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Abstract: Health and wellbeing are shaped by social and economic factors. These factors are known as Social Determinants 

of Health and are defined as the conditions in which people are born, grow, live, work and age. A number of factors shape 

wellbeing including distribution of money, power, and resources both at global, national and local level. The purpose of this 

study was to explore the social determinants of health and health disparities amongst patients who seek health services in 

health facilities of the North West Region of Cameroon. The study was a cross sectional survey that used a structured 

questionnaire to collect quantitative data from 430 participants. The main findings of the study show that the vicious cycle of 

interactions between low educational levels, low income levels and poverty reinforces a pattern of social disadvantages, health 

inequalities and ill health in the targeted communities. There were some factors identified that put poor communities at a health 

disadvantage; these included unemployment (43.5%) low income levels (43.8%) and low educational levels (40%). These 

factors contribute to the social and economic inequalities amongst communities. In conclusion, the study showered that social 

determinants of health are important factors for understanding health care outcomes. There is the need to further use a larger 

dataset to explore the effectiveness and progress towards health equity related to social determinants of health in Cameroon. 
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1. Introduction 

The health care system is a small part of what shapes 

health and wellbeing. Health and wellbeing are shaped by 

social and economic factors. These factors are known as 

Social determinants of Health and are defined as the 

conditions in which people are born, grow, live, work and 

age. A number of factors shape wellbeing including 

distribution of money, power, and resources both at global, 

national and local level. The World Health Organization 

classifies health determinants as either structural or 

intermediary. Structural determinants of health include: 

Income, Education, Employment, working conditions, gender, 

race/ethnicity, and culture. These structural determinants 

define an individual’s socioeconomic position and act 

through a set of intermediary determinants to shape health 

outcomes which include material and psychosocial 

circumstances. Material determinants include factors such as: 

housing, food security and physical environment while 

psychosocial determinants include factors such as Social 

environment, social support, personal health practices/coping 

skills and healthy child development. 

It has been projected that the current 3.3 billion urban 

populations is expected to grow to 4.9 billion by 2030, with 

most of this rapid growth occurring in the urbanized areas of 

Africa and Asia [1]. Studies have been done to analyze health 

patterns and health access in slum communities. Results of 

these studies have highlighted similarities across the world. 

These similarities have been demonstrated in Nairobi 

including poor health outcomes and financial barriers to 

health care [2]. A number of social needs play a significant 

role in health status and life expectancies. Some of these 

needs include safe housing and food security. Addressing 
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these unmet social needs is critical in optimizing patient’s 

health [3]. 

During the past two decades, the public health 

community's attention has been drawn increasingly to the 

social determinants of health, the factors apart from medical 

care that can be influenced by social policies and shape 

health in powerful ways. A large and compelling body of 

evidence has been accumulated, particularly during the last 

two decades, which reveals a powerful role for social factors 

apart from medical care in shaping health across a wide range 

of health indicators, settings, and populations [4]. This 

evidence does not deny that medical care influences health; 

rather, it indicates that medical care is not the only influence 

on health and suggests that the effects of medical care may 

be more limited than commonly thought, particularly in 

determining who becomes sick or injured in the first place [5, 

6 and 7]. The relationships between social factors and health, 

however, are not simple, and there are active controversies 

regarding the strength of the evidence supporting a causal 

role of some social factors. 

People with illness most often live in chronic poverty. 

Conversely, poverty can be a significant risk factor for poor 

health. The relationship between poverty and illness is both 

straightforward and complex. Understanding this broader 

context is key to addressing poverty in order to promote 

health and support the recovery of persons with illness [6]. 

Having a stable income, either from employment or through 

financial support and benefits, is directly related to other 

determinants of health, namely affordable housing and rent, 

food and transportation to access healthcare [8]. Social 

inclusion, or the ability to engage fully in the community, is 

also somewhat dependent on available finances [9]. 

Education is a frequently used indicator in epidemiology. 

As formal education is frequently completed in young 

adulthood and is strongly determined by parental 

characteristics [10]. It can be conceptualized within a life 

course framework as an indicator that in part measures early 

life socioeconomic position. Education can be measured as a 

continuous variable (years of completed education) or as a 

categorical variable by assessing educational milestones, 

such as completion of primary secondary or high school, 

higher education diplomas, or degrees. Although education is 

often used as a generic measure of socioeconomic position 

and also a social determinant of health, specific 

interpretations explain its association with health outcomes. 

Occupation-based indicators of socioeconomic position 

are widely used in social studies. Kunst and Mackenbach 

emphasize that this measure is relevant, because it 

determines people’s place in the societal hierarchy and not 

just because it indicates exposure to specific occupational 

risk, such as toxic compounds [11]. Occupation (parental or 

own adult) is strongly related to income and, therefore, the 

association with health may be one of a direct relation 

between material resources, the monetary and other tangible 

rewards for work that determines material living standards 

and health. Occupations reflect social standing and may be 

related to health outcomes because of certain privileges 

such as easier access to better health care and access to 

education. Occupation may reflect social networks, work 

based stress, control and autonomy, and, thereby, affect 

health outcomes through psychosocial processes. 

Occupation may also reflect specific toxic environmental or 

work task exposures, such as physical demands (e.g. 

transport driver or labourers). 

Poor housing quality and instability have been associated 

with numerous physical health conditions, including 

respiratory conditions due primarily to poor indoor air quality, 

cognitive delays in children from exposure to neurotoxins 

like lead and accidents and injuries as a result of structural 

deficiencies [12, 13]. Housing instability disrupts work, 

school, and day care arrangements, as well as social networks 

of both parents and children. Worries over the stability of 

one’s housing situation and poor control over the conditions 

of one’s home can result in distress and subsequent mental 

disorders. Children and adults experience poor housing 

quality and instability differently, with further variations 

among children depending on their developmental stage. As 

housing conditions are tied to economic factors, vulnerable 

populations (i.e., racial/ethnic minorities, families with young 

children, the elderly and low-income households) are most 

likely to be housing insecure and suffer health consequences 

related to poor housing conditions, residential instability and 

unaffordable housing expenses [14]. 

Social Environment, including psychosocial stressors (for 

example, negative life events and job strain), stressful living 

circumstances like. high debt and lack of social support, 

coping styles, etc. people are exposed in different degrees of 

experiences and life situations that are perceived as 

threatening, frightening and difficult for coping in the 

everyday. This partly explains the long-term pattern of social 

inequalities in health. Stress may be a causal factor and a 

trigger that directs many forms of illness; and detrimental, 

long-term stress may also be part of the causal complex 

behind many somatic illnesses. A person’s socioeconomic 

position may itself be a source of long-term stress, and it will 

also affect the opportunities to deal with stressful and 

difficult situations. 

2. Methods 

2.1. Study Setting 

The study was undertaken in four health facilities in the 

North West Region of Cameroon. Participants were from 

rural settings (Azire Integrated Health Center, Nkwen Rural 

Health Center) and urban settings (Nkwen Baptist Health 

Center and Bamenda District Hospital). The North West 

Region of Cameroon is well known for its scenic hilly 

locations, cold climate and rugged relief, which render 

communication difficult. Facilities included public district 

hospitals and primary health centres; private health care 

facility (mission health centre). Inhabitants in the targeted 

communities were mostly English and Pidgin English 

speakers with the major source of income being subsistence 
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farming. 

2.2. Data Collection Methods 

This is a quantitative study based on exit pool interviews. 

Interviews were conducted in the English and Pidgin English 

languages depending on which language the participant was 

more comfortable. The interviews were carried out by trained 

data collectors. The data collection took place from August 

2019 until October 2019. Prior to data collection, a pilot 

study was done in a different health facility reaching 40 

participants. This pilot study permitted the research team to 

correct the data collection tools and also correct the phrasing 

in the questionnaires to be better understood. 

2.3. Study Participants 

Study participants were recruited from patients and care 

givers seeking health care services in the targeted health 

facilities. The minimum sample size for the number of 

patients who were interviewed was calculated using the 

Leslie and Kish formula for descriptive studies. [15] 

N=P (1-P) Z2/D2 

Where N is the minimum sample size needed 

D is the level of error that can be tolerated (0.05 chance of 

error) and CI 95% 

P is the estimated prevalence rate (50%). 

Z is the standard variation corresponding to confidence 

level. At confidence level of 95%, Z=2 

N=0.5 (1-0.5) 22/0.052 

N=400 

To allow for a non-response rate of 10% (40 respondents), 

the sample size was increased by 40 to make 440 respondents. 

The sample size was consistent and realizable when 

compared with the target population. 

2.4. Ethical Considerations 

Ethical approval for the study was obtained from the 

Cameroon Baptist Convention Health Board Institutional 

Review Board while administrative clearance was obtained 

from the North West Regional Delegation for Public Health. 

All participants gave their informed consent before 

participating in the study, and their anonymity, privacy and 

confidentiality was respected. A written consent was 

obtained from each participant of the study. 

2.5. Data Management and Analysis 

Data from exit pool was coded and fed into Statistical 

Package for Social Sciences (SPSS) soft-ware, for analysis. 

Descriptive statistical analysis was used to summarize 

information and explore the data for the distribution of 

responses. Microsoft excel spread sheet was used to provide 

means, frequency and drawing various charts. Inferential 

statistics of Chi square and Wilcoxon were used to test 

association between variables as appropriate. 

3. Results 

Table 1. Comparison of participant’s socio demographic variables. 

Variable 
 

Urban (n=318) Rural (n=112) Together (n=430) 

n % n % n % 

Sex 
       

 
Male 105 33,0% 16 14,3% 121 28,1% 

 
Female 213 67,0% 96 85,7% 309 71,9% 

Age group 
       

 
20 – 30 30 9,4% 12 10,7% 42 9,8% 

 
31 – 40 133 41,8% 66 58,9% 199 46,3% 

 
41 – 50 110 34,6% 21 18,8% 131 30,5% 

 
More than 50 45 14,2% 13 11,6% 58 13,5% 

Marital status 
      

 
Married 156 49,1% 61 54,5% 217 50,5% 

 
Divorced 2 0,6% 0 0,0% 2 0,5% 

 
Widowed 13 4,1% 2 1,8% 15 3,5% 

 
Single 143 45,0% 47 42,0% 190 44,2% 

 
Free union 4 1,3% 2 1,8% 6 1,4% 

Level of education 
      

 
No School 9 2,8% 2 1,8% 11 2,6% 

 
Primary School 62 19,5% 15 13,4% 77 17,9% 

 
Secondary School 60 18,9% 24 21,4% 84 19,5% 

 
High School 56 17,6% 22 19,6% 78 18,1% 

 
Studied a trade 15 4,7% 3 2,7% 18 4,2% 

 
University 116 36,5% 46 41,1% 162 37,7% 

Work Situation 
      

 
Unemployed not seeking for work 66 20,8% 24 21,4% 90 20,9% 

 
Unemployed and seeking for work 54 17,0% 43 38,4% 97 22,6% 

 
Part time work 83 26,1% 23 20,5% 106 24,7% 

 
Full time work 115 36,2% 22 19,6% 137 31,9% 

Monthly income 
      

 
No regular income 122 38,4% 74 66,1% 196 45,6% 
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Variable 
 

Urban (n=318) Rural (n=112) Together (n=430) 

n % n % n % 

 
Less than 50,000 Frs 83 26,1% 17 15,2% 100 23,3% 

 
50,000 - 100,000 Frs 54 17,0% 7 6,3% 61 14,2% 

 
100,000 - 150,000 Frs 21 6,6% 6 5,4% 27 6,3% 

 
150,000 - 200,000 Frs 22 6,9% 5 4,5% 27 6,3% 

 
200,000 - 300,000 Frs 13 4,1% 2 1,8% 15 3,5% 

 
Above 300,000 Frs 3 0,9% 1 0,9% 4 0,9% 

 

 

Figure 1. Housing situation of participants (n=430). 

Housing is one of the main social determinants of health. 

This factor determines the social status of people and people 

who own a house, are up on the social status. The study 

found that only 20.2% of participants owned a house while 

49.8% of participants stayed with a friend or family member. 

The study also found that 30% or participants stayed in a 

rented house. This finding show that most of the population 

lived in relative poverty. 

 

Figure 2. Confidence in Education (n=430). 

Figure 2 above shows how confident participants are with 

respect to the education in the community. Amongst the 

participants 22.8% of participants do not have confidence in 

the education they received while 4.2% had extreme 

confidence. 

 

Figure 3. Displacements from home and reasons for displacements (n=430). 

Displacements were one of the social factors evaluated. 

The study found that 32.6% of participants were displaced 

from their homes while 67.4% were not displaced. Of the 

displacements, 25.6% were displaced due to war and 1.9% 

were displaced due to poverty. There is a war going on in the 

community where this study was done and this factor came 

out during data collection. 

 

Figure 4. Physical and emotional safety (n=430). 

Emotional safety contributes in depression which is a 

social factor linked to how healthy a community can be. It 
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was discovered that 33.3% or participants feel unsafe where 

they currently live while 41.2% feel physically and 

emotionally safe. Also, 17.4% of participants could not say if 

they are safe or unsafe. 

 

Figure 5. Afraid of partner (n=430). 

The study findings showed that 14% of participants are 

afraid of their partners while 68.8% are not afraid of their 

partners. It was also discovered that 4.9% are unsure and 

12.3% of participants do not have partners. 

4. Discussions 

In this study, 443 participants were interviewed in four 

health facilities. Questionnaires where participants refused to 

continue were deleted; they represented 13 (2.9%) of the 

participants. The final number of participants with complete 

information on key variables was 430 (97%). Participants 

between the age bracket of 31-40 years represent the highest 

number of participants (46.3%), while only 42 (9.8%) were 

between 20-30 years of age. About half of the participants 

are married (50.5%) while 44.2% are single with 1.2% living 

in a free union. As for educational level, 17.9% of 

participants have had just primary education while 19.5% 

have had secondary education. The findings showed that 20.9% 

of participants were unemployed but not seeking for work 

while 22.6% were unemployed and seeking for work giving 

an unemployment rate of 43.5%. These results show that the 

population is living in poverty with a high under 

scholarization and high unemployment rates. 

The study showed that a majority of people living in the 

North West Region of Cameroon live in a vicious cycle of 

poverty. People have low incomes which intern make them 

not to have the means of educating themselves and their 

children. The study also showed that participants do not have 

confidence in the education they receive. Because of low 

education levels it makes it difficult for people to have decent 

jobs and thus lower standards of living. All this factors 

contribute in determining the health status of patients. This 

also led to health inequalities and health disparities. The 

study also showed that people who are more in need of health 

services do not have access to health care services. These 

findings have also been reported by Kunst and Mackenbach 

who reported that occupation determines people’s place in 

the societal hierarchy and not just because it indicates 

exposure to specific occupational risk [11]. Occupation 

(parental or own adult) is strongly related to income and, 

therefore, the association with health may be one of a direct 

relation between material resources, the monetary and other 

tangible rewards for work that determines material living 

standards and health. 

The social exclusion of the poor from society has been 

demonstrated across history whereby technological and 

industrial advances has made it possible for the more 

advantaged to distinct themselves from those in 

disadvantaged conditions [16, 22]. The paradigm shifts from 

primary health care to social determinants of health in recent 

years have shifted health care service delivery from provision 

of essential medical service to consider a broader health 

policy framework which considers involving other sectors 

and stakeholders like municipal authorities and non-state 

actors. The findings of this research are also consistent with 

the findings from other studies across the world as 

highlighted in the introduction. This has highlighted a multi-

dimensional nature of poverty and the impact it has on health 

inequalities and disparities amongst populations of the North 

West Region of Cameroon. 

Though there has been increasing attention to the subject 

of inequalities in health and its impact on health outcome, 

there still exist huge differences in health amongst and within 

Countries [19, 5]. In this study it was discovered that a great 

proportion of the population had difficulties seeking health 

care. Participants had difficulties going to health facilities 

others had difficulties paying their hospital bills. The study 

also found that people spend much time going to health 

facilities with some spending more than 1 hour to go to the 

health facilities. 

Though it has been demonstrated that health disparity is a 

universal problem, the level to which socio demographic 

factors influence health varies from country to country and 

within social groups of the same country. A study of 22 

European countries demonstrated that differences in 

mortality among those with the least versus the most 

education varied substantially across counties [20, 23]. From 

these study findings there is compelling evidence to be 

concerned about such health inequalities. The persistence of 

health inequalities based on social status raises moral 

concerns, offending many people's basic notion of fairness 

and justice when it comes to health and health outcomes. 

The WHO recognizes social and health equity as a priority 

for good health outcomes. This has been reflected by the 

formation of the Commission on Social Determinants of 

Health in 2005. As stated by Marmot, This commission puts 

together and summarizes evidence worldwide on social 

determinants of health and recommends actions that address 

health inequities [21]. 
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5. Conclusion 

The study has examined the social determinants of health 

amongst populations of the North West Region of Cameroon. 

It is important that policy makers in Cameroon assess closely 

these socio economic factors which determine the health 

status of populations and contribute in health disparities in a 

bit to design policies that can remedy and promote increased 

access and patronage of healthcare facilities. The success in 

implementing any plan or solution towards a change in health 

disparities requires the full engagement and participation of 

the beneficiaries of such interventions from the onset through 

to the implementation and monitoring of the program. This 

intervention should have as objective the improvement of 

social standards of populations. 

The findings of this study have implications for policy makers 

in Cameroon. The study findings have shown that there is an 

association between the social determinants of health and health 

outcomes. It is therefore important that when designing health 

policies particularly policies around health promotion, social 

determinants of health and health inequalities should be at the 

center stage. Politicians and those developing health policies at 

the ministry of health should understand these findings and use 

them to inform regional and national health policies. 

6. Limitations of This Study 

There is the need to further use a larger dataset to explore 

the effectiveness and progress towards health equity related 

to social determinants of health in Cameroon. 

7. Recommendations 

Based on the findings from this study, we recommend that: 

i. The study be extended to other parts of the country to 

understand the social determinants of health covering 

the whole Country. 

ii. More advance study using qualitative means to 

understand social determinants of health in Cameroon. 

iii. Policy makers in Cameroon assess closely the social 

determinants of health in a bit to design policies that can 

remedy and promote increased access and patronage of 

healthcare services. 
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