary education,
had a direct impact on the decline of infant mortality
rate (IMR) in the 1920s. The education gains were
linked to the increases in life expectancy in the 1960s
and 1970s as evidenced by the strong association
between women’s education and their children’s adult
life expectancy [44].
Other studies have showed that father’s education
is more influential than mother’s education under
conditions of civil war or food crises [43]. Parental
education (especially maternal education) is related to
health behaviours such as improved household hygiene
and hand washing. Preston and Haines [47] argued in
their analysis of child mortality in the U.S. in the late
19th century, that the identified health “know how”acceptance of the germ theory of disease causality
and associated hygienic practices was an important
determinant of the mortality decline in United States.
According to Hemmond, education and health are
connected by a pattern of correlations that varies
depending upon various other aspects including the
national, social and economic context [48].
Occupation
Previous research has found an association between
parental occupation and child health outcomes in
developed countries, in favour of the higher social
strata [49]. In many low-income countries children
whose parents (especially the father) are in lower
socioeconomic group’s exhibit high mortality risks
compared to children whose parents are in professional
occupations [49]. Parental occupation has not been an
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ideal measure of social position in sub-Saharan
Africa, since many people are classified unemployed
in the surveys, especially the DHS surveys. This is further
complicated by the fact that the majority of those considered
unemployed are women who work in informal markets
[45, 50].
Income
Parental income has been associated with inequalities
in child mortality in many western countries [51, 52]
and in some low-income countries [53]. However in
many sub-Saharan African countries it would be ideal
to define a household wealth that includes material
possession, land possession and cow ownership. A
study in rural Karachi found that land possession had
a very strong relationship with child death [53]. Until
now, very little research has focused on the relationship
between income and child health outcomes in subSaharan Africa. This may be related to the difficulties
faced by surveys to collect data on income. Instead, in
recent years there has been a shift to develop wealth
indexes, which can be used as an alternative to income
[54].
Urban/rural place of Residence
Another aspect of social position that is important
in sub-Saharan Africa is parental place of residence.
Urban/rural place of residence has been found to
influence survival chances of children in low-income
countries [49]. However, in historical societies cities
had much higher mortality compared to rural areas
[55, 56]. At that time, the urban environment produced
conditions that were generally unhealthy for the
majority of the population. Cities were overcrowded
thus facilitating the spread of diseases mainly before
water and sewage systems were introduced. Contrary
to the development in pre-transitional Europe, mortality
is higher in rural areas compared to urban areas of
today’s middle and low-income countries [49, 56, and
57].
This fact is related to higher access to water and
sanitation, and to the concentration of better medical
technology in urban areas, as well as health care
service infrastructure. Furthermore, urban residents in
those contexts are generally more educated and have
a better socio-economic position compared to rural
residents [49]. In sub-Saharan Africa, the majority of
the population lives in rural areas and in their majority
experience extreme poverty [49].
Ethnicity
In recent years, ethnicity has become an important
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indicator of social position. In Western countries, some
studies have found an association between ethnicity
and child health outcomes [57, 58]. On the other
hand research on ethnic disparities among children in
low-income countries and especially in sub-Saharan
African countries is still scarce. In 2000, Brinkerhoff
and Hewett published the most extensive study to
date exploring inequality in child mortality among
ethnic groups in Sub-Saharan Africa in the 1990’s [59,
60]. The study used data collected in Demographic
and Health Surveys in the Central African Republic,
Cote d’Ivore, Ghana, Kenya, Mali, Namibia, Niger,
Rwanda, Senegal, Uganda, Senegal and Zambia. The
study found large disparities in child health including
child mortality that were explained to some degree
by socioeconomic factors. However, no systematic
theoretical mechanisms have been advanced to account
for the observed ethnic variations in child mortality
in many African countries [59, 60]. It is hypothesised
that it may be a link between ethnic dominance in the
political economy and child mortality in sub-Saharan
Africa. Thus, child survival chances are enhanced
for members or groups that have dominated national
politics as a result of favourable economic conditions
at the household and community level [59]
Religion
In relation to religion very little is known about its
association with child health outcomes in sub-Saharan
Africa. However in many studies in the region,
religion has been found to be associated with fertility
[61, 6 2]. Differences in theological doctrines have
been associated with different fertility behaviours in
developed and developing countries [61, 62]. Indeed,
research from developed countries has emphasised that
the Roman Catholic Church is essentially pronatalist
because it supports large families, rejects the most
effective birth control methods including abortion,
sterilisation, and discourages divorce [62]. For
instance, in Mozambique a study found that Muslims
had the lowest fertility compared with those from
other religions, mostly Zione, a local religion [63].
Religion might be related to abstinence taboos or even
create resistance to contraceptive use. In recent years,
religion has also been at the centre of civil unrest in
many countries of the region [49]. For instance, we
have witnessed religious riots in Nigeria, which
has led to deaths and injuries among the population
including children. On the other hand, the recent peace
agreement, which was signed in Sudan, ended a long
civil war between the predominantly Muslim north

and the catholic south. An understanding of the role of
social context and social position as described above
will give a holistic approach to the study of causes of
inequality within sub-Saharan Africa and can expose
the underlying structural factors that lead to a more
radical approach towards addressing the needs of the
poor in the sub-Saharan African region
Risk Factors
In sub-Saharan Africa there are well known risk
factors, which influence child mortality. These factors
were already proposed in the Mosley and Chen
framework and have been extensively researched
in many low-income countries, especially in sub
Saharan Africa. These factors include maternal age
at the child’s birth [49, 64-68], sex of the child [69],
birth order and birth interval [49,67,68], family size
[71-74], household environment [49] and health care
services [49]. However, as already mentioned above,
these risk factors have been only studied within the
family characteristics and not in a broader perspective
of the social position which parents hold as well as
the context where they live. For instance in a study
of child immunization levels carried out in Angola,
[75] it was hypothesized that malnutrition levels were
higher in segments of the population either regionally
or ethnically defined, that had suffered most from civil
war. Results from the study showed that children who
lived in parts of the country where fighting had been
ferocious and generalized and the devastation most
profound, exhibited lower levels of age, inadequate
immunization and higher levels of malnutrition,
especially stunting than children living in the less
affected areas.
In another study carried out in the Tigrai region
in Ethiopia (a region devastated by war and famine),
Kiros et al, found that fathers and mothers education
were negatively associated with child mortality.
However they suggested that the parental education
effect diminished over time if the crises was severe
and prolonged [76]. On the other hand in the Congo,
the 1994 devaluation prescribed by its adjustment
programme, resulted in increasing food prices and
subsequent negative impact on the nutritional status of
the poorest children[77].
As it’s true for developed countries, also in subSaharan Africa, there is an accumulation of health
hazards and risk factors for those in less disadvantaged
groups so that for example children who live in the
poorest houses usually have less access to health care
due to their parents unsafe working conditions as well
as their grate risk of unemployment [78]. For instance
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in South Africa, black children growing up in rural
areas are eight times less likely to have access to either
a flash toilet or latrines and four times less likely to
have access to tap water than their urban counterparts
and twice as likely to be malnourished [78].
Mechanisms
The framework which has been proposed above
will specifically introduce the role of social context
and social position in generating inequalities in
child mortality within sub-Saharan Africa and how
the wider context influence risk factors in creating
inequalities in child mortality in the region. In addition
the framework identifies four mechanisms (A-D) and
four Policy Entry Points (I-IV).
The first mechanism (A, Figure 1) is related to
how social context influence parental social position
or social standing within the society in which they live.
The stratification process determines the availability
of social positions and influences parental mobility;
hence, to which positions parents may end up. In subSaharan Africa the best available markers of social
position are education, place of residence, ethnicity
and religion and to a lesser extent occupation and
income (although in recent years a wealth index is
used as a substitute). As recent research has shown,
in sub-Saharan Africa, stratification takes other forms
than those which are often seen in West Europe and
United States [50]. In those contexts social position
is often measured by means of occupation, education
and income [51, 52].
The second mechanism (B, Figure 1) conveys how
the prevalence of exposures may vary between social
groups by type, amount, and duration. Hence, it is a
mechanisms that explains differential accumulation
or social clustering of exposures. Other things being
equal, these exposure differentials may explain excess
risk of ill health associated with lower social positions
across a wider range of specific diseases. For instance
in sub-Saharan Africa it is the children which parents
are in the lowest economic quintiles who experience
high rate of water and air-born diseases such as
diphtheria, tuberculosis, cholera, typhoid, infectious
hepatitis, yellow fever, malaria as well as malnutrition
[79-86].
The third mechanism (C, Figure 1) depicts how
the accumulation or clustering of health-damaging
exposures along social gradients is also closely linked
to differential vulnerability. The implication is that
the health impact of a specific exposure depends on
whether other contributory causes or risk factors are
also present. In sub-Saharan Africa, children whose
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parents are in the lowest social positions are often
exposed to many risk factors. If they are parts of the
same causal mechanism they may interact and the
consequence are increased effects of the interacting
specific causes in less advantaged social groups, the
definition of increased vulnerability [11]. In subSaharan Africa poorer children often are sick with a
combination of diseases such as malnutrition, malaria
as well as concomitant respiratory infections.
The forth mechanism (D, Figure 1) is related to
differential social and economic consequences of ill
health. It is known that the underlying social context
and social stratification elsewhere and within subSaharan African countries in particular may lead to an
inequitable distribution of the social consequences of ill
health. For instance, in many countries of sub-Saharan
Africa due to Structural Adjustment Programs (SAP)
carried out in the 1980’s and 1990’s the majority of the
population is without the safety net of universal health
care and secure employment. Thus, poorer parents are
unable to pay the high fees required by private health
care if their children are sick. In addition as many of
them have insecure employment or none at all their
forced to the black market by selling whatever goods
they keep their hand to take care of their families [82,
83].
Identifying Policy Entry Points
The framework identifies Policy Entry Points (See
Policy Entry Points I-IV, Figure 1) which could
improve child survival within sub-Saharan Africa
and help to reduce inequalities and inequities in
child mortality across the region. The first potential
policy entry point (I, Figure 1) is to influence social
stratification. African countries should promote
policies aimed to diminish social inequalities in labour
market, farming subsidies, family welfare policies, and
education especially for girls which may for example
improve people’s lives and can influence how wide
the gulf is between people in different social positions.
There is also a need to reduce poverty among the
poorest groups, which in sub-Saharan Africa tend to
live in the poorest regions of each country. However,
above all, poverty reduction programmes underway in
many sub-Saharan countries should be accompanied
by a greater Government transparency, which could
allow them to reach those in most need. It is known
that many sub-Saharan countries are struggling with
corruption at all levels, which are in most cases the
hinderance to efforts towards reducing poverty.
Policy Entry Point II and III (see Figure 1) aims at
decreasing exposures and vulnerability Policy makers
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within sub-Saharan Africa should focus more
specifically on reducing the excess exposures to health
hazards of those in the lower social position (Entry
Point II, Figure 1). In general, most health policies do
not differentiate exposure or risk reduction strategy
according to social position. A study that investigated
whether public health could help to reduce child
mortality in low-income countries including SSA
found that child survival interventions were not
reaching those who needed them the most [84]. The
study further suggested an integration of child survival
and reproductive health services as possible means
to improve the effectiveness of further child health
interventions. Usually, the size of the benefit of any
potential child health intervention is contingent on
the constellations of other exposures and perhaps
more importantly on the macro social and economic
forces (mechanism A Figure 1). An alternative policy
entry point, therefore, concerns the modification of the
effect of exposures through the concept of differential
vulnerability (Entry Point III, Figure 1). Reduced
vulnerability may be achieved when interacting
exposures are diminished or relative social conditions
improve significantly. For instance many point -out
female education as one of the most effective means
of mediating women’s differential vulnerability.
Thus, diminishing one key exposure such as lack of
education it might reduce the vulnerability of women
to the effects of other risks. In SSA where female
illiteracy is high, education often improve women’s
autonomy and social position within the society in a
degree that they can better care for their children thus
improving their survival (mechanism B, Figure 1).
The last Policy Entry point (IV) (see Figure 1) is
aimed at preventing unequal consequences of ill child
health and further inequalities and inequities. In this
area of policy is the intervention point where the great
bulk of health care resources should be concentrated.
For instance, some argue that care should be viewed
according to need. However, a critical issue is what
the definition of need is. If need is defined with no
sensitivity to the special needs of disadvantaged
populations for example all post-malnutrition children
should have a standard of care, then it is likely that
inequities will be accentuated. This is due to the fact
that despite having the same diagnosis, the most
disadvantaged (the poorest of the poor) may have
more difficulties in recovering thus requiring more
time of visitation to the Health Care Centre than the
others in order to achieve the same as the better of the
poor malnourished children (mechanism D, Figure 1).
Therefore, policy options should demand evidence of

the range of interventions, disease specific and related
to the broader social environment that will reduce the
likelihood of unequal consequences of ill child health.
In addition, the social context plays a large role in the
stratification of social opportunity for children who are
sick, and countries of SSA which have a system with
accessible and functioning safety nets can in practice
do much to prevent the social differentiation induced
by ill health. As many countries in the region are trying
to reach the millennium development goals by 2015
(MDG’s) some authors point out that the improvements
in health outcomes (including child mortality) will not
be possible without major improvements in health care
delivery systems, which in turn depend on changes in
public sector management, new form of engagement
with the private sector (leading for example, to
wider availability of affordable drugs, vaccines, and
diagnostics), more research directed at improving
health systems, as well as policies and interventions
well beyond the health sector [85,86].

Conclusion
Globally and historically, social position is among the
most important health determinants throughout the life
course [87]. Young children are particularly vulnerable
to the effects of adverse poverty and parental social
position. Poverty and low socioeconomic position are
associated with higher risk of death in infancy and
childhood, chronic childhood illness, and many acute
illnesses [87]. Those concerned with child health in
sub-Saharan Africa need to develop awareness and
understanding of the social determinants of health if
they are to contribute fully to improved child health
outcomes. These determinants have been forgotten
in most of the medical education around sub-Saharan
Africa and understated in the contemporary climate
of biomedical and technological responses to child
illnesses. According to Spencer this does not mean
that technology and biomedical advances should
be abandoned, but is to emphasise that there is an
urgent need to see health within its social factors on
children. It is acknowledged that child poverty is not
an “unmodifiable” fact. The situation of families and
their children can be improved, but this will require
political and economic policies that are, in essence,
redistributive.
Therefore this paper proposes a
conceptual framework which identifies some social
components that must be considered in understanding and
redressing inequalities and inequities in child mortality
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within sub-Saharan Africa. The physiological-end
pathways leading to child morbidity and mortality
in sub-Saharan Africa are intrinsically linked to the
social setting where parents live. Furthermore, the
paper acknowledges that the social context plays an
important role in the stratification opportunities for
children’s chances of survival. However, the relative
importance of the mechanisms presented in the
framework may vary among the different countries of
SSA, thus child health researchers should empirically
adapt the framework to their own context. In addition
further research in those different components of the
proposed framework will provide important insights
and guidance to policy makers. Given that a “society”
understanding of the determinants of child health
has an important influence on the improvement of
child survival, heightened awareness of the social
production of child ill health is a critical component
of the health equity agenda in all sub-Saharan African
countries. However, the larger challenge ahead will
be to assess the possible range of policy entry points
along the continuum of the social basis of child health
inequities in order to identify effective synergy’s
and comparative advantages of policies within each
particular context within sub-Saharan Africa.
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