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ABSTRACT

Background: In Jamaica, in 1989, the national poverty rate was 30.5% and this exponentially
fell by 208.1% in 2007, but in the latter year, rural poverty was 4 times more than in the peri-
urban areas and 3 times more than the urban poverty rate. Yet, there was no study on health
status and health conditions in order to examine the changes among the rural residents.
Aims: The present study aimed to [1] examine epidemiological shifts in the typology of the
health conditions in rural Jamaicans, [2] determine the correlates and the estimates of the
self-evaluated health status of the rural residents, [3] determine the correlates and estimates
of the self-evaluated health conditions of the rural residents and [4] assist policy-makers in
understanding how intervention programmes can be structured to address some of the
identified inequalities among the rural residents in Jamaica.

Methods and Material: The current study involved the extraction of the samples of 15,260
and 3,322 rural residents from two national cross-sectional surveys (2002 and 2007 Jamaica
Survey of Living Conditions).

Setting and Design: The survey was drawn using stratified random sampling. This design was
a two-stage stratified random sampling design, where there was a Primary Sampling Unit and
a selection of dwellings from the primary units.

Statistical Analyses: Statistical analyses were performed by using the Statistical Package for
the Social Sciences. Descriptive statistics such as mean, standard deviation, frequency and
percentage were used to analyze the socio-demographical characteristics of the sample. The
Chi-square test was used to examine the association between the non-metric variables and
multiple logistics were used to establish the factors that explained a dichotomous dependent
variable.

Results: In 2002, 14% of the respondents indicated having an illness in the 4-week period of
the survey as compared to 17% in 2007. In 2002, there were 12 determinants of health: 11
social and 1 psychological, whereas in 2007, there were 7 determinants of health: 6 social and
1 biological. The determinants accounted for 22.6% of the explanatory power of the health
model for 2002 and 44.7% for 2007.

Conclusion: With the exponential increase in diabetes mellitus and the health inequalities
that exist today in rural Jamaica, public health authorities and other policy-makers need to
use multidimensional intervention strategies to address those inequalities.

Key Words: Self-evaluated health, health conditions, illness, rural residents, determinants of
health
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Introduction

The health of a population is critical to all forms
of development. This is a justifiable rationale for
the governments investing in health care and the
health system. Despite governments in Latin
America and the Caribbean increasing their
investment in health since the 1980s [1], there
are still many inequalities in health among and
within their nations [2]. This is evident in the
indicators of the health disparities as well as in
the social determinants of health [3],[4],[5],[6].
The advancement in technology and medical
sciences has not removed the disparities in infant
mortality, poverty, health service utilization, and
health differentials within and among the Latin
American and Caribbean nations or within and
among the social hierarchies. Casas et al. [4]
cited that the improvements in health in the
region are not in keeping with the region’s
economic development rates and the same can
be said of the health differences between the
wealthy and the poor. In Jamaica, which is an
English-speaking country in the Latin America
and Caribbean region, the national poverty rate
in 1989 was 30.5% and this fell exponentially by
208.1% in 2007, but in the latter year, rural
poverty was 4 times more than the peri-urban
poverty and 3 times more than the urban poverty
rate [9]. Most of the wealthy reside in the
urban or peri-urban areas than in the rural areas.

Statistics from the World Health Organization
(WHO) for 2007, showed that both life
expectancy and healthy life expectancy at birth
was at least 4 years more for females than
malesand that these were greater in developed
than in developing countries, as was the case for
infant mortality [7]. The health disparity is aptly
demonstrated by the WHO [8]. They opined
that 80% of the chronic illnesses were in the low
and middle income countries, that 60% of global
mortality was caused by chronic illness and that
“In reality, the low and middle income countries
were at the centre of both the old and new public
health challenges” [8]. They went on that
“..People who are already poor are the most
likely to suffer financially from chronic diseases,

which often deepen poverty and damage long
term economic prospects”[8].

Many empirical studies have found that rural
residents have lower health status and/or more
health conditions, higher levels of poverty and
lower levels of education as compared to their
urban counterparts
[81,[91,110L,[111,[12],[13],[14],[15],[16],[17],[18
], and this is also the case in Jamaica [19].
Statistics from the Planning Institute of Jamaica
and the Statistical Institute of Jamaica, since
1989, demonstrate that poverty is area and
gender specific (rural and female). These
disparities speak about the socio-economical
and health inequalities within and among the
states. Although there are empirical findings
which reveal that health inequalities and
inequities do exist between rural and urban
residences, as well as among social hierarchies
and between the sexes in Latin America and the
Caribbean, particularly Jamaica, only a few
studies were found to have examined the health
status of rural people in the region [14],
[19],[20],[21],[22],[23],[24],[25].[26].[27],[28].

Inequities and/or inequalities in health can only
be addressed in the region if they are understood
through research within each nation and policy-
makers cannot rely on the funding of studies
outside their region or in developed countries,
in order to effectively remedy the challenges that
they face. The relationship between poverty and
ill health is empirically established, but the focus
of the region since the 1980s has been poverty
reduction and while this has been progressing,
the health disparities are still evident today [3].
Embedded in the literature, therefore, are
income mal-distribution, working conditions and
health outcome inequalities, inequalities in
health determinants and lower material
wellbeing and poverty, which have a direct
influence on health. Poverty also indirectly
influences health service utilization, the quality
of received care and healthy life expectancy.
With poverty being substantially a rural
phenomenon [9], investment in health in rural
areas requires an understanding of the changes
occurring in the health conditions among the
residents.
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The WHO [8] opined that 80% of the chronic
illnesses were in the low and middle income
countries, thus suggesting that illness interfaces
with poverty and other socio-economical
challenges. Poverty does not only make an
impact on illness, it causes premature deaths,
lowers the quality of life, creates lower life and
unhealthy life expectancy, low development and
other social ills such as crime, high pregnancy
rates, and the social degradation of the
community. According to Bourne and Beckford
[15], there is a positive correlation between
poverty and unemployment, poverty and illness
and crime and unemployment. Embedded in
those findings are the challenges of living in
poverty and the perpetual nature of poverty and
illness, poverty and unemployment, economic
deprivation and the psychological frustration of
poor families. Sen [18] encapsulated this well
when he postulated that low levels of
unemployment in the economy are associated
with higher levels of capability. This highlights
the economic challenge of unemployment and
equally explains the labour incapacitation on the
account of high levels of unemployment, which
goes back to the WHO’s perspective that chronic
illnesses are more often experienced by low-to-
middle income people. According to the WHO
[8], 60% of global mortality is caused by chronic
illness and this should be understood within the
context that four-fifths of chronic dysfunctions
are in the low-to-middle income countries.

Within the aforementioned findings, area of
residence, in particular rural areas, is too much
of an important variable to be treated as an
explanatory concept. Montgomery [17] opined
that urban causes of mortality and disability
provide an understanding of urban-rural health
differentials. The paper provides answers to
some of the urban health disparities in
developing countries and compares these
situations with those faced by the rural residents.
Montgomery’s findings [17] were generally on
the developing countries and while his work
does give some insights into the urban-rural
health inequalities, it cannot be used to
formulate policies or intervention strategies,
specifically for Jamaica. The rationale

embedded in this argument is the fact that not all
developing countries are at the same socio-
economical stage of development, and therefore,
research is required for any intervention
techniques which are chosen for effecting health
changes. Concurrent investment in health is
critical to economical development [29]; once
again, this has not resulted in the removal of
health inequalities in Latin America and the
Caribbean and in particular, Jamaica [3],[4],[5].
Therefore, the present study aims to [1] examine
epidemiological shifts in the typology of the
health conditions in rural Jamaicans, [2]
determine the correlates and the estimates of the
self-evaluated health status of the rural residents,
[3] determine the correlates and the estimates of
the self-evaluated health conditions of the rural
residents and [4] assist policy-makers in
understanding how intervention programmes can
be structured to address some of the inequalities
which have been identified among the rural
residents in Jamaica.

Methods And Materials

Setting And Design

The current study involved the extraction of the
samples of 15,260 and 3,322 rural residents from
two surveys, collected jointly by the Planning
Institute of Jamaica and the Statistical Institute
of Jamaica for 2002 and 2007, respectively
[30,31]. The method of selection of the sample
from each survey was solely based on rural
residence. The survey (Jamaica Survey of Living
Conditions) was begun in 1989 and collected
data from Jamaicans in order to assess
government policies. Each year since 1989, the
JSLC has added a new module in order to
examine that phenomenon which is so critical to
the nation. In 2002, the foci were on 1) social
safety nets and 2) crime and victimization; and
for 2007, there was no focus. The sample for the
earlier survey was 25,018 respondents and for
the latter, it was 6,783 respondents.

The survey was drawn by using stratified
random sampling. This design was a two-stage
stratified random sampling design, where there
was a Primary Sampling Unit (PSU) and a
selection of dwellings from the primary units.
The PSU is an Enumeration District (ED), which
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is comprised of a minimum of 100 residences in
rural areas and 150 in the urban areas. An ED is
an independent geographical unit that shares a
common boundary. This means that the country
was grouped into a strata of equal size based on
dwellings (EDs). Based on the PSUs, a listing of
all the dwellings was made and this became the
sampling frame from which a Master Sample of
dwellings was compiled, which in turn provided
the sampling frame for the labour force. One
third of the Labour Force Survey (i.e. the LFS)
was selected for the JSLC [30], [31]. The sample
was weighted to reflect the population of the
nation.

The 2007, JSLC [30] was conducted in May and
August of that year, while the 2002 JSLC was
administered between July and October of that
year. The researchers chose this survey based on
the fact that it is the latest survey on the national
population and that it contains data on the self-
reported health status of Jamaicans. An
administered questionnaire was used to collect
the data, which were stored and analyzed by
using SPSS for Windows 16.0 (SPSS Inc;
Chicago, IL, USA). The questionnaire was
modelled on the World Bank’s Living Standards
Measurement Study (LSMS) household survey.
There were some modifications to the LSMS, as
the JSLC was more focused on policy impacts.
The questionnaire covered areas such as socio-
demographical  variables, for  example,
education, daily expenses (for the past 7days),
food and other consumption expenditures,
inventory of durable goods, health variables,
crime and victimization, social safety nets, and
anthropometry. The questionnaire contained
standardized items such as socio-demographical
variables, excluding crime and victimization
which were added in 2002 and later removed
from the instrument, with the exception of a few
new modules each year. The non-response rate
for the survey for 2007 was 26.2% and 27.7%.
The non-response section included refusals and
cases which were rejected in data cleaning.

Measurement

Dependent Variable

Self-reported illness (or self-reported
dysfunction): The question was asked: “Is this a

diagnosed recurring illness?” The answering
options are: Yes, Influenza; Yes, Diarrhoea;
Yes, Respiratory diseases; Yes, Diabetes; Yes,
Hypertension; Yes, Arthritis; Yes, Other; and
No. A binary variable was later created from this
construct (1 = no 0 = otherwise) to be applied in
the logistic regression. This was used to indicate
the health status (i.e. dependent variable) for
2002.

The self-rated health status was measured by
using people’s self-rating of their overall health
status [32], which ranged from excellent to poor
health status. The question that was asked in the
survey was “How is your health in general?”
And the options were very good; good; fair;
poor and very poor. For the purpose of the
model in this study, self-rated health was coded
as a binary variable (1 = good and fair, 0 =
Otherwise) [33],[34],[35],[36],[37],[38]. The
binary good health status was used as the
dependent variable for 2007.

Covariates

Age is a continuous variable, which is the
number of years alive since birth (using last
birthday)

Social hierarchy: This variable was measured
based on the income quintile: The upper classes
were those in the wealthy quintiles (i.e. quintiles
4 and 5); the middle class was quintile 3 and the
poor classes were those in the lower quintiles
(i.e. quintiles 1 and 2).

Medical care-seeking behaviour was taken from
the question ‘Has a health care practitioner or
pharmacist been visited in the last 4 weeks?’
with there being two options Yes or No. Medical
care-seeking behaviour therefore was coded as a
binary measure where 1 = Yes and 0 =
otherwise.

Crowding is the total number of individuals in
the household divided by the number of rooms
(excluding kitchen, verandah and bathroom).
Age is a continuous variable in years.

Sex: This is a binary variable where 1 = male
and 0 = otherwise.

Social supports (or networks) denote different
social networks with which the individual is
involved (1 = membership of and/or visits to
civic organizations, or having friends who visit
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one’s home, or with whom one is able to
network, 0 = otherwise).

Psychological conditions are the psychological
state of an individual and this is subdivided into
positive and negative affective psychological
conditions [39], [40]. Positive affective
psychological condition is the number of
responses with regard to being hopeful and
optimistic about the future, as well as life
generally. Negative affective psychological
condition is the number of responses from a
person on having lost a breadwinner and/or
family member, having lost property, being
made redundant, or failing to meet household
and other obligations.

Statistical Analysis

Descriptive statistics such as mean, standard
deviation (SD), frequency and percentage were
used to analyze the socio-demographical
characteristics of the sample. Chi-square was
used to examine the association between the
non-metric ~ variables. =~ Multiple  logistic
regressions were used to analyze factors that
explained the current usage of a contraceptive
method. Odds ratios were determined from the
use of a binary logistic regression model. Where
collinearity existed (r > 0.7), the variables were
entered independently into the model to
determine those that should be retained during
the final construction of the model. To derive
accurate tests of statistical significance, we used
the SUDDAN statistical software (Research
Triangle Institute, Research Triangle Park, NC)
and this was adjusted for the survey’s complex
sampling design. A P-value < 0.05 (two-tailed)
was used to determine statistical significance.

Results

Demographic

Table 1 [Table/Fig 1] examines the demographic
characteristics of the samples for 2002 and 2007.
The samples were 15,260 and 3,322 rural
respondents for 2002 and 2007, respectively.
The findings revealed that 96.3% of the sample
for 2002 responded to the question ‘Have you
had any illness in the past 4 weeks’, and the rate
was 97% for 2007. In 2002, 14% of those who

responded to the question of illness claimed
‘yes’, as compared to 17% in 2007. When the
respondents were asked to state the health
conditions which they experienced in 2002,
1.3% answered, as compared to 14.8% in 2007.
Self-reported  health  conditions  showed
exponential increases in influenza and
respiratory conditions in 2007 over 2002.
Hypertensive and arthritic cases fell by 44.1%
and 75.7% respectively, while diabetes mellitus
increased by 150% over the studied period.

Eighty-one percentage points of the sample
claimed to have at least good health status and
6% at least poor health. Of those who indicated
at least good health, 37% stated very good (or
excellent) health as compared to 1.1% who
claimed very poor health, of those who indicated
at least poor health status.

When the respondents were asked ‘Why did you
not seek medical care for your illness?’ in 2002,
23.2% stated that they could not afford it; 41.3%
were not ill enough and 22.2% used home
remedies. For 2007, 17.4% claimed that they
were unable to afford it, 43.3% were not ill
enough and 16.8% stated that they used home
remedies.

(Table/Fig 1) Demographic characteristics, 2002
and 2007
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2002 2007

Variable N % n %
Sex

Male 7,727 50.6 1,654 49.8

Female 7,524 49.3 1,668 50.2
Marital status

Married 2,460 25.6 513 241

Never married 6,436 66.6 1,462 68.7

Divorced 56 0.6 22 1.0

Separated 104 1.1 20 0.9

Widowed 610 6.3 112 53
Social hierarchy

Lower 7,298 47.8 1,828 55.0

Middle 3,169 20.8 650 19.6

Wealthy 4,791 314 844 25.4
Self-reported illness

Yes 1,987 135 536 16.6

No 12,713 86.5 2,688 83.4
Self-reported health conditions
Acute

Influenza 1 0.5 80 16.3

Diarrhoea 4 2.1 19 3.9

Respiratory diseases 6 31 51 10.4
Chronic

Diabetes mellitus 10 52 64 13.0

Hypertension 82 2.9 118 24.0
Arthritis 48 251 30 6.1
Other 40 20.9 130 26.4
Medical care-seeking behaviour

Yes 1,302 63.8 349 63.3

No 740 36.4 202 36.7
Medical care utilization

Public i 499 39.1 127 372

Private hospital. 80 6.3 8 23

Public health care centres 285 223 76 223

Private health care centres 528 41.3 158 46.3
Health insurance coverage

Yes 1,036 7.0 464 14.5

No 13,714 93.0 2,715 85.5
Age median, in years, range) 23 (0 to 99) 25 (0 to 99)
Length of illness, in days, median (range) 7 (0 to 90) 7 (0 to 99)

Bivariate Analyses

Table 2 [Table/Fig 2] presents the self-reported
health conditions by sex, age, health care-
seeking behaviour, and the length of illness of
the sample. Females were more likely to indicate
suffering from different health conditions than
males, except for respiratory diseases. Of those
who stated particular health conditions, those
with chronic illnesses such as hypertension and
arthritis were more likely to spend more time
suffering from the diseases.

(Table/Fig 2) Self-reported health conditions by
particular social variables
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Table 3 [Table/Fig 3] examines the health care-
seeking behaviour by sex, self-reported illness,
health coverage, social hierarchy, educational
levels and the age and length of illness for 2002
and 2007. Based on Table 3, the mean age of
someone who sought medical care is greater
than someone who did not. There was no
significant  statistical  association between
medical care-seeking behaviour and self-
reported illness, but there was a relationship
between the length of illness and medical care-
seeking behaviour.

(Table/Fig 3) Health care-seeking behaviour by

sex, self-reported illness, health coverage,social

hierarchy, education, age and length of illness,
2002 and 2007
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Table 5 [Table/Fig 5] shows the contribution of
each explanatory variable to the model for 2002

Multivariate analyses

and 2007. Based on Table 5, of the social and

age

of health,

explains more of the variability in health than

any other determinant. Income contributed at

determinants
most 0.2% to the health of respondents. Using

the non-reporting of an illness to measure the
health of rural respondents, age accounted for

psychological

and 1

social

11

the social and psychological determinants of the
of health:

Table 4 [Table/Fig 4] represents information on
health of the rural residents for 2002 and 2007.
Based on Table 4, in 2002 there were 12
determinants

psychological. On the other hand, in 2007, there
were 7 determinants of health: 6 social and 1

77% of their health; but when self-reported
health status was used to measure health, age

accounted for only 11.5%.

The determinants accounted for

22.6% of the explanatory power of the health

biological.

model for 2002 and 44.7% for 2007. Sixty-eight
percentage points of the health status model can
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(Table/Fig 5) Stepwise Logistic regression: R-
squared for social and psychological determinants
of self-evaluated health, 2002 and 2007

2002 2007
Explanatory variables: R R squared
squared
Income 0.1 0.2
Age 174 11.5
Middle NS 0.4
Wealthy 0.1 NS
Total Durable good 0.2 NS
Separated, divorced or widowed 0.1 NS
Married 0.2 NS
Tertiary 0.1 NS
Social support 0.2 NS
Male 22 12
Negative affective conditions 0.4 NID
Number of females in h hold 0.5 NID
Number of children in household 0.1 NID
Length of illness 1.0 NS
Crowding NS 0.2
Medical care-seeking = yes NS 0.8
Self-reported illness 304

NS - not significant (P > 0.05)
NID - not in dataset

Discussion

The current health status of rural respondents
was good (i.e. 81 out of every 100), but 17 out
of every 100 respondents had an illness. In spite
of reporting an illness, the present study found
that 36 out of every 100 ill respondents had not
sought medical care. Of those who did not
utilize medical care although they indicated an
illness, at least 41% claimed financial
inadequacies and in 2007, 17% used home
remedies. The results revealed that rural
respondents had a conceptualization of illness
that medical care outside of the home should be
utilized based on length of illness and not
merely on the ailment. Similarly, illness
accounted for most of the current health status,
an indication of the dominance of the biomedical
perspective in viewing health and health care in
rural Jamaica. While self-reported chronic health
conditions fell by over 41% in 2007 over 2002,
the percentage of those who reported acute
conditions increased by over 436%. Of the
higher number of cases of acute conditions,
respiratory diseases accounted for 235%, while
influenza accounted for a 3160% increase over
2002. Although the overall self-reported chronic
health conditions saw a decline for 2007 over
2002, diabetes mellitus was the only condition
that showed an increase in the study (i.e. 150%).
Interestingly, the current findings showed that
107.1% more rural residents were covered by
health insurance in 2007 than in 2002, but this

reflected a minimal reduction in those seeking
medical care. The number of rural residents who
were classified into the lower (i.e. working)
class, increased by 15.1% and 19.1% of those in
the wealthy class, dwelt in rural areas With
income being positively correlated with good
health, an increase in the number of people in
the lower class highlighted the diminished
health noted for 2007. Males continued to report
better health status than females, but this fell
from 2.3 times more in 2002 to 1.8 times in
2007, which suggested that the reduction in
income substantially influenced the quality of
life of the rural males.

The current findings concurred with the
literature in demonstrating that the severity of
illness (or length of illness), age and health
coverage  were more positively related to
medical care-seeking behaviour than illness
[41],[42],[43]. Statistics from national cross-
sectional surveys in Jamaica since 1989 [9]
revealed that females were approximately twice
as likely to report an illness and utilize medical
care, than males. When the absolute figures from
the surveys were cross-tabulated, it was found
that the statistical association which existed in
2002 disappeared in 2007. This is not atypical to
Jamaica, as a qualitative study in Pakistan on
street children found that boys who attended
formal health care were more likely to do so,
based on the severity of illness than on whether
it affected their economic livelihood [41].
Another study conducted in Anyigba, North-
Central Nigeria, found that [42] 85 out of every
100 respondents waited for less than a week
after the onset of illness to seek medical help
and that 57 out of every 100 were confident that
they would recover without treatment. In this
research, it was revealed that 43 out of every
100 rural residents indicated that they were not
ill enough, which suggested that they believed
they would recover in time.

Health care facilities in Jamaica are primarily
operated by females and with the perception in
the culture that males must be masculine, which
includes exhibiting strength and power and
avoiding weakness, it explains the rationale for
the severity of illness accounting for medical
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care-seeking behaviour as against actual illness
[41],[42],[43]. Dunlop et al.’s work, which
found that females utilize health care facilities
more than males [44], partially concurs with this
research, in discovering this to be the case in
2002. In 2002, 1.6 times more females sought
medical care than males, but the study found that
there was no significant association between sex
and medical care-seeking behaviour for 2007.
The explanation for this is embodied in (1)
income, (2) inflation and (3) the increased
number of people who were classified into the
lower class.

Income is positively correlated with social
hierarchy, health and employment status [16],
[45],[46],[47],[48],[49],[50]. Income, which is
among the social determinants of health, is
directly associated with health through material
wellbeing, but it is also associated with
occupational and social hierarchies. The poor
received less income than the middle and the
wealthy classes, which indicated that with an
increase in the number of people in the lower
class, their income would be reduced and so
would their health status. It should be noted
here that poverty, which affects health, was
exponentially greater in rural Jamaica and also
that there were more females in rural
households. In 2007, inflation increased by
194% over 2006 [20] and coupled with the
lower income, rural respondents, in particular
females who were more likely to be
unemployed, owned less material resources and
were increasingly becoming single parents [9].
This would justify the narrowing of the health
care-seeking gap that existed in 2002. Williams
et al. [42] found that medical care-seeking
behaviour did not differ significantly between
the sexes, a factor which is in keeping with the
situation for 2007 in this study.

The WHO [8] found that poverty  was
associated with increased health conditions.
Empirical evidence existed, showing that
poverty was related to low levels of choice,
income, access to health care services and
opportunities and this was highlighted in the
present study. The Latin American and the
Caribbean governments have increased their

investment in health care and in 2006, the
Jamaican government removed the public health
care utilization fees for children (0 to 18 years)
and expanded the ‘drugs for the elderly’
programme to include all people who suffer
from specific chronic illnesses. While these
undoubtedly increased the health outcomes
which would have been lower without those
opportunities, health inequalities still exist
among the rural residents.

With all the investment in health from the
decentralization of the health care system, drugs
for the elderly programmes and the removal of
health care user fees for public health care
interventions, there was a rise in acute health
conditions, in particular influenza and
respiratory diseases. The good news was the
reduction in chronic health conditions. But this
good news was nothing to celebrate, as diabetes
mellitus increased exponentially in the last half
a decade. The reduction in numbers of
hypertensive and arthritic cases corresponded to
lowered ages in reporting having those illnesses.
The mean age of reporting hypertension
declined by 5 years (to 64 years) and 7.2 years
(to 56.5 years). Furthermore, Morrison [51]
postulated that hypertension and diabetes were
now twin problems in the Caribbean and
although the current study has shown a reduction
in self-reported hypertension in rural Jamaica,
24 out of every 100 health conditions were
accounted for by hypertension. Diabetes mellitus
accounted for 13 out of every 100 health
conditions, which spoke about a future rural
health problem. Another researcher found that
50% of the people with diabetes had a history of
hypertension and this too suggested a future
health challenge for policy-makers and public
health practitioners. The lowered ages of
reporting particular chronic illnesses indicated
that rural residents would be living longer with
those conditions and this would measurably
increase the burden on the health care system in
the future.

A critical issue emerging from this study was
the value that the rural residents ascribed to
illness in determining their health status. There
was a strong negative statistical correlation
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between self-reported illness and good health
status. The findings indicated that 68% of the
explanatory power of good health status could
be accounted for by illness. This is not atypical,
as research by Hambleton et al. on the Barbadian
elderly population found that illness accounted
for 88.0% of health status. It can be extrapolated
from those findings that (1) the older one gets,
the more emphasis one places on illness in the
evaluation of health status, (2) the relationship
between illness and health appears to be more a
causal one than an associative one, (3) the
biomedical approach to measuring health still
predominates in people’s perceptions, and (4)
the culture which fashions the conceptualization
of health is influencing health care-seeking
behaviour. Those issues were among the
principal reasons why care was curative and not
preventative in Jamaica and this was captured in
the finding which showed that health care-
seeking behaviour was negatively correlated
with good health. Rural respondents who sought
medical care were 64% less likely to report
good health status, pointing to the embedded
cultural dominance of the biomedical approach
in the conceptualization of health. The
dominance of the biomedical approach to the
study of health in Jamaica was even high among
medical researchers, as a study conducted in
2007/08 examined medical history; health care-
seeking behaviour; health (i.e. diseases,
medication consumption), mental health, sexual
practices, dietary habits; lifestyle (i.e. violence
and injury; smoking, narcotics and alcohol
consumption), community and home milieu,
suggesting the greater weight on health from the
perspective of illness, its treatment and
measurable outcome, as against people’s
assessment of their health status [53]. The
current study bridges this gap and goes further
by using self-assessed heath status in addition to
self-rated health and health care-seeking
behaviour and provides other pertinent health
information on rural Jamaicans.

Conclusion

Health inequalities in rural Jamaica still exist
today. The current study found that in the future,
health care institutions will be called on to invest
more in the health system, in order to address

the health challenges of increased diabetes
mellitus as well as respiratory diseases. On the
other hand, despite government investments in
health, progress in technology, public health
services, increased levels of education and
income since the last century, decision-makers,
public health practitioners and other health care
providers need to recognize that increased life
expectancy and lowered infant mortality rates
have not addressed the challenges inherent in the
health of the rural population in Jamaica.
General financial investment in health is needed,
to control communicable diseases that are
particularly detrimental to children, such as
diarrhoea and respiratory diseases, which are on
the increase in the rural areas. This means that
the level of economic development since the 20"
Century does not provide answers to the
differences in the health outcomes within a
country. The identified health disparities in rural
Jamaica denote that investments in health and
health intervention strategies are not effectively
addressing the health inequalities which underlie
the health statistics. This means that the health
inequalities in those areas in Jamaica will fuel
future public health challenges for the society, as
well as increase the economic burden borne by
the health care system. The analyses provided in
the current study clearly highlight the need for
thinking that will incorporate the health realities
of rural populations into the agenda of policy-
makers.

The Way Forward

The present work highlights the lingering
dominance of the biomedical perspective that
continues to influence health and health care in
rural Jamaica. Hence, the way forward for
government and policy-makers, including health
care practitioners, as well as public health
educators, in order to reduce health inequalities,
is a multi-dimensional approach to health and
health care, as the current mechanism is not
working. The researcher is proposing (1) mobile
clinics, (2) community and house visits from
medical practitioners, (3) restructuring health
care facilities to reflect a new preventative
thrust, (4) the introduction of a preventative care
approach as a subject in all schools, (5) focusing
not only on the extreme of income poverty and
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health care access, but on opportunities,
empowerment and the security of the poor and
rural residents, (6) recognition of the need for a
social security network that brings nutritious
foods to rural residents, and (7) recognition of
the need for a modification to the way public
health programmes are fashioned and operated,
as well as extending and re-defining the
boundaries of public health intervention. These
new mechanisms will be costly, but a
reorganization of expenditure means that some
of the money spent for curative care will be
saved, as preventative care is the focal point and
not curative health treatment. Another important
thing which is needed is research on the value
system of the rural residents and this should be
done by using a longitudinal study in order to
provide information for health care intervention
strategies.
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