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ABSTRACT
Background: Hyperiension is a lesding cause of adult mortality globally and the

incidences as well as its complications are on the increase in Nigeria. [n many instances,
it goes undctected in sutferers and may lcad to cerebro-vascular accident (CVA) while
driving; a human foctor of rond raflic accidents in Nigerta, High rate of road taflic
accidents is & major public health concemn in Nigeria with associated high disabilitly and
mottality. However, hypetiension among commercial drivers has ool been adequatcly
studicd. Thus, this study \was carried out to determine the picvalence of hypertension and

is risk loctors among the inter-state commercial dnivers in Jabi Park, Abuja.

Mcthod: A ctoss-sectional suney was conducted among 398 inler-state commerciol
drivers selected using systematic sampling technique from 3 list of regisiered drivers nt
Jabi Park in Abuja. A structured interviewer-administercd qQuestionnaire was used (o
collect date on respondents’ socio-demographic charcicristics, driving frequency,
physical activity, dictary habit, tobacco-use, vision, alcohol consumption ond periodic
hcalth checks. Respondents' blood pressure, waist eircumference, hip circumfercnce,
body weight ond height were measured. Hypenension was delined as systolic blood
pressure >140mmllg ond diastolic blood pressure 2 90 mmilg. Waist-10-hip ratio
(WIR) was clossilicd as <0.85=losw, 0.85 o < 0.90 = nommal, > 0.90 to < 0.95 =high,
>0.95=cbese, while Body Mass Index(BMI) (kg/m’) was classilicd as underweight
(<18), nomal (I8-<25), overweight (225-29.9) and obese (>30), respectively. Fasting
venous blood samples were collected to determine cholesterol and blood glucose levels.

Data was analyzed using descriptive statlstics, Chi square and [ogistic regression at p =

0.05-
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Result: Respondents’ mean age was 39.0£10.0 years and all were males. Majority
(80.2%) were maitied and 46.0% had secondary education, About 43.0% drove for more
than eight hours per day, 26.9% drove at least three days per week at more than eight
hours per day, 35.0% used alcohol, 68.7% fed on carbohydrate meal per day, 94.3% fed
on ot least one egg weekly , 90.3% fed on {ried meal daily and 22% smoked cigaretie.
Vision impairment was found among 38.5% and 51% reported engagement in physical
activities. Aboutl 46.7% had never gone for any health checkup in their life time. Based
on BMI and WHR measurements, 18.4% and 24.7% were obcse respectively. Prevalence
of hypercholesterolemia was 34.4%; hypeitriglycridemia, 46.0%; high densitly
lipoproteinemia, 18.0%; low density lipoproteincmia, 42.0% and hyperglycacmia was
9.9%. Prevalence of hyperiension was nine percent (9%). Hypertension was found
among 5% of those with hyperglycacmia, 19.9% were obese, just above two percent
(2.3%) were smokers and almost four percent (3.9%) of those who took alcohol. There
was positive corrclation between blood pressurc among new cases of hypeniension and
BMI (r = 0.8). Obesity (AOR=6.2; CI=].9-20.7), {amily history of hypciiension

(AOR=4.|; CI=1.9-8.0) and hypercholestcrolemia (AOR=4.0; CI=1.2-13.2) signilicantly

predicted occurrence of hypeitension.

Coneluston: There was a high prevalence of hypcitension and its risk factors among
commercial drivers in Jabi park. Health awarcness campaign should be encouraged to

control hyperiension and its risk factors. Regular screening programme will help in early

detection of hypertension among commereial drivers.

Key Words: Prevalence of hypettension, Commercial drivers, Jabi Park, Abuja.

Word Count; 484
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busis for measuring blood pressure wos fist estut shed by Ste

R DO
National Coinmiticc on Iiypcticnsion, 1997; Wtulwlq&‘ rld J4c ajth Orgo
|

PN
2003). lligh blood pressurc was first related (0 kidney discasc and the irst cver clev:

blood pressuic without complication from kidncy discase (Fredrick, 2011).

1
Hiypcttension is onc of the major non-communicable diseases in Nigeria of public health

C LR
impact {Castclli 1984). Genetic and cavironmental factors arc reported to play a kcy'ﬂi_

in hyperiension, 90% of which are better classificd as idiopathic High blood pressure in
adults has o high impact on the cconomy and quality of life of individuals with smpersant

implications for resource cxpenditures (Castclli 1984).

Hypericnsion is a eardiac chronic medical condition in which the systemic anerial olood
presswre is clevated. High blood pressurc involves o systolic blood pressure of
> 40mmHg ond dinstolic blood pressure of > 90 mmliig according to the }qint _l\l'ftioml
Committcc on Dctcction, Evaluation and Trestment of Iligh ,Bl;bjl_l‘_

National Committee on lypertension, 1993 Whitwosth & World Health

2003)

Hypertension is classificd as cither pnmoty (essential) hypertension or secoodary.

hypettension. About 90 10 95% of cases ate catcgorized as primary: hypetiension which

AFRICAN DIGITAL HEALTH REI!OSITORY PROJECT

'hi



—

N etont ol onart s ' g =,
- Es! »""'I: rtension is the most prevalent type of hyp

hm,m}’g:‘mf._“' .‘ D| iliﬂ "':_;_:f.'.'... 'IH:}.F:: as been ide

o Ll

factors such as sedentaty lifestyle, smoking, stress, visces | obes

(hypokalcmia), obesity (morc thon 85% of cascs ©

Breater thon 25), solt (sodium) sensitivity, slcohol ininke, and vitwnin F. -'5'-"'"';-'-'__;' L .

increase the risk of developing hypettension, Risk also increases -\s;iti!'l'

inherited genctic mutations and having a family histoty of hypertension. Kﬁ-clelva'!c'd'
level of reain, a hormone secreted by the kidney, is another risk factor, as is sympsthetic |

ncrvous systcm over activity. Insulin resistonce, which is a component of syndrmme X (or

the metabolic syndrome) is also thought to contribute 10 hypcriension, Recent studies

havc implicated low birth seight as a risk factor for adult cssential hypertension.

In secondary hypertension therc is an identifiable causc. This type is imponant to
tecognize since it is treated difTerently to essential hyperiension, by treaiing the
underlying cause of the elevated blood pressure. Hypertension results in the compromise
or imbalance of the pathophysiological mechanisms, such as the hormone-regulating
endoctine system, that regulate blood plasmo volume and heott funclion, Many
conditions causc hypcticnsion. Some nrc common, well-recognized secondn1y causcs

such as renovascular hypetiension and Cushing’s syndrome, which is » conditiun where

the adrenal glands overproduce the hormone cortisol, Lypericnsion is slso caused by.
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tligh blood pressure may be symplbmlcs:. nniﬁ{tﬂ,; the reason 3 th Q’X

as “silent killer" and where symptoms occur it may include severe (cu ache ‘3
I

your chest, neck, or cars, shortness of breath, irrcgular heartheot, np.scblcgq._-m{i-
gy

confusion, vision changes ,swclling or edema (fluid buildup it the tissues) aml blood 1

your urine.

There arc risk (aclors aflecling essential hyperiension. Thesc (actors tnclude ape greater
than 40 ycars, smoking, alcohol consumption, lack of cxercise, stress, consumption uf
high fatty dict, inadequate intake of vegetables and fruits, family history and high salt
dicts (Castelli, 1984; Gwatkin, Heuveline, 1999), Many of these corrclates arc common
in commercial drivess. |lypertcasion is the number one killer disease among the Non-
Communicable Discascs (NCD) in Nigena. Visits to the park on many occasions at

nights and during the day show many drivers smoking and drinking alcoho] at witl before

cmbatking on a joumncy.

Human factor (age-related factors) is one of the causes of road traflic accidents though

RTA is a combination of many variables (Akanbi ct. al., 2009). The hunun factor

accounts for up lo 90% of accidents; in fact, the mechanical and caviroamenial factors
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ranked sccond on the weighted scale of coun

(Chidokn, 2013), Over 7,000 Nigerians dic every year from road raf

17,000 road crashes. This is on sverage of one death in every two crashes nationwide. A
total of 208,36) cases of road traffic crashes were recorded by FRSC from 1990 to 2001,

these resulted in 81,657 deaths and 238,573 people injured (Chidoka. 2013).

Commercial drivers cause 40% of RTAs in Nigeria (Chidoka, 2013). Therc is associated
high mic of complications that may lcad to decath of passengers duc to auto-crash front
occurrence during dtiving Not less than 87,320 road users lost their lives between 1990
and 2001 olone, most victims being between 20 and 40 ycws of age brackel (Gamyi.
2006). Commercial drivers undergo high stiess, their dicts are not controlled. smoke
while on the whecl, drink alcobo! before driving, moy be drunk whilc deiving and may
not have time to do medical checkup (Chidoka, 2013). Some are alicady on Ueatment for
hypeitengion but arc not adherent to anli hypettensive treatment, Mcanwhilc they st
drive passengcts 10 long distnace with high blood pressure and sttendanl risk of

complication.
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parks, smoking (o stay awake) of these g_rou I"*\"
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factors nssociatcd with hyperteasion. Hypertension, rhet

e ER S T

- - . . _':' i
Cardiomyopathy arc the main Non-Communicable Discases (NCI )

5

. . o, . o - S
cardiovascular in o17gin. Thesc discases cause high death rate in

- J

nunbcr onc hcait discase. More than 22 million people in Nigeria are ullected
| lypertension contributed to almost 60% of dcaths in the world and 43% of lhc»Eb bal
burden of discase in 1999. The burden of hypeitension for developing and newly:
industrialized countrics is expected 1o 1isc by more than 60% by 2020, compaiexl (0 & nise
of less than 10% in decveloped counties. Four million. three hundred thousand (4.3

million) Nigerians abovc 15 years arc hyperiensive. |lypcriension s more in whan that

rural (Beoglchole & Yach, 2003).

The exponential increase of hypertension and its comnplication moey de tnevitable m the
ncares! future becouse of the increase in lifestyle-rclated risk factors resulting frum soctal

and cconomic changes, The increasing impact of globalization has alsv given mumentum
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i 7 Statemcent of Prohicm

lypertension among commercial drivers needs urgent intcrventions |

bccausc the commercial drivers are prone 10 the risk factors. The discasc is controllab!

-

by carly dctcction and timely intervention of managemen! during toutine medical
aa
checkups. abi park is known 10 transport maay peoplc from Abuja lv all the stales of the
fcderation. Although the population health burden from hypertenasion is highh-_'

considcrable, there have not been adequate studies conducted among commerctial drivers

on non-cotnmunicablc discascs cspecially hypettension.

Hypestension is a lcading causc of adult montality globally and the incidences as well ay
its complicalions aic on the increasc in Nigeria. In many instances. it goes undeiceted in
sulTcrers and may lead 1o catastrophic cvent; especially among hypertensive drivers while

driving. Mcanwhilc high 1ate of road truftic accidents is a major public heslth concera in
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teduce comiplicalions of hypcticasion among

Tederal Capital Territory '(FrMTI'iFHs: ucing d¢

intend 1o persunde the commetcial drivers in Jabi |

hove regular medical checkups and avoid the common risk factor

discasc and its complicalions. As o resull unnccessmy moitalily from
accidents which arc duc 1o hypertensive disease will be minimized in the park. ‘|1
will incrense nwarencss of the discase omong the Notional Union of Road Transpert

Workers. This rescarch will contribute to the knowledge on the risk faclors and how

preventive mceasurcs that can be underiaken among commercial diivers.

i.4  Justification of the Stady

Hypenension is o lcading cousc of adull moutality globally and the incidences. as well as
ils complications. ore on the incrcase in Nigeria. in many instances. it goes undctecled in
suffcrersand may lead to cerebro-vascular accident (CV A) while dniving; a human factor
of road trmfTic accidents in Nigerin. 1ligh mic of road tinflic accidents is a major public
health concern in Nigcria with associoled high disability and maitality, Ioweyer,

hypeitension among commereial dtivers has not been ndequately: studicd.
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n other words, wher R oy _)f {’iﬁ}_‘ he heart

~ cntnils gémdg malesials -nnﬁ pe 1;:' 15_, oint
commcmml dqugﬁs sit !br h o ._,u'-u.}‘ .ﬂ"""

little or no movement. This Ipipﬁﬁ;'_'t w att 10 do all
nll of the body, a task it was never designed 1o 'r ( (k (Ken, 201

-—

of cadiac input nnd periphernl resistance. There is regular i ;

the Ken's (2013) study. Thus the exposures of commiercial di Ve 'S |

hypertension incressc the chances of increasing the peripheral : 1St

cnhancing the product of enrdiac oulput nnd peripheial resistance which is h

(Ken, 2013).

Road lransportation is by far the commoncst mecans of transportation in Nigeria cumnpared
10 other means - air. tail and walcr. The technology has made life casy compaml to the
hitherto mecans of Irnnsportation such as animals, Nigerlon cconomy. despite ils
harshness, has alforded millions of its populace the means w own cars making road
trafTic a rnajor problem. Road Traflic Accidents cause 20% of infuties globally (Ghafihr,
20t3). It was cstimatcd that the number of repistered vchicles in Nigena tose from
600,000 in 1988 to 6,000,000 in 2004. Despite the happincss and change of quality of

fonily lives essocinted witly owning a vchicle. its possession has maie so manv (auilics

bereaved of their breadwinncrs or loved ones due to unprecedenicd rate of mad traflic
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commicrcial driver once carricd a re: -orch tcam (rom the pre

_ - L
Epidemiology and Medical Statistics, Faculty of Publ

-

a

. 1 1A ¥ .r'. oy, m P :
the study ficld. On the way it was noliced that the river {-’E

slcering. The vchicle was stopped and the driver was taken lo a clini

L]
-

to have blood pressure of 180/120 mimTlg. Elypcricnsive cnccphalopathy has

N

auto-crnshes and many deaths among drivers and passcngers -(Lalﬂqi cl. ol

&

regulir screcning wil) help reduce morbidity and mortality among the respondc nts.

Jabi park was choscn as a represcntative of a typical Nigerian intersiale park where
proportion of FCT population and visiloss travel by road to the 36 stotes of the tvdcration. I.
Nol many peoplic con afford lo trave] by air. 1lyperiension affects more ol the high :
produclivily scctor of the population. Conmercial drivers are group of people that (al} I|
within the produclivily population. They help o move goods and scrvices fflom oac point
of FCT to the other parts of the countty, The commercial drivees contribute to the Gross
Domeslic Product in Nigena. Hypertension and ils complicidions, c«;minll:.
cnccphalopathy which is a sudden and fatal phcnoniction. can occur while driving asd

may be onc of the lending causcs of accidents in FCT. lts prevalcnee ainong commercial
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1.5

Research Questions

[. What is the prcVni\}hc_ﬁfp[ hype tension am:

Jabi Motor Park of FCT Municipal Area Co

N
N

. What are the common risk factors of"hym ~-,3 1 among |

drivers in Jabi Motor Pork of FCT Municipal Area Counc

3. \Vhat is the magnitude of strength of association between the common nisk
and hypertension?
4. What orc the risk factors that predict the presence of hypcriensivn among

| i
commercial drivers in Jabi Park?

1.6  Objcctives
1.60.1. Gencral Objective
To determine the prevatence of hypericnsion nnd its risk factors among commezcial

drivers in the Jabi Public Motor Parksin Abuja, Fedcral Capital Tertitory.

1.6.2 Specilic Objectives
[. To determinc the prevelence of hyperiension nmong interstale cwinmercial

drivers in Jabi Park:
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increase in developing countrics where ado,

i . el
wbanization both of which are expecte

ik

unhealthy lifestyles arc not on 1

factors arc reposted to play a}

as idiopathic. High blood pressure in adults has o high im
quality of life of individuals with important implications for res

number of studics revealing the prevalence of hy'ﬂréhtnt on in |

African origin have been reported (Cooper ct. al., 1997). In the ycar

- cstimated that ncarly one billion people or 26% of the adult population had hy fer
worldwide. It was common in both developed (333 million) and undeveloped (6
million) countrics. 11owever rates vary markedly in diftierent regions with rates as lgv‘q

just obove threc percent (3.4%) men and slmost scven percent (6.8%) women in -nﬁll

(ndia and as high as 68.9% men and 72.5% women in Poland (Cappuccio et. al., 1997).

In 1995 it was cslimatcd that 43 million people in the United Stotes had bypericasion or
weice toking antihypertensive miedicalion, almost 24%% of the adult populativn. The
prevalence of hypentension in the Uniled Stotes increosed and reached 29% in 2004, |1 §s

more common in blacks ond native Americons and lest in whites and MNexican

Americans. Rates incrcase with age, and is greater in the southeastern United Siates.
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1 PO
&dmp cite lhc wntmgg of Sushruta in 1 ¢ 6th centu

sym.ptoms*hkc those of hypertensio r-fﬁ"ﬂf;:ﬁ# 0po
far as 2600 BCE. Main trcatment for what + 'f'iﬂ';_ﬂji‘_:é'!-i@.”“

in reducing the quantity of blood in a subject by iiie‘,§ i;_?_‘ ’

of leeches. Well-known individuals such as The Ycllow Emperor of ¢

Celsus, Galen, and Hipocrates advocated such trentments. The modcen und

i o 8 -

]
5 [ ¢
DOAd Ve

hypcrtension was first described comrectly as the systemic circulation o ’
pumped orpund the body by William Harvey (1657). The bascs for measuring blood
pressure were established by Stephen Hales in 1733. Initinl descriptions of hyperteasion
as o discasc comc nmong others from Thomas Young in 1808 and speciallv Richarl
Bright in 1836. The first cver cleveled blaod pressure in a paticnt without Kidney discase
was repotled by Frederick Mohomed (1849-1884). It was not until 1904 thal sodium
restriction  was advoceted while o rice dict was popularized around 1940

(Joint_National_Committce_on_Ilypeticnsion, 1997),

Studies in the 1920s demonstroied the public health impatt of wnreaied high bloos

pressurc; ircotment optiors werc limited ot the time, and dcaths from meligpant
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Tieolth also sponsoted other population studics, which additic
pulotion ;

‘Amecricons hod o higher ,Eq;a'_ “of hyperte j n ond its

4
I

pharmocologicul treatinent for hypericnsion become possib

S

. - . . = _ o
werc used, all with numerous side-ciTects: stric

b
[ §

(surgical oblation of parts of the sympath tic nervous sysicn

(injection of substonces thal cause a fever, indi C jn:ﬂ‘?-‘f—ji ' bl

i

The first chernical for hypeitension, sodium thiocyanale, was ﬁﬂ '

. e,
' side cflects and was unpopulas. Several other agents wcre developed aller the

World War, the most popular and reasonably eflective of which wen

e e,

teramcthylommonium chloride and its derivative hexamethonium, hydralazi-ne .
reserpine (denived ftom the medicinal plant Rouwolfla serpentina). A mandomizy
controlled trial sponsored by the Veterins Administiation using these diugs had to be
slopped carly becausc those not receiving trcaiment were developing more complicanoas
and it was deemed uncthical 10 withhold trcatment from them. Thesc studies prompled
public health campoigos lo inctease public awareness of hypcriension and the advice v
get blood pressurc measused ond trealed. These measures appcar to have contributed al
lcast in part of the observed 50% foll in strokc nnd ischamic heant disaso between 1972

and 1994 (Joint_Nationol Cownmiticc_on_liypertension. 1997).
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‘turmed out to lower blood pre sure. The next class of antih o
~was that of the calciuin channel bl “The first

Fps ‘N :

of papaverinc that was initially thought to be a beta bloc

—

turncd out to have a differcnt mode of action and was sh
_ "

ACE inhibitors were developed through mti
1

sysiem was known to ploy an important role in blood pressure r

venom (rom Botiirops fararaca could lower blood pressure thraugh inhibi

1977 coptopril, an orally active agem, was described; this Jed to tic deve!
| N

number of other ACE inhibitors.

23  Definition of Llypertension
Ityperiension (ITTWN) or bigh blood pressure is a cardiac chronic medical condition "
which the systemic arterial blood pressure is clevated. What that nicans is that the beart o
has (0 work harder than it should, 1o pump the blood around the body. Blood pesue
involves Iwo mcasurements - systolic and diastolic, Normal blood presswie is at or below
120/80 mmllg. The lirst figure is the systolic blood piessure, the picssure in the antenies
when your heant is contiacting. The sccond. or lower figure, is the diastolic blood -
pressurc, which is the picssure in your arferies between heart beats. lligh blood pressure

is onything above 140/90 mmllg:. llypeitcnsion is the oppositc of hypotension
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kidneys,  ortcries,  hcat  or  en

..LL_E

Joint_ Nulionnl-_tommi“m .,il"; -- : »‘1_; o 1993).
: R A

) E

: !u-crs'isu_:_iﬂ hypcm;n;}dn*s' - '%’ L R .

fuilute und nrteria) ancurysm, ond is a leading cousc

. - ST i
clevotion of arterial blood pressure leads to shortencd 1i
| ' - "
lifestylc changes can improve blood pressure contro! and decrease
e | k.
health complications, although drug treatment may prove nece SSB1Y 1

lifestyle changes prove ineflective or insulTicicnt. Risk Tuciors“lﬂgu. tial hyg

includc ogc greoter than 40 years, molc, fomily history of hypertension, high salt dict'i

predisposcd individuals, ovcrwcighl/obesity, physical inoclivity. cxcessive alcohol

consumption, inadcquote intake of vegctables and fruits. dicts high in *sleepy’ fats T.

24 Signs and Symptoms of 1ty pertension

Mild to modcrotc essentiel hypcricnsion is usually asymplomatic. Aceclerated
hypertension is associoled with headache, drowsiness, confusion, vision disopders
nousca, and vonmiting. Thesc symploms are colleclively called hvpertensive
cnccphalopathy, tlypctiensive enccphelopathy is caused by severc sinall blood vesscl
congestion and brain swclling, which is rcversible if blood pressure is lowered. This

could have becn responsible for many occidents by & commercinl dnvet suffering fom

1b
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of the neck (bufTalo hump), wide purple m

et B :

recent onsct of diabetes sugge
s

Cushing's syndrome. Hypct
| fyypcrlhyfdﬁﬁlflz';.‘l othyroid m, o '

-;-P. LA 1
. |
c disorders. F

additional symplonisspci:'iﬁ. > these d
| u -

weight loss, ttemors, heart ratc abnormalitics. redd

swealing. Signs and symploms associaled with giowth
1

s ¥ . :

coatscning of facial featurcs, protrusion of the lower jaw,

cnlarg

-

d
cxcessive hair ginwth, darkening of the skin colour, and cxcessive s
hormonc disorders like hyperaldosteronism may causc less specific sy
l numbness, cxcessive urinalion, cxcessive sweating, clectrolyic imbalances and

dchydration, and clcvatcd blood alkalinity and also cause mcnlnl. presswe

{(Joint_National_Committce_on_Hypcricnsion, 1997).

2.5  Classificotion of Hypertension

Blood pressure is usually classified based on the systolic and diastulic blood pyessuses,
Systolic blood pressurc is the blood pressute in vessels during o heant bear Diastolic
blood pressurc is the pressurc between heartbeats. A systolic or the diastolic blood
pressure mcasurement higher thon the accepled nommal values for the axe of the

individual is classificd as pee-hypeitension or hypeitension

7
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' ‘hypertension
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Source: (AHA 2003) Amcrican llcart Association, 2003.
ainfin, BT

" 1, .
11ypericnsion has scvera) sub-classifications, including hypertension stage 1, |

stoge 1I, and isolated systolic hypcriension. Isolated systolic hypeitensic

clevsted systolic pressurc with nonnal diastolic pressure and is common in the e
|
II
i

el —% : - s ) - . [
These classifications arc made after averaging o patient's resting blvod pressuse nvadings

takcn on two or more office visits. Individuals older than S0 ycars arc classified as &M', u
- i
hypertension if their blood pressurc is consistentiy at cast 140 mmkig sysiolic or
90 mmllg diastolic. Paticnts with blood pressures higher than 13080 mmilg with
concomitant presence of dinbetcs mcllitus or kidney discase require lurther tremment.

tHlypeniension is also classificd as resistant to specilic mode of treatment If medications

do not reduce blood pressurc to normal Jevels.
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 Orthostatic u'ypcncas;@;mg brior

-

: up ﬂuho;.nﬁlc hypcucnsu;u ‘
I

:\.sq ;ocxlsi wnh ~other disord 1s such os

“orthostatic hypertension was found 10 ¢ Lt in

(Joint_ Nnuonnl Cqmlmnn_;l uricn 1, 19¢
Most of the mechanisms associnted with secondary h. oo sion

.
understood. However, those associatcd with cssential {psimary) byperte

2.6 ’athophysiology of Hypertension

understood. What is kiiown is that casdiac outpul is raiscd early in the disease course.
with total periphcral resisiance (JPR) normal. Over time cardiac output drops to normal
levels but TPR isincreased. Titrce theorics hnve been proposed to explaia this:
1. Inability of the kidneys to excrete sodium, resulting in hatriusetic factors such as
Atrinl Nelriurctic Factor being sccreted 10 promote salt excietion with the side
cffect of raising tolal peripheral resistnnce.

2. Anoveractive Rcnin-angiotcnsin sysiem leads 10 vasocoastriclion and retention of

sodium oand water. The increase in blood volwne plus vasdconstriction leads o

hypertension.

3. Anoveraclive sympathelic nervous systcm, lcading 10 increased sisess Fespoases.
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uncicar, however, whether endothclial changes ;‘_"1  the devels
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27 Prevention of Hypertense

r-

R

The degree to which hypertension cpﬂi:l prevented ¢
including current blood pressure level, §qﬁup'a}pgl ?'*_ lon

of cnvironmental toxins, changes in cnd/target organs (retina, Kic

others), risk factors for cardiovascular discases and the oge al fiognos

hypeitension or ot risk for hypertension. A prolonged assessment that 'im:ipl s f¢

L]

blood pressurc measurements provides the most occurnic blood pressurc level
assessment. Following this, lifestyle changes are recommended to Jower blood presaure.

before the initiation of prescription drug herapy. According to the British Hypertcnsion /

Socicty, the process of managing pre-hypertension inciudes lifestyle chaages such asthe |

following:

L Wecight reduction and regular acrobic exercise (e.g.. walking): Regujar exctcise

improves blood flow and helps to reduce the resting heart 1atc and blood presswre,

2 Reduce dictary sugar
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freople use polassium chloride, salt :
'DASIH dict (dictary approaches to HI:IF.'; c
vegctobles and low-fat or fat-free dairy products. Re:

B oy o
National tleort, Lung, and Blood institute shows this
4 [ =l
addition, an increasc in dictar ol sium which

4 |
been shown highly effective in reducing blood pressure

s, Discontinuing tobacco usc and alcohol cor ”_'",'67';: on,
_ - Ch N )
commercial drivers, has been shown to lower blood

[ |

mechanisms arc not fully understood, but blood oressur e {espe

always transicntly incrcases following alcobol or nicotine cons

Abstaining [rom cigarette smoking rcduces the risks of strokc and hcart alte

associated with bypertension,*/ '

6 Vasodialators such as niacin.

2. Limiting alcohol intake 1o less than two standard diinks per day can reduce
systolic blood pressure by between 2 to AmmHg.

9 Reducing stress, for cxample with relaxotion thesapy, such as meditation and
other mind-body relaxation teclwmigucs, by reducing envirommental siress such as

high sound levels and ovet-illurnination can also lower blood pressure Jowobson's

Progressive Muscle Relaxation and biofcedback. such as device-guided paced

n
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breathing, arc also benelicial, although meta-analysis suggests it is not eflective
unlcss eombined with other relaxation techniques.
Increasing omega 3 (atly ocids con help lower hypertension. Fish oil 1s shown (o

lower blood pressure in hyperiensive individuals. The lish oil may increosc

sodium and water cxcretion.

10.  Callcino raiscs blood pressure (Lane ct. al., 2002).

2.8  Complications of llypericnsion

Hypertension is the most imporlant risk [sclor for denth in industrialized couniries. kt
incrcascs hardening of the atleries, thus predisposes individunls to lieart discase.
periphctal vascular discasc and strokes. Types ol hearl disease thal may occur include
myocardial infarclion, hcant failure and lefl veniricular hypertrophy. Other complications

are hypertensive retinopathy and hyperiensive ncphropathy. If blood pressure is very

high, hypeirtensive encephalopathy may result.

Silent slroke is o type of swoke (infarct) that does not have any outward symploms
(asymplomatic), and the paticnt is ypically unoware they have sullcred a stzoke Dspile
not causing identifiablc symptoms, o silcot suoke still causes damage lo the brein, and

placcs the palicot at increased risk for a major siroke in the futurc. Hypestension is the

major l1eatable 1sk factor associated with silent stokes

(Joint_Naotional_Commilice_on_liyperiension. 1997).

Fy b, Diagnosls of Tlypericnsion

tlypettension is gencrally diagnosed on the basis of a persistently high blood pressure

Usunlly this requires threc separate sphygmomanometicr measwTments al icast one week
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opart. Diognosis oflen cntnils three sepnrate visits to the physicion’s oflicc {nitial
asscssment of the hypertensive patient should include a complete history and physical
cxainination. Exceptionally, if the clcvation is cxtremc, or i [ symploms of orgun damage

arc present, then n diagnosis may be made and treatment started immediotely.

Oncc the diagnosis of hypericnsion has been made, physicians will uttcmpt to identify the
undcrlying cause based on risk faclors and olher symptoms, il present. Sccundary
hypertension is more common in pscadolescent children, with most cascs caused by renal
discasc. Primary or cssential hypericnsion is morc common in adolescents and has
mulliple risk faclors, including obesily and a fanily history of hyperiension. |.nboratory
lcsts can also be performed to identify possible causcs of sccondary hypertension. and v
determine whether hypertension has caused damage 1o the heant. cyes and kidncys.
Additional tests for diabetes and high cholesterol levels arc usually performed beausc

these conditions arc additional risk faclors for the development of heast disease and

require lreatment.

Creatinine (renal fisnction) testing is donc lo assess the presence ol kidncy disvase, which

can be cither the couse or the result of hypertension. In addition. creatinioc icsting

provides o bascline measurement of kidney fiuiclion that can be used 1o moaitor for side
cflccts of cerlain antihypertensive dnsgs on kidney function. Additionally, testing of urine
samples for protein is used as a sccondary indicator of kidncy discase. Glucese testing is
done to deteimine if diabetes mellitus is present. Eloctrocardivgrain (CKGECG) testing
is donc 1o check for cvidence that the heart is under strain (rom high blood pressure It

moy olso show whether there is thickening of the heant muscle (left veouicular
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hypeitrophy) or whether the heart has experienced a prior minor disiurbance such as & :

silent heart attack. A chest X-ray may be performed 1o look for signs of heart

cnlasgement or damogc 10 hcart 1{ssuc (JNC-V

,Joint_National_Commiticc_on_lypericnsion, 1993).

2.10  Trcatmcent of 1{ypcrienslon

Without trcatment, hypertcnsion can lcad 1o blood vessel damaoge, heart attock or heort
failuze, stroke, kidney failurc, and cye problems (Ken, 2010). liypertension though

affects al) age groups, it reflects more in adults and increases with age (Cappuccio ct. al.;

1997).

The fiest line of treatment for hypettension is identical o the recommended preventive
lifestyle changes which are dictary changes, physical exercise and weight loss.

These have all been shown 1o significantly reduce blood pressuic in people with
hypeitension. If hypertension is high cnough 1o justify immediate use of medicalhions.
lifestyle changes ate still recommended in conjunction with medication. Drug
prescription should take into account the paticnt's absolute cardiovascular risk (including
risk of myocardiol iaforction and stroke), as well as blood pressurce ccadings, in order (v
gain a more accurate picturc of the paticnt's cardiovascular profile, Different programmes
aimed 1o reduce psychological stiess such as biofcedback, relaxation and meditation are

advertised to scduce hypericnsion. lowever in geneval, claims of efficacy are not

suppotted by scicntific studics, which have been in gener) of Jow: quality.

Dictary-rcioted foctois in hypettension wes first advocsicd around 1940. Also, the

DASII diet (Dictary: Approoches 1o Stop 1lypeitension) is a dict promotcd by Ihe

14
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National Hcari, Lung, and Blood institute to control hypcrtension. A major featurc of the
plan is limiting intakc of sodium and it also genetally encourages the consumption ol
nuts, whole grains, {ish, poultry, fruits and vegctables whilc lowering the consumpiion ol

red incats, swects, and sugor. 1 is also “rich in potassium, magncsium, and calcium, as

well as protein”.

The sccond line of treatment is medications, collectively referred Lo as antihypertensive
drugs which arc currently avoilable for treating hypertension. Reduction of the blood
pressurc by 5 mml Ig con decrcasc the risk of sisoke by 34%, of ischacmic heant discasc

by 21%, and rcduce the likelihood of dementia, heart (ailure, and mortnlity [rom

cardiovascular discase. The gim of treotment should be to reduce blood pressure to

<140/90 mmHg for mosi individuals, and lowcr for individuals with diabetes or kidney
discase (some mcdical professionals recommend keeping levels below 120/80 mmHg). If
the blood pressute goal is not mel, a change in treatment should be made as therapeutic
incrtia is n clenr impediment 10 blood presswe control. Co-morbidity also plays a role in

deterinining targct blood pressurc, with lower BP targets applying to patients with end-

organ demagc o¢ profeinuria.

The fitst line antihypertcnsive supporied by the best evidence is a low dose thiandc-
bascd diuretic. Often multiple medicatioas are nceded 10 be combined to achicve the Roal
blood pressurc. Commonly used presciiption drugs include ACE inhibitors, alpha
blockers, angiotcnsin 11 receptor antagonists, beta blockers, calcium chanoel blockers.
diurctics {c.g. hydrochlorothiazidc), direet renin inhibitors and Glyceryl innitrates which

has the activity of vesodilntion, thus controlling high blood pressure

i3
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Somc cxamples of common combined prescription drug includc:

1. a fixcd combination of an ACE inhibitor and a calcium channc] blocker. Onc
cxample of this is the coinbinition ol perindoptil and amlod:pinc, the cliicacy of

which has been demonsitoted in individuals with glucosc intolerance or metabolic

syndrome.

2. A fixed combination of a diuretic and an angiotensin blocker - ARB,

Combinations of nn ACE-inhibitor or angiotcnsin Il receplor antagonist. a diurctic and an
NSAID (including sclective COX-2 inhibitors and non-prescribed drugs such as
ibuprofcn) should be avoided whenever possible duc to a high documcnited risk of acute
rcnal failure. The combination is known colloquinlly as a "wiple whammy” in the
Austrolian health industry. In the clderly trcating modcerate to scvere high blom) pressure
dccreases death rates in thosc under 80 years. In those over 80 ycurs old, there was a
dccrcasc in morbidity but no decreasc in monality. The recommended BP gual is

<140/90 mmlig with thiazide diurctics being the first linc medication (JNC.V,

Joint_National_Committcc_on_Ilypertcnsion; 1993).

2.11  Ecunomie Costofl lypertension

T™he medical, economic and human costs of untreated and inadequately contrulled high
blood pressure are cnoymous. Adcquate management of hypericnsioo can be hampeied by
inndcquacies in the dingnosis, freatiment, and/or control of high blood pressure, Health
carc providers facc many obstaclcs lo ochieving blood pressure control (rom iheir
patients, including resistance 10 taking multiplc medications 10 resch blond pressure
goals. Paticnts also face the challenges of adhenng 10 medicine schedules amd makits

lifestyle changes  Nonctheless, the achicvament of blood pressuro goss is poasble, and
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mos! importantly, lowcring blood pressure significantly reduces the risk of death due lo
hicart discasc, the development of other dcbilitating conditions, and the cost associated

with advanced medical care (Joint_National_Conunittcc_on_llypcricnsioo; 1997).

The paticnts’ mcan monlhly cost of treaument for hypertcasion was NI1440£560
(§9.623.7), cquiveolent to 11% of thcir mcan monthly houschold incomc was very
interesting. FHouschold catastrophic expenditurcs for carc have commonly becn desciibed
as costs cxcceding ten percent (10%) ol iacome. About 53% of the houschold of the
potients incurred cotastrophic expenditures. llowcver, more recenily, the Wotld § lealth
Organization (W110) has dcfined calastrophic expenditurcs as costs exceeding 40% ol
houschold income afler basic food nceds have beecn met. It is recommended that, in
oddition to dctermining average costs as a proportion of avcrage income, the proportion
of potientsthouscholds who incur catastrophic costs duc to hypericnsien care occording
the current WHO dclinition should be assessed s findings using the mew WHO
dclinition may differ (Ukwaijp e, al., 2012).

The medical and cconomic costs of taffic nccidents arc estimated 10 be onc to three

percent of the gross domestic product of a countsy (IPEA, Institutc of Applied Economic

Rescarch).

2.12  tiypertension Control Progracime in Nigeria

Hyperiension control programmc in Nigerin is coordinated by the Non-Comimunicablec

Discases (NCDs) Division of Fedem! Minisity of llcalth, Established in 1989 by the
Federal Ministsy of FHeolth (FMOI) 1o be the ammow hiead for the response lo prevention,

corly diagnosis, and control and provide propcr mansgement guidclioes. Thete Is an
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cpidcmiological transitlion (rom communicablc diseases 10 NCDs which is incrcusingly

becoming an important conisibutor to the national discases butden aisd therefore it major

public health concem.

Non-communicable discases (NCDs) ate chronic discases thot are typically non
contagious, non infectious and not Wranslcrred from person to pervsu, ‘They esult frons
genctic or lifestyle factors (risk faclors) and causc dcath, dysfunction, or impaicnent in

the quality of life including injuries (RTI). NCDs arc lecading cousc of functionary

impaisment and death worldwide. They account for more than thirty-three million

(33.4m) dcoths worldwide. Seventy-lwo percent (72%) of such deaths vccurr in
decveloping countrics including Nigenia. They arc among the top ten causes of morbidity
and mortality in Nigeria And adulis arc more offecled except. SCD imposes heavy
cconomic busden on individuals, socictics and thc hecalth system. The goal of
hypertension control programme in Nigenia is to reverse the incrcasing prevalence of

hypettcnsion, through programmcs that will prevent, provide carly detection, conitrol and

mansgemcent of hypcricnsion in Nigeria.

The spccific objectives of the programmes arc; to prevent and control hypettension nisk
factors, to provide managemcent guidelines for the prevention and cuntrol of hvperiension
and their complications in Nigeria and, to gencrate a reliable datafinformation basc. an
provide an cvidence-based nationn! pelicy. The targe!s of the programine are (v ¢oBdyxt
national survcy on hypertension as a basis for hypertension surveillanec in Rigevia by the
cnd of 2015, to dcvclop evidence-based comprehensive hypertensian policy and

guideline for the preventlon, and carly diagnosls. contvol amd management ol
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hypertension in Nigeria by the end of 2015. Other targels arc to provide advocacy and
awascncss campaign on hypertension und their risk factors, to integratc hypertension intu
the PHC services which arc presently ongoing, and to contro! roud traffic snjurics i
collaboration with T'ederal Road Salcty Corp on Alcohol/Substance use by drivers and
domcstication of the WHO Framcwork Convention on Tobacco Control in Nigeria.

The stiategic plan of the hypertension control in Nigeria is based on the principles of
promolion of healthy life style, carly detection, prevention und control proper
Inanagcment, prevention of complications and surveillance. In the surveillance system,
the flow of information is from the health facility 1o the Local Govemment Arca and then

to the Fcderal Minist:y of Health. The feedback mechanism is through same low 1o the

health facility (Fig 2.2).

T
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State (Epidemiologist, NCD foca! person)
FMO1L (EPID,NCD)

Figure 2.2: Flow of Information: Integrated Inta the IDSR Reporting Sysien |

2.1} Prevalence Studics of Hypertension :
The repoited prevalence of hypeiiension in Nigeria rusal populatioa maged Gom five o
scven percent and urban populetion was 17-20% among edults (Erhun ol al . 2005),
Prevalence of hypertension in commercial deivers specificatly was studied in places tikc
Ibadan, Lagos, Cemcroon. Ghane, Iran ctc. The asticles of the studics in 1badan anx
Lagos ate grail. The studies in Ghana and Cemecroon were among (he rural population,

markct women and civil scrvants. In Camcroon civil servants were the focus, The study

in lran was among the commcrcial drivers. There were anlicii

limitations that were also encountcred in these previous studics on «

Tihus may be due to the difliculty to have nceess 1o com'mm;f.] dm'us' becaelt Sl
1

alwoys on the road or they ore a group of people that may ot be patient 1o M 'i . |

- s I
sudience [or study Many outo-crash accidents might have occwred due 10 sabisen denth.
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strokc or transient ischemic attack while driving. The prevalence varics among these
studies. The crude prevalence of hypeitension has been documented as 11.2%. based on
BP theeshold of 160/95nunhg, with age odjusted rate being 9.3 (20.5%) 1115 trinslates
into approximately 4.33 million Nigcrian hypertensive aged 15 and above (@gah, ct. al.;
2013). The prevalence of hyperiension mnong the rucal and urban population was five to
scven percent ond 17 to 20% respectively (Lawoyin et. al., 2002). [lowever with the

cusrent definition of hypertension based on the recently published seventh Joint National

Committcc on Prevention, Detection, Evoluation, and 1Trcotment of 1ligh

Blood Pressure (JNC VII) guidelines (2), many more Nigerians (20-25%) can be said to

be hypeitensive.

Elypericnsion is 3 common heaith problem in developed countries and a major risk factor
for cardiovascular discoses (CVDs). Its prevalence s probably on the incrcase n
developing countrics whete adoption of westem lifestyles and the siress of urbanization
both of which are cxpecied 1o increase the morbidily associated with unhcalthy lifestyles
are not on the decline (Castelli, 1984). Genetic and cnvironmental {actors are rcporied 10
play a key role in hypericasion, 90% of which are better classificd as 1diopayhic. High
blood pressuie in adults has o high impact on the economy and on the quality of life of
individuals with impottant implications for resource expenditures. A numbes of studies
revcaling the prevalence of hypeitension in populations of West Afiican oligin have
been reported (Gwatkin ct, al,. 1999). Not much hes been done 10 determioe the
tnagnitude and cpidemiological chargcieiistics of this disase i Nigeria and to
patticulacly assess other cardiovascular risk factors within i1he populalion. Effective

interventions will require the dssessment of the soclo-cconomic magnitude and extent of
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the burden of hyperiension in the working class. To this end, a cross.sectional survey
was carricd out 1o estimalc the current picvalence and distribution of hypertension and to

dctermine the status of hyperteasion awarencss and control ammong a working population.

In n study carricd out by the Intcmational Collobomtive Study of 11ypertension in 3lacks
(ICSHIB), the age-adjusicd prevolence of hypertension in Nigeria was 14.5% (14.7% for
men and 14.3% for women). Major forgel oigan complications of hypertension such as
Il ventiicular hypertrophy (L VI1), diastolic dysfunction congestive heart failure (CCF),

ischacmic hcart disease (IHD) stroke and renol failuwe are well documented by various

workers in Nigeria.

In the study of patterns of cardiovascular discases in many cenlers in Nigeria,
hypertension was ranked first. It is the medical illness most frequently diegnosed in
clderly Nigerians. A study of 613 clderly Nigerians (398 women and 215 men) aged 65
10110 was canied out in a cohoit at Ibadon. It was reporied that cardiovascular discase
was thc commonest condition in this cohoit and hypertension (27.8%) was the most

frequcnt diagnosis (David ct. al., 2000; Ogunniyi, 2609).

A cross.scctionsl study was cairicd out to test the hypothesis stating that “diflcrences in
hyperiension prevalence were primaiily related to differcaces in socio-ccononig swagius™,
The higher prevalence of hypertension among the high socio-cconomic stasus Nigc:im
professional's was thought to be rclated to higher weight, caloric intake, westenuzatioa of
dict. alcohol intake, sodium intake, cardiovascular reactivily, and siress due w job,
migiation, and change in SIS, and o reduced potassium intake and physical actvily-

Commeicial dnvers whose lifestyle is though different from (he cCivil servanly are of
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mixcd socio-cconomic status. Civil servants were systematically sampled from civil
service cmployce lists. Data were collected on blood pressure; urinary sodiwn.
potassium, and protein; dict; anthropemetry; clectrocardiogram; scrum insulin; siress in

the work cnvironment, migrolion history, and canliovoscular rcactivity (David cl. al,,

2000).

In a retrospective obscrvationn! study carricd out among 659 bus drivers in Brazi} 1v
determine the prevelence of risk factors of obesity, Based on the criteria stipuiated by the
Guidclines (or the Management of Artcrin} ) ypertension from the Europcan Socicty of
Hypertcnsion and Europcan Socicty of Cardiology, 176 dnvers (28.5%) were considercd
high normal and 41 (6.7%) were hypeitensive considcring systolic blood pressure. While

bascd on diastolic blood pressure. 194 (31.5%) of the drivers were discovered to bave

bypertension (Innocent et. al., 2013).

Another study in the workplace of six ministries in Bendel Stote {(now Edo and Delta
Stotes) of Nigeria was carried out among five hundred and fifly-nine (559) urban civil
scrvants ages 25 10 54. Blood pressure, physical measurements, unnary protein and
glucosc, fasting blood glucose, and demographic data were collected at the workplace
Subjects were clossificd ns scnior stafl (professionals or administrators) or jumior staff
(non-administrators). Among 172 male senior staff. the age-adjusicd rate of hypertension
(disstolic blood pressure > or= 90 mm 11g. systolic blood pressure > or = 140 mm g oe
on an antibypcricasive Incdicatioo) was 43% and occumrenice 1ose drunatically from 21 1o
63% across oge groups 25-34 (0 45.54, respectively. Among 266 male juniot stall. (e

age-adjusted rate of hypertension Wos 21%. and occurrence did not rise with age. | ogistic
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regression sbowed that body mass index (kg/m2), age, alcoho! drinking, and being senior
sta(f wcre 811 independently reloted 1o hypertension in men. On the otticr band, the oge-
adjusted rate of hypertension ia 121 women was 20% and was signil'lcaml); reintcd only
to body moss index. The result of this study showed that male urhan ¢ivit scrvanty
appearcd 10 have a risk [0t hypertension similas 1o that of U.S. block males, The socio

cconomic status of male civil servants is nol rclated 1o commerciol drivers as the male

civi) servants have consistently high socio economic status.  AgE, body muss index,

alcohol dnnking, and other unidentified factors related 1o higher sociocconomic status

were strong determinants of hypertension in this population. Smoking is nul o strony

delerminant factor of hypertension in civil scrvants. Lack of physical exercisc was not

assessed in the study while this foctor will be assessed in this study ( Guillot &

Hcuvelinc, 1999).

From o study which was carsied out in [badan, Lt was reposted that high blood pressure is
also the 1nost common condition associated with dementia in Nigeria. It is the commoncst
condition in senior exccutives and omy non-commissioned officers. Artmy non-
commissioncd officcrs moy lave a rclated lifestyle with commercial diivers. Two
autopsy studies hove shown that hypestension is (he commoncst causc of sudden
unexpeetcd natural death. This study carricd out 876 consecutive cosoncr's gutopsies at
Ibodan and found that the commonest cause of sudden notural death was cardiovascular,
of which complications of hypertcnsion constituted majority ol cases (Olotunbosun.,
2005). This linding wos cotroboroted by Aligbe ct- al.'s (2009) stndy, 1t hos been shown
thot three percent of Jyypeitensive Nigcrians dic cach ycar. 'The populntion aitributablc

risk has been put at Seven percent. Sudden deoth can occuf anywhere due 1o

l'
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cardiovascular diseases of which hypenension is number one killer disease. Commercial

drivets can sufler from hypenensive encephalopathy which can lead to death even while

driving.

In the study of patierns of cardiovascular disecases in many cenlers in Nigeria,
hypertension was ranked first (Ogunniyi 2009). It is the medical illness most frequently
diagnosed in elderly Nigerians. In a survey study carried out on civil service population
in Ibadan, a major city in Southwestemn Nigeria, nine hundred and ninety-eight {998) civil
servants were sclected by multisiage sampling participated. Biosocial dma including
smoking histoty, alcohol use and level of physical activily; anthropomety, blood
pressure and plasma glucose measurements were obtained. Diagnosis of hypertension
was based on blood pressure of 2160/95 mmlig or known hypeitensive on treatment. The
overall prevalence rate of hypertension was 10.3% (CI. 8.4%, 12.2%), ratesof 13.9% and
5.3% were obtained in men and women respectively in spile of a much higher rate of
generalized obesity in the latter. )[yperiension was associated with higher salaty grade
level. but there was no relationship found with regular exercise, smoking and alcohol
Obesity (body mass index (BMI) 230 kg/m’) was associated with hypeitension only in
women. A lwo.sided t-1est demonstiated age, Waist eircumlerence, waist-to-hip raltio
(WHR) and plasma glucose level as significant variables. In mulivariate ANOVA
models of systolic blood pressures, age, male gender and BM) were highly significant
factors (P < 0.0001) and plasma glucose was also significant (# < 0.016). The same
variables (except plasma glucose) ‘were associsted wilh diastolic blood pressures, In

logistic regression m@dels the vatiables which predicted hypeitension were plasma

glucose, gge, gender and family histoty of diahctes: The biosocial determinants of
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cardiovascular diseases of which hypericnsion is number one killer disease. Commercial
drivers can suffer from hypettensive encephalopathy which can lead 10 death even while

driving.

In the study of pattems of cardiovascular diseases in many centers in Nigeria,

hypertension was ranked first (Ogunniyi 2009). it is the medical illness most fiequently
diagnosed in elderly Nigerians. lu a survey study carried out on civil service population

in Ibadan, a major city in Southwestem Nigeria, nine hundred and ninety-eight (998) civil

servants were selecied by multissage sampling participated. Biosocial datn including

smoking histoty. alcohol use and leve! of physical activity; anthtopometry, blood

pressure and plasma glucose measurements werc obtained. Diagnosis of hypeitension

was based on blood pressure of 2160/93 mm!ig or known hypenensive on treatment. The

| L ——

overall prevalence rate of hypettension was 10.3%(C]. 8.4%, 12.2%), rates of 13.9% and

5.3% wecre obtained in men and women respectively in spite of a much higher rate of

- e ———_

gencrlizcd obesity in the latter. Ilypetiension was associated with higher salary grade

level, but therc was no relationship found with regular exercise. smoking and alcohol, 1

Obesity (body mass index (BMI) 230 kg/m’) was associated with hypeitension only in

{.lest dcmonstrated age. waist circumference, waist-10-hip rtio

canl variables. In multivariatc ANOVA

women. A two-sided
glucose level as signil

(WHR) and plasma
, tnale gender and BM) were highly significant

models of systolic bload pressures: age

{actors (P < 0.0001) and plasma Blucose Was also significant (7 < 0.016). The same

plasma glucose) were associaled with diastolic blood pressuses. In

variebles {(except
¢ variables ‘hich predicted hypertension were piasma

logistic Fegression models th

and family histoty of diabetes. The biosoclal determinants of
r

glucose, age, gende
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hypertension in the urban black population were age, male gender, bigher socio-
economic status, BMI, plosma glucose, generalised and cenual adiposity. Regional fas

distribution was a stronger predicler of hypestension than gencralised obesily in the

population (Olatunbosun, 2005).

In Ashonti, Ghana (West Africa) prevalence, detection, management ond control of
hypettension were assessed in 1, 013 men (n=385) and women (n=628), both aged 55
[SD 11] years. living in 12 villages in Ashanti, Ghana. Five hundred ond thinty two (332)
lived in scmi-urbon and 481 in rural villages. The participants undenvent measurements
of height, weight, and blood pressure (8P); and answered a detoiled questionnaire.
Hypertension was defined as BP >140 andfor 290 mmHg or being on dsug therapy-
Women were hcavier than men, Participants in sermni-urban arcas were heavier and had
higher BP (129776 [26/14] versus 121772 [25/13] inmtig; £<0.001 for both) than in cural
arcas. The prevalence of hypericnsion was 28.7% overall and comparable in men and
women, but higher in scmi-urban villages (32.9% [95% Cl 28.9 10 37.1] versus 24.1%
[204 10 28.2)), and increased with 0gc. Delection rte was lower in men than women
(13.9% versus 27.3%:; £=0.007). Treauncnt and control rates were low in both groups
(7.8% ond 4.4% vcrsus 13.6% ond 1.7%) Detection. treatment, and control rates were
higher in scmi-urban (25.7%, 14.3%, and 3.4%) than in tutal villages (16.4%, 6.9%, and
| 7%). Hypertcnsion is common :n adults in central Ghang, particularly in urban arcas,
| in both men and women, especially in rural areas.

Detcclion rtes are suboptimo

i \Y low level, The study recominended for
of high BP is at a very
Adequetc trcatment hig

ive sigategics ON yypericnsion conteol in Ghana (Fruncesco ct. al., 2009). This
prcventive si(n
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study corroborates with Oguniyi ct. al. and Bello ct, al, with average crude prevalence of

28.7%.

Mbanya ct. al. did a study in Canicroon to look at prevalence of hypertension in rural
and urban dwellers among males and females. World Health Organization dclinition
(systolic blood pressure {SBf] 2160, diastolic [DBP] 295 mmllg) was used in the study
with Cameroonian subjects aged 25 to74. These were 746 individuals from a nural atea
(308 men, 438 womcen) and 1,052 (461 men, 591 women) from an urban arca, The
response rate was 95% and 91% for the rural and urban populations respectively. The
age-standardized prevalence of hypertension was significanily higher in the urbun than in
the rural area. [t was 16.4% (95% Cl: 11.6-21.2) in usban men aod 12.1% (95% Cl: 7.9-
16.2) in urban womecn, while il was 5.4% (95% ClI: 2.9-8.0) in rural men and 5.9% (95%
Cl: 3.8-8.0) in women. These resulis indicate thet hypertension is still uncommon in rural
Camcroon but occurs frequently in the urban community, reaching a proportion

comparable with industrialized urban communities (Mbanyn, 2010).

Generally, bus and truck drivers are apparently inote involved in metabolic syndrome and
IS complicatioos due to their working conditions. The iclated mpacls arc not only
harmful for driver's health, but also for others. in 2007 in Iran. 429 bus and truck male
drivers were enrolled to this cross scctional study to examine the mctabolic syndrone
using ATPIII criterin. Stafistical tests including Chi-Square tcst, T-student test and
Pearson's correlation coeflicient were used fo analyze the data. It was found that
betcs were seen in 429% and seven percent of the diivers

hypertension end dia

i ( drivers within th
respectively. Body mass index (BM1) in 41% of the drivers wathin the 1ange uf 25 to 30
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was considered ovenweight and 23% of them wetc found 1o be abece High triglveetidy
(53.4%) and low HDL-C levels (48.7%) were more common than vther componcnts vl
mctabolic syndrome. A significant positive correlation was sccn between BMI. diabetes,
high blood pressure and metabolic syadsome (p < 0.001); but there was no positive

correlation between metabolic syndrome and smoking (p < 0.06).

High prevalence o mctabolic syndrom:c and other relevant risk factors for coronory heart
diseascs (CHD) wcrc detected among the drivess, Based on these findings, il was
recommended in the study to consider training programmes, establish pertinent health
regulations, and focus on 1the metabolic syndrome complications in high risk group like
the drivers to improve and mainigin their quality of lifc and to promotc their public
health. [n view of the review above the prevalence of hypeiiension in comincreiol deivers
in Iran 0f42,9% bascd on the specificity of studies 10 commercial drivers was used in this
study to dctennine the sample size. 1t has plso been found out thet the unhealihy dicts Jike
high fotty food have not becn included in nll the studies carried out. This is the reason

fasting blood cholcstero} was assessed as a risk factor in this siudy.

2.14  I'revnlence Studics of Risk Factors of liypertension

The risk factors ossociated with hypertcasion taage from smoking, alcohol consymption,
unhealihy diets o lack of exercise. Thicsc risk fucloss ase nlso found in high Proporiion
with commercial drivers. Studies hnve been donc in the general population of Njgeria.
civil servonts, morket woincn, cxccutives and within the hospital-based community.
Studies in recent decndes have demonstrated that workers in the uanspostation jndustry

are nt greater risk of an incorrect dict nnd sedentary behaviour. Bus drivers. in particulor,
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have higher mortality. morbidity, and absenteeism rates duc to obesity. The occupation of
drving is also associated wilh an increased risk of cordiovascular diseasc and wi
cxcessive risk of ccrcbrovascular disesse, such as stroke. The risk factors (at contyibute
to the development of cardiovascular discase are repoited in clinical trials casried oul in
recent decades, including modifiable factors (hypertension, smoking habits.
conccntrotions of HDL and LDL cholesicrol, and type 2 diabeles) and no modifiable
factors (age, gender, and genetic predisposition). Moreover. behaviourol factors among
professionol drivers contribute considerobly to the occurrence of tmffic accidents. The
World Health Organization estimates that the number of deaths due o 1raf¥ic accidents
will incrcasc by 65% belween the ycars 2000 and 2020, with this figurc cxpccted 10 be as

high as 80% in devcloping countries (Gboffar, 2013).

In a retrospective obscrvational study catricd out among 659 bus drivers in Brazil to
dcicrminc the prevalence of risk factors of obesity by Doll cl. al. (2002). Based on the
BMI, 365 subjects (55.6%) werc ovenweight and 124 subjects (19.6%) were obese (BA!
> 30). Onc hundred and scventy-six (176) drivers (28.5%) wcre considered high normal
and 41 (6.7%) werc hypentensive considciing systolic blood pressure. $3ased un diastolic
blood pressure, 194 (31.5%) of the drivers had hyperteasion. Mean 1IDL cholesterol was
47.9 £ 9.5 mg/dL, with 138 subjccls (21.7%) cxhibiting levels below 40 mg/dL. Mcan
iglyceride level was 1463 2 87.9 me/dL, With 219 subjects (34.4%) cxlubiung levels
sbove 150 mg/dL. Fosting glucose was above 100 mg/GL in 249 subjects (39.133). Forty-

five (45) subjeels (7.1%) were considered prediobetic ond 18 (2 8%) were consldercd

diabetic (Frediiek, 2011),

=
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In another study which iavolved a survey of 1,359 malc and 1,469 female respondents-
aged 15-64 ycars, multistage sampling was used for recruitnicnt (11 1Cs/sub-
centres/villages) in india. It was a houschold survey to determine the prevalence of risk
factors o f non-communicablc discases. The results showed 1he age adjusted prevalence ol
daily smoked tobacco was 41% for men and 13% for women. Daily smokcless lobacco
usc was slightly above scven percent (7.1%) and slightly sbove onc percent (1.2%) for
men ond women respeetively. The prevalence of current alcohol consumplion was 24.6%
among tncn whilc none of the women reported consuming alcobol. The mean number of
scrvings of fruits and vegetables pes doy was olmost four (3.7) for men and alniost three
(2.7) for women. The percentage of peoplc undenaking at fcast 150 minutes of physical
activity in a weck was 77.8% for men and $4.5% for women. Among mcn 9.0% had BMI

> or = 25.0 compared 10 15.2% wnong women (Krishnan ct. al.. 2008).

[n a comununity study in Esitrea wheie a cross-scctional survey was conducted wsmong oll
the cthnic groups with the \WHO stepwisc approach in 2006, hypeitension was deliricd as
blood pressurc > 0Or = 140/90 nuniig or a pcison on medication for hypertension. while
diabctes besed on medical history of the discasc. Of the targeted sample size of two
thousand four hundrcd and sty (2.460). two thousand three hundred and fify-two

(2.352) responded. Respondcnls Were distributed 0Moog the six rgions of the country

proportional to populotion size. A nultistage cluster sompling technique was used. Males

and females from 13 1o 64 ycars of Bgc Were studied. Prevalence rotes of hypeitension,
Jighetes metllitus obesity, sinoking, alcohol consumption. physical inactivily, and low
vegetable ond low fruit consumplion Wos assesscd. In this study prevalence ol daily

ith vorindons pmong age. scx. religion
' ' Lve SCven pereent (72%) Wi
smoking of slightly above
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and regions was revealed. A high prevatence of low fruit and low vegelable "IEM*GW”'

obscrved al 84.7% and 50.6% respectively. Alcohol drinking was 39.6% level of

physical activity was high {90%). and the prevalence of obesily wus low at 3.3%. The
prevalence of hyperiension in the gencial population was 6%, while just obove two
percent (2.2%) were known diabetic patients. More than 80% of the hypeitensive persons

were not asware of their condition, No significant rutal/utban or gender difference was

scenin hyperteasion prevalence (Usman c1. al 2006)

A study caiticd out in India attempted (o identify the prevalence and distribution of risk
factors of non-communicable diseases among urban and rurel population in Gujaray,
India. Using the WHO stcpwise approach, a cross sectional study was carried oul among
1,805 urban ond 1,684 rural people of 15-64 years age-group. Infonnustion on chaviowal
and physiological risk factots of non.communicable discases was obtaincd through
standardized protocol. High prevalence of smoking (22.8%) and Uic usc of smokeless
tobacco (43.4%) werc observed among rural men compared 1o wiban men {smoking-
12.8% nnd smokecless tobacco consumption-23.1%). There was a signilicant dilcrence in
the avernge consumption of (ruits and vegetables between urban (2.18+1.59 seevings) andl
rusal (1.7841.48 servings) arca. Prcvalence of overweight and obesily was observed to be
high among uiban men and women in all agc-groups compared to rural incn and woinen.
Prevalence of behavioural tisk factors. overweight, and obesity incrrased with age in both
the areas. Twenty-ninc percent of the urban tesidents and 15.4% of the rurnl residents
were found to have raised blood pressure, ond the difference was found 10 be siaustically

significant (p<0.01). For both men and women, the prevalence of ovenweight and obesity:,

hypertension, and lack of physical activities were significantly highct in the wban
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population While smoking, smokeless tobacco consumption, poor consimnption of fruits

and vegetables were more prevalent ia the tural population (Aroor ct. al.. 2013)

2.15 Morbidity and Mortality of Hypcertension

These data represent the principal social stiata of African socicty. Tbey inclt;dc the rangc
of previous cstimates and provide a reference point for considering the burden of
hypertension. The estimatcd distribution of the African population between ihic Guee
sectors was 75% rural, 20% urban poor, and [ive percent (5%) urban salaricd workers and
clite. Based on a sub-Sahzaran population of 500 million, hall of whom werc vlder thun
25, a hypeniension prevalence ol liveto ten percent yiclded 10-20 million cases. I annual

moriality is 2%, and 5% of deaths result from hypeitension, then spproximatcly 250 000

deaths cach ycar arc preventable (Richard ct. al.. 1999).

2.16  Gaps Discovered in the Llterature Review that Justiticd the Study
This study measured thc subtypes of cholesterol (LDL, HDL, TG) among the study

population that were not carvicd out among the studies in the litcroture review.
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CHAPTER THREE

3.0 METHODOLOGY

3.1  Study Location

Jabi Motor Pork is located in Utako arca of Abuje municipality and is the largest motor
park in FCT. Jabi Motor Park is the largest park in FCT thot ply all routes to the states of
Nigesia from Abujn. The park is operated by National Union of Road Traaspan Workers
(NURTV) which is an essociation body that looks into the welfare of the drivers. All
drivers using Jabt Pork are registered and an identity card is issued. The vnion is heoded
by a chairman. There orc about 2,378 registered commereial drivers at Jabi Motor Parh.
The Jabi Motor park has many food vendors within it which are patronized by the

commetcial drivers. There asc other traders selling cigarcttc and alcoholic drinks. There

arc night travels to the south western and the castem part of Nigena.

Abuja is known for being the best purposc-built city in Aftica os well as being onc of the
wealthicst and most cxpensive. Hlowever, some populations live in the semi-developed
city ercos such as Karv, Npape, Guzaps, Kubwa, Lugbc and Mararaba in  Nesarawa

Statc.

b icinality, FCT, hed 2 population of 1.4 million people {National 1’opulation
Abuja municipality, :
C .00 2006 census). With an annual Erowth rate of slightly above mne percent
ommission, .
: ' 2010 is two million people. F CT has o land
i ation for FCT for
(9.3%), the projccled popu

' Y ' n Stiate, on the west
1 lLs bounded on the notth b Nnd
arca of 8,000 squoic kllOﬂ\elCIS- una

y

]
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mMunicipality arca council

e Ab
Figure 3.1: Mapof Nigeria and FCT showing Abuja

where the Jabj motor park locsted

!S{rafcg.’c lealth Development Plan 2010-20 15

Source; Nationa
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3.2  Study Design

A descriptive cross-sectlonal study was corcied out in Jabi Moltor Park  This is a
prevalence study that looked into the frequency of the risk (actoss and hypertension, It
measures clwracteristic and other variables of intcrest as they exist in o delined
populatlon at one parllcular time. The presence or absence of discase and other variables
(or, il they ase quantitative, their level) was delermined in each member of the study
populotlon (Commcrcial Drivers). The t1arget populstion is o highly mobile population
that the characteristic and variables (risk factors ) of interest will be mostly evaluated

using cross scclional study.

3.3  Study Population
The targct population was the Interstate Commercia! Drivers  wravelling fiom Abuja to

and (ro the 36 stotes of the federation.

J.J.1 Inclusion Criteria

All intcrsiate commercial drivers who were 18 years and above, tegistered with the

National Union of Road Transpoit Workers inthe park atlime ol study wore included.

3.3.2. Esclusion Crlieria:

All interstale commercial drivers below 18 yeany, Ptivate motow dnivers, dnvers withows

licenses and non-conse nting drivers  Wete escluded from the stdy,
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'.3.'4' - "5“.-3{7_‘,31%#1 In -t'n;

T‘he *st'Ud‘ie's ;‘T‘ . ' ..*:H{".'ﬂ J:J‘]L'i"—h- <ion ca i | out

- ¢ I

O LY ] [ ¥ =~ . i LB e - N
drivers hove not~5’eeti"'sﬁ;ﬁwt neer review hen ?':r.?ﬁ,b;-m; used fo

s T - B L
drivers in the motor patks Wﬂ&kuln!cd,ﬁ'ﬂ:qam erog pr b ce of petter ion

50% with a margin of error of five percent ($%) of interval CI. Th
sample size was colculoted using the following formula by kirsch ond &slﬁqi" * ).

where n= minimum sample size

Za’: stondard normal devlate of a which cormesponds to 95% confidence = 1.96.

P= averoge /prevalence of hypertension of $0% with s margin of etror of 5% of 95%

confident interval Cl.

q=1-p

d = desired precision set at 0.05
i.e d=0.05,p=0.5,4q=0.5

(1.96)* (0.5)(0.5)

Therefore n = -
(0.05)"

= 0.9604/0.0025

The 10% non-response value wacadded: 384438 = 422
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3.5  Sonipling Technlque

Systematic satnpling technique was used (o selecl subjccts for the study, The register

booklcts of tho nssocletlons (NURTW, CDLEA) were used to genetate the sample (rame of

2,378 commercial drivers. The study population (2,378) was divided with the sample
size (422) 10 colculnte the sampling interval (6). A rondom sampling by balloting from
the {irst six numbers, based on the sampling interval, was picked at random to sclect the

first respondent from which the ssmpling commenced. Each respondent was picked from

ihe first casc based on the sampling interval.

3.6  Study Instrunicnts

0. Questlonualre: The World Health Orgsnizatlon sample instrument was odapted.

T

This instrument was uscd (o collect specific information on age. sex. level of

educetion, marital status, occupational status, medical hisioy, (eeding habits,

physical exercise, slcohol and smoking history, vision status, and laboratocy

parometers (blood pressurc. height. weight, fasting blood cholesierol level. fasting

blood glucose level) from respondents.  An inlerviewcr-sdminisoed gngarwal :

questionnaite used 10 collect data is accessible In append;x 2. |
b.  leclght meter: RGZ-120 (2012) model Machine was used 1o maAsoe the height

of respondents.

¢ Wcighing Mmachiae: RGZ-120 (2010) model machipe was used o mcasure

weight W (kilogram) of respondents.

J Lipid profile meter: Ll‘p'odPl'Oh. (Model No C2P)12c08.2012) Masufastred by

Infopls Co, 11,001 « logye ~ Donj. Douigen = Gu . Anyang, Kyunggyl, 431
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080. Korea . It measured (he fasting total cholesterol level, fasting high density
lIpoprotein, fasting low density lipoproteln and [usting lrlglyccrldc;.

€. Specirophetomeler: Manufactured by £ngland Company for Blotechnology I.ud.

Spectrum lab 23A model, 2007, 1t has a wavelength range 340-950nm. The machine

welght 6.5kg. The machine was used to measure the (asting tota! cholcsterol level, fasting

high denslty lipoprotein, lasting low density lipoprotelnand fasting wiglycerides.

f. Glucomelter: Moanufactured by Roche Disgnostic Gmbil. Sandhofer Stasse
116.68305 Mannheim, Germany. Accu.chek (2011 model no CE 0088) machine
was uscd 1o measure the fasting blood sugar.

g Tape rule: was used o measure the waist and hip eircumlerence. The hip

ciccumlcrence was measured at the enterior iliac spine landmack. The belts and

teousers were drown down before measurement. The waist citcumielence was

measurcd al the point of about 3-Scm below the umbilicus and round tfe

abdomen. |
h. Sphygmomanometer: Kris-Aloy and Home care manulactured by Meduaare

Instiument {WUXI) Lid No 30! Xixin, Korea mercury modkels were ol o

measure the systolic and disstolic blood pressure.

3.7 Data Collection

Data collection stanied after cthica| approsral Which was received (Appondy 1)

3.7.1 J3ab) Motor Park Estry:
The point of first contact of entry was 0 the chairman end the executize membery of the

varigus associations in e pak. The (Ceeaith team vivited the evecutive members and
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briefed them of the project and ihieir role toywards (he success of the project in the park

especlafly the cooperatlon of the commerclal drlvers. The chairman epproved the space

used for the project,

3.7.2  Administratlon of qucstionnalre;

A stondardized questionnsire that Included individual demography and exposure
varlobles of all the Identlfied risk factors was used to collect data from commerclal
drivers in the molor park (JNC-V, Joint_National_Commltice_on_Hypertension; 1993)

and (Whitwonth & World Health Organization, 2003).

The adminisiration of the questionnairc was done by research team of five iesesrchers.
The rescarch assisiants were trained belore the commencement of tlie project. The tesm
met at the end of each day and end of the week 1o review the processes il necessary based
on the feedback from the field.

a. Laboratory Tecbnicians: There were two technicians who were graduates of
School of Health Technology Plateau State and Federsl University of Technology Minna.
One performed phlebotomy and casricd out the tests using the moblle intnayEnss on the
field The second carried out a quality control on the samples in the ladovaiwy with
spectrophotomeler.

b. Intervicwer: The Interviewer was a medical reeord officer who gehed fiom
University of Maiduguri, He intcrviewed the respondonts before the measimements of the

parameteiy,

c. Nurse: A fegistered nurse from the School of Nursing Delta Suste, be measured

the praM‘Cﬂ 'itc w.lu and hip C'N”Mfmts Ntﬂ fycsa T, W and ‘*
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First, the standordized questionnaire which included a fill tange of response options,

designcd to identify the respondents' personal bio dale, knowicdge, anitudes and
practices reiated 1o hyperiension and its risk {actors was desigred, Prior to its use, a
pretest study was carrled outin Karu motor park of FCT among commercial drivers
The administered  ¢ucstionnaire was comecied based on the lindings during pretesting:

The Cronbach's Alpha value for the pre-tesicd questlonnairc was {ive ($) using SPSS.

The first poart of the questionnaire consisted of demographics such as age, gender,
residence, cducationai level and the years of service in driving, numbers of wives and

numbers ol children.

The second part of the questionnaire comprised of ilems regarding their knowiedge,
attitudes and practices on the job 23 it relates 10 hypertension and the risk fectors. The
height, weight, waist circumference, hip ciccumletence, lipid profile level, fasting biood

sugar resuits were recorded 1nio appropaate column ofthe questionnsire.

3.7.3 Measurement of Bicod Pressure: The blood presswe was takeo two times of a2

least24hrs apart with Participants seating (Hamid et al. 2011) The blood Pressuse was

taken on the left upper arm at the fevel of the heait. The average sysiolic which nas at the

first heatt sound hcaid when deflating the sphygmomanomxter culfl end diagols pagod

piessure  was @l the disappeassncc of the scxond ba' o

(}oint._Nltional-Comm""et.,on_l")'r!"ﬂ“io"- 1997) and (Whiortd & World Health

Organization 2003),
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3,7.4  Mcasurement of lielght: The cespondents removed their footwear end the

hetght was measured and figure recorded in meters using o helght meter RCZ-120.

(Joini_Nutional_Committec_on_liypetiension, 1997) and (Whitwerth & Weorld llealth
Orgonization 2003).

J.7.5  Mcasurement of Welght: Calibrated flat welghing scale (RCZ-120) was used.
The respondents cemoved all footwear, emptied the pockets and climbed on the weighing
machine. The validation of the weighing scale was done by starting from zero before
cach mcasuremenl was carried oul. The measurement was done in kilogiams and

recorded (Joint_National_Commitiee_on_tiyperiension, 1997) and (Whitworth & World
Health Ocganization, 2003).

3.7.6 Mecasurement of \Waist Circumference: The subjects stood erect with relazed

abdominal muscles (expiiation), arm at the side and feet together The wast

ciccumfecence wns measured ot the lfevel of umbilicus o the nasest 05am. Fhe

| oapmi
measurement ~ was leken ol the end of @8, nomMd pication

{Joint anional_Commincc_on__Hypcrlmion. 1997) end (Whitworth & World Health

Organization, 2003).

3.7 Measuremesnt of Hip Circumference: Hip circumference wad amusa) at the

point of greatest circumference sround hips and buttocks, level of the sndenot SO,

' assistant seeiacd al his
(0 the nearest 0.5cm. Each subject Was standing and the fesaarch

Nextdle, potesbreachedie teoe in Close
front. Both measurements were taken with a

| the sofl  tswe UNC-V,
contect Wwith the skin, vt Withowt indenting
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Joint_Natlonal_Cominiitee_on_Hyperienslon: 1993) ond {Whitworth & World Jlealth
Orgenizatlon, 2003).

3.7.8  Mecusurcment of Fasting Bluod Cholesierol; Two methods were adopted:

a. Spectrophutomeler method: The procedure was carried out under aseptic condition.
Five (5) mis ncedle and sytinge was used 10 carry out venepuncture o n cach respondent at
the cubital veins. Thie samples were taken to the laboratory in an ice park to avoid
heamolysls.

b. Lipld pro meter method: Lipid Profile meter test sirips were Inserted into the
machine. the middle finger was clcaned with spirit swab. A lancet was used to do needle
prick for two drops. The two drops fell on the test stcip and the result was read within
few minutes after collection of blood sample. The result showed the lipid pofile high
density lipoprotein low density lipopeolein ., triglycerides and total cholesaczol

respectively (Schneider, 2013b).

3.7.9 Mecasurcnient of Fasting Blood Sugar: A fasting two drops of blood sampic
wose 1aken afier maintaining sterility. The middle finger was cleaned with spirdt smab. A
lancet was used to do needle prick for iwo diops. The two drops fell on the test suip e

the result was read within few minutes aflies collection of blood ample The raali

showed the blood sugar level.

and blood level
Note: The same needle prick blood sample was used for cholearral sugar

' 'R e, 2011).
measurement a8 it depended on whichever one was dont fa'st (Scheeider, 2011)
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3.8  Dotn Menagement and Annlysis

3.8.1 Dawn entry: Data quality was maintained by close supervision of the research
nssistants during collection by the researcher's academic supervisor and for completeness
enty. Ciecaning was done by the tescarcher with Epl info 3.5.3. The doia were also
exported into excel for coding and impor;ed back to Epi info 7.

The descriptive and analytlcal stallstics were done to explain socio-dcmoyaph;c
vnriables for respondents. Univariate, bivariate and multivarialc analyses were carried
out. Risk factors were presented for (requencies. Propostions were calculated for the risk
{actors of hyperiension and these were cross-tabulated with demographic charsctenstics
and blood pressute of the respondents, Student /-test fot quantitative data using bivariate
cortelation to determine the significance of between faclor changes was samed out
Pearson's Chi squate test was used 10 detcrmnine sssocialion belween categoricsl
variables with a p-value of <0.05 accepted as signilicant. Logistic models were used to

detertnine the predictots of hypetiension.

3.9  Ethical Considerations:
Ethical approvai was collected on the 4th July, 2012 from Heslth Reewcd Eihic
Committee, Fedcral Capitel Tetritoty, Abuja. Before administsation of the qustcnm e,

: . -
the purpase of the study Wwas explained to each respondent. informed coosents for

study was sought from the respondents  and confideubslity of the afotmalxn was

i on any of the documments of be
assured that the name of the respondents did not appes’
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between ten ant Wwenty mintites to complete. Respondents were told they could withdraw

from the study at any lime if they so wished. The phone contact of the principsi
investlgotor was on the Jaborutory resuls slips for reason of enquiries or for respondents to
comtoct the principal investigotor if he wanted to withdraw from the project. During data
collection rescarch clerk gave health tips on signlficent of regular medical checkups ot
intervals 10 the respondents. A separate counseling for the respondents thai were found 10

be hypettensive and diabetes was given. Dictary control wes aiso past of the health

ceducotion.

Respondents that were found to be hypertensive without prior knowledge of their healih
stalus were provided with medications to reduce the blood pressure level and blood sugar
fevel oand were eventually referred to the hosplial of their choice. For example one of the
commercial drivers whose BP was (80/120 mmHg was preparing o drive to [ agos when
the BP was measured. The result was disclosed 1o him through the study eam coumseling
unit led by the reseasch team leader. The sesult was also disclosed to the association by
his permission for their intcrvention and he was stopped from drivmg 10 1agos after

loading while another driver diove the vehicle. He was placed on snlibypertensiye gnd

referrcd 1o hospital of choice in 1.agos.

Vehicle dust bin was given lo¢ach respondent #s incentive,
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CHAPTER FOUR

4.0 RESULT :

4.1 Bascline Information

The resulis are presented In five paits, thus: lindings of the socio- demographic
cherseicristic, demogiaphic distrlbution, incdical charscterlstic prevalence of
hyperiension and diabeies mellitus, [requencies and proportions of the risk faclors,

associatlons between the risk faclors and hyperiension, ptediclors of hyperiension among

commercial drivers in Jabl Park,

4.2 Socio Demographlc Characteristic of Respondceats

There were 398 respondenis that responded positively while 25 respondents were absent
Many respondents were in the age group 2645 ycass and their mean age was 39.0210.0
years with minimum of 18 years and maximum of 68 years. All were male respondens.
The predominant age groups with most respondents were |32 (26-35) and 128 (36-45)
which are the productive age. Outof the respondents interviewed. majosity 323 (80.6%6)
were married, one (0.2%) was divorced ond 78 (19.6%) were single. O he responents,
319 (80.2%) had wives outside. Thee hundred and thirteen (98.5%) had o wilc while
six (1.5%) had more than one wife. Two hundred and scventy-live (69.1%) respondents
had more than four children. Many of the respondcnts atainad secondary (46%) and
primary (35.2%) school education. Few drivers had (etian), minico and wesem

education 54(13.5%). The respondents with non-fotma) educatiop were 2 1(5.3%N),
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“Tablc 4.1: Socio Demogragphic Distributlon
Characierte |

-'A‘g_b'ﬁ B el —
16-25
26.35
36-45

16-55

56-65

66-75

Marltelstatus

Single 78 .
Married 319 802
Divorced ] 03
Number of Wives

>1 6 1.5

' 113 98.5
Numbecrs of children

sy 275 69.1
<q 123

Educational status

None 2|

Primary 140

Sccondary 183
_Tertiary A
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43 Frequency Distibuton of Re

ur_igll{j.g e G r0politic "-‘l,";-'.ll..';‘

: -"I - e o
There wete'lhtéc‘E'huml" | ond nincty eight respondents which porticipated

that spread across oll the geopolitical zones in Nigeria. Thitty (7.7%) 1

' "l:_g | | "h.

North cast, 108 (35%) were from the North Central. 55 (14.5%) were from the South
Easl, 37 (14.5%) were fiom the South South, @i(llzm ﬂqlﬁﬁm@mw We 1 and
75 (18.9%) were from Norih West. The commercial drivers also 'piié&-"lhc'. }outes.‘wl n

the geopolitical zone of their states of origin to and from Abuje.
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‘Tabled.2.0 1?*,[ y dlstribution of respondents acco
oL !' T "Lt'# ;"t “‘{r j'l IRl

“Chara lcrlsliu-_——_-g! *——'—m B
North West States
Sokolo 5

Rebbl .
Zomloro 2
Katsing I8
Kano .1}
Jigawa 4
North East States .
Yobe ] 0’2.53
Borno 15 X
Adomawa 4
Gombe 0
Bauchi 7
Taraba 3
North Ceniraol States
Kwarn 21
Kogi 28 ,
Benue 0
Nassorgwa 7
FCT 0
Niger I
Koduna 29
Plateau 12
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Characleristies  ¥Fre

South \Vest Siales
Oyo

Osun

Ekitl

Ondo

Ogun

Lagos

South South States
Dayclsa

Della

Edo

Rivers

Akwa Ibom

Cross Rivers
Soulth East Stalcs

/..
) -
4 00
' 1
0 0.00 o — —
1 175
\8 4.50 .
| 0.25
y) 0.50
9 2.25

imo 12
Abia 8
Anambra 15
Ebonyi 7
Enugu 13
Total 398
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4.4 Work-related Churacterisiics of the Respondents

All the drivers \wwere males of which 217 (54.5%) hired the vehicles they u.scd before the
study, Many of the drivers 244 (61.3%) drove cors, | 15 (28.9%) drove mini-buses, 33
(8.9%) drove trucks, four (1.15) drove luxurlous-buses and two (0.5%) drove 1ankers, Of
the commercial drivers, 164 (41,2%) bad been driving for more than 20 yests. In the
three months before the sludy, 200 (50.2%) of the drivers drove Io more than ten states in
Nigerio for economic purpose. HHalf of the respondents199 (50%) drove more then eight
hours pcr day in the months prior to the study. Respondents who worked for more than
three duys 0 week were 225 (56.3%). Monthly sverage inke home ftom driving was the
only varioble uscd t0 measure socio-economic status of the respondents of which
43(10.8%) reported that their monthly income was less then N5,000:00. A hundred and
fifty-six (39.2%) reported between N 5,000 and N 15,000, eighty-cight (22-2%) reponted
between N 16,000 and N 25,000, thitty-1hree (8.3%) reporied between & 26,000 snd -3
35,000, thirty-three (8.3%) repoited between ¥ 36,000 and N 45,000 and focty-four

(11.1% ) repoited more than N 45,000 (Teble 4.3)
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Table 4.3

Frequency distribution of respondents according te work relatcd

characterlstics (N=1398)

Chnracterlstics Frequency (%) No of respondcnts thal
Yeurs of driving were hypertensive
<5 63(15.8) 0
5-10 119(29.8) 3
1i-13 52(13) 4
16-20 53(13.3) 6
21-25 31(2.8) 8
26-30 27(6.8) 7
30 53(13.3) 9
Types of vehicics uscd
Cnr 244(61.3) A
Mini bus 115(28.9) 9
Lorrics J3(8.9) 8
Luxurious 4(1.1) 4
Others 2(0.5) 2
Numbcer of sin{cs drove (o
Jast 3 months
<$ 198(49.8) 10
6-10 167(42.0) 12
10-15 18(4.5) !
16-20 14(3.5) 4
21-25 1(0.3) '
llours drove/trip
<4 27(6.8) 3
4-7 171(43.1) 3
8-10 102(25.7) ;1
1-14 65(16.4) fi
>14 32(8.6)
Ostr'ler of vehicle 181(45.5) 19
g"‘" 217(54.5) 20

ired '
:;) of days drove hveek 173(43.9) g
>4 225(56.3)
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Tahie 4 4 Sy b e
o LX 4 g‘f:lﬁ NCY <

L)
Income

-

“Monthly Income in Nalra Frequenc)
e i '

<5000 43(108)
6,000-15,000 ﬁiﬁ: -

16,000-25,000 88(22.2) 4
26,000-35,000 33(8.3)

36,000-45,000 33(8.3)
~>45,000 4400.0)
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4.5 Medlcal llistory of the Respondenis

All the respondents weie aware of hyperiension as a disease, A hundred and ninely-one
(48.2%) respondents repoited they were in good health while four (1.0%) reported poor
health and sulll driving passengers to long distance. Of the respondents, twenty.one
(5.2%) reported Lhey were hyperiensive, thirly (7.5%) had disbetic mellilus end thirty
four (8.5%) reporied that they had vision impairments. Eighty-seven (18.75%)
respondents reported thal they had family histoiy of hyper:ension of which I8 (4.5%) had
hy peitension. Thirty-elght (9%) seporied having family history of diabetes mellitus while
another 39 (9.1%) had fomily history of obesily. Fosty (10.1%) of the commercial drivers
with family histoiy of hypeitension traced it to their mothers, 25 (6.3%), their fathers, one
respondent (0.4%), both parents; , four respondents (1.01%), grandparcnis, end twenty-
lwo respondents (6.3%), aunisiuneles . Most respondents 277(69.5%) had never gone for

any medical checkup in any healih facility (Table 4.5).
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Table 4.5.  Frequency distributlon of respondenty according to medical history

(N=398)

Charncleristio Frequency Percentage (Ya)

Sclf reporicd health siatus

Good 1N 48.2

Falr 200 50.5

"oor 4 1.0 1
Did nol know | 0.3 '
Reportcd chronlc medical fl
ilincss f
Ycs 11 19.3 |
No 321 81.7

Family history of dlajicles

mclitus

Yes 38 9

No 360 9

Family Wistory of obesity

Yes 39 9.8

No 3%9 90.2

Family history of

hypcricnsion

Y)e's) 87 18.7

No I 813 ¥
Family members with high

blood pressure 63

Father 23 10.1

Mother I8 1.0

Grand parents ‘l 03

Both parents 91 56

Aunt/Uncle 304 768

Nonc

Last check up in the

hospital 187 470

None 219

<| 87 33

Al 124

4P is
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4.6 Prevalence of llypertension among (he Respondents

The number of new cases found during the siudy was 16 (4.0%). Twenty.one respondents

(5.0%) were hypertensive before the study ond were on medication. The prevalence of

hypertension among tho intersiale commercial drivers in Jabi park Abuja was 37 (9.0%).
tlypertension was inore prevalent among the oge range 36 to 65( Table 4.5.1). There was :

a linear correllation(r=0.8) between systolic blood pressure and body moss index (Fig 3).

4.7  [P'revalence of Dialwetes Melllius among the Respondents

The number of known diabeles was 30 (7.6%) while nine (2.3%) were detecled during

the study. The prevalence of diabelic mellitus among the respondents was 39 (9.9%)-

Toble 4.6:  Age distribution antong the respondents with hypertension (N=398)

Age 1iypertension (%) No hyperiension (%)

16-25 0 34(9.5)

26-35 0 131(36.7)

36-45 11(2.9) 121(33.9)

46-55 13(3.1) 74(20.7)

56-65 13(3.1) 19(3.3)

66-75 0 0,0
=~ — 00 361(91)

———

—

¢y distributlon of blood sugar among the cespondents N=33%)

« Frequea s o
Table $.6.1 req - Percent (%)

Cha nctcrﬁila~ Fredueas;
— —~ = — _._—._-_-_-_-_-_
Diabetes meltitus r 99
Yes - 9.1
_ 1§ I .
: No P 108 ~
Total J” S

e
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Choracteristics
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~ Piabetes mell
-Eum‘m DM
New cases

Totol

—
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4.8 Irequency Disiribution of Respondens aecording to

Risk Paclors of
Hypertension

in this study the nuinber of respondents that smoked was 86 (22%) of which wo

(2.3%) wero hyperiensive. Sixty-cight (75.6%) of the rcspondents smoked  smoked

ciggorrel, ninclcen (22.1%) repoited smoking marijuana end (wo (2.3%) reported
smoking tobbacco-pipe, 1t was (eported that eight (9.6%) took <2 sticks per day, 32
(38.196) 100k between two ond five slicks per day, 23 (27.7%) look bewieen six and ten
sticks per day and 24 (24.1%%) took more than len slicks per day. Sixly-one (70.9%%)
respondents reported smoking while driving (Table 4.7).

Physical inactivities 204 (51%) were common among the respondents, tAmong the
respondents that did physical activities 87 (42.7%) repoiisd walking, 47 (23.1%) reponted
Jogging, 58 (28.4%) reposted athletics and 12(5.9%) reporled gymaastics (Table 4.10).
Most (81.1%) of the respondents ale more than theee t times per day. Two hundied and
thirty-three (58.7%) respondents ate more casbohydrele food st each meal. 15 (3.5%)
took cereals, 28 (7.1%) took meat a1 every meal. 22 (5.5%) took mitk conining meal,

26 (6.6%) 100k fruits frequently during meai and 73 (18-4%) 100k vegetable frequently

before Lhe study period (Table 4.9).

In this study it was found out that among the sespondents, 141 (35%) that took aloobol

] s who
at least one bottle per day five (3.9%) weie hypetiensives, Among the rofodints »

y, S6(40%) drank (wice weelly, 22 (15.7%) &end
tar, Majority (72.2%) of those thal drank

took eicohol 48 (34344) drank deil
thrice weekly, while 11(7.9%) were not rY

in themonths priot ko the
alcohol rcpoﬂed uking one o three botthes of beer et dsy
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I
N . §
S d;.-Néf_C;m y :]. , Ay
 drunk inthe 31}'1]9._ the study

"l'nblc -*.7: lfrc:lucrll m,.jﬂ:’ "-J'ar_- E‘r. ﬁi.'__f._"“'z ‘Am_'g; -}#.. :
smoking before the stug

|*' ' (N=3%38)

Characlcristics - —‘_‘l_ni%q 7 _ ~ Pereentsge(%)
Smoked e R T
- o
Yes | 8 “b 17
. . -
No 311 N - 78.
' - ®
" |
Typc of substance y!
simoked
Cigarettc 65 75.6
Morijuana 19 22.1
Tobacco -~ pipe 2 23
Number sticks of cigarette -
and marijunna smoked
per day
96
s 8 38.1
2 5 27'7
6-10 2 '
24 24.1
>{0
Smoked and drove
61
Yes
25
No
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M“?“A Frequency
| I_'Ilrﬂn P

T} ':" | O | O |

-
IR o 2
.1Ii (" | o 111 )

l _-l o= _; I et
Clmrnclcrlsllcs _":ﬁ L[_r*F“‘:: — _—*11_,_,,__‘,—% )
~ Alcohol e — =
Yes -
No

How often they took
nicohol

Daily 48

Twice weekly 56

Thrice weekly 22

Alt days 2 L.

Not regular b 9

Refuse 1 03

Numbers of bottle laken

per day last § month

1 44 34

2 35 25.0

3 25 179 .
4 I9 13.6 o -
5 13 9.3 .
Smokinpg and driving

Yes 2 14

No 138 98.6

Ever drunk

Yes 109 779

No 3 22,1
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Characleristic
by ¢ -

“Numberof times ate per
day lost L month

<3 times

>3 times

Frequently caten cluss of - ' _‘

food Rean

Carbohydrate 233(58.7)

Ccreols 15(2.8) 3

Meat 28(7.1) 15

Milk 22(5.5) 6

Fruits 26(6.6) | 0

Vegetabie = 73““)___ 2 -
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Table 4.10:  Frequency distribution of respondeals

accord
food was eatea before 1he study ok box&rgq;;;m
..g).‘![-gggh“c e F réquency I a -
Freq otc green vegelable = _depeent (%4)

last onc month

Daily 351 92 |
Weekly 24 6.3
Occasionally in o month 6 1.6
Freg ate frults last one

monih

Daily 340 96.6
Weekly 10 2.8
Occasionnlly in a month | 0.3
Freqg ale cggs last one

momth

Daily 4 1.4
Weekly 361 943
Occasionally in a month 18 4.2
Never 2 0.5
Freq ate fricd mcat lost

onc month

Daily 324 0.8
Weekly 25 69
Occasionolly in 0 month I 3
Freq ate fricd fish lastone

month

Daily 332 2‘65
Weekly '2’4 19 -

Occasionally n s month —— -
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Fig 4.2:

60 |

Carbohydrate Cercals Meat Mk Fruits

Frequently eaten class of food

Most Frequently Eaten Class of Food by the Respondeaus

|
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r C hnraclcrisllc

“Physical Exercise
Yes
No
Reporited types of bhysical
nctivitics
Walking
Jogging 47(23.0)
Athictics 58(28.4) - -
Frequency of Physlcal

aclivitics last 3 months

Daily 185(%96.5) ' N
Wecekly 5(2.5)
Monthly 4(1.0)

!mﬂﬁ W'!mlmﬂ'

AFRICAN DIGITAL HEALTH RWSITORY PROJECT




49 Visual Charucteristics of the Respondents

Fidy-five (13.9%) respondents repoited (hot they found it difficull 1o sec near objects

Less number, 26(6.3%), ol respondents reforicil inability to see far objecis while 69 (17.4
%) had difliculty se¢ing prints. Despite thesc levels of dilficulties andthe nalure of the

job of the tespondents, 268 {67.5%) conceded never visiting any health facility for eye

check up and drove 1ill the tlime of study (Table 4.11).

Table 4.12  Freeguency dlstiributlon of respondenis according to reported vislon
stntus before the study (N=398)

“Churnclcristic Frequency Percentage (%)
Necar vision
No dilTiculty 42 86.2
Diliculty 29 73
Very dilTicult 26 666
Blind 0
Far vislon
No difficulty 371 93305
Difficulty 12 I
Very diMicukt 14 0
: 0
8lind
Prints vision 18 £2.6
No difliculty 5 5.3
Dilliculty 18 12.)
Very diflicult 0 0
Blind
Last time did eye tests 54
\ 20
< ) month 2% 6.6
1-12 months ] 1B
I-2 years 67 16.9
67.%
>2y cars
268 23
Never 10
Refused
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4.10  Frequency Distributlon of Respondents according to measured Risk Faciors

of Hypertenslon

Obcsily was asscsscd using the body mass indcx end waist-t0-hip mlio.Twlehc (3.0%) of
tlhe respondents were undenweight (BML). The overweight respondents with BMI 25 to
Q9 were 137 (35.8%), with WIIR 0.9 to <0.95 being 102 (25.7%) Seventy-
five(18.4%)repondents werc obese, BMI 1;30I:g/m2 while 99 (24.7%) were obese with
waist-to-hip mtio > 0.95 essessment (Tables 4.12 & 4.13). The prevaicnce of total
hypercholesterolemia  among the respondents was 129 (34.4%), hypestriglycerilemia,
183 (46%); high density hypeclipoprotcinemia, 72 (18%); and low density

hypeslipoprotecinemia, 168(42%) (Table 4.9.6). 0

BMI below 25kg/m? had systolic blood pressure below 1 30mmig;
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— S E——— *1
i -J



-
13
e —— — - - -
.|
-
x —
B —

BMIRg/mY) T
Under weight <18
Normal 18<25

Table 413 Frequency distril

Over weight 225-299
Obese 230
Total
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= -

.L W ﬁi-st _tai!i|';lm o '_
o ‘Under weighl <0.85
Normal 0.85<0.90
Over weight 0.90<0.95
Qbese >0.95

Tolel
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130 130 140 140 140 140 140 140 140 140 140 145 145 146 150 160 10 1%

Systolic Biood Pressure

Figure 4 3: Relationship between Systolic Blood Pressure and Body Mass Index
among the acw cases during the siudy (r=0.8)
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dprofile
.. I-
lypenriglycerilemia

>138mg/dl
I1ypercholesicrolemia
>173mg/dI

lHigh Density Llpoproteincmln
>T2mg/dI
Low Density Lipoproteinemia
>|70mg/d|
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- , |
]E !,'}_ -:‘ %E ‘. -m'::._r 'l-‘l.ll

k!

Variable

o — ] — .
i

Physical in activilies 1 )
Yes 19449) 13
No 204(51) J

Obesity |
BMIZ30Kg/m’ 66(16.6) 4 38 ’. "'.'biiu;-_ﬂ.l |
BMI<IOKg/m! 332(83.4) 1 . 'Q'
WIIR > 0.95 98(24.7) 136 37 493 0001
WHR < 0.95 300(75.3) |
Ovenrweight
BMI > 25-29.9 146(36.8) 16 0S5 5.1 0.60
BMI 25 186¢46.3) ;
A 9
WHR 0.9-<0.95 1022y 23 06 H2 033
WHR <0.9 197(49.7) 1
Alcohol intake
Yes 141(35.0)
No 257(65.0)
Smoking
Yes 86(21.7)
No 311(78.3)
Age
240 years 176(44)
<40 years 221(36)
Hyperglycemia
Yes 3%(9.9)
No 359(%0.1)

= &
*Sign|Ncant variables with B <0.0°
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Table .17 Risk

e

--l
e

r
|

4
No of Feeding per day
<] x/day 76(18.9 R :
>3 x / day 32281.1) 1 r“ 04

Family history of ]
- ' Fe=

hypeitension

Yes 74(18.6) 137 60

No 324(81.3) ] -
ilypercholesteroiemia

Yes 129(34.9) 4.1 1S 132 0.001°*
No 269(64.5) 1

Hyper triglyceridemia

Yes 183(46.0) 10 06 24 09 .
No 215(54.0) |

High  Density Hyper

I;'::Pmlcmcmm 8 s, or -
No 326(82)

Low  Density  Hyper

Li poproteinemia

Yes 168(42)

No 230(58)

[—

‘Significant variables with p< 0.05.
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4,11 Risk Foctors Associated with llypertension among Respoadents

Tie risk factors were cross tabulated with hypertension, Obesity was assessed with

Dody Mnss Index (OR=11, 95%Cl= 3.8-34.6). Obese commereia! drivers , BMI, were

11 times at risk of developing hypertension. Obesity was ako measured by walsi-10-hip
rotlo (OR=13,95%C1=3.7- 49.6). Obese commerclal drivers,WHIR, were £3 dmes a1 risk
of developing hypeitension and both obxsity by BMI and WHR were signlficantly
associated with hypertension. Respondents of Age> 40years (OR+4,95%Ci =1.2-11.6)
were four times ol risk of developing hyperiension among the respondents and were

significanly associated with hypeniension.

The reponted positive family history of hypenension (OR=4.1, 95% Cl=1.97,8.08) wus
four times ol risk of developing hypefiension among the respondents and wus
significantly associated with hyperiension. Gresater numbers had hyperiension rcposted {n

maternal family hisory. The respondents with hypercholestetolemia (OR=4.5. 95%

Ci=1.51,13.20) were mose then four (4.5) times a risk of developing hyperiension

0 - - . ‘M
Hypercholesterdemia was signilicantly associated With hypetiension arong

' : =182 95% Cl=
respondents. The respondcnts with high density hyper lipoproten (OR=182,

. : e sigoificant]
8.6-43.0) were 18 times at risk of de veloping hyperension aad = )

Also Lhe S
= | 4 -58.0) were MeMM(I.nlhnuml.

y dssociated with bypereeex® (Tadie

s with low Gomiy bypas
associated wilh  hypestension, ponden

lipoproteincemia { OR=2.8 95% C

aificant)
of developing hypertension #nd were significan

4.13).

W‘“ l\'mm ]U‘mm l




4.11  Risk Factors Associated with Uypertension among Respondents

The tisk faclors wcre cross 1abulsted

with hyperension. Obesity was assessed with

Body Mass Index (OR=11, 95%Cl= 3.8.34.6), Obese commercial drivers , BMI, were

I} times at risk of developing hyperenslon, Obesity was slso measured by waist-to-hip
ratlo (OR=13,95%Cl=3,7- 49.6). Obesc comnierclal drivers, WHR, were 13 dmes at risk
of developing hypestension ond both obesilty by BMI and WHR were significantly
associated with hypestension. Respondents of Age> 40years (OR=4,95%C1 =1 2-11.6)
were four times ol risk of developing hyperiension among the respondents and were

significanly associated with hypertension,

The reported positive family history of hypericnsion (OR=4.1, 95% Cl=1.97,808) was
four times at risk of developing hypertension smong the respondents and was
significantly associated with hypertension. Greater numbers had hypertension reponed in
malernal family history. The respondents with hypercholesterolemia (OR=4.5. 95%
CI=1.51.13.20) were mose than four (4.5) times a risk of developing hypertension.

associated With hypertension amoog the
R=182 95% Cle

Hypercholcsterolemia Was signiticantly

tespondenys, The respondents with high density hyper lipoproicin (0

: ion and were sighiflcantl
86-43.0) were 18 times at risk of developing hypericnston !

(s wilh low damsdy byper
associsted with  hypestension.  Also the respondents
) lines M tod

- 1.4 - 58.0) were more tan two 28

lipoproteincamia ( OR=2.8 .95% Cl =
y associased with hyperesc (Table

Tul I
of developing hypecrtension and were significant

4.15),

MM [\’Eigm W{mt

PROJ CI,.-

= ﬁ




411 Risk Factors Assoclated with |lyperiension among Respondents

The risk faclofs were cross tabufated with hyperiension,  Obesity was assessed with

Body Mass Index (OR=11, 95%Cl= 3.8-34.6). Obese commerciol drivess , BMI, were

1 times at risk of developing hypcricnsion. Obesity was also measured by waist.10.hip
ralio (OR=13,95%C1=3.7- 49.6). Obese commerclal drivers,WIIR, were |3 fimes at risk
of developing hypertension and both obesity by BMI and WHR were significaatly
associated with hypestension. Respondents of Age> 40ycars (OR=4,95%Cl =1.2-11.6)
were four limes o1 risk of developing hypertension smong the respondents and were

significanly associated with hyperiension.

The reported positive family history of hypertension (OR=4.1, 95% Cli=}.97,8.08) was
four times al risk of developing hypertension amang the respondents snd was
significantly associated with hypettension, Grester numbers had hypetiension reponed in
matemal family history. The respondents with hypercholesiciolemia (OR=4.5, 95%
Cl=1.51,13.20) were mote than four (4.3) limes al risk of developing hypriensica.

ssaciated with hypenonsion amoog 1be

: i i in (OR=182, 95% Cle
respondents. The respondents with high density hypef lipoprotein (

{ developing hypertension and were significams|y

Hyperchoicstcrolemia Wwas significantly

8.6-43.0) were 18 times at fisk O -
dents with low densay hypxy
associsted with  hyperiension. Also the tespondents

lipoproteincamia ( OR=2.8 954 C

: e
assecinted with hygeruanayt a
of developing hypertension and were significantly

4.15).

A mwmm RRART!
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Physical inactivities, smoking, feeding >3 times/day, alcohol inake hyperglycemia and
’ * a an

hypertriglyceridemia had positive assoqauons with hypertension but were nol

statistically significant with hypertension (Table 4.15).

4.12  Predictor Foctors of Hypericnsion among Respondents

Logistic regression revealed that sge 2 40 years of the respondents was not likely to
predict hypertcnsion among commercial drivers. Obesily with BMI > 30Kg/m’ (Adjusted
Odds Rotio (AOR)= 6.23:95%Cl= 1.88-20.71) was more than six (6.2) times more
likely to develop hypettension than respondents with BMI<30kg/m® . Obesity with waisi-
lo- hip ratio of > 0.95 (AOR)= 6.4,95%CI=1.54-27.0) was more than six (6.4) limes more
likely to develop hypericnsion than respondents wittt WHR < 0.95. Respandents with
repotted positive family hisiroy of hyperiension (Adjusted Odds Ratio ., (AOR)=

1.7.95%C1=0.48-6.49) were more than one (1.7) times more likely to develop hypenension than

those with no family history. Respondents with hypencholestctolcnmia (AOR=4.0:95%C] =

1.24.13.18) werc four times more likely to develop h)‘p'encnSion than 1he respoadents

iy hi ~ i ity and total
with normal cholesterol level. Positive family history of hypenension. obesity and to

i i rcial drivets
cholesterolemin were predictots of hypcriension among the intesstate comme

in Jabi Park, Abuja (Tnble 4.16).
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Table 4.18:

Logistic Regression of the g

golficantly nssociated risk faclors of

llypertension
=3 Adjusied
Variables Odds 95% C.l. | Cocflicient | S.E, Z’ p-valuc
Ratio . Statistic
i Lower | Upper
Age2 40 years 1.563) | 0.4150 | 5.8874 04467 | 0.6766 | 0.6602 | 0.5091
Az?-m)'cars l
Positive Fll 1.6740 | 0.4823 | 6.1864 0.4998 | 0.6i24 | 0.6801 |0.0101°
No FH l
Obese WHR>0.95 | ¢ 4422 | 1.5371 [26.9994 |  1.8629 | 0.7311 | 2.5480 | 0.0108*
— 1
WHR <0.95 1 |
I
TC Hyper 4.0433 | 1.2400 | 13.1837 1.3971 [ 0.6030 | 2.3167 | 0.02054
Normal TC ! |
1L 33416 0.5857'15.0653 1.2065 |0.8885 | 1.3579 | 0.1745
il
Normul HDL |
* 2.9863 | 0.0028¢
Obese 62313 | 18754 [207046 | 18296 | 0.6127
BMI30kg/m" ,
BMi<30Kg/m2 | [

=
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CHAPTER FIVE

50  DISCUSSION, CONCLUSION AND RECOMM ENDATIONS
5.1  Discussion

5.1.1 Prevalence of Hypertension among the Respondents

Thie prevalence of hypestension among the respondents was nine percent (9%) in 1his

study. This is in contrast with the nationa) survey report 2009 (Whitworth & World

1{calth Organizotion, 2003) where the prevalence of hypeitension in the rurl and urban

were five to seven percent (5- 7%) and seventeen 10 twenty percent (17-20%)

respectively. The site of study con be saidto be a semi urban.

A work study of prevolence of hypertension was carried out in southwestem community
among the rural community where the prevalence was 21% (Echun e1. al,, 2005). In the
some study prcvolence of hypertension among those dinbetic was just nlmost two percent
(1.9%). In this study the prevalence of hyperiension among the diabetes mellitus

respondents was just slightly above live pereent (5.1%). s prevalence is probably on the

i ifesty s of
increase in developing countries wheic adoption of western lifestyles and the sires

i idity associated with
urbanization both of which arc cxpected lo Incresse the morbidity

' ' f hypertension
unhealthy lifestyles ore not on the decline (Castelli, 1984). Pievalence of hype

- : ignilicance.
among the respondents is of public health sigat

earried out in lran SMONg the 345 commercial

was (Hamid ¢t al.2011) wasd2.9% which
n

In contrast to the cross sectional Study

drivers where the prevatence of Myperienste

was mo e e i - Th pmfl!cntc of diabetic mellins
in leon but it Wwas 1€0 Percent (10%) in Whis study.
n

was seven percent (7%) in the study

{ stody lbaden 8
and Ylth (2003)

reporied in @ cohv
Ogunniy, (2009) and |3cnglch01c
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prevalence of 27.8% in hypertension. fn g study by Ogunniyi (2009) in fbadan among

civil servants it was found out that there Were no associalion between alcohol intake

smoking, physical activities and hyperension unlike in this study where hypertension is

associated with these factors significantly except smoking.

BMI is one of the most accurate ways 10 determine when extra body weights transiaie
into health risks; the higher the BM, the greater the risk of developing health problems.
Cardjovascular discase and high blood pressure have been linked with overweight
Rcports that SBP and DBP are found to increase linearly over BMI1 range have been
made (Doll et. al., 2002). Obesity, now recognized as an independent nisk factor for
cardiovascular discase, is closely associaled with hyperiension (Wolford et. al.,, 2002).
The result in this study also shows a lincar telationship between BMI and Systolic

hypertension { Fig 3) in line with Doli et. at. {2002) and \VofYord et. al.(2002) studies.

The results cmphasize the need for some lifestyle modifications. in the ajsct

respondent population. Body weight reduction vin diewary interventions and calone

3 ' ¢ and extremely obese
restriction are a proctical step {0 1educe BP in the ovenveight, obes )

hypcriensive population.
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§,1.2 Prevalence of Hypercholesicrolemia among the Respondcnts
Dietary, genetic and physical in-activities were risk factors to hyperlipideamia
(Bhatnagar ct. al., 2008). The rate of high total cholesterol in the United States in 2010

was about 13% hich was less than 17% in 2000 in the stmilar siudy cairied out at
different time. In this study the average toal cholesterol was 34.4% which was higher
than the average level in United State of America. The average cholesterol level in
Nigeria is less than 200mmol/L (Fredrick, 2011). This siudy shows 322 (81.1%)
respondents ale more than three times per day while only 65 (8.4%) ale vegewble
regularly which contains anti oxidants that reduces the 1isk of having hypenension
(Bhatnagar ct. al., 2008). About 68.7% fed on carbohydrate meal per day, 94.3% fed on
at least tone egg weekly, 90.3% fed on fried meal daily. The high intake of saturated fal
as indicated above in the diets corresponds with the prevalence of the lipid profile among

the respondents. The prevalence of hyper triglycerides TG 183 (18%), high density

lipoptotein, (DL, 72(18%) and Low Density Lipoprotein 168 (42%) were eco

s i el T
among the respondents. All the above faclors have been implicated In this study

i i s emia in this stody
prevelence of obesity, hy pcrlrigl)ccridc. high density hyper lipoprotein crmia in y

’ | L 2011) because of the
was less than the prevalence in the study in [1an (Hamid ct. af )

difTerence in lifestyles s stated abOVe.

: g . . b.b! Con .hc M in
The prevalence of hyperiension and s rsk s 2 yak f urbanizapen
: 1es and the suess ©
developing countrics Where adoption of (e iy ith unhealthy lifestyles
- { 1)
both of which ted 1o increasc the morbidy asociied
th of which are expecic

d from this study dele in this study shows (bal

(Castelli, 1984). The information extracle

utistically
obesity and hypercholesteroiemia 8¢ *8
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hypertension in the respomdenis. Age > 40 was o confounder between obesi
obesity,

h)-pcrcholcstcrolcmin and development of hyperiension.

$.1.3 Socio-demographic Characteristics of ibe Respondenis

The prevalence of hypertension and its risk facbors is alfected by the socio demographic
characteristics of the sespondents. In this study mejority of the respondents were between
26 and 45 years which corresponds (o the pioductive oge group of o nation and also
indicntes that the respondents coniributed 10 the National Gross Domestic Product. Al}
the respondents werc males majorily of whom were married. Out of the maried
respondents, one fifth were polygamous of which two thitds had more than four children.
This level of dependants reduced the e conomic empowerments and would seduce ability

for medical checks and treatments when ill, thus this may increase the number of non-

compliance gnd uncontrollablc high blood pressure.

This could also exploin the re@son (or two thirds of the respondents living on hited

- j itiae in Nigerio, there 8¢
vehicles. Considering the socio-econ0mic chaflenges facing families in Nigerio, there

( chitdren will increase stress though the respondeats’

indications that higher number 0
[ jcal stress
monthly solary 8ppeated (0 increase Wilh the number of children and psychologica

cc and unfovourable cardiovascular profile (Fauvel

has been teloted to higher blood presst

psychological factors as predictors of

. ansicty, and depresston

ct. ol., 2001). There is moderate SuPPOr! for

gest suppot! for ANEC

[ on
hypertension development, with the Str |
cient magnitudc 10 sugpes Polential

facion s 8r¢ of suffi

variables. Pooled cffccts for these b ey i
Thev \
clinicol, as weil os statistical televance (Rylledge & HOBT™

AFRICAN DIGITAL HEALTH ”’OSITORY PROJECT



al. and Rutledge and Hagon et. al. above applies to 1his study as increased numbers of

children, wives and other dependans posed a psychological stress on the respondents.

Most tespondents already had more than 20 years of driving commercial vehicles of

which majority used cars. Higher propoition of the respondents drove to at least to ten
states in the last three months prior to the study sat four 1o ten hours per day for mate
than four days per week before the study. This was to meet up with the economic need
and it impacted a reasonable stress onthe respondents. This explains reduced time either
(o rest or for physical cxercise, Stress is o major exacetbating factor of complications of
hypertension (Richard et. al., 1999). This can lead to hypesiensive encephalopathy and
mortality duc to outo-ciash if not coniolled during driving. More of the respondents had

secondary education while few were iIlitecate. The knowledge about hypertension by the

respondents was from the adverts, 1alks from electronic media in loca! dislects

discussions on the topics around them.

X [ isti Respoadcnis
5.1.4 Economic Charactcristics of the |
ommeycial driver Wil determine the purchasing power

The socio-economic status of B ¢

i -« monsgemeat. High blood
and indirectly offect the risk factors of hypertension end Ul B | |
gact 0n the E0MOMY and on the Quality of life of

pressure in adults in tum has o high im

« expenditures ¢ Wotford €t al.. 2002).

' - : s o nlicatl or fesotrc
individuals with impertant imp! ications f

d on less than on¢ US dollar per day which

(Whitworth & world Health

Despite the above cxplanation. mojority five

doltar per dny
is below poverty finc of 8t least one €0

could be impo

. 4 o d
yerished with this esonomic, socu)

A Ly & ria sse 10 tol3 cents (USS) pet

| sion in Nige
health burden. Costs of treating hy periet
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tablct, yielding annual expenditure of $36 (s, 400) for treatment with one drug only

Assuming one needed to treat S0 courses, the cost of drugs alone to prevent one death

would be $1800 (W270, 000) in Africs (Richard ef. al., 1999). This is (ar from the

situation of the respondents where 43 (10.8%) were poor, lived on less than one US
dollar per day. Of these poor respondents eight (2%) weie hypertensive. Majority,
244(61.4%), were mid-socio-economic class living between one and just above five (5.5)
US dollar per day. Of this middle class, 17 (4.25%) were hypertensive. The middle class

contributed to half of the prevalence of hypertension among the sespondents.

51.5 Medical History Churacteristics of Respondcots
Majority of the respondents reportcd that their health status was good and fair for deiving.

Despite the reported health siatus more than half of the respondenis were on continuous

medication either as herbs or medicine. Thosc on medicine knew they had chronic iltness

like hypertension. diabetic mellitus, eyc problems and asthritis. Those that took herbs

reported taking it for fitness not minding the side effects and loxicity 1o Organs like

ndents
kidneys, liver, pancreas ond the bigin. This study shows that one quartcr of responde

te one tenth had family history of diabetes

had family history of hypertension whi

h the study that as carried out
n in Sub Sahaian Afiica where in conuast

by Richard et. al. (1999) thay
mellitus. This is in Jine wil

looked into the epidemiofogy of hyperiensio

y historY of hypencnsio
history' of hy peitension contributed

: amil
10 development of hypertension. In this study [amity

ofhyneticnsion.
almost five percent (4.5%) tothe prevalence 91D

ot contiibuted the highest to the
renension sccondIngly

rension in Mot
Positive family history of hype"

‘huited Lo hY
that contnbuted
on. Othef refatjon

prevalence of hypertensi
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in this study were Father and Aunt/Uncle that were hyperiensive. Economically the
tespondents 21so needed to lake care of relations that were hyper ensive, thus increasing !
the expenditure. The study shows thal about half of the respondents had never gone for
any edical checkup since they commenced the job, It should be noted that hyperiension

isa silent killer disease which needs to be delecied early.

with the outilude of lack of medical checkups, Ihe respondents were pronc (o
complications of hypertension because of inabilily to delect early. During the conduct of
the siudy, one of the respondents thal never weant for checkups had loaded his vehicleand

was aboul 1o drive 1o Lagos when the research assisianl discovered that his BP was

210/130mmt lg. The chaiiperson of the park branch of National Rosd Transpon Workers

of Nigeria was informed. Consequently, the chsitperso stopped the concerned dniver

from driving. Drugs were bought for him and he was 8dviscd to be 00 sirict rest. He was

followed up fortwo days and cventually teferred 10 & Medical (acility in 1 agos.

1 res 98
Co-morbidity is common amon8 cardiovascular diseasss. Amang (he fes pondcss.

' ¢ the thisty-nine (9.9%)
(24.7%) wete obese and 48 (12.1%) were hypartensive: Out 0

 also hypertansive: The ,.
the hospital. 1t Ws$ reported (bt 187 ) '
noe they aarwd

sudy shows tha the
disbetic respondents 15(3.7%) wer

: eckups In
respondents were NOt doing tegular ch P

: medics] checkups $
(46.5%) reporied never having anY OPPO““MY for

do<tlor
commercial driving, About8 g(22%) saw ?

study white 123 (31.3%)

the study
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5.1.6 Prevalence of Obesity among the Respotdents

In this study the rate of physical inactivities among the respondents was $1% of which
81.1% ate more than shree limes per day. These respondents had hed more then 20 years
of driving comnxrcial vehicle. A higher propostion of the respondents who drove 1o at
least to ten states in the three months sat four to ten hours per day for more than four days
per week before the study. ‘These features could have mede the respondents to be
susceptible to obesity and increased lipid profile. The prevalence of overweigii and
obesity in this study by BMI were 18.4% and 25.7% respectively. While the prevalence

of overweight and obesity in this study by WHR was 24.7% and 35.3% respectively. The

reported positive family history of obesity wes 39 (9.2%). These results were within the

range of a study of a systemalic ceview of 75 papars publisled on the prevalence of

. o i r
obesity in Nigeria where the prevalence of overweight and obesity were in the range 0

20.3% -35.1% and 8.1%-22.2% respectively (Ianocent, 2012).

tyl in the University olfe 1
In a cross sectional study carcied out among the civil servants of
ed Wilh increase BM| greater than

study amd od

tension and obesity WerE associat
2009), In s prevelence

found that 28.T% of male sduits
this shady [ 44

was found that hypei

30 and increased salary grade level (Ogunnidt

n Nigerian University it WaS
. arian, 2003). In
th OrgaszaUn,
Nigeria took alcohol (Whitworth & World Health O » iy -
hol which ishigher than e WHO report It memns

(35%) male adulis took 8lco ’ ; -
incveast
y be on the incresse because of ghaalanon

: ohin with
s lincar relationship *

among the students i

alcohol intake ma gl wd duastoln
shows thai Body Mass Index o

hypertension.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

w




§.1.7 Liualtatlons

There were limitations 10 the siudy, The Study was donc within one motor park which

may not be truly representative of all the molor parks or commercial &ivers In FCF. This

was due to finonciol constraints as il is more cosil y lo do liie study in all the motor parks.

Secondly due to the noture of jobs there were few samples that needed repeating the
analysis but the respondents had travelled out of Abuis and could not de contacted

through the phone numbers before writing up the repont.

Thirdly financial constrsints and non tegular avallabilily of the lipid profile strips in

Abujo made the study to losc few respondents also prolonged study time.

The BP was laken only two times withintervais ofino duys instead of three times with

interval of three to four doys (Joini_National_Commiftee_on_Hypestension. 1997) and

(Whitworth & World Health Orgonization, 2003).
5.2 Conclusions

The prevalence of hypertension (9%) among commercia
pescent (Whitworth & World Heslth Orga0izxisoe.

| drivers In Jabi Is high relative

to national figure of five to seven "
' commacial drivers. Possible
2003). The prevalence of risk factors was high 8mong he c

Jenls need WIgent
he sk facton (adoohod intahe, pbysice)

nese 00t assodinted

afientions because of raany propie
CompliCl“iOns can make the nsmﬂ
gers while driving. Most of 1

they carried as passch
 lipid profile sub (ypes) were

inaciivity, hyperglycemia and 81 th

and feeding habis 0
mumlfm'tlf reported

!')30'1!!39“4'.‘

with hypestension, Smokin positive family bissory of

| ho
with hypertension Obesity, hyper
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hypertension and Age > dOyears ofy yyepe

passtively associated and sintistically

significant with hypertension among lhe respondens

Body Mass index of the respondents correlated linearly with systolic and diastolic blood

pressure. Obesily, genetic faclor and Dypercholesterolemia were the prediclor factors of

hypertension in the respondents, Age preater than 40 years was an effect modifier

between obesity, hypercholesierotemla and hyperiension In this group of people. All the

respondents that were bypeitensive had visusl immtirments whleh could ¢ »

complication of the high blood pressure.

53 Reecommendations

The following recommendations were made based on the findings:

Non-Communicable Disease Progiamme of the Federsl Ministry of Health

should intensify the Implementation of surategic policy documents on Uve

hypertension conlrol ond presention in Nigeria by motivating diivens to

Undesstand the risk foctors of hyperiension, reguiar medical checkups for eatly
detection of hypertension, control Sietegies and life style modifications as

preventive measures. |
In line with the nationsl Sttategics of Non.Communicable diseases lnformaion
Education Communication materigls about the prevenLve ey spiem the
hypers ension espechally the predicice (scmny. need foe earl)

risk factors of

regular €y tests 10 EDETOve

detections, control and need for

vision should be
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3. The

Federal Goversment through Lhe Federal Road Safety Corp should formulate
and implement a policy 10 make it mandatocy for commercial drivers to eollect
certiftcate of medical fitnessonce per year tom designated health faciilies as one
of the vehicle particulars,

. Statc Governments ond Non-Govermmental Organizatlons like Hypertcnslon and
Diabetic Society of Nigeria should endeavour 10 increase constant public
awaorcness on control and early case detectlons and discase prevention among the
endemic groupol the socicty Hke the commercial drivers.

_ Commercial Drivers’ Associations like Natlonnl Union of Road Transport

workers of Nigeria should promote physical activities by organizing regulas

work-up and awarencss creation on dietary contro! for the members o reduce the

prevalence of the predictor {actory.
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ATPENDIX 2
QUESTIONNAIRE FOR CROSS SECTIONAL STUDY ON 'REVALENCE OF
IIYPERTENSION AND ITS RISK FACTORS AMONG INTERSTATE
COMMERCIAL DRIVERS IN JARI PARK, ARUJA.FCT
QUESTIONNAIRE - PART 1

Introducilon
| am a public heolth oficer from the Nigeria Ficld Epidemiology Training Programme of

the Dept of Epidemiology ond Mcdical Siaistic, University of Ibadan. | am carcying
oul a study to detennine the prevalence of hypertension asd s risk factors among inter-
state commerctal drivers in FCT Abuje. The study will be used to make .
recomnicndations, palicy and plan interventions. All data will be hand'ed with sinict
conf dentiality. No names will be scquired.

QuESLONNAILE NUMDBCE..cosseererienasnrssssrnsmstorissnssesiuessees
PHOME MUMIDET +vvevossssrsssssesissastssbisssesssstorsarssersasnadnesnssaanssstes
Date....coacarinncenons wus Pl

laeeetiaaviddise .

Scction A: DEI\‘IOCRAPIIICII’ERSONAL SPECIFICATION
QA1 low old arc you in your last birthdsy? =——""

QA2 Sex 1. Male
2. Female

i ined 1.7ri 2, Secandary 3.
QA 3 What is the highest levelof cducation You aitsined 1. ¥rimary

Teitiaty 4. None

.....
.......
""""""""""""
v
.......

QAL Vi TN Ofor'ism’l Single 2. Marricd 3. Cohabiting 4, Divocce 5.

Widowed 6. Others

7 3 '0 have..eeseeceee
QA6 How many Wwives do you NP r .
QA7 How many children do You

SECTIONDB
B. OCCUPATIONA
QB8 For how many years have :
a.<$§ b, S-10 ¢. m-'lle
QB9 What is your lype of vehic
. Car
2. Mini Bus
1, Touck

¢ STATUS — teia| vehicie?
you b;ﬂ;:ﬂ"lzﬂoﬂ “"’: 20.25 L2530 & >3
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4. Tanker
5. Luxurious Bus
QU10 How much is your toke home averagely per month from driving
a. <5,000
b. 5,000 -15,000
¢. 16,000. 25,000
d. 26,000- 35,000
c. 35,000- 45,000
. >45,000
Qi 11 How inany states have you driven 10 in the Jast 3 month
a. <5
b. 6-10
c. 11-15

d. >IS
QB12 How many hours on Lhe average do Youdrive for on onc trip/day? .

6I;Cl 3 tlow many days do youwork ina weclt?.j *.‘N
QB4 Arc you the owner of the vehicle youme driving @ Yes b. No

SECTION C: MEDICAL HISTORY | .
QC15 How can you rate your health? A. Good b. Fair ¢. Poor d. Donol c

Refused

QC16 Areyou on an
If No go 1o Q19 ‘
QC17 What is the name of the il!
Anthritis ¢. Sickle Cell Discase

QC18 When was it 418gRosed «eecee=e sorearess srtie .

ion o Yes
: -'v have hyperiension 8 '
QC19 Doces anyone In your femily ‘t d{rhtia s Yes b.No

QC20 Docs anyone in your family ha® .~ o.Yes b.No

QC21 Doesanyone in your family have o:.a ‘2100;, pressute a. Fathes b. Mother < i.q
QC22 Which of your family '"°'"wswu:ll'e f. None
Grand Fatherd. Grand Mother e Aunt

in 2 hospital
QC23 When did you tast docheck upind sp

a. <Oneycarago

Two years 880

Three years 880

Four years 880

Morc than Five years 480

Never

y continuous medication [or any ilness 8. Yes b. No ¢ Herbs

ness 2, Hypettension b Disbetes . Cancer d
{. Eye ptoblem. 8 Malaria

By Tk
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SECTION D: FEEDING 11ABITS
QD24 I tow many times did you cat per day in the tast one month, 7
QD25 What Is the most (requently caten class of food

a. (Carbohydrmie) Bolus

b. Cereals

c. Meal

d. Milk

e, Fruils

. Vegeable

QD26 In the past one month , how many times did you eat gzeca vegetable.

{. oieeeenennn. por day
2. Ll Jesdabaskin.seil CEAYECR
3. .eivvecenieans. Mer month

4, Never
5. Refuscd |

QD27 inthe past one month, how many times did you eal orange fruits .
R o per day

2. iiiiireenienans, Pet Wweek
3. eriiiiieeeise.. Permonth

4, Never
5. Refused
QD28 In the past onc monl
. eeeeee e per day
2. aveeeseerenenes PETWEER

-re

h, how many limes did youcat cggs.

g SO " month
4. Never
kiR how Mmany times did you cat fied Meal .

QD29 [n the past one monih,
1. ety 2uies e POLAR

2.  Per week

T o i LR month

4. Never

S. Refused howmmylimadid)ww fried Fish.

L i perday

D) sanorensseiniind Per week

% [ — Per month
4, Never

S. Refused
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QD31 In the past one month , how mony times did you cal Snacks on the rond while
driving..

. cieereeen.. pee day

1.0 B PPer week

3. ciereenes. e month

4. Never
5. Refused

SECTION E: PIIYSICAL EXERCISE
QE32 During the past month, other than your regular job, did you parlicipate inany
physical octivitics or excrcises such as jogging, gymnastics, running, calisihenics, goil,
gardening, or walking for excrcise?

. VeSteeammag,

de 1 NO cusint ormatee

3. Refused

Il NO skip to Scction F ] | ‘
QE33 What type of physical activily or excrcise did you spend the most time doing
during the past month?

1. Walking

2. Jogeing

3. Athletics

4, Gymnaslics |

S if)'),..,..cu-p...u..c.-. .o.-..'pn-'.'o.:u. i ’ih?

QE;; H((),lhc:a{nyp::nﬁ did youtake pas in this sctivity during the past 3 mo

L

. eeereeenne. per day
2 eeieanneren PeEWVEEK

p 4

W P |« .. month

4. Never
5. Refused

QE35 And when you ook part in this

gclivity, for how many minutes or hours did Yoo

usually keep st it?

. irnneeenss, Minutes

2. orneeeun tlourts)
] Dot know / Not 8T

4, Refused
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SECTION F: Alcohol Consumption
QF36 Do youtekeolcohol  Yes No

If No go to T2
QF37 \hen did you slan taking sleohol. .. ..ciienrrsvnaones
QF38 How (requently do you tnke alcohol
Daily, Twice wkly, Thrice wkly, Alt day wkiy, Not regular, Do not know, Refuse
QF39 During the past 30 days how many boltle per day did you take .
1, 2, 3. 4. S, Don'tknow, Refuse, None
Qr40  During the past 30 days ,how many times have you drank befose you
AIove . hvaruns i hiens
a. Donot drink before driving
b. Cannot remembe?
QF41 Have you ever been diunk of alcoho!

Yes
No

SECTION G:. Smoking

i. QG42, Have youcver smoked? 1. Yes  2- No

If NopotoScction I

QG43 Which lypeof these
Ciggarret, Maorijuaea, Cocaine » Tobacco »
QG44 For how long have you smoke dlees T

. Yes No
QG45 Arc you currently smoking? i .
QG146 During the past 30 days, about how A% garctic

average per day?
QG47 Do you smoke While dnving !-

do you smoke?
None

o2

SECTION I{: Visusi impalfments

Now | would like to ask you
of \#hﬂm

answey Quest

latses ¢< Coaict ICROES. If you wear

pevmlt

respondents 1€ gnrdkn e 100

glasses or contact fenses:
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QH48 How much dilficulty, if any,
1 No difticulty

2 Difliculty
3 Very difficulty

do you have in fecognizing near object?

QH4¢9 How much difticulty, if any, do you have in recognizing distant object?
] No difficulty

2 Dilliculty

3 Very dilficuly

QH50 How much difliculty, if any, do you have reading print in newspapers, magazines,
recipes, menus, or numbers on the telephone? Would you say
t No dilliculty
2 DilTiculty
3 Very Difliculty

QH51 When was the last time you had your ¢ycs cxamined by any doctor o7 eyt care

provider?
| Withinthe past month (snytime less than | month ago)l

2 Within the past year (1 momh but less than 12 months 380)

3 Within the past 2 yeais (1 year but less than 2 yeurs 8g0)

4 2 or more¢ yeors ago

5 Never
6 Not Remember/ Not sure

7 Refused li <=
SECTION [: MEASUREMENTS R )

pd000e LEL] wsree?
[ ]

QIS2Identification AUMbe Frasex et
Q153 Phone NUMbeg.. . v =54+ o

Q154 Waist Circumference
CTT 60 < dsadvsanpune MRaiosguas
QiS55 nipcircumrcrcnce
BEY) iyveds I
Q156 Weight

K

L,
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.r‘-{“ fﬁ 14
AT eos SRR,
B 9 TA :

Dlood pressure si in

'! —

—-—l

-
Fasting Blood snt_np!.ﬁfp"_r otal h
Ql60
Triglycerides.....ounn.veiiruneennn,
QI61 11igh Deasity

LipopmlCiﬂ.............. seserasdecectres 'Io_._u*‘-lp.n"alo 5 '.'!'n:? el
QI62 Low Densaty

Limpm'ci".uaooounloon 200004p000cass o'nq,qn seve |'01” s0sv000ssce “"V

QI63 Total
CholeSterol. . c.u.ei . susts s sunhenr bueres pite SR ISNEIN ,..tt;a.,.au.|...|.u;.-

Iasting Blood Sugor
QI6H .oeirnaiireiiee s nee Mg/l '
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APPENDIX 3
RESPONDENTS CONSENTS FORM FOR CROSS SECTIONAL STUDY ¢

PREVALENCE OF IIY'ERTENSION AND ITS RISK FACTORS AMONG
COMMERCIAL DRIVERS IN JABI MOTOR PARK IN ABUJA, FCT.

Paticnl lnformation nnd Consent Foral

Good rnoming/aftcrmoon/cvening. My nsme is Dr Oycaiyl Olusegun Samucl working

wilh Nigerion Field Epidemiology and Laboratory Tralning Programme and s mastcr
student of University of Ibaden. We ate conducting 8 study on pievalence of

liypertension and s risk {aclors smong intersiate commecisl deivers in Jabi Motor Pask

f\ij'. FC T.

We would very much appreciste your pasticipation in this siudy.

A. Purpose of the study

e Prevalence and the risk factoes of

The objective of the study is 10 determine th

l) [ c isl d ’V i l“ Park Abujl. C 4
Ct 10 F I

y .

5 ‘1 driving C2N CANSE auto crash
lead to hyperiensive cnccphnlomlh y ifotew while B

B. Procedives lo befolfowcd
In the S‘Ud}'1

# m ”k
you wiltbe assigned 8 sludy puaber, We w

I you sgree to participate 2 e M

your heslih. We wil] 1ake

ou some questions sbout
y pesimensor Sudy forms.

any's
Your name will not appess 01 Y

o
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C. Voluutary purticipaiion

A decision nol 1o participale or lo withdraw from par‘icipation wifl nolaffect the you in

any way. Even if you do agree 1o become n study participont, you can withdraw from

study atany lime (verbally).

D. Discomfort aud risks

Your may feel ¢ small amount of discomfor. orhsve a smoll amoual of brulsing on you?
finger where the blood was taken. The procedure will be done using a ra pid diagnostic kit
10 detect fasting blood level of cholesterol and sugar. 11's a fouline procedure done in

most health facilities and should nol cousc any harm especially when done by a qualified
medical personnel, which is the case in this study.

E Bencfits

You swould be able to know whether You afe hypetiensive of noL. Also other vatiable that

you will know about your health are: Height, Weight, BMI status, and cholesierol level .

The resulls will made ovailoble 10 Yo after tesling the blood ssmples immediately

before leaving the venue.

F.  Compensailon
There will be no monetaly compe

| collect one dustbin basket each for his vehicle.

Each driver wil

G. Confidentiallty Statement

The records conceming YoUf panjci
e will pot be used

research pfojecl Your NamM

begioning of the amly, we

specimens or m aNY repoil pesullin
' ' mbes
will give you 8 study |dcnhﬁta|wn nu e
with Uhs $ud)

Any informatlon obtalned 10 connection

]
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Only members of the stuly team {doctors, nurses, laboratory scientists) will have access
lo infonnotion of your parlicipation willy your sudy number,

1. Quiestions und freedom to withdraw from the study

. Tho survey usually takes between 10 minutes to complete. You may withdmw from the

stucly ol any lime . You may contact any ofthe research assisuanis/health worker |f you

have questions about the sescarch or call Or Oyeniyl Olusegun Semuel with this aumber

08133294204,

1, [Resufts publication

Dat from the study will be analysed. The results and the explanation of its implications

will be given to your association and other stakeholden.

ices and
The information you provide will help the Bovemment 10 plan health services

intervention before driving.

ﬁ l °

individual question or ol of the

your YiCws are imporianL
¢ anything about the survey?

this survey because

M
At this time, do you Wvant 10 ask

. . ! "
May [ begin the inleviEW now -

: nt__
Signaturc/thumb print of particip®
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RESEARCH ON PREVALI
FACTORS AMONG DRIVERS IN JA

RESULT SLIP®
|dentilication |
NUMDBCL, e e civcarecrssionenainse

Phone |
llumbCT..................,.,,_,,,,—, .': !=:!“ " % L e 50 o

Waist circomference N -
Cin..... gesevitsecioisetonrasioed onooog'oort'h‘oﬂ_l-'..c"'uc::oo T LI L )

Hlip circumference

Ll

i R T %
i

9reasse

"_\!- b

NS v

.,

ces0ipdodtssvnbbactipsce?
cm-oott..q. (XN X e 00 'YX} ’.._. .‘ av e 'u“ FYPREERENE N LA MXIIEX K]

Weight
Height

n’.o'oo.oo000000000000000.01

Fasting Blood samples {or total chotesterol

poopssesbesrpreddane es0d0s0iodsaddisnes0epeiodaresee

Jl‘ﬁll!'(".““'l.l.ll

o0
..,.‘.,.....,,o-ooorc...c-...oQAOOOoo‘oo 4

.
psae b NYXXELNER) *s
bevesptsspeitesPisecter
etosisane B0t ree

aep0aveed
s 00 sl noediE Y o8

Triglyccrides.eeeveae.
High Density
Lipoprotein. ...suacatsssneere
Low Densily

L IpOPrOTEin . cuuraupermroans®
Total
Cholester 0, ..avomeerases
Fasting Blood Sugar

.oa.no4occl."'0""."“

‘.....00."00009'.00 o¢ b O0r copsteboaces
& - PP edocor ®
eopooae’ 20T

Sootse” Vied
.‘....‘...p..o;,..000000000100. [ 3
0de,?
PP X T N

200,000t

r ]
Jvoatteese ge.0e

sop 80 ° Y X4 eo el lo'o.s“f‘n
XX 1

[)‘1c40000000!l00l05‘

Sipatt"c caedga PTGy s 'N'"""u‘
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APPENDIX S

d for chemistry analysis. The

ofile and quality conirol in thls 3

instrument Wea Used o CarTy

ter usc
Spectrophotome oy

oul anulysis for lipid pr
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APPENDIX §

) =
) P

y analysis. The insticument was used 1o carry

y control ln this study,

Sptt‘lropholomctcr used for chemlstr

out analysis for lipid profile and qualit

1
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APPENDIX 6

_______-‘
pes in this siudy.

Lipid profilc meter machine for analysis of cholesterol subty
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APPENDIX 9

Rescarch team at Jabi psrk Abuja

|
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



The supervisor, Dr lkeoluwa

(sitting)during a sUperviso)

0

APPENDIX §

Dr Oyenlyi PI, and Research @ssistant

A}l)i ’
h site e Jabl paric

5 visit by the supery jsor fo the rSeare

R A ;
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APPENDIX 9

sa 'f{ m
\\\\h

\ W -‘H

the chairman Natiopal Unioa of Roa
y Or Ikeoluwn Ajayl

d Trapaport Workemsof

Adsocnc) visit to

Nigeria Jabl Bruach Secretarist Abuja b

i
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