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SUMMARY

Health inequalities are no longer an issue only for developed countries. In recent
vears there is agreement that all countries present health inequalities regardiess
of their level of wealth. In low-income countries and especially in sub-Saharan
Africa where the majority of the poor people live as well as their children,
research on child health inequalities is still scarce. This review of evidence
suggests that if Mozambique is to achieve the millennium development goals
(MDGs) by 2015 further research on important determinants of disparities in

child mortality is urgently needed.

[Afi J Health Sci. 2005; 12:118-121]

" Introduction

Health inequalitics arc no longer an issue only
for devcloped countries [1]. In recent years
therc is agrcement that all countries present
health inequalities regardless of their level of
wealth [1,2]. In low-income countries,
research on health inequalities and especially
child health inequalities still in its infancy and
especially in Sub-Saharan where the majority
of the poor people live as well as their
children. :

The concept of health inequalities implies
the study of groups of individuals, which to
some degree share their social circumstances
and/or are similarly disadvantaged, or
privileged, as a group. Individuals have social
positions, but the meaning of thesc cannot be
understood unless they arc perceived in the
social context in which people live. The social
stratification of a society, that is the hierarchy
of individuals in terms of wealth, power and
prestige, generates  inequalities in the
distribution of material and non-material
goods and assets. One’s position in the social
system is strongly associated with life chances,
opportunities and living conditions, and
thereby also has a significant influence on
chances of good health [3]. In low-income
countries when regarding children,

behavioural explanations of social differentials
in health broadly focus on hygiene practices
and lack of maternal knowledge as well as
cultural practices influencing child rearing and
food preparation and consumption as the main
determinants of adverse child health outcomes.
Structural explanations stress the socio-
economic, societal and  environmental
influences on families, which differ and to
some extent determine cultural patterns of
behaviour and individual knowledge and
hygienic practices.

The dominant schools of thought on
health inequalities in both developed and low-
income countries are the structural and the
behavioural: the structural school maintains
that inequalities arise as a result of differences
in the socio-economic structure of society
which lead to poverty and its health
consequences, the behavioural school holds
that cultural and behavioural patterns
associated with and contributing to poverty -
explain much of the observed difference in
health outcomes. Maternal education is
universally —accepted as an - important
determinant of child health in low-income
countries. In many studies of health
inequalities, maternal education is taken as the
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main indicator of socio-economic position
(SEP), whilst in others it is seen as a marker of
cultural level and an explanation of obscrved
SEP differences in child health outcomes [4].
Water and air-borne diseases are responsible
for a large part of the child mortality and
morbidity in low-income countries [4].
Explanations for the high prevalence of these
diseases and their concentration among the
poor in low-income countries have focused on
hygiene, cultural practices, family size,
overcrowding, maternal education, water
availability and living conditions. In the same
way as advocates of behavioural explanations
for inequalities in present day developed
cotintries, advocates of the behavioural school
in low-income countries concentrate on the
individual family, and usually the mother
within the family. Difterences in hygiene and
knowledge as well as culturally determined
practices are presented as the main
explanations for adverse outcomes in early
childhood [4].

These assumptions are challenged by the
structural school on the basis that individual
behaviour and cultural factors are themselves
closely linked to SEP. For example, maternal
education universally accepted as an important
determinant of child health outcomes in low-
income countries, is itself positively correlated
with higher SEP and governments through
social policies can modify it [5, 6]. In
Mozambique, few studies have addressed
health inequalities and especially in child
health although the country still experience
high levels of child mortality. In a stady
measuring total health inequality in fifty low-
income and middle-income  countries,
Mozambique was found to have the largest
inequalities in child survival [7]. The aim of
this paper is to examine existing evidence on
determinants of inequalities in child mortality
in Mozambique and discuss the need for
further investigation into other important
determinants.

Socioeconomic determinants

Place of mother’s residence (urban/rural),
migration [8], civil war (8, 9] and Structural
Adjustment Program have been’ shown to
influence child survival in Mozambique.
Children of mother’s living in urban areas of

the country have lower mortality compared to -

children living in rural area [8]. However,
using data from the 1997 Demographic and
Health Survey it was found that infant, child
and under-five mortality were higher in urban
than in rural areas between 1994-1997 [8].
Rural to urban migration and civil war were
suggested as possible explanations behind the
increased urban mortality rates during that
period [8].

Education and occupation are also
associated  with  child  mortality  in
Mozambique. The association is much
stronger with education, where children whose
parents with primary or more education have
the best chances of survival. Furthermore
education of the parents seemed to be a better
measure of socio-economic position when
attempting to study child health inequalities
[10]. The importance of education as a
measure  of  socio-economic  position,
especially the education of the mother has
been found in other developing countries [6].
The only existing evidence on the relationship
between child mortality and parental socio-
economic position (SEP) by means of
education did also show that father’s education
was important to child survival [10]. Parental
occupation has not been an ideal measure of
socio-economic position, since many people
are classified as unemployed 1 the
Mozambique surveys, especially the DHS
survey. This is further complicated by the fact
that the majority of the considered
unemployed are women who work in informal
markets [10]. However, although the role of
place of residence, education and occupation
as determinants of social differentials in child
mortality in the country is known, very little or
nothing is known on the role of income and
land possession. Income has been associated
with inequalities in child mortality in many
western countries [11,12] and in some
developing countries as reflected -in studies
that have been carried out [13,14]. However,
in recent years studies have found no effect of
income inequality on population health in
developed countries [15, 16] as well as in
some developing countries [17]. In
Mozambique, since the majority of the
population (70%) lives in rural areas [18],
other wealth measures rather than income
should be investigated. For instance it would
be helpful to define a household wealth that
includes material possession, land possession
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and cow ownership. A study in rural Karachi
found that land possession had a very strong
relationship with child death [19]. Another
socio-economic determinant that should be
investigated is parental region of residence.
This is important since there are striking
regional socio-economic inequalities that
might influence child survival chances. For
instance no study to our knowledge has
addressed mortality or other child health
outcomes by parental region of residence.

Proximate determinants

Household environment was found to be
associated with child mortality in urban areas
of Mozambique and the association was partly
explained by demographic and socioeconomic
variables especially maternal education [20].
This is in agreement with findings in other
developing countries [21]. However, future
rescarch should investigate the role of
household environmental factors in rural areas
of the country.

Using the 1997 DHS, a first assessment
of the role of mother’s ecthnic affiliation
measured by the first language she spoke,
indicated that there was a very strong
statistically significant relationship between
cthnicity and under-five mortality in the
country. The relationship between ethnicity
and under-five mortality was explained by
demographic, socioeconomic and household
environment factors [18]. Thus, qualitative
studies are needed to investigate parental
customs, beliefs and ultimately behaviours that
my influence child health. Within the
proximate determinants more research is
needed into the impact of health service
utilization on child mortality. This is very
important due to the very high levels of infant
mortality as well as maternal mortality
experienced in the country, some of which
may be amenable to health service
intervention. In addition, utilisation should
also be investigated in relation to access to
services. On the other hand, evidence shows
that as it is the case in other developing
countries, young and old age of the mother at
the child’s birth, first and higher birth orders
and a preceding birth interval of less than
twenty four months are all related to high risks
of child mortality, especially in the first years
of life [18]. Furthermore, research is needed to
understand the determinants of neonatal and

postneonal mortality. It is suggested that
perinatal mortality is an indicator of the
standard of health services while postneonatal
mortality is an indicator of socio-economic
development and is linked to household
environmental conditions [18].

More needs to be done

The 1997 demographic health survey (DHS)
has helped to understand some determinants of
child mortality in Mozambique and eventually
results of the second DHS survey carried out
in 2003 will further shed light on possible
determinants. However, if Mozambique is to
try to achieve the Millennium Development
Goals (MDGs) it is important for the country
to ~develop a solid and reliable data base
collection (from surveillance systems, vital
registration). The understanding of child
health epidemiology at the country level is
important in order to select the appropriate
type of interventions. It is argued that each
country characteristics are strongly connected
with its epidemiological profile. Bryce and
others = suggested that child mortality
interventions should be selected based on local
epidemiological data [22]. On the other hand
Mozambique must make efforts to collect
information on causes of death that can help
understand  the  mortality  differentials
associated  with  the  above-mentioned
determinants. Verbal autopsy might become a
useful tool while registration systems are still
improving. In 1994, a study of registered and
autopsied deaths found that perinatal
disorders, malaria and diarrhoeal disease were
the three leading causes of death in Maputo
city [23].

Increased knowledge on the effects of
poverty on child mortality and other child
health outcomes (nutrition, health services) is
needed. Furthermore, if this knowledge is
based on good quality data as well as solid
epidemiological research may contribute to
effective interventions needed by the poorest
children and their families.
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