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ABSTRACT

llypcticnsion is o lcading cause of morbidity and mortality especially mmong the ciderly:
Vulnerable individuals such os immigrants arc at disadvantage hcalth-wisc because they arc less
likely to have access to pood quality hecalth care, utilisc available health care scrvice and have
adequatce health insurance coverage. Good Health-Sccking Behaviours (11SB) and adherence to
medication affects hyperiension related hcalth outcomes. Only a few studies on hypettension
have been linked with HSBs atnong clderly inunigrints. This study was therefore designed to
assess hcalth -sceking behaviours eelated to hypertiension among clderly immigrants in the lHauso

community of Ibadan North Local Goveenmicnt Arca (IBNLGA) in' Oyo State, Nigeria.

A descriptive cross-scctional design was adopled and #98 respondents (260 ycars ond above)
were sclected using a purposive sainpling 1echnique., Data were collected using pre-tested.
intervicwer-administered, semi-structured questionnaires and a Focus Group Discussion (I'GD)
guide. The questionnaire includes a 2.-point knowledge of hypertension and a 6-point [{SB
scale. Knowledge scores 0-1]1 and > 11 wererated poor and good knowledge respectively and
HSN scores 0-3 and >3 us poor and good HSB tespectively. I'ive FGDs were conducted among
respondents. Descriptive stalistics and Chi-square test were uscd for analysis a1t p= 0.05, while

qualitative dota were analyscd using the theinatic approach.

Apc of respondents was 62.4042.5-ycars, 50.0% wcre males. 64.0% werc marricd, and +9.4%
had Arabic cducaon. Thiny:two percent had primary cducation and 90.0% were Muslims.
Majonty of the respondents. (88.0%c) rcported that they were hypencnsive. Knowledge score
about hypertiension was [10.841.1 while 1ISB score was 3.340.6. Rcasons given by ithe
panticipants for their hypertension were; high blood pressure (92.0%), consumption of fatty foods
(86.0%). and attacks/(romswitches and wizards (50.0%%). Thc most frequently mentioned HSB
were treatmment withy herbs (82.0%%), praycrs to God (80.0%) and owver the counter drup
procurement (70.0%). As repards the reasons for choice of HHSB, majortty (30.0%) satd they had
nobody 10 1ake them to the hospital and 84.0% stated that they were not (inancially buoyant.
Almost one quarier (24.0%) claimed their behavior was because of the proximety. and
accessibility of hcalth services. Respondents aped 60-65 ycars (32.0%) significantly exhibited
good 11SB coniparcd with thosc aged 66 years and above (16.0%), The FGDs revealed that the
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¢lderly in thc community had problems such as hypertension, leg pain and siroke. Also. majority
of the respondents relicd on praycts and palent medicine vendors for treatmenmt because they

were cheaper. accessible, available and the vendors had good intcrpersonal relationships with the
respondcents.

Hypcrtension-related llcalih-Sceking Behaviouts among 1he clderly. immigrants in the |fausa
comnuniy of [badan North Local Government Area werc poor and 1licre was a high reliince on
palent medicine vendors for procurement ot drups. There is thercfore @ necd for povemment to
provide accessible, affordable, and uscr fiicndly health care oplions 1o improve Health-Secking

Bchaviours for the clderly people so as to reduce the great relinnce on patent medicine vendors

[or procurement of drugs.

Keywords:  Hcaith Sceking-Bcehaviour, Hypericnsion, Clderly Fausa immigranis,
Word count: 483
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DEFINITT@N OF TERMS

. Elderly: The World Health Organization (WHO) defines clderly persons as those aged 65 ycars
and older. However, in Nigeria, anyonc 60 years and older is regarded an clderly person Nigerian

Pemogiaphic and [lealth Survey (2008).

Nealth secking hehaviour: sequence of remedial aclions taken to reetify “perceived ill-health®

{Ahmed, Adams, Chowdhury. and Bhuiya, 2000).

ltypertension: High blood pressure, defined as a repeatedly ‘elevated blood pressure cxceeding

140 over 90 mmllg - a systolic pressure above 140 with a diastolic pressurc above 90 (WHO,

2003)

[ XX ]
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ABHREVIANTIONS

3P Blood Pressurc

CHD Coronary klcart Discasc

CVDs Cardiovascular Discascs

DALY Disability Adjusted Life Ycars

DASII Dictary Approachces to Stop | Jypertension
DBP Diastolic Blood Pressure

[1SBs tlealth-Sceeking Behaviours

IH'TN [ lypcitension

JNC Joint National Committce

NCDs Non Commnwiicable Discascs

NDHS Nigerian Demographic and Health Survey (NDLHS).
sBp Systolic Blood Pressure

UN United Nations

WHO World IHealth Organization

WHS World 1 lcaltly S1atistics

AFRICAN DIGITAL HEAL%H REPOSITORY PROJECT



CHAPTER ONE
INTRODUCITION

1.1 Background 1o the Study

The 2012 World Health Statistics (W1S). reporied thal onc in three adults worldwide, has a
raiscd blood pressure - a condition that csuscs around half of all deaths ftom stroke and heart
discasc while onc in 10 adults has diabetes (World 1Hcalth Organization, 2012). lHypertension
is thc commoncst co-morbidity of diabeles and verse versa. Both conditions cxcrt a huge
financial burden on individuals, familics. communitics and the hcalth sysiecm of any country.
The African region of the world is expenencing a double cpidemic of both communicable
and non-communicable discases (NCDs). IHypettension and diabetes are among the leading
causc of thc burden of non.comnmunicable ‘discases in devcloping countries. Current
projections indicale that by 2020, the largest‘increascs in NCDs dcaths will occur in Afiica

which currently has a heavy burden of ‘infcctious discases (Tagurum, Okoh, Inalegwul
Ozoilo. Banwal and Zoakab, 2015).

In Nigeria, hypertension i1s the commoncest cardiovascular disease rcported as cited by
Mukadas and Misbau. (2009). Maony comniunity based studics have tepotted varying
prevalence rates ol hyperiension in vatious patis of the country. IHyperiension (1TN) or high
blood ptessure 1s once of the chronic non-communicable discascs that are being recognised is

an emerging public health.problem in the developing countrics including Nigenria.

Delining hypertension can be arbitraty because there is no clear dividing line between
normal blood pressure ‘and rised blood pressure in the general population or between levels
of blood pressure which are annful and those which are not. In adults, it is gencrally agreed
that a blood pressure is abnormal when the systolic pressute is cqual Lo or greater than 140
mmllg and diastolic pressure is cual to or greater than 90 mmllg repeatedly (Oscar,

Carretero-Suzannc and Oparil, 2000).
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Hypertension, defined as syslolic blood pressure (BP) 2140 mm Hpg, diastolic BP 290 mm
Hg. increases with age, aflecling more than 50% of patients aged >60 years, and
approximalely 66% of those aged 265 years. It is well known that by 2030, | of S Americans
is expected to be 65 years or older. (Quang, Scott, Lindsay and Loida, 2012),

The prevalence of hypertension increases progressively with age. Resulls (rom the
Framingham study cited by Mohammed and Rafey (2013) revealed that among middle-aged
and elderly persons, the residual lifetime risk of developing hypertension is 90% because
systolic BP rises throughout lifc, whcreas diastolic BP rises until age 55 to 60 ycars. The
greater increase in prevalence of hypertcnsion among the elderly is mainly due to systolic
hypertension while the risk of developing coronary heart diseases rises progressively with

increasing systolic pressure or diastolic pressurc both in middle aged and the elderly (Oscar
ct.al, 2000).
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Figure L. 1: Percentage raised blood pressure (SBP 140¢and/or DBP 90 + On meds) age 25,
agestd,

Apgeing is an incvitable, natwural process that comes with its concomitant health problems
which need o be addressed because healthy ageing is necessary for economic and national
growth and development. The inevitability of ageing and the fcar of dying have haunted the

human race and it has been a human dream to retard ageing and defy death (Sainaru and
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Sainani, 2005). A changing demographic structure is occurring worldwide with a gradual
shifl towards a higher proportion of older people. With a few cxceptions. more people 1n both
high- and low-income regions arc living longer than cver be fore.

A\ declining trend in both fertility and monality rotes has incrcascd averape life ecxpeclancy
cspecially with the access to improved medical carc brought about by technological progress
and thus, crcutcd a new sct of challenges in today's socicty. The number of older people 1n
the low-income countiics is cxpanding rapidly. Thc nct increase of older population

worldwidc is about onc nillion cvery month two-thirds of tliem in the low-incomce countrics
(Global 11calth and Agcing. 201 1).

In recent yecars, as population ageing has grown into a*defining global issuc™ aecording to
Help Age Intcmational 2002, concerns have cincrged repacding policy interventions
apptopriate for older people cspecially in the‘area ol elderly health care. The size of the
clderly scgment of the population is increasing indeveloping countries as the latier undergo a

demographic transimon, with o concomitant. increasc in life cxpectancy. Indced, it is

cstimated that by the ycar 2025 the majonity of the clderly people worldwide will reside in
dcveloptng countrices.

In 2008, worldwide, approximatcly 40% of adults agcd 25 and above had been diagnosed
with hypencension; the number of people with the condition rosc from 600 million in 1980 10
1 billion in 2008 (WI1i@, 2010). Thc prevalence of hyperiension is highest in the African
Region at 46% of adulls aged 25 and above, while the lowest prevalence at 35% is found in
the Americans (ligurc L#). Overall, high-income countriecs have a lower perevalence of
hypenicnsion - 35% - than other groups at 40%. Worldwide, raised blood pressure 1s
estimated 1o cause 7.5 'million dcaths, nbout 12.8% of the total of nll dcaths, Raisced blood
pressure 13 @ major risk factor for coronary hean discasc and 1schcmic as well as hemotrhagic
stroke. Blood pressure Icvels have been shown to be positively and continuously related to
the risk for sirokc and coroniry hean discase, In some age groups, the nisk of cardiovascular

discosce doubles for cach increment of 20/10 mmllg of blood pressurc, stuting as fow as
115775 mmilg.
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Across the WIIO rcgions. the prevalence of raiscd blood pressurc was highest in Africa,
where it was 46% for both scxes combincd. Both men and women have high rates of mised
blood pressurc in the Alrica region, with prevalence rates over 40%. The lowest prevalence
of raiscd blood pressurc was in the WHO Region of the Americas at 35% for both scxcs.
Mco in this region had higher prevalence than women (39% for mcn and 32% for woincn):
Devcloping countrics are thus likely o face an cnorninous burden of chronic non-
cotnmunicable discases in the near future. OF thesc discascs. hypeticnsion is one ol the most
importait trcatable causes of mortality and morbidity in the cldcrly population and accounts
for a large proportion of cardiovascular discases in the clderly population (Edirin, 2013).

Oldcr peoplc's lives arc characterised by growing inadequacics in customary’ family’ supporis,
social exclusion and non-cxistent social sccurity targeted 4t them. thus being very vulnerable
to poverty and discascs (Ajomale, 2007). 1t is cstimated thot by 201S, there will be 64.6
million clderly in the world; this tigurc is cxpecied W rise 10 103 million in 2030 aand by
2050. we should have over 205 million clderly people (U.N.. 2002) becausc Nigeria has the
largest number of elderly people. over the'age of 60 ycars. United Nations 2005 had it that

5% of thc total population in Nigeria arc‘aged 60 and abovec,

The concem over cardiovascular..discasc is especially relevant in the healthcare of a
developing nation like Nigena. {n Nigeria, 57 tmillion people arc cstimated 10 be hyperiensive
with many still undiagnosed. There arc currently 22% total deaths duc to non-communicable
discases (NCD) and out of that, 9.2% is rclated 10 cardiovascular discases. {Opah. Okpechi,
Chukwuonye, Akinycmi, Onwubcere, Falasc, Stewart, and Sliwa 2012). Developing countries
arc thus tikely 10 face an cnormous burden of chronic non-communicable discases in the ncar
future. Of these discases, hypcericnsion is onc of the mosl important trcatable causes of
mortality and morbidity in the clderly population and accounts for o large proportion of

cardiovascular discases in the clderly population,

WHO dcfincs hcalth as a state of complcic physical, mcntal and social well-being and not
mercly the.abscnce ol diseasc or infirmity (W110, 201 1). Hcalth in older age is thercfore to a
large cxtent/a reflection of the living circumstances and actions of the individual dunng the

cntire lifc span. To be healthy means morce than not having discasc ot intirmity, but 10 be in
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hannony with onesell’ and the environment, [n this sense, discase is a threal o harmonious
lunctioning of the body system. Thus. the nced for prolective mechanisin ol the body” 1o

reinain tusalthy in ander lo avoidnickness (s imperative,

Onco a person assumes a 1ick role. it is obsenved that he/shie seeks medical advice, cooperate
with medica]l experts und scck for medical care. llealth scekers in Nigera, like any'
develuping couniry, tend 10 do 30 base on the resources il the disposal of the family
nccording to FIERFON, Nigenan llcalth Review (2006}, Scyvewal other (actors arc involves 4d
hcalth-secking behaviour among households in Nigena. These faciors inciude; the sevenly of
the symproins of illncss, socio-culiural influences. disiance, place and cost o[ remiment,

income, lcvel of cducation and quality of health care focilitics, (HHERIFON, Nigenan llealth
Revicw, 2006).

The heatth-seckiug behaviaur of population age“detcrmines how health services are used and
ut tum derennuies the health oulcuines of populaitons. Factors that determine heslth-secking
hchaviours may by physical, sacio-cconomic, ¢ultural or political. Indeed, the utilization of a
health care system may depend on educational levels, economie factors, cultizal belicls and
practices. Other factors include -environmental conditions, socio-demographic factors,
knowledge about the facilitics, gender issucs, political cnviconment, and the healih care
system iset!, Undersianding human bechaviour is prerequissie 10 change behaviour and

improvie health practices cspecially towards non communicable discases. {David, Petra, Cert
and Miph, 201.4)

1.2 Stntementt of problem

Available dawa (fom “Standard reference sample has it that the proportion of clderly
popufation (60#) has/gonc up lrom 6 10 8 pereent respectively duiing 199) 10 2011, and
predicted that it-would be 19.1% in 2050. Demographic transition is going on across globe
resultling 10 aging of the population. And uccorntling o Alam, Soni, Jain. Verma and Panda,
2015, thesorld! population will have increased by a factor ol 3.6; those 60 and over will have
tncrcascd. by o fnctor ol 10; and those 80 and over by a Inctar of 27 as state m the

dcrnographied of aging from 1950 10 2050,
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The incrcasc in clderly population will itnposc a greater burden on Lhe alrcady outstreiched
hcalth scrvices in the country. £lderly arc inost susceptible to long tenn illness. OF panticular
impoitance after the age of 40. are the degencrative discases of thie hean and blood vesscls
(Park. 2013). The World Hcalth QOrganization has identified hyperncnsion, or high blood
pressurc, as the lcading cause of cardiovascular mortality. The World 1lypericnsion
Lcaguc (WIHL). an urnbrella organization of 85 national hypenension socictics and leagucs.

recognized that more than 50% of the hypertensive populations world-widc arc unawarc of
their condition.

World 1lealth Organization (WHQ) has drawn attention (o the fact that Coronaty Hcant
Discasc (CHD) is our modem “‘cpidemic not an ‘unaveidablc attribute of agcing. In carly
ninetics C1[1) was cpidemic in developed and well performing countrics, but novv developing
countrics arc catching up duc 1o modcmization of socicty. Cardiovascular discases (CVD)
are responsible for about 25% of tiie Disability Adjusted Life Year lost (DALY's) duc 1o non-

cornmunicablc discasc (Okechukwu, tkechii [nnocent. Joshua. Basden, Ayodcle, Simon and
Karen. 2012).

[{ypertcnsion remains a inajor global public health challenge that has been identified as the
lcading nisk factor for cardiovasculor inorbidity and monality as well as all-causes of
mortalitics (WI11O. 2002: Joint National Commiittec [JNC], 2003). Being the pivotal
dctcrminant of cardiovoscular cosnplications such as coronary hcan diseasc, myocardial
infarction, stroke or renat insulficicncy, hyperiension affcets approximately | billion people
worldwide (4.5% of the current global discasc burden), 340 million of these in cconomically
developed and 340/million in cconomically developing countries. In the UK, The National

Health Service cstimales that about 40% of British adults have the condition.

In the USA approximatcly 72 million peopic have high blead pressure - about | in cvery 3
adults, according 10 the National llcatt Lung and Blood Institute. The Nattonal Institutes of
llcalth (NILI) csumalcs that about two-thirds of pcople over the age of 65 in the USA have
high blood pressurc and also the number of pcople living with hypertiension (high blood
pressurc) is predicted to be 1.56 billion worldwide by the year 2025 Annually, il causes 7.1

million onc-third of global preventnble premature deaths (Gunatathne, 2008). Hypeticnsion
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The increase in clderly populution will impose a greater burden on the alrcady outstretehed
health services in the countty. Elderly are most susceptible to long tcnin illness. Of particular
importance aficr the nge of 40, are the degencrative discases of the heart ond blood vesscls
(Park. 2013). The World Hecalth Organieation has identified hypertension, or high blood
pressute, as the lcading causc of cardiovoscuter 1nonality. The World 1lyperiension
Lcague (WHL). an umbrella organization of 83 national hypericnsion socictics and lcagucs,

rccognized that tnore than 50% of the hypertensive populations world-wide are unaware of
their condition.

World Hcalth Orgonization (\WIIO) has drmwvn astention to the fact that Coronary Iican
Discasc (CHD) is our modern “cpidemic™ not an unavoidable attribuic of agcing. [n carly
ninctics CIID was cpidemic in developed and well performing countrics, but now developing
countrics arc catching up due to modemization.of socicly. Cardiovascular discases (CVD)
are responsible for obout 25% of the Disability Adjusted Lite Year lost (DALYs)duc tlo non-

coinmunicable discasc (Okcchukwu, lkechi. Innocent. Joshua. Basden, Ayodcle. Simon and
Karen, 2012).

Ilypertcnsion rcmoins a major global public health challenge that has been identificd as the
lcading risk factor for cordiovascular” morbidity and morality as well as all-causes of
mortalitics (\WHO, 2002: Joint Nastional Conimitice [INC], 2003). Being the pivotal
determinant of cardiovasculas. complications such as coronary heart discase, myocardial
infarction, stroke or rcnal tnsulficicney, hypericnsion affects approxitnately 1 billion people
worldwide (4.5% of the edrrent global discase burden), 340 million of these in cconomically
developed and 340 anllion in cconontically developing countries. In the UK, The National

Hecalth Senvice estimates that about 40% of British odults have the condition,

In the USA approximatcly 72 million people have high blood pressurc - about | in every 3
adults, according to the National Ilcart Lung ond Blood Insutute. The Natlonal Institutes of
llcalth (NJE1). cstimates that about two-thirds of people over the age of 65 in the USA have
high bleod pressurc and also the numbcr of people living with hypencasion (high blood
pressure) is predicied to be 1.56 billion worldwide by the ycar 2025. Annually, Ut causes 7.1

million onc-third of global preventahle premature deaths (Gunarathne, 2008) Hlypericnsion
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Dcaths in Nigeria rcached 9,171 or 0.48% of 1otal deaths. The age adjusted Death Rate is
13.62 per 100,000 o[ population ranks Nigeria as numbcer | 12 in the world, (WI1{O, 2014).

In alniost all of the regions of the world. the older population is growing very [ast according
to United Nations, 2009. 1t is estimated that by 2015, there will be 64.6 million clderly in the
world; this figure is expected 1o risc to 103 million in 2030 and by 2050, we should have
over 205 million ciderly people. Hyperiension is the leading causc of cardiovascular diseasc
worldwide. 4ypertension is also a inajor cause of disability, causing an cstimated 13% of all
decaths in the world. Motc than 20% of adulls are hypertensive with a very poor rate of
control and only onc third of hypetteasive patients trcaled achicve the correct goal ol blood

press. The prevalence of hypericnsion canges between 1010 20% in Nigeria according 10
(WHO., 2009).

Scveral communily-bascd investigations crnphasiz¢ that hypertension increases with ageing
and is rapidly cmerging as anajor public hcalth problem in developing countiies. In 2015, 3
years later, the older population rose by $5 million and the proportion of the older population
rcached 8.5 perecnt of the lolal population. Aftica, for instance, is projected to sull have a
yaung population in 2050 (llc. Goodkind and Kowsl, 2015) yet the projccted 150.5 million

older Afncans wauld be almost quailruple the 40.6 million in 2015,

Ihe knowledge of the causes ot hypceriension is poor. Aboul 90-95% of pecople having
hypertension do not know they have hypertension. {Amencan lican Association Inc, 2004),
Ilowever, in most coinmunities; only aboutl 50% of thosc who arc hypenensive arc aware ol
tlieir condition and less. (hun’50% ol these are recciving adequale trecatment. a situation that
has been called “‘theweule of halves™ (Marques-Vidal and Tuomilchto, 1997) In Nigena,

awarencss is poor. as only 33.8% ol hypertensives are aware of their condition (Familoni
2002; Akinkugbe, 2003, Kadiri, 2005).

The problemis in hcalth-sccking behaviours refating 1o hypertension mnongst the clderly are
duc 1o financial constmints m secking hcalth care, rccognition of sympltoms and
interpretation of affected individunls and those around them, lack of knowledpe and non-

avarlability of investigations and screcning (I.adha, Khan, Sakhan, Malik, Miuvllah, Kayani
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and Saleem. 2009). Other attributes might be duc 10 their poor cducational background.
social cultural belicfs, health belief and perception. Some people still knew' that hypcrlcns;on
could be caused by evil spirits, cnecmy remote attacks, or food poisoning (lyalomhe, and
Ilyalomhe, 2010). Sadly too. is the fact that majority of the hypeitensive, the educated and
illitemics inclusive were unaware of the symptomless nature of the discases. These atlributes
may be responsiblce for their negative altitude to treatment together with high non-adherence
and poor lifestyle adjusiment (lyalomhe, ond lyalonihe, 2010).

Nigeria is the most populous country in Africa and currently has the highes: older person’s
population in Africa (Kinsclla and Velkofl, 2001). Since hypertension increases with age it is
impartant to docuincnt the determinant of health-sccking-behaviour of the clderly as rcgards
o hypertension (Whelton and Munincr, 2004). Proper-undersianding of hcalth-sceking
behaviour could reduce delay to visit healih Afacilitics, diagnosis, imprave treaiment
compliance and improve health promotion strategics in a varicty of contexis. flcnce assessing
the health-sceking behaviour; knowledge, perceplion ol the rsk factors of hypcriension. and
lifestyle practices towards prevention and smarnagement of hypeitension :n the clderly is
viially important in achicving hypentension control goals amongst the Llderly Immigrants in

the Hausa Community and nlso for meeting quality standards in healthcase delivery.

1.3 Justification

fhc tum of the 21™ century ~was, marked by concems over the public health burden of
hypertcnsion globally. Hypertension substantially increases the risk of cardiovascular and
rcnal diseases such as stroke,, coronary artery discasc, hcast failure and cnd-stage renal
discasc. The concem over cardiovascular discasc is especially relevant in the healthcare of a

devetoping nauon like Nigeria. In Nigeria, 57 million peeple are estimated to be hypenensive
with many still undiagnescd (Mapis, 2013)

Despite the huge burden of heart discase in Sub Saharan Africa, the level of awarcacss s
very poer.and-as such the wrong ottitudes have been adopied about the discase There 1s no
doubt that knowlcdge and attitudes of paticnts have iinpact on the managemcent of their
illncsses, and improving knowledge s known o improve complignce \with trcatment

According to thec World Health Orponization (2009), non-compliance with long-term
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mcdication for conditions such as hypcnension. dyslipidemta and diabelces is a common

problcin that Icads 1o compromised health benefils and scrious cconomic conscquences in

tcrmss of wasted time, moncy and uncurcd discasc,

Incorporating knowlcdge about hcalth-sccking behaviour into health service delivery
stralcgies in a way which is scnsitive to the local dynamics of the community will enhance an
extremely positive development. The whole arca of knowledpe around health-sceking
behaviour is rendered of linic value if not incorporaled into management and sysicm
dcvclopmenis. The foclt that health-sccking behaviour is “not cven mentioned® in widely used
medical 1cxtbooks (Stcen ond Mazonde. 1999), perhaps reflcets that many health-secking
behaviour studics are presciled in a manner which delivers no eflcctive route fonward.
Proper understanding of hcealth-sccking behaviour could reduce delay in hecalth facility

visitalions, diagnosis, improve trcatment compliance and impiove hcalth promotion

siralegics in a varicty of conlexls.

Scverdl communily-bascd investigations have served 1o ecmphasize that hyperiension is
rapidly cmerging as a mojor public healih problem also in developing countrics (Fucnics,
lilmaniemi, [.ourikaincn, Tuomilchio, and Nissinen, 2000). However, only a few of these
studics included clderly immigrant people, and fewer still have focused cxclusively on the

hcalth-sceking behaviours of this segment of the population. a gap that this study scl oul to
{11,

Findings from this study“will be usclul in designing cvidence based health promolion and

cducation programnies/thal can be used to inform the elderly on the importance of hcalth-

sccking behaviour towasds prevention and management of hyperticnsion.

1.4 Rescarch Qucations
The following-gucstions were answeted hy this study:

. Whatus the levd of knowledge of the risk foclor, signs and symploms of hypertension

among the clderly 1n Sabo community of lbadan?

2. llow common is hyperiension among the cldcrly in Sabo coinmunity of Ibadan?
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J.  What are the health-secking behaviours towards hypeniension among the clderly in
Sabo

Comnunity of Ibadan?

4. Whal arc the rcasons for the various health-sceking behaviours among the clderly in

Sabo

communily of lbadan?

L.4.1 Broad Objective

The broad objective of the study was to investigate the healih-sceking behaviour towards

hyperiension, among the clderly immigrants in the |lousa-speaking Community, in Ibadan

North Local Governinent Area of Oyo State

1.4.2 Specific Objective
The specilic objectives of this study werce 10;
1. Assess the level of knowledge on the couses, signs and symploms of hypertension

among 1he clderly in Sabo, community.

2, Bclermine the reported prevaience of hyperiension among the clderly in Sabo
communily
3. Identify the health-secking behaviours relaied to hypertension among dic clderly.

4. Ascertain the reasons for the choice of the various heallh-sccking behaviour among the

clderly

1.6: Hypotheses

1 ‘There is no signitican! association between age of respondents and their level of Elealth-
sceking Bchaviour

2 There is no significant associalion between age of respondents and their level of knowledge

on the causes.of hypcrtcnsion.
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CHAPTERTWO
LUTERANTURE REVIEW

2.1 llyperiension

lHigh blood pressure is also knowa as hypertension. [t is the amount of force cxerted against
the walls of the nrteries as blood Mows through them. Il a person has high blood pressute il
means that the walls of the arterices are receiving 100 much pressure repealedly - the pressure

nceds 1o be chronically clevated for a diagnosis of hypericnsion 1o be confirmed. [n

mcdicinc chronfc means for a sustained period; persistent. (Nordqvist, 201 5).

It is a condition in which the blood vessels have persisiently mised pressure, putling them
under increased siress. Euch time the heart beats; itspunips blood into the vessels, which carry
the blood throughout the body. {3lood pressure 1s crcated by the force of blood pushing
against the walls of blood vessels (arterics) as it is pumped by the hcan. The higher the
pressurc, the harder the heart has o pumnp. When systolic blood pressure is equal (o or above

140 mm llg andfor a diastolic blood pressute equal to or above 90 mm Hg the blood pressure
is considered to be raised or high, (WI10, 2015).

This mcans the sysiolic tcading (the pressure as the heart pumps blood around the body) is
over 40 mmlig (millimcicts of mercury) and/or the diastolic rcading (as the heant relaxes
and refills with blood) is over 90-mmllg. [laving high blood pressurc for a short amount of
time is a normal physiological response to many situations. 11owever, a systolic reading of
180 mimllg or higher/OR a"diastolic reading of 110 mmHG or higher could be a sign of o

hypettensive crisis thut wasrants immediate medical altention.

Anyonc who gets such o reading when testing their own blood pressure should watt a couple
of minutes and “repeat the tcst. If the reading remains at that level or increases. seek
emergency mcdical tremment (MacGill, 2016). “Amctican llcat Association [AHA] (2016)
defines.the following ranges of blood pressure (in mmllg): Normal blood pressure s
below 120 systolic and  below %0 diastolic.  1're-hypeitension  is 120-139 systolic of 80-
89 diastolic, Stage [ high blood pressure (hypericnsion) s 1.30-139 sysiolic or 90-
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99 diastolic, Stage 2 high blood pressute (hypertension) is 60 or higher systolic gr 100 or

higher diastolic. 11yperiensive crisis (a medical cmergency) is when blood pressurc is
abovc 180 systolic or above 110 diastolic.

2.2 Epideeniolopy of 1lypertension

Epidemiologic studics such as the Nationaol ticalth and Nutrition I:xamination Surveys have
shown that the overoll prevalence ol hypeitension in non-institutionalized individuals above
the age of 65 is between 50% and 70%. The prevalence is highest among Afttcan-Amencans
relotive to whites and Mexican-Americans. Unlike the younger hypericnsive population in
which there is a male predominance, there i1s no marked gender diffcrence in the oversll
previlence of hypertension in the clderly. Moreover, the apc-associatcd increasc in the

prevalence of isolated systolic hypcertension appears o be greater lor women than for men.
(Supiano, 2010).

As per the World llcalth Statistics 2012, ofthe estimated 37 miltion global deaths in 2008.
36 million (63%) were duc to non-communicable discases (NCDs). The targest proportion ol
NCOD dcaths 1s causcd by cardiovasculor discascs (48%). In terms of alribulablc dcaths,
rassed blood pressure ts onc ol the Ieading behavioral ond physiological risk factor to which
13% of global dcaths are attributed. [ yperiension is reported 10 be the fourth contributor to

premature death in devcloped counteics and the scveath in developing countrics,

Recent repoits indicate that necarly 1 billion adulls (more than a quaster ol the world’s
population) had hypeitension in 2000. and this is predicicd to increase 10 1.56 billion by
2025. Earlicr rcportsalso suggest that the prevalence of hyperiension is rapidly increasing in
developing countrics and is onc of the lcading cuuses ol death ond disability. Whilc mean
blood pressure has dccrcased in ncarly all high-incoine countiics, it has been stable or
increassng in mast African countrics. Today, incan blood pressure remains very high in many

Alrican and somc Luropcan countncs. The prevalence of raiscd blood pressute in 2008 was

highest in the WIHO Aflhcan Region at 36.8%. (Supiano, 2010).
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lIypcriension is a worldwidc cpidemic; accordingly, its cpidemiology has besn well studicd-
Dato from National Health and Nutrition [:xamination Survey (NHHANES) spanning 2009-
2012 1in the United States found that in the population aged 20 years or older, an estimaied 80
million adults had hyperiension, with a prevalence of 32.6%. I1yperiension affects US men
and wonien ncarly cqually, affecting an cstimated 38.3 million men and 417 million women.
(Mozaflarian .Benjomin and Go2015).

Globally, an cstimaicd 26% ol the world's population (972 million pcoplc) has hypenension.
and the prevalence is expected to increase o 29% by 2025, driven largely by increases in

ecconomically developing nations. (Kcamcey, Whelton. Reynolds. Muntner, Whelion, and }lc,
2008),

The high prevalence ol hypenension cxacts a tremendous public health burden. As a primary
contri butorto hcant discase and stroke. the first and third lcading causes of death worldwide,
respectively, high blood pressure was the top madifiable risk factor for disability adjusted
lifc-ycars lost worldwide in 2013 (Forouzaniar, Alexander and Anderson, 2013).

Globally, black adults have among the highest rates of hypcriension, with an increasing
prevalence. Although white odults also’ have on increasing incidence of high BP, they
develop this cond:tion later in life than black adults and have much lower average BPs. In
facl. comparcd to hypenensive white persans, hypericnsive black individuals have a | .3-fold
higher rate of nonfatal sicoke, a-¥:8<(old higher rate of fatal strokc, a 1.5-fold highcr monality

1ate duc to hean discase, and a+4.2-fold higher ratc of cnd-stage renal discase, (\fozaflazian.
Beojasnin ond Go2015)

Bfack indniduals havc -a~higher prevolence and incidence of hypeniension than white
persons, (Brown, 2006). The prevalence of hypericnsion lias been reponied to be incrcasced by
50% in blacks. Moststudics in the United Kingdom and the United States wepon not only a
higher prevalence but also a lower awarcness of hypericnsion in black pcople than in whitc
people. Mortality' from hyperiension in African-Canhbean-borm people is 3.5 times the
national rate; similar data have been published for African American citizens, The prevalence
and incidence of hypertension in Mexican Americans are similar (0 or {ower than those tn

non-Hisponic wlitcs (Marik and Varon . 2007).
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221 Magnitudc of 1 lyertension

Worldwidc, raised blood pressurc is cstimated to csuse 7.5 million desths, about 12.8% of
the total of all dcaths. This accounts for 57 million disability adjusted lifc ycars (DALYS)or
3.7% of total DALYS. Globally, the overall prevalenee of roised blood pressure in adulis
aged 25 and over was around 40% in 2008. The proportion of the world’s population with
high blood pressure, or uncontrolled hypeitension, fell modestly between 1980 and 2008.

Llowever, because of population growth and ageing. the number of people with uncontrolled

hypeitension rosc from 600 tnillion in 1980 to ncarly | billion in 2008.

[typertcnsion remains a major global public health challenge that has been identificd as the
leading risk factor for cardiovascular morbidity and mortality (WO, 2002). Annually. st
causes 7.1 million (onc-third) of global prevenlable premature dcaths. In a three scnal
cpidemiological studics (Critcria: 2140/90 mm of Hg) carricd out during 1994, 2001 and
2003 demonstrated rising prevalence of llypertension (30%, 36% and 51% respectively
among males and 34%. 38% and 51% among fcmales) [Gupta, 2003]. A study conducted by

the Tulanc University School of Public, Ilealth’ statcd that the prevalence of blood pressure
will soar 1o 1.56 billion by the yecar 2025,

Oversll, approximately 20% of the world’s adults arc cstimated 10 have hypenension, swhen
hypencnsion is defined as 3{*=in excess of [40/90 mm llg. The prevalence dramatically
increases in patients older than60 ycars: In many countrics, 50% of individuals in this age
group have hyperiensions-Wornldwide, approximatcly 1 billion people have hypencasion,
contiibuting to more than 7, Lmillion deaths per year (World Health Orgonization, 2002),

Also, according 10 a/World Ilcalth Organization (W110) report In 2002, there is emcrging
cvidence 1o show that the pattern of discoses in sub-Soharan Africa is changing, with Non-
Communicable-Discases (NCD), responsible for about 22% of the total deaths in the region
in 2000, cardiovasculer discasc alone accounting for 9.2% of the total morwality = By 2025

about 75% of the world hypertensive populstion will be indeveloping countries
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It is esthnated that hypertcnsion affects about | billion people all over the world and it is the
muin risk foctor for many other cardiovascular discases (Adeloye.Basquill, Aderemi
.Thompson ., and Obi 20t5). The prevaleace of hypericnsion tn Nigeria may form a
substantial propoition of thc total burden in Africa because of the large population of the
country currently cstimnted 10 be over 170 million (World Nank Nigerin 2013)- According o
rescarch, in 2010, there were morc than 20 million cascs o fhypericnsion in Nigena aflecting

onc in-thrce men and onc-in-four women. [Ins is scl 10 nsc 1o 39 mllion cases by 2030
(Jovce, 20159).

In a study dcsigned to cstimate the prevalence ol hypertension and understand the licalth-
sccking-bchavior among the clderly in rural PPuducheity, south India. A total of 211 clderly
froin a rural coinmunity were sclecled by systematic rendom sampling. The study revealed
that prevalence of hypertension among study participants was 40.5%. About 62% (53 out of
85 hypcricnsives) were alrcady awase of their hypericasive status. (Chinnakali. Mohan,
Upadhyay, Singh. Srivastava. and Yadav 2012).

The Lifestyle Promotion Project (1.LPP).in a study to deleninine Prevalence and Associaled
[Factors of Pre-hypenicnsion and [lypericnsion in Iranian Population: found that asound
47.3% and 22.6% of thc panicipants had pre-hypeitension ond hypeitension respectively
(Tabriz, Sadeghi-Bazargani, FFaraltbakhsh. MNikniaz and Nikniaz, 2016). This ratc reflects a

significant nalional hypcitension problem

In the first nationwide strvey)of the prevalence of risk factors for NCDs in the 15-635)ear
popolation of Iran in/2007, the prevalence of pre-hypertension and hypeniension in Cast
Azcrbaijan was 38.1% and 20.47% respectively (Alwnadi, Mobasheri and Sooni, 2014) which
shows that pre-hypericnsiovhypertension rates in ndulis nre growing at an alacming rate. The

results revealed that-ncarly half of the population was classilied as pre-hypertensive (Tabrizi,
2016)

The prevalence of hypertension in Nigetio may' fonn a substunial proporiion of the total
burden in Africa becausc ol the lirge populatlon ol the country curicntly estimated 1o be over

170 million (World lealth Qrgunisntion, 2005}, it is the numbwr unc risk tactor for stroke
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heart failure, ischcmic heart discase, and kidney failure. With an increasing aduh population

as well as rising prevalence of hypertension. Nigeria will expericnce cconomie and healih
challengces duc to the discase il the wdc is not arrested.,

A Nigcrian-bused study conducted by Ajayi, Sowemimo, Akpa and Oasoi (2016) aimed 10
investigate the prevalence of hypeticnsion and associated factors armong the residents of
Yainctu cotnmunity in Ibadan-Notth Local Goverminent Arca of Oyo State, showed thal
among 806 rcspondents studied and aged from 18-90 ycars. The overall prevalence of

hypericnsion was 33.1% (male 36.8% and female 31,1%). flypeitension is a public headth
challengc issue,

22 2 Chawsificatiun of Innpwrtomion

llypeniension can be classificd as cither cssential(pamaiy’) or secondary.

Essentiad or primary hypertension: means that.no medical cause can be found 10 explain the
raiscd blovd pressure and represents about 90-8S /per cent of hypettension cases. Primazy, or
cssciial, high blood pressure ts the most common type of high blood pressure as acute
stress, intense exercise und other factorsican briclly clevate blood pressure cven in people

whose blood pressure 1s noamal, @ diagnosis of hypcttension requires several readings
showing high blood pressure over.ume.

3lood pressure does vary throughout the day, loweiing during sleep and rising on awakening.
[t also riscs in responsc toexcitemens, anxicty and physical activity

Btood pressurc also incscasesssteadily with age as asterics bocome stiffer and narrower due to
plaque build-up. Vasculnr and heatt discasc also contribute to rising blood pressure 1n older
adults, nnd a high‘systolic reading is a major risk factor for cardiovascular disease in adults

over SO years old, (WS Nntional Institutes of 1lcalth, 2013.)

1ligh blood ‘pressure that ts not caused by another condiion or discasc Is tesmmed primary.
hypericnsion (o esscniial hypertension). 1t is unlikcly 10 havie a specific cause but is instead
usually a result of inultiple lactors, including blood plasma volunic and activity of the rcnin-

angiotensin systern, the honnonal regulator of blood volume and pressure, Primany
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hypertension is also influcnced by environmental factors, including lifestyle-rélated issucs
(Mac Gill. 2016)

Sccondary hypertension indicates that the high blood pressurc is a result of another condition,
such as Kidney discase. Persistent hypertension is onc of the risk factors for stroke, hean
attack, hcart failure and anterial ancurysm and a lcading cause of chronic renal failure: Even
modcanc clcvation of arteriai blood pressure Icads to shortened life expeciancy (American
llcart Association, 2016).

It is caused by another medical condition it has an underlying cause, such as kidney disease
or use of certain medicines. This type usually resofves after the causc is treated or removed.
Now' thought to be onc of the inost common causes of treatment-resistant hypertension, is
pnmary aldostcronism, a hormone disorder cousing an imbalance between potassium and
sodium levels, thus lcading 1o high blood pressure.‘Llypeitension resulls in the compromise
or imbalance of the pathophysiological mcchanisms, such as the hormone-regulating

endocrinc system. that repulate bleod plasina volume and heart function. (George and Mac
Gill, 2015)

Secondary hypertension: Many conditions causc hypertension; some are common and well
recognized secondary causcs such as Cushing's syndrome, which is a condition where the
adrena) glands overproduce the hormonce cortisol. In addition, hyperiension is causcd by
other conditions that cause homnone changes such as hypenhyroidism, hypothyroidism, and
oentain twnors of the adrennl‘medulla e.g. phcochromocytoma, (George and MacGill, 2015).
Other common causes of sccondas) hyperiension include Kidney discase. obesity/metabolic
disorder, pre-eclampsia/during pregnancy, the congenitat defect knovwn as coarctation of the

aortn, and cenvain prescription and illegal drugs (Camretero and Opauil, 2000).

Secondary hypertcnsion can also result from; Diabetes (both duc 10 kidney problems and
nerve damage), Kidney abnormality, including 8 tumor on the adrenal gland, which is located
on top of the Kidneys. A structure! abnormality of the aorta (the large blood vesse] leaving
the heart) that'has existed since birth, Narrowing of ceitain arteries, Pheachromocytoma
(a cancer), Cushing syndrome (which can be caused by use of corticosieroxd drugs),

Congenital adrenal hyperplasia (disoider of the adrenal glands, which secrete the hormone
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contisol).Hyperthyroidism (overactive  thyroid  gland),  Flyperparathyroidism  (which

affectscolcium and phosphorous levels), Pregnancy, Steep apnea and Obesity, (LS National
Institutes of tlcalth 2014).

Blood pressure is also classified based on the systolic and diastolic blood pressures. Systolic
blood pressure 1s the blood pressurc in vessels during a heanbeal. Diastolic blood pressure s
the ptessuie between heartbeats. A systolic or the diastolic blood pressuse measwrTment
higher than the accepted nortnal values for the age of the individual 1s classified as pre-
hypertension or hypeitension. Isolated systolic hypcriension ‘tefers 10 clevated systolic
prasae with noml diastolic pressure and is common in the elderly. These classifications

are made after averaging o paticn(’s resting blood pressute readings taken on two or more
office visits, (American llean Association. 2016).

2.23 Risk Factor for IIvperiension

Even though there is no identifiable cause for/cssential high blood presswre. there is siiong
evidence linking some nisk faclors to the likelihood of dcveloping the condition. Most of the
causes below arc cascntial high blood pressure nsk f(aclors: there aic also a couple of
wxandary hugh blood pressure examples: Physical mactivity; Lock of cxercise. as well as

having a sedcntary lifestyle, ruses the risk of hypeniension,(American Heat Association
2016)

Poor diet, especially one that/includes oo mich salt and lalty food- Researchers from the
Uriversity of Michigan | lealth Systemn reported that socictics where people don't cat much
sajt have lower blood pressures than places where people cat a lol of sali, Many health
profesnionals say that & diet high in fat lcads 10 a rriscd high blood wexswre risk_ | loweves,
most dictitians stress 1hat the prodlem is not how much far Is conswned, but rather what type
of fats_ Fats sowved from plants, such as avocados, nuts, olive oil, ctc., as well as omega oils
which are comman in some 1ypes of {ish, are gaod for you - while, saturaied {ais which sre
cammon in eninul’ sowvted foods, as well as trans fals are bad for you (\'emican Hean
Associauon 2016).
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Alcohol and tobacco usc- Smoking causes the blood vessels 1o narrow. resulting in higher
blood pressurc. Smoking also reduces the blood's oxygen content so the heart has 1o pump
faster in order 1o compensale, causing a risc in blood pressure. The sk may even somctimes
include pcople who drink regularly. but not in cxcess. Pcople who drink rcpularly have
higher syslolic blood pressure than people who do not, said rescarchers froin the University
of Bristol, UK. They found 1hat systolic blood pressure levels are about 7 mmllg higher in

frequent drinkers than in people who do not drink (Lackland and Egan, 2007, Djoussé and
Mukamal , 2009).

Ccrtain discascs; Psoriasis can causc high blood pressure and there are a number ol gencral

risk factors for hyperiension. including:

Age - The risk of high blood pressure incecascs as-you age. lligh blood pressure is more

common in men who are 45 ycars of agc and older, while women are more likely (o develop
the condition aficr age 65 (Sanjai, 2013)

Race - High blood pressure is morc common‘in Aflrican-American adults than in Caucasian
or Hispanic-Amencan adults. African-Amicricans tend to develop hyperiension earlier in life

and olien experience more severe cases that'lcad lo scrious complications, such as stroke.
hcan snack. and kidney failure (Sanjai2015).

Obcesity/ovenveight-Ovenveight refers to having cxira body weight frorn muscle, bone, fat
and/or water, Obesity tends 16 refer just 10 having a high amount of cxira body fat. Both
ovenveight and obesc people arcmore likely 10 develop high blood pressure. cownpared to

people of normal weight-Loweting weight 10 normal can reducce blood pressure level (Umar,
2006).

Sex - males and fewnales have differemt risk profiles. While lifctime risk is the same for
evcrybody, menrare more pronc to hyperiension ot a younger age and women have a higher

ratc of hypertension at older ages (WEHO, 2014).

Family history- [f you have closc Jamily members with hypencnsion, your chances of

developing it are significantly higher. An international scicntific study involving over 150
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scientists {rom 93 ccnters in Europe and the USA identificd cight common genetic

differences which may increasc the risk of high blood pressurc (Beckeiman, 2016)

‘Feniperature - A study which monitorcd 8801 participants over the age of 65 in thice
IFrench cilies. found that systolic and diastolic blood pressure values differed significantly
across lhe four scasons of the year and according 1o the distribution of outdoor

icmperature. Blood pressure was lower when it got wanncr, and rosc when it gol colder
(MacGill 2016),

Ethnic backgreund- Ilypcricnsion can aflcct anyone, Iowever, it occurs more often in
Afncan Amcrican adults than in Caucasian or Hispanic American adults. In relation o these
groups, African Amcricans: Tend to get hyperiension carlicr in life, oficn have more scvere

hypentension, arc nore fikely 10 be awase that they have hy'pericnsion and to get treatment
(Kosugi ct al. 2009).

Mental stress- Various studies have offercd compelling cevidence that mental siress,
cspcciatly over the long term, can have a,serious impact oa blood pressurc. An interesting
study caricd oul by rescarcheis at the Untversity of Texas, suggested that how air traffic
controllers handlc stress can affeet whelher they are at sisk of developing high blood pressurc
later in life. In view of this study, and many othcrs that focus on stress managemenl, it seems

fair 1o assumc that some levels of ‘stress which arc not managed properly can raisc the risk of

hypentension.

Diabctes — People with diabetes arc at a higher risk of developing hypertension. Antong
paticnts with diabetes type 1, hyperglycemia (high blood sugar) is a risk faclor for incident
hypericnsion in lype ) diabetes - intensive insulin therapy reduces the long-teem risk of
developing hyperiension. People with diabetes type 2 are at risk of hypentension duc to
hyperglycernia, asavell as other factors, such as ovenweight/obesity, certain medications, and

some cardiovascular discascs.

Pregnancy - Pregnant wornen have a higher risk of developing hypericasion than women of

the same age who arc nol pregnant. 11 is the most common incdical problem encountered
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during ptegnancy, complicaling 2% to 3% of all pregnancics: Most countrics divide
hyperiensive  disorders in  pregnancy into four catcgories: Chronic Hypcncns;on,

Prccclampsia-cclampsin,  Prceclampsia superimposcd on  chronic  hypericnsion  ond

Gesiational hypeniension. (America | lcart association).

2.23 Pathophysislogy and Symptomatology

The pathogenesis of essential hypertcnsion is tnuttifoctorial and complex, Multiple faclors
modulatc the blood pressuic (BP) including humoral mediators, vascular rcactivity,
circulating blood volume. vascular caliber, blood viscosity, cardiac output, blood vessel
clasiicity, and ncural stimulation. A possible pathogencesis of esscntial hypertension has been
proposcd in which multiple factors, including genctic predisposition, excess dictaty salt
intake, and adrcnergic 1onc. may interact to produce hiypeutension. Although genetics appears

to contnbutc, the exact incchanisins underlying cssential hypericnsion have not been

cstablished, (Gandhi , Powers , Nomeir, Fowle , Kitzman and Rankin 2001),

Many age-related changes in physiology contiibule 10 the increase in blood pressurc.
Lifcstyle fnctors, such as dici, obesity,/ and physical activity, and the presence of
comorbidities are also important comributors. A multilude of pathophysiologic mechanisms
inteeact in the dynawnic and complex regulation of arterial blood pressure. The maintenance
of blood pressure hoincostasis and the provision of adequate cercbral perfusion in the
response 10 such hypotensive stimuli as volumc deplction, upright posture, vasodilating

medications, or a mcal is an important physiologic challcnge facing the aging individual.
(Supiano 201 0),

The nost common type of hypertension in older persons is isolated systolic hypertension,
defined as a systolic blood pressure of 140 mm 1g or niore and a diastolic blood pressure of
less than 90 inm-1lg. Beyond the age of 55 ycars, the level of diastolic blood pressure
typically decercases while the level of systolic blood pressure increases progressively. The
underlying abnormality is increascd vascular stifiness (decreased compliance), whereby little
cushion is.lcft to absorb am buffer the cnergy anid pressure crcated by cardiac output. Both

the combined (i.c., systolic blood pressurc 140 min Hg or inore and diastolic blood pressure
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90 mm Mg or morc) and isoluted systolic types of hypertension are choracterized by
tncreascd total peripheral resistance (Supiano 2010).

The pathophysiology of hypertcnsion differs in black adults, For example, hyperiension in
this population is commonly of the low-rcnin type ond, oflen, seasitivity of blood pressuse to
saltintnke is increased, and the ability to cxcrelc ingested salt is impaired (60 to 70 percent),
This Icads 10 an overall expansion of intravascular volume. Obesity s cspecially prevalent in

black women and is associaicd with on increase in total body sodiuin content (Alois .
Vaswani and Flaster 1997).

High blood pressute itsell is usually asymptlomatic, mcaning that paticnts do not expericnce
ony dircct symptoms of the condition. This is why hypeitension is ollen relcrred to as “lhe
silent Killer.” as it can qQuictly cause damage 10 the. caidiovascular sysictn, (George and
Manual, 2015).Pcoplc with hypertension will cxperience symptoms such as: swcating,
ncrvousncss, blood spots in the cyes, dizziness, difficulty slecping or factal flushing, severe
hcadoches. severe anxicty, shoriness of breath, noseblceds (Amcrican Hcart Association
2014) If your blood pressure is extremely high, there may be certoin sympioms 1o look out
for including: Scverc hcadache, TFatigue or confusion, Vision problems, Chest pain,
Dilticulty breatlung, trregular heartbeat;-8lood in the urine, Pounding in your chest, ncck or

cars, Scvere anxicty, Shoriness of breath, Noscblceds (Steve . 2016).

2.2.1 Complications of hypertension

The higher the blood pressurc.is, the harder the heart has to work. A stronger force of blood
can doamage your aricrics. blood vesscls, and hecart muscle. This can eventually cause reduced
blood tlow through your body. lcading t10: sithcrosclcrosis (hardening of the artcries from

cholesicrol buildup, which can lcad 1o heart altack, hean failure, eyc damage, Kidney dasnagc
and dcath, ( Kivie-2015).

Emergency hypertensive crisis con sesull in severe complications, including fluid in the
lungs, brain swelling or blceding, a tcar in the heart's main artery, stroke, or scizures for

pregnant wormcn with cclatnpsia. lligh blood pressure during pregnancy can cause the baby
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to be bom prematurely, detoch from the placenta, or requirc a ccsarcan delivery crectile
dysfunction.fluid buildupin the lungs, memory loss, death (Steve, 2016).

23 Rationale (ur | lypertension 1 reatment

The pathophysiologic characleristics of hypericnsion in blacks provide a rationale for o
strong focus on lifestyle modifications for improvement of blood pressure: A reduction 1
body weight by an avernge of as litlle as 3.18 kg (7 Ib) significantly rcduces blood pressure,
(Whclton . Appel Espeland . Applegate, Etunger and Kostis, | 998).

| fypericnsion can be treated through lifestyle changes and medications. Whilc mcdications to
trcat hypericnsion are available, research has shown that-lifestylc modifications that
incorpornic physical activily, tobacco avoidance, and dimilation of alcohol consumption
along with diclary changes can help treat and often delay or prevent hypertenston. Currenl
data sirongly support the idea that multiple dictary faclors atlect blood pressure. Proposed
diclary modilications to tower blood pressure include reduced salt intake, increased

pousssium intake. and modcration of alcohol consumption, (Alcxandcr and Yang 2016).

L.ilcstyle modilications are essential for the/preveniion of high BP, and these are gencrally
the initial sleps in monaging hypericnsion;, As the cardiovascular diseasc risk factors arc
asscssed in individuals with hyperiension:pay attention to the lifestyles that favorably aficct
BP? level and reduce overall cardiovascular discase risk. A relatively small reduction in BP
may offect the incidence of canliovascular discasc on a population basis. A deercasc in BP of
2 wnen g reduces the risk of stroke by 15% and the nisk of coronnzy artery disease by 6% in a
given population. In addition. a prospective study showed a reduction of 5 inm Hg in the
nocturmal mcan BY dand -~ possibly significant (17%) rcduction in future adverse

cardiovascular cvenis if at Icasl onc antihypertensive medication is taken al bedtime.
(Duman. 2013)

liypcricnsion_in_blacks i1s usually charactcrized by low renin, cxpanded volume and

scnsitivily (o salt. The two major types of hypertension in older persons arc isolated sysiolic

hypertension-and combined systolic and diastolic hypcricnsion. Strong data support the

tircatincnt of combined hypertension in patients 60 1o 79 ycars of age and isolatcd systolic
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hyperiension in paticats 60 to 96 ycars of age. Diurctics and longacting dihydropyndine

calcium channel antagonists aic the recommended initial therapics for isolated systolic
hypertension. (tall 1999)

In normokalcmic hypeitensive patients. use of oral potassiuin supplements (about 60 mmol
daily) inay also significantly reduce blood pressurc. This occurs, in pail, because of
natiiurctic c{fect of potassium. Restricting dictaty salt intake o less than 2,300 mg daily is
paiticulacly ellective because of the salt sensitivity thatis ofien prescnt in these paticnts.
Concerns about any claimed risks of clinically achievable jong-tenm dictary salt restriction

(c.g.. myocardial infarction in mcn. mineral delicicncics, cic.) arc exaggerated, (Kumanyika
and Cutler 1997).

24 I'sycho-Cognitive anct Beliniurul ssues in 1yperiension

Impottant modcrator variables identificd for behavioral and psycho cognitive issues for
hypettension thus lar include age, cducation, scveral biological charucteristics of hypenension,
and the presence of concurrent discases. Specificolly, several studies have found that the
petformance dilfercntinls between hypertensives and nonmotcnsives are more pronounced f{or

young than for middic-aged groups, thus suggesting that carly-onsct hypeitcnsion may confer

greater nsk for cognitive impairment Uian latc-onsct hypeitension ( Waldstein 2001).

The incidence ol hyperiension antong this cohort duning 1996 10 2010 ranged from 400 to
597 participants per survey, tesulting in on increase in prevalence of hypertension from
20.9% in 1996 to 41.3% in"2010. For all survey petiods, women with hypettension had a
significantly higher average” number of visits to doctors and allied health practitioners
compared with wotncn/Avithout hypertension (P<0.005). The usc of complementary medicine
(pructittoners and sclf-preseribed tecaiments) by women with hypertension was significantly
lower compared to women without hypertension {1'<0.005). Over time, conventional health-
care utilization. was higher for women with hypeitension compared with women without
hypertension (adjusted RR=1.18; 95% Cl; 1.14, 1.22; I’<0.0001the study showed that \women
with hyperiension arc using a range of conventional and complemcntaiy: and altematnic

medicinc: “with hypettensive women using more conventional medicine and less
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hypertension in paticnts 60 to 96 ycars of age. Diurctics and long-acting dihydropyridinc

calcium channcl antagonists arc the recommended initial therapies for isolated systolic
hypcnicasion. (1all 1999)

in normokalcmic hypertensive paticnis. usc of oral potassium supplements (about 60 mmol
daily) miny also signilicantly reduce blood pressure. ‘This occurs, i1n part. because of a
natriurctic cflcct of potassium, Restrictling dictary salt intake 10 less than 2.300 mg daily is
patticularly cifcctive because of the salt sensitivity thot is oflen present in these patients:
Concems about any claimced risks of clinically achicvablc long-term dictary salt restriction

(c.g., myocardial infarction in men, minero deficiencics. ctc.) are cxaggerated, (Kumanyika
and Cutler 1997).

24 Psycho-Cognitive and Behunioral wsucs in Hyperteinion

Important modcrator variables identificd for behavioral and psycho cognitive issucs for
hypeniension thus far include age. cducation, several biological characteristics of hypernension,
and the prescnce of concurrent discases. Specifically, several studies have found that the
performance differentials between hyperteasives and normotensives are morce pronounced for

young than for middlc-aged groups, thus suggesting that carly-onsct hypericnsion may confer

gicater risk for cognifnve imparment than late-onsct hyper.cnsion ( Waldstein 200 1).

The incidence of hypcricnsion among this cohort during 1996 10 2010 ranged from 400 to
597 panticipants per survcy, resuhing in an incrcasce in prevalence ol hypericnsion (rom
20.9% in 1996 10 41,3% in 2010, {'or all survcy penods, women with hyperiension had a
significanly higher average” number of visits ta doctors and atlicd health proctitioncrs
compared with women Avithout hypertension (P<0.005). The usc of complcmentary medicine
(practitioncrs and scll-prescribed wcatnients) by women with hypericnsion was signilicantly
fowcr comparcd to womien witliout hypertension (1?<0.005). Over time, conventional health-
carc uttlizaon “was higher for women with hypeniension compared with swomen without
hyperiension, (adjusted RR=1,18; 95% Cl: 1.14, 1.22, '<0.0001thc study showed that women
with hypericnsion are using a range of convcntional and complecmentary and altcmative

medicinc. wsth hypericnsive women using more convcmional medicine and  less
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complcincntdty and altcmative medicine than non-bypenensive women. ( Sibbritl. Davidson.
Peng. Adams and Flickman 2016)

In a study by Krzyszloszck, Wictzejska. Paczkorvska and Rotajezak (2013) Hcalth-related
behaviouss and hypericnsion prevention showed that women sec a doctor inorc oficn lhan
men (67.3% (cmalc, 50.1% malc) 10 order to perform preventive cxanuinatiens. which is also
indircctly conlimicd by the studies of Mardarowicz of 2008 shoyving that the frequency of

visiling a doctor (or prophylactic cxaninations is smallcr in the country (60% female and
54% malce) than in the city (62% (cmalc and 55% malc).

2.4.] Hcalth Literacy

tHcalth litcracy is a concept that can be used 1o understand what knowlcdge individuals hav'e
about hcalth. Health Literacy bas been defined as thie cognitive and social skills which
determine the molivation and ability of individuals to.gain access to. understand and use
infomiation in way's which promote and maintain good bealih. Flcalth: Litctacy means more
than being able to rcad pamphlcts and successfully moke appointments, By improving
people’s access 10 health information and their capacity 10 usc it cffcctively, health literacy is

ciitical to cmpowerment. (7th Global Confcience on icalth Promotion).

It first appearcd in the rescaich debate in the 1970s and refcrred more specifically 1o a
paticnt’s ability to comprchend health issues and medical insiructions (Sorcnsen, Broucke,
Fullam. Doyle, Pclikan, Slonska. and Brand 2012:1). It has, until recently, been mainly
concentrated on studics in the United States and Canada, and only dusing the past dccadc has
it been introduced in scholarly debates in Australia. South Korca, the Nctherlands, Japan, the
UK and Swilzcrlund (ibd;1). Despite the intcrustionalization of the concept, hcalth litcracy
has arguably only been’applicd in the context of devcloped states. As a result, the various
dclinitions that havc'been used for the tcrm are oficn closcly related to health issuck that are
specific to developed countries. For instance, much of the carly litemture, wliuch cmanated
from the US..focuses on cxposing the rclationship between lovy litcracy levels und a paticnts’
ability or_inability fo makc health dccisions, sclf-manage discases and comply with

prescribed mcdication use (Nutbcam, 2006)
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Factors such as context, education, communjcation strptegics, and spheres of influence, for
instance, have all been used to explain changes in behaviour. For cxample. as Wight,
Plummer and Ross (2012) have argued, context is an important factor in behavioutal changes
in the way that the cultural, cconomic and socjo-€ultural context can act as both a bamer and
facilitator 1o change. Likewisc, Chin, Monroe, and Fiscella (2000) point oul that behaviour

inust be understood in a broad social context that includes scif-fulfillment, financial
constraints and even stress.

In a study by Wagner, Knight. Steptoc and Wardlcin 2007 on Functional health literacy and
hcalth-proinoting  behaviour. found that 11.4% of panicipanis had either marginal or
inadeduate health literacy. Multivariable logistic regeession analysis indicated that the risk of
having limitations in hcalth litcracy increased with age/(adjusied odds ratio 1.04; 95%
conflidence interval 1.02 to 1.06), being maje (odds.ratio _ 2.0J; 95% confidcnce interval
1.16 10 3.55), low cducational attainment (odds ratio _7:46: 95% confidence intcrval 3.35 1o
16.58) and Yow income (odds ratio  5.94; 95% confidence interval |.87 1o 18.89). In a
second multivanable logistic regression analysis. every point higher on the hcalth literacy’
scale incrcascd the likelihood of cating at lcast five portions ol fruil and vegclables a day
(odds ratio  1.02: 95% conflidence interval 1:003 10 |.03), being a non-smoker (odds catio
1.02: 95% conlidence interval 1.0003 10.1.03) and having good sclf-rated health (odds ratio

1.02; 95% confidcnce interval 1.0l 1o 1.04). independently of age. education, gender,

cthnicity: and incoinc.

2.4.2 Level of knowledge on hypertension

Several suncys. frony many countrics around the world shows that public awarcness of blood
pressurc {cvels was very poor (Kamadjeu, Edwards and Atanga 2003). The knowledge of the
causes of hyperiension/1s poor. About 90-95% of people huving hyperieasion do not know
they have hyperension (American lleart Association Inc, 2004). However, in mosl
communities, only about 50% of those vsho afe hypericnsive are awarc of their condiyon and
les$ than 50% of thcsc are recciving adeguate trcatment, a situation that has been called *the
tule of halves™ (Marqucs-Vidal and Tuomilchto, 1997)

In a study conducted to determine the factors rclevant 10 hyperiension knowledge, trcatment,

and control in southern Iran. over 50 percent of pahcents had average knowledge on

AFRICAN DIGITAL HEAQ"REPOSITORY PROJECT



hypertension (Saycd, Reza, Sayed. Mohamad, Ahmad. and Ainin, 2015).In Nigcria, 3w areness
is poor as only 33.8% of hypericnsives arc awarc of their condition (Familoni, 2002
Akink vgbe, 2003, Kadiri, 2005). A study conducted by Niger, 2010 also revealed that about

58% ond 51.8% kncw smoking increases the propensity to develop complications nnd that

exercisc is benclicial for the control of bloed pressure respectively,

In another study conducted to assess knowledge of hecart discase and s prevention among
two hundred and thiity-six palicnts aitending a medical outpaticnt clinic in southern Nigena.,
onc hundred and scventy-cight (75.4%) respondents did not know' the symptoms of hcan
discase whilc 215 (91.1%) had ncver been told about cardiovascular disease prevention by
their doctlors. A significant number (82%) had checkedl their blood pressure n the past 18
months whilc very few had checked their scrum lipid.levcls (14 4%). Less than 50% of
respondents cngaged in regular excrcise. This study showed that awarcness of heart discase
and its prcvention among paticnts is still very poor and we need 10 educate them on the
discasc and lifestyle inodification. Over 70% ‘of ‘the respondents did not know about hcart
disease symptoms whilc over 90% ol respondcents, admiiled that they had not been cducated

on hcvt discase prevention despite attending a specialist clinic (Uchenna. Ambakedercmo
and Jcsuorobo, 2012).

A similar study' also noted that the knowledge of possible complications of hypericnsion was
very poor as only 41.1% ond 1/8% of paticnts wene aware that cxcessive salt und fal intake
could adversely affcct the contrel, of hypeitension respectively and was stated that it may not
be unconnccted with the poor knowledge of hypericnsion. This is closcly in line with the
study n the Joumal by National Mcdical Association (Vol 96, May 2004) which stated that
116 (45.5%) and 77 (30:2%) rcspondents respectively kncw headache and palpitation were

thc commoncst symptoms of hypcrtensson.

A study condycicd” to assess the level of knowledge of possible cornplications of

hypertensioriswas.very poor as only 41.1% and 1.8% ol paticnts were aware that exeessive

salt and fatvintakc could adverscly aflcct the control of hypeitension respectively and was
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statcd that it 1may not be unconnected with the poor knowlcdge of hypcricnsion (Niger,
2010).

2.4.3 llcalth-secking Behaviour

llcalth-secking behaviour 13 a scquence of remedial actions taken to rectily ‘perceived th-
health® (Aluncds Adams, Chowdhury. and Bhuiya, 2000). There arc personal actions to
promotc optimal wellness, recovery, and rehabilitayjon (Moorhead ,2009). In contrast illness
behav'ior refers 1o all those activities designed to recognize and cxplain sympltoms afler onc
{ccls ilt, and sick role behaviour relers 1o all those activities designed 1o cuie diseases and
testore health aficr a diagnosis has becn made. There is growing recognition, in both

devcloped ond developing countrics, that providing education and knowvledge at the

individual leve! ts not adequate in itsclf 1o promote a change in behavior.

Understanding of the social copital and proper undcrstanding of health-secking behaviour
could reducc dclay to diagnosis, improve /Arcatment compliance and improve health
promolion stratcgics in a varicly of contexts, Risk-"and health-seeking behaviours are lazgely
delermined by an individual’'s knowledge, aitude, belicls and health practice. Individuals
ofien adjust their lifestyle within the framesvork of his culwral influcnces, econoniic status.

knowledge and resources, regardless of clinical recommendations. (Cohen. Trpp-Reimer,
Smith, Sorofman, and Lively, 1993),

[n a study canicd out among 108" randomly sclecied hypericnsise patients to deicrmine
llypertension-related knowledge, attitudes and life-style practices Reason for poor health-
sccking behaviour, Amony the women with normal blood pressure, 84.6% had good health-
sccking behaviour whicrcas.among woinen with clevated blood pressure, only 14.1% had
good health-seeking behaviour; 21 8% had aveerage health-secking behaviour and 50 patients
(64 1%) had poor-health-sccking behaviour (lyalonthe and lynlomhe. 2010)

Odaman and.lhiezugbe (2014) in a suxly, explored the health-secking behaviar of the clderly

in Iido Centeal Nigerin, 1he study (ocused on the ivnst common health nelated problems of

the clderly A wital of 5) subjects aged 65 years and above completed the faxe o face
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ntetview admunistered with a questionnairc. ftecisely 73.7% of the clderly patronized the
hospitalMlicalth cenlers whencver they fell sick. More clderly males than their female

countciparts were found to have patronized traditiona) healers, resoried 1o sclf medication

usang local herbs or visited chetnists' shops whenever they were sick-

In a similur study, Adhikari and Rijal (2014) determined the health status and the faclors
allccting health-secking behavior of the scnior citizens aged 60ycars and above. The subjects
opting for health-sceking behaviour were: self ircaiment duning illness was 45 (11.3%), visit
to a private practitioner/ nursing home was 105 (26.3%), use of drug over counter from
ncarest pharmacy 84 (21%), visit to Jlospital was 145 (36.3%); visit to health post/sub-health

post/‘Government hospital/sclfarc wuns 13 (3.2%), visited o altemative tncdicine was 8
(2.%).

In rurn] Bangladesh, Biswas. Kabir. Nilsson and Zarman (2006) studied coping stralcgics in
cases of illness of clderly people and the contributing factors in determiining the health-
sccking behavior of the clderly persons. Their ‘lindings indieated: that high costs would
prevent old people fiom consulling qualilied doctor(s); that familiatity with health care
providers and casy accessibility 1o health facilitics playcd important roles in health-sceking
behavior of cldcrly persons; and that the” Hexibility of health care providers, in receiving

payment, decided whether or not.the old persons swould seck treatment and the type of such
t{rcatment sought

The study by Boume, Morris and Charles, £ldemire-Shearer, Kerr-Campbell. and Crawford
(2010) in Jamaica cxarnincd health litcracy and health-sccking behavior of older men among

the middic.incoinc. 1t/found. that clderly men displaycd low health literacy and poor health-
secking behavior

Abdurahcem (2007) obscrved, in their study of 756 houscholds in Nigecnia, that age. sex,

finance, the natuse of illncss. and quality of service provided were the detcnninants of health-

seeking behavior among the clderly.
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2.4.} Understanding health-sccking behaviour

HHealth promotion programmes worldwide have long bcen premised on the idea that
providing knowledge about causes of ill health and choices available will go a long way
towards promoting a change in individual behaviour, lawards more benclicial health-sceking
behaviour. However, there is growing recogiition, in both devcloped and developing
countrics, that providing cducatton and knowledge at the individual level 1s not sufficient in

wsell 10 promote a change in bchaviour, an abundance of descaptive studies on healih-

secking behaviour, highlighting similar and unique factors. demonstrate the complexity of

influcnces on an individual’s bechaviour ar a given time and place.

llowexer, they focus almost exclusively on the individual-as a purposive and decisive agent.
and clsewherc there 1s 8 growing concern that factors promoting ‘good’ health-sceking
behaviours are not rooted solcly in the individual, they also have a more dynanuc, collective,
interactive clement. Academics have thercfore started to explore the way in whicb the local
dynamics of communitics have an influence ©ver the well-being of the inhabitants. This
reflects a growning intcrest across the socinl scicnces in the contested concept of social
capital. Attempts arc now being made 10  develop this, as yet under-utilized idea, W
incorporatc knosvlcdge about health-seeking behaviour into health service delivery strategies
in a way which is sensilive 1o the local dynamics of the community. This may be an
exircmely positive development, _1he wbole arca of knowledge around hcalth-secking

behaviour is rendered of little yalue if not incorporated Intlo management and system
developments.

The fact that hcalth-secking~behaviour is ‘not cven mentioned® in widely used mcdical
textbooks (Steen and/Maszonde, 1999). perhaps teficcts that many heslth-secking behaviour
studies aie bresentediin @ manner which delvers no eflective route forward, This tesults in
an unfortunate loss for medical practice and health systems development progrunmes. as
proper understanding of licalth-secking behaviour could reduce delay to diagnosis. improve
treatinent compliance and improve health promotion strategics in a varicty of contexts, It

suggesis what“may usefully be lcarmit from siudies (o date, und begins to explore how we
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might make studics of health-sceking behoviour more uscful from a health Systems
development perspective.

A study to show if cthmcity, socio-cconomic position and gender affcct reported health-care
sccking behayiour suggests incqualities in access o health care by cthnicity, socio-economic
position and gender are not related to paticnis failing to sclf-refer 10 primary or accident and

cmcergenc) care, barriers must thercfore occur at the Jevel of health care provision ( Yoav,
Nish. and Jenny, 2009).

A sample of 172 community*-resident older adults (aged 64-96)was inteniewed o show
the correlates of the preventive lealth Behavior in late life. Four health practice groupings
were used: Infonination-Sccking, Regular Health Routines, Medical and Sclf-Examination,
and Risk Avoidance. Results indicaled modest associations among individual behaviors
and among the four health praciicc groups. Gender'(i.c., women) and a supportive family
cnvironment were among the consistent prediciors of good health practices, although each

of the four behavior groups tended to have its own set of major picdictors (William, Mara,
Hickey, Jellrey, 2001).

In another survcy, health behavior of the elderly, the determinants and health consequences
of that behuavior was camed out and.the sunvey data was gotien from 386 respondents (§38
men, 248 woinan), 55 ycars of age and older. These clderly persons cngaged in a swde
varicly of activities 1o protecti*their health, the most important of which wete cating
properiy, obiaining adequate rest, amd excising. By muluple regression analysis, age, scx,
socioeconomic siatus, and/mantal status explained only 7.2% of the vanance in hcalth
protectine behavior /Of those vanables, sex had the grcatcst association wath heslth
protective behavior and age; the least. Mantied men, but not mamed woman, practiced
morc health behaviors than their unvnamed countespants. ticalth protective behavior was
not rclated to overall health swatus, but was weakly related o perceived health, The lack of
associaton beiween health protective behavior and health status is interpreted in icrms of

tlie nature of the population examined {Julia, Mazgarct, 2007)
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2.4.5 Hcalth Bchaviour to I'revent Hlypertension

The degree to which hypertension can be prevented depends on a numbcer of factors
including curTent blood pressurc leyvel, sodium/potassium balance, detection and omission of
environmental toxins, changes in cnd/arget organs {retina, kidney, heart, among other3), risk
factors for cardiovnscular discases and the age ot diagnosis of pre hypertension or ol risk for
hyperiension. A prolonged assessment in which repeatcd measuremenis of blood pressure are
taken piovides the most accurate assessment of blood pressure levels. Following this,
lifestyle changes are rccommended to lower blood pressure, beforc the inittation of
prescription drug therapy. The process of managing pre hypcitension is the following
lifestylc changes :( the guidelines of the British | lypertension Socicty suggesis)

Sall restriction - typical salt intoke is between 9 and 12:g-a day and modcst blood piessure

reductions can be achicved even in people with normal-levels by lowenng salt to around § g

a day - the greatest cfliectsare scen in people with hypenension

Moderation of olcohol consumption - expcit guidelines say moving fiom moderate to

excessive drinking is "associated both with mised blood pressure and with on increased ask
ofstroke”.

Iligh consumption of vegctables and fruits and low-fai - people with, or at nsk of, high
blood pressuse are adviscd 1o minimizc intake of salurated fat and total fat and to cat whole-

grain, high-librc [0ods, at least 300.g.of fruit and vegctables a day, beans, pulscs, and nuts,

and omcga-3-rich fish twice a week.

Reducing weight und maintuining it - hypertension 1s closcly correlated with excess body
weight and weight reduction™is followed by a fall in blood pressurc.

Regular physical cxercise - guidelines by Amcnca llcart Association say “hypeitensive
paticnis should pasticipate in at least 30 min ol modcratc-intensity dynamic acrabic cxcrcise

(walking, Jogging;-cycling or swimming) on 5 to 7 day* a weck*®

Stress reductjon - avoiding sources of stress, where possible, and developing healthy coping

strategies for managing unavoidable suctss an help with bload pressurce contro l, especially ag
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many people tum 10 alcohol, drugs, smoking and unhcalthy foods or overcating 10 coP< with
stress:

Dicts - dietary changes beneficial 10 reducing blood pressure include (according to the
Dictary AApproaches to Stop ilypertcnsion) DAS! dict which is rich in [ruils and vegclables
and low-fat or fol-free dairy products. This dict has been shown to be cifective based on
rescarch sponsorcd by the Nauonal licant, Lung, and Blood Institute n addition, an increase

in dietary potassiwin, which offscis the cffect of sodium, has becni shown to be highly
clTecuive in reducing blood pressure.

Smoking can also raisc blood pressure, and becausc of its avider cflects on hext health and
the rest of the body, giving up smoking is highly recommended for people with high blood
pressure

Discontinuing tohacco usc and alcohol consumption has been shown 1o lower blood
pressure. The exact mcchanisms are not fully“understood, but blood pressure (especially
systolic) always transiently incrcases following alcohol or nicotine consumption. Abstaining

from cigarciic smoking rcducces the nisk of stroke and heart attack which arc associated with
hypcrtcnsion.

2.4.6 |lcalth-sccking Bechaviours: I'wo approaches

Rescarchers have long been intérested in what (acilitates the usc of health services, and what
influences people 10 behave differcntly in relation to their health. There has been a plethora
of studics addressing particular aspects of this debate, camcd oul it many difYerent countries.
l{calthsecking behaviour/can simplistically be divaded into two types, which roughly
somrespond with a division identified by Tipping and Scgall (1995). Firstly there ase studics
wlich emphasise they'end point’ (utilisation of the formal system. or health care secking
behaviour); seconidly, there are those which ecmphasise the ‘process’ (ilincss nesponse, or
health-seeking-behaviour).
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2.4.6.1 Approach A: Utilization of the system

There ts oficn a tendency for studies Lo focus specifically on the act of sccking ‘hicalth carc’
as defincd officially n a particular context. Although data are also gathered on sclf carc,
visils 10 morc traditional healers and unoflicial medical channels, these are oficn seen largely

as somcthing which should be prevented, with the cmphasis on cncouraging people to opt
first for the official channcls (Ahmed, ct al, 2001).

These studies demonsirate that the decision to engage with a particular medical channel 1s
itflucnced by a variety of socio-cconomic vanables. scx, age, thesocia) status of women, the
type of ilincss, access lo services and perceived quality of the.scrvice (Tipping and Scgall.
1995). In inapping out the faciors bechind such paticms, there.are two broad trends Firstly
there are studics which categorisc the types of barriers or detcrminants which lic beiween
paticnts and scrvices. [n this approach, there are as'many calcgorisaiions and vanations n

tcmunology as there are studics, bul they tend 10 fallunder the divisions of geograpltical,

social, econoinic, cultural and organizational faclogs:

2..1.6.2 Approuch 13: The process ol illness responsc

The sccond body of work, rooted especially in psychology. looks at healih-secking
bechaviours more gencrally; drawing out the factors which cnable or prevent people from
making ‘hcalihy choices’. in cither their lifestyle behaviours or their use of medical care and
trcatmenl, Thus whilst i the foimer literature  health care sceking behaviour s
conceptualized as a ‘sequenceé ofremedial actions’ taken to rectify “perceived ill-healih’
(Abmed ct al, 2000), in the"sccond opproach the latter past of the definition. responding

specifically 10 pencened ill-health, may be dropped. as 8 wader perspective on aflinative,
hcalth promoting hchaviours is adopted

A number of ‘social ‘coghition modcls' (Conner and Norhian, 1996} have been develope
this tradition, 1G~predict possible behaviour pattems. These are hased on a muxture of
demographic_secial, emotional and cognitive fxclors, perccived symptoms, adcess ta carc
and personality.(Conncr and Norman, 1996). The underlying nssumption is that behavvour is

best understood in terms of an (ndividual's pereeplion of their socinl environment
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A number of genres of model exist. and variatjons have been developed around them, One of
the most widcly applicd is the “health belicl model® where Sheeran and Ababam (1996)
catcgorized the range of behaviours that have been cxamined using health beliel modcls into
three broad aicas: preventive health behaviours, sick role behaviours and clinic use. In this
type of modcl. individual belicfs offer the link between socialization and behaviour. One of
the carlicst cximples was tlochbaum's (1958) study of the upuakce of screcning for TB, where
he discovered that a beliel that sullerers could be asympiomatic was linked to scieening

uptakc. llealth belicl models Tocus on two clements; *threat pereeption® and ‘behavioural
cvaluation’ (Sheeran and Abraham, 1996).

Threat perception depends upon perceived susecptibility to illness and anticipated seventy,
bebavioutal cvaluation consists of belicls concerning the ‘benefits of a particular behaviour
and the bastiers to it. *Cucs to action' and gencral ‘hcalth motivation® havie also been
included (Becker 1977). The health belicf modcl has been cnticised for portraying
individuals as social economic decision makees, and its application to major conicmporary

bealth issues, such as scxual behaviour, have, [siled to otler any insights (Sheeran and
Abraham. 1996).

2.4.7 Categorizations of health ¢are sceking bchaviours

Studies dcmonstrotc that the dccision to cngage with a particulor medical chmuinel is
influenced by a varicty of socio-economic vanables, seX, age, the social status of women. the
1ype of illness, access to scrvices and perceived quality of whe service (Tipping and Segall,
1995) In mapping out the faclors’behind such pattems, there are two broad trends. Firstly
there are studics which categorise the tyypes of bdarriers or dererminants which lic betwween
patients and scrvices Jn“this approach, there are as many catcRonsations and varialions in
temunology: as there are siudies, but they tend to fall under the divisions of geographical,

social, economic .cullural and organisational factors as seen in Uve breakdown below
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Tablc 2:1 Break down

of determinanis of health care secking hchaviour.

| Calcpory Determinant Dcisils i Sphere
Culwral Status of women Element of Cultural propriety 1
patriacchy
_STiiaI Age and sex =
Social economic Household resources | Education leve!
Matcmal occupation II
Manual status
Economic status Informal
Economic Cost of carc Treatmenl travel Physical
umce
Type and scventy of
illncss
Geographical Distance and . Infrastructure
physical access f
| Organizational | Perceived quality Standan) of drugs | Technical
| Standard of
| equipment Stalling
| Competence of stalT |
| Attitudes of stafl Interpersonal
|1 Inicrpersonal process | Formal

Source: (.\Iﬁc_kian. 2003)
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The view 1s often that the desired health care sceking behaviour is for an individual to
respond 10 on illness episode by sccking first and foremost help from a tramed allopathic
doclor- 1n a forinally recognized heatih care selling. Yel a consistent {inding in many studics
i1s that. for some illnesscs. people will chose traditional healers, village homeopaths, or

untroincd allopathic doctors obove formally traincd practitioners or govermment health
facilities (Ahmed et al, 2001).

In a study to present socio-demougraphic characteristics and health=secking behaviour of
clderly and 1o determinc frequency of Elypencnsion in clderly population of a poor peri-
urban community n Karochi. Pakistan; targeting population.aged 65 or above. A tofal of 438
respondents were interviesved. Over halfl of the (n = 269. 61.4%) respondents reported factors
which deterved them from seeking health care, out of vvhich 62% repotted financial consiraint

as the commoncs! factor. Deterrence from secking health care was associated with illiteracy
(p =0.001) and living alonc (p = 0.06).

(Ladha, Khan, Malik, Khan, Khan, Khan, Samiullah; Kayani and Saleem, 2009).

2.4.8 tcason for choice - [lcalth-Secking Uehaviours

licalth is desirable by all people and as such every' citizen is entitled (0 enjoy good healih,
motection from discascs and proper Medicase for survival. personal growth and
devclopment, Elcalth according 10°Wotld 1lealth Organization is o state of complelc physical,
menlal_ social and spiritual well-being, not merely the absence of discase or infirmity (Lucas
and Gilles, 2004). tlcalth is asinc'qua non for the sociocconomic development of individualy
azd the nation Good health does not only contribule lo betier quality life bui is absolulely:
esscntial for a vinle labour force for the creation and matnienance of a nation’s wealth
(Lucas and Gilles, 2004; The World Bank, 1994)

In & study carmcdwoul among 108 randomly selected hyperiensive pauients lo detcrmine
llypentension-reélated knowledge, shitudes and life-style practices, Reasons for poor healih-
secking behaviour identified were, lack of accessibilily of resourves (76%), lack of
affordability (100%) and lack of availability of resources (90%s) ({yalomhe and lyglompe,
2010) ‘The studies also showed thai the reasons for not secking the bealih care facility were
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The view is often thot the desired health care secking bechaviour is for an individuz| to
respond 10 an illness cpisode by secking lirst and forcmost help from a trained allopathic
doctor, in a fornally recognized health carc sclting, Yet a consistent finding in many studres
is that, for some illnesscs, people will chose (rgditional hcalers, village homeopaths, of -

untraincd allopathic doctors above formally trained practitioncts or. govermment health
facilitics (Ahmed ct al, 2001).

In a study lo present socio-demographic characteristics and health-secking behaviour of
clderly and to detennine ftequency of 1lypeitension in clderly population of a poor peri-
urbsn community in Katachi, Pakistan; targeting population.aged 65 or above. A total of 438
respondents were interviewed. Over half of the (n = 269, 61:4%) respondcnts repoited factors
which deterred them froen seeking health care, out of which 62% reported financial constraint

3s the commoncst factor. Deterrence from secking heolth.carc was associnted with illitetacy
(p =0.001) and living alonc (p = 0.06).

(Ladha, Khan, Matik, Khan, Khan, Khen, Samivlish, Kayani and Salcem. 2009).

2.4.8 Reason for chaice - {lcialih-Sceking Behaviours

tHealth 1s desuable by all people and as such every citizen is cntitled 10 enjoy good health,
psolection (rom discases and proper Mcdicare for survival, personal growth and
development. lcalth according to/World llcalth Organization is a staic o [ complelc physical.
mental, social ond spiritual well-being, not merely the abscnce of discase or infimmily (Lucas
and Gilles, 2004). HHcalth is a-sinc qua non for the sociocconomic development of individuals
and the nation. Good hcalth docs not only conuibute to better quality life but is obsolutely
essential for a virile labour force for the crcation and maintcnance of a nation's \wealih

(Lucas and Gilles, 2004;/1h¢ World Bank, 1994).

In a siudy carried "out among 108 randomly selected hypeniensive patients to determine
llypertension-felaied knowledge, attitudes and life-style praciices, Reasons for poor heglih-
secking behaviour identified were, lack of accessihility of resources (76%), tack of
affordability (100%) and lack of availability of resources (90%) (Iyslomhe and lyalomhe,
2010) Ahe studics also showed that the reasons for not secking the health care l'ncilily were
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142 (35.5%) rcspondents denied for the health care duc to poverty and lack of moncy,
ignorance duc to old age were 256 (64.0%), 164 (41%) complaincd about the poor attitude of
health care workers lowards their hicalth needs and treatment, 101 (25.3%) complarned the
facility is too far/ 100 inuch work 1o do at home , 107 (26.8%%) werc 100 crov d and avoided

duc to lengthy process to get trcated and 104(26%), said that other ceniers had beilter

trcatment facility: Nobody to take me 10 hospital 39(9.8) and trust on God for healing were
32 (8%).

Once a person assumes o sick role, it is obscrved that he/she secks medical advice and
cooperate with medical experts and scek for medical care (Tanimola et al). llealth seckers in
Nigena, like any devcloping country, tend to do so basc on-the resources at the disposal of
the family (Nyonator and Kulzin. 1999; 1IERI'ON, Nigerian-|lcalth Revicw, 2006). Scveral
other factors arc invohed in hecalth-secking behaviour among houscholds in Nigeria. These
factors include; the scverity of the symptoms of illncss; socio-culiural influences, distance,
place and cost of trcatment, income, lcvel of education and quality of health care facilitics.

IIERFON, Nigerian Elcalth Review (2006) , Sullivan (2001) and (Tanimola ct al 2009).

In a study carricd out among 108 rondomly sclecicd hypertensive paticnts 1o dclermine
llypericnsion-relolcd knowledge, autitudes, and lifc-style practices Rcason for poor hcalth-
secking behaviour of respondents with Hypertension weee analysed and found out that source
of knowledge. availability of hcalth carc centre, accessibility to health care centre,
availability of antihypertensive, diugs, financial nssistance frons health insufance or from
family, werc having a positive influcnce in health-sccking behaviour of llypericnsion.
Presence o knowledge secking behaviour, attitude towards health care and social support
systecm of respondents’ were- also found to have a positive influcnce on health-secking

behaviour of the respondents. (lyalomhe and lyalomhe, 2010)

2.4.9 Thearctical framework: Llcalth Belicl Molel
The Health yeticl Modcl (HBM) was onc of the lirst models to adapt theories forn the
behavioural scrences in order to cxaminc health related problems. i is still one of the most
Widely rcecognized and uscd modcls in health behavior applications:.

This model was
originally introduccd by a group of Psychologisis in the 1950's to help explain why people
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would or would not use available preventive services, such as chest x-rays for tubcreulosts
xzecn‘mg and imtMunizations for prevention of influcnza omong others,

The Health Beliel Model has been applicd 10 a broad range of health behaviors and subject
populations- Three brond arcas can be identified {Conner and Norman. 1996),

Prc\tnu-\t health behaviors, which include health-promoting (e.g. dict. cxcrcise) and health-
nsk (c.g. smokinB) behaviors as well as vaccination ol contraceptive practices,

Sick role behaviors, which refer 1o compliance with recommended medical reglinens, usually
following professional diagnosis ol illness.

Clinic use. which includes physician visits for a varicly of reasons

The model supulates that health-relaied behaviour is influcnecd by a person’s peracptam of
the threw posed by a health problem ond by the value asséociated with his or her acho0 ©
reduce (hat theeat (Petro-Nustas and Mikhail 2002)/The EIBM as presented by Sheeran and
Abraham (1995). According to 1his version, aclion-in-the IBM is guided by six cooceprs:
Belicfs about the impact of illncss and its conseqlicnces (thecat petception) which depend an:

Perecived susceptlibilily, or the beliels about how vulnerable a persoca considers him- or
tcrself  relation to a certain illness problcms.

Perceived severity of illness or healthproblems and ils coascqueree;

llealtb motivation or readiness (o be concermed about health matters. (This factor has been
inciuded later in thie 1IBM, in U 1970s).

Beliefs about the consequences of health proctices and aboui the possibiliues am the effort
put bem into practice. Thé belaviour evaluation depends on

Perecived benclits of preventive or therapeutic health pmctices,

Perecived barricrs both matertal and psychological (for example “will-power'), with regand
10 4 certain health practices with cucs 1o action. which inclwdes different imernal and covieTml
[scions, which influence action. I'or example, the nature und intensity (organis end ssmbuolsc)
of ilincss symptoms;, rnass malia campaigns, advice from relevant oty (Tamily, lm
lealth stafMicfey) Beliefs snd hcalth noinvation are condinuncd by ‘o io-demo taph, .

vanables (elass, aye, gender, religton, clc.) and by the psychological characienstica ol the
inicniewed person (personality, pecT group prossure)
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Fig 2.1: 1lealih Beliel Modcl (Sheeran and Abrahom 1995).
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CHAPTER TIREE

METIIODOLOGY
3.1 Swdy design
The study Wis a communily based descriplive and cross sectional survey Which was uscd 10
investigote the health-sceking behaviour towards hyperiension, among the clderly immigiants

w Sabo the tlausa-spcaking Community, in Ibadan Nosth 1 ocal Government Arca ol Oyo
S1ate-

3.2 Description of Study arca

The study was carcicd out in Saba; a clustered sctilement-in badan-North Local Government
Arca. Sabo is a Iluusa speaking community made up of-she tlausas, Fulanis, Kanuris. Nupes
and Yorubas cthnicitics among others and have two health [acilities arc: Sabo primary Health
carc centrc and St L.awtence hospital Sabo. The people arc predoninantly Muslims. The
major occupalions among them arc operatory butcau de change, buying and sclling of gold,
precious stone and tailoning. The projected population of Sabo poing by growth rate of 3.18

per year is 11,052, And that ol the population of the clderly in Ibadan North LGA 1s 12,692,
(Nalional population ccnsus 2006)

3.3 Study scope

The scope of the study was/delimited to health-secking behavior related 10 hypesiension
aniong the clderly people aged 60 years and above in the Hausa community of Sabo in
Ibadan North LGA, of Oyo-State.

34 Study population
The population studicd was the clderly aged 60ycars and above in the lausa communty of

Sabo in Ibadan North Local Government Acea Oy o State:

3.5 Samiple size delerniinntion

The sample sizc was calculated using the Leslic Kish's formula:

N = 2aiP(1-P)
S
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2, =196 (Conlidence level at 5% level of signilicance)
p= prevalence of 50% HSB
d=0.05

- 2 D-S{l-_O.S].
N = 1962 x 2501-03]

=384.6

Minitnum samplc sizc was 384 6

To compensote for non responsc 10% was added to the minimum sample size i ¢ 384 6 « 0.1
=38 46

384.6 + 38.406 = 423.06

{lence, minimum sample size, N= 423,

3.6 Ssampling procedure

The study cmployed purposive sampling technique.. Residents from the Sabo community:
were stratificd into 11ausa and non l{ausa indigenes, The cldetly population was identificd
within the Hausa residents of the Sabo community. Pacticipants werce recruited from this

population aller their consent had been given, il the target population size was mel.

3.6.1 Inclusion Criterin

I The respondent was nt the lime of the study be an clderly person aged 60 ycars and

above.

2 Thc respondent must be a tesident of the study community during the petiod of the study,

3 The respondent must have'given hisher consent to participate in the study.,

J.6.2 Lxclusian Critenia
| Any agedperson who is uot atcsident of the study arca-
2 Any aged person who is nos physically fiv.

3 Any-agcdperson who refused 10 give consenl 10 patticipate in the study.

42
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3.7 Instrum cnt of Data Collection

3.7.1: Quantitative method

A semi-structurcd questionnaire containing 45 questions was used for data colieciion. The
qum;onm;;rc addressed the [ollowing themes:

1.

w?

Socio-demographic characteristics: This section asked yuestions regarding the
respondents *Personal and family history.

L.cxel of knowledge on the nisk faclors signs and symptoms of hypericnsion: positive
or ncgative affirmanons 1o qucstions such 100 much consumption of faity foods is a
tisk factor ofhypentension ond if hypericnsion is causcd by remotc attacks were asked

1n this scction of the questionnaire.

Prevalence of hypeniension: Questions such as: if they were hypericnsyve and when

they werce diagnosed of hypericnsion was asked.

licalth-sccking behaviour: This section asked questions such as; do you aticnd public
scrvice or (reat with herbs
Rcasons for choice of 1lcahh-sceking behaviour: Options arc given 10 choose from as

the reasons for the health-secking behayviouss such as: lock of moncy, good attitude of
hcalth workers.

).7.2 The Focus Groupt Discussion Guide (FGD)

A focus group discussion guide_ was devcloped using the objcctives of the study. The

instrument which was wrilicssin English language was translated 10 lHausa language was

uscd 10 obtain qualitative datarof which scrics of the group discussions was held at ditferent

intervals i o group of 8-12 persons. The guide was made up of nvo parts: intcoduction and

discussion. The FGD.guide comprscd 7 questions in all which includes health problems

associalcd with the £lderly, knowledge aboul hypericnsion. signs and symploms of

hypertension, challenges of being hypericnsive. groups of people affecied, and management

of hypericnsion."Which was incotpotatcd in the lindings, and also helped in the construction

of questionnaire
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38 Valitity

Review of literature of previous works, review by experts, medical statisticians, health

education $pccialists and rescarchers for face and content validity, The instmiments were 3]so
scrutinized by supeevisor and co-rescarchers,

Also. o pre-testing of the questionnaire and the FGD guide was done among 2 samplc of
population sitnilor 1o the target population so as 1o Make nccessary cofcctions and
modilications 10 the instruinents that were usced. The pre.test. was. conducted using 50
questionnaires for the quantitetive data and 2 FGD scssions (I male, | femalc) were
conducted for the qualitative data, Troining was conducted -for appropriate Ficld Research
Assistants (2 Male and 4 Femalce) to cnsure that they have adequate understanding of the
lnstrumenis prior to data collcetion. The training was focused on thic objectives of lic study,
sampling processes, how 1o secure respondenis informed consent, flucney in spcaking the
llausa langusge and so on. The training was conducted for 2 days to the commencement of
datn collcction. A mock assessment was conductcd. aficr the waining 10 cnsure thet the
questions were well asked and undeistood. 1he ficld assistants were involved in the pre-

testing of the I'GD guide and questionnaire to creatc opportunity for them lo get familiar with
the instruments,

Following the pretest on two graups, (male und feinale), ddjustments wos madc 1o the [final
guidc from responscs gotten froin the pretest. 1t was noied that though this set of people (the

elderly) were to be accorded mith alot of paticnce, time management had to be improved:

3.9 Reliability

The reliability of the instrument was cnsured by pre-testing the questionnaire among 10% of
the ssmplc population /who sharc similar characienstics with the study population.
Cronbach-o cosfelation cocflicicent of the SI’SS (Staustical Package for Sotial Scicaccs
sofiware) was used (o get the corrclation cocflicicnt which is 0.5.

Both instruments.werc translated to | lausa language for respondents who consmunicated 1p

4
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llousa language and their responses were transcribed 1o English language, and this was
systematically analyzcd and presented using Microsol word document.

Reliabifity was also ensured by asking the questions in an uncomplicatcd way with the

permission to cXplan any difficult area for somc rcspondents. [n this study’, the reliability co-
cflicicnt was 0.5, thus conlinning its high degree of reliability.

3.10: Mecthad of datn collection

Qualitative and quantitative methods of data collcclion were used. e Instruments that were
uscd werc the focus group discussion (FGD) guidc and questionnaire. A volidated semi-

stiucturcd questionnaire was used to clicit responses from panicipants. The inslrunicnts were

designed from rescarch questions, conceptual framc work ‘and by revicwing cxisting
lhicratures cxtensively.

3.11 Datn management nnd ananlysis

The quality of data collected was checked thorouglily on the ficld. This cntails reviewing the
paticmn of responses of cach patticipant as recorded 1n the questionnaire. A scrial number was
assigned 10 cach of the questionnaires for casy identilication and recall of any instrument

with problcm. A coding guide was devcloped and administered questionaoirces were coded
using the guide,

Dama were analyzed using the SP'SS statistical sol.ware (version 17.0) and results are
presented using both infercntiahand descriptive statistics (mean. frequencics. chi-square and
t-1est) at 0.05 level of significance. Contingeney table/iables were construcied and analyzed
using Chi-square 1csts Avere~applicable to compare dependent and independent vanables

Descnptive stgtistscs/Avas used o analyze the socio demographic variables and all domains of

quality of life. ‘The mean agc of the respondents was also analyzed

. ¢ B |,

Association Between selected deinograpluc variables was analyzed using the Chi.square test
as well as associations between the lcvel of health-sccking tichaviour and the level of
"'\O“chgc of the causcs of hypgncnsion. Questionnaires were well secured by properly

cnicring them inlo stalistical software and the raw papers were kept solcin a file, they will be
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kepi for somic period of itne until aficr the defense of the dissenation for reference purpPoses
before being discarded.

The Instrumen! was sub-divided into;

General dendogtaphic profile of the respondent and Level of knowledge on the causes and
symptoms of hypertension whete the 3 (ihree) options were given ond the correet ophion was
gradcd as 3 (thre€) points, the wrong option was graded (2) twvo point while Don’t Know
option Was graded as (1) onc point. Prevalence of hypertension where the Yes option \was
groded as (2) two points while the no option had no points, | lealih-sccking behaviour whete
the two options were graded with the correct option having (4)four points while the wong

option had (2) two points Reasons [or choice of licalth=sccking bchaviour
oplions were gtaded as 4 points and 2 poinis respectively.

where

The qucstionnaires contained 39 vanables that was aused (o assess and overall scores were
raled as 0-34 (poor), 35-50 (moderate) and 51-68 (good).respectively. The analysis was done
using frcquency distribution, percentages, Chissquare 1cst, the in the FGD scetion. 1apc
recorder was uscd and was reported verbauim Content and context analysis using the thematic
approach which involved grouping togethér of synonymous themes in the \ranscnpis was
donc for the FGDs after translating the_Hausa language recordings o English language in

writing, Results were discussed, piesented in frequency lables, chasts, diagrams and figures.

3.12 Ethical consideration

Eihical approval was sought from Oyo Sialc Ministty of llcalth Ethics Revieav Committee
(scc appendix V1), The study:followed the cthical principles guiding the honding of human
participamis in rescarch /They include: The principle of respect for petsons which ensured
that cach participant werc ireated as an autonomous person. therefore the participants dec ded
10 voluntanly. take part.in the study. The pnnciple of justice cmployed ensured all 1it and
available clderly swilling 10 patticipatc were enrollcd for the siudy until the sequired sample

s1Zc were allained

Also, the instrumemt was lonslated t0lo the locat language to ovoid any [onn of

Misinlcipretation, Tlic pnnciple of beneficence cmployed requited the participang (the
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ciderly) to Jill o Questionnaire gnd BV res
€y

No harm was ensued by (i |
Y doing this. Ay the end of the data collection process. the rescarcher

enlightened the elderly on hypertension

study emphasizing the right of the subj
highly maintained al] through the study
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CHAPTER FOUR
RESULTS

1.1 Socio-icnographic Characteristics of the Responidents

Toble 41 show's the frequency distributioo of the respondents with respect to their socio-
demographic charactenstics. Half of the respondents (50.0%) were male and the other hatf
(50:0%) were fcmale. Morc of the respondents (54.0%) were betwecn 60 ond 65 years. while
(40.0%) were above 65 yecars: The mcan age of the respondents was 62.40+2.5ycars.
Mayority of the respondents (90.0%) were Mustim while (10.0%) were Christion, Majonity of

the respondents (64.1%) were mamiced while (22.1%) were singlc; Less than onc quattcr
(10.0%) were divorced and a fow (3.8%) were widowced.

Regarding the respondents’ education; (40.2%) had-secondary education while more than o
quaricr (32.1%) had prima:y cducation. Almostonc quarter (23.9%) had Aabic education
and 2 ow (3.8%) had tertiory cducation. The distriibution of rcspondents by occupatioo

showed that (44.0%) were into trading of food items; (33.9%) were farmers and (22.1%)
were inlo private business.

4.2 Level of Knowledge on (he risk lictor and Symptoms of Hypertension

According 10 tablc 4.2 msjority of the tespondemis (92.4%) kiew consistent high blood
presswre lcads 10 hypenension while (68.1%) said high salt intoke 1s o nsk factor of
hypcitension and (86 0%+) oflirmed thai too much consumption offatty food is a nsk factor of
hypeticnsion. In sddition,(52 0%) kncw obesity is a risk factor of hypertension. while more
than hall (52.0%) affiimied that alcohol consumplion 1s a risk faclor of hypeicnsion and
(54 0%) kncw. smoking.is'a risk factor of hypertension. Also half of the respondents (50:0%)
kpew. hypentensionris-caused by juju, wilches, wizards or remote attacks: About half (56:0%)
kilew. stsokc 1s anumplication of hypeitension

Four hundred_and wwenty. cight (86.0%) of the respondents knaw hyfenension s hereditarny
while more than half (52 0%) afTinmcd that hypericnsion 13 a chronic disease and (64-|q',)
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knew hyperiension is nonnal o1 old age. In addition, morc than half (58 0%%6) knew lock of
rest and exeraise leads 1o hypericnsion while (50.0%) considered headache to be a sign of
h)1)¢"°“5i°“ and lcss ttan two third (60.0%) deemed restlessncss and palpitation io be $igns
of hyperiension: Also more than half of the respondents (54.0%) said wenkness and tiredness
ase signs of hyperiension while niajonity (84.0%) kncw drowsincss is one of the signs of
hypetension and (50.0%) alTirmed confusion as a sign of hypettension. Also, more than half

of the respondent (46.0%) knew wvisual disorder is onc of the signs of hypericnsion and
{50.0%) dlso considered nausea as one of the signs of hypertension,

Majority of the discussants in all the focus group discussions said consisient high blood
pressurc Icads to hypertension and 1t is hereditary. Onc of . them said; *V)y parents had
hyperiension dnd that is the reason | have hypertension t60” Mosl of the discussanis agreed

that hypenension is a chronic disease and it is normal with old. A female respondent repoited
thus: hypeniension is causcd by juju, witches, wizards or remote attacks.

About halfl of the discussants said high salt“intake is a nsk factor of hypertension. They'
equally: added that 100 much consumption’of fatty food. They explaincd thot fats can block

where blood flows and can cause more. health.issues. Others agreed that obesity and lacko f
cxertise is a nsk factor of hypertension

Many. of the discussants said constant headache (0 be a sign of hypaitension and majority

said weakness. liredness and drowsiness arc also signs of hypetiension. Male discussants also
ooted that eonfusion can also b€a sign of hypetiension

Almon gll the discussants thay arc hypegiensive said they encounter problems such %
h).Ptn:nsion‘ fcy pain,~back pain. hcad ache. weskicss and some have stroke” Few abdad
that by pertension fiiakes the do very linle as the wm 1 be ured and Hokiy-
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4.1: Socio-demographic characteristics of
0

Variable -
Age (Ycary) - "'i‘i‘j_cnqﬁ:.wg, I'creentage %
60-65
269
3 i 54.0
i 229 46.0
Sex
Male
249
Female 249 500
50.0
Religion
Muslim
448
Christian 50 ?38
Marital Status
Single
110
Marticd 0 i’
Divorced S0 ?;(])
Widowed ]
1GOWE I() 38
Educational Qualilication
ondary 200 1022
Occupation
Trading/Consumables 219 14.0
Business 1o 21
Fanner 169 33.9

—
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Table 4.2: Knowledge on the risk faclor of hyperiension

Variable

— Frequeney (N=493) I'creentage %
Consistent high blood pressurc
leads to hypericnsion
Yes®® 160 92.4
N 19 38
Don’t Know 19 38
High salt intakce is n risk factor
of hypertension
Yes *° 339 68.1
No 149 299
Don’t Know 10 20
Too much consumtion of fatty
food is a risk faclor of
bypertension
Yes*® 60 12.0
No 428 86.0
Don’tKnow 10 2.0
Obcsifny is n risk factor of
hypcricnsion
Yes** 259 52.0
No 30 6.0
Don’t Know 209 42.0
Alcohol consumption is a risk
factor of hypericnsion
1 n 259 52.0
No 70 14.]
Don't Know 169 339
Smoking is a risk factor of
hypericnsion
Hes'® 269 54.0
No 219 44.0
Don’t Know 10 i

Nolte: #¢.is signitics the correct answer/option
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As shown in tabic 4.3 below, (86.0%) of the respondents knew hypericnsion is hereditary
while more than half (52.0%) allirmed that hypertension is a chronic disease and (64.0%)
knew hypericnsion is normal at old age, In addition. more than half (58.0%) knew lack of
rest and cxercise leads to hypertension while (50.0%) considered headache 10 be a sign of
hypentension and less than two third (60.0%) decmed restlessness and palpitation to bc signs
of hypertension. Also morc than half of the respondents (54.0%) said swecakness and tiredness
are signs of hyperiension while majority (84.0%) knew drowsincss is onc of the signs of

hypertension and {50.0%) affirmced confusion as a sign of hypertension.
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Tablc 4.3: Knowledge on 1he risk focqyr of hypertension

“Variable

Frequency (N=498)) Percenlage %

It is canscd by Juju, witches,

wizards or rentolc attacks

Ycs 249 50.0
- 40 8.0
Don’t Know 209 - B,
Hypertension has danperous

impications c.pg Stroke

Y 279 56.0
ho 10 2.0
Don’'t Know 209 42.0
Itis hercditary

Yes*® 428 86.0
No 40 8.0
Don’t Know 30 6.0
It is a chronic dixcasc

Yese® 259 52.0
No 179 36.0
Don’t Know 60 12.0
It is normal at old age

Yese 319 6:1.1
No 149 299
Don't Know 30 6.0
Laick of rest and excreise

Yes** 289 58.0
No 50 10.0
Don't Know 159 320

Note: ¢4 7 significs the correct answcr/option
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Tabic 4.4:

Varialile

e

Restlessness and
Palpitation src signs of HI
Ycs**

No

Don’t Know

Weakness and Tircdness

are signs of 1EP

Yes**

No

Don't Know

Drowsincess is onc of the
signs of 110

Yes®®

No

Don’t Know

Confusion is onc of the
signs of IIP
Yes®®

No

Don’t Know

Visual bDisorder is one of
the signs of 111

choo

No

Don't Know

Nauscibis a sign of 1IP
Yes**

No

Don't Know

Note: *¢ s significs the correct answer/option.

e

K 1 °
nowledge on the signs and symptoms of hypertension

Frequency (N=49%)

I'erccatape Y

299
40

159

269
199

418
40
40

249
189
60

229
50
219

249
189
60
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60.0
8.0
32.0

54.0
40.0
6.0

840
8.0
8.0

20.0
38.0
12.0

46.0
10.0
44.0

30.0
38.0
12.0



Level of Knowledge of HP
0
|
1
|

B Poor Knowle dge
B Far Knowledge
& Good Knowledge

Figure 4.1: Level of knowledge on the sigas and symploms of hypericnsion
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&nl more tian two wd mﬂwﬂim e
) PN) em hemsehves with hobe wigly (81 () will pray about
6.0% ) said they usually patrontze trmbitionsl heakers.

by cating gvod food (thet are oot (agy, &d et sl
by cammying oul toute excribes. Some of the female ﬂ“dms
given for the hypenension diligemly can Ranage h)p..T

@)

Mujorisy of the male FGD discusaant said they will go o Maciz inditional healers since they

have medicine for mom of the wickness, othery say e beaders will know whit the wsue s
pnce they sec you and will give you berbs. Somie discussant said they will go 10 patent
medicine vendor as ihat s relstively chesper aoad “closer 0 themn than the haspital. ¥ ow said
they: will pray' 1o G since e is all Lnow g and only he can heal
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Tuble 1.5: Health

| —

SeCking hehaviour of the respendens

Variable .
Frequiency (N=498) Percentape%

" Atiend public hicalth services

Yes 319 649

p° o 359

Pavate practitioner

e 349 70.1

ho 149 Sa

Buying of drugs over the

couner

Yes 149 0.1

P 149 299

Treating scif with herbs

e 408 81.9

ND 90 18.1

Pray about it

Yes 408 81.9

No 90 18.1

Patronizing Traditional

healer 279 56.0

Yes 219 44.0

No

_-—--_-_. —— - —

— — e
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Level of Health -Seeking Behaviour

40 -

32
B Poor HS8

1F3e HSB
8 Good HS8

30 -

20

10

Poor HS8 Far HSB Good HSB

Figurc 4.2: Level of licalth-seeking behavioor
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1.4: Reasons for Choice of Health-secking Behaviour

As shown in Wable 4.6, m3jority (83.9%) of the respondents reported 1hat financial buoyancy
is areason for choice of health behuviour white (48.0%) said it is because of the availability
o social support and afmost a quarter (24.1%) rcported that it is because of the proximity and
accessibility of health services. In addition. almost two (hird (60.0%) of the respondems
aftitmed their choice of health-secking behaviour because of the good aititude of health
workers while nany (77.9%) says because of their faith in health care services and (64,1%)
pecause of lack of money. Furthermorc, majority (79.9%) say because nobody to 1akc them

10 the hospital while almost two third (66.1%) say because health care services is too far and

(66.1%) says because of the poor atlitude of health workers.

Majority of the respondents in the group discussions. said reasons for choice of health-
sceking behaviour is tinance; a discussant added '} don"thave enough money 1o feed noi 10
1alk of hospital bills.” Many discussants said language is a barricr as they explained that it’s
oficn difficuit 1o communicate well with hospital s1afi. Some said the aunitude of hospital
workers 10 them is not good at all. Few said nobady 10 take them to the hospital, especially
logo round for cards and locate where (0 seat and 1hat the process is linng in hospitals Some

s3id they will go 10 patent mexlicine vendor as they are relatively cheaper. closer and protocol
free.

Some said the reason of choice is due o proof of scliobility: A discussant explajned: “my
brother went to the herbalist formedicine and he is betler now, so 1 decided to go flor help 100
and invite other too, Some-Said they will rely on God since He is all knowing: A dbcmnnt

added "Cod cannot give what is difticult for one o casry and so He can take sicknesses away
(e wants 10"
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‘Table 4.6: Re; ASoNS for choice

—= lu"a“h‘{"w"""ﬁbChil\lour

Variable 5
~T¥cQucncy (N=498) I'ercentnge

Financial huoyancy
Yes

418
No - o 80 83.9
Availability of Secial Support 16.1
Yes

239

48,

e 259 y o
Proximity and  Accessihility of |
Health Scrvice
;“ 120 ]
Good attitudc of hicalthh workers 1
Yes
ke €9 60.0

199
Faith in health carc services 40.0
Tes 388 77.9
oo 110 22
Lack of moncy
Yes 319 64.1
No 179 35.9
Viscasce is duc (o age
Yes 289 58.0
No 209 42.0
Nobody tu tuke me to hospital
Yes 398 79.9
No 100 20.1
Health care services too far
Yes 329 66.]
No 169 339
Ioor attitudie of health workers
Yes 329 66,1
No 169 139
No faith in health carc 309 62.0
Yes 189 3180
No
Trusting Gl for healing
Yes 418 88.0
No 60 12.0

S ——
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4.6 Hypotheses

41.6.1 11ypothesis Onc: Assuciation betyween nge of respondents and their level of | {calth
Sccking 13chaviour

Tablc 4.7 shows that since the mcan age score for respondents with good Health-Seeking
Behaviour towards hypertension (67.0741) is higher than thc mcan age score of respondents
with poor tlealth-Secking Behaviour towards hypertension (63.0870) and the p-value is less
than 0.05, we therefore conclude that the mean age score of respondents with 8ood Heahh-
Sceking Behaviour towards hyperiension is significantly higher than the mean age score of
respondents with poor 1lcalth-Sccking Behaviour towards hypettension (P=0.000). Thus the
age of the respondents did significantly influence the Health-Sccking Behaviour of the

respondents. Therefore we reject the null hypothesis which states that there is no association

between the ogce of respondents and their Health-Sceking Behaviour towards hypertension:
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Table 4.7 Associalign be

(we
| th age of respendents and (heir of lcalth-secking
Bchaviour towards hypertension |

LUSB Category | Mean t-Value | Df | poyvalue 95% ClI
Age | Poor ISR 63.0870 |.9.953 |48 [0.000 Lowes Upper
Good 1SH—Te7.0711 00 -4.79260 | -3.18163

It AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




4.6,2 Hiypothesis Twe:

The result shows that since the mean 8gc score [or respondents with good knowledge of the
risk factors. signs and symploms of hypertension (67.33133) is lughcr than the mean age score
of respondents With poor knowiledge of signs and symptoms of hypeitension (63-3077) and
the p-valuc is less than 0.05. we then:fore conclude that the mean age score of respondents
with good knowledge of signs and symptoms of hypertcnsion is significantly higher than the
mean age score of tespondents with poor knowledge of signs and symptoms of hypericnsion
(P=0.000), Thus the age of the respondents did significanty influence the knowledge of the
tisk factors. signs and symploms of hypertension among the respondents. Therefote we reject

the nujl hypothesis which states that there is no association bhetween the age of respondents

and their knoswledge of the risk factors, sipns and symploms of hyperiension.
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Tuble 4.8: Assucintion hetwe
CINECH age of respondents ant] their Jevel of kaowlicge on the

risk factor of hypertenyion

Knowlcdge Meor ~

L Category S tvalue 1dE Thovalue 95% Cl

Ape | Poor Know, 63.3077 h_w 336 | 48 Lower Upner
Goud Know. | 673333 ' 0.000 | -4.80875 | -3.24254
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CUHAPTER FIVE

INSCUSSION oF RESULTS AND CONCLUSION

S.1. Socio Demographic Characleristies of Respondents

The age distribution of the respondenss showed thal mos

and 65 ycars. whilc gthers were above 65 ycars,
putat 43 years by UNDP (2005), many Nigcrians
participants was 62 years which is similar with

Arvind. Rahul and Kapil, 2012 ) Majority of th

of the respondents were between 60
Although the life cxpectancy in Nigeria is
still dive over 70 ycors. Mean age of study
Previous study. (Palanivel, Bharathy, Ravi,
¢ respondents. (90.0%) were Muslim while

the peculiarity of the study location and the
study participants being members of i lausa community, The proportion of clderly married,

(10.0%) were Christian is expecied because of

widowed, or unmarried were found 10 be closcly related (o the study conducted by Odamon

dad Ibiczugbe (2014), Majority of the respondents were mariried. less than one quarter were
divoreed and a few were widowed.

Regarding the respondents’ cducation: many had secondary cducation while more than a
quaiter had primary cducation. Atmost orie quar.ct hod Arabic cducation and a few had
lertiary cducation, A study by {.cna in'2009 showed that almost half of the rcspondents were
iliterate and around 37% had cducation up to the primary level. The distribution of
respondents by occupation showed that many were into trading of food items, some wepe

fanncrs and a few were into privote business.

3.2 Leve!l of knowledge on the risk faciurs, signs and sYmploms of hypertension
Hypertension remainsa nmajor global public health challenge that hos been identificd as the
leading risk factor «for.cdrdiovascular mnorbidity and mortality us well as all.cquses of
mottalitics (W1{0Q:-2002; Joint National Commilice (JNC), 2003). In Nigeria, systemic
hypertension is ‘the commoncst non-communicable discase, and public gwyreness aboult
hypeitension-and-its detcrminant is poor (Familoni, Abayomi, Ogun and Olutoyin, 2004).
(44.0%) of the respondents had good knowledge of the causes and symptonis of hypencension
whilc (40.0%) and (16.0%) had poor knowledge and fair knowledge respectively.,
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more than half allinned that hypenension is a chronic discase and kncw hypetermion i3

normal at old nge. (P=0.044) More than half knew: lack of rest and exercise. life-style leads w0
hypenrension while somic considered headoche 1o be a sign ol hypertension. Also halfl of the
respondents knew hyperiension is caysed by juju. witches, wizasds or remote antacks This

This study’ shows that majority of (he respondents knew hypenension is hereditary, while

compaed 1o a study which showed that 79294 of panticipants were aware of high blood
peessuie, Compared to several suveys from many countries around the world, which

reporied that public owareness of blood pressute levels was very poor (Kamadjeu, Edwards
and Awanga. 2003).

- Anolher study by Niger, 2010 also ravealed that about (58%) and (51.8%5) knew smoking
1 jocreasss the propensity (o develop complicalions and )l exarcise is beneficial for 1he
anatrol of blood pressure respectively (Niger, 2010), More so, less than two third (60.0%)
deemed restlessness and palpitation to be signs of hypericasion. This is closely in line wib
the study in the journal by National Medical Association (Vol 96, May 2004) which stated
that (4535%) and (30.2%) respondcnts respecinely knew headache and palpitatian were the
cammoncst sytuploms of hypericnsion. in addition, (44.0%) of the ropandonts had good

knowledge of the causes and symptonisof hypeitension while (40.0%) and (16.0%) had poar
Loowledge and fair knowledge respectinely.

L A similar to the study alsolnoted that the knowledge of posuible complicabcas of
I hypentension was very poor as.only 4{,|% and 1.8% of pauents were awarc that excesmve
salt and [at intake could ddversely allect the congol of hypefiension respesctively and was
mxied that it may not/be unconnected with the poor knowledge of hyperntenseon (Nigert.
|r, 2010), More so, this/sludy, also showed that there was no signtticiint dilference betwoen the
| ages of the respondeals and their level of knowledge of the causes and symptoms ol
Bypericnsjon aniong respondents (p=0.177)

33 Prevalence of hypertenslon
Ibe prevalence of hypertension vasica within diifcrent counties. The Ovevall ghodal
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(Kcamey.2004). Being the niost

rapidty rising cardiov ascular discase in sub-Saharan Alrica
and alfccting ove

| t 20 million people, hypenension prevalence has been feported 1o be on the
increasc In fecent years (Kaufman and Bagkey, (1993); Kadiri, (2005). In Nigeria,
hypertension is the comnionest non.communicable discase with over 4.3 million Nigerians
above the age of 1S ycars classified g5 being hypertensive (systolic BP 160 mmlig and

diastolic BY _ 90 mm!lg) using the crsiwhile national guidclines{National Exper!

Conumittce, 1997; Kadiri 1999, Akinkugbe, 2003; lyalomhe, 2008 K¢, 2009). This is

consistent with this siudy as about whilc 88.0% (n=438) had been Jiognosed with
hypertension and only 12% (n=60) don't have hypencnsion.

jn a similar manncr. a systemic review of hypencnsion prevalence studies by Adeloye
(2015), obsenved in pooled prevalence of hypencnsion incrcased from 8.6% over the petjod
1970.1979 1o 22.5% over the period 2000-201), Closely related 1o this study is a
synihesizing population- based study on the prevalence of hypencnsion in Nigeria {rom 1990
to 2009. Thc prevalence tanged from 8 mimimum of 12.4% o a maximum of 34.8%
(Ekwunifc and Aguwa, 2011). The prevalence of hypertension in Nigeria forms a substantial

portion of the total burden in Africa becatisc.of the large population which is estimated to be
ovcr 170 million (Akinlua ct. al, 2015).

54 Bcalih-sccking hehaviour

The desired health-sccking behaviour s for an individual to respond to an illness episode by
seeking lirst and forcnost help from a irincd allopathic doctor in a fornally recogmnuzed
health care centre (Conner and Sparks, 1996). This is consisienl with the study by Uzchukwy
and Onwijckwe, (2004) svhich stated privatc health facilitics were the 1mual choice of

ircatment for the majonty: ta the suney in the south-castem Nigeria.

Findings in this'study contsasts with the des ired health-sccking behavior, with majonty reat
themsclves witl-herbs while 408 will pray about it and niote than hall said they usunlly
patronise traditional healers. Patronage of traditional/spiritual healers is inuch 10wer than was
found in a study in Catne roon(Nchinda, 1977) and also in another study the commoncst

source of medical care was Lhe pnmdry heulth centrehealth post in 360( 18.0%), the hospital
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in 31(1.5%), the potent medicine stlore in 284

~ 277%13.8%) of the respondents Olndapol, Salako,

(142%). and ireditiona]l medicine in
Sadiq , Soyinka and Falase (2013).
Although miany altend public health care scrvices for care while some patronise private

practitioners [or case and niote than t\wo thisd buy drugs over the counter for care.

Another study showed that out of 246 and 140 respondenis, 48.8% andd1.4% don't seck
mcdieal care.32.5% and 15.7% visits \BBS doctors, 17.9% and 41 .4% wem to village
doctors/dug stores while only 3.3% and | .4% of respondents visited health workers for heahh
services respectively (Uddin ct al, 2014). Also lindings from the swdy by Tanimola e1 al
(2009). reported that in the 101a] of 333 respondents, less than half (44.7%) ol those who
sought treatment patronized public heahh facility ot first consultation. The place of first
consultation as reporied by the respondents; 54.6% visited private health clinic or hospital or
sourced drugs from phaimacies and patent medicine stores: About 39.9% sought consultatios
from public (acilitics like govemment hospials, pnmary health centers and comprehensive
health centers. Only 4.5% had traditional healers o spirualists as fitst point o fconsultation

More so, this study showed thit (48.0%) had'good hcalth-secking behaviour. while (32.0%)
and 20.0% (n=100) had foir and poor health.secking behaviour respeciively. The findings
fiom Intcrmalional Joumnal of Science and Rescarch (2003) also i1cported that Majonty of
respoodent (84.6%) of the respondents,with sormal blood firessure had good healib-sceking
behavior whereas among the respondents with clevated blood pressure, only 14.1% had j;o0d
bealth-secking bchaviour.

There was a signilicant differénce belween the ages of respondents and their level of bealth-
secking behaviour (P=0.04:1).0s almost onc thinl (31.9%) of respondents behveen the ages
60-65 years had good hcalth-secking behaviour and 80 (16.1%) ol respomdents above 65
years of age had poer aivd good health-secking behaviour respectively

$.5 Choice of health-sccking hehuviour |
Health-secking, behuvlour 15 a sequence ol reniedial actions taken to rectily *pervenved all-

halth’ (Ahmed, Adams, Clowdhury, and Bhuiya, 2000). There are personal astwas to

promote oplimal wellness, FECOVery, and rehahilitagon (Nursing Outvonie Clasuticatioey
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2009). When indivi ak iClOne | :
-909) he |. 1f|unls ike decisiops in relationship 10 healih, they weigh up the potential
risks or benetits of u particular behaviour.

They do so in a way that is mediated by their

their social rootedness and their whole outlook on life
mote generally. (Afiican Rescarch Review, 2010).

This study show

immediate practical environment,

niajority of the respondents knew they seck their particular health behaviour
because Utey are tinancially buoyant while sid because of the availability of social support
andalmost onc fourth stated it's because of the proximity and accessibility of health services.
in addition, almost two third of the respondents affinned their choice of health-secking
behaviour because of the good attitude of health workers while more than three fourth Sdid
because of their [aith in health care services and because of lack of money. ‘urthcmore,
majorily said because nobody to take then 10 the hospital while almost 1wo third said

because health care services is 100 for and 329 said beeause of the poor attitude of health
workers.

[n a sinilar study on health-sceking behavior in Ekitt State among Rural Dwellets (2010)
notcd factors ol choice as; allordable cost. closeness, stalT amitude, quality of scrvice.
knowledge ol ownets/ stafl and availability ol drugs requited. Results Gam the study show
that (32.9%) patrons claimed duc to allordable mcdical of charges. however, (24.3%)

indicated patronage duc to closencss, (10.3%) staffl atitude, (16.17%),quality of service,
knowlcdge or ovwner/ s1af1(5.3%).

Also findings ftoni the sludy by. Tanimola ct 8l(2009), show rcason of choice of respondent
as quality of care(37.5%), proximity(31.4%), cost least expensive(23.1%), frec treatment
(5.4%) and other reasons (2.6%). Another study by Ukwaja , (2013) also found rcasons for
nol visiting a public facilitics of respondents as thus; too expensive (22%), 1t takes ume
(26%). long distance’ o the facility (23%). knew' they will get better treatment
elsewhere(18%), mistust in public facility (10%) and othets (132)

Egunjobi, (1983), noted that apan from the (act that most Paticnts would choose the

inslitution which they: considered would give best scrvice, rather than onc ncarest (o them.

N
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yet other so€10-culiural factors such as relatn

N € living in hospitals as well as fec paid, casc of
iranspont. feligion and connections with hospital stafT will affeet

the health-secking behavior.

Findings {fom this study show that therc i$ 0 significant association belween age and

hypertension. in linc with this, results from the research conducted by (Kosugi . Nakagawa,
Kamath and Johnson, 2009) shows Blood pressure Iends 10 nise with age and ils consistent

with (Carveiero and Oparil, 2000) which shows risk ol hypericasion increases with aging,

Result from the study also shows that Cssential hypericnsion is the most prcvalent
hypcncnsion type. allecting 90-95% of hypenensive patients, Although no direct causc has
identificd itsclf thete are many factors such as sedentary fifestyle, stress, visceral obesily,
potassium dcliciecncy of which (Kosugi . Nokagawa, Kamath and Jghnson, 2009) resultls
stated about 2 out of 3 people over age 60 who have J131* have [S1). Yet a consistent finding
in many studics is that, for some illnesses, people-will chose traditional healers, village
homcopaths. or untraincd allopathic doctors above formally trained praclitioners or
govemment hcalth (acilities and accoiding-to(Ahmed o al, 2001) hcalth carc sccking

behaviour is for an individual to respond fo an illncss cpisode by sccking first and foremost

help (rom a trained allopathic doctor. in.a.formally recognised health care sctling

5.6 Implications for 1lealth Promutian and Ldueation

There 1s no gainsaying that the findings lrom this study have health promotion and education
wnplications and imply the nccd for nultiple ntcrventions directed ot tackling the
phenomenon. ‘The responsibility of health education (ocuses on the modification of people’s
behaviour and behaviotm! antecedents (WO, 1988); Green and Kreuter.1991)- licalith
education ts concemed with helping people develop pmctices that ensure the best possiblc
Wel! being which could/be individual or collective. Health cducation principles, 5lralcgi¢s

and methods canbe.cinployed cin be employcd to address the negative findings dentificd in
this study

10 light ot this study, it is obvious that good health.sccking behaviour is vitol for survial of

mankind and its importance cannol be O\ crcmphasized. This isas a resuh of arroy of allment
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A des it 1 3
which par ‘ - sc\lf ' 0ur community oday and the jnerease of hypertension in the ciderly
catot be left out. Even though knowlodge is a strong factor

it is not suflicicnt in developing

ing a good knowledge of the roles that cultural belicl
amd gender 19les play in tenns 0I'hcn|lh-sccking bchaviours can help health care providers

masilive health-sccking behaviours. gy

improve their relationship, Profiessiona l-paticnt relationships and development stralegics (o
cncourige People 1o scek appropriate treatment as soon as possiblec.

Just as individual ditferences exist so also ore their bid to remain healthy this portrays the
populnlion’s consciousness and how' they cngage the hcalth .system in quest 10 remain
healthy. 1t is nnportant for hcalth care profcssionals especially those with specialty In
handling aged people to understand the ditferent factors that affeets an individual’s deeision
o seck hcalth carc treatment. This is to cnsurc that \professionals arc belter able 1o
rccommend Trcatments that ore appropriate 1o individuals so as (o promoic health-secking

behaviours instcad of providing options tha paticnts-might not fccl comfortable with because
of social norms, culturcs and volues

Finally. infonning policy makers about the study lindings would increase their commitments
1o cstoblishinent of clderly homes because the present cconomic realities of Nigena with o
harsh gov.cmment reform programnic. aith Jittie or no consideration for the older people has

crcated a lot of clderly beggars who are hyperiensive in nature with little or no access 1o
health care services.

5.7 Conclusion

This study has shown i) there are soinc rcasons for choice of health-sccking behaviour as
by the clderly as thus; knowedge of owners/ stafl and availability of deugs required,
religious belict, social supporl, lack of moncy. Proximity and Accessibility of Hcalth Scrvice.
tHealih-secking behaviour is o sequcnice of remedial actions taken 1o recuify *perceived ?'II-
health *and so good health-sccking behpvior towards hypeitension and pro.pcr un.dcts‘mndmg
of health-sccking behaviour by the dderly could teduce delay to diagnosis, improve

ircaiment compliance and 1NPLosC health protnotion strategics in a varicty of contexis. Risk-
¢
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and healdh.seeking behinviours arc largely determined by an individusl's knowledge, atfitudc,
belicls and hicalth practice.

The condition of the aged has recently surfaced as onc of the forcmost social problems
Nigcr;a like many other developing countrics in the world is presently witnessing the rapid
gowth of her populntion. The nuniber of older people In the low-income Couniries Iy
expanding rapidly- In recent years. as population ageing has grown into-a *“defining giobal
issue, concerns have emerged regarding policy interventions appropriate for older people.
especially i the arca of elderly health care.

No country can be properly regarded as sound when the generality of the pecople are poor in
pealth- The better the stote of health of a country, the betfer.able, it is to develop, mobilize

and utilizc the minds. encrgics and recourses ofthe people for lack of development.

In the light of these {indings, reccommendations wete suggesicd which could be adopted and
utilized by thc appropriatc agencies. 1t is -hoped, that if thcsc recommendations are

implemented there will be marked and sustained impiovement in disciplinary mcasuies used
by: our cducators in our cducational systcin’in Nigeria.

5.8 Recomnmiendations

Policy cmphasis is morc on young pcople. women and childien while the cldetly’ are

neglecied. Based on the {indings froin tis study, the following reccommendations are madc
thus:

1. Jhere is a fAced 0 involve religious leadets n the campaign for prevenuve

mecasures'towards hyperiension and how to medify nisk factors 1o reduce the

prevalenceof hypertiension.

2. There is an urgent need o design and implciment cullurally appropnate publie
gwarencss, health cducational ond healih promotional programmes about the

importance of good eolth-sccking behuviour

74

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



3.

There IS lhcrcfotc
a
i _ need for EOVermmem 1o provide pccessib
ser friendl$ ool cm accessiblc, aflordable,

optio - - i
P'Ons 10 jmprove llealth-sccking Yehaviours

to strengthen the national

Programme for hy '
Sl hypettension.

there § ini
. IS definite peed for screcning of elder)
Pressurc testing and counscling can

From a public health
Y. I'ree routine blood
also be orpanized by public hcalih

agencics to hel i
P munage and seduce complication duc (o hypettension.
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APPENDIX |

INFORMIED CONSEN'T FORM)

IRB Rescarch Approval no:,

ey o This approval will clapse oms..cuuieeneennens
TOPIC: |lcalih : v

| | -sccking Behaviours related to 1lypertension ameng the FElderly
immigrants in the Hausa comniunity, thadan, Oyo Swuate

This study 1s being conducled by a Masters of Public |lcalth swudent of the Ocparument of
Healih Promotion and Educaiion. Faculty of Public llealth, Collcge of Medicine, University
of Ibadon. The putpasc of this siudy s to Investignte the_health-secking behaviour towands

bypericnsion. among the elderly immigronts in the 1lausa.speaking Community. in Mbadan
Nonh Local Government Arca of Oyo Siate

The research instruments will be intervicwer odmunisicred ond 498 clderly are required to
panicipalc. We intend 1o complete data colicetion ithin four weeks

Resks: There are no risks involved in parucipaling in the rescasch study.

Costs: Your participation in this rescarch 4vill not cost you anything

Henelits: The goal of this rescarch 1840 peovide useful information 1n designing cvidence
bascd health promotion and education pregremsmes thal can be used to inform the clderly on
the importance of hcalth-secking \behaviour 1owmds prevention and managcaxnt of
bypestension, clicit information/from clderly' and the findings of this study 1s likely to help
public beslth pracutioners andd the govermment to ptovide information and perecived causes
of choice of health-seeking-tichdviour for the public, plan progmmmcs that would avour
improvement of health facilities in management of hypeticnsion among the clderly

Coofidentiality: All informatian collected from this study’ will be coded and aames will nod
be needed nor redorded. Thus, the informalion you provide cannot be linked 1o you in

anyway. Voluntariness: Your pastic petion inthis research is entircly +oluntary

Chascquciices O} patiicipanb' decision to withdraw [rom rescarch nod procedure for

orderly (ermination of parsicigation: You & | | |
ay1ime. [lowever, the informaidm you have alicady provided will be used dunng 1he

choase o withdraw from the rescarch ot
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icpons or Publications, Wit happens 10 resenreh

‘ panicipants and communitics when the
resarch is over: The rescarchers

Slicati will infonn you of the outcome of the research through
publication.

AaYy apparent of Potenuial conflict of interest: The rescarchers are students undcrgoing

academic projects which may however be benclicial to the gencral public st large. We ase not

aware ol any other information that Moy causc the resegrehers not to do their work with fear
or favour.

Statement of person obtuining informed conscnt-

| have Rilly explained this research 0. e iiiriiie et senenesin.and  have given sufficient

1nfermation about risks and beneflits, to make an informed decision

Statement of person giving consent:

] have read and understood the description of this.cescarch. | know enough about the purpose,
acthods, risks and benefits of the research sty 1o judge that [ want to ake part in ic |
undersiand that [ may (recly stop being pont of this study al anytime. [ also have a copy of
this consent form and additional information  sheet for mysell
e Name. . . oMgnature

Witness' Signature (if applicable),.. ... Witness Name (if applicable)

Ihis rescarch has been approted by thx: Director Planning, Rescarch and Statistc® Sefrowany.
Oyo Suate, Research Eilical Review Commitiee. In oddition. If you have any quegtson about
your panicipation infhi$ rrsearch, you can contact the pnxipal invenigator. Name: Puul,

Ojooc Ruth
Ocpasoncon:  Health, ’fomotion and Fducxiion, Faculty of Publw: Health, College of

Medicine, Univel eisal |badan. Nigers
Pbone; 08057857818
E-mail; 0j ¢uthpaulisahoo som
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HYPERTENSION

Instruction:

symploms of hypertension Tick (V) Yes, No or Dan‘1 know:

LEVEL OF K
HYPERTENSION

SECTION 11 LEVEL OF KNOWLEDGE ON TIE CAUSEG AND SYMPTOMS OF

he tble below contains a list of the leve] of knowlcdge on the causes ond

NOWLEDGE ON THE RISK FACTOR AND SYMPTOMS OF

THE SIGNS AND SYMPTONS OF HYPERTENSION

TICK (V)

Yr.sj NO | DONT KNOW

7 Consistcm—hi_gh blood pressurc lcads to hypericasion

8 | High salt intake is arisk factor of hypertension

hypertension

9 | Too much consumption of faity food is a risk factor of |

-

10 EOBcs;t.)' is a risk factor of hypertension l

3 T;Lloohof_consumpiion is o risk facior ofhypefiension |

et b

12 | Smoking 13 a nisk factor of hypcricnSion

3 J It is caused by juju, witches, wizards O remotc attacks |

1 x | Iypenicnsion has dangcrous im_f)iicaﬁan.-c_.g stioke
15

16 I flyperiension is a chroni¢ discase

| Hyperiension is hereditu)

17 | llypcnension is normal's old age '
18 [ Lack of rest and exereise can cause Ilypencnsion [
19 | Headache is a sigi of “Tiypertension '

B —

20 | Resilessnsss and palpilation is one of the signs of
hypencension I

21 | Weakness. and, [ iredness 1s one of the signs of
hypererision _ I

2 | Dyowsincss i?ov-n_cbf-fhe signs of hyrersv0o i

Lk |

Confusion is onc of the sigRs of by penersion
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! 24 —\Tision Disord;r is one of the Siw,’ of hmﬂm’ion _.l
25 | Nausca is oncof the signsof hypertengjon B T L

SECTION C: REFORTED 'REVALENCE OF IIVIERFENSION
Instruclion: The table below conlains questions 1o determinc the prevalence of hypericnsion
among the elderly Tick (V) Yes or No

PREVALENCE OF HYIERTENSION
PREVALENCE OF 1IIYPERTENSION

TICK (V)
YES |NO

—— — —

26 | Are you hyperiensive

27 | How do you know? Where you daigonised

SECTION D: HIEATII- SEEKING BEILMAWIOUR
Jastruction: The table below contains a list/ of health-sceking behaviowrs towanis

byperiension Tick (V) Yes or No( if you hase been dingnoscd answer this)
HEATIH SEERING BEHAVIOUR

| 1:“1_\; (v)
YES ;h..u |

HEALTI-SEERINGBEIAVIOUR

28 [ Do you altend public health scrvices
29 | Doyou g0 o pavale praftinonce
130 | Do you buy drugs /6ver.the counser

3) | Do you ircat youreiMwith herbs

= - R —

32 | Do you pray shoutt
33 [ Do you gota radiuonal beaksv

LS

T
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SECTI0N E: REASONS FOR CHOICE OF HEALTH-SEEKING BENAVIOUR
Instruction: The lable below' contains a list of rcasons for choice of health-secking

behavipurs towards hypencension Tick (\f) Ycs or No

REASONS FOR C1OICE OF HEALTH-SEEKINGBEIAVIOUR
'REASONS FOR THE CHOICE OF 1EA) T1I. TTICK (+)

S S s Y
EERIGBEIAVIOUR YES |NO |

e —

34 | Financially buoyant

35 | | have social suppon

36 | Health service is ncar and occessible ]
37 | Good attitude of health workers

38 | Faith in health care B
39 | Lack of moncy —
30 | Discasc due 10 age ! |
|41 T'Nobody to Lake me 10 ho?p?lnl

{32 | llcalth services too for
133 | Poor attitude of health workers

143 | No faith in health core |

P_S_ Trust God for healing

—_—

Thank you for juurcooperaiton
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AI'PENDIN 11

TSANGAY AR LA FIVAR JAMA'A
KAWALEJIN KOYAR DA 1LMIN LIKITA
TAMPAR IBADAN, IBADAN

TAMBAYOYIN BINCIKE A KAN ABUBUWAN DA TSOFFI KE Y1 DON TSARE
KASSU DAGA MATSALAR HAWAN JINI A GARIN SABO KARAMAR
HUKUMAR IBADAN TA AREWA, JINAR OYO

Zuwa gare Ku,

Sunana Paul O. Ruth xaliba mai kasetun babban digiriia'sashen ¢i gaban laliys da fannun
ilmi, lsangayar laliyar Jama’a, Jami'ar Ibadan. Wannan tambayoyin bincike an shirya shi ne
don gano yadda tsofafli a cikin al'ummar Hausawa da ke garen lhadan Jibar Oyo ke kula da
lafiyarsu don kare kansu daga hawan jini. Abinda aka samu a sakamakon wannan bincike zai
aanaka wajen Isara yadda za o shuya hanyoyin ci.gaban laliya da fannin ilmi

Waman nazan ba 2a1 cutar da kol ba. duk’bayan an da aka tattar 22 o sirrania. Don ka samy
tabtmacin haka, ba 2a a rubuta sunanka 3 wanaan takaniar dincike ba. kuma kana da zavin qin
amsa tambayoyin baki xaya.

Ka saki jikinka ka amsa waxannan tambayoyi cikin gaskiya. [dan kana do wata tunbays. ka
¥t be tarc da wata damuwd ba 8 yayin gudanar da wanaan taila oiswa

Na gode kwarai da haxin kanku

SASHEN A BAYANTAKRKAN MALAMSA TAMBAYO)V)
Umurni Wajen amsg’tambayoyin wanaan aishe, ana son ka )i zavi ne ta hanyar sa wannan
alama (¥ ) 8 wurin ds ya dace, A wosu wuraren kuma sai L3 ba da bayanin da ahe bukata a
wurén da aka tanadar
1. JINS] Naniji ) Mace
2. SHEKARU
). Kinsts{ ] Musulm wan

1. AURL Baby awe [ J\kwai ms¢ [ o by [ bokio yi mutu
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5. MATSAVIN LA Firamare wgn

6. SANA'A -l

SASIIEN B.
LML A KAN AHUBUWAN DA K ITAJFAR DA HAWAN JINI

DA ALaMUN b
[ A\ AKE G
MAWAN DN pa sy T UANIN WANDA VA Kastt pa

nmumi Jodawalip da ke biye na xauke da jerin bayanas @ kan sbubuwan da ke haifar
da hawan juy do alamun da ake gamn wands ya kamu das hawan jine da sa

Hzn“lnmnnhnuh'lngurbinE!u.t':lmtumﬂm;mh

ILMIN kJ\\ ABUBUWAN DA KE HAIEAR DA 1AW AN JLINI D\ AL \I \
ALAMUN DA KE NUNA AN KAAUDA ELAWAN JINI

 SA WANNAN ALAMA (v) |

E—_—

|
B !

L__._ R | E 'A'a | Pananiba .
|6 | Hmégwan jin ke haifar da baweajinp® | | "t —

7 | Yewmn shan, gishin ke haifar da Bawah jian

ah

i€ | Yeman o abuici mad yawan kit na 1ya hnrfx
-dlmjm
9 _‘Ukhl ru J}.lh.ii[ldnh.i&n_tiﬁ f [ ! —

— - a— .

10 | Yawan shas @ya ka 157 hasfas ds hawan jini
:ll H:.mr.&ur.u)‘ahﬁ&h.umjm
72 k.r,u.a 6 ho mayy bt bowo hasan o

1 ‘h‘i‘_*.l_uﬂ!lryi D Ly ol WSO W g5 3

- [

L]
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20 | Rashin kuzri da yawan gajiys,
Jin jin e —————

{—Iﬂ "Rashin natsuwa da faxuwer gabg. I _

|
‘ { “ Rashin kwanciyar hankali, e

Tashin zuciya

SASHESN €t YAWAN KAMUWA DA HAWAN JINI

. tawen Jini 3 kin ofTi- Zavi E ko A’a (a hanyar sa wannen glama ( V)

r YAWAN KAMUWA DA HAWAN JINI

Uemarns” 13335, 30in da ke biye na xauke et da mbayoyi a kan'yadda ake yswan kxsows da

2avi (V)

E

A's

1 YAWAN KAMUWA DA ITAWAN JINI
25 | Hauhawan jini ke haifar da hawan jinni

[26 I Kana da hauhawar jini?

SASHEND: HHANYOYIN NEMAN LAFIYA

| Jimi ke kuls da fafiyursu (V) i T RGN
HANYOYIN NIAMAN LAFIYA

e e R — —
e S ——

YAWAIN NEMANTAFIYA
Llhn halarc) @asTuka a han hﬁ) 8

Mu)—i;n;zl!acm' -
m,nnmnmwdnmms’
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SASHEN E: DALILAN D

A SURA SA KA ZAVIN IIANYOYIN NEMAN
LAFIYARKA

game do matsalar hawan jini. 2avi E ko A'g.

DALILAN DASUKA SA KA ZAVIN HANOVIN NEMAN LAFIVARKA.

7avi hanyarks ta neman lLia(iya

= . Zavi (Y)

TDALILAN DA SUKA SA KA ZAVIN TANOYIN | B A

NEMAN LAFIYARKA

33 | Isashen kux ]
34 | Samun tamako daga al’'umma
35 | Akwai cibiyoyin kulada laliya kusa da ni
36 | Taimakon jami'an laliys ' I
37 | Aminccewa da hanyoyin kula da laliya
38 | Rashin kuxi
39 | Rashin lafiya saboda tsufa i
30 | Babu mai kai ru asibiti Y
11 | Cibiyoyin kula da lxiﬂyn_na nesa daoni
2 ‘ Jani*an kula da laliya ba sa aikinsu su yadda ya tnmau i L
23 | Ban amince da hanyoyin kula da lall)'mmu ™ ﬂ
__t—labnczm\nru:dam -—__. ) E__ LN

Na gode da hadin kan da ka ba mu.
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APPENDIX 1V

FOCUS GROUP DISCUSSION (FG1) GUIDE
Introduction
| am a Masters of Public liealth student of the Depastment of lealth Promotion and
gducation. l'aculty of Public Health. College of Mcdicine, University of fbadan | am
currently conducling a rescarch study on; llealth-sccking Ichaviours relaled to lypertension
among the Elderly Immigants in the llausa community of [badanNorth Local Governmant
Araa. Oyo State: The purposc of this study is 10 investigatc the health-secking behaviour

1owards hyperiension. among the clderly immigrants in the | lausa-speaking Communtty. in
Ibadan North Local Government Area of Oyo Siate,

With (ue to casty oul this focus group discussion are’'my rescarch asSISIANES. co.coiivriiin
We aic here to identify the health-secking behaviouss” towands hypatension among the
eddey in this community, This study will help upgrade knowledge and help 1n the design of
maervention progiammes for the clderly and“any ‘information given will be treated wath
confidentially: and will be for academic fescarch purposcs only: Plcase, we also raquest
your permission Lo allow us usc tape recorder for documentauon the discusion session
This would help ensurc that your views.are accuralely recoided and migeresndon
avoided We will be grateful if you provide us with honest and accurate information,

Thank You
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What are the health probler associaley

with the
Probe for hypencnsion if not mentioned

clderly in (his communily?

What do you kpow about hyPefiension?

Whal arc the causes ¢ hypenension?

\What arc the signs and symptoms of hyPerieusion?

What are the challenges of being hyperiensive? ‘
ive?

Which groups of people ase gfTected?

How'ofien do the elderly cheek (heis blood pressure?

How can thie elderly: Mmanage hypenension?
Where will

be the first point of ca)] ; i o e
) call ifany sign of hypeneasion is naticed and why?

ow can the clderly prevent themsclves from been hypertensive?

Whai are the reasons for the choiceof healih-secking behaviowr?

Thank you alj for your cooperntion
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AP ENDIN V

INGORAN TATTAUNAWAR KUNGIV

GABARARWA
ASSALAMU ALAIK UM

Sunana Paul. O. Ruth, xaliba g .
\ Sashen ci gobau laliya da fannin ilmi laf:
Jama'a qwalejin imin likitanc;, y annin ilmi, sangayss lafiyar

Asibitin kwalejin Jami‘a, Tare da n don gudanar da warvan

' Aminu da Majro da Abmed da Belio da kuma Fatima, Dykkansu
mataimakana ne don gudanar da bincike.

binciken 1lmt gkwai

Mun 20 nan ne don gano yaddo 15offi masu fams dg cawon hawan jim ke quianar da
rRyuwarsy & cikin waanan al'umma. Wannan bincike zii imaka wajen xaukaka jlmi da
kuma taro yadda 2a a taimakawa 15ofTi masu fams da'\fafin jini. Duk wani bayani da aka

samu z3 a simnta sunan wanda ya ba da shi, kuma za'a yl'amfant da bayanin nc kawai don ct

gaban tlmi. Muna roqenkuda ku amince mu y1 amfan: da na'urar xaukar magana dea taskace
bayanan da mukn samuy. \WVannan zai tamaka wajen ubbatar da cews duk bayanan da ka yi ba

a Yi qan ko rags ba. za mu yi matuqar fann ciki‘idan’kuka ba mu bayani gamsasshe ba tare da
qan ba.
Mun gode.

1. Wace inn lalurar mstun laliya ta fi dasnun tsofaili 8 wannan al‘.gnma

Idan ba su ambaci kawan jinl . ka y1 mogand a kei
2 Me ka sanj game da hawa jini?
o Mlc ke haifar da hawan pini?

e  Waxanne alamu ake gaii' a wurin mai (ama da hawan jini?
e  Yaya rayuwar maidsgu da hawan jini kan kasance?
e Wane nau'in jama'a’hawan jini ya i kamawn?
3 Sau aawa 1sd1(iK3n duba massyin kawan jiniasu®?
Wane dalili Aan'sa 1s0ffi su duba matsayin hawan jiniana, huso & U suke Jube
haway jinnadsu? _
4 Ta wace.bdnya 1sofafTi za suiys galanas da rayuwa ds hawan jin?
. |,mm.dmmdnummhngmmnlmmkmwadohwmjw.\mM
me? o
. .3 tsofalli 23 su karc Lansu daga zzna masu hawan jind
s 1:‘:::‘";:])"‘, msui,.;sal(ﬁfiﬂlﬂ wasiu ebubuwa §oo kiYayc lafive?
Mun gode kwma) da hadin Lan da k3 b2 mo.
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APPENDIX VI
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MADAN BOUTH CAST LG

| N &

Fig 5.1 SEREET MAP OF IBADAN SORTU LGA.
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