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The social determinants of health (SDH) are the conditions in which people are born, grow, 
live, work and age, and these conditions are shaped by the distribution of money, power and 
resources at global, national and local levels.[1] Nigeria’s health indicators are one of the worst 
in Africa despite its fast-growing population.[2] Socioeconomic factors contribute significantly 

Objectives: Apart from lifestyles and genetic make-ups, a wide range of social, economic and environmental 
factors may affect personal and population health. Attaining sustainable health for all requires frequent evalu-
ation and tackling these socio-economic and environmental factors.

Methods: This cross-sectional study aimed to evaluate the existence of the World Health Organization’s (WHO) 
recognized social determinants health (SDH) in communities across south-east Nigeria. This study recruited 
214 leaders in the state ministry of health who were stakeholders in the commission on SDH that attended a 
conference in Onitsha. Participants were enrolled using a purposive sampling method. Data on parameters of 
SDH in the communities were obtained on a scale of I to 5 using self-administered WHO-validated question-
naires for SDH.

Results: The existence of SDH in communities across the South-Eastern region in Nigeria is poor. Only 9.5-
13.0% and 4.2-7.2%  of the respondents respectively reported with high and very high certainty the existence 
of the parameters of SDH in their respective communities. Employment/job skills centers, police and security, 
legal aids, insurance policies and substance abuse help centers were the SDH parameters reported commonly 
as non-existent in most communities. The majority of the respondents reported education 88 (14.1%), em-
ployment organizations 58 (9.3%), healthcare 52 (8.3%) and transportation 44 (7.1%) as the health determi-
nant with the strongest presence and greatest impact on lives of community residents, while access to mental 
health 24 (3.8%), substance abuse treatment 20 (3.2%), personal space 19 (3.0%), insurance 22 (3.5%) and parks 
18 (2.9%) for relaxation and leisure were reported as parameters with the weakest presence and least impact 
on health of community residents.

Conclusion: Continued assessment of the SDH in addition to the evaluation of its effects on personal and 
population health is imperative to deliver equitable healthcare and enhance the quality of life across com-
munities in Nigeria.
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to dragging down the health of the country. Most notable 
of such factors influencing health in Nigeria is education. 
The probability of death among children born to illiterate 
mothers is twice higher than children born to literate moth-
ers.[3] Also, illiteracy has been found to be directly related to 
poverty, malnutrition, ill-health and high infant and child 
mortality.[3] According to political economy of health, peo-
ple considered to have low economic worth in the society 
would have unequal access to health care services and 
delivery.[4] Household spending is affected by economic 
condition of a country.[5] The National Bureau of Statistics 
of Nigeria reported a steady decrease in Gross Domestic 
Product (GDP) in 2015. The GDP declined by 0.36% in Q1 
and by -2.06% in Q2.[6] With the poor economic condition of 
the country, household spending is expected to decrease. 
Since more than half of Nigeria’s population lives below the 
poverty line, this may negatively affect the health of the na-
tion.[7] Nnoyelu et al. observed that in Southeast Nigeria, the 
use of health facilities was more developed in high-income 
groups compared to the low- and medium-income coun-
terparts, and poverty ranked highest among other factors 
that influence the use of health facilities in Southeast Ni-
geria.[8] Health services are not only limited in number but 
are very costly, too. Gender inequality is often encountered 
in the country where it is traditionally believed that a fair 
share of the family’s resources should be given to the male 
child. This includes but not limited education, nutrition and 
family inheritance. Hence, the females are disadvantaged, 
and since the mothers are traditionally the major caregiver 
of a child, the more uneducated and malnourished she is, 
the higher the likelihood of poor health in her child. Fur-
thermore, there is a general view among South-easterners 
that the government plays an important role in the current 
health situation in the region through poorly functioning 
economic empowerment programs, low health budgets 
and skewed or inequitable distribution of health facilities 
to the disadvantage of rural areas and difficult terrains.[8] It 
was given the poor health indices in the country that this 
study sought to identify the SDH of health in the Southeast 
region of the country.

METHOD
Study Area
This study was conducted in Onitsha, the largest city in 
Anambra state. The city is known for its commercial activi-
ties and is home to the largest open market in the west-
Africa region. Anambra state is one of the five states in the 
Southeast region of Nigeria, with others being Enugu, Abia, 
Imo, and Ebonyi state. The economy of the South-eastern 
states are dependent mainly on national oil revenue and 
commerce. The region has a total land area of approximate-

ly 40.000 km2 and 22 million residents according to the 
2016 estimate by the National Population Commission of 
Nigeria.[9] The population density in the region varies from 
140 to 390 inhabitants per square kilometer.[10] Most of the 
inhabitants in the region are Igbo by tribe, and Christian-
ity is the dominant religion. The minimum monthly income 
in all participating states is similar to the national average 
of ₦18.000 (110 US$).[11] The literacy rate varies within and 
between the various states within the region with an aver-
age of 95.4% and 94.3% for female and male between the 
ages of 15-24 years, which is higher than the national av-
erage of 65% (59.3% for females and 70.9% for males).[12] 
The average fertility rate and neonatal mortality rate in the 
Southeast region is like the national average of 4.5 births 
per woman and 40 per 1.000 live births respectively.[11]

Study Subject and Sampling Technique 

This is a cross-sectional descriptive study. This study was 
conducted on state representatives attending the June 
30th, 2017 conference of the commission on SDH orga-
nized by the World Health Organization (WHO) in Onitsha. 
The attendees to the conference came from south-eastern 
states which includes Anambra, Enugu, Ebonyi, Imo and 
Abia states. Other states represented in the conference in-
cluded Lagos, Ondo, Edo and Delta. Representatives that 
are not from the south-eastern states were excluded from 
the study. The conference attendees are stakeholders in 
the Commission of Social Determinants of Health (CSDH) in 
their respective states. The CSDH was established by WHO 
in March 2005 to support countries and global health part-
ners in addressing the social factors leading to ill-health 
and health inequities. The Commission aims to draw the 
attention of governments and society to the SDH and in 
providing better social conditions for health, particularly 
among the most vulnerable people.[13] These the commis-
sion believes will help improve daily living conditions of 
the populace, tackle the inequitable distribution of power, 
money, and resources and help measure problems in com-
munities and assess their impacts on the lives of commu-
nity members.[13]

The contingency of each states representatives to this year’s 
conference varied from 10 to 100. The minimum number 
of participants enrolled in this study was calculated using 
the Cochran formula for calculation of sample size which 
is based on a confidence interval of 95% equivalent to a 
confidence coefficient of 1.96, south-east to national popu-
lation ratio of 11.4% (i.e., 21, 955, 419 of the national pop-
ulation of 193, 392, 517) and a non-response rate of 20%. 
This gave a minimum sample size of 186. Respondents 
from each participating state were selected using purpo-
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sive sampling method. A list of all the participants from the 
South-eastern states was compiled from the attendance 
register. Attendees were approached and participants that 
consented to participate in this study were consecutively 
enrolled. This process was done separately for all prospec-
tive participants representing their various states. 

Measures
After obtaining verbal informed consent, trained research 
assistants interviewed the study participants regarding 
the elements of health determinants in their respective 
communities. Information on determinants of health was 
collected using the WHO validated questionnaire for SDH. 
Data were obtained from the following areas of health 
determinants: i) Healthcare needs; ii) Educational needs; 
iii) Housing needs; iv) Nutritional needs; v) Mental health 
needs; vi) Security needs; vii) Substance abuse prevention 
and rehabilitation needs; viii) Transportation needs; ix) Lan-
guage needs; x) Employment needs and xi) other determi-
nants of health not included in these broad categories. The 
5-point Likert scale rating system was used to assess par-
ticipants’ opinions on these parameters of health determi-
nants where appropriate.

Ethical Clearance and Consent to Participate in this 
Study
Ethical clearance was obtained from the Ethical Commit-
tee of the Chukwuemeka Odumegwu Ojukwu University 
Teaching Hospital before data collection with the reference 
number of COOUTH/CMAC/ETH.C/VOL.1/0063 in April, 
2017. In addition to this, verbal informed consent was ob-
tained from every participant before enrollment. Participa-
tion in this study was entirely voluntary. Participants were 
informed that withdrawal at any stage of this study was 
guaranteed for them without any adverse effect. No identi-
fier was associated with the data collected. All information 
was handled with strict confidentiality.

Data Cleaning and Analysis 
A quality control check was carried out by researchers af-
ter enrollment. Where there are errors detected, the inter-
viewers were asked to clarify them accordingly with the 
participants. Participants with grossly missing data were 
excluded from the analysis. Microsoft excel 2007 was used 
to input the raw data collected. Results were presented in 
percentages and charts where appropriate. Statistical sig-
nificance was set at p-value <0.05.

RESULTS
Characteristics of Respondents 
Two hundred and thirty women were enrolled for this sur-

vey with a response rate of 100%. Sixteen had grossly in-
complete data and were excluded from the analysis. Two 
hundred and fourteen respondents were included in the 
analysis. Sixty six (30.8%) were from Anambra state while 
the remainders were in almost equal proportion from oth-
er participating states. Approximately 96 (44.9%) had ter-
tiary education while 61 (28.5%) attended post-secondary 
school institutions that are short of university-level educa-
tion. Fifty seven (26.6%) respondents chose not to state 
their highest educational attainment. The monthly income 
of respondents is shown in Table 1.

Availability of SDH in Communities across   
South-east Nigeria

Table 2 shows the respondents perceived state of the 
various components of health determinants in their com-
munities. The majority of the respondents, 41.7-49.5%, re-
ported with some measure of certainty the availability of 
the assessed parameters of health determinants in their 
communities. Only approximately 9.6-13.0% of the re-
spondents reported with high confidence the existence of 
these parameters, while approximately 4.2-7.2% reported 
with very high confidence level existence of the assessed 
health determinants. This report showed a consistent re-
sponse pattern across all determinants of health assessed 

Table 1. Socio-demographic characteristics of women 
surveyed

Characteristics  Frequency Percentages
  (n) (%)

Monthly income (in Naira) (n=214) 

 <10000 50 23.4

 10-29 k¶ 20 9.3

 30k-39k 25 11.7

 50k -99k 18 8.4

 >100k 11 5.1

Prefer not to answer 90 42.1

Tertiary education (n=214) 

 No  61 28.5

 Yes  96 44.9

 Not stated 57 26.6

State representatives in survey (n=214)

 Anambra state 66 30.8

 Imo  40 18.7

 Enugu  42 19.6

 Ebonyi  32 15.0

 Abia 34 15.9

*1 USD =361.954 at time of study (www.xe.com); ¶ k=1000.
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in this study. Table 3 shows the various SDH and their 
perceived impacts on community residents. The major-
ity of the respondents reported education (14.1%) as the 
health determinant with the strongest greatest impact 
on the lives of community residents. This was followed by 
employment organizations (9.3%), healthcare (8.3%) and 
transportation (7.1%). On the other end of the spectrum, 
access to mental health (3.8%), substance abuse treatment 
(3.2%), personal space (3.0%), insurance (3.5%) and parks 
(2.9%) for relaxation and leisure were reported as health 
determinant parameters with the least impact on com-
munity residents. Language skills, public legal assistance 
and job skills acquisition were reported by respondents 
to have little or no impact on the daily lives of community 
residents. Furthermore, of the SDH present in most com-
munities, respondents believe that healthcare delivery 
(17.9%), employment opportunities (9.2%) and affordable 
housing (10.8%) were mostly inadequate in their com-
munity and needed urgent enhancements to improve 
quality of life of residents in these communities. Table 
4 shows the components of the various health determi-
nants respondents believe are most needed in their vari-
ous communities. Under healthcare, primary healthcare 
(27.4%), eye care (18.5%) and other specialty care (19.4%) 

were regarded as the most important elements of health 
services needed by community residents. Likewise, under 
nutritional needs, access to affordable healthy foods was 
clearly the most important (59.7%). Mental health preven-
tion programs (32.5%) and the presence of mental health 
professionals and/or institutions (31.6%) were regarded 
as the most needed facilities needed for adequate mental 
health of communities. Concerning educational needs, 
child development (24.3%), youth development (14.3%), 
quality education (14.9%), adult education (10.9%) and 
life skill acquisition (10.0%) were top necessities while se-
nior housing (37.2%), affordable housing 46 (19.2%) and 
access to housing loans (17.2%) were perceived priority 
areas for community members with regards to housing 
and living. Other priority areas of the various health de-
terminants listed by respondents are shown in Table 4.

DISCUSSION
Our study sought to highlight the existence of some WHO 
recognized SDH in communities in South-east Nigeria. It 
was noted from the findings of this study that the pres-
ence of these health determinants was non-existent in 
most evaluated communities and where available, were 
poorly implemented. Less than ten percent of all respon-

Table 2. The opinions of the surveyed women on the availability of the determinants of the health in their various 
communities

Community Parameters   No   Response
   Response   Confidence level n (%)

  n (%)   None  Low  Moderate  High  Very high 

Education (n=212) 1 (0.5)  49 (23.1) 30 (14.1) 98 (46.2) 22 (10.4) 12 (5.7)

Employment/job skills (n=211) 0 (0.0)  63 (29.9) 32 (15.2) 88 (41.7) 19 (9.0) 9 (4.2)

Health care (n=211) 1 (0.5)  46 (21.8) 34 (16.1) 98 (46.4) 19 (9.0) 13 (6.2)

Healthy eating (n=210) 1 (0.5)  52 (24.8) 31 (14.8) 94 (44.7) 21 (10.0) 11 (5.2)

Parks/green space (n=205) 1 (0.5)  48 (23.4) 27 (13.2) 98 (47.8) 20 (9.7) 11 (5.4)

Mental health (n=210) 1 (0.5)  51 (24.3) 23 (11.0) 97 (46.2) 23 (11.0) 15 (7.0)

Community activities (n=207) 1 (0.5)  47 (22.7) 25 (12.1) 101 (48.8) 20 (9.6) 13 (6.3)

Police and security (n=212) 1 (0.5)  58 (27.3) 22 (10.4) 99 (46.7) 21 (9.9) 11 (5.2)

Personal space (n=208) 1 (0.5)  42 (20.2) 34 (16.3) 99 (47.6) 21 (10.1) 11 (5.3)

Legal aids (n=210) 1 (0.5)  52 (24.8) 26 (12.4) 99 (47.1) 20 (9.5) 12 (5.7)

Insurance (n=208) 1 (0.5)  55 (26.4) 27 (13.0) 95 (45.7) 20 (9.6) 10 (4.8)

Physical activities (n=210) 1 (0.5)  46 (21.9) 31 (14.7) 98 (46.7) 24 (11.4) 10 (4.8)

Transportation (n=213) 1 (0.5)  47 (22.1) 26 (12.2) 98 (46.0) 27 (12.7) 14 (6.5)

Work place safety (n=208) 1 (0.5)  49 (23.5) 26 (12.5) 99 (47.6) 21 (10.1) 12 (5.8)

Language (n=210) 1 (0.5)  46 (21.9) 24 (11.4) 102 (48.5) 27 (12.9) 10 (4.8)

Family (n=208) 1 (0.5)  39 (18.8) 23 (11.0) 103 (49.5) 27 (13.0) 15 (7.2)

Substance abuse (n=209) 1 (0.5)  52 (24.9) 24 (11.5) 98 (46.9) 21 (10.0) 13 (6.2)

Housing (n=212) 1 (0.5)  47 (22.2) 27 (12.7) 101 (47.6) 21 (9.9) 15 (7.1)
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dents indicated very high confidence in the existence of 
all twenty SDH in their respective communities. Accord-
ing to the WHO, these SDH are important because they 
combine to affect the health of individuals and communi-
ties.[14] It further reports that the health state of a popula-
tion, is determined by their circumstances and environ-
ment.[14] In other words, aside availability of healthcare 
services, the SDH are important as they directly impact 
on how people interact with available health resources in 
their communities. 

A study conducted in four countries in Africa showed that 
gender inequities, such as polygyny (husband having oth-
er wives), justifying wife-beating (stressful relationships), 
age at first marriage (less than 19 years), and educational 
inequality (being less educated than partner) were dif-
ferentially and significantly associated with the different 
measures of poor access to reproduc-tive health care 
within these four countries.[15] Other social factors, such 

as education, transportation, secure job and housing, 
have also been documented as factors that determine the 
health state of community members.[16-18] Based on the 
findings of the referenced studies, we can infer that the 
reasonable availability of healthcare service in a commu-
nity does not translate to being healthy. To a large extent, 
factors, such as where we live, the state of our environ-
ment, our income education level, and our relationships 
with friends and family, all have considerable impacts on 
health.[14]

Our study also showed that about a third of respondents 
indicated the non-existence of employment/job skills 
centers, police and security, legal aids, insurance policies 
and substance abuse prevention and treatment programs 
in their various communities. These factors are without 
a doubt, necessary for holistic personal and population 
health, defined by the WHO, "as a state of complete physi-
cal, mental and social well-being and not merely the ab-
sence of disease or infirmity”.[19] Huber et al. in their own 
definition described health as the ability to adapt and 
manage physical, mental and social challenges through-
out life.[20] Consequentially, as suggested by the WHO, a 
population that lacks amenities, such as security, insur-
ance, employment and/or job acquisition center, legal 
services aid and other socio-economic health determi-
nants, cannot be said to be in a state of mental and social 
wellbeing even when there is presence healthcare servic-
es facilities in such communities. For instance, a prospec-
tive study on 300 men reported that unemployed men 
made significantly more visits to their physicians, took 
more medications, and spent more days in bed sick than 
employed individuals even though the number of diag-
noses in the two groups was similar.[21] Similarly, a large 
scale study in Canada noted that unemployment is signifi-
cantly correlated to higher morbidity and mortality rates 
among men and women.[22] It is, therefore, important that 
health agencies, in collaboration with state and local gov-
ernment authorities, advocate assiduously for the provi-
sion of these vital health determinants in communities 
where they are non-existent.

There is a dearth of studies assessing the SDH in Nigeria. 
This study is one of the very few studies that attempt to 
evaluate these factors. However, due to logistics, we were 
unable to visit these communities to physically assess the 
availability and/or non-availability of these health determi-
nants. This limitation we hope to address in the next phase 
of this study by involving field workers, policymakers and 
community members for an on-the-ground assessment 
that will give a clearer picture of health determinants in 
communities in South-east Nigeria.

  Strong (%) Weak (%)

Education 88 14.1 45 4.6

Employment 58 9.3 90 9.2

Healthcare 52 8.3 174 17.9

Healthy eating 39 6.3 66 6.8

Parks green space 18 2.9 15 1.5

Community safety 53 8.5 26 2.7

Community activity 36 5.8 33 3.4

Police and security 42 6.7 36 3.7

Personal space 19 3.0 47 4.8

Insurance policy 22 3.5 27 2.8

Transportation 44 7.1 57 5.9

Workplace safety 28 4.5 18 1.9

Language  21 3.4 34 3.5

Family 29 4.6 18 1.9

Mental health treatment access 24 3.8 34 3.5

Substance abuse treatment access 20 3.2 30 3.1

Affordable housing options 31 5.0 105 10.8

Language skills 0  0.0 25 2.6

Legal aid 0  0.0 41 4.2

Job skills 0  0.0 49 5.2

Total 624 100 970 100

*Multiple responses permitted.

Table 3. Respondents perceived impacts of the various 
health determinants on the lives of the community 
residents 

Health Determinants   Impacts on
  Community Residents 
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Table 4. Essential elements of the health determinants assessed for the improved quality of life community residents 

Area of Community Need n (%) Area of Community Need n (%)

Healthcare needs (n=314)  Substance abuse needs (n=276)
Primary care 86 (27.4) Prevention programs 38 (13.8)
Specialty care 61 (19.4) Reduction of drug use 60 (21.7)
Dental care 28 (8.9) Reduction of prescription drug use 40 (14.5)
Eye care 58 (18.5) Access to treatment outpatient 44 (15.9)
Substance abuse 13 (4.2) Access to treatment residential 17 (6.2)
Mental health 33 (10.5) Reduction of alcohol use 54 (19.6)
Transportation to healthcare appointment 35 (11.1) Drug specific treatment 23 (8.3)

Nutrition needs (n=221)  Educational needs (n=350)
Access to affordable healthy foods 132 (59.7) Childhood development 85 (24.3)
Access to healthy foods in school 33 (14.9) Youth development 50 (14.3)
Access to healthy foods in stores 30 (13.6) Access to the outdoors 14 (4.0)
Cooking classes 26 (11.8) Nutrition and physical exercise 23 (6.6)
   Life skill straining 35 (10.0)
Stress needs (n=278)  Parenting classes 12 (3.3)
Relationships 24 (8.6) Health education 24 (6.9)
Fear of domestic violence 37 (13.3) Adult education 38 (10.9)
Access to food 46 (16.6) Daycare 17 (4.8)
Community violence 54 (19.4) Quality of available education 52 (14.9)
Access to transportation 41 (14.8)  
Access to safe housing 36 (12.9) Housing needs (n=239)
Access to education 40 (14.4) Housing need 40 (16.7)
   Resident advocacy 23 (9.6)
Language needs (n=188)  Senior housing 89 (37.2)
Access to multi lingual services 53 (28.2) Affordable housing 46 (19.3)
Access to employment in your first language 57 (30.3) Access to loans 12 (17.2)
Access to language skill education  78 (41.5)  
   Employment needs (n=181)
Mental health needs (n=212)  Job search and placement assistance 77 (42.5)
Residential mental health treatment 39 (18.4) Income generating skills 104 (57.5)
Prevention 69 (32.5)  
Mental health professionals 67 (31.6) Other areas needed for good quality of life (n=265)
Access to treatment 37 (17.5) Recreational opportunities 50 (18.9)
   Community safety 49 (18.5)
Transportation needs (n=276)  Trails and paths 13 (4.9)
Transportation to healthcare 43 (15.6) Public transportation 49 (18.5)
Transportation to work 84 (30.4) Connection store sources community agencies 12 (4.5)
Transportation to grocery stores 22 (8.0) Community activities 26 (9.8)
Reliable scheduled transportation 32 (11.6) Afterschool program 21 (7.9)
Affordable transportation 50 (18.1) Partnership with local police department 24 (9.1)
Transportation to community activities 45 (16.3) Access to local parks & community classes 21 (7.9)
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