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Abstract

The study determined the extent to which health workers in hospitals in Uganda integrate social
determinants into clinical practice. This will provide a baseline for improvement interventions and act
as a starting point for elucidating the factors influencing the integration of social determinants into
clinical practice. This was a multi-method cross-sectional study conducted at 12 hospitals in Uganda.
Data was collected between September and November 2021 involving 1042 health workers, 21 key
informants, 2119 medical records, and six focus groups. The extent of integration was measured using
an eight-item Likert scale for health workers (Cronbach’s alpha of 0.794, inter-item correlation 0.15
to 0.5;) 24-item Likert scale for key informants (Cronbach’s alpha was 0.973, inter-item correlation
0.18 to 0.936), and medical records. The study was approved by the research and ethics committee of
Makerere University School of Health Sciences and by the Texila American University Faculty and
registered by the National Council of Science and Technology. The aggregate extent of integration was
66%, computed as the average health workers score (66%), key informants score (65%), and medical
records score (66%). There were variations across hospitals and social demographics of health
workers. The extent of integration of social determinants into clinical practice was successfully
determined. Further investigations are required to explain the variations across hospitals. The study
did not take into consideration carry-over effects from health workers working in non-hospital
healthcare settings.
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Introduction

Although the importance of social
determinants in the moderation of health and
disease has been recognized since the
introduction of social epidemiological concepts
in 19"-century Europe [1, 2], the importance of
identifying and addressing social determinants at
the clinical level has started attracting attention
only recently [2-4]. Previous investigations
elucidated a number of important knowledge and
practice gaps that bedevil the opportunities for

integrating social determinants into clinical
practice [2, 5-7]. The World Health Organisation
(WHO) defines social determinants of health as
non-medical factors affecting health positively
or negatively and classifies them into two broad
hierarchically related categories: the conditions
under which people are born, grow, live, work,
and age; and the broader socio-economic factors
that shape these conditions [6, 8]. The conditions
include the status of components of the physical
environment, the characteristics of the social
environment, and the elements of the economic
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environment. Social determinants may also be
categorized as micro, meso, and macro-social
determinants. Micro-level factors are more
immediate; the Meso-level factors are
intermediate, while the macro-level structural
factors are broader in nature [9]

Social determinants may adversely and
variously affect crucial upstream attributes such
as access and utilization of healthcare, mid-
stream attributes such as health worker-patient
relationship, retention into care programs,
understanding and interpretation of medical
information, and downstream attributes such as
community integration and rehabilitation.

Health workers are in a good position to
screen patients for social risk factors and take
deliberate measures to address these factors [4].
This enables health workers to provide
accommodative, focused, and sensitive care and
support patients to cope with or manage their
social challenges. This would facilitate the care
process, enhance the patient experience,
improve treatment outcomes, and ultimately
eliminate disparities in health outcomes [9, 10].
It would enhance the coordination of health
services [4], provision of person-centered care
[11], delivery of quality services [4],
accessibility to health services as well as
continuity and continuum of care. Integration of
social determinants of health into clinical
practice, therefore, contributes to the optimal use
of scarce resources and greatly improves the
guality of healthcare, enhances clinical
outcomes, and improves population health.
These dividends are of great importance for
health systems in less developed and developing
economies. Although the phenomenon of
integration has been interrogated to a great
extent [2, 4, 12], the studies have been in
developed countries. These studies have not
adequately addressed the aspect of determining
the extent of integration of social determinants
into clinical practice. Yet knowing the extent to
which health workers identify and address social
risk factors provides a baseline for interventions
and acts as a starting point for elucidating the

factors influencing the integration of social
determinants into clinical practice.

The purpose of this study was to explore the
extent to which health workers in hospitals in
Uganda integrate social determinants into
clinical practice. To address some of the
limitations with earlier studies, the tools used in
this study to measure the extent of integration
were constructed based on the entire continuum
of possible activities and actions for integration
of social determinants into clinical practice that
have been elucidated in literature [2, 4, 13].
These activities were at the patient,
departmental, hospital, and community levels [3,
14]. The extent of integration was determined
from three perspectives: health workers, key
informants, and medical records.; The general
perceptions among patients regarding the extent
to which health workers integrated social
determinants into clinical practice.

Materials and Methods
Study Design

This was a cross-sectional hospital-based
study that involved the collection of primary
data from health workers, key informants, and
patients and secondary data from medical
records in determining the extent of integration
of social determinants into clinical practice. Data
for the study were collected over a period of
three months, that is, September to November
2021.

Study Sites

The study was conducted at twelve hospitals
in Uganda, representing 16% of the total bed
capacity [15] The hospitals were selected
purposively to achieve a balanced mix based on
level of care, accreditation, and regional
distribution. Data was collected from 1042
health workers, 21 key informants, 2119 medical
records, and six focus groups.

Sample Size Determination

The sample size for health workers was
determined using the formula n=Z2P(1-P)/d2



[16] where n was the sample size, Z =1.96 is the
statistic corresponding to 95% level of
confidence, P was the expected prevalence of
screening for social determinants which in this
case was 52% as per the Medical Group
Management Survey [17] and d as the precision
which was set at 0.02. Adjustment for the finite
population of health workers estimated at
101,350 [18] provided a sample size of 1949.
The sample size was further adjusted to 1169 by
eliminating the non-clinical health workers. The
sample size for key informants was selected
based on the figure of 15-25 recommended by
the UCLA centre for basic policy research [19].
From this recommendation, a sample of 24 was
selected to enable the matching of the number of
key informants with the relative sizes of the
hospitals. The required number of the focus
group was six focus based on the understanding
that an average of six focus groups unveil 90%
of the key themes in a diverse population. The
minimum number in each focus group was set at
six adult patients as this number has been
observed to be adequate for a focus group
discussion. The number of medical records was
set at 50 per medical condition per hospital,
giving a total of 200 medical records per hospital
and 2,400 medical records on overall to reflect
the average number of OPD attendance
attributed to these conditions in the participating
hospitals.

Inclusion and Exclusion Criteria

Health workers had to be in the clinical
category, which included medical social workers
and counsellors; the key informants had to be
heads of clinical departments, patients had to be
on ambulatory care, and medical records had to
be for the selected medical conditions selected
based on their clinical and social importance in
Uganda (Malaria, tuberculosis, diabetes
mellitus, and hypertension) and created within
12 months from the date of data collection.
Health workers not willing to participate in the
study or were less than three months on the job
were excluded. Patients not willing to participate

or with a diagnosis of tuberculosis and Covid 19
in the last 21 days were also excluded.

Sampling Techniques

Health workers were selected based on
availability and willingness to take the survey;
medical records were selected randomly, heads
of departments were purposively selected as key
informants, and six focus group discussions
were conducted involving OPD patients.

Data Collection

Data was collected using a self-administered
guestionnaire, key informant interview guide,
focus group discussion guide, and a medical
review template.

The self-administered questionnaire
containing 8 Likert-type items (numbers C1 to
C8) was used to collect data from health
workers. On a five-point Likert scale, the health
workers were asked to indicate, in their current
practice in the hospital, the proportion of cases
from which they obtained information on social
factors, the proportion of identified social factors
brought to the attention of the hospital, and
frequency of picking important information
from social history; adjusting treatment plans in
light of social factors, assisting patients with
social needs, recording social factors into the
medical record, communicating important social
information to fellow staff, and participating in
community activities organized by the hospital.

The key informant guide containing 24 Likert
scale items (humbered K1 to K24) was used to
collect data from heads of departments. On a
five-point Likert scale, the key informants were
asked the rate the extent to which activities
related to the integration of social determinants
were undertaken at health worker, departmental,
hospital, and community levels.

The scales used in the health worker
questionnaire and the key informant guide met
all four characteristics of a summated rating
scale [20]. All items were assumed to possess
equal weights in line with the Likert method,
which enabled the summation of the responses



for each item to create composite scores [20]
[21]. The summated rating-scale format was
selected because: it produced scales with good
psychometric properties hence good reliability
and validity [20, 21]; was generally cheap and
easy to develop [21]; and had the additional
advantage of being quick and easy for
respondents to complete [20, 21]

The medical record review template was used
to collect data from case books, patient registers,
medical charts, and electronic medical records
where available. A list of pointers was used to
identify the presence of social factors in the
medical record. Each selected record was
assessed for the presence of both routine socio-
demographic information and factors relevant to
a particular medical condition. For a factor to be
deemed to have been documented, at least one of
the pointers should have been observed in the
medical record.

The focus group discussion guide was used to
collect data from patients. Patients were asked to
discuss their experience and understanding of
the social determinants in the community and in
clinical practice.

Data Analysis

Data analysis was carried out using the
Statistical Package for Social Sciences (SPSS)
version 26 analysis. Data analysis was
undertaken in four stages: data preparation;
reliability analysis; characteristics of the sample;
and extent of integration.

Data Preparation

Filled questionnaires, the key informant
guide, and the medical review template were
checked for completeness and appropriateness
of entries and responses. Likert scale data,
gualification, profession, and professional
accreditation were unipolar coded; gender was
binary coded; religion, marital status, and
department were nominally coded. The
guestionnaire items were numbered from C1 to
C8, and the key informant guide items were

numbered k1 to k24 based on the order in which
they appeared in the questionnaire.

Reliability Analysis

The 8-Likert scale items on the questionnaire
yielded Cronbach’s alpha of 0.794, and the
Cronbach’s alpha of 0.795 based on
standardized items. The inter-item correlations
were between 0.15 and 0.5. The corrected item-
total correlations were all within the moderate to
strong range (0.333 to 0.576). None of the items
exhibited appreciable increases in the Alpha
above the summative value when the individual
items were excluded (0.759 to 0.794). The 24
Likert items yielded Cronbach’s alpha of 0.973.
The inter-item correlation was from 0.18 to
0.936. The inter-item totals did not show any
item which, when excluded, would drive
Cronbach’s alpha above 0.973. Hence all the
Likert scale items on the questionnaire and key
informant guide were relevant measures for the
extent of integration of social determinants into
clinical practice.

Characteristics of the Sample

Socio-demographic data and other attributes
of the sample were analyzed descriptively to
compute proportions, percentages, and means.

Extent of Integration

Frequencies of the integration were computed
for each action. The eight Likert items were
summated into a single variable that was used to
compute the mean item summated scores.
Similarly, the 24 Likert items were summated
into a single variable. The mean item summated
scores were converted into combined composite
scores for the 12 hospitals. The combined scores
were derived by multiplying the summated
scores and their corresponding frequencies and
then dividing the product by the total possible
summated scores for the valid responses and
multiplying this by 100. The percentage
appearance of each social factor in the medical
record was computed in reference to the
expected frequency across all the medical
conditions. The extent of integration for each



medical condition was calculated as a percentage
of the summation of the observed frequencies for
all the social determinants against the
summation of the expected frequencies. The
extent of integration from the medical records
was computed as an average of the percentage
scores for the relevant factors for each medical
condition for each hospital. For each hospital, a
percentage score was computed for each factor
and medical condition. The percentage scores
for the different factors were then averaged
across the hospitals. The aggregate or composite
for all medical conditions was computed by
averaging the scores for the different medical
conditions. Focus group data was qualitatively
analyzed to determine the general impression
and opinion of patients regarding the extent to
which patients thought the health workers
integrated social determinants into clinical
practice.

The overall score for the extent of integration
was computed by averaging the composite
scores for health workers, key informants, and
medical records.

Ethical Considerations

The study was approved by the research and
ethics committee of Makerere University School
of Health Sciences, the National Council of
Science and Technology was duly informed,
permission to conduct the study was granted
from the respective hospitals, and written
informed consent was obtained from the
participants. Data was presented anonymously
using data masking.

Results
Characteristics of Sample

The majority of the hospitals were Christian
founded. The mean age of the health workers
was 28.57 years (SD 6.72), with minimum of 18
years and maximum of 57 years. The gender

distribution of the health workers was Male
40.9% and Female 59.1% (n=1042). The
majority of the health workers (88.9%, n=1042)
were of the Christian faith, followed by the
Muslim faith at 7.6%. The mean period in active
service was 5.0 years (SD, 5.9), with minimum
of 0.5 years and a maximum of 44 years.
Nursing/Midwifery was the predominant
profession at 57.3%, followed by Medicine and
Surgery at 11.5%. Most of the health workers
were from Obstetrics/Gynaecology, followed by
Paediatrics. The majority were licensed by the
Nurses and Midwives Council, 57.4% (n=1042);
The others were licensed by the Medical and
Dental Practitioners  Council, 10.1%,
Pharmaceutical Society of Uganda, 4.1%; Allied
Health Professional Council, 16.4%; No
licensing body, 12.2%. The majority were
certificate holders, 50.2% (n=1042), followed by
diploma holders, 28.8%; bachelor’s degree
holders, 16.2%; master’s degree holders.

Ranking of Integration Actions

Table 1 illustrates the ranking of actions taken
by health workers for the integration of social
determinants into clinical practice. According to
the health workers, the most frequent actions that
they undertook were obtaining social risk factors
from history, assisting patients with social needs,
adjusting treatment plans based on social needs,
recording identified social risk factors, and
communicating social risk factors. According to
key informants, adjusting treatment plans
according to the patient’s social factors and
circumstances, adjusting clinic hours to suit
patient circumstances, conducting outreaches to
schools, and surrounding communities,
connecting patients to relevant social support
services, and sharing with colleagues and other
healthcare providers the experiences on social
determinants of health were more frequently
undertaken by health workers.



Table 1. lllustrating the Raking for the Actions for Integration of Social Determinants into Clinical Practice

No. | Self-ranking by health workers Ran
C 2 | Obtaining social risk factors from history 1
C 4 | Assisting patients with social needs 2
C 3 | Adiustina treatment plans based on social needs 3
C5 | Recording identified social risk factors 4
C 6 | Communicating social risk factors to other health workers 5
C 7 | Participation in community activities 6
C 1 | Patient encounters where social risk factors are assessed 7
C 8 | Bringing social risk factors to the attention of management 8
Ranking by key informants
K6 | Adjusting treatment plans according to the patient social factors and circumstances
K7 | Adjusting clinic hours to suit patient circumstances 1
K15 | Conducting outreaches to schools and surrounding communities 2
K11 | Connecting patients to relevant social support services 3
K9 | Sharing with colleagues and other healthcare providers the experiences on social 4
K13 | Referring patients for non-medical services to address social risk factors and needs 5
K10 | Advising patients on the necessary actions regarding their social risk factors 6
K24 | Conducting patient experience and feedback surveys 7
K4 | Discussing social risk factors and needs with patients 8
K1 | Screening patients for social risk factors and social needs 9
K8 | Providing language services 10
K21 | Engaging community partners to identify and address social risk factors for 11
K5 | Documenting social risk factors and needs in the patient medical records 12
K12 | Communicating with non-medical service providers on social risk factors 13
K23 | Evaluating performance of healthcare workers with respect to addressing patients 15
K16 | Partnering with religious groups and community groups to address patents social 16
K19 | Organizing the departmental work flow to cater for social needs and circumstances of | 17
K3 | Assisting patients with identified social risk factors and needs 18
K2 | Reviewing patient records for social risk factors and social needs 19
K20 | Engaging community health workers on patients social risk factors 20
K17 | Organizing and facilitating community social assets to address patient social needs 21
K18 | Working with partner community organisations to promote policies that address 22
K22 | Conducts community sensitization on social risk factors 23
K14 | Identifying the community social assets 24

Prevalence of Factors in Medical Records

The results showed that hypertension had the
highest percentage of the expected social factors
captured in the medical record at 75%, followed
by Malaria at 66%, Tuberculosis at 62%, and
Diabetes mellitus at 61%. Some social factors
were documented in the medical records as less
friendly.

For instance, alcohol abuse in TB was at
57.5%, education in all four medical conditions

(25%, 24%, 31%, 26%, respectively), excessive
alcohol intake in DM (48%), geolocality in
hypertension (59%), income instability in DM
(25%), material deprivation in DM (29%),
occupation in Malaria (55%), ventilation of the
housing in TB (48%), poverty in TB (9%), social
exclusion in DM (42%), tobacco use in DM
(55%), undernutrition in TB (46%).




Extent of Integration

The score for integration of social
determinants into clinical practice across the 12
hospitals was 66% from the perspective of health
workers, 65% from the perspective of key
informants, and 66% from the perspective of
medical records. The overall extent of
integration was analyzed using data from health
workers, key informants, and medical records.
The aggregate extent of integration was 66% for
the 12 hospitals. This score was also reflected in
the general perception among patients. Overall,
four of the six groups had consensus that health
workers were trying to identify and address
social determinants when seeing patients.

The extent of integration varied by gender,
religion, and hospital. Figures 1, 2, and 3
illustrate the wvariations in extent based on
gender, religion, and hospital. Female health
workers had higher scores than their male
colleagues. However, the difference was not
statistically ~ significant ~ Chi-square=40.402,
p=0.991, df=64. Christian health workers had
higher scores than the Muslims (modal score 4
vs 3.5), and the difference was statistically
significant ~ Chi-square=195.062,  p=0.031,
df=160. All the hospitals registered a score
above 50. % on the extent of integration with a
range 25. There were, however, marked
differences in the summated scores across
hospitals.

Gender and Extent of integration

Number of respondents
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Figure 1. lllustrating the Distribution of Summated Scores for the Extent of Integration by Gender

Religion and Extent of integration
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Figure 2. Illustrating the Distribution of Summated Scores for the Extent of Integration by Religion



Variation of integration scores across the 12 hospitals
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Figure 3. llustrating the Distribution of Summated Scores for the Extent of Integration by Hospital

Detection of Social Determinants in
Practice

The proportion of health workers who
indicated that they had detected at least one
positive case of social risk factor in the
preceding two months was 64%, and this was
near twice the proportion for those who regularly
communicated and identified the positive cases
to the hospital administration. The proportion of
the health workers who indicated that they
regularly enquired about social risk factors
during health care delivery was 42.8%. The
means for obtaining information on social risk
factors was history taking, at 76.2% (n=1042),
and from patients’ notes at 22.1%, and the rest
indicated use of the questionnaire.

A small number of health workers also
indicated that they made inferences on social
risk factors based on the patient’s residence and
occupation. Most health workers indicated
Training of staff on social history taking was
regarded as the most important avenue for
ensuring the social screening of patients. Health
workers indicated that inadequate financial
resources, challenges with access to health care,
low health literacy, social isolation; family
instability; communication challenges, and food
insecurity were the most common social risk
factors among patients.

Discussion

The mean age for health workers was close to
the mean age of 30 years for the working age
group reported by the Uganda Bureau of
statistics two years ago [22], and the gender
proportion of 59.1% was close to the female
proportion of 54% of the health workforce in
Uganda [23] The proportion of 88.9% of the
Christian faith was close to the figure of 82%
reported in the 2019 Report on International
Religious Freedoms in Uganda [24] while 7.6%
for Muslims was just half of what was indicated
in that report. This finding was expected because
of the relatively large number of faith-based
hospitals in the sample. The mean period in
active service of 5.0 years was in tandem with
the average length of stay of 10 years [25]. The
figure of 57.3% for Nursing/Midwifery is very
similar to the 55% observed by MoH Uganda
[25]. Most nurses and midwives work in the
obstetrics and gynaecology, and paediatrics
departments, thus explaining the apparently
larger number of respondents from these
departments, and this explains the higher
proportion of certificate holders given that most
of the nurses and midwives.

The aggregated extent of integration of social
determinants in this study (66%) was above
average and differed across hospitals, hospitals,



as well across the socio-demographic attributes
of the health workers. The extent of integration
was generally similar to what has been observed
in some of the previous studies. Some studies
have shown that the extent to which health
workers undertook actions related to social
determinants was inconsistent and ranged from
10% to 99% [13, 17, 26], with aspects such as
gender and age history occurring in 99% of the
cases while occupational history occurred in
only 27.8% of the cases [26]. Screening patients
has been reported to occur at 88% at some
hospitals but consistency has been reported at
only 62% [3]. Other scholars have reported that
health workers screened for social risk factors in
50-60% of patient encounters [13] while others
did not screen for and address social risk factors
in over 90% of clinical presentations [4, 13]. The
Medical Group Management Association survey
on screening for social determinants indicated
that screening of patients for social factors was
generally low, standing at just 52% [17]. Direct
comparison between the findings of the current
study and those of the previous studies is
constrained because previous studies have been
undertaken in developed countries, mostly USA
and Canada, focused mainly on patient micro-
level actions such as screening patients and
offering direct support to patients with social
needs. The strength of the current study was in
the use of multiple sources of primary data as
well the triangulation between the methods and
data sources. The uniqueness of this study is
derived from the fact that it adopted the entire
continuum of actions at patient, practice,
institutional, and community levels, thus making
it more robust and precise.

Data from the current study revealed a
negative gradient from the patient level to the
community level in terms of integration of social
determinants into clinical practice, thus
highlighting deficiencies in macro-level actions
for integration of social determinants into
clinical practice. The gradient was like what was
observed among members of a health

collaborative in rural Northeastern Minnesota
and Northwestern Wisconsin [27].

Low integration of community-level actions
has immense implications for primary health
care. It inhibits community participation,
undermines the joint advocacy role, keeps the
community health literacy low, and the
community members largely unaware of the
services, benefits, and challenges associated
with the hospital services. These constraints
occur because community-level actions promote
equity and can accelerate the attainment of
universal health coverage and enable hospitals to
develop a better understanding of community
needs and to appreciate the socio-cultural
elements of the community. The activities also
provide an opportunity for health workers to
improve their cultural competencies and narrow
the communication and service gaps between the
hospital and the community.

Furthermore, low integration of community-
level actions creates a disconnect between
communities and hospitals, implying that health
workers and hospitals will neither adequately
mobilize communities to participate in
healthcare delivery nor understand the cultural
and linguistic nuances that affect access to health
care. The disconnect reduces the opportunities
for referral of patients for social services,
reduces the uptake of services, and negates the
supportive role of the community in healthcare
delivery and rehabilitation. It also has
implications for primary health care since
hospital-led activities such as disease screening,
nutritional education, immunization, mobile
clinics, mobile laboratories, prenatal education,
and needs assessment are key components of the
primary health care concept as per the Alma Ata
Declaration, 1978 [28]. Ultimately, low
integration of community-level actions creates
challenges in maintaining linkages with and
collaborations with communities to foster
effective planning, organization, and delivery of
health services.

The low integration of community-level
actions into clinical practice can be attributed to



limitations in conceptualization of the concept
and a predominantly pro-medical model view of
healthcare services embraced by health workers
and hospital administrations. The inclination
towards the pro-medical model nurtures the
perception among health workers that their
primary role is to provide medical care and not
address  social  determinants.  Inadequate
conceptualization of the concept at institutional
creates challenges such as a lack of direction
from hospital leadership and resources for
community-level actions, inadequate guidance
to health workers, and reduced focus on
community health come into play. At the
administrative level, the consequences of
inadequate conceptualization of the concept lead
to lack of proper coordination mechanisms and
linkages between the health system and the
community social structures and limited
functionality of community structures. Policy-
level challenges include limited policy guidance
regarding the roles for hospitals and community
social structures and the mechanisms for
engagement. These challenges call for policy
and practice guidelines and better coverage of
social determinants in the training of health
workers. Further investigations are also required
to confirm these attributions and better
understand the related intricacies.

The proportion of encounters where health
workers made inquiries for social factors was in
tandem with the observations made by other
scholars where it ranged from 37.8% to 50.5%
for some social aspects but much lower for
others [5]. Such a low level of eliciting social
factors from patients denies health workers the
opportunity to engage patients better on a
personalized basis and ensure continuity of care.
The variation in the rate of eliciting social risk
factors from patients for different social factors
is attributed to variations in health worker
competencies, hospital environment, the attitude
of health workers, disease characteristics,
adoption level for the practice of integration and
membership to nurses, and midwives
professional body as observed in this study.
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There is need to conduct further investigation to
understand how these attributes influence health
worker behaviour so as to develop effective
interventions.

The study revealed a Ilow rate for
communicating social risk factors to the hospital
administration, implying that health workers.
This implies that health workers tend to address
the identified social factors at the patient level,
and rarely escalate the issues to the hospital
administration. This has dire implications for
actions to integrate social determinants at an
institutional level. Based on the other findings in
the study, the low reporting rate is attributed to
the absence of institutional guidelines for health
workers to bring such issues to the attention of
the hospital administration. To date no study has
investigated this tendency hence the need to
furnish empirical data through further research
to better understand the causes and implications.

Documentation of social factors in the
medical records was generally consistent in
terms of frequency and variability with the
findings by Eder, where food insecurity,
financial strain, and housing instability were
recorded at frequencies of 63%, 49%, and 59%,
respectively [29]. Documentation helps in
constructing prediction models and identifying
patients in need of social services [30]. It also
facilitates the proper transition of patients across
different points of care, and the information can
be used to ensure consistency in follow up hence
proper continuity of care. Despite its importance,
the documentation of social factors was
generally low in this study, with three of the
conditions scoring below 70% and a number of
important social factors scoring as low as 9%
(financial strain in TB patients). This is of great
concern because financial constrain, if not
identified and mitigated, can affect adherence to
treatment, accelerate disease transmission, and
lead to poor clinical outcomes [31]. Other social
risk factors with low scores, such as alcohol
abuse, income instability, material deprivation,
occupation, home ventilation, social exclusion,
tobacco use, and undernutrition, have the



potential to affect the patient’s ability to seek
care, carry out self-management, follow clinical
instructions, and report problems associated with
medication. Additionally, prolonged exposure to
stress and adverse childhood experiences distort
glucose homoeostasis, increase blood pressure,
disrupt neuroendocrine function, and lead to
chronic allostatic load [32]. Therefore,
identification and documentation of these factors
can enable health workers to support patients
affected by these social factors through
counselling, adjustment of treatment plans, and
referrals but also mitigate or reverse the
progression of conditions such as type 2 diabetes
mellitus and hypertension. Therefore, health
workers should consistently screen these type of
patients to identify and document these social
factors.

The low level of documentation of social
determinants by health workers can be attributed
to several factors, such as limited training, lack
of national standards for documentation of social
determinants, lack of tools for screening
patients, and lack of interest from the health
workers. Tools are crucial for the proper
identification and documentation of social
factors, but the lack of properly validated tools
has been cited as a challenge. The importance of
tools on the extent of documentation has been
emphasized, including the use of diagnostic
codes such as the International Classification of
Diseases [30]. Differences in the documentation
for the four medical conditions can be attributed
to variations in clinical guidelines. For instance,
while the Uganda Clinical Guidelines, 2016
highlighted a number of social factors to be
considered when taking a history from a
suspected or known hypertensive patient, the
same was not done for Malaria, diabetes
mellitus, and tuberculosis. Some authors have
attributed the variability in the documentation of
social factors to the patient and disease-related
factors (Medical Protection) and peculiarities at
the practice level [33-34].

Variation of integration across hospitals
would have been expected due to differences in
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accreditation. However, differences even among
those with the same or similar accreditation cast
doubt on this attribution and raise the point that
while these hospitals operate within the same
policy environment, there are certain variables
driving the variation that has not hitherto been
explored. Hence the need for further
investigation to identify the factors behind this
variation.

Variation of integration due to differences in
gender, religion, profession, and professional
accreditation is generally expected. These
differences could however be due to other
factors, and further investigations are required to
fully characterize the effect of these factors on
the integration of social determinants into
clinical practice in Uganda.

Conclusion and Recommendations

The general objective of the study was to
determine the extent of the integration of social
determinants of health into clinical practice in
Uganda. This was successfully achieved through
the specific objectives. It, however, required to
develop of the tools for undertaking the
measurement. The tools were developed and
used successfully to determine the extent of
integration from the perspectives of health
workers, key informants, and medical records.
The data were then successfully computed into
the overall extent of integration of social
determinants into clinical practice in Uganda.
The data from the three perspectives were close,
thus underscoring the internal validity of the
instruments.  Additional triangulation was
obtained from the patients who gave the
impression of above average level of integration.

The results generated a number of interesting
points as well as issues of concern. The extent of
integration fitted within the range of scores
obtained from other studies, although some of
the studies had very low scores. There was
variation in scores across hospitals as well as
across gender, religion, profession, and
professional accreditation. To a certain extent,
these variations could be explained, although not



from an empiric posture. The variation across the
hospitals could not be explained using the
expected variables of accreditation and the
policy environment, implying a real need for
further investigations to determine factors that
influence the integration of social determinants
into clinical practice in hospitals in Uganda.

Three recommendations arise from the
observations, analysis, results, and discussion:
The tools used in the study whose robustness and
precision have been vindicated from the results
of the study be adopted by the World Health
Organisation, and mainstreamed into the quality
improvement framework for the health sector;
The MoH provides policy guidance and practice
guidelines to hospitals regarding the actions to
integrate social determinants into clinical
practice including community level actions; The
hospitals incorporate screening of social factors
into the triage guidelines.
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