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The poor follow up rate was a deficiency in our study.
This was not unexpected considering that a majority were
heavy alcohol consumers who had a low educational level
and belonged to a poor socioeconomic class. The
extremely low re-bleeding rate observed could be due to a
higher abstinence rate and better compliance with
treatment in the group who attended followed up. Despite
the poor follow up rate, almost all showed a reduction in
the size of oesophageal varices, with no complications
across all grades of varices. A study which compares the
use of these bands against the use of standard bands
with a more complete follow up would have strengthened
the efficacy of our technique. We have already made plans
for such a study. Nevertheless, the results of the initial
experience are encouraging. Hence we believe that
widespread adoption of this technique in Sri Lanka would
be cost effective and life-saving.
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Poverty, inequality and health: issues relevant to South Asia
Saroj Jayasinghe

A recent special issue of British Medical Journal
emphasised the situation of poverty and health in South
Asia [1]. The region has half the population below the
poverty line and burdens from communicable and noncommunicable diseases, injuries, tobacco use and
malnutrition. It is also the “the poorest, most illiterate,
most malnourished, least gender-sensitive and most
deprived region of the world” [2]. The article gives an
overview of a few selected areas related to poverty,
inequality and ill health, which are especially relevant to
health workers in southern Asia.

What is poverty?
The simplest definition of the poor is “having little
money or means” [3]. However, poverty has several facets
such as social exclusion and low self-esteem, though the
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emphasis is often on money, materials or assets. Relative
poverty and absolute poverty are two other concepts used
when defining the term. In the former, poverty is defined
in relation to the standards that exist elsewhere in society.
For example, the cut-off could be arbitrarily set at the level
of the bottom three income deciles. This approach gives
little information on poverty profiles over time because
there is always a bottom 30% of the population, irrespective
of changes in living standards. In contrast, absolute
poverty considers whether essential or basic human
physical subsistence needs (e.g. food, safe drinking water,
sanitation facilities, health, shelter, education, information
and access to social services) are being met or not [4]. For
convenience, these essential needs are often expressed
as daily-recommended nutrition allowances in calories per
person. Thus, poverty is assumed to be present if a
household is unable to purchase the daily-required
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calories. The main drawback of this method is that it
ignores individual variation in calorie needs, genetic
differences and micronutrients [5].

Measuring poverty
Valid and reliable measurement of the economic
dimension of poverty would enable effective interventions
to reach the needy and therefore save lives and reduce
misery. Economists often use income levels to define
poverty. In developing countries, income is not always
reliable or available. In such settings, researchers use
consumption data to obtain information on how much
people spend for food, housing, health care, education
and other items.
Sri Lanka has recently developed an “absolute”
poverty line using the expenditures required to buy a
basket of foods to get the required calorie intake and a
minimum of non-food items [6]. For purposes of
international comparisons, poverty is often defined as a
daily individual income below US $ 1, adjusted for
differences in purchasing power between countries. Other
proxy measures of poverty are used to identify relative
deprivation in geographic areas (for example, the Jarman
Index developed in the UK to identify general practitioners
serving deprived areas) [7].

Poverty as an aetiological factor in illness
and prognosis
Irrespective of the definition used, there is a close
link between poverty and illness. The spiral of poverty as
a result of a chronic illness or premature death of a breadwinner
is common in South Asia. What is less well appreciated is
that poverty and low income can result in illness. This
aetiological link is not limited to communicable diseases,
but extends even to non-communicable diseases and
injuries. Thus, the poor easily become victims of a vicious
cycle of events, with poverty promoting illness and illness
in turn precipitating, maintaining or worsening poverty.
The evidence for the close relationship between
poverty and ill health is available from inter-country and
within country studies [8]. Generally, poor countries have
worse health outcomes when compared to their richer
counterparts and a similar relationship is seen also within
countries and communities. At a global level, the ratio of
the age specific death rates between the poorest 20% and
the richest 20% is as high as 10 for the age group 5–14
years [9]. Even in developed countries such as the UK,
higher morbidity from childhood malnutrition and
communicable diseases are seen in poorer social classes
[10].
A less obvious link exists between poverty and noncommunicable diseases (such as ischaemic heart disease).
Several studies have shown that lower income groups are
vulnerable and have a poorer prognosis from diabetes,
stroke and hypertension. [11–13]. Furthermore, common
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risk factors (e.g. smoking, hypertension, cholesterol levels)
failed to account for the higher rates of coronary heart
disease among the lower employment grades [12].
Three groups of hypotheses are used to explain the
association between poverty and poor health outcomes:
the poor have a general susceptibility to illnesses as a
result of more life related stresses; adverse behavioural
patterns (e.g. smoking) are commonest in the poor; socially
patterned environmental exposures across the life span
resulting in varying health outcomes [14 ].
The last of the aforementioned hypotheses has
gained acceptance and there is a large body of literature
to support it. Forsdhal initially proposed the association
between low socioeconomic class in early life and later
illness [15]. This theory was further developed by Baker
to include fetal life as a determinant of adult disease, a
critical factor in the developing non-communicable disease
epidemic in south Asia [16]. He suggested that maternal
malnutrition resulted in retarded fetal growth which, when
combined with subsequent compensatory growth
predisposed to non-communicable diseases such as
hypertension and coronary artery disease. It is likely that
the effect of socioeconomic circumstances on mortality
and disease risk acts throughout life (i.e. life course
influences) at varying intensities. For example, poverty at
birth increases the risk of hypertension while current
poverty is positively associated with higher rates of
smoking [14]. The end result is that the poor when
compares to the rich, are at higher risk of developing several
non-communicable diseases from a series of adverse
environmental factors during the course of their lives.

The links between inequality and illness:
more than simple poverty
The relationship between poverty and illness
becomes still more complicated by the observation that
income inequality, irrespective of the level of poverty has
a negative impact on health outcomes [17]. In other words,
if two countries have similar average income levels, the
one with wider income disparities has poorer health
outcomes than the other with less disparity (or more
equity). This may partly explain the relatively good health
indices of Sri Lanka and Kerala, because both have less
income disparities (than other countries in the region)
with a strong tradition of welfare, pro-equity measures
and socialist policies.

Illness at a household level: patterns in
utilisation of services and financial coping
Community surveys indicate that in addition to
illness patterns, utilization of health services vary across
income levels. For example, the percentage of persons
seeking ‘western’ medical treatment from government
hospitals decreased with income, and the percentage
seeking treatment from private practitioners increased with
household income [18].
81

Brief reports
Researchers have attempted to describe and analyse
how illness could affect household functioning [19, 20].
Households respond by three main ways: reducing
essential expenditures (e.g. for food), choosing less costly
and ineffective medical care, or a combination of these
strategies. Some households are pushed into poverty
because of illness, as a result of ‘catastrophic expenditures’.
Identifying this level of expenditures is important in order
to plan suitable safety nets or financial assistance
programmes. What proportion of household income spent
on health is considered catastrophic? Studies from
Thailand have shown that the poor are more likely to have
to pay for accessing health services from their own
household income than richer people [19, 20]. One multicountry study identified catastrophic expenditures at 40%
or above of total household income, whereas others have
used 5–20% [19].

deprived areas, in order to describe their relationship to
health status and target interventions. More innovative and
user-friendly measures of poverty appropriate to South
Asia have to be developed (for example, using assets of
households as proxy measures of socioeconomic status
[23]).
Other measures at national (and even regional) levels
would help to improve the situation. Though these
decisions are outside the health sector, the medical
profession should lobby for such changes in governments
by demonstrating their health and economic benefits of
such policies. For example, curtailing the military
expenditures of our countries and investing the ‘peace
dividends’ in primary education, basic health and social
safety nets [2].
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Poverty, inequality health in South Asia: an
agenda for action
It is increasingly becoming evident that the poor are
at risk of acute as well as chronic illnesses. South Asian
health sector needs to meet this challenge of a double
burden in the region. Sri Lanka appears to have taken a
lead in certain areas by having a tradition of welfare
measures from 1940’s, which included food subsidies for
the poor and universal access to education. Our health
system was able to reach the poor with an extensive
network of preventive services, targeting maternal and
child-health, and services accessible free of charge at point
of delivery to the user [21].
However, more needs to be done in the region (as well
as in Sri Lanka). We need to target specific programmes to
the poorer and marginalised in the society and introduce
methods to reduce the growing inequities in access to health
care. Pro-poor policies would include increased allocation
of material, financial and human resources to poorer areas,
improving the quality of service provided to the poor and
strengthening preventive health services [22].
Health care workers have to be sensitive to the links
between poverty and health, and promote the formation
of systems (formal and informal) to support the needs of
the poor in their care. Unlike European countries, most of
the former colonies in South Asia lack a strong formal
social support system and instead rely on the extended
family to care for the chronically ill, the differently-abled
and the elderly. These informal arrangements are rapidly
eroding with more nuclear families, female employment
and decreasing family size. The end result is that
households have to bear the burden of severe illness in a
family member. This emphasises the need for policymakers
in South Asia to develop formal social safety nets (e.g.
social insurance, high quality health at zero user charge
for the needy, forms of community insurance).
Researchers need to disaggregate health data based
on socioeconomic status and spatial data to identify
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Homosexuality
Homosexuality is assuredly no advantage, but it is nothing to be ashamed of, no vice, no
degradation, it cannot be classified as an illness; we consider it to be a variation of the sexual
function, produced by a certain arrest of the sexual development. It is a great injustice to
persecute homosexuality as a crime—and a cruelty too.
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