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Social determinants - definition
A sub-set of the determinants of health, they are defined as:

“…the circumstances in which people are born, grow up, live,
work and age, and the systems put in place to deal with
illness.”
(WHO Commission on the Social Determinants of Health, 2008)

“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.”
(Source: WHO - http://www.who.int/topics/social_determinants/en/)

"(The) toxic combination of bad policies, economics, and
politics is, in large measure responsible for the fact that a
majority of people in the world do not enjoy the good
health that is biologically possible. Social injustice is killing
people on a grand scale."

Social determinants – diagram
Source: Western Cape Burden of Disease Reduction Project (2007)

Developing health services and
systems to respond to the burden of
disease
The quadruple burden of disease:

• HIV and TB epidemics
• Maternal and child mortality levels that are
higher than the global average
• High prevalence of non-communicable diseases

• High levels of violence and injuries

Leading causes of premature mortality in 2013:
•
•
•
•
•
•
•
•
•

HIV/AIDS (15.5%)
TB (12.4%)
Lower respiratory infections (8.3%)
Diarrhoeal diseases (5.7%)
Cerebrovascular disease (4.6%)
Hypertensive heart disease (3.3%)
Ischaemic heart disease (3.3%)
Diabetes mellitus (2.8%)
Road injuries (2.6%)

Massyn N, Peer N, Padarath A, Barron P, Day C, editors. District Health Barometer 2014/15. Durban: Health
Systems Trust; October 2015

Example 1: Determinants of child health
Proximal – downstreamimmediate
Co-morbidities

Low birth weight; Malnutrition
Maternal malnutrition ; maternal HIV positive status
Infectious disease

Behavioural

Lack of exclusive breastfeeding
Poor hand-washing before preparation of food, after
defaecation

Socio-cultural - intermediate

Women’s decision-making power and access to resources
in home and community is reduced

Distal –upstream-social
determinants

Living and working conditions

Inadequate drinking water and/or sanitation facilities
Overcrowding and poor ventilated structures
Access to effective, quality health services (incl
immunisation, antenatal care) & selective PHC
approaches which marginalize public health actions
Maternal education; low levels of income – poverty

Structural

Neo-liberal policies – withdrawal of social provisioning
Inequity in political power and resource distribution

Example 2: Determinants of NCDs (hypertension, diabetes, cerebrovascular diseases)
Proximal – downstream immediate

Host

Genes; Age; Thrifty phenotype hypothesis

Co-morbidities

Obesity; Increased abdominal girth
Hypertension

Behavioural

Smoking; Physical inactivity
Diet high in calories and low in grains and fibre

Socio-cultural intermediate

Social exclusion and lack of social support
Perceived lack of control and inequity
Cultural perceptions about body size

Distal - upstream -social
determinants

Living and working
conditions

Decreased opportunity to exercise in urban settings
Local food environment
Access to effective, quality health services (incl diagnosis,
monitoring, care, rehabilitation)
Occupation, Literacy

Structural

Trade liberalisation - processed and ultra-processed foods (incl ‘fast
food’); Neoliberal policies – job insecurity, loss of social security

Example 3: Determinants of HIV
Proximal – downstream - immediate
Host

Biological vulnerability of (especially young) women

Co-morbidities

STIs; People living with HIV (not on ART) at risk of TB

Behavioural

Non-use of condoms; Coercive & forced sex –
including rape; Alcohol / drug use reduces healthy
decision-making; Sharing unsterile sharp instruments

Socio-cultural - intermediate

Patriarchal gender norms; Child marriage; Cultural
beliefs around MMC; HIV-related stigma prevents
PLHIV accessing services

Distal - upstream -social determinants
Living and working conditions

Transactional / commercial sex ; Vulnerable groups
(eg refugees, MSM) – not accessing health services;
Public safety – girls and women

Structural

Sex trafficking; Systemic rape used as a weapon of
war
Discriminatory legislation related to PLHIV
Migrant labour systems & the enforced separation of
families; Unequal access to education, & economic
opportunities

Social determinants:
the “causes of the causes”
• There is a confluence of social determinants of the
main causes of premature mortality
•
•
•
•

Housing
Water and sanitation
Food environment
Alcohol

• Low levels of social
cohesion
• Inadequate health
system response

• They operate at different levels and require
different actions:
• Global
• National
• Local

Obesity prevalence
Males >15yrs Females >15yrs
BMI (kg/m2) 23.6
28.9
Overweight 20.1%

24.8%

Obese

39.2%

10.6%

The risk of illness increases with modest increases in weight, starting
from a BMI of about 21 kg/m2 (Rigby 2006).
Trend: BMI increases with age in both sexes (for women begins to
decrease again in the group 65 years of age and older)
South African National Health and Nutrition, 2013
Examination Survey (SANHANES-1)

Figure 2. Diabetes prevalence based on 1985 WHO criteria presented by age categories for men
and women in 1990 and 2008/09.

Peer N, Steyn K, Lombard C, Lambert EV, et al. (2012) Rising Diabetes Prevalence among Urban-Dwelling Black South Africans.
PLoS ONE 7(9): e43336. doi:10.1371/journal.pone.0043336
http://www.plosone.org/article/info:doi/10.1371/journal.pone.0043336

Consumption of sweet beverages and confectionery

 Compared with a worldwide average of
89 in 2010 South Africans consumed
254 Coca-Cola products per person
per year, an increase from around 130 in
1992 and 175 in 1997.
 Carbonated drinks are now the third most commonly
consumed food/drink item among very young urban
South African children (aged 12–24 months)—less
than maize meal and brewed tea, but more than
milk .
Hawkes C. (2002), Coca-Cola Company (2010)
Theron et al (2007), Reddy et al. (2010)

Societal Factors in Obesity
• There is a shortage of healthy
low-fat food and little fresh fruit
and vegetables in the
townships.
• ‘Low-fat milk is not available in
our shops’, stated one of the
CHWs after she had tried to
cut down on the fat in her diet.
• ‘I am scared of exercising
because I will lose weight and
people may think that I have
HIV/AIDS.’
Chopra M, Puoane T. Diabetes Voice 2003; 48: 24–6.

Bread, Pastry, Cakes, Biscuits and Other Baker's
Wares
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Rapid growth of supermarkets in South Africa
• Supermarkets now share at
least 50-60% of food sales
in South Africa, with most
growth occurring after 1994
• healthier foods typically
cost between 10% and
60% more when compared
on a weight basis (R per
100g) and between 30%
and 110% more when
compared based on the
cost of food energy (R per
100 kJ)

Number of households in two rural areas in
Transkei, Eastern Cape going to supermarkets

Percent of
total

Xume

Luzie

Total

78.4%

50.0%

64.8%
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Source: Euromonitor International, 2007

Source: D'Haese, Marijke, and Guido Van Huylenbroeck. "The rise of
supermarkets and changing expenditure patterns of poor rural households case
study in the Transkei area, South Africa." Food Policy 30 (2005): 97-113.

Expansion of Supermarkets in Cape Town

Battersby, AFSUN

Structural Determinants of
‘Overnutrition’ Globally

Liberalisation and growth of TNCs
• Growth of FDI in food industry –bilateral
investment treaties increased from 181 to 2495
between 1980 and 2005 (UNCTAD 2000, 2006)
• TNCs now control seeds, fertilisers, pesticides,
production, processing, manufacturing and selling of
foods
• In 1980s TNCs expanded into manufacture of
processed foods eg snacks, soft drinks, dairy

From a Nestlé press release:
Vevey, February 21, 2008
“Popularly positioned products (PPPs). Products
aimed at lower income consumers in the developing
world, will continue to grow strongly in 2008 and
beyond. Nestlé PPPs, which mostly consist of dairy
products, Nescafé and Maggi culinary products,
grew by over 25% to reach around CHF 6 billion in
sales in 2007. The overall market for such products
in Asia, Africa and Latin America is estimated at
over CHF 80 billion.”

Of the 100 governments and corporations
with the highest annual revenues in 2014,
63 were corporations and 37 were
governments.
CIA World Fact Book
https://www.cia.gov/library/publications/the-worldfactbook/fields/2056.html
Fortune Global 500 http://fortune.com/global500/

Addressing the food environment
Examples of promotive & preventive action & strategies
GLOBAL LEVEL

• Disseminate positive examples of improved nutritional
outcomes associated with policies such as tax on sugary drinks
(Mexico) & school feeding legislation (Brazil).
• Support initiatives to increase corporate taxation and regulate
tax avoidance
• Raise public awareness about increasing dominance and
unaccountability of TNCs & their associated detrimental
impacts on health.

NATIONAL

• Fiscal measures (eg. tax on sugary beverages)
• Food labelling & regulation of food advertising
• Policy congruence between ministries (eg. healthy food
options and IEC + physical activity possibilities in schools,
supported by Health)
• Health education /mass media

LOCAL

• Urban planning (eg. recreational spaces & retail
environments)
• Support of early childhood feeding practices; household food
gardens
• School & workplace nutritional interventions

Implications of a social determinant approach for the
National Development Plan
While the health chapter (Ch 10) in the NDP supports a
comprehensive PHC approach, which includes addressing the
social determinants of health, there is a policy conflict or
incoherence with this approach and some aspects of the Plan.
For example,
• Chapter 3: Economy and Employment continues to set a
neoliberal agenda which drives unemployment and limits
the social agenda
• There is little thought given to how different sectors can
work together to producing positive health outcomes
• How are different spheres of government to work together
– connecting action across levels and sectors?

Implications of a social determinant approach
for PHC Re-engineering

Source: National Department of Health, 2010

Implications of a social determinant approach
for PHC Re-engineering
Proposes that SDH are addressed through local action, but:
• Who is tasked with what role (advocacy, relationship-building,
intersectoral planning, local action) at which level of the health
system?

• What processes and structures are set up at different levels of the
health system to address social determinants – especially in an era
of globalization, where policy-level action is required?
• What skills (general and/or specific) do health workers (general
and/or specific) require to address social determinants?
• What support and supervision do front-line health workers
addressing social determinants and working with other sectors
require?
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