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Abstract

Background
Non-communicable diseases (NCDs) are an increasing public health concern in Nigeria, including among women
of reproductive age. However, local evidence on the prevalence of NCDs and women’s knowledge of their
associated risk factors remains limited. This study assessed the prevalence, knowledge of NCDs and
sociodemographic determinants of NCDs knowledge among women of reproductive age in Ilorin West Local
Government Area, Kwara State, Nigeria.

Methods
A facility-based descriptive cross-sectional study was conducted among 608 consenting women of reproductive
age attending selected healthcare facilities in Ilorin West LGA from July to November 2025. Participants were
recruited using multistage sampling. Data were collected with a pretested interviewer-administered questionnaire
in English and Yoruba. NCD knowledge was measured using an 11-item index and classified as good, fair, or poor.
Descriptive statistics summarized the data, chi-square tests assessed associations, and multivariable logistic
regression identified predictors of good NCD knowledge. Statistical significance was set at p ≤ 0.05.

Results
The respondents were predominantly aged 25–34 years (38.5%), married (53.5%), Muslim (77.6%), and had
tertiary education (52.0%). Overall, 35.4% had at least one NCDs. The mean knowledge-index score was 9.55 ± 
2.30 out of 11. Most respondents 79.4% had good knowledge, while 11.7% and 8.9% had fair and poor
knowledge, respectively. Knowledge level was significantly associated with occupation (p < 0.001), education (p 
< 0.001), and religion (p < 0.001). In the adjusted model, tertiary education (AOR] = 3.66, 95% CI: 2.04–6.57; p < 
0.001), artisan occupation (AOR = 3.39, 95% CI: 1.64–7.00; p = 0.001), and monthly income of at least ₦70,000
(AOR = 4.12, 95% CI: 2.16–7.84; p < 0.001) were independently associated with good knowledge. Average
monthly income was the single strongest independent positive predictor of good NCD knowledge

Conclusion
NCDs prevalence was substantial among women of reproductive age in Ilorin West LGA despite generally high
knowledge levels. Educational attainment, occupation, and income were important determinants of NCDs
knowledge. Integrating routine NCDs screening into reproductive health services and implementing culturally
appropriate health education and targeted interventions for low-income and less-educated women may improve
early detection and prevention.

INTRODUCTION
Worldwide, non-communicable diseases (NCDs) are a major public health threat and the leading cause of
morbidity and mortality, particularly cardiovascular diseases, chronic respiratory conditions, diabetes, and
cancers.1 NCDs affect all nations, irrespective of social or economic status, but have a disproportionate impact
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on citizens in low- and middle-income countries (LMICs).2 Previously, public health initiatives in LMICs primarily
targeted infectious diseases and maternal and child health.1 However, as globalization and urbanization intensify,
LMICs are now experiencing a rapid epidemiological transition, resulting in a double burden in which NCDs are
gradually overtaking infectious diseases.1 NCDs are chronic, non-communicable conditions arising from a
combination of genetic, metabolic, environmental, and behavioural factors, typically long-lasting and progressing
slowly.1,3 Traditionally, many NCDs were associated with economic growth and labelled as “diseases of the
rich”.4,5 However, their prevalence has surged in developing nations, whereas developed countries are witnessing
a significant decline in NCD-related mortality. Factors such as ageing, unplanned urbanization, westernization
and unhealthy lifestyles continue to exacerbate the effects of NCDs and their related risk factors in African
countries.5

NCDs are a growing concern for societies and governments at all levels, largely due to their high mortality
rates.6,7 Each year, NCDs lead to 41 million deaths globally, accounting for 71% of all mortalities, a figure
projected to rise as the population grows, particularly among older adults living in LMICs. 6,7 Each year, more than
15 million NCDs-related deaths occur among people aged 30 to 69, with 85% of these "premature" deaths
occurring in developing countries. 6, 7 NCDs significantly affect people in low- and middle-income countries,
where more than three-fourths of global NCD deaths (31.4 million) occur.6, 8 Women of reproductive age face
significant challenges and are vulnerable during ongoing health transitions.9 Globally, nearly 65% of female

deaths are due to preventable NCDs, with 75% occurring in LMICs.10 In Nigeria, this issue is closely linked to high
maternal mortality rates. The country is experiencing an "obstetric transition," where deaths from indirect causes
such as chronic hypertension and cardiovascular diseases are rising among women of reproductive age.10 The
presence of chronic NCDs in women of reproductive age jeopardizes their immediate and future health and
substantially raises the risk of pregnancy complications such as pre-eclampsia and gestational diabetes.10

Broader clinical studies reveal that many women in this age group harbour undiagnosed NCDs (hypertension and
diabetes), underscoring a silent epidemic demanding urgent action.11

The development and progression of these chronic diseases are primarily influenced by modifiable behavioural
and metabolic risk factors, such as physical inactivity, poor diets, tobacco use, and harmful alcohol intake.12

Unfortunately, limited understanding and poor knowledge of NCDs remain key drivers of delayed diagnosis,
inadequate health-seeking behaviour, and the high death rates seen in developing regions.5 Sociodemographic
factors strongly influence health literacy and willingness to take preventive action. These include a woman's age,
education level, socioeconomic status, and whether she lives in a rural or urban area, all of which have been
shown to influence her knowledge of NCDs and her exposure to risk factors.5, 12

Despite the growing threat of NCDs, there is a notable lack of localized surveillance data on women of
reproductive age in Nigeria, especially outside major cities.10 Ilorin West Local Government Area (LGA) in Kwara
State is a rapidly urbanizing semi-urban area undergoing significant lifestyle changes. These changes in the built
environment, diet, and economic factors often increase NCDs risk factors. Yet data on how women perceive
these risks and the true prevalence of NCDs in such settings remain critically limited. Thus, this study aims to fill
this evidence gap by determining the prevalence of non-communicable diseases among women of reproductive
age in Ilorin West LGA, Kwara State. It also aims to assess their baseline understanding of NCDs and identify
socio-demographic factors that affect their health knowledge and risk levels. The results will provide valuable,
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context-specific insights needed to develop targeted health promotion and early intervention strategies for this
high-risk group.

MATERIALS AND METHODS
Study Area

The study was conducted among residents of Ilorin West Local Government Area (LGA), Ilorin, Kwara State,
Nigeria. It was created in 1991 from the former Ilorin LGA; it covers about 105 km² and has a population of
364,666, of whom 47.4% are women, according to the 2006 Census.13 Ilorin West is divided into 12 wards:
Adewole, Ajikobi, Ubandawaki, Warrah-Osin, Alanamu, Oko-Erin, Magaji Ngeri, Ogidi, Oloje, Sarumi-Ojuekun,
Baboko, and Badari. The area is predominantly urban and is considered the premier local council, hosting the
Ilorin Emirate headquarters. Its administrative headquarters was briefly at Oja Oba in the Emir’s palace but is now
at Warrah village in Ilorin. Most residents practice Islam; others are Christian. The main occupations are farming
and trading, with many civil servants involved.14-16 This study was conducted over five months (July to November,
2025).

Study Population

All adult females within the reproductive age group (18-19 years), residing within the study area for the past 6
months, were recruited for the study and satisfied the inclusion criteria.

Study Design

The study design was a healthcare facility-based descriptive cross-sectional study.

Sample Size Estimation

The required sample size was determined using the Leslie Kish statistical formula 

for estimating the minimum sample size in health studies.17 Therefore, the estimated minimum sample size was
608.

Sampling technique

A multistage sampling method was used to select the respondents among the study population who satisfied the
inclusion criteria.

Stage one

Selecting wards and healthcare centers: Ilorin West LGA has 12 political wards. Four wards were randomly
chosen using simple random sampling (balloting). All wards were numbered for easy identification; the ballot
papers were folded, placed in a ballot box, mixed thoroughly, and then drawn. Four papers were randomly chosen
in sequence, and the numbers on these papers indicated the wards included in the study. Healthcare facilities
within these wards were then chosen for the study.

Stage two
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Respondent selection: Respondents were evenly distributed across each ward, requiring 152 participants from
each healthcare centre in the chosen wards. This ensured equal representation of women of reproductive age
from the LGAs. Recruitment was conducted at the outpatient clinics of each healthcare facility using systematic
random sampling to reduce selection bias.

Sample Selection

The study involved all consenting adult women of reproductive age attending selected healthcare facilities in
Ilorin West LGA who provided written consent. Excluded from the study were critically ill patients and individuals
who refused to give consent.

Data Collection

Data were collected using pretested semi-structured and structured questionnaires developed by the researchers
(details attached as a supplementary file). Four trained research assistants, alongside the researchers,
conducted the survey, which was interviewer-administered. Interviews were conducted in English and Yoruba (the
indigenous language). Each interview section lasted about 10 minutes. The questionnaire was translated into
Yoruba and back-translated into English for Yoruba-speaking respondents. The back-translation was performed
to retain the original meaning of the questions asked. Collected data included socio-demographic characteristics,
the presence (prevalence) of NCDs among respondents, and their knowledge of non-communicable diseases.
Respondents’ knowledge was assessed using a knowledge index calculated by summing binary variables with
pre-assigned values (maximum score 11, minimum 0). Higher scores indicated greater knowledge of NCDs. For
ease of interpretation, knowledge was grouped into categories: Good (9–11), Fair (6–8), and Poor (0–5).

Data analysis

At the end of the study, the questionnaires were sorted and coded sequentially. All collected data were analyzed
using the International Business Machines Statistical Package for the Social Sciences (IBM SPSS) Version 26
(2023). Descriptive statistics including means, percentages, frequency distributions, and tables were used for
analysis. The chi-square test was used to assess the association between sociodemographic factors and
respondents’ knowledge of NCDs (knowledge category). Additionally, multivariate binary logistic regression was
performed to determine predictors of good NCD knowledge. A p-value of ≤ 0.05 was considered statistically
significant.

Ethical considerations

Ethical approval and permission to conduct the study were obtained from the Kwara State Ministry of Health, in
collaboration with the Ilorin West LGA Medical Officer of Health, in accordance with the Declaration of Helsinki
and Nigeria's National Code of Health Research and Ethics. Participants gave written informed consent before
the interview and were aware that they could withdraw at any moment. Confidentiality was maintained by using
anonymous questionnaires.

RESULTS
Figures 1 to 6 present the distribution of respondents' sociodemographic characteristics. Age (Figure 1): The age
distribution was heavily concentrated in younger age groups (25–34 years), with over three-quarters (38.5%, n =
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234), while the 45–49 group was the smallest segment (1.3%, n = 8). Marital Status (Figure 2): More than half,
53.5% (n = 325), of respondents were married, while a smaller proportion, 0.8% (n = 5), were widowed.
Occupation (Figure 3): Artisans were the largest occupational group, representing 36.0% (n = 219) of
respondents, and farmers were the smallest group, 3.5% (n = 21). Education (Figure 4): Educational attainment
was generally high, with more than half having tertiary education, 52.0% (n = 316), while only 2.3% (n = 14) had no
formal education. Religion (Figure 5): Most respondents were Muslim, 77.6% (n = 472), followed by Christians at
21.7% (n = 132). Average Monthly Income (Figure 6): Among income earners, more than two-thirds (85.1%, n =
521) earned the minimum wage or above.

Figure 7 below shows the prevalence of non-communicable diseases among the respondents. Slightly more than
one-third of the 215 respondents (35.4%) had one type of NCDs.

Table 1 below shows the predefined thresholds for the respondents' knowledge level and grading. Table 2 shows
that 483 participants (79.4%) demonstrated good knowledge, 71 (11.7%) had fair knowledge, and 54 (8.9%) had
poor knowledge.

Table 1: Knowledge score distribution

Metric Value

Mean (SD) knowledge Index 9.55 (2.30)

Median (IQR) 11 (9–11)

Min–Max 1–11

N 608

 

Table 2: Level of Knowledge of NCDs among Respondents.        N = 608

Knowledge category N %

Good (9–11) 483 79.4

Fair (6–8) 71 11.7

Poor (0–5) 54 8.9

Total 608 100

Table 3 below presents the relationship between NCDs knowledge level (Good, Fair, Poor) and respondents’
sociodemographic characteristics. Significant associations were observed between knowledge level and
occupation, χ² (10) = 42.81, p < 0.001; education, χ² (6) = 43.61, p < 0.001; and religion, χ² (4) = 48.40, p < 0.001.
The findings indicate that knowledge of non-communicable diseases varies meaningfully by education,
occupation, and religion, whereas age and marital status show no clear association at the conventional α = .05
level. 
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Table 3:  The association between respondents’ knowledge of NCDs (knowledge category) and socio-
demographic characteristics.   N = 608
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Variable Category Good n
(%)

Fair n
(%)

Poor n
(%)

Total
n

Pearson χ²
(df)

p-
value

Age 15–24 170
(73.0)

37
(15.9)

26 (11.2) 233 10.743 (6) .097

25–34 194
(82.9)

23 (9.8) 17 (7.3) 234

35–44 113
(85.0)

10 (7.5) 10 (7.5) 133

45–49 6 (75.0) 1 (12.5) 1 (12.5) 8

Total 483
(79.4)

71
(11.7)

54 (8.9) 608

Marital
status

Single 205
(77.4)

35
(13.2)

25 (9.4) 265 2.495 (6) .763f

Married 264
(81.2)

33
(10.2)

28 (8.6) 325

Divorced/Separated 10 (76.9) 2 (15.4) 1 (7.7) 13

Widowed 4 (80.0) 1 (20.0) 0 (0.0) 5

Total 483
(79.4)

71
(11.7)

54 (8.9) 608

Occupation Unemployed 84 (77.8) 16
(14.8)

8 (7.4) 108 42.808 (10) <.001

Farmer 14 (66.7) 4 (19.0) 3 (14.3) 21

Trader 72 (78.3) 12
(13.0)

8 (8.7) 92

Civil Servant 50 (70.4) 7 (9.9) 14 (19.7) 71

Artisan 199
(90.9)

14 (6.4) 6 (2.7) 219

Others 64 (66.0) 18
(18.6)

15 (15.5) 97

Total 483
(79.4)

71
(11.7)

54 (8.9) 608

Education None 11 (78.6) 2 (14.3) 1 (7.1) 14 43.610 (6) <.001f

Primary 21 (77.8) 4 (14.8) 2 (7.4) 27

Secondary 230
(91.6)

16 (6.4) 5 (2.0) 251

Tertiary 221
(69.9)

49
(15.5)

46 (14.6) 316

Total 483
(79.4)

71
(11.7)

54 (8.9) 608

Page 8/22



Variable Category Good n
(%)

Fair n
(%)

Poor n
(%)

Total
n

Pearson χ²
(df)

p-
value

Religion Muslim 387
(82.0)

53
(11.2)

32 (6.8) 472 48.396 (4) <.001f

Christian 96 (72.7) 18
(13.6)

18 (13.6) 132

Others 0 (0.0) 0 (0.0) 4 (100.0) 4

Total 483
(79.4)

71
(11.7)

54 (8.9) 608

f is Fisher’s exact probability value for cross-tabulation categories where there are at least 20% of cells with less
than 5 expected frequencies  

Table 4 shows a multivariable binary logistic regression with good knowledge as the outcome and socio-
demographic variables as predictors, used to identify factors influencing respondents' knowledge of NCDs. After
controlling for confounding, adjusted odds ratios with 95% confidence intervals and p-values are presented to
quantify independent associations. Tertiary education was a strong independent predictor of knowledge.
Compared with women with no formal education (reference), those with tertiary education had substantially
higher odds of good knowledge (Exp[B] = 3.66, 95% CI [2.04, 6.57], p < .001). Occupation (artisans) was also
independently associated with knowledge. Compared with the model’s reference occupation category, artisans
had higher odds of good knowledge (Exp[B] = 3.39, 95% CI [1.64, 7.00], p = .001). Household income was a strong
correlate. Women in the higher income category (≥ ₦70,000) had roughly fourfold higher odds of good
knowledge than those below the threshold (Exp[B] = 4.12, 95% CI [2.16, 7.84], p < .001), even after adjusting for
education and other factors. The multivariable analysis revealed that tertiary education and higher income were
the factors most strongly and consistently associated with higher odds of good knowledge. 

Table 4: Binary logistic regression predicting good knowledge of NCDs based on respondents' socio-
demographic factors: 
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Predictors B Exp(B) S.E. Sig. 95% CI for EXP(B)

Lower Upper

Age       0.000    

  Age(1) -2.279 0.102 1.011 0.024 0.014 0.742

  Age(2) -0.449 0.638 0.913 0.623 0.107 3.818

  Age(3) -0.056 0.945 0.926 0.951 0.154 5.807

  Marital_Status       0.397    

  Marital_Status(1) 0.447 1.564 1.322 0.735 0.117 20.879

  Marital_Status(2) -0.128 0.880 1.248 0.918 0.076 10.157

  Marital_Status(3) -1.023 0.359 1.451 0.481 0.021 6.180

  Education       0.000    

  Education(1) 0.600 1.823 0.759 0.429 0.412 8.069

  Education(2) 0.468 1.596 0.611 0.444 0.482 5.286

  Education(3) 1.298 3.660 0.298 0.000 2.040 6.566

  Occupation       0.000    

  Occupation(1) 0.663 1.941 0.352 0.060 0.974 3.870

  Occupation(2) -0.994 0.370 0.670 0.138 0.100 1.377

  Occupation(3) -0.401 0.670 0.419 0.339 0.294 1.523

  Occupation(4) -0.024 0.976 0.413 0.954 0.434 2.195

  Occupation(5) 1.220 3.389 0.370 0.001 1.641 6.998

  Religion       0.060    

  Religion(1) 23.331 13571400104.595 19816.445 0.999 0.000  

  Religion(2) 22.717 7345959308.437 19816.445 0.999 0.000  

  Average Income (1) 1.415 4.118 0.328 0.000 2.163 7.839

  Constant -22.679 0.000 19816.445 0.999    

DISCUSSION
The prevalence of NCDs among the women of reproductive age in Ilorin West LGA in this study was 35.4%. This
represents the proportion of respondents who had one or more forms of NCDs (hypertension, diabetes, chronic
respiratory diseases, depression and others). The finding further elucidates the significant burden of NCDs in the
study area, and this aligns with broader inclusive trends reported across sub-Saharan Africa and Nigeria.18 A
similar finding was reported from the study conducted by Yadav et al. al in Nepal, India, where the prevalence of
NCDs among similar respondents was 39.02%.19 These prevalences indicate that NCDs are rapidly becoming the
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dominant cause of morbidity and mortality in low- and middle-income countries. Current global data show that
approximately 2 billion women of reproductive age worldwide are affected by NCDs and their associated risk
factors.20, 21

In sub-Saharan Africa, the burden of NCDS has increased by 67% between 1990 and 2017, resulting in the
proportion of total deaths rising from 18% to 30%.21 The World Health Organization (WHO) African Region has a
higher likelihood of premature NCDs mortality (21%) compared to the global average (18%), with 64% of NCDs
deaths occurring under the age of 70, which is a rate well above the global average of 42%.20 This trend is driven
by unplanned urbanization, physical inactivity, and westernization of dietary patterns.5,12 In Nigeria specifically,
this high disease burden contributes to an ongoing "obstetric transition," where indirect medical causes such as
pre-existing hypertension, gestational diabetes, and cardiovascular conditions increasingly drive maternal
morbidity and mortality.10 Because many NCDs remain asymptomatic during their early stages, a 35.4%
prevalence in a healthcare facility sample suggests a significant underlying health burden that requires
continuous clinical monitoring and early intervention.

The 35.4% prevalence reported in this study is notably significant when viewed in the context of recent research
from Nigeria, even though individual NCDs were not specifically measured. A 2023 survey conducted in Lagos
and the Federal Capital Territory revealed that 36% of women of reproductive age had elevated blood pressure,
10% had raised blood sugar levels, and 51.9% were classified as overweight or obese.10 Likewise, a study carried
out among similar respondents in urban slums across Lagos metropolis found that over one-quarter of
participants were affected by hypertension, and more than half were either overweight or obese.22

The presence of NCDs such as hypertension during reproductive years has implications that extend beyond
individual health outcomes to affect maternal and child health. Research shows that women with pre-existing
hypertension are at a greater risk of developing pre-eclampsia and eclampsia, as well as other cardiovascular
conditions that are leading causes of maternal mortality in Nigeria. The high prevalence of undiagnosed
hypertension is particularly alarming, with fewer than 23% of women who have elevated blood pressure being
aware of their condition.10 This finding also reflects the broader epidemiological transitions across Nigeria, in
which living in urban cities could increase the risk of developing one form of NCDs in one's lifetime. Reports from
the studies show that lifestyle changes associated with urbanization, including dietary transitions toward
processed foods, reduced physical activity, and increased exposure to environmental stressors, were risk factors
for NCDs.23 These transitions create conditions that promote NCDs development among women of reproductive
age who may lack awareness of these emerging health risks.24

Studies from Nigeria and across the region consistently show a high burden of NCDs among women in their
twenties and thirties. This early onset pattern reflects the complex interplay of genetic susceptibility,
environmental factors, and lifestyle changes occurring in rapidly transitioning societies.10, 21, 25 Economic gender-
based discrimination in healthcare settings and competing demands from reproductive and child health
responsibilities have been reported to make reproductive-age women vulnerable to accessing NCDs care,
resulting in morbidity and mortality. Since NCDs care requires long-term financial commitments which many
families may not be able to sustain, it can lead to treatment discontinuation and disease progression.26

With the higher prevalence of NCDs found in this study, advocacy should be towards prevention and the creation
of interventions targeting women of reproductive age. Efforts should be made towards reducing or eliminating
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the modifiable risk factors of NCDs, including physical inactivity, unhealthy diet, tobacco use, and excessive
alcohol consumption, as key targets for intervention.21,27 Successful intervention approaches documented in
sub-Saharan Africa include community-based health promotion programs, integration of NCDs screening into
reproductive health services, and multi-sectoral approaches addressing social determinants of health. Parts of
the effective response from the stakeholders include greater awareness of the various ways to avoid the risk
factors that could lead to NCDs and advocacy for early detection and prompt treatment to avoid complications.
Future research priorities should focus on identifying the prevalence of specific NCDs among women of
reproductive age, including longitudinal studies tracking NCDs development and progression among women
from adolescence through menopause.

In this study, 79.4% of respondents demonstrated good knowledge of NCDs, with a mean score of 9.55 out of 11.
This impressive knowledge performance among respondents sharply contrasts with the findings from a
comparable study conducted in some countries across sub-Saharan Africa. Aribike et al. in Nigeria reported a low
level of knowledge of NCDs among similar respondents, while Legesse et al. in Ethiopia found that 35% of
women of reproductive age possessed low or poor knowledge of NCDs.5, 28 However, their studies were
community-based, which might affect the overall knowledge of the respondents regarding NCDs. Similarly,
studies across rural South Asian settings have reported limited public awareness regarding NCDs prevention and
long-term health risks.29 The higher knowledge score in this study can be attributed to two main contextual
factors. First, the study was healthcare facility-based, sampling women who were actively utilizing outpatient
health services. Health facility attendance provides increased exposure to routine health talks, clinical
consultations, and public health educational posters. Second, the study population had a high overall level of
formal education, with 52.0% having completed tertiary education and 41.3% having completed secondary
education. Higher educational attainment is consistently associated with greater health literacy and better
processing of preventive health information.2 Research reports have consistently demonstrated strong
associations between educational level and health knowledge, with tertiary education serving particularly as a
powerful predictor of health literacy.30–33

The findings in this study agree with recent community-based research in Nigeria and sub-Saharan Africa, which
reports the influence of education and socioeconomic status on knowledge and health literacy among women of
reproductive age regarding NCDs.10,20,21 It is also in tandem with the study conducted in Rwanda, where 65% of
the respondents had good knowledge of NCDs.34 The similarity in findings may be attributed to the study areas,
which were urban settings and the educational background of the respondents. The index study took place in
Ilorin metropolis, where most residents have good education, in contrast to rural areas. Educated populations or
communities typically demonstrate superior health knowledge to their counterparts in rural areas.35 The
educational advantage observed in this study also reflects broader patterns documented across sub-Saharan
Africa; a meta-analysis of preconception care knowledge in the region found that women with higher educational
attainment were significantly more likely to have good knowledge as compared to their counterparts with lower
education.32 Similarly, studies on knowledge of reproductive health concepts consistently identify education as
the primary determinant of health literacy among women of reproductive age.36,37

The mechanism through which education influences health knowledge involves multiple pathways, including
enhanced cognitive processing capabilities, increased exposure to health information sources, improved
communication skills for healthcare interactions, and greater capacity for critical evaluation of health
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information.30 As observed in this study, the concentration of educational advantage among those with tertiary
education suggests threshold effects where advanced education provides qualitatively different knowledge
acquisition capabilities compared to basic education.32

Several studies conducted in sub-Saharan Africa consistently demonstrate that socioeconomic status is a key
determinant of health knowledge and behaviours. For instance, research on the socioeconomic factors
influencing non-communicable diseases in Kenya revealed that wealth status was independently associated with
the various health outcomes. The study indicated that individuals in the wealthiest quintile exhibited better
knowledge and preventive behaviours compared to those in lower income groups.31 More than half of the
respondents in this study earned above the national minimum wage, which serves as an added advantage for
having better knowledge of their health status. The higher knowledge levels documented in this study represent
significant assets for health system strengthening that can be leveraged for broader population health
improvement. Rather than focusing solely on knowledge deficits, interventions should build on existing strengths
while addressing identified gaps. The strong knowledge base observed provides a foundation for more
sophisticated health promotion approaches, including peer education programs, community health advocacy,
and participatory health promotion initiatives. A study on community health worker programs has documented
the effectiveness of leveraging existing community knowledge assets rather than imposing external expertise.38

The multivariate logistic regression analysis from the index study indicated that education level, occupation, and
income were predictors of good knowledge of NCDs, but not age and marital status. Tertiary-educated women
were nearly four times more likely to have good knowledge than non-formally educated women (AOR = 3.66, 95%
CI [2.04, 6.57], p < .001). This aligns with studies from Ethiopia, Bangladesh, and Nigeria, where university-level
education greatly increased knowledge of health information and the adoption of preventive behaviours.5,39,40

Occupation was also strongly associated with knowledge, with civil servants and qualified workers having better
odds of good knowledge than the unemployed. Higher income was also shown to increase knowledge of
healthcare conditions, possibly through greater access to the media and medical facilities.41 Invariably, average
monthly income is the single strongest independent positive predictor of good NCD knowledge among the study
participants, demonstrating the largest effect size (highest Adjusted Odds Ratio) after controlling for all
confounding variables. This is closely followed by educational level (tertiary education). These findings were
corroborated by reports from previous studies: higher household income reduces structural and financial barriers
to accessing media channels (smartphones, television, and internet connectivity), thereby enhancing both
passive and active exposure to health promotion messages on NCDs.42 Moreover, financial ability supports
consistent access to healthcare services, allowing for opportunistic clinical advice and preventive screenings.43

While formal education equips individuals with essential skills to evaluate health information critically, higher
income reduces financial stress, giving people the mental space and resources to focus on preventing chronic
diseases in the long term.44

CONCLUSION
Women of reproductive age in Ilorin West LGA, Kwara State, Nigeria, show a high prevalence of NCDs at 35.4%,
and generally have good knowledge of these conditions. Factors such as higher education levels, certain
occupations (notably artisanal work), and incomes above the minimum wage are linked to better knowledge and
practices. The study confirms that comprehensive understanding is essential for adopting healthy behaviours,
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consistent with the Knowledge-Attitude-Practice model. Since the prevalence of NCDs remains significant, there
is an urgent need to strengthen health education and preventive screenings, particularly for vulnerable groups.
These results highlight the importance of continuing and expanding health promotion efforts that take into
account local cultural and socio-economic contexts.

RECOMMENDATIONS
To effectively combat NCDs among women of reproductive age, public health strategies must strengthen
community-based education by equipping community health workers with culturally appropriate, local-language
materials, and by leveraging informal networks, such as trade and faith-based associations, to disseminate
preventive messaging. Clinically, NCDs risk reduction and routine screenings for blood pressure, blood sugar, and
cancer should be seamlessly integrated into existing maternal and child health platforms. Crucially, interventions
must prioritize unemployed and low-income women by addressing economic barriers to care. This requires
robust policy advocacy for subsidized screenings and expanded health insurance coverage. Finally, longitudinal
research is essential to track NCDs progression from adolescence through menopause and to identify strategies
that increase women's attendance at structured health education sessions.
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Figure 1

Age: Percentage distribution of Respondents
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Figure 2

Marital status: Percentage distribution of the Respondents

Figure 3
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Occupation: Percentage distribution of the Respondents

Figure 4

Education: Percentage distribution of Respondents

Figure 5
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Religion: Percentage distribution of Respondents

Figure 6

Pie Chart showing the respondents' average monthly income.

(NB: N70,000.00 – Current Nigeria National minimum wage for civil servants)
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Figure 7

Prevalence of NCDs among the respondents
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