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1. Multimorbidity, urbanization and 

deprivation



Epidemiological transition

 Falling incidence and mortality from infectious diseases

 Rise in chronic “degenerative” conditions

BUT

 Reality is one of protracted transition in many LMIC

 Emerging NCD epidemics alongside high rates of 

infectious disease



Risk factors contributing to morbidity 

(DALYs) in South Africa

Manuscript in preparation 2017
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Oni T et al. BMC Infect Dis. 2015:17;15:20.

Chronic infectious and NCD multimorbidity



Deprivation and multi-morbidity clustering

Weimann A, Dai D, Oni T. Soc Sci Med. 2016;163:144–156

Factors assoc with MM: age, deprivation, urban, obese



Re-thinking strategies to improve 

population health equitably

 Impact of high disease burden on economic 

development

 Cannot afford to solely treat through epidemic

 Cannot afford to have siloed health systems focused 

largely on acute episodic care

 Many factors that influence disease lie outside health 

sector



2. Data matters; but what data?



HEALTH SERVICES EXPOSURES
INTERMEDIATE 

OUTCOMES

LONGTERM 

OUTCOMES

FOOD

WASTE

TRANSPORT

HABITATION 
(&planning)

HEALTHCARE
(prophylaxis, 

treatment, palliation)

Sugar

Salt

Greenhouse emissions

Eating behavior 

Obesity

Diabetes

Hypertension / CVD

Cognitive function

Cancer

Climate change

Pest/vectors

Poisoning

Physical activity opportunities

Air pollution 

Greenhouse emissions

Physical activity

Obesity

H/care episodes

H/care admissions

Infectious disease

Injury

Cerebrovascular disease

Acute Resp disease

Chronic Resp Disease

Climate change

Noise pollution

Social cohesion opportunities

Physical activity opportunities

Air pollution 

Greenhouse emissions

Physical activity

Obesity

Social cohesion

Diabetes

Hypertension / CVD

Mental ill-health

Chronic Resp Disease

Climate change

Damp

Thermal comfort

Ventilation

Social cohesion opportunities

Physical activity opportunities

Air pollution 

Acute Resp disease

Chronic Resp Disease

Hypertension / CVD

Mental ill-health

Infectious disease

Physical activity

Obesity

Sleep & stress

Social cohesion

H/care episodes

H/care admissions

Availability

Accommodation

Affordable

Accessible

Acceptable

H/care episodes

H/care admissions

Disease control

Mortality

Morbidity

Can urban services and exposures be 
harnessed to POSITIVELY influence health?



Precision Public Health approach

Can we harness data for health 

creation in context of chronic 

disease prevention and 

management?

Need health equity surveillance 

systems that integrate health and 

SDH data

Support development and 

delivery of interventions with 

population precision



3. Innovative health governance 

and atypical partnerships for 

health equity



Dimensions of governance 

 Actors

 Agency

 Accountability

 intersectoral collaboration for effective prevention

 need systems-based whole of society approach for collective 
responsibility
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4. Evolving skillsets 

-the role of public health science

Needs enabling, 
adaptive, responsive 
science environment 
and training


