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ABSTRACT  6 

In any emerging urban territory, there are bound to be opportunities and advancements that will create 7 

alteration in the social order leading to social and economic classes. The resultant variations in 8 

socioeconomic status among the households is a critical factor in shaping individual and family decisions 9 

especially in taking advantages of services that can improve the general wellbeing of the households in 10 

space and time. Furthermore, this variation can also influence the health status of households’ members 11 

across gender, generation and rurality. The study opted to ascertain this situation in a fast developing 12 

region in Niger Delta of Nigeria. Thus, this study evaluated health inequity status of urban youths in a 13 

Niger Delta region of Nigeria. Specifically, the demographic profiles of the respondents were analyzed, 14 

the pattern of health inequity indicants were ascertained and the pattern of index of health inequity status 15 

of the urban youths were assessed. The study was an expo facto research type and adopted a cross 16 

sectional survey design. Data were collected using a self-administered structured questionnaire. A 17 

sample size of 181 respondents were selected through multi-stage sampling procedure. Descriptive 18 

statistics including frequency count, percentage and composite index analyses were used to analyze the 19 

collected data. Findings show that majority of the respondent within the ages of 17 to 19 years and 86.7% 20 

were native of the study area. Of course 90.6% were depending on their parents for socioeconomic 21 

support as 68.0% resides in areas that were not totally classed as urban. With regards to health equity 22 

status, 40.9% of the respondents had low health equity status, 57.5% had average status and only 1.7% 23 

had high health equity status. The later findings buttress the fact that there is wide gap in health and 24 

socioeconomic wellbeing of the younger generation across the households and therefore improvement in 25 

the quality of child social protection and reduction in child poverty status. 26 
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1. INTRODUCTION: 30 

Urban areas in most sub-Saharan Africa have their challenges with regards to matching their 31 

infrastructural resources with the fast increasing population. This situation is usually characterized by 32 

diverse income inequalities, upsurge in technological activities and also the problem of waste 33 

management. Therefore, living in cities have been reported to increase dwellers exposure to unhealthy 34 

environment, [1] and this has raised public health concerns. The disparities in health status across the 35 

population therefore arise from how frequently diseases affect an individual, how many people get sick or 36 

how often the disease can cause death, [2]. In other words, the disparities could be referred to as health 37 

inequity; describing the differences in health status between individuals in a given geographical setting. 38 

These inequities are usually socially produced and systematically distributed across the populations. 39 

They are regarded as differences in health wellbeing influenced by the distribution of diverse 40 

determinants between different population groups, [3], [4], [5], [6] and [7]. Uyo Capital Territory has these 41 

peculiarities, the territory covers beyond Uyo as a local government area to fringes of the surrounding 42 

local government areas. The study area is spatially peri-urban with urban area at the centre. Uyo capital 43 

territory is an emerging and rapidly expanding urban city; witnessing changes due to its increasing 44 

population density with attendant health status disparities. Analysis of the spatial and temporal changes in 45 

Uyo capital territory reveals two major timelines, which is the pre- and post- elevation of Uyo local 46 

government area to a State capital status. The available evidence via analysis of aerial photograph and 47 

satellite imagery over there about 10 years intervals; 1969, 1978, 1988, 2001 and 2004 provide 48 
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interesting land use change pattern, [8]. In their analysis of land area classification by different land use 49 

type; the study of Ernest, Mbakwe and Leke identified 11 classes and revealed that there have been 50 

upsurge in use of land that were non-degradable; agriculture (6024.17ha), and forestry (324.94ha) in 51 

1969 to 2568.76ha(agric) and 1028.82ha (forestry) in 2004 while commercial land use(37.46ha in 1969 52 

increase to 100.35ha in 2004), industrial(0.0ha 1969 increase to 303.59ha in 2004), residential 53 

(2111.70ha in 1969 increase to 6144.92ha in 2004), transportation(95.45ha in 1969 to 207.91ha in 2004) 54 

[8]. Certainly, as demands for land for human use increased with population growth, the resultant 55 

environmental perturbation increased at geometric rate throwing up serious health concerns for health 56 

care service to abate the much they can do, [1]. Within Uyo capital territory, there are several health care 57 

institutions ranging from primary, to tertiary health facilities which are publicly managed by the State. 58 

There are also privately own facilities which contribute to the health care delivery-friendly status. Despite 59 

availability of these health facilities, focus group discussion revealed that there is still high patronage of 60 

the non-formal health facilities. Such acts could be due to some social determinants of health disparity in 61 

such urban environment. Differences in health status are quite observable across the members of 62 

households due to the high cost of accessing health care. There are a lot of self-medication practices and 63 

patronage of traditional medical practitioners who often use herbal medicines. This suggests that access 64 

to affordable cost of health care services are becoming increasingly unpopular. Though, it may not be 65 

only peculiar to Uyo Capital territory, self-medication has been noted to be a worldwide problem [9] and 66 

[10]. The situation in terms of its magnitude differ across developing regions, [11] and [12]. As noted by 67 

[9] the situation is driven by determinants such as inadequate health care facilities, poverty, illiteracy and 68 

unqualified patent medicine sellers. They severity is further exacerbated by fewer physicians, high cost of 69 

conventional drugs for the vast low income households and patronage of herbal medicine due to notional 70 

cure to multiple ailments [9]. 71 

 72 

The practice of self-medication is mostly based on a previous experience of a treatment of a similar 73 

ailment and advice of relations, friends or patent medicine seller, [13], [14] and [15]. Meta-evaluation of 74 

studies in the study area revealed most of resident of the area indulge in self-healthcare, with few or 75 

virtually no consultation of a physician, particularly in peri-urban and rural Akwa Ibom State. About 73.1% 76 

of the population of Akwa Ibom State were said to be very highly involved, while 14.3% were classed as 77 

highly involved, the remaining12.6% who were not involved in self-medication could be due to vantage 78 

proximity to orthodox health facilities in the urban areas [16]. The massive indulging of rural dwellers in 79 

self-medication could be intertwined by their nature of exposure to harsh and hazardous working 80 

environment and seemingly poor healthcare service accessibility and delivery [17]. The prevalence of 81 

illness and access to health services also differ between different age groups, the older folks tending to 82 

be sicker than young people. People from lower socioeconomic groups tend to be more exposed to 83 

health hazards in the physical environment, they experience more psychosocial stress, suffer more 84 

material deprivation like poor nutrition and inadequate quality of housing. All these result in unfair and 85 

avoidable differences in health status observed within the society [1], [3], [18] and can influence the 86 

health status of an individual or the people either positively or negatively. These circumstances are 87 

shaped by the distribution of money, power and resources at global, national and local levels which are 88 

themselves influenced by policy choices. Thus, the social determinants of health are mostly responsible 89 

for health inequities. Several determinants of health inequity have been highlighted in literature; the World 90 

Health Organization (WHO) have identified some to include: socioeconomic status, housing, food 91 

security, poverty and health care services [19] and while [20] classified the determinants to include the 92 

range of personal, social, economic and environmental factors which determine the health status of 93 

individuals or population. Determinants are not only those factors which are related to individual actions 94 

such as health behaviours and lifestyles, it’s also related to factors such as income and social status, 95 

education, employment and working conditions.  96 

 97 

As noted by [21], low socioeconomic status is associated with increased morbidity and mortality. 98 

Socioeconomic status is very critical indicators when seeking insight to how the youths are faring. The 99 

wellbeing status of children and younger generations, especially non-income earners, in any household 100 

do reflect the socioeconomic status of the family economic position. When per capita expenditure is low, it 101 

affects the wellbeing of everyone much especially the younger generation, who need quality health care 102 

and status to be able to fulfill physiological and social obligations safely for overall human capital 103 

development. Youths that don’t have access to health care services often die in their sickness or suffer 104 
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chronic diseases. Those that live below the poverty line are often poorly fed or nourished; since income is 105 

proportional to quality food and the quality of food largely contribute to an individual’s health [22] and [23], 106 

Urban teen youth health inequity tend to be that which are quite systematic and the differences in health 107 

care access are not distributed randomly but rather show a consistent pattern across the population, [20] 108 

and [23]. One of the most striking examples is the systematic differences in health care status between 109 

different socioeconomic groups. This social pattern of disease is pervasive, though its magnitude and 110 

extent vary among countries. Inequity in health is considered to be unfair because it is generated and 111 

maintained by “unjust social arrangements”. Inequity is unfair because (a) we know how to reduce 112 

inequities with known interventions, but not to take action is unjust; and (b) inequities are avoidable and 113 

preventable. Although ideas about what is unfair may differ to a certain degree from place to place, there 114 

is much common ground. For example, it would be widely considered unfair if the chance of survival was 115 

much poorer for the children of some socioeconomic groups, compared with that of others. Globally, 116 

multiple strategies have been used to address health inequities. Three main approaches applied to 117 

measure and tackle inequities in health include targeting disadvantaged population groups or social 118 

classes, narrowing the health gap and reducing inequities throughout the whole population. It is likely that 119 

these approaches are interdependent and should build on one another.  120 

 121 

The challenge of reducing health disparities will require sustained commitment from both health agencies 122 

other sectors such as education, employment, transportation, social services, housing and from the public 123 

at large [18]. As earlier noted, the Uyo capital territory alone is characterized by avalanche of public and 124 

private health institutions but despite the availability of health care services in Uyo capital territory, how 125 

many teen youths are able to gain access to it? And what are the pattern of health inequity incidences in 126 

the study area and what is the health equity friendliness status among the youths in the region? Could the 127 

personal characteristics of the respondents explain variation in health inequity index among youths in Uyo 128 

capital territory? Thus, this paper evaluated urban health inequity status of in-school youths in Uyo, 129 

Nigeria and specifically, analyzed the demographic profile of the youths, mapped the variations in 130 

responses to the elements of health inequity and estimated its relative incidence index within the study 131 

area and also assessed the pattern of heath care equity status among the respondents 132 

 133 

2. Methodology  134 

Uyo capital territory was chosen as the area of the study. It extends beyond Uyo Local government area 135 

to parts of four other local government areas that share contiguous geographical boundaries. It is located 136 

on latitude 5.0oN and longitude 80oE. Uyo local government area host the administrative apparatus of the 137 

capital territory, is one of the largest local government area in Akwa Ibom State. The area is within the 138 

equatorial rain forest belt. It is a tropical zone that has vegetation of green foliage of trees, shrubs and oil 139 

palm trees, etc. the study area has an estimated population of about 409,573. This comprises of 203,113 140 

males and 206,460 females respectively. It has a land mass of about 218km2. The study target population 141 

was in-school youths, who were within the secondary school programme based on the assumption that 142 

they quite knowledgeable about their family background and would soon be confronted the psychological 143 

demands of independent living from their immediate family setting.  A two-stage sampling technique was 144 

used to select the sample. The first step adopted simple random sampling to select two post primary 145 

schools out of eleven in the study area.  At second stage, all the students in the senior secondary (SS) 146 

classes, who were present in school on the day of the visit, were used for the study. This gave a total 147 

number of 181 youths (respondents). Primary data were collected using structured questionnaire. The 148 

questionnaire was divided into sections to reflect the specific objectives of the study. Data were analyzed 149 

using descriptive and inferential statistics.  150 

 151 

3. Results and Discussion  152 

 153 

A. Demographic Profiling of the Youths 154 

A study of the demographic characteristics of the respondents across the selected variables as shown on 155 

Table 1, holds a lot of information for intervention planning. Ordinarily, the study population of in-school 156 

youths within the senior school programme ought to be dominated by students within the ages of 14 to 16 157 

years but the large proportion of youths above 16 years and also the virtually equal enrolment of boys 158 

and girls in the school system is due large to the influence of free education policy intervention in the 159 
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study area. The policy influence has brought in many out of school youths to the classroom. With 160 

reference to Item 1, 27.6% of the respondents were between the age range of 13 – 16 years, 52% were 161 

between the range of 17 – 19 years and 20.4% were between the range of 20-22 years. Item 2 shows 162 

that 50.3% of the respondents were men and 49.7% were female. Ordinarily, the target population ought 163 

to have been dominated by ages ranging between 14 and 16 years but the proportion of respondents 164 

above 16 years and virtually equal enrollment of boys and girls is due to influence of free educational 165 

policy and has brought back many out of school youth to classroom. Of course, the study area is 166 

predominantly of religious orientation as Item 3 shows that 98.3% of the respondents were Christians and 167 

only 1.7% were Muslims. Item 4 followed an apriori expectation about the marital status of the study 168 

population as 98.9% of the respondents were single and 1.1% were married. Item 5 shows the extent of 169 

cosmopoliteness as most (88.4%) of the respondents were Uyo indigenes and 11.6% were not indigenes. 170 

Item 6 shows that 86.7% of the respondents indicated that their parents are engaged in farming activities 171 

and 13.3% are not. Item 7 shows that 68.0% of the respondents live in rural area and 32.0% live in urban 172 

area. Item 8 shows that 90.6% of the respondents’ income are from parents while 9.4% are personal.  173 

 174 

Table 1: Distribution of respondents based on their Demographic Characteristics 175 

 176 

Item Demographic characteristics Frequency 
(n=181) 

Percent 
 

1 Age group (years)   
 13 – 16 50 27.6 
 17 – 19 94 52 
 20 – 22 37 20.4 
2 Sex   
 Male 91 50.3 
 Female 90 49.7 
3 Religion    
 Christian  178 98.3 
 Muslim 3 1.7 
4 Uyo indigene   
 Yes 160 88.4 
 No 21 11.6 
5 Do your parents engage in farming   
 Yes  157 86.7 
 No 24 13.3 
6 Residential area   
 Rural  123 68.0 
 Urban 58 32.0 
7 Source of income   
 Parents  164 90.6 
 Personal 17 9.4 
Source: Field survey (2012) 177 

 178 

B. Pattern of Variation of the Elements of Health Inequity among the Youths  179 

Health inequity vary across geospatial settings and it is interesting to have detail understanding of the 180 

magnitude and response variation on the indicants of health inequity within the population. Table 2 holds 181 

diverse information that can generate bases for actions to mitigate or reduce the health inequity gaps if 182 

interventions are directed towards the mass disadvantage households. Furthermore, information is 183 

presented on the pattern of variation across the items; headcounts incidences and relative rank order of 184 

the indicants of the health inequity. Thus, the 16 indicants of health inequity exhibited four broad incident 185 

category; denoted by alphabetic superscripts “a” to “d”, which portray dimensionality of magnitude of 186 

severity of health inequities items across the study area. The incident (headcount) index displayed under 187 

the Relative HIeIOP (Health Inequity Index Order Positioning) column (see Table 2), thus, measured the 188 

probable prevalence of the specific health inequity items across the population. As denoted by superscript 189 

“a” to “d”, so as their proportional magnitude of severity decrease accordingly. Thus, the sequence 190 

depicts the relative rank order positioning of the indicants of health inequity. The deduced causes and 191 
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their implications thus provide insight on the likely social protection and poverty reduction policy that could 192 

mitigate the health inequality gap across the region. The items of “a” category suggest financial insecurity 193 

induced patronage of non-facility health care, which is wide spread and the patronage gap may continue 194 

to widen as the purchasing value of income continue to depreciate within the international foreign 195 

exchange system. This implies that 70% - 80% of the households’ health inequity status are induced by 196 

poor income earnings and until the national government initiate actions toward affordable healthcare and 197 

drugs and as  well as the revamping purchasing value of its currency and the performance of Nigeria 198 

economy. The widening gap would take longer time to close between the advantage and the 199 

disadvantage households. The “b” category implied that incidences of serious health breakdown as 200 

experienced within the households of respondents, invariably affects the flow socioeconomic benefits 201 

among its members. The “c” category is more multidimensional than any other category and the 202 

dimensions cover nutrition, sanitation and health friendly housing, which their poor status are still 203 

influenced by the economic insecurities and inequalities. The “d” category is relatively the least 204 

experiences across the study population, the respondents affirmed having poor financial wellbeing 205 

implying inability to afford most essential requirements for meaningful living.    206 

 207 

Across the distribution, there were critical incidences of serious concerns for public health improvement. 208 

Such as 28.7% of the respondents do not receive their treatments from the chemists shop (item 2) while 209 

improve advocacy on sanitation issues could still be responsible for 45.3% of the respondents do not 210 

have cases of cholera and dysentery to be common in their family (item 11). About 49.2% of the 211 

respondents are not attacked by malaria and fever every month (Item 13) suggesting that malaria is still 212 

call for concern. Despite about 43.1% of the respondents were not hindered by resources to buy drugs 213 

(Item 9) the rest of the is a source for worry as the financial concern why about 40.9% of the respondents 214 

do not manage their sickness at home (Item 7). About 37.0% of the respondents do not have member(s) 215 

of their family suffer from physical pain condition (Item 6). About 30.9% of the respondents family health 216 

condition is not okay (Item 3). About 48.1% of the respondents never felt dizzy in the last six months (Item 217 

12). About 41.4% of the respondents never suffer from repeated malaria attack (Item 8). About 44.2% of 218 

the respondents do not visit health centers frequently because of their severe illness (Item 10). About 219 

39.8% do not have money to pay for medical services available at home (Item 1). About 54.7% do not 220 

spend a greater percentage of their monthly income on health issues (Item 15). About 34.3% of the 221 

respondents do not feel that their body does not have efficient utilization of food (Item 5). About 30.4 222 

percent do not have a good appetite for food (Item 4). About 50.8% of the respondents do not go to 223 

chemist for the fact that it is cheaper (Item 14). The results revealed across the items affirmed that much 224 

concert efforts are needed to systematically improve the health care friendliness in the study area.  225 

 226 

Table 2: Distribution of respondents based on their response to health inequity status in their 227 

households. n = 181 youths. 228 

Item Component of health inequity status among youths. Never Often Most 
often 

Relative 
HIeIOP 

1 We do not have enough money to pay our medical 
services available in our place of residence.  

19.9 40.3 39.8 a0.8011st 

2 Most of the treatments we have in our house is from 
chemist shop 

28.7 40.3 31.0 a0.7132nd 

3 Could you say that the current health condition of your 
family manageable 

30.9 44.8 24.3 b0.69.13rd 

4 My appetite for food is generally not good. 32.0 37.6 30.4 b0.6804th 

5 There is a feeling that our body system does not have 
efficient utilization of food.  

34.2 45.9 19.9 b0.6585th 

6 Member(s) of our family have forms of physical pain 
condition and are worried about how to treat. 

37.0 37.6 25.4 b0.6306th 

7 We manage our sickness at home instead of going to 
health facility. 

40.9 35.9 23.2 c0.5917th 

8 I suffer from repeated malaria attack. 41.4 35.9 22.7 c0.5868th 

9 Resources (money) hinder our family from buying drugs 
when anyone is sick 

43.1 35.9 21.0 c0.5699th 



 

6 

 

10 We visit health centers frequently because of our severe 
illness.  

44.2 34.3 21.5 c0.55610th 

11 Cases of cholera or dysentery are common within my 
family members  

45.3 34.8 19.9 c0.54711th 

12 I felt dizzy and imbalance in the last six month. 48.1 33.7 17.7 c0.51412th 

13 In every month we are always attacked by malaria and 
fever 

49.2 27.6 23.2 c0.50813th 

14 We are comfortable with chemist shop; is cheaper and 
would give same advice as hospital. 

50.8 29.8 19.3 d0.49114th 

15 We use a greater percentage of our monthly income 
spent on health issues. 

54.7 26.0 18.8 d0.44815th 

      Source: Field survey (2012). 229 

N/B: Figures are in percent, n=181 youths.  230 

Superscripts “a”, “b”, “c” and “d” denote categories of health inequity indicants with index range 0.70-1.00, 231 

0.60-0.699, 0.50-0.599 and 0.40-0.499 respectively, with similar variability in magnitude of the incidences 232 

across the population.  233 

HIeIOP: Health Inequity Index Order Positioning  234 

 235 

C. Index of Health Inequity Status (HIeS) among Youths within Households 236 

This subsection examines the degree of general health inequity among youths within households in Uyo 237 

Capital Territory. Principally to ascertain the incident proportion of the dwellers who are grossly affected. 238 

Based on the 21-item indicators for assessment of health inequity situation, composite index analysis was 239 

adopted to generate a probabilistic magnitude of the health inequity status. The value of the HIeS lies 240 

between 0.0 to 1.0; as the value tends towards 1.0, it signifies a core high health inequity status, while a 241 

tendency towards 0.00 implies health equity or virtually no inequity status. Based on the derivation of 242 

health equity status index for all respondents, a categorized summary of the result is as shown in Table 3.  243 

The table shows that about 40.9% respondents fell within the high health inequity status, 57.5% were 244 

within the average health equity status, while 1.7% fell within the low health inequity status category. This 245 

result reveals that most of the youths among households within Uyo Capital City are adversely affected 246 

health wise.  247 

 248 

 249 

Table 3: Distribution of Respondents Based on their Response on the status of health Inequity 250 

among Youths (HES) Index, n=181 251 

Index interval HIS HIS Index range interpretation  Frequency  Percentage  
0.00 – 0.399 Virtually no and  low inequity 3 1.7 
0.400 – 0.699 Averagely high inequity  104 57.5 
0.700 – 1.00 Core high inequity 74 40.9 
Total   181 100.0 

Source: Computer based field survey (2012). 252 

 253 

 254 

DISCUSSION 255 

Youths are considered the future of any society and their health status is therefore considered paramount 256 

for future human security and self-sufficiency in any given community. The demographic profile of study 257 

population depicts the influence of basic education policy of the study area. Since 2008, there has been 258 

upsurge in enrollment of pupils and students because of the implementation of free educational 259 

programme. This course of action has encouraged both out of school and over aged persons to be 260 

enrolled into schools. Thus, the results in Table 1 affirmed this facts as the distribution of the sampled 261 

population were within and relatively above teenage; therefore about 20.4% were in early twenties within 262 

public school system. The school system also has promoted equal opportunity for boys and girls to be 263 

enrolled, which is evident in the sex distribution of the respondents. The study population was 264 

predominantly Christians even though the area is highly cosmopolitan and attracts people of various 265 

religious and ethnic backgrounds.  266 

 267 
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It was quite interesting to note the high urban-periurban-rural linkage interactions and dependencies exist 268 

across social and economic activities within and around the Uyo capital city. The respondents admitted 269 

that their household do participate in agricultural activities, suggesting the thriving of urban agriculture 270 

within its boundaries. Though not at commercial quantity, most households take to farming as adaptive 271 

strategies to cope with the increasing harsh economic condition. Those who depend on farming as their 272 

primary means of livelihood travel to the periuban and rural villages for full scale involvement.  As earlier 273 

noted, access to educational institutions is not only restricted to the residents of the capital city, as 274 

substantial percentage of the respondents admitted residing in the rural fringes but come to school within 275 

the city. As expected, 90% of the respondents depend on parental support for daily upkeep and most 276 

were generally satisfied with the income accruing to their households. 277 

 278 

Out of the fifteen indicants of health inequity identified in the study, incidence of index affirmation showed 279 

four major categories which signified the pattern of variations on health inequity across the population. 280 

Analysis of the “a” category as depicted by the identified pattern, the conspicuously affirmed practice of 281 

self-medication, and the incidence across the population is prominent among its dwellers despite the 282 

array of health care institutions in the Uyo Capital city, [9] and [5]. This situation is also driven by similar 283 

factors as in other part of the world, [24] and [25]. The “b” category revealed that not less than 60% of the 284 

respondent crystallized across seven items describing worrisome family health challenges, relative 285 

accessibility to health facilities and relative food security status of households. The “c” category revealed 286 

that 50% of the households are faced with occurrence of illness that were preventable via water, hygiene 287 

and sanitation practices probably because their relative low socioeconomic earnings could not afford the 288 

basic facilities toward health security. Lastly, the “d” category revealed the perception of the public toward 289 

social and financial unfriendly status which leads to seeking alternative care from non-orthodox health 290 

facilities.    291 

 292 

The health inequity status result depicts that all is not well within the Uyo Capital Territory which is most 293 

advantageous in terms of infrastructures than any other rural, peri-urban and urban areas in Akwa Ibom 294 

State. If the urban region, which is quite friendly with public and private health facility can host such a 295 

proportional segment of 40.9% within a population of more than 1.5 million inhabitants, then the 296 

households and most of its members are seriously in need of opting out of implicit  low socioeconomic 297 

wellbeing. The said percentage described within the core health inequity, 40.9% could just be 298 

conservative outcome of a sampled survey, in reality the proportion within the study population could be 299 

more than a half of the population. This calls for a theoretical based strategic planning to mitigate the 300 

declining access to good health.   301 

 302 

4. CONCLUSION 303 

The status of health disparity across this developing city is obviously enormous and should addressed. 304 

Government at all levels, Local, State and Federal level should be decisive in addressing social and 305 

economics determinants that affect health. Focus should be on developing a theory of change to 306 

holistically plan based on the identified determinants of health inequity along development accelerators 307 

which contribute greatly to the health status of an individual and the community at large. Community 308 

leaders should play crucial role in inculcating positive health values, attitudes and behaviours that would 309 

continue to promote good healthy life style in our communities. Youths living in communities with a 310 

healthy life style and free of any ravaging scourges are bound to have a good health status. Local leaders 311 

and the government should effectively driven innovative child poverty reduction and child protection 312 

policies that will emphasize improvement in the health status of youths. The government, as a necessity 313 

must subsidize the cost of health care services; and seminars/workshops should be made regular events 314 

with the hope of sensitizing the youths and the larger community on modifying environmental and 315 

behavioural risk factors to sustain personal and public health. 316 

 317 
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