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I wish to humbly welcome all of you to this my inaugural lecture being the
86™ Inaugural lecture of the University of Nigeria and the 12™ in the series of
inaugural lectures delivered by my predecessors in the College of Medicine
and 2™ in the department of Community Medicine.

Preamble

The Millennium Development Goals (MDGs) are eight international
developmentgoals that were established following the Millennium Summit of
the United Nations in 2000 that adopted the United Nations Millennium
Declaration. All 189 United Nations member states at the time (there are 193
currently) and at least 23 international organizations committed to help
achieve the Goals by 2015. There are eight goals with 21 targets, and a series
of measurable health indicators and economic indicators for each target. As of
2013, global progress towards the goals was uneven. With less than one year
to go, some countries achieved many goals, while others including Nigeria are
not on track to realize many of the health related goals.

The limitation in progress of MDGs has been linked with failure to address
theSocial Determinants of Health (SDH). These are the economic and social
conditions — and their distribution among the population — that influence
individual and group differences in health status. They are risk factors found
in one's living and working conditions (such as the distribution of income,
wealth, influence, and power), rather than individual factors (such as
behavioural risk factors or genetics) that influence the risk for a disease, or
vulnerability to disease or injury. According to some viewpoints, these
distributions of social determinants are shaped by public policies that reflect
the influence of prevailing political ideologies of those governing a
jurisdiction. The World Health Organization says that “This unequal
distribution of health-damaging experiences is not in any sense a ‘natural’
phenomenon but is the result of a toxic combination of poor social policies,
unfair economic arrangements where the already well-off and healthy become
even richer and the poor who are already more likely to be ill become even
poorer, and bad politics.”

Therefore, to accelerate the achievements of MDGs and prepare for the post-
MDGs agenda, we need actions on SDH. One main solution is to include
Health in All Policies (HiAP). HiAPS is "an approach to public policies that
aims to include health considerations in policy making across different sectors
that influence health, such as Agriculture, Education, Housing, Transportation,
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Financing, Public safety etc.It is built on the rationale that health is
determined by multiple factors outside the direct control of the health care
sector, such as conditions where people live, work, and play. Decisions made
in other sectors can either positively or negatively affect the determinants of
health.

In addition, poorly functioning health infrastructure, inadequate numbersof
health workers, slow adoption of evidence-based health policies and
insufficient focus on quality of care are holding back progress in many
countries.Therefore, taking a social determinants approach requires
coordination and alignment among different sectors and different stakeholders
at national and sub-national levels. The health sector should take the lead on
this by ensuring strong leadership, policy coherence and community
participation.

This lecture therefore explores the achievements of the MDGs in Nigeria and
elsewhere and presents evidence of SDH produced by Professor Benjamin
Uzochukwu and his research colleagues over the past decade and half. It
depicts clearly how addressing these SDH and mainstreaming health in all
policies and sectors is a way to accelerating the achievements of the MDGs in
the post 2015 agenda. My future research agenda by the Grace of God will be
focused on health policy and systems research and anchored on both
operational and implementation research to addressing the social determinants
of health and health in all Policies in the post 2015 agenda of sustainable
development goals.

SECTION ONE: INTRODUCTION

1. THE MILLENNIUM DEVELOPMENT GOALS (MDGS).

1.1. Definition and History
At the turn of the century in 2000, World leaders came together at the United
Nations and agreed on a bold vision and established concrete targets for
improving the lives of those threatened by disease and hunger through the
Millennium Development Goals (MDGs). This was “The World’s Biggest
Promise”. It pledged to uphold the principles of human dignity, equality and
equity, and free the world from extreme poverty. It was endorsed by leaders
from 189 countries at that time and at least 23 international organizations
with baseline of 1990 and endline of 2015. They are:

1. Eradicate extreme poverty and hunger
2. Achieve universal primary education
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Promote gender equality and empower women
Reduce child mortality

Improve maternal health

Combat HIV/AIDS, malaria and other diseases
Ensure environmental sustainability

Develop a global partnership for development
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Although several of these goals and their targets have important health
componentsmostnotably Goal 1, three of the goals and their targets are
directly health related namely:

MDG4: Reduce child mortality
Target: - reduce under-five mortality by two-thirds between 1990 and 2015

MDGS: Improve maternal health
Targets: 1) reduce by three quartersbetween 1990 and 2015, the maternal
mortality ratio

i1) Achieve by 2015, the universal access to reproductive health

MDG6: Spread of HIV/AIDS, TB and malaria to be have been halted and
begun to be
reversed by 2015.
Targets: 1) Have halted, by 2015, and begun to reverse the spread of
HIV/AIDS

ii) Achieve, by 2010, universal access to treatment for HIV/AIDS for
all those who need it

iii) Have halted, by 2015, and begun to reverse the incidence of
malaria and other major disease

According to the United Nations’ Secretary General Ban Ki Moon, if the
MDGs are achieved in 2015, more than 500 million people will be lifted out
of extreme poverty; more than 300 million will no longer suffer from hunger;
there will be dramatic progress in child health: rather than die before reaching
their fifth birthdays, 30 million children will be saved; lives of more than 2
million mothers will be saved.



At its inception, there was wide support garnered by the MDGs and this
signalled the emergence of a new, relatively more consensual climate in
international health and development, moving beyond some of the
polarizations of the 1990s and creating a foundation for more collaborative
partnership work among diverse actors.

According to Drager & Vieira, 2002, “A shared interest has emerged in
maximizing the real benefits of global processes while at the same time
acknowledging the harm they can cause, in particular to vulnerable groups,
and instituting policies to limit these negative effects and achieve a more
equitable distribution of costs and benefits”

1.2. The Global MDG score cards.

Over the past decade, important progress across all goals have been made in
many low and middle income countries with some targets already having been
met well ahead of the 2015 deadline. Health progress has also been made.
There has been decline in child and maternal mortality rates in many
countries, and demonstrable progress has been made in the fight against
HIV/AIDS, tuberculosis and malaria. However, it is certain that many
countries will not meet the MDG targets and therefore much remains to be
done beyond 2015, particularly in sub-Saharan Africa (SSA) and South Asia,
and in countries affected by conflict.

In general, according to the 2014 MDG Report, global poverty has been
halved five years ahead of the 2015 timeframe. Ninety per cent of children in
developing regions now enjoy primary education, and disparities between
boys and girls in enrolment have narrowed. Remarkable gains have also been
made in the fight against malaria and tuberculosis, along with improvements
in all health indicators. The likelihood of a child dying before the age of five
years has been nearly cut in half over the last two decades. That means that
about 17,000 children are saved every day. The target of halving the
proportion of people who lack access to improved sources of water was also
met.

a. The world has reduced extreme poverty by half
In 1990, almost half of the population in developing regions lived on less than
$1.25 a day. This rate dropped to 22 per cent by 2010, reducing the number of
people living in extreme poverty by 700 million. The overwhelming majority
of people living on less than $1.25 a day belong to two regions: Southern Asia
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and SSA. In 2010, nearly two thirds of the extreme poor lived in India, China,
Nigeria, Bangladesh and Democratic Republic of Congo. One third of the
world’s 1.2 billion extreme poor lived in India alone. Despite much progress
in poverty reduction, China still ranked second, and was home to about 13 per
cent of the global extremepoor. Nigeria was home to 9 per cent, Bangladesh
5 per cent and the Democratic Republic of the Congo 5 per cent.

Indeed, much of the progress made on poverty and hunger reduction has been
made in a few large countries. More than 1 billion people still live in extreme
poverty as they continue to face serious deprivations of basic human needs,
including food, safe drinking water, sanitation facilities, health services,
shelter, and education, with progress hampered by deep inequalities linked to
income, gender, ethnicity, disability, location and age. The global economic
downturn and increasing conflicts of recent years have worsened poverty and
inequality, while climate change threatens to reverse achievements and
undermine future gains.

b. Efforts in the fight against malaria and tuberculosis have shown
results
Between 2000 and 2012, an estimated 3.3 million deaths from malaria were
averted due to the substantial expansion of malaria interventions. About 90 per
cent of the averted deaths—3 million—were children under the age of five
living in SSA. The intensive efforts to fight tuberculosis have saved an
estimated 22 million lives worldwide since 1995.

c. Access to an improved drinking water source
The target of halving the proportion of people without access to an improved
drinking water source was achieved in 2010. In 2012, 89 per cent of the
world’s population had access to an improved source, up from 76 per cent in
1990. Over 2.3 billion people gained access to an improved source of drinking
water between 1990 and 2012.

d. Disparities in primary school enrolment between boys and girls are
being eliminated in all developing regions
Substantial gains have been made towards reaching gender parity in school
enrolment at all levels of education in all developing regions. By 2012, all
developing regions had achieved, or were close to achieving, gender parity in
primary education.



e. Chronic undernutrition among young children has declined
In 2012, a quarter of all children under the age of five years were estimated to
be stunted—having inadequate height for their age. This represents a
significant decline since 1990 when 40 per cent of young children were
stunted. However, about 162 million young children are still suffering from
chronic undernutrition.

f- Child mortality has been almost halved
Worldwide, the mortality rate for children under age five dropped almost 50
per cent, from 90 deaths per 1,000 live births in 1990 to 48 in 2012.

g Maternal mortality
Globally, the maternal mortality ratio dropped by 45 per cent between 1990
and 2013, from 380 to 210 deaths per 100,000 live births. Worldwide, almost
300,000 women died in 2013 from causes related to pregnancy and childbirth
and these deaths were mostly preventable.

h. Access to Antiretroviral therapy
Access to antiretroviral therapy (ART) for HIV-infected people has been
increasing dramatically, with a total of 9.5 million people in developing
regions receiving treatment in 2012. ART has saved 6.6 million lives since
1995. Expanding its coverage can save many more.

i. Access to improved sanitation
Over a quarter of the world’s population has gained access to improved
sanitation since 1990. Between 1990 and 2012, almost 2 billion people gained
access to an improved sanitation facility. However, in 2012, 2.5 billion people
did not use an improved sanitation facility and 1 billion people still resorted to
open defecation, which poses a huge risk to communities that are poor and
vulnerable already.

j.  Primary school attendance
Ninety per cent of children in developing regions are attending primary school
as the school enrolment rate in primary education in developing regions
increased from 83 per cent to 90 per cent between 2000 and 2012. Most of the
gains were achieved by 2007, after which progress stagnated. In 2012 alone,
58 million children were out of school.

1.3. The Nigerian MDG score cards.



Over the past decade substantial progress has been made in many of the
MDG goals in Nigeria. We have had some progress in the issue of
maternal healthcare, improved maternal healthcare; had improved
statistics on infant mortality, the number of out-of-school children has
reduced substantially through some of the other policies like the
Universal Basic Education (UBE). There is progress in sanitation
issues; more communities have access to drinking water, and more
access routes and infrastructure in place.

Nigerian MDG Results:
Goal 1. Eradicate | The recent growth in agricultural sector in
Extreme Poverty and | particular has led to improvement of
Hunger nutrition but has not resulted in sufficient
employment or a noticeable poverty
reduction (NBS, 2013, UNDP, 2013).

37% of children under age 5 are
considered to be short for their age or
stunted, while 21% are severely stunted.
The proportion of children who are
stunted has been decreasing over the
years. However, the extent of wasting has
worsened, indicating a more recent
nutritional deficiency among children in
the country (NPC, NDHS 2013).

The proportion of people living on less
than $1.25 a day is 70%

Goal 2. Achieve Universal | 9 out of 10 eligible children are now in
Primary Education school as a result of UBE Programme
interventions and enrolment in private
schools (NBS), 2013). However,
disadvantaged groups are still excluded
and the quality of education remains
poor.




Goal 3. Promote Gender
Equality and Empower
Women

Improvements: For every 9 boys in
school, there are 9 girls, but female
economic and political empowerment
remains elusive (NBS, 2013).

Goal 4. Reduce child
mortality

Reduction in infant mortality rate, from
100 deaths/ 1,000 LB in 2003 to 69
deaths/1,000 LB in 2013(NPC, NDHS
2013).Target is 30 deaths/1000 live
births

Reduction in U5 mortality rate, from 201
deaths/ 1,000 LB in 2003 to 128
deaths/1,000 LB in 2013 (NPC, NDHS
2013).Target is 64 deaths/1000 live
births

Measles immunization coverage by 12
months increased from 31.4% in 2003 to
49.2% in 2011 and 42% in 2013 (NBS,
2013; (NPC, NDHS 2013).Target is 95%
Fully immunized children: Increased from
13% in 2003 to 25% in 2013 (NPC, NDHS
2013). Target is 95% by 2015

Goal 5. Improve
maternal health

Slow progress: maternal mortality fell
from 800 deaths per 100,000 births in
2003 to 545 deaths per 100,000 births in
2008(NPC, NDHS 2008).

The proportion of births attended by
skilled health personnel increased slightly
from 36 % in 2003 to 38% in 2013 (NPC,
NDHS 2013). Target is 85% by 2015.

Contraceptive Prevalence Rate increased
from 8% in 2003 to 15% in 2008 and 17%
in 2013(NPC, NDHS 2013).

Goal 6. Combat
HIV/AIDS, malaria and
other diseases

HIV/AIDS prevalence dropped from 5% in
2001 to under 4% in 2008.
However, there has been sudden rise in




HIV prevalence or State HIV prevalence >
national HIV prevalence of 4.1% in 21
States (FMOH, JAR Report, 2012).
Population accessing ARV drugs increased
from 16.7% in 2007 to 34.4% in 2010.
However, Nigeria still has the second
highest burden of HIV in the world after
South Africa representing 9.0% of the
global burden of infection (UNDP, 2014).

Malaria prevalence (<5yrs) —28% & 50% -
(marked regional variation, different
estimates)

Proportion of children under-5 sleeping
under ITN increased from 2.2% in 2003 to
16.4% in 2011 and 29% in 2013(NPC,
NDHS 2013).

Proportion of pregnant women sleeping
under ITN was 30% in 2013 (NPC, NDHS
2013).

TB case detection rate — 43%(FMOH, JAR
Report, 2012).

Goal 7.
environmental
sustainability

Ensure

Access to safe water and sanitation has
not improved significantly and other
environmental challenges, such as
erosion, coastal flooding and climate
change, are growing (UNDP, 2010).

Goal 8. Develop a global

partnership
development

for

The benefits of debt relief have not been
matched by an increase in aid. Trade and
access to markets remain unequal (UNDP,
2010).
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Despite all the achievements, Nigeria continues to lose shocking numbers of
children before their fifth birthdays as well as thousands of mothers who die
unnecessarily during childbirth. The fear is therefore being entertained even in
Civil Society Organizations’ circles that Nigeria will not be able to attain the
MDGs. For example, according to the Secretary of the Commonwealth Local
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Government Forum (CLGF) “Nigeria is off track in the attainment of the
Millennium Development Goals (MDGs) by 2015 deadline many of which
happen at the local level and must be mindful of the need for better
integration between levels of government, mainstreaming support within
budgets, and improving transparency and accountability” (Wright 2014).

1.4. How can we accelerate these achievements of MDGs and prepare

for the Post -MDG Health Agenda?

Continued progress towards the MDGs in the remaining year is essential to
provide a solid foundation for the post-2015 development agenda. Therefore
to accelerate the achievement and position for the post MDG agenda, a more
integrated approach, looking beyond health to address other issues are
essential. Three key approaches are:

1. Addressing Sustainable Development Goals (SDGs) Post MDGs

2. Addressing action on the Social Determinants of Health (SDH)

3. Mainstreaming Health in All Policies (HiAP)
SECTION TWO: SUSTAINABLE DEVELOPMENT GOALS
(THE POST MDG AGENDA)

2.1. Definition

As the 2015 deadline for the MDGs approaches, the international community
has started to work on a new development framework to accelerate their
achievement called sustainable development goals. These are Goals that
address and incorporate all three dimensions of sustainable development —
economic, social, and environmental — to guide the United Nations
development agenda beyond 2015. Sustainable Development Goals (SDGs)
are action- oriented, global in nature and universally applicable to all
countries, while taking intoaccount different national realities, capacities and
levels of development and respecting national policies and priorities. They
integrate economic, social and environmental aspects and recognize their inter
linkages in achieving sustainable development in all its dimensions. At
present there are 16 topic areas / overarching goals, more than 140 targets so
far. There is one standalone health goal: ensure healthy lives at all ages,
multiple sub-goals (>20 targets), baseline 2015 and endline 2030. The Goals
are:

1. End poverty in all its forms everywhere
2. End hunger and improve nutrition for all through sustainable
agriculture and improved food systems
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3. Ensure Healthy life at all ages for all

4. Provide quality education and life-long learning for all

5. Attain gender equality and women’s empowerment everywhere

6. Provide water and sanitation for a sustainable world

7. Ensure access to affordable, sustainable, and reliable modern energy
for all

8. Promote sustainable, inclusive and sustained economic growth and
decent jobs for all

9. Promote sustainable industrialization and equality among nations

10. Build inclusive, safe and sustainable cities and human settlements
11. Promote sustainable consumption and production patterns

12. Take urgent and significant action to mitigate and adapt to climate
change

13. Take urgent and significant actions for the conservation and
sustainable use of marine resources, oceans and seas

14. Protect and restore terrestrial ecosystems and halt all biodiversity
loss

15. Strengthen global partnership for sustainable development

16. Peaceful and inclusive societies, rule of law and capable institutions

2.2.SDGs Health Sub-Goals

Overarching Health Goal: Ensure healthy lives and universal health
coverage at all ages

Sub-Goals:

1. Achieve the health-related MDGs

2. Address the burden of non-communicable diseases, injuries and mental
disorders

3. Achieve Universal Health Coverage including financial risk protection

4. Address the social and environmental determinants of health

SUB-GOAL 1: Achieve the MDGs for child and maternal health,
and for major communicable diseases (Similar to MDGs 4 to 6)

Targets for 2030 (except where
stated, baseline 2015)

End preventable child under-5 mortality below 20/1000
deaths live births in all countries by 2035;




neonatal mortality below 10/1000

End preventable maternal
deaths

Maternal mortality ratio below
50/100,000 by 2035

End the epidemics of
HIV/AIDS, tuberculosis,
malaria and other
communicable diseases

Reduce new HIV infections by 75%
and eliminate new infections among
children (<1% MTCT)

Reduce TB incidence rate by 80%
and number of TB deaths by 90%
Reduce malaria incidence and death
rates by 75% by 2025; eliminate
malaria from 20 countries;

80% coverage of NTD interventions;
reduce viral hepatitis
incidence/mortality)

SUB-GOAL 2: Address the burden of noncommunicable diseases,

injuries and mental illness

Targets for
2030
Reduce premature deaths from | Reduce mortality from
non-communicable diseases cardiovascular  diseases, cancer,
diabetes, or chronic respiratory

disease between ages 30 and 70 by
one-third

Reduce deaths and disabilities
from injuries and mental
disorders

Reduce road traffic deaths by 50%
(others to be set)

SUB-GOAL 3: Achieve Universal

financial risk protection

Health Coverage including

Targets for 2030

Financial risk protection

Zero impoverishment due to health
expenses; zero catastrophic out of
pocket expenses

Universal coverage of quality
health services

At least 80% coverage of services in
all population groups:
-promotion/prevention:
immunization, antenatal care, family

13



planning; sexual and reproductive
health services; non-use of tobacco;
safe water and sanitation;
insecticide-treated nets
-treatment/rehabilitation/palliation:
skilled birth attendance; prevention,
detection and treatment of HIV, TB,
malaria, NTDs, viral hepatitis;
treatment of hypertension, diabetes
and severe mental disorders;
assistive devices for persons with
disabilities; palliative care; access to
basic technologies and essential
medicines

SUB-GOAL 4: Address the social and environmental determinants

of health

Targets for 2030

Reduce exposure to
environmental risk factors

To be set (improved water sources,
adequate sanitation; household use
of modern fuels for
cooking/heating/lighting; improved
indoor air quality; cities with lower
mean PM 2.5)

Improve
nutrition

Reduce child stunting by 50%,
reduce child wasting to 5% , reduce
anaemia in women of reproductive
age by 60%, low birth weight by
30%; reduce child overweight by
25%; at least 50% exclusive
breastfeeding 0-5 months

Promote health security

To be set (implementation of
International Health Regulations)

SECTION THREE: ADDRESSING ACTION ON THE SOCIAL

DETERMINANTS OF HEALTH (SDH)

14
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3.1. Preamble

The limitation in progress of MDGs has been linked to in part to a failure to
reach the most vulnerable populations (as advances in national indicators for
the MDGs often mask increasing inequities within countries) and the failure
to address the social, economic and environmental determinants of health
and not just the proximal causes of illness and disease. For example, globally,
the National TB programmes have succeeded in increasing access to
treatment, yet the rate of reduction in the incidence of the disease remains
slow because there is no commensurate targeting of vulnerable populations
and the social and economic factors which influence access to treatment,
adequate nutrition, and social support are neglected. The global HIV/AIDS
response offers similar lessons. With the rapid scale-up of international
assistance to prevention and treatment programmes, including antiretroviral
therapy, HIV incidence and mortality have declined but this progress is not
uniform and not as fast as it could be, given the investments that have been
made.

3.2. What is social determinant of Health?

3.2.1. Definitions:
In our words- Breaking down the word:
Social: Your interactions with the external environment (your friends,
family, places, and different systems).
Determinants: Affecters or indicators... something that is determined
or influenced by...
Health: We all know what health is, but we put it in the context of
physical, social, spiritual, and mental well being.

Social determinants of healthdescribe the conditions in which people are born,
grow, live, work and age and their influence on health. These circumstances
are shaped by the distribution of money, power and resources at global,
national and local levels, which are themselves influenced by policy choices
(Commission on Social Determinant of Health 2008). They are "societal risk
conditions", rather than individual risk factors that either increase or decrease
the risk for a disease. They are mostly responsible for health inequities - the
unfair and avoidable differences in health status seen within and between
countries and encompass the social, economic, political, cultural and
environmental determinants of health. A girl born today can expect to live for
more than 80 years if she is born in Japan or Sweden — but less than 45 years
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if she is born in many African countries including Nigeria. (Commission on
Social Determinant of Health 2008). Within countries there are also dramatic
differences in health that are closely linked with degrees of social
disadvantage. Differences of this magnitude, within and between countries,
simply should not happen. Factors related to health outcomes include:

i.  How a person develops during the first few years of life (early
childhood development)
ii.  How much education a person obtains
iii.  Being able to get and keep a job and what kind of work a person
does
iv.  Having food or being able to get food (food security)
v.  Having access to health services and the quality of those
services
vi.  Housing status
vil.  Discrimination and social support
viii.  How much money a person earns

3.2.2. Perspectives of social determinants of health:

a. Literary Perspectives
Bertolt Brecht, a worker in 1938 said to a doctor: “We know what makes us
ill. When we are ill we are told that it’s you who will heal us. When we come
to you our rags are torn off us and you listen all over our naked body as to the
cause of our illness. One glance at our rags would tell you more. It is the same
cause that wears out our bodies and our clothes”

b. Academic Perspectives
“It is one of the greatest of contemporary social injustices, that people who
live in the most disadvantaged circumstances have more illnesses, more
disability and shorter lives than those who are more affluent” (Benzeval et al.
1995)

¢. International perspectives
The social conditions in which people live and work can help create or destroy
their health. Poverty, food insecurity, social exclusion and discrimination,
poor housing, unhealthy early childhood conditions and low occupational
status are important determinants of most diseases, deaths and health
inequalities between and within countries
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The need to make a clear link between broad social and economic inequalities
and disparities in the coverage of health interventions has been championed
by the Social Determinants of Health movement (Marmot 2010; Lee 2011).
Common SDH include: daily living conditions: healthy physical environment,
fair employment and decent work, social protection and access to health care
(maldistribution of health care — not delivering care to those who need it
most). Poverty, social exclusion, poor housing and poor health systems are
among the main social causes of ill health.

3.3. Structural determinants of health inequity.
In the Commission on Social Determinants of Health (CSDH) framework, the
structural mechanisms are those that interplay between context and socio-
economic position: generating and reinforcing class divisions that define
individual socioeconomic position within hierarchies of power, prestige and
access to resources. “Context” is broadly defined to include all social and
political mechanisms that generate, configure and maintain social hierarchies,
including: the labour market; the educational system political institutions and
other cultural and societal values. Among the contextual factors that most
powerfully affect health are the welfare states and its redistributive policies
(or the absence of such policies). Structural mechanisms are rooted in the key
institutions and policies of the socioeconomic and political context. The most
important structural stratifiers and the proxy indicators include:

1. Income and Social Class

2. Education

3. Occupation

4. Gender

5. Race/ethnicity.
Together, context, structural mechanisms and the resultant socioeconomic
position of individuals are “structural determinants” and in effect it is these
determinants we refer to as the “social determinants of health inequities.”

In the highly published Titanic accident, the highest proportions of women
and children who died were in the 3™ class areas and very few were in the first
class areas as shown in the figure 1 below.
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Figure 1: Mortality at Titanic

3.4. Intermediary determinants of health The
underlying social determinants of health inequities operate through a set of
intermediary determinants of health to shape health outcomes. The main
categories of intermediary determinants of health are: material circumstances;
psychosocial circumstances; behavioural and/or biological factors; and the
health system itself as a social determinant. Material circumstances include
factors such as housing and neighbourhood quality, consumption potential
(e.g. the financial means to buy healthy food, clothing, etc.), and the physical
environment including climate change. Psychosocial circumstances include
psychosocial stressors, stressful living circumstances and relationships, and
social support and coping mechanisms (or the lack thereof). Behavioural and
biological factors include nutrition, physical activity, tobacco and alcohol
consumption, which are distributed differently among different social groups.
Biological factors also include genetic factors. When referring to the more
downstream factors, we use the term ‘intermediary determinants of health’

3.5. Linking social determinants of health and health equity

3.5.1. What are health inequities or inequalities?

Health inequality is defined as the difference in health outcomes
between different population groups, including socioeconomic groups
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(Mackenbach et al. 2007), i.e. the structural and systematic differences
in health status between social groups (Exworthy et al. 2003). ‘Health
inequities’ as measured by unfair ‘inequalities in opportunities’ are
closely linked to the social determinants of health. Social and economic
conditions and their effects on people’s lives determine their risk of
illness and the actions taken to prevent them becoming ill or treat
illness when it occurs.

According to CSDH, health inequalities could not be explained by access to
health services, or by income poverty alone but are more related to political,
economic and social forces the unfair distribution of power, money and
resources (Epstein D et al. 2009). In the words of UN Secretary General,
‘Although some of the inequities in health outcomes are due to differences in
accessto health services, the majority are attributable to the conditions in
which people areborn, grow, live, work, and age. In turn, poor and unequal
living conditions are largelythe vesult of poor social policies and
programmes, unfair economic arrangements, and politics driven by narrow
interests.” (Moon, Ban Ki 2009).

Reducing inequalities was not a key element in the health-related MDGs but it
is an important focus of the post-2015 agenda. This involves studying how
inequalities change, how they relate to policies and health systems, and how
they relate to global processes, such as conflict or economic growth or
recession (Kawachi et al. 2010).

According to a new report, Countdown to 2015, despite the achievements
made in the MDGs, substantial inequities persist in most of the 75 countdown
countries including Zimbabwe, Nigeria, China, Mexico, Morocco, Egypt,
Malawi, Cambodia, Brazil, Peru, Bangladesh, Liberia, Senegal, Uganda,
Ethiopia, South Africa, Zambia, and Mozambique. In virtually every
countdown country including Nigeria, the wealthy receive far higher coverage
of key interventions than the poor.In Nigeria for example, as shown in figure
2, the wide bars show Nigeria’s highly inequitable coverage for many
coverage indicators except for insecticide treated nets (ITN) use among
children under 5 years and early initiation of breast feeding. In the figure,
coverage levels are shown for the poorest 20% (red circles) and the richest
20% (Orange circles). The longer the line between the two groups the greater
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the inequality. This is in contrast to Malawi (figure 3) where the narrow bars
show Malawi’s quite equitable coverage for many coverage indicators.

(www.countdown2015mnch.org).
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Figure 2: Socioeconomic inequities in coverage of key health interventions in
Nigeria
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Figure 3: Socioeconomic inequities in coverage of key health interventions in
Malawi

3.6. Key Social Determinants of Health

3.6.1. The Health Systems as a Social Determinant of Health

Health-care systems are an important social determinantof health as poorly
performing health systems can be a major barrier to health care. Moreover,
there are high levels of inequalities in the distribution of health services,
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access to health services and the burden of ill health, according to
socioeconomic status, geographical location, gender and age, including an
unfair burden of out-of-pocket expenses and a high proportion of catastrophic
household spending on health. A well-performing health system can help to
increase equity in health care access, improve health outcomes and improve
health equity. To improve performance of health systems in many low- and
middle-income countries in order to achieve universal access to health care
based on affordability and availability of services requires continuous support
and concerted efforts from several actors, including international
organizations, governments, civil society organizations and academia.
Moreover, health systems should address the social determinants of health,
and universal health coverage should include aspects of social determinants of
health.

Some potential key actions to be taken to ameliorate these include:

1. Strengthened focus on primary health careincluding adequate
funding and supply of health workers trained on social
determinants of health approach.

ii.  Deliver quality health services to all people, with specific
attention to vulnerable groups, when and where they need them;
ensure increased outreach of national prepayment mechanisms
that decrease out-of-pocket expenses for health.

iii.  Establish innovative and effective policy frameworksthat allow
coordination across sectors, enable and sustain equitable health
system development, and present opportunities to engage civil
society in health system decision-making and action, especially
at the local level (CSDH, 2007).

iv.  Improve universal health coverageby building on existing
international commitments to ensure universal access to a
nationally defined set of goods and services, constituting
essential health care, including maternity care, that meets the
criteria of availability, accessibility, acceptability and quality

v.  Provide specifically designed health services and social
protection  measuresfor  socially  disadvantaged and
marginalized groups, as well as the general population,
including protecting people with chronic illnesses from income
loss.
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vi.  Improve capacity of the health sectorto identify and contribute
to addressing social determinants of health through intersectoral
action and policies.

3.6.2. Gender as a social determinant of health

Gender discrimination is “the single most widespread driver of
inequalities in today's world”, and it is one of the most important social
determinants of health, and reducing gender inequality is an important
step in improving health equity. “Gender” refers to those
characteristics of women and men which are socially constructed,
whereas “sex” designates those characteristics that are biologically
determined (WHO 2002).

Gender-biased values translate into practices and behaviour that affect
people's daily lives, aswell as key determinants of wellness and equity such as
nutrition, hygiene, acknowledgement of health problems, health-seeking
behaviour, and access to health services. For example women and girls in
some settings miss out on educational opportunities due to their household
responsibilities to collect water and wood for cooking. Therefore, gender
power relations function as a key social determinant of health and of inequity
in health. For example, gender was noted to be significantly associated with
Schistosomiasis infection in Nigeria as males were more likely to have
infection than females (Uzochukwu et al 2010a). While girls and women as
well as inter-sex and transgender people are typically more at risk of poor
health outcomes because of gendered norms, structures, behaviours and
practices, boys and men are also negatively affected by gendered norms and
behaviours.

Health effects of discrimination can be immediate and brutal (e.g. in cases of
female infanticide, or when women suffer genital mutilation, rape or gender-
based domestic violence). Disproportionately high levels of HIV infection
among young women in some SSA countries including Nigeria are fuelled by
patterns of sexual coercion, forced early marriage (UNAIDS, 2002) and
economic dependency among women and girls (CADRE 2003). Although
gender inequity in health is pervasive and persistent, it can be changed
througheffective political leadership, well designed policies and programmes,
and institutionalincentives and structures. Seven approaches that can make a
difference include:
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1. Address the essential structural dimensions of gender inequity
i1.  Challenge gender stereotypes and adopt multilevel strategies to
change the norms and practices that directly harm women's
health.
iii.  Reduce the health risks of being women or men by tackling
gendered exposures and vulnerabilities
iv.  Transform the gendered politics of health systems by improving
their awareness and handling of women's problems as both
producers and consumers of health care, improving women's
access to health care, provide effective reproductive health
services and making health systems more accountable to women
v.  Take action to make organizations at all levels function more
effectively to mainstream gender equality and equity and
empower women for health by creating supportive structures,
incentives, and accountability mechanisms
vi.  Support women's organizations which are critical to ensuring
that women have voice and agency
vii.  Take action to improve the evidence base for policies by
changing gender imbalances in both the content and the
processes of health research

3.6.3. Education as a social determinant of health

Education is a major social determinant of health (WHO 2011). It has a
critical role in improving health outcomes and reducing health inequities. For
example, there is strong evidence that mothers who are educated have better
maternal and child health outcomes. Improving the health of preschool, school
and out-of-school children will have a lasting impact on education outcomes
(reduce absenteeism from class, motivate children to attend schools and
produce better scholastic performance). Education can have a positive impact
on malaria burden and medium/long term improvement of overall literacy
rates (Dike et al. 2006). Education improves opportunities for individuals, and
promotes overall social development.

People with higher levels of educational attainment consistently experience
lower risks for a wide array of illnesses and increased life expectancy.
(Olshansky et al. 2012). They also experience improved future economic well-
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being (West and Philip, 2009). In turn, educational attainment itself is shaped
by health. For example, the health of students significantly impacts school
dropout rates, attendance, and academic performance (Jackson et al. 2011;
Chang & Romero 2008). Educating people on the seriousness of diseases will
help improve their perception of the seriousness of such diseases and so help
them avoid trivializing the health care needed in the event of such illnesses
(Uzochukwu et al. 2007)

Some key actions to deal with education as a social determinant of health
include providing quality compulsory primary and secondary education for all
children, ensuring access to information on health and improving health care
access for mothers and young children through formal educational institutions
and informal settings in communities. Governments and donors should also
invest in expanding girls’ and women’s capabilities throughinvestment in
formal and vocational education and training.

3.6.4. Poverty, Income and social status as a social determinant of health
Poverty is pronounced deprivation in well-being, and comprises many
dimensions, including low incomes and the inability to acquire the basic
goods and services necessary for survival with dignity. It encompasses low
levels of health and education, poor access to clean water and sanitation,
inadequate physical security, lack of voice, and insufficient capacity and
opportunity to better one’s life. It is commonly thought that the major reason
why countries cannot achieve improved health or social wellbeing is that they
are simply too poor: poverty traps communities into a vicious cycle of
inadequate capital to build schools and businesses, and such communities
never have enough money to fund sustainable services needed for health,
education, or other basic community infrastructure, which in turn is needed to
have healthy workers and business development that would produce
capital(United Nations 2009; Sachs & McArthur 2005). Regular income can
mean good nutrition and a healthy place to live. It can help fight disease and
early death. And a regular income helps us feel part of a strong
community.Higher income and social status are linked to better health as the
greater the gap between the richest and the poorest people, the greater the
differences in their health status.

3.6.5. Race/ethnicity as a social determinant of health
Racial/ethnic discrimination is the foundation for the proximate causes of the
social determinants of racial/ethnic disparities in health. The racial and ethnic
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disparities in health and together with differences in income, power, and
control over one’s life gives the explanation for health disparities and
inequalities. Structural racism contributes to persistent inequities. People of
colour have consistently lower incomes, less household wealth, and lower
educational achievement levels than Whites. Children living in poverty are
more likely to be Hispanic or African American (U.S. Census Bureau, 2011).
Even at equivalent income levels, people of colour in the United States
consistently experience significantly higher rates of illness and injury than
their White counterparts (California Pan-Ethnic Health Network, 2009).

3.6.6. Occupation as a social determinant of health

According to HL Mencken ‘it is an absurdity to call a country civilized in
which a decent and industrious man, laboriously mastering a trade which is
valuable and necessary to the common wealth, has no assurance that it will
sustain him while he stands ready to practice it, or keep him out of the
poorhouse when illness or age makes him idle”

Occupation is a determinant whose impact increases over the life span due to
its cumulative impact. Lower occupational status is associated with worse
health, controlling demographics, health habits and income among other
factors. Direct effects may occur through job characteristics like physical
nature of the job (e.g.manual labor) or adverse physical conditions such as
heat and noise. Occupation may affect health indirectlythrough factors such as
wages, (which ultimately will be translated into income) that arecorrelated
with occupation. Unemployment or low-paying, stressful jobs can actually
bring on illness and injury. A good job can promote better health, self-esteem
and social contacts. Poor health habits, such as smoking, drinking alcohol,
over eating/consumption of high fat and calorie foods, and lack of exercise
may be initiated or exacerbated due to peers’ influence in the occupation. In
addition, occupation confers prestige and relates to socioeconomic status,
which is thought to affect health (Marmot, Bosma et al. 1997).With a good
job, we feel we belong.

3.6.7. Housing as a social determinant of Health

Millions of people struggle every day with poor housing, overcrowding,lack
of affordability, and lack of basic services connected to their homes.
Dwellings provide adequate shelter from natural elements and hazardous
substances, allow occupants to live without fear of intrusion, provide safety,
and allow safe entry and exit. It also provides space appropriate tohousehold
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size and composition; allows access to social services, and space for activities
of daily life, and economic opportunities if well located and protect occupants
from climate change.

Poverty sodal esdusion, poor housingand poor healthsystems are arrongthe rain
sodd causesofill hesalth

Figure 4: Housing conditions in southwest Nigeria.

Housing affects all aspects of one’s development. As a social determinant of
health,housing impacts one’s health in many ways such as: whether there is
enough space forall family members to live comfortably, whether children live
in neighbourhoods where itis safe enough to play outside, and also how the
house is built and whether it has thenecessary physical conditions to ensure a
healthy environment. The pictures in figure 4 speak for itself. Furthermore,
housing is directly tied to family income. If a family is unable to pay the rent
they will not have a place to live. As stated in the Adelaide Statement on
Health in All Policies, "well-designed,accessible housing and adequate
services can successfully addressfundamental determinants of health for
disadvantaged individuals andcommunities".

3.6.8. Social determinants as major drivers of non-communicable diseases
(NCD)
Social determinants are major drivers of non-communicable diseases notably



28

diabetes, cardiovascular diseases, cancers and chronic respiratory diseases that
causes about 60% of all deaths globally(Leppo 2013).The causes and
determinants of non-communicable diseases are wide ranging and include
exposure to environmental toxins, unhealthy diets and various forms of
malnutrition, tobacco use, excess salt and alcohol consumption, and
increasingly sedentary lifestyles. These proximal drivers are, in turn, linked to
broader social conditions, such as low and insecure income, poor housing and
working conditions, inadequate transportation systems, and misguided
agricultural and education policies. Poor people, lacking education and
information, or the funds for healthier options, are more vulnerable to the
impact of NCDs than the rich and a likely to die earlier. Directly and
indirectly, NCDs will have far-reaching impacts on progress towards the
MDGs (Asia-Pacific Regional MDG Report 2011/12)

3.6.9. Climate change as a social determinant of health

Global climate change is a new threat to the well-being of humans and other
living things through impacts on ecosystem functioning, biodiversity, capital
productivity, and human health and therefore public health. There is consensus
within the scientific community that the global climate is changing and that
this change is affecting human health (Pan American Health Organization
(2007). Although poor populations and low-income countries have contributed
relatively littleto global warming emissions, they will experience a
disproportionate amount of the negativeconsequences of climate change, and
be least able to cope with the effects.

As a developing Country, Nigeria is one of the most vulnerable to the impacts
of Climate Change; the North- East and South-South Zones are said to be
most vulnerable in the Country (FMOH, 2013). The main health concerns
related to Climate Change are: injuries, disability, drowning, death, illness,
thermal and mental stress exacerbating cardiopulmonary ailments,
malnutrition from impaired crop, livestock and fisheries yields, water borne
diseases, food-borne diseases, food poisoning, vector-borne diseases from
microbial  proliferation  (malaria, dengue, salmonella infection,
Schistosomiasis), unsafe drinking water, loss of livelihoods, displacement
leading to poverty, adverse health and physical risks, airborne and respiratory
diseases.Climate change therefore poses a threat to the advances that are
currently being made by countries in achieving and maintaining their
achievements with regard to the MDGs Goals (WHO 2008). For example:
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a. Climate change, urbanisation, rural development, agriculture and
food security are intertwined determinants of population health and
health equity (WHO/CSDH, 2008).

b. When assessing early childhood development, evidence demonstrates
that deprivation of food and water as well as an unsafe environment
will interfere in the development of a child if the necessary
environmental provisions are not guaranteed. (Galvao et al. 2009)

c. Within the area of employment conditions, a key concern is the very
large informal sector, which lacks any form of social protection or
occupational health services. Thus, specific groups within populations
are vulnerable to any change in the environment, particularly migrant
workers and poor populations (Galvao et al. 2009)

d. An analysis of the health system demonstrates the risks of poor infra-
structures and illustrates how health services suffer when demand is
increased upon the service as a result of climate change such heat
waves or poor quality of water and food (Galvao et al. 2009)

Climate change is a common concern for every sector of society and
interventions addressing public health and climate change can strengthen
inter-sectoral collaboration, which is needed to tackle such a complex issue.
Thus, it should be considered a priority area when addressing social
determinants of health. There is an urgent need to highlight the public health
dangers of climate change as well as the many health benefitsassociated with
greener economic activity and lifestyles. It is also necessary to recognise and
address environmental protection factors such as the community approach to
control vector borne diseases including malaria, Chagas disease and dengue,
as well as water borne diseases such as diarrheal (Galvao 2009).

Ensuring health systems’ preparedness and ability to respond and providing
early warning systems and information and advice to citizens as well as
modification of individual behaviourscan help to reduce mortality
(Uzochukwu et al. 2008). Climate change economics attends to these issues
by offering theoretical insights and empirical findings relevant to the design of
policies to reduce, avoid, or adapt to climate change. (Uzochukwu and Ossai
2010b). To this effect, the Federal Ministry of Health have established a
Climate Change Unit in the Ministry and the need for State Ministries of
Healthand the Health Secretariat, FCT to also set up Climate Change Units
has been stressed (FMOH 2013).
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3.6.10. Food Safety

At the structural level a number of social determinants (ethnicity,
gender, education, migration, trade, urbanization, demographic factors
and poverty) imply inequity in relation to food safety (Aagaard-Hansen
& Aidara-Kane 2010). Food security is a key precondition for a healthy
life, especially in early childhood. Cutting down on food expenses
leading to temporary interruption of a child’s energy, protein, vitamin
and mineral intake during the first 1000 days of its life can result in
permanent reduction of its cognitive abilities. The double epidemics of
obesity and malnutrition are increasing in many low- and middle-
income countries, requiring action at the local, national and regional
levels to tackle the structural determinants of both (Jouve et al 2010).

3.6.11. Conflicts and insurgence

The social determinants of health in conflict settings reflect and further
reinforce existing inequalities, and the vulnerability of those who are
disadvantaged due to poverty, marginalization and discrimination. The
three social determinants that have bearing on healthand are peculiar to
a conflict setting are (Watts et al. 2007):

a. The loss of human rights, which can be seen as the first and most
important social determinant in a conflict situation;

b. Breaches of medical neutrality, in violation of the Geneva
Convention, Article 18, comprise a second social determinant in
conflict;

c. Progression from stress to distress and disease that results from
constant, unremitting exposure to a life threatening situation.

Many people living in areas of conflict have lost their livelihoodsdue to a
combination of forced population movement, deliberate destruction of
farmland and homes, barriers denying access to jobs, and fear and flight when
livelihoods are threatened. The civilian population suffer killings, assaults,
sexual violence, and the abduction of children.

Health systemsin conflict settings are usually disrupted, which already were
prior to the conflict and become a financial barrier, and thus a social
determinant to accessing health care for a large proportion of the affected
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population. The health system is also often unable to ensure social protection
to the population, and thus may serve to push its users into poverty.

In the North East zone of Nigeria for example, no fewer than six million
residents of Borno, Adamawa and Yobe States have been directly affected by
Boko Haram attacks. The Islamic terrorist group has carried out daily killings,
bombings, lootings and destruction of schools, homes, markets and hospitals
in over 40 remote villages in the three North-Eastern states. Over 5,000 people
are said to have been killed in Boko Haram-related violence, making it one of
the deadliest terrorist groups in the world. This onslaught has caused
displacement, restricted movement, disrupted food supply, hampered food
access, as well as seriously hindered basic services and farming. According to
National Emmergency Management Agency reports, between January and
July 2014, ‘Boko Haram’ displaced 400,000 persons in North east Nigeria.
Only 37 per cent of health facilities are functional in the North Eastern states,
dozens of clinics had also been shut down and doctors fled, leaving residents
to seek medical attention in Cameroon(NEMA, 2014). This has brought the
health system to a "total collapse" in most local government areas of Borno
state.Operating medical facilities are overwhelmed with internally displaced
persons) who are in need of medical assistance.

There is high risk of epidemics in these three Northern states. Mortality rates
have also been increasing. “Conflicts disrupt disease prevention programmes
such as routine vaccination sessions and this could cause outbreak of polio
and measles and other childhood vaccine preventable diseases following the
stoppage of immunization campaigns in many parts of the state, especially
northern Borno. It will be recalled that the Boko Haram sect killed nine health
workers on immunization duty in two local governments of Kano State in
2013.

Social determinants in conflict settings are the concern of the citizens, local
community based organizations, the international NGOs, the media, academia,
and the government. The global powers and players should also be part of the
solution, yet they are often seen as part of the problem. Interventions at
operational and local level include strengthening family and community
networks for sustainable, healthy development, especially through work with
civil society; strengthening capabilities for sustainable development through
employment creation and livelihood initiatives, and provision of education,
housing, and safe water and sanitation; reconstruction and maintenance of
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essential health services, working with various partners and strengthening the
role of ministries of health.

3.7. Evidence of Social Determinants of health and Dynamics of Health
Inequality in Nigeria.

Over the years we and other researchers have generated evidence of social
determinants of health in Nigeria and these include:

1.

2.

3.

10.

Juvenile Female street hawkers who are mainly from poor families are
sexually abused in Enugu (Akpala and Uzochukwu, 2000).

Ethnicity was the most significant social predictor of female genital
cuts (Snow, Slanger & Okonofua et al. 2002).

The poor are not using maternal health services whether private or
public and that public services are pro-rich, and as such, the rich get
much of the public subsidy provided in these health services, thus
increasing the inequity (Uzochukwu & Onwujekwe,2003)

Teenage Pregnancy is significantly associated with age, occupation,

no education, early marriage, religion and practice of “Osu” caste
system (Uwaezuoke, Uzochukwu et al. 2004).

Self diagnosis for malaria was practiced more by the poorer
households and use low level health facilities that are likely to offer
low quality health care (Uzochukwu and Onwujekwe 2004)

The high malaria burden associated to the poor and people in the rural
settings is due to their poor living conditions and irrational health
seeking behaviour. (Uzochukwu and Onwujekwe 2004a)

Households in the lower economic status quintiles had a lower
hypothetical and actual Willingness to pay for Insecticide Treated
Nets, meaning that they may not have adequate financial access to the
intervention. (Uzochukwu et al. 2004b).

The poorest socio economic status group and rural dwellers are the
major sufferers of inequality in costs and payment strategies for PHC
services in South East Nigeria (Onwujekwe and Uzochukwu 2005)
There are marked differences in perception and prioritization of
endemic diseases across different LGAs and even within LGAs in
South East Nigeria (Uzochukwu et. 2007).

There are rural-urban differences in maternal responses to childhood
fever in South East Nigeria (Uzochukwuet al. 2008)
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12.

13.

14.

15.

16.

17.

18.

19.

20.
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Being a female and age under 35 years was significantly associated
with non adherence to ART with implications for development of drug
resistance (Uzochukwu et al. 2009)

Inequities in incidence, morbidity and expenditures on prevention and
treatment of malaria in southeast Nigeria (Uguru, Onwujekwe and
Uzochukwu (2009)

The level of catastrophic payment for ART was generally found to be
more with females, rural dwellers and most poor patients while
females and urbanites had more benefits incidence than males and
rural dwellers (Onwujekwe et al. 2009)

Gender and source of water in school and at home are significantly
associated with Schistosomiasis infection(Uzochukwu et al. 2010b)
There are geographical differences in peoples’ willingness to pay for
RDT for malaria as the Urban dwellers were more willing to pay than
the rural dwellers, hence benefiting more from this modern diagnostic
technology. The rich were also likely to pay more than the poor when
the diagnostic commodity is made available to the community.
(Uzochukwu et al. 2010d)

Inequities exist in how different SES groups perceive the levels of
ease of accessibility and utilization of different providers for malaria
treatment (Onwujekwe & Uzochukwu, et al.2010)

Socio Economic Status and by geographic location influenced
preferences for provision of malaria treatment services in SE
Nigeria(Uguru, Onwujekwe & Uzochukwu et al 2010

In Nigeria, bad health is disproportionately concentrated on the poor

and some geopolitical zones of the country. Differences in wealth
account for about 58.0 percent and 33.0 percent of differences in child
nutritional and underweight status between the poor and non poor
(Ichoku 2011).

The rural dwellers and poorer SES groups in SE Nigeria mostly used
low-level and informal providers.(Onwujekwe, Onoka & Uzochukwu
etal. 2011).

The better-off households capture most of the benefits of government
spending(Onwujekwe , Hanson &Uzochukwu 2012).
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Rural women and less educated women are less likely than others to
receive assistance from a skilled provider during delivery and to be
delivered in a health facility (NPC, NDHS 2013).

Differentials in the coverage levels show that the proportion of
children fully vaccinated is lower for children in rural areas than in
urban areas. Among zones, the proportion of children fully vaccinated
in the North West is the lowest. The percentage of children who have
received no vaccinations is especially high in the Northern than
Southern States (NPC, NDHS 2013).

Mothers’ educational attainment affects the health of their children.
Children whose mothers have no education are far less likely to be
fully vaccinated than children whose mothers have more than
secondary education(NPC, NDHS 2013).

There are more neonatal deaths in the North East, North West and
North central zones than South East South South and South West
zones as shown in the figure 5 below (Uzochukwu BSC 2012)

Facility Based Neonata IMonality Ratio
per1000 live births by zone
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Figure 5: Facility-based neonatal mortality ratio by zones in Nigeria

25.

As shown in figure 6, there are zonal variations in fully immunized
children with more children from the south being fully immunized
than children from the North as shown in figure below (FMOH 2012).
Also measles vaccination coverage was more among the urban
dwellers than rural and among the wealthiest 20% than the poorest
20%. (NBS 2013)
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Figure 6: Geographical and socioeconomic inequities in access to
immunization services

26. Infants die more in rural and Northern regions than in urban and
southern regions (NBS 2013) as shown in figure 7.
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Figure 7: Infant mortality rate by location and zone

27. Infants from poor households and households with less educated
women die more than the rich and more educated (NBS 2013) as in
figure 8
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Figure 8: Infant mortality rate by socioeconomic and educational status
28. Children under five years die more if they are from rural areas, are
from poor households and are from Northern zones than are from

urban, from rich households and are from southern zones (NBS 2013)
as in figure 9
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Figure 9:Inequities in child health indices in Nigeria

3.8. Why Emphasize Social Determinants of Health and Why is addressing
the role of social determinants of health important?
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Social determinants of health have a direct impact on health; predict the
greatest proportion of health status variance;structure health behaviours and
interact with each other to produce health. According to the former WHO
Director General, “interventions aimed at reducing disease and saving lives
succeed only when they take the social determinants of health adequately into
account” (Lee 2005). The social conditions in which people live and work can
help create or destroy their health. Without progress in fighting poverty,
strengthening food security, improving access to education, supporting
women’s empowerment and improving living conditions in slums, for
example, the health-specific MDGs will not be attained in many low- and
middle-income countries. At the same time, without progress in health,
countries will fail to reach their MDG targets in other areas.

The need to address social determinants of health for improved health
outcomes has its roots in the Constitution of the World Health Organization
(WHO), and the Universal Declaration of Human Rights. The WHO
Constitution states that “health is a state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity, and that
the enjoyment of the highest attainable standard of health is one of the
fundamental rights of every human being without distinction of race, religion,
political belief, economic or social condition”. Further, it recognizes that “the
health of all peoples is fundamental to the attainment of peace and security
and is dependent upon the fullest co-operation of individuals and States. It
also states that the Governments have a responsibility for the health of their
peoples which can be fulfilled only by the provision of adequate health and
social measures” (WHO, 1946).

The Universal Declaration of Human Rights acknowledges that “everyone has
the right to a standard of living adequate for the health and well-being of
himself and of his family, including food, clothing, housing and medical care
and necessary social services, and the right to security in the event of
unemployment, sickness, disability, widowhood, old age or other lack of
livelihood in circumstances beyond his control”(United Nations, 1948).
Health and social security are thus recognized as human rights. It also
emphasizes the need for special care and social protection for children, and
compulsory elementary education for children.

Given the growing recognition of its importance, action on social
determinants of health was discussed at the 66th World Health Assembly
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(WHA) held in May 20-28, 2013 in Geneva, Switzerland. During the opening
of the assembly, WHO Director-General Dr. Margaret Chan reminded
Member States that “factors that contribute to good health at low cost include
a commitment to equity, effective governance systems, and context-specific
programmes that address the wider social and environmental determinants of
health. ”’And tackling social determinants of health was identified as a
fundamental approach to the work of the WHO and a priority area of work in
itself in the draft twelfth WHO general programme of work 2014-2019, which
was also approved in this the World Health Assembly.

3.9. Historical Overview: Roots of a social approach to health

The recognition that social and environmental factors decisively influence
people’s health is ancient. The sanitary campaigns of the 19" century and
much of the work of the founding fathers of modern public health reflected
awareness of the powerful relationship between people’s social position, their
living conditions and their health outcomes. Recent epidemiological research
has confirmed the centrality of social and environmental factors in the major
population health improvements registered in industrialized countries
beginning in the early 19th century. Most of the substantial modern reduction
in mortality from infectious diseases such as tuberculosis took place prior to
the development of effective medical therapies. Instead, the main driving
forces behind mortality reduction were changes in food supplies and living
conditions(McKeown 1976).

The Constitution of WHO shows that the founders wanted WHO to address
the social roots of health problems, as well as the challenges of delivering
effective curative medical care as it provided space for a social model of
health linked to broad human rights commitments. However, the cold war
politics of the post-World War II hampered the implementation of this vision
and favoured an approach based more on health technologies delivered
through campaigns which focused on high technology curative care in a
handful of urban hospitals giving little concern for broader public health and
few services for people living in slums or rural areas(Bonita 2000).
International public health during this period was characterized by the
proliferation of “vertical” programmes — narrowly focused, technology-driven
campaigns targeting specific diseases such as malaria, smallpox, TB and
yaws.



39

Some of these vertical programmes generated a few notable successes. The
most famous among them was the eradication of smallpox. However, they
tended to ignore the social context and its role in producing well-being or
disease leaving most serious health challenges of the bulk of the population
(particularly the rural poor) unaddressed.

During the 1960s and early 70s, the concept of community-based health
programmes was conceived by health workers and community organizers in a
number of countries (Werner & Sanders 1997). Such initiatives emphasized
grassroots participation and community empowerment in health decision-
making and downplayed the importance of high-end medical technology and
reliance on highly trained medical professionals and rather went for locally
recruited community health workers with limited training, who will be able to
assist their communities in confronting the majority of common health
problems. In some instances, such initiatives engaged directly not only with
social and environmental determinants of health, but with underlying issues of
political-economic structures and power relations (Uzochukwu et al. 2010c¢).

By the early 1970s, awareness was growing that technologically driven
approaches to health care had failed to significantly improve population health
in many developing countries, while results were being obtained in some very
poor settings through community-based health programs (CBHP).

In 1975, a publication “Health by the People”, presented success stories from
a series of community-based health initiatives(Newell 1975). In the same year,
WHO and UNICEF published a joint report examining Alternative
approaches to meeting basic health needs in developing countries that
emphasized that, social factors such as poverty, inadequate housing and lack
of education were the real roots underlying the proximal causes of morbidity
in developing countries (Djukanovic 1975).

In 1978 there was the Alma-Ata declaration on Primary Health care (PHC).
Thisexplicitly stated the need for a comprehensive health strategy that not
only provided health services but also addressed the underlying
social,economic and political causes of poor health” (Werner and Sanders
1997) and the subsequent Health for All movement gave prominence to health
equity and intersectoral action on SDH. PHC was noted as “the first level of
contact of individuals, the family and community with the national health
system” (WHO/UNICEF 1978). However, neoliberal economic models
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(Coburn 2000) dominant during the 1980s and 1990s impeded the translation
of these ideals into effective policies in many settings.

The late 1990s and early 2000s witnessed mounting evidence on the failure of
existing health policies to reduce inequities. And the momentum for new,
equity focused approaches grew mainly in wealthy countries.

In 2005, the WHO established an independent Commission on Social
Determinants of Health (“the Commission” or CSDH) as a global strategic
mechanism to strengthen health equity by widening knowledge and
encouraging debate on the opportunities for policy and action on the social
determinants of health. (Irwin et al., 2006). The Commission published its
report on how death and poor health are not randomly distributed in the world
and the fact that they are easily solvable. To quote one statistic directly from
the report: “A girl born in Sweden will live 43 years longer than a girl born in
Sierra Leone.”

3.10. How do we develop interventions that address the social
determinants of health

3.10.1. How do we address ‘the causes of the causes’?

In 2011, the World Conference on Social Determinants of Health which was
convened by WHO in Rio de Janeiro, Brazil called for governments to
develop and support policies, strategies, programmes and action plans that
addressed the social determinants of health. The five priority areas were as
follows:

a. Adopt improved governance for health and development

Taking a social determinants approach requires governments to coordinate
and align different sectors and different types of organizations in the
pursuit of health and development — for all countries, rich and poor — as
a collective goal. Building governance, whereby all sectors take
responsibility for reducing health inequities, is essential to achieve this
goal. Intersectoral action — that is, effectively implementing integrated
work between different sectors — is a key component of this process.

b. Promote participation in policy-making and implementation
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The governance required to act on social determinants is not possible without
a new culture of participation that ensures accountability and equity at all
levels. Facilitating participation can help safeguard equity as a principle and
ensure its inclusion in public policies. Besides participation in governance,
other aspects of participation, such as individual participation in taking up
services or participation of communities in service delivery, are also important
for reducing health inequities. However, the participation of communities and
civil society groups in the design of public policies, in the monitoring of their
implementation, and in their evaluation is essential to action on social
determinants.
c. Further reorient the health sector towards promoting health and
reducing health inequities

Poorly performing health systems can be a major barrier to health care and a
critical social determinant of health. Moreover, there are high level of
inequalities in the distribution of health services, access to health services and
in the burden of ill-health, according to socio-economic status or geographical
status, including unfair burden of out-of-pocket expenses and high proportion
of catastrophic household spending on health.

Well performing health system can help improve health outcomes and health
equity. Improving performance of health systems in many low and middle
income countries require continuous support and concerted efforts from
several actors- including the international organizations, Governments, civil
society organizations and academia.

d. Strengthen global governance and collaboration

Increasing the ability of global actors (including bilateral cooperation
agencies, regional agencies, philanthropic groups, and international
organizations) to contribute to national and local action on social determinants
requires improvements in global governance. Coherent global policies are also
essential, in order to mutually contribute to development. Like national
governance mechanisms, global governance mechanisms are currently
inadequate to address multifaceted problems like health inequities along with
other global priorities. This situation challenges global institutions to reform
in order to accommodate the changing realities of the 21st century.

e. Monitoring progress
Measurement and analysis to inform policies and build accountability on
social determinants.
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Specifically, three broad approaches to addressing SDH and reducing health
inequities are based on: (1) targeted programmes for disadvantaged
populations; (2) closing health gaps between worse-off and better-off groups;
and (3) addressing the social health gradient across the whole population.

3.10.2. Proposed principles for selection and prioritisation of interventions

1. Address the area’s wider needs (Intervention likely to impact on the
greatest needs of the population regardless of what sphere the intervention
takes place in and allowing for the fact that the timescale needed for an impact
on health outcomes might be long

2. Is universal and addresses the social gradient in health (Intervention
likely to impact on the whole population, but provides more intense support to
those in greater need, with less socio-economic resources, or living in areas of
greater economic or environmental deprivation)

3. Is aligned with other local and national policies (Intervention does not
interfere with other policy objectives, e.g. sustainability, and is likely to have
positive impact on other social outcomes and performance indicators)

4. Is backed-up by evidence of efficacy (Intervention considered because
thereis evidence strong evidence base that it is likely to have an impact on the
SDHand on health inequalities)

5. Is cost-beneficial (Intervention likely to positively impact on long term
costs to health and social services, and to provide significant social gains for
its cost)

6. Takes advantage of existing assets and resources (Intervention makes
efficient use of existing service infrastructure and enhances the availability
and quality of community resources)

7. Provides the population with control over their lives (Interventions
devised on the basis of clear community priorities as stated by consulted
stakeholders and users; intervention engages the public in decision-making
and delivery)
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8. Falls within one of the following unifying themes:

a. The importance of improving the physical, social and economic
environment of deprived areas.

b. Early intervention and the long term public health benefits of intervening
early in the life course particularly for prevention.

c. Looking at the close interplay between physical and mental health when
designing strategies to reduce health inequalities.

d. The use of fiscal and financial policy instruments to enable deprived
populations to live healthier lives.

3.11.3 Population-based programmes addressing SDH

a. Child Health
Improving the health and nutrition of children requires an understanding of
the multiple levels of social determination of inequity. There are many
potential entry points for intervention calling for different sectors to contribute
to child health. Most deaths of children under 5 years of age in the world are
caused by a few conditions, namely neonatal causes, pneumonia, diarrhoea,
malaria, measles and HIV/AIDS (Black et al. 2003) with malnutrition being
an underlying cause in about a third of these deaths (Black et al. 2008). Child
deaths
are usually the result of the joint action of several risk factors (Black et al.
2003) a fact that has to be taken into consideration when understanding their
determination and planning their prevention.

Addressing socioeconomic inequities in child health and nutrition will be
essential for achieving the first (poverty and hunger), fourth (child survival)
and sixth (malaria, HIV and other diseases) Millennium Development Goals
(Gwatkin 2005).

Countries can get on track “if they can combine good policies with expanded
funding for programs that address both the direct and the underlying
determinants of the health-related goals” (Wagstaff 2006) that is, effective
programmes that take equity considerations into There are many potential
interventions against social determinants. These include

Integrated Management of Childhood Illness (IMCI) programme (Tulloch
1999); Promotion of insecticide-treated mosquito nets (Grabowsky et al.
2005; Noor et al. 2007); Conditional cash transfers (Skoufias 2001; NPHCDA
2012).
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b. Sexual, reproductive and maternal health.
Empowerment of women through effective access to quality educational
opportunities for girls has the potential to decrease unwanted pregnancy and
disease and to increase maternal health. It has also been linked to overall long-
term health benefits for women and children.

3.11.4. Disease-focused programmes addressing SDH
a. Addressing Social determinants of Neglected tropical diseases
(NTD)

The so-called neglected tropical diseases (NTDs) are the 17 diseases covered
by the World Health Organization (WHO) Department of Neglected Tropical
Diseases: Virus( Dengue and rabies); Protozoa( Chagas , human African
Trypanosomiasis, leishmaniasis); Helminths (Cysticercosis/Taeniasis,
Drancunculiasis, Echinococcosis, food borne trematodiases, lymphatic
filariasis, onchocerciasis, schistosomiasis, soil transmitted helminths) and
Bacteria: (buruli ulcers, leprosy, trachoma and yaws). Many of the NTDs are
characterized by their focality (Ranjan et al. 2005; Ghadirian 1979). Thus,
morbidity and mortality may vary significantly from one place to another due
to different local factors.

The analysis shows overwhelming evidence of how the intermediary social
determinants of water and sanitation, and housing and clustering, determine
NTDs. Consequently, there is a need to address these risk factors in endemic
communities to provide sustainable prevention for clusters of NTDs. Other
interventions include reducing environmental risk factors, Improving health of
migrating populations, reducing inequity due to sociocultural factors and
gender, reducing poverty in NTD-endemic populations and setting up risk
assessment and surveillance systems.

3.11.5. Risk-factor based programmes addressing SDH
a. Alcohol-related disorders

From the perspective of public health policy, there are several opportunities
for interventions along the causal pathways between social determinants and
alcohol- attributable health outcomes that could reduce health disparities. An
international consensus that alcohol is not an ordinary commodity to be
marketed without restrictions is required for governments to act to reduce
alcohol-related harm and inequities in health outcomes. This includes



45

increased alcohol taxationand the discriminatory effect of alcohol taxation
could be neutralized by earmarking the tax receipts for purposes that benefit
the poor (Schmidt et al., 2010).

b. Violence and injury
Virtually all of the progress in preventing violence and injury has come from
acting directly on the social environment. Multilevel interventions restricting
the opening hours of bars by authorities and incorporating safety features into
road design has proven effective also in poorer environments, e.g. through
inexpensive speed bumps

c¢. Tobacco and Health

Tobacco use is a leading cause of death and of poor pregnancy outcome in
many countries especially in resource poor settings, and threatens to
undermine or reverse hard won gains in maternal and child health. It is
estimated that by the year 2030, 80% of deaths caused by tobacco use are
expected to occur (Nichter et al. 2010). Maternal smoking during pregnancy
impairs fetal growth and causes preterm labor leading to preterm birth with
significant fetal and infant mortality and morbidity. Also, studies have shown
that maternal smoking during pregnancy increases the risks of respiratory
outcomes in childhood (Tsai et al. 2010). A study in Enugu, Nigeria has shown
the prevalence of tobacco smoking during pregnancy to be 4.5% with
education as a good predictor of avoidance of smoking and exposure to
advertising for tobacco products. (Obiora, Dim, Uzochukwu and Ezugwu
2014). Policies are therefore needed to combat smoking. These policies should
be in line with theFramework Convention on Tobacco Control (FCTC) and
include:comprehensive bans on smoking in work places and public places,
increased taxation on tobacco and tobacco products, bans on the advertising
and promotion of tobacco and tobacco products, health warnings on all
tobacco products, increasing the minimum age of purchase for tobacco and
tobacco products, action on smuggling of tobacco and tobacco products and
comprehensive provision of smoking cessation services.

Financial barriers are among the most critical in denying disadvantaged
individuals access to tobacco prevention and cessation services. Making
cessation services accessible, e.g. by subsidizing nicotine replacement
therapies and other cessation aids within the primary health care system, are
important strategies in this regard. To enhance compliance, training in
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smoking cessation should be a core competence area for all health care
workers (David et al., 2010).

Food safety and nutrition.

Here, efforts are focused on the weak links that are important determinants of
inequities related to foodborne hazards, through (i) controlling zoonotic agents
in animal and poultry reservoirs; (ii) improving informal food vending and the
safety of foods sold in the street; (iii) promoting food safety assurance and
management in small and less developed businesses; and finally; (iv) ensuring
universal access to at least a minimum amount and quality of food including
cash and non-cash transfers, embedded in national social protection floors;
(vi) improving regulation of food trade and ensure proper food handling; (v)
ensuring that differences in standards between domestic and international
markets do not result in inequities in local access to safe food. (Aagaard-
Hansen & Aidara-Kane, 2010).

Potential key actions include(Jouve et al 2010).:

a. Improve food safety through environmental hygiene; provision of
adequate infrastructures and facilities; education,implementation of
good hygiene practices and sanitation; and implementation of food
safety assurance schemes.

b. Improve regulation of food trade and ensure proper food
handling through enforcement of food safety legislation and for the
inspection of premises, processes and foods to prevent unsafe food
entering the food chain at any level.

c. Enhance food security by ensuring universal access to at least a
minimum amount and quality of food essential in improving the social
determinants of health, including cash and non-cash transfers,
embedded in national social protection floors.

3.11.6. Collective action

The priority public health conditions will not be brought under better control
or become more equitable without effective interventions on core social
determinants outside the health system. The implications for national and
international public health programmes of taking up a social determinants
approach are numerous and potentially very significant. There is still
hesitation among some control programmes to move beyond administering
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known or incrementally improved health technologies. There can be several
reasons for this. First, often staffs, especially at the senior level, have
biological/medical-based training rather than a social approach to health.
Second, during the past two decades, health has crept up the political agenda,
which has increasingly played out in the public media. Third, and as a result
of the second, funds are allocated with a view to generating immediate
measurable effects, often on a limited range of narrowly defined indicators.

3.12. Case studies addressing the social determinants of health

How has specific public health programmes addressed issues related to the
social determinants of health? Evidence shows that if we have the right
interventions and implement them in the right way, we get the right results.
Several case studies addressing the social determinant of health have been
documented in Nigeria, Kenya, Tanzania, South Africa, Bangladesh, Pakistan,
Iran, Indonesia Vanuatu, Chile, Peru and China (Blas et al.2011). Others
include effective social determinants approaches in India (Mukhopadhyay
2011), Thailand (Thammatach-aree, 2011) and Morrocco (Abdesslam 2011).
These approaches are categorised into:

a. Policy/legislation: These involvedintervening to regulate the
availability and control of services, resources and commodities such
as alcohol and tobacco with the aim of modifying the context and
position determinants of health (Uzochukwu et al.2011a; Altobelli &
Acosta-Saal 2011 and Harris et al. 2011 )

b. Norm change: Addressing differential exposure by modifying what
the society formally or informally encourages or discourages, for
example, in terms of what to eat, what women can or cannot do, and
what young people value and do (Sinclair et al. 2011; Agurto et al.
2011; Khan & Agha 2011;Harris et al. 2011)

c¢. Community empowerment: handing over control of institutions
and/or public funds in full or in part, for example, from civil service
structures to communities, thus involving some transfer of power and
control with the potential to reduce differential exposure (Khan &
Agha 2011; Siswanto & Sopacua 2011; Altobelli & Acosta-Saal
2011).
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d. Community development: releasing the potential within
communities to make them take things in their own hands and thereby
reducing group or individual differential vulnerability. It involved
provision of information and training and, in some cases, loan
opportunities and direct injection of resources (Sinclair et al. 2011;
Siswanto & Sopacua 2011; Javanparast 2011; Tozan etal. 2011; Khan
& Agha 2011; Hargreaves et al. 2011; Harris et al. 2011;
Mukhopadhyay 2011; CHEPSAA, 2014). It has been noted that
Community participation is one of the pillars of health programmes.
Communities are always willing to participate once they are aware of
what they were expected to participate in (Uzochukwu et al. 2004c¢).

e. Commodity access: reducing barriers to access of commodities such
as healthy food and insecticide treated nets (ITNs) and thus aiming to
modify the differential vulnerability. This included making these
available at subsidized prices or for free (Agurto et al. 2011;
Javanparast 2011; Khan & Agha 2011; Koot et al. 2011)

f. Service access: reducing barriers to access of selected health-care
services for certain population groups in order to reduce their
differential vulnerability, including making services available,
removing or reducing fees, etc. (Uzochukwu et al. 2011a; Johnston et
al. 2011; Xu et al. 2011; Tozan et al. 2011; Altobelli & Acosta-Saal
2011; Thammatach-aree 2011).

g. Service responsiveness: modifying the way that pregnancy, delivery
and general PHC services are provided in order to make these better
correspond to the needs of and usability for certain population groups
with the aim of reducing the differential in health-care outcomes
experienced by these groups (Uzochukwu 2012; Johnston et al. 2011;
Xu et al. 2011; Altobelli & Acosta-Saal 2011; Abdesslam 2011).

In all the case studies, addressing the social determinants of health meant
more than providing health-care services (Blas et al. 2011). In most cases, it
meant expanding the traditional scopeof the health sector and dealing with
new partners. The programmes often found that these partners had different
value bases, success criteria, constraints and management cultures, which
frequently made coordination and joint action challenging; at times creating
conflicts. Difficulties were documented across government sectors, as in Iran,



49

Kenya, Nigeria and Vanuatu; across the government— private sector divide in
Chile, Pakistan, Peru and Tanzania; and within the private sector in Chile. In
Kenya and Vanuatu, the compartmentalized structure in which the government
and donors work was found to create barriers to effective coordination and
integration.

3.13. Intersectoral collaboration in addressing SDH

Implementing a social determinant approach to improving the health of the
population starts with realizing that health is the outcome of all sector (not just
health) programmes. Focusing on outcomes related to a single condition is
unlikely to attract sustained political and multisectoral commitment, as shown
in a nutrition and equity programme in Iran (Javanparast 2012). Rather, the
emphasis should be on a range of conditions and indicators of success beyond
health, as was pursued in Indonesia (Siswanto & Sopacua, 2004). Taking a
social determinants approach requires coordination and alignment among
different sectors and different stakeholders at international, national and local
levels as different sectors may have different interests. For example, for the
education sector the purpose of food rations in schools is not nutritional, but
rather to attract families to schools.

However, while interests may differ, successful intersectoral collaboration for
social determinants of health depends on identifying and defining a common
core and ensuring that individual interests are not counter to collective
interests including health(Agurto et al. 2012). Different sectors often have
different management cultures and different views on criteria for success, as
was experienced in South Africa in a collaboration between a microfinance
and a HIV programme. For the microfinance partner, sustainability meant that
the scheme was self-financed, with full cost recovery; for the HIV
programme, sustainability meant ensuring a continued flow of external
resources to allow change in social norms to take root.

3.14. Challenges of addressing SDH

There are a number of barriers to the development of policies and
interventions that address the social determinants of health and that are truly
preventive and ‘upstream’. Such barriers include the need for government
agencies at the national and local level, and for other stakeholders to work in
partnership in order to address issues which do not strictly relate to health and
health budgets. Moreover, it is difficult for all agencies concerned with
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delivering improved health and reducing health inequalities to draw on the
complex evidence which shows that health outcomes relate closely to the
SDH.

Outside of the health sector, general knowledge about SDH is neither
recognized nor given value in terms of the health outcomes of their policies.
The social determinants of health fall outside the sphere of influence of one
single agency or the Department of Health. Non-health intersectoral policy
actors need to become aware that they have the organizational space, the
resources and even a mandate to define appropriate action to address SDH.

The most important challenge, however, lies in the health sector itself.
Historically, the Ministry of Health that provides public health care have
adopted a medical-care approach to address population health. Most of the top
decision-makers in the health sector have been physicians and surgeons as in
Nigeria that lack a public health background, preventing them from fully
understanding social factors such as income, education, housing or
transportation as determinants of health.The challenge also lies in how to
exercise leadership among different sectors. First of all, a common and clear
language delivered by the health sector and understood by all stakeholders,
including the private sector is needed. Meaningful arguments to support health
should be clearer and be presented in language that speaks to policy-makers
across arange of sectors, particularly government agencies of social
development and education.

SECTION FOUR: HEALTH IN ALL POLICIES

4.1. Definitions

Health in All Policies (HiAP) is an approach to public policies across sectors
that

systematically takes into account the health and health systems implications
ofdecisions, seeks synergies, and avoids harmful health impacts, in order to
improvepopulation health and health equity (WHO 2013). It is a collaborative
approach to improving the health of all people by incorporating health
considerations into decision-making across sectors and policy areas.
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HiAP is a paradigm shift of whole-of government, horizontal health
governance, where health becomes systemized as a standard part of the
policy-formation process, and agencies are driven to integrate the policy
formation process under a health lens (Department of Health, Government of
South Australia 2010). The goal of HiAP is to ensure that all decision-makers
are informed about the health, equity, and sustainability consequences of
various policy options during the policy development process(California
Health in All Policies Task Force. (2010).

A HiAP approach identifies the ways in which decisions in multiple sectors
affect health, and how better health can support the achievement of goals from
multiple sectors. It engages diverse governmental partners and stakeholders to
work together to improve health and simultaneously advance other goals, such
as promoting job creation and economic stability, transportation access and
mobility, a strong agricultural system, environmental sustainability, and
educational attainment.( Stahl et al 2006).

HiAP focuses on policy-making and is therefore concerned with
thedevelopment and implementation of legislation, norms, standards,
majorstrategies, programmes and decisions on resource collection and
allocation,among others. It builds on a long public health tradition of
successful intersectoral collaboration first articulated in the Alma Ata
Declaration in 1978, and healthy public policy, which is enshrined in the
Ottawa Charter for Health Promotion in 1986.1t thus focuses on action in the
policy sphere in a more systemic manner rather than applied to single health
issues. It encompasses a wide spectrum of activities, with one-time
collaborative efforts with a single partner at one end, and whole-of-
government approaches involving on-going collaboration across many
agencies at the other end.

The Adelaide Statement on Health in All Policies (Adelaide Statement
(2010) is to engage leaders and policy-makers at all levels of
government—Ilocal, regional, national and international. It emphasizes
that government objectives are best achieved when all sectors include
health and well-being as a key component of policy development. This
is because the causes of health and well-being lie outside the health
sector and are socially and economically formed. Although many
sectors already contribute to better health, significant gaps still exist.
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The Adelaide Statement outlines the need for a new social contract
between all sectors to advance human development, sustainability and
equity, as well as to improve health outcomes. This requires a new form
of governance where there is joined-up leadership within governments,
across all sectors and between levels of government. The Statement
highlights the contribution of the health sector in resolving complex
problems across government. Intersectoral action is necessary to
address the social determinants of health (Skeen et al 2010.)

At its core, HiAP represents an approach to addressing the social determinants
of health, which are the key drivers of health outcomes and health inequities.
It is founded in the recognition that public health practitioners must work with
partners in the many realms that influence the social determinants of health,
which are largely outside the purview of public health agencies.

4.2. Sectors involved in HiAP

Relevant sectors include agriculture, food and nutrition; education; gender and
women’s rights; labour market and employment policy; welfare and social
protection; finance, trade and industrial policy; culture and media;
environment, water and sanitation; habitat, housing, land use and urbanization
(WHO 1986).Such sectors according to the Adelaide Statement on Health in
All Policies 2010are:

Sectors and Interrelationships between health and well-
Issues being

Economy and Economic resilience and growth is stimulated by a
employment healthy population. Healthier people can increase

their household savings, are more productive at
work, can adapt more easily to work changes, and
can remain working for longer period.

Work and stable employment opportunities improve
health for all people across different social groups.

Security Rates of violence, ill-health and injury increase in
and justice populations whose access to food, water, housing,
work opportunities and a fair justice system is




poorer. As a result, justice systems within societies
have to deal with the consequences of poor access
to these basic needs.

The prevalence of mental illness (and associated
drug and alcohol problems) is associated with
violence, crime and imprisonment.

Education
and early life

Poor health of children or family members impedes
educational attainment, reducing educational
potential and abilities to solve life challenges and
pursue opportunities in life.

Educational attainment for both women and men
directly contributes to better health and the ability
to participate fully in a productive society, and
creates engaged citizens.

Agriculture
and food

Food security and safety are enhanced by
consideration of health in food production,
manufacturing, marketing and distribution through
promoting consumer confidence and ensuring more
sustainable agricultural practices.

Healthy food is critical to people’s health and good
food and security practices help to reduce animal-
to-human disease transmission, and are supportive
of farming practices with positive impacts on the
health of farm workers and rural communities.

Infrastructure,
planning and
transport

Optimal planning for roads, transport and housing
requires the consideration of health impacts as this
can reduce environmentally costly emissions, and
improve the capacity of transport networks and
their efficiency with moving people, goods and
services.

Better transport opportunities, including cycling and
walking opportunities, build safer and more liveable
communities, and reduce environmental
degradation, enhancing health.

Environments
and

Globally, a quarter of all preventable illnesses are
the result of the environmental conditions in which

53
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sustainability people live.

Optimizing the use of natural resources and
promoting sustainability can be best achieved
through policies that influence population
consumption patterns, which can also enhance
human health.

Housing and Housing design and infrastructure planning that take
community account of health and well-being (e.g. insulation,
services ventilation, public spaces, refuse removal, etc.) and

involve the community can improve social cohesion
and support for development projects.
Well-designed, accessible housing and adequate
community services address some of the most
fundamental  determinants of health for
disadvantaged individuals and communities.

Land and Improved access to land can support improvements
Culture in health and well-being for indigenous peoples as
indigenous peoples’ health and well-being are
spiritually and culturally bound to a profound sense
of belonging to land and country.

Improvements in Indigenous health can strengthen
communities and cultural identity, improve citizen
participation and support the maintenance of
biodiversity.

4.3. History of HiAP

Health in All Policies is not new. At different times and places, this has been
called “Intersectoral action for health” to promote health, “horizontal health
governance (Kickbusch, I. (2010), and “healthy public policy” (Sihto et al.
2006; WHO 1988). The understanding that health is largely created by factors
outside healthcareservices has developed throughout history from at least the
nineteenth century, expressed in many different contexts including: the WHO
Constitution; Alma-Ata Declaration; Ottawa Charter; and, more recently,the
CSDH final report; the Political Declaration of the United Nations General
Assembly High-Level Meeting on the Prevention and Control of Non-
communicable Diseases; and the Rio Political Declaration on the Social
Determinants of Health. History shows that action on the social, economic and
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environmental determinants of health involves multiple sectors and includes
political and social struggles.Many historical actions have shared similar aims
and strategies, including intersectoral action and healthy public policy which
emerged from the health promotion movement in the 1980s (Leppo et al.
2013)

4.4. Why do we need HiAP?

Governments, at all levels, are challenged by declining revenues and shrinking
budgets while also facing increasingly complex problems. Collaboration
across sectors—such as through a HiAP approach—can promote efficiency by
identifying issues being addressed by multiple agencies and fostering
discussion of how agencies can share resources and reduce redundancies, thus
potentially decreasing costs and improving performance and outcomes.

The need for HiAP was also buttressed in these extracts from the Rio Political
Declaration on Social Determinants of Health (WHO 2011b). Article 2
states: “We understand that health equity is a shared responsibility and
requires the engagement of all sectors of government, of all segments of
society, and of all members of the international community, in an “all for
equity” and “health for all” global action” Article 7 further stated that
“Good health requires a universal, comprehensive, equitable, effective,
responsive and accessible quality health system. But it is also dependent on
the involvement of and dialogue with other sectors and actors, as their
performance has significant health impacts. Collaboration in coordinated and
intersectoral policy actions has proven to be effective. Health in All Policies,
together with intersectoral cooperation and action, is one promising
approach to enhance accountability in other sectors for health, as well as the
promotion of health equity and more inclusive and productive societies. As
collective goals, good health and well-being for all should be given high
priority at local, national, regional and international levels”.

4.5. Why does health also depend on policies outside the health sector?
HiAP seeks to focus on non-health sectors so that health is considered when
policies are being formed and during the duration of the policy process. The
WHO’s CSDH has concluded that health depends on several factors and
policies outside the direct remit of health ministries and recommended,
therefore, the need to improve basic conditions of housing, health services,
education and working conditions (Epstein 2009).
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Intersectoral action for health has been a priority for WHO since the Alma Ata
Conference in 1978 that was convened with input from non-health sectors2 in
the formulation of health policies (WHO 2012). Intersectoral action for health
can be defined as the relevant sectors’ coordinated activity to explicitly
improve the health of people or influence the determinants of health; the
activity is often coordinated by the health sector but there are exceptions, for
example the security and transport sectors can combine actions to reduce the
number of road traffic injuries, which is a public health goal, but without the
direct involvement of the health sector (WHO 2012). Intersectoral
collaboration can occur between sectors of government at central or regional
level, and intersectoral actions can occur between bodies representing
different sectors of the community. Governmental intersectoral action can
occur horizontally (e.g. between the health and employment sectors) and/or
vertically (e.g. between different levels of government within a sector) (Public
Health Agency of Canada 2007). Intersectoral health actions aim to raise
awareness about health and the consequences of health equity in different
sectors of society (WHO 2012).

It is now increasingly recognized that collaboration between different sectors
is an effective approach for managing the needs of people with non
communicable diseases or mental illness (Arora M et al 2011; Waghorn &
Lloyd 2005), so there is consensus on the need for intersectoral actions and a
‘Health in All Policies’ (HiAP) or ‘Equity in All Policies’ approach to address
the social determinants of health (Public Health Agency of Canada 2007; Sken
et al. 2010).

Earlier attempts to incorporate health in all policies under the intersectorial
Action for Health (IAH) failed to take off because decision-makers in other
sectors complained that health experts were often unable to provide
quantitative evidence on the specific health impacts attributable to activities in
non-health sectors such as housing, transport, education, food policy or
industrial policy. It also failed because many countries attempted to
implement IAH in isolation from the other relevant social and political factors.
So, despite the high profile accorded to intersectoral action in the Alma-Ata
declaration, to address social and environmental health determinants generally
proved, in practice, to be the weakest component of the strategies associated
with “Health for All”.

4.6. Key Elements of HiAP
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The five key elements of Health in All Policies are:

1. Promote health and equity by incorporating health and equity into specific
policies, programs, and processes, and by embedding health and equity
considerations into government decision-making processes;

2. Support intersectoral collaboration by bringing together partners from many
sectors to recognize the links between health and other issue and policy areas,
break down silos, and build new partnerships to promote health and equity
and increase government efficiency;

3. Benefit multiple partners and simultaneously address the policy and
programmatic goals of both public health and other agencies;

4. Engage stakeholders beyond government partners, such as community
members, policy experts, advocates, the private sector, and funders; and,

5. Create structural or procedural change in order to fundamentally change
how government works by embedding health and equity into government
decision-making processes at all levels.

4.7. Key components that need to be addressed in order to put the HiAP
approach into action:

1. Establish the need and priorities for HiAP. The parties have
identified a need to work together in order to achieve their
goals. This requires clarity on both individual organisational
goals and joint goals.

2. Frame planned action. The parties have developed a relationship
on which to base cooperative, planned action. The relationship
is clearly defined and is based on trust and respect.The planned
action is well conceived and can be implemented and evaluated.
The action is clear and there is agreement to undertake it. Roles
and responsibilities are clear.

3. Identify supportive structures and processes. In the broader
operating environment ensure there are opportunities that
promote intersectoral collaboration, for example community
understanding and being supportive.

4. Facilitate assessment and engagement

Ensure monitoring, evaluation, and reporting to sustain outcomes

6. Build capacity to ensure organisations have the capacity—the
required resources, skills and knowledge —to take action.

e
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4.8. Key drivers of HiAP

Building a process for HiAPrequires using windows of opportunity to change
mindsets and decision-making cultures, and to prompt actions. Key drivers are
context specific and can include:

a.

b.

creating strong alliances and partnerships that recognize mutual
interests, and share targets;

building a whole of government commitment by engaging the head of
government, cabinet and/or parliament, as well as the administrative
leadership;

developing strong high-level policy processes;

embedding responsibilities into governments’ overall strategies, goals
and targets;

ensuring joint decision-making and accountability for outcomes;
enabling openness and full consultative approaches to encourage
stakeholder endorsement and advocacy;

encouraging experimentation and innovation to find new models that
integrate social, economic and environmental goals;

pooling intellectual resources, integrating research and sharing
wisdom from the field;

providing feedback mechanisms so that progress is evaluated and
monitored at the highest level.

4.9. Health in All Policies works best when:

Mmoo o

a clear mandate makes joined-up government an imperative;
systematic processes take account of interactions across sectors;
mediation occurs across interests;

accountability, transparency and participatory processes are present;
engagement occurs with stakeholders outside of government;
practical cross-sector initiatives build partnerships and trust.

4.10. Prerequisite conditions for HiAP (Leppo et al. 2013)
Resources and skills to:

a.

b.

C.

analyse impacts of major policies and policy proposals from the
health perspective

communicate and negotiate across sectors

implement policy decisions

follow up policies’ impacts on determinants of health, and their
distribution.
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Information on:

health situation and causes of ill-health, including distributional data
on health inequities

potential health threats

effective policies/interventions from the health perspective

policy trends and proposals being developed across sectors

policy processes and actors beyond the health sector.

oo o

Supportive context with:
a. political will
b. legal backing
c. governance structures and processes for intersectoral communication
and
d. implementation

4.11. Conditions for effective intersectoral governance

A range of factors influence whether a governance structure is successful in
facilitating intersectoral action. Some of these factors, or conditions for
effectiveness, are common to a range of governance mechanisms, while others
are particular for a single mechanism. These conditions for effectiveness can
be divided into eight main themes: political will, partnerships and
constituents’ interests, leadership, the political importance of the issue, the
immediacy of the problem, context for effectiveness, resources and
implementation practicalities.

4.12. What are Stakeholders’ roles in mainstreaming HiAP?

4.12.1. What are the roles of Governments?

Identifying health policy areas of mutual interest with other sectors is helpful
for intersectoral alignment. For example Public elementary schools are the
most feasible policy space where banning unhealthy food for school-aged
children’s consumption could have a significant impact in the long run. The
Ministry of education should appreciate the potential effects of preventing
obesity and overweight in school aged children and partner with the ministry
of health to achieve this.

1. Policy coherence is crucial — this means that different government
departments’ policies complement rather than contradict each other in
relation to the production of health.

2. Providing equal access to quality education for individuals.
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3. Poverty and social exclusions should be targets for intervention
programmes.

4. Economic policies should aim at preventing unemployment and job
insecurity; and to reduce the effects of unemployment.

5. Stake holders in the agriculture and food sector should strive to ensure
sustainable agriculture and food production methods and healthy food
cultures.

6. Public transport and road networks should be improved. Incentives
can be put in place to discourage driving and sedimentary lifestyle
and encourage walking and cycling

4.12.2. What are the roles of the health sector?

To advance Health in All Policies the health sector must learn to engage
systematically across government and work in partnership with other sectors
to address the health and well-being dimensions of their activities. This
requires a health sector that is outward oriented, open to others, and equipped
with the necessary knowledge, skills and mandate.

The health sector can support other arms of government by actively assisting
their policy development and goal attainment. To harness health and well-
being, governments need institutionalized processes which value cross-sector
problem solving and address power imbalances. This includes providing the
leadership, mandate, incentives, budgetary commitment and sustainable
mechanisms that support government agencies to work collaboratively on
integrated solutions.

This also means improving coordination and supporting champions within the
health sector itself. New responsibilities of health departments in support of a
Health in All Policies approach will need to include:

1. Providing the leadership, mandate, incentives, budgetary commitment
and sustainable mechanisms that support government agencies to
work collaboratively on integrated solutions.

2. Understanding the political agendas and administrative imperatives of
other sectors in terms of their own priorities.

3. Building the knowledge and evidence base of policy options and
strategies;

4. Assessing comparative health consequences of options within the
policy development process and consider the potential  and
distributional impacts on health of policies/decisions taken in ‘non-
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health’ areas and take action to enhance positive impacts/ alleviate
negative impacts

5. Creating regular platforms for dialogue and problem solving with
other sectors;

6. Evaluating the effectiveness of intersectoral work and integrated
policy-making;

7. Building capacity through better mechanisms, resources, agency
support and skilled and dedicated staff to monitor the impact of
HiAP on health;

8. Working with other arms of government to achieve their goals and in
so doing advance health and well-being.

4.12.3. What are the roles of community leadership for action?

1. The participation of communities and civil society groups in decision-
making is a key aspect of the governance required for action on social
determinants across all sectors. This can drive new initiatives,
increase accountability and sustain change. It implies a shift in power
relationships in favour of population groups and willingness of policy
makers to transfer real power to communities.

2. Encourage individual participation in taking up services

3. Encourage participation of communities in service delivery

4. Governments can act to ensure that they do not obstruct attempts at
participation

4.13. Examples of HiAP

‘Health in All Policies has been developed and tested in a number of countries
and there are potential in other countries. We can learn from these examples.
All that is mainly required is political commitment and accountability.
Examples include:

1. Mexico:

A typical example of HiAPinterventions that seek to improve the SDH
was in Mexico. This was with the participation of sectors other than
health, namely: 1) the ‘Opportunities’ Human Development
Programme; 2) the Healthy Communities Programme; 3) the Road
Safety Action Programme; and 4) the National Agreement for Healthy
Food. The ministries responsible for other sectors that collaborated with
health included: the Ministry of Social Development, the Ministry of
Education, the Ministry of Communications and Transport, the Ministry
of Public Security, the Ministry of the Economy, the Ministry of
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Agriculture, Livestock, Rural Development, Fisheries and Food, the
Ministry of Finance and Public Credit, the Ministry of Labour and
Social Welfare and local governments. Most of the evidence found was
on health or health equity impacts and this evidence generally
demonstrated positive health impacts for the population and, in many
cases, for disadvantaged populations.

2. Finland:

HiAP has evolved from a focus on concerted actions on high-priority issues
towards a more general pattern of integrated policy-making involving
intersectoral preparation of statutes, stands and programmes. A comprehensive
system of intersectoral apparatus for preparing national stands on EU policy
proposals was established when entering the EU. Integrated assessments,
including health, are required in all legislative proposals (Melkas 2013).
Enacted in 2010, the new Health Act requires municipalities to prepare and
discuss reports on their population groups’ well-being and health and their
major determinants within discussions of municipalities’ strategic plans. The
Finnish government programme states that “the promotion of well-being and
health as well as the reduction of inequality will be taken into account in all
societal decision-making, and incorporated into the activities of all
administrative sectors and ministries”.

3. South Australia:

South Australiahas developed the HiAP approach for its context, putting
emphasis on incorporating health high on the government agenda, as well as
on written agreements on joint strategic planning and budgeting. A health lens
exercise has been used for working with other sectors on initiatives selected
and monitored by the Executive Committee of the South Australian
government (Lawless et al. 2012). HiAP implementation is led by a small unit
within the South Australia’s health ministry. However, authority for HiAP
rests with the Department of the Premier and Cabinet, giving it the mandate of
the head of state and a truly whole-of-government focus. South Australia has
also adopted a new Public Health Act (2011) that requires all local
governments to develop health plans.

4. Ecuador: The National Good Living Plan



63

Ecuador’s National Plan of Good Living, or NPGL has become the roadmap
for the development and implementation of social policies in Ecuador, with
the full backing of the highest political authority. The concept of Good Living
is based on a broad definition of health. Health is one of a set of specific
sectoral work plans, each of which has to be consistent with national strategy
and priorities. The health sector work plan is guided by the social
determinants of health approach, and its goals are realized through the
Development Coordinating Ministry, which supervises the Ministries of
Health, Labour, Education, Migration, and Housing. Between 2006 and 2011
when the Programme was implemented, social investments increased 2.5
times; the proportion of urban homes with toilets and sewage systems
increased from 71% to 78%; rural homes with access to collection of waste
increased from 22% to 37% and health appointments in the public service
sector increased by 2.6 per 100 inhabitants (PAHO 2013).

5. Sweden: Reducing Road Fatalities

The Vision Zero initiative is an example of how a government agency that is
not normally associated with the health sector, the Swedish Road and Traffic
Safety Agency, contributed significantly to improved population health. Based
on the Agency’s recommendations, the Road Traffic Safety Bill enacted in
1997 by the Swedish Parliament required that fatalities and serious injuries are
reduced to zero by 2020 (Whitelegg & Haq 2006). It ushered in a systems
approach that brought together the transport, justice, environment, health and
education sectors, and established partnerships with the private sector and
civil society. In addition to playing a facilitating role, including provision of
data, the Swedish health authorities worked alongside the country’s
emergency services to reduce fatalities and improve outcomes. Through the
police, road safety measures such as speed limits, seat belt use, and random
breath testing for alcohol consumption were enforced, while civil society
organizations and the private sector promoted safe driving. Technical
measures included improved design of roads, vehicles, surveillance and safety
equipment. The approach, increasingly emulated in other countries, led to a
fall in the numbers of fatal road crashes from 9.1 deaths per 100,000 in 1990
to 2.8 deaths per 100,000 in 2010, despite a significant increase in traffic
volumes (IRTAD 2012).

6. Thailand: Inserting Health Concerns into Intellectual Property
Legislation
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The process of drafting Thailand’s National Plan for Intellectual Property in
2009 demonstrates how the health concerns of civil society can feed into the
policy process in both the health and trade sectors. During the drafting of the
Plan by the Thai Ministry of Commerce, civil society organizations (CSOs)
made use of Section 11 of the 2007 National Health Act, which guarantees
access to information on government programmes that “may affect [a
person’s] health or the health of a community, and shall have the right to
express his or her opinions on such matters.” On this basis, the CSOs
requested that the Thai government review the Draft Plan in order to ensure
that intellectual property (IP) regulations concerning otherwise legal essential
generic medicines would not invoke charges of IP infringement, as had been
the case of other countries. Instead, they requested a specific plan for IP
protection and enforcement regarding pharmaceutical products. The
involvement of CSOs in this process resulted in the establishment of a
working group composed of the National Health Commission Office, the
Ministry of Commerce, Department of Intellectual Property, and Ministry of
Public Health, which was tasked with developing an IP plan specific to
medicines and related products. Before any adoption of health-sensitive issues
in free trade agreement frameworks, representatives of health authorities and
civil society, including academics, are included in committees, working
groups and hearing sessions of the trade sector; moreover, the issue of IP for
pharmaceutical products is considered before setting any international trade or
economic agreements. (Source: National Health Commission Office,
Thailand).

Again in Thailandhealth impact assessment has been described as a means
ofresolving conflict between government and civil society (Phoolcharoen
2003) — citizenshave the right to request an assessment when they have
concerns about thehealth impacts of a government decision. HiAP (including
mandated use ofhealth impact assessment) resulted from a popular movement
for politicaland economic reform in the 1990s. Thai Health Promotion
Foundation(ThaiHealth) provides a governance structure for HiAP. Chaired by
the Prime

Minister, the ThaiHealth Board comprises representatives from economic and
fiscal, education, agriculture, transport and health sectors (Phoolcharoen
2003).

7. Malaysia:Health in All Policies:
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Malaysia embarked on a national transformation agenda based on the four
pillars of inculcating the cultural and societal values under the “1Malaysia
Concept” and the twin commitments of people first in all policies & projects
and performance now; a government transformation programme (GTP);
macroeconomic policies under the economic transformation programme
(ETP); and the operationalisation of these policies through the 10th Malaysia
Plan. The highest political commitment is given to the implementation of
these national policies by the various agencies, orchestrated and coordinated
by a central planning process which cascades down to the state and district
administrative levels of the government machinery. The health policies follow
these national policies. Malaysia’s success has depended upon each agency
performing well in the delivery of social services but intersectoral action at all
levels of the government machinery which has resulted in synergising these
efforts to deliver an outcome which has reduced health inequities whether
geographical or ethnic. In addressing the social determinants of health,
Malaysia has drawn upon its values of social justice and equity to foster
national unity. These are enshrined in the Constitution and supported by a
legal and policy framework (Noh &Safurah 2011).

8. Nigeria:

In Nigeria, the Subsidy, Reinvestment and Empowerment Programme (SURE-
P) programme which is under the Presidency provides an opportunity to
institute health in policies because most of its projects cut across different
sectors of the economy. One of the pillars of the transformation agenda of the
Federal Government is the progressive deregulation of the petroleum industry.
In January, 2012, the decision to remove the subsidy on Premium Motor Spirit
(PMS) was announced by government. In order to ensure the proper
management of the funds that would accrue to the Federal Government from
the partial withdrawal of subsidy, the Subsidy Reinvestment and
Empowerment Programme (SURE-P) was established to “deliver service with
integrity’ and ‘restore people’s confidence in the government’ (FGN 2012).
One of the official explanations for instituting the policy was that the fuel
subsidies do not reach the intended beneficiaries as richer households
consume larger quantities of petroleum products than the poor. Consequently,
the subsidy benefits mostly the rich.

The objectives of the SURE-P are:
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1. To mitigate the immediate impact of the partial petroleum subsidy
removal on the population by laying a foundation for the successful
development of a national safety net programme that targets the poor
and vulnerable on a continuous basis. This applies to both the direct
and indirect effects of subsidy withdrawal.

2. To accelerate economic transformation through investments in critical
infrastructural projects, so as to drive economic growth and achieve
the Vision 20:2020.

3. To promote investment in the petroleum downstream sector.

The SURE-P’s funds are split between the Federal, States and Local
Governments, and are meant to be used in two ways: to help fund
infrastructural development; and to support social security programmes
related to issues such as public works, vocational training, mass transit
transportation, Maternal and Child Health, community services, women and
youth empowerment and unemployment. If properly executed, it is likely to
address some of the inequities in the country.

Furthermore, the Nigeria Vision 20-2020 plan which is a grand agenda
intended to transform Nigeria into a fully developed economy and one of the
world’s leading 20 economies by 2020 is also a veritable platform for
addressing Health in All policies. The plan addresses 29 thematic areas, each
representing a different sector of the economy including Health.

9. International: Framework Convention on Tobacco Control

Tobacco control has been a major success for HIAP at the global level. The
Framework Convention on Tobacco Control (FCTC), which entered into force
on 27 February 2005, is the first treaty negotiated under the auspices of the
World Health Organization. It was developed in response to the globalization
of the tobacco smoking epidemic, in recognition that the spread of the
epidemic is facilitated by a variety of complex factors with cross-border
effects, including trade liberalization and direct foreign investment. The FCTC
now has 177 signatory countries, and has successfully led to stronger tobacco
control policies in many parts of the world. Both supply and demand
reduction measures are included in a “package” of interventions. In addition to
the Ministry of Health, relevant ministries or agencies such as Finance, Trade,
or Customs in each signatory country work together to meet minimum
standards governing the packaging, sale, advertising, and taxation of tobacco
products (WHO 2013Db).
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4.14. Challenges in implementing Health in All Policies
In implementing HiAP, a number of questions are raised and need to be
considered (Kickbusch and Buckett2010):

1. It is one thing for the health sector to be interested in trying to solve
its problems, but why would other sectors want to work in a joined-up
way with Health in an HiAP approach—what’s in it for them?

2. Health often makes up the greatest single expenditure of governments,
so why should other agencies be asked to spend their funds on health
outcomes? Again, what’s in it for them?

3. How should the power dynamics and relationships between health and
other sectors be managed so that a fruitful relationship can be
developed—who leads (and, therefore, who follows)? This is a vital
question as relationship-building and partnerships are key aspects of
successful across-sector work.

4. How do you develop a common goal given the current institutional
arrangements where each sector is striving to achieve its own goals?
Without shared goals, at some level HiAP will fail.

5. How do you develop a culture of cooperation given that sectors, and
their leaders, are in competition for resources and ‘their time in the
sun’?

6. What is Health’s role in HiAP? How can it be inclusive and not
dominant in partnerships given that health issues are generally seen as
Health’s responsibilities?

Therefore, intersectoral policy-making is difficult because it requires setting
common goals, delivering integrated responses and providing increased
accountability across government agencies. The Adelaide statement states that
“to harness health and well-being, governments need institutionalized
processes which value cross-sector problem solving and address power
imbalances. This includes providing the leadership, mandate, incentives,
budgetary commitment and sustainable mechanisms that support government
agencies to work collaboratively on integrated solutions.” (Adelaide
Statement 2010)

It is not unusual that such a process can create tensions within government as
conflicts over values and diverging interests can emerge. These tensions may
be managed through relationship-building and collaborative decision-making
structures. Over time, HiAP can help build interagency trust and promote
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deeper collaboration and robust and systematic stakeholder engagement on
high-stakes issues, leading to more efficient and effective governance.

SECTION FIVE: CONCLUSIONS AND RECOMMENDATION
5.1. Conclusions

Health is a precondition for and an outcome and indicator of all three
dimensions of sustainable development. Global health challenges cannot be
addressed effectively without addressing social, economic and environmental
determinants and challenges. Poorly performing health systems can be a
barrier to health care and a critical social determinant of health. Therefore,
Action on social determinants is urgent for the final push towards the MDGs
and post MDGs developmental goals. Without it, we will not meet the targets
and the gains of the MDGs will not be sustained thereafter.

SDH including the health system are a powerful influence on health and few
governments have explicit policies for tackling socially determined health
problems. Interventions aimed at reducing disease and saving lives succeed
only when they take the SDH adequately into account . Limitation in progress
of MDGs is linked with failure to address the SDH. So, to accelerate the
achievements of MDGs and prepare for post-MDGs agenda, we need actions
on SDH. Addressing social determinants of health is not solely the
responsibility of the health sector: health and development needs an
integrated, multisectoral approach through Health in All Policies approach e.g.
Agriculture, Education, Housing, Transportation and financing etc.
Specifically, three broad approaches to addressing SDH and reducing
health inequities are based on: (1) targeted programmes for disadvantaged
populations; (2) closing health gaps between worse-off and better-off
groups; and (3) addressing the social health gradient across the whole
population.

HiAP introduces better health (improved population health outcomes) as a key
dimension of wellbeing and defines the closing of the health gap as a shared
goal across all parts of government. It addresses complex health challenges
through an integrated and dynamic policy response across portfolio
boundaries. Health is no longer in the centre but, by incorporating a concern
with health impacts into the policy development process ofallsectors and
agencies, it raises the importance of health issues. It enables further
recognition of the SDH and a pathway for governments to take action in a
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more systematic manner so as to make positive changes inthem for improved
population health.

HiAP actions and groups can take many forms, but the ultimate goal of this
approach is to fundamentally change government so that agencies are aligned
around a common vision for a healthy and equitable society, so that health is
considered in decision-making across sectors and policy areas. With this
vision in mind, opportunities to do this work can emerge nearly anywhere. It
can be implemented through creation of a new structure or group, or can be
applied to existing processes such as strategic planning and grant-making, or
both. Partners, leaders, and focus areas will vary, depending upon political
support, community needs, and resources.

By their very nature, HiAP initiatives will give rise to tensions between
agencies on specific issues, but these tensions can be managed through
relationship-building and collaborative decision-making structures. Over time,
it can also help build interagency trust and promote deeper collaboration and
robust stakeholder engagement on high-stakes issues, leading to more efficient
and effective governance.

5.2.Some key recommendations to accelerate the achievements of the
MDGs by addressing SDH and mainstreaming HiAP in Nigeria
include:

1. Work across all levels of government, creating synergies and
cooperation, supported by structures and mechanisms that enable
dialogue, collaboration and alignment, in developing policies,
legislation and programmes with an equity focus. A governance
structure with the highest political patronage is needed for this.

2. Work across different sectors and levels of government to ensure
coherent, integrated, intersectoral interventions and develop national
strategies to address health and equity issues; and work on multiple
fronts, including involving the private sector through Public Private
Partnership. Ensure that all Ministries, Departments, Agencies
(MDAs) have health desks and budget line provided for them.

3. Strengthen the health systems towards the provision of equitable
universal coverage as a necessary condition for addressing SDH and
inequity. The recent Ebola virus disease outbreak show how fragile
our health system is.
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4. Develop and strengthen financing measures and risk pooling
mechanisms to ensure out-of-pocket expenditure at point of service is
minimized, and people are prevented from being impoverished when
they seek medical treatment including promoting mechanisms for
community initiatives. One of the models through which this can be
delivered is the community-based health insurance scheme. There are
success stories in Obio community in Rivers State (Nigeria Health
Watch 2014) and Igboukwu community in Anambra State
(Uzochukwu et al. 2009) that can be replicated. However, in doing
this we should guide against inequities in catastrophic out-of-pocket
health expenditures as has been noted in Southeast Nigeria
(Onwujekwe et al. 2012b)

5. Empower the role of communities and strengthen civil society
contribution to policy-making and implementation by adopting
measures (including financial and educational resources) to enable
their effective participation in decision-making (in particular targeted
towards wvulnerable groups). The Ward development committee
concept in Nigeria is a veritable community organ that can be used to
do this and the “reaching every ward” (REW) strategy in Nigerian
immunization programme (Uzochukwu et al. 2011a) should be used
in other sectors.

6. Foster local governance and public accountability to ensure that
people, particularly vulnerable and marginalized groups, participate in
policy- and decision-making processes. The facility health committee
concept is a good local and public accountability structure in Nigeria
and should be institutionalized (Allen & Uzochukwu, 2011b)

7. Develop and maintain public health policies and actions that address
the social, economic, environmental and behavioural determinants of
health; in particular, the principle of quality universal coverage must
not be sacrificed as a result of the economic crisis. Poverty and social
exclusions should be targeted for intervention programmes

8. Policy coherence, providing equal access to quality education for
individuals for example through the Universal Basic Education as in
Nigeria.

9. Economic policies aimed at preventing unemployment, sustainable
agriculture and food production methods and healthy food cultures
and Public transport and road networks should be improved.
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10. Improve capacity of the health sector to identify and contribute to
addressing social determinants of health through intersectoral action
and policies

11. Fundamental determinants of conflicts and insurgence should be
addressed holistically, while adhoc measures are put in place. For
example the International Rescue Committee, one of the world’s
largest humanitarian agencies that provide relief, rehabilitation and
post-conflict reconstruction support to victims of natural disaster,
oppression and violent conflict is currently running a health project
for conflict affected communities in Adamawa State. Similar projects
could be extended to other States.

12. Re-visit the Nigeria Vision 20-2020 plan and incorporate HiAP in its
strategic plan.

13. Strengthen international cooperation in promoting health equity as
this is at the centre of the agenda for inclusive and sustainable
development. There should also be Aid harmonization and the
disconnect in partner support between national and sub-national levels
should be addressed by all partners.

14. In the Post 2015 agenda (Sustainable Development Goals), the social
determinants of health and HiAP should be given prominence.

5.3.End Note
A renewed commitment to intersectoral action is needed to help alleviate SDH
and sustain MDG achievements and prepare for post MDGs agenda.
According to an African proverb, “If you want to go fast, go alone; if you
want to go far, go together”. The health sector should take the lead on this by
ensuring strong leadership, policy coherence, community participation and
intersectoral collaboration.

In 1941,Virchow a German had recommended that to improve the
population’s health, the city fathers (the owners of the land, water, and
property), should redistribute the land, water, and property of Germany. But
his recommendation was dismissed as too political. In response to the
outraged dismissal, he said “Medicine is a social science and politics is
nothing more than medicine on a large scale”(Virchow 1941). What we, as
public health workers and other stakeholders in health need to do is to act as
agents, including political agents, for change. I hope I have supporters on this
in this audience.
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INAUGURAL LECTURES
OF THE UNIVERSITY OF NIGERIA, NSUKKA

1. Prof. K. Nzimir O — 1976
Title: the Crisis in the Social Sciences: The Nigerian
Situation

2. Prof. Chika Okonjo — 1976
Title: Economic Science, Imperialism and Nigerian
Development.

3. Prof. K. S. Hegde, Vet. Medicine — 1977
Title:

4. Prof. D. 1. Nwoga — 1977
Title: Visions Alternatives: Literary Studies in a Transitional Culture.

5. Prof. J. A. Umeh - 1977



10.

11.

12.
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Title: Land Policies and Compulsory Acquisition of Private Land for
Public Purposes in Nigeria.

Prof. D. C. Nwafo — 1984
Title: The Surgeon as an Academic

Prof. G. E. K. Ofomata — 1985
Title: Soil Erosion in Nigeria: The views ofa ~ Geomorphologist.

Prof. E. U. Odigboh — 1985
Title: Mechanization of cassava production and
processing: A Decade of Design and Development.

Prof. R. O. Ohuche — 1986
Title: Discovering what Learners have attained in
Mathematics.

Prof. S. C. Ohaegbulam — 1986
Title: Brain surgery: A luxury in a Developing Country like Nigeria.

Prof. 1. C. Ononogbu — 1998
Title: Lipids: Your Friend or Foe.

Prof. V. E. Harbor-Peters — 2001
Title: Unmasking some Aversive Aspects of Schools Mathematics

and Strategies for averting them.

13. Prof. P. O. Esedebe — 2003
Title: Reflections on History, Nation Building and the University of
Nigeria.
14. Prof. E. P. Nwabueze — 2005
Title: In the Spirit of Thespis: The Theatre Arts and National
Integration.
15. Prof. 1. U. Obi — 2006



16.

17.

18.

19.

20.

21.

22,

23.

24.

25.
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Title: What have I done as an Agricultural Scientist? (Achievements,
Problems and Solution Proposals).

Prof. P. A. Nwachukwu - 2006
Title: A Journey through the Uncharted Terrain of Igbo Linguistics.

Rev. Fr. Prof. A. N. Akwanya — 2007
Title: English Language learning in Nigeria: In search of an enabling
principle.

Prof. T. UzodinmaNwala — 2007
Title: The OtontiNduka Mandate: From Tradition to
Modernity.

Prof. J. A. Ibemesi — June 2007
Title: From studies in Polymers and Vegetable oils to Sanitization of
the Academic System.

Prof. Obi U. Njoku — June 2007
Title: Lipid Biochemistry: Providing New Insights in our
Environment.

Prof. Humphrey Assisi Asobie — July 2007
Title: Re-inventing the Study of International Relations: From State
and State Power to Man and Social Forces.

Prof.AloyEmekaAghaji — July 2007
Title: Prostate Cancer: Coping with the Monster in a Third World
Setting.

Prof. Eunice A. C. Okeke — August 2007
Title: Making Science Education Accessible to All

Prof.Chibuike U. Uche — August 2007
Title: The future of the Past in Banking

Prof.Ossie O. Enekwe — September 2007
Title: Beyond Entertainment: A Reflection on Drama and Theatre.
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31.

32.

33.

34.

35.

111

Prof.OnyechiObidoa — September 2007

Title: Life Does Not Depend On The Liver: Some Retrospectives,
Perspectives, And Relevance in Xenobiosis, Chemoprevention And
Capacity Building.

Prof.Okechukwulbeanu — 2008
Title: Affluence and Affliction: The Niger Delta as a Critique of
Political Science in Nigeria.

Prof. Damian UgwutikiriOpata — 2008
Title: Delay and Justice in the Lore and Literature of Igbo
Extraction.

Rev FrProf.ElobuikeMalachyNwabuisi — 2008
Title: Education for What?

Prof. Michael C. Madukwe — 2008
Title: Practice Without Policy: The Nigerian Agricultural Extension
Service.

Prof. Anthony N. Eke — 2008
Title: Delay And Control In Differential Equations: Apogee of
Development.

Prof Joe SonneChinyereMbagwu — 2008
Title: From Paradox To Reality: Unfolding the Discipline of Soil
Physics in Soil Science.

Prof.InnoUzomaNwadike — 2008
Title: Igbo Studies: From the Plantation of West Indies to the Forest
lands of West Africa, 1766 — 2008.

Prof. Benjamin ChukwumaOzumba — 2008
Title: Improving Maternal Health in Developing Countries: The

Nigerian Experience.

Prof. Henrietta NkechiEne-Obong — 2008
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43.
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45.
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Title: Nutrition Science and Practice: Emerging Issues and Problems
in Food Consumption, Diet Quality and Health.

Prof.AmaraucheChukwu — 2008
Title: Using Neglected Local Raw Materials In Developing High
Level International Health Manpower.

Prof. Samuel OgbonnaEnibe — 2008
Title: Engineering Systems Analysis and Optimization.

Prof. Michael IfeanyiUguru — 2008
Title: Crop Genetics and Food Security.

Prof. Alex I. Ikeme (KSM) — 2008
Title: Poly-Functional Egg: How can it be Replaced?

Prof.Chukwuma C. Soludo — 2008
Title: Financial Globalization and Domestic Monetary Policy:
Whither the Economics of the 21* Century.

Prof. Josephine IfeyinwaOkafor (Mrs) — 2008
Title: Fungal Diseases: A Serious Threat to Human existence in
recent Times.

Prof. C. C. Agu — 2008
Title: Understanding the ABC of the Financial System.

Prof. Polycarp E. Chigbu - 2009
Title: Semi-Latin Squares and Related “Objects”: Statistics and
Combinatorics Aspects.

Prof. Reuben U. Okafor — 2009
Title: 4-circle Base Triangular Model in Ageing and Death
Education.

Prof. Francisca NnekaOkeke — 2009
Title: Geomagnetic Research in Physics: The Journey So Far.
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51.

52.

53.

54.
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Prof. Clara Ikekeonwu — 2009
Title: Language and Gender in Nigeria: Perception, Pattern and
Prospects.

Prof. Fabian C. Okafor — 2009
Title: The Varied Roles of Snails (Gastropod Molluscs) in the
Dynamics of Human Existence.

Prof.DenchrisNnabuikeOnah — 2009
Title: The Elegance and Success of Trypanosomes as Parasites:
Immunological Perspective.

Prof. Grace ChibikoOfforma — 2009
Title: Curriculum across Languages.

Prof. Doris UkanwamakaEgonu — 2010
Title: Illiteracy in a Century-Old Education System: The Challenge of
Adult Education in Nigeria.

Prof.UcheMariestellaNzewi — 2010
Title: It’s all in the Brain: Of Gender and Achievement in Science and
Technology Education.

Prof. Beatrice A. Okeke-Oti — 2010
Title: They have Dignity and Worth and Therefore Need
Restoration.

Prof. Ernest Onwasigwe — 2010
Title: Paediatric Ophthalmology: Past, Present and Future.

Prof. Chika Onwasigwe — 2010
Title: Disease Transition in Sub-Saharan Africa: The Case of Non-
Communicable Diseases in Nigeria.

Prof. Rich EnujiokeUmeh — 2010
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Title: River Blindness: An Insight into Community Directed

Management of Endemic Diseases.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

Prof. Eric C. Eboh — 2011
Title: Agricultural Economy of Nigeria: Paradoxes and Crossroads of
Multimodal Nature.

Prof George O. S. Amadi — 2011
Title: Political Jaywalking and Legal Jiggery-Pokery in the
Governance of Nigeria: Wherein Lies the Rule of Law?

Prof. Ola Oloidi — 2011
Title: The Rejected Stone: Visual Arts In An Artistically Uninformed
Nigerian Society.

Prof. Felicia N. Monye (Mrs) — 2011
Title: The Consumer and Consumer Protection in Nigeria: Struggles,
Burdens and Hopes.

Prof.GoddyChubaOkoye — 2011
Title: Enhancing Healthy Human Life Through Bioengineering and
Rehabilitation Medicine.

Prof. James C. Ogbonna — 2011
Title: Biotechnology and the Future of Human Existence.

Prof.Ngozi M. Nnam — 2011
Title: Adequate Nutrition for Good Health: Is Our Environment
Nutrition Friendly?

Prof. Joseph C. Okeibunor — 2011
Title: Health Services for the Poor by the Poor: Lessons for
Addressing the Diverse Social Problems in Nigeria.

Prof.Okwesili Fred C. Nwodo- 2012
Title: From Water Beyond Wine to Longevity.

Prof. Fab ObetaOnah- 2012
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68.

69.

70.

71.

72.

73.

74.

75.
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Title: Engaging the Challenges of Human Resource Management in
Public Organisations in Nigeria.

Prof. Emmanuel OnyebuchiEzeani- 2012
Title: Delivering the Goods: Repositioning Local Governments in
Nigeria to Achieve the Millenium Development Goals (MDGs).

Prof.MalachylkechukwuOkwueze - 2012
Title: Religion: Indeed the ‘Opium’ of Life?

Prof. Emmanuel Chinedumlbezim- 2012
Title: Exploring the Exciting World of the Wonder Agents called
Drugs.

Prof. Patience Ogoamaka Osadebe-2012
Title: From the Lab. Bench Through the Gardens to the Apothecary:
Journey So Far.

Prof.Ifeoma Maureen Ezeonu — 2012
Title: People vs Bacteria: Bacteria Innocent Until Proven Guilty.

Prof. Chika Njideka Oguonu-2012
Title: Fiscal Management And Grassroots Development: Issues And
Concerns In The Nigerian Context.

Prof. Gabriella I. Nwaozuzu -2013
Title: The Babelist Theory of Meaning.

Prof.Basden Jones C. Onwubere — 2013
Title: High Blood Pressure - The Silent Killer On The Prowl:
Combating The Albatross.

Prof.ObinaOnwujekwe — 2013
Title: Moving Nigeria From Low Coverage to Universal health
Coverage: Health System Challenges, Equity and the Evidence.

Prof. David N. Ezeh -2013
Title: Science Without Women: A Paradox.
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77.

78.

79.

80.

81.

82.

83.

84.
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Prof. Elizabeth UgonwaAnyakoha - 2013
Title: Advancing A Framework For Showcasing Family Concerns:
Challenging The Challenges.

Prof. Micah OkwuchukwuOsilike — 2013
Title: Fixed Point Theory and Applications: Contributions from
Behind Closed Doors.

Prof. Augustine A. Ubachukwu — 2014
Title: Physics in Life and the end of all Things.

Engr. Prof. Daniel Oraeguna N. Obikwelu -2014
Title: Metallic Materials: Challenges in the 21st Century Nigeria and
Didactic Lessons from the 18th Century Industrial Revolution.

Prof. (Mrs.) Catherine IkodiyaOreh — 2014
Title:Igbo Cultural Widowhood Practices: Reflections On Inadvertent
Weapons of Retrogression in Community Development.

Prof. Charles LivinusAnijaAsadu— 2014
Title:The Soil We Do Not Know.

Prof. Basil ChukwuemekaEzeanolue - 2014
Title: Hear the Voice

Prof. Ifeoma Pamela Enemo — 2014
Title:Dangerous Families In Nigerian Law: A National Albatross?

Prof. Christopher Okeke Taghbo Ugwu— 2014
Title: The Demise of the African God/s: Fallacy or Reality

Prof. Bernard Obialo Mgbenka - 2014
Title:Clariid Catfish Aquaculture: a Panacea for Quality Animal
Protein Security



117

Photos from the Event
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