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ABSTRACT ,
A cross-sectional study was carried out in Udo, a rural community in Qvia South-west LGA of Edo State to
assess the level of awareness of high blood pressure status; treatment and control.
Cluster sampling method ‘was used to select participants and data collection was by researcher administered
questionnaire. Blood pressure measurement was by standardized method.
A total of:590 respondents with mean age 30.7 + 14.6 years participated in the study. The prevalence of
hypertension was 20.2% using the WHO/ISH criteria ofiSBP >140 mmHg and/or DBP > 90 mmHg. Twenty
two (18.5%) of the hypertensives were aware of their high blood pressure status. Awareness was higher in
females, increased with age and decreased with higher educational status. Of those aware of their condition,
77.3% were on treatment and of these, 29.4% had adequate blood pressure control.
This study has revealed a low level of awareness of high blood pressure status and: control in this rural
community. Therefore, there is urgent need for regular community-based hypertension screening

programmes.
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INTRODUCTION

Hypertension is one of the most important causes of
cardiovascular morbidity and mortality."” Prior
studies have shown that the proportion of people
who are aware of their high blood pressure status is
usually low since the condition is often without
symptoms.- Also, of those who are aware, small

proportion are on adequate treatment and control.”

In the national survey on non-communicable
diseases in Nigeria, it was reported that only 33.8%
of the hypertensives were aware of their condition
and of these, 64% were on treatment.’

With the relative lack of symptoms, the required
alteration in life long habits (cessation of smoking,
alcohol reduction, physical activity and nutritious
diet) and life long drug: treatment, many people
become non-compliant with prescribed
management protocol. Therefore in order to keep
patients participating in a:control programme, they
must be given a clear understanding of the rational
for every aspect of the therapy.

Previous studies have focused mainly on hospital
patients with regards to their level of compliance
with treatment and control of hypertension. This
present study is community based aimed at
determining the level of iawareness of high blood
pressure status, treatment and control in a rural area
since the incidence of hypertension is on the increase
evenin the rural areas.
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MATERIALSAND METHODS

This was a cross-sectional, descriptive study carried
out in Udo a rural community. It is one of the 126
communities in ‘Ovia South-west LGA of Edo state.
Udo is about 40:km from Benin-city, the state capital
and about 8 km from Iguobazuwa, the local
government headquarter. The ipeople are Binis and
speak the Edo language. There is a traditional ruling
system with the headship being reffered to as Tyasere'.
The people are mainly engaged in agricultural
activities especially crop farming.

The study population includediall males and females
aged 15 years:and above who are resident in the
community. Cluster sampling method was carried out
(using a quarter as a sampling unit). Two out of the
nine quarters were selected by balloting and all males
and females 15 years and above in the selected
quarters were included in the study.

Structured, researcher-administered questionnaire
was the tool for data collection. Interviewers had a
common training programme conducted by the
principal investigators. The training included
standardization of methods of questionnaire
administration and measurement of blood pressure.
This was to ensure accuracy, reduce inter- and intra-
observer errors :and ensure comparability of blood
pressure and study participant's responses. The
sphygmomanometers were all: standardized. Blood
pressure measurement:

208



The blood pressure was measured using Accoson
mercury sphygmomanometer and for accuracy the
following steps were adopted:’ The individual was
rested for at least 5 minutes in a sitting position with
the arm rested on a table such that the middle of the
right arm was about the level of the heart and any
tight clothing removed from the arm. The cuff was
inflated, palpating the radial artery and the inflation
was continued until 20-30 mmHg above the
disappearance of the radial pulse. The stethoscope
diaphragm was placed over the brachial artery in the
ante-cubital fossa and the cuff deflated, allowing the
mercury to fall gradually, about 2 mmHg per second.
The first sound (Korotkoff 1) was taken as the
systolic blood pressure and the extinction of all
sounds (Korotkoff 5) as the diastolic blood pressure.
The blood pressure was recorded to the nearest 2
mmHg. Two blood pressure readings were taken at
an interval of 15 minutes and the mean of the two
~ readings taken as the individual's blood pressure
measurement.Data analysis was by computer using
the SPSS statistical package.

RESULTS

The demographic profile of the respondents is shown
in Table 1. A total of 590 respondents were involved
in the study comprising of 355 (60.2%) males and
235 (39.8%) females. Their mean age was 30.7 +
14.6 years. ‘

The prevalence of hypertension in this study
population was 20.2% using the WHO/ISH criteria
of SBP greater than or equal to 140 mmHg and/or
DBP greater than or equal to 90 mmHg. Twenty-two
(18.5%) of those who were hypertensive were aware
of their high blood pressure status. (Table 2) Females
were more aware of their high blood pressure status
than the males, (22.6% of females and 17.0% of
males) but this difference was not statistically
significant, X> = 0.4661, p = 0.4948. This awareness
was highest in those 55 years and above (41.7%) and
lowest in the age group 15-24 years (0.0%), X’
=17.328, p = 0.0006. Level of awareness was also
found to decrease with increasing educational status
from 31.8% in those with no formal education to
10.0% in those with tertiary level of education, X* =
5.166, p = 0.0755. (Table 2)Majority of those who
were aware 21 (95.5%) were told about their
condition by a doctor while only one (4.5%) by a
nurse. Also 14 (63.6%) of them go to the hospital
regularly for blood pressure check, the males more
than the females. All the hypertensives who were
aware do not have other ways of checking their blood
pressure besides visiting the hospital. In addition,
only 3 (13.6%) of them could recall their last blood
pressure readings which were normal (less than
140/90 mmHg) as Opposed to 4 (18.2%)of them who
also recalled their last blood pressure readings which
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However was abnormal (greater than 140/90 mmHg).
The remaining majority, 15 (68.2%) could not recall
their last blood pressure readings.

Overall, 14.3% of all hypertensives (aware and
unaware) were on treatment, 12.5% of male
hypertensives and 19.4% of female hypertensives (X’
=0.8797, p=0.3483 (Table 2). Of those aware of their
condition, the females (85.7%) had a higher
proportion of those on treatment than the males
(73.3%), p > 0.05. The proportion of all hypertensives
on treatment increased with age from 0.0% in those

15-24 years to 33.3% in those 55 years and over. X* =
14.571, p = 0.0022. The proportion on treatment
decreased with increasing educational status from
27.3% in those with no formal education to 0.0% in
those with tertiary education. X’ = 4.347, p=0.1138.
(Table 2)

All those on treatment were on modern drugs. Of

these, 8 (47.1%) took their treatment regularly while
9 (52.9%) did not. Males tended to take their
treatment more regularly than the females and were
also less likely to have problems associated with
taking their medications. The various reasons given
for not taking their drugs regularly were: lack of funds
9 (77.8%), high cost of drugs 6 (66.7), side effects 3
(33.3%), forgetfulness 2 (22.2%) and difficulty with
swallowing the drugs 1 (11.1%).
Only three out of the seventeen on treatment (17.6%)
had tried any traditional medications and these were
in the form of herbs and onion mixed with honey
concoction.Only 4.2% and 29.4% of all
hypertensives and treated hypertensives,
respectively, had their blood pressure under control,
the females more than the males (P>0.05)

Table 1: Demographic profile of re n
Variables Frequency Percentage
Age(years)

15-24 250 42.4
25-34 160 27.1
35-44 96 16.3
45-54 37 6.3
55-64 20 34
>65 27 4.6
Total 590 100.0
Marital Status

Single 266 45.1
Married 316 535
Separated/Divorced 4 0.7
Widowed 4 0.7
Total 590 100.0
Educational Status

None 58 9.8
Primary 168 28.5
Secondary 323 54.7
Tertiary - 41 6.9
Total 590 100.0
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Table 2: Awareness and treatment of high blood
pressure status among the hypertensive respondents.

Characteristics  No.aware(%)  No. treated (%)
All hypertensives 22 (18.5) 17(14.3y . ..
(n=119) .
Sex i
Male (n=88) 15(17.0) 11(12.5)
Female (n=31) 7{22.6) 6(194)

p value 0.4948 0.3483

Age group (years)

15-24 (n=21) 0 (0.0) 0(0.0)

25-34 (n=32) 2 (6.3) 1(3.1)

35-44 (n=22) 6 (273)  4(182)

45-54 (n=20) 4 (20.0) 4 (20.0)

> 55 (n=24) 10 41.7) 8(33.3)

p value 0.0006* 0.0022%
Educational status

None (n=22) 7(31.8) 6(27.3)

Primary (n=41)  9(22.0) 6 (14.6)
Secondary (n=46) 5 (10.9) 5(10.9)

Tertiary (n=10) 1(10.0) 0(0.0)

p value 0.0755 0.1138

* Statistically significant

DISCUSSION

All the respondents were 15 years and above with a
mean age of 30.7 + 14.6 years. This is close to the
national average as demonstrated in the 1991 national
census (31.6+14.1years.’

The level of awareness of high blood pressure was low
as only 18.5% of all hypertensives were aware of their
condition. This level of awareness is even lower than
that reported in the Nigerian national survey’ where
33.8% of hypertensives were aware of their high blood
pressure status but is similar to that observed in Tanzania
where less than 20.0% of hypertensives were aware of
their condition.’ This low level of awareness could be
due to the relative absence of symptoms in hypertension
until the late stages when complications set in and the
patients present at the health facility for these
symptoms. Hypertension may then be diagnosed
incidentally.

The level of awareness was observed to increase with
age and this is in agreement with reports from several
studies.™ This higher awareness in the older agegroup
could be attributed to the fact that this group may have
more frequent contacts with health facilities for other
ilinesses, hence have more opportunities for casual
blood pressure checks.

Females were more aware and this is in agreement
with findings from other studies.”*"’
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This may also be related to the differences in their
health seeking behaviour since females are more
likely than males to present at the hospital for ill
health and also because of their more frequent
contacts with the health facility (antenatal care,
family planning clinics and the well woman clinics),
hence, a greater opportunity for casual blood pressure
screening.

The level of awareness was surprisingly found to be
inversely related to the level of education. This is in
contrast to findings by the Hypertension Study Group
in Bangledesh, though this was among the elderly."
This unusual finding could be due to the tendency of
those with higher educational level to be more
preoccupied with other matters such as their jobs so
that they do not have time for regular blood pressure
checks.

The rate of treatment of hypertension was low in this
study population as only 14.3% of all hypertensive
were on treatment. However, when only those aware
of their condition were considered, 77.3% of them
were on treatment. This low rate of treatment could be
due to the fact that there was also a low level of
awareness of high blood pressure status since
awareness is a prerequisite for treatment. Other
possible factors which may be associated with it are
lack of motivation to take drugs daily for life as well
as inability to experience instant symptomatic relief
due to the relative absence of symptoms. Even among
those who were motivated, adverse drug effects and
lack of funds, (considering the high cost of drugs) as
also shown in this study had a negative impact on
treatment. ‘

The female respondents had higher treatment rates.
This agrees with reports from several documented
studies.”" Since the females were also more aware
of their condition, expectedly, they had higher
treatment rates. A higher treatment rate was observed
in the older age group as has been reported in previous
studies.”"*"”

Contrary to expectations, a higher level of treatment
was observed in those with lower educational status.
The inverse relationship documented in this study
may be related to the higher level of awareness ofhigh
blood pressure status among those in the lower
educational status.

The level of blood pressure control was poor in this
study population. Control was better among the
females even though the males took their treatment
more regularly and were less likely to have problems
with taking their treatment. This is similar to reports
from several other studies. *"*"*'*"*The possibility that
the females will more readily admit to having
problems associated with taking their treatment
should be considered. This could be because males
are more likely to tolerate side effects of drugs or less
willing to admit to having them. Also, males may be
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more empowered financially and so can afford their
treatment more than the females. Several factors
were identified in this study that could contribute to
the poor rate of control of hypertension in this study
population: The low level of awareness of high blood
pressure status, poor compliance to treatment
associated ‘with high cost of drugs/lack of funds,
adverse effects of drugs, forgetfulness and difficulty
with swallowing. It could also be due to different
degrees of knowledge about treatment guidelines for
hypertension among heaith care providers. It was
also noted that all the hypertensives were on drug
treatment  only. None of them were on non-

pharmacological treatment such as diet or lifestyle -

modification, for example, smoking cessation,
moderation in alcohol intake and engaging in
physical activities that has been shown to be adjuvant
to adequate blood pressure treatment and control.”*
In conclusion, this study has revealed a low level of

awareness ©of high blood pressure status, treatment -

and control of hypertension in this rural community.
Therefore,: there is need for the local health
authorities: to carry out iregular community-based
_hypertension screening programmes and awareness
campaigns to highlight the importance of regular
blood pressure checks, risk factor avoidance and
compliance to prescribed treatment. Also the
government should take definite steps to reduce the
costs of drugs.
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