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ABSTRACT

Hypettension is one of the leading couses of adult morbidily and mortality in Nigeria Civil
servants including local government employees are predisposcd 1o risk factors thui could jead 10
hypertension. Several studies have been conducted on knowlcdge. awareness antd predisnosinig
factors to hypertension among local government employees in urben seilings but few in semi-
urban arcas. Hence, this study was designed 10 deterimine the prevelencc und risk factors of

hypcricnsion omong l.oca! Government [Employces (LGEs) in Oghomoso South [ ocol
Government Area, Qyo Stalc, Nlgerlo.

A descriptive crossscetional design wesadopted; usinga four-stage mndom sampling tec hnlyue
10 sclect 250 consenting respondents from oll dcpnriments (8 depaniments) in the local
govemment sccretariat, A seml-struclured, Intervicwer-adminisiered questionnaire which
Included guestlons on socio-demographic charaeterlstlcs, a 30-point hypcricnsion knowledge
and 14-polnt practices (sedentaiy lilestyle, smoking. aicohol consumption and cating food with
scasoning) scales were used for dala collection. Knowicdge scores of <10, >10-20 and >20 were
raicd as poar, fair and good, respectivcly. Practice score of <7 and >7 were calcgorised as poor
and good, respeclively. Respondents Blood Fressure (BP) were measurcd wsing morcury
sphygmomanometer and BP of <140/90mmlig was consldered as e normal 8P. Weight and
height were measured and a Body Mass Index (BM)) of 230kg/m* was rcgarded as'obese (riornal
value = 18.5-24.9kg/m *while 25-29.9kg/m? regarded ns overweight). Data were analysed using
descriplive statlstics, Chi-square 1est end fogistle regression model o p= 0.05

Age of respondents was 42.057d years, 54.4% were femnales and 84 4%¢ were C hpistians
Respondents’ year of service was 13.3+5.9, 84.8% were married and 39.6% had post.secondan
education, Prevalence of hypericnslon was 25.6%. out of which 27.2% werr males
Respondents® knowledge seore was 20.747.2, Those with poor, falr and good knowledge were
18.8%, 4B 0% and 33.2%, respectively. Respondents’ gwactices score was 10,224 2 and majorits
(64 4%%) had good pructices which could prevent hypertension. Only | 6% of emploxces were
anderw clght, 36.0% hid normal weight, 42.0% were ovenweight, while 22.7% were odesr A
significantly higher proporiion of respondents aged 50-59 yeary (42.0%%) compared wlth thoee
eged 7029 (13 0%), 30-39(18.0.0%) and 40-19 years (27.0%) had hypestension. Als, 8
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significantly higher proportion of respondents with good practices (64.4%) compatred to those
with poor practices (35.6%) had hypertension. Respondents’ years of service was not
significantly associated with the prevalence of hypeitension. Respondents aged 50-59 y cars wcze
more likely 10 have hypertension than those aged 40-49 years (OR: 3.23: Ci* 1 42:737)

Respondents with poor practices were 2 times more likely 10 huve hypenension (OR 2 8. C1
1,.27-4.44) compared 10 those with good practlces

Prevalence of hypertension was high minong Ogbomoso South Local Governmenl l:mployees
and the workers within $0-59 years were at rlsk of hyperiension, despiie good pracisces ol
prevention, Workplace health promotion services such as health education on hy pertension-

related risk factors should be promoted among lecal govermment employees,

Keywords: Hypertension, Body Mass Index, Local Qovernment Employees, Scdcntasy
lifesiyte
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CHAPTER ONE

1.0 INTRODUCTION

1.1 Beckground

Hypeitension sometimes calied asterial hypettension is a chronic medicsi condition in which the
blood pressure in the arterics is clevated (Chobanisn er al. 2003). 't ss the commonest
Cardiovascular Disorder (CVD) and now tegarded as major public healih probiem. Hy pettension
is the persistent increase in systematic arteriol pressure. This requires ihe heort 10 work harder
than normal 10 circuletc biood through the blood vessels. Blood pressure is summarised hy two
measurements, systolic and diastolic, which depend on whether the heart muscle is contraciing
(systole) or relaxed between bents (diastoie). Normal blood pressuce ot rest is within the range
of 100-140mmHg systolic (top reading) and 60-90mmHg diastolic (bottom reading). High blood
pressure Is said 1o be present ifitis persistently ot or ehove 140/90 mm Hg (Scmbulingoan. 2004).
The exact couses of high blood pressure are unknown, but several tactors may pley a role in its
development which include smoking, lack of physical activity, consumption of too much sali in

the diet, 100 much olcohol consumption, genetic, old age and family history of high blood
pressure (Fisher ¢t al, 2005 nnd Marshall es of, 2012).

l1ypertenston is classilled as eithes primary (essential) or secondary; about 90-95% of cases orc
categorized os "primory hypestension® which means high blood pressure with no obvious
..... ~ al, 2005). The remaining $-10% ol cases {secondon
hypertension) Is couscd by oiher conditions that sifect the kidneys, aneries, heart or endocnne
sysiem. Some of the known risk factors for primary hypertension like age, heredity and gender
are non-modifiable. | lowever, majority of the other risk faetors like consumption of tobacco and

alcohol, unhealihy dlet, physical Inactivity, ovenwclglit and obesity con be clfectively prevented
(Morsholi er af, 2072).

llypcrtension can leod 10 stroke, myocondlol Inforctlon (heort otiacks), heant failure. ancurysms

of the arterics (e.g, aortic ancurysm) ond peripheral orterial discase. 1t is o causc of chronic

life expe<iancy-
llypesicnsion ts rarcly accomponied by any notleeable symptoms, and lts Identification is usueliy
through screening or when seeking hcalthcare for an unsclated prohlem onil that s swhy I 18

commonly referred to as a “sllent killer”. lowever, proportion of people with high blood
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pressure repoit headaches (panticulariy at the back of the head and in the moiming). as well as
light-headedness, vertigo, tinnitus (buzzing or hissing in the ears). aliered vision or lginting
episodes (Dalal et af, 201 1). These symptoms however are more likely (o He associated with
anxiety than the high blood pressure itseif (De- Graft er af, 201 | ).

Hypenension is one of the non-communicsble diseases (NCDs) and it 15 also one of the lcading
causcs of adult monality giobally (Alwan er af, 2010, Unwin ¢/ a/, 2006). The increasing
incidence of chronic diseases in low-income countries of Sub-Sarchan Africo {SSA) poses a
growing chalienge to their notional health systems (Dalai e a/. 2011}, given thal intectious
discases arc still highly prevaient in these settings. The inerease is attsibuted to interretated
changes in demographic and socio-cconomic determinants, influenced by globalization (Maher
el af, 2010). Propelling the upsurge of cardiovasculasr disoider in Africo is the growing
prevatence of risk factors, including obesity and hy'per.ension among others (Addo ¢ a/, 2007).
In some countries (¢.8. Ghana, South Alrica and Camercon), CVD risk factors have inercased
10 epidemic proportions (Bosu e? o/, 2010). Prevaicnee ol hyperiension varies actoss couniries
and states. 11 is multifactorlal disease, influenced by genetic, racial, geographie, culrural and
dletary patterts . Dietary end lifestyle changes can improve blood ptessure control and decrense
the risk of assoclated heolth complicaticns, although drug treatment is oflen necessary in peopte

for whom lifestyle changes prove InefYectlve or insufficient.

1.2 Statemcent of the Prohiem

Several community based Investigatlon revealed that hyperienslon is rapidly emerging as a
public health problem in developlng countries (Fuentes es al, 2005 and Keamey ¢t af, 2005),
Hyperienslon Is an imporiant public healih challenge worldwide because as ot 2000, nearly one
bilfion people or 26% of the adult popuiation of the world had hyperiension (Keamey er af,

2005). {t was common in both developed and undeveloped countries. The prevelence of

hyper.enslon vailes within diffierent countries

Over 20 miition people were affecied by the hypeitension in Sub-Sohoran Africa annually
(Kadirl, 2005), Also, various reporis from Aftica havc revenled thal the prevalence mic of
hypertension In Alrica [s between 7% and 20% whlie the prevalence may be as high as 15% in
West African sub reglon (Akinkugbe ¢f of, 1999).

In Nigcria over 4 Imilllon people above | Sycars of age were classilied 85 being hypenensive
{AkInkugbe, 200] and lke. 2009). The tota] number ol estiinated deaths resulting from sl ty s

) |

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



of eardiovascular diseases and hypertensive heart disease recorded for Nigeria was 20.300 and

10,700 respectively which placed Nigeria inthe 16th position globally in 2003 (WO, 2004).

The psevalence of hypertension among the urbanized workers in Nigeria is csiimated 10 be 9.3%%
(Xadiri et al, 1999} Also, the swdy has revealed that there is high prevalence of hypenension
among salaiy eamers which local government employees arcamone in Nigeria(Oghogbon eral.
2008). The prevalence of hypeitension increases each year among the salary camers. it mey be
connected with job stress’s (Landsteris ¢ al, 2003 and Markovitz e: al, 2004). The increase in
prevalence of hypeitension among the sslary eamess bring physica! health problems which aftect
the manpower and services rendered a the local govemment ievel as abseniecism become mote
common among the employees without notices. Olusayo er al, (2011) showed that Ogbomoso in
Oyo state has greater prevalence of hypettension most especially among the skilled labour and
unskilled labour whieh include Local Government employees as a result of phy'sical inactivity
and consumption of high calorie diets. In addition, unpublished repoct from medical unit of
Ogbomoso South Local Government shows thot healih week exercise organized by Ogbomoso
South local government in year 2008 revcaled that there is high prevalenee of hypertension
among the local government employecs, swhich makes them 10 perform below expectations in
the services rendered by them without people noticing it. Only 33.8% of hy'periensive patients
are aware o f their condition (Famllonl, 2002 and Kadiri, 2000).

Incidentally, most civi} servants in this country are aware of hypertension without knowing the
conirlbutory factors 10 high btood pressure (Familonl, 2002 and Kucliri, 2000). Thete 1s coneermn
today in the state that lack of knowledge on hyperiension has contributed greatly to the increase

In the prevalence of hyperiension smong the LO Empioy'ecs in Nigeria.

1.3 JustlfAcniion

Developlng countrics are experieneing epldemlologlca! transition from communscahble ta non-
communicable ehirenic diseases. An non-communicabdle discases are cusrently responsible for nt
least 20% of 211 deaths In Nigerla (WI10, 2005) and constilute up to 60% of the patients admiticd
Into the medical wards of most tertiary hospltals in Nlgeela ({/nachukwu e o/, 2005),

There It nced (o assess the state of healith of focal gosernment cmpjoy<es on hyperienslon
becsuse urbanlzed workers, expased 10 high risk behaviour that may piedispase ihem fo
hypertension(Kadirl, 2005), Unlortunately, they do not urually present for mediea) examination

3
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(Olusayo ef af, 2011). Presently, there is no conctete infortnation on the prevalence of
hyperiension and its risk factors among employees in local government level in Nigeria. Hence,
this study sought ta establish the prevalence and risk factors of hypeitension amnng iocal

government employeesin Ogbomoso South Lacal Government Area. O30 Siate

Also, Local Government Secretariat was used in thisstudy because itis a workplace which scrves
as a health promoting-setting due to employees are capluced audience o promote heafth, there is
| establishment of mode of eommunication, swessor in the workplace con be handled through
stress management force, counselling services and employees* assistance programme 10 help

people 10 adopt new skills, easy 10 foliow interventlon and monitoring, Pccr pressure and group

support,

Reliable information on the knowledge of hypericasion is crucial in the development of health
policies for prevention, control and carly diagnosis of hypertension (Iyalomhe, 2010). Lastly,
the dota from this study wili elso help 1o provide relevant dotawhich can be used for developinent

of health policies for prevention, eontrol and early diegnosis of hyperiension among the local
government employces.
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1.4 Rescarch Questions

1. What is the prevalence of hypeitension among local government employ-ces?

2. Whatisthelevel of lnowledge on causes, prevention and treatinent of hypertension
among local govemment employees?

3. What are the lifestyle practices that may piedispose local o\ eminent employees to
hypertension?

4. What are the available structures in the LG Secretariat thal can be used (o preyent

and manage hypertension among the employees?

1.5 Broad Objective

To investigatc the preveltnce and risk fsclors of hypericnsion among local govem:nc 1
employees in Ogbomoso South i.ocal Government Area.

1.6 Specifle Ohjectlves
. Todetermine the prevalence of hypertension among locsl government ¢mployees

2. To assess the level of knowledge of hypertension among Yocal government
employees

3. To determine llfestyle practices that put LG employees to risk of hy'pertension

4. To document the avaliable structure in the LG Secretariot that can be used 1o

prevent and manage hyreitension among the employees
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1.7 Hypotheses
The following Null Hypotheses were tested

I. Ho There is no significant relationship between age and prevalence of
hypertension among local govermmment employees in Ogbomosc South LGA.
2. Ho There is nosignificant relstionship between lifestylc practices and

prevelence of hypertension among local govemnment employees in Ogbomoso
South LGA.

3. Ko Thereis no signifcent relationship between yenr oi service and prevalence

of hypertension among Jocal govemment empioyecs in Ogbomoso South LGA

6
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CHAPTER TWO
29 LITERATURE REVIEW

The literature review is organised under 1he following sub-headings or scction:
i. Blood pressure-and factors that affect blood pressure
il Hypertension

ili. Prevaience of hypeitension and risk factor of hyperiension
iv. Knowledge of hypertension

v. Trend of hypertension

vi, lypertensive crisis

vil. Hypcrtension in advlt

ix. Prevention of hypertension

x. Management of hyperiension

xh. Impact ofhypertenslon on coronary hee:t disease and stroke

xii Conccplual framework

2.1 Blootl Pressure

Dlocd pressure may be def ned as the force or pressure which the blood exerts on the wells of
the blood vessels in which [t [s conlained and it Is usually measured with a device called a
sphygmomaonometer which consists of an inf awable tubber cull, an air pump, end a column of
mercwsy or 8 dial or dlgite! readout refecting pressure In en air column. Blood pressurc is
suinmarised by 1wo measurements. syslolie and diastolic. which depend on whether the hesn
muscle I3 contracting {systoic) or reirxed between bents (diastole) (Chobanian et al, 2003), The
biood pressure cen be cxpressed as sysiolic blood pressure end dlastolic hlood pressure.
Readings asc expressed in mlllimeters ofmercury or mmHg {(Sembullngan, 2004)

Blood pressure Is casentlal for life ond nobody could survise without It because It pushes againat
the blood vessels that corry oxygen and nutrient-rich blood from the heart 1o the rest oI bow
(Sembulingan, 2004). The normel range of systolic blood pressure is between 110 and 140
mmHg and the normal renge of dinstolle blood pressure Is between 60 and 90 mmi[g but swhen
the systolic blood pressurc rlses sbove 150mmiig and dlastolic rises above 90mmlig
persistent!y, I 13 consldered as hyperienslon (WIIO, 2008). The sisk of heart or blood vessel
problems Increcascs as blood pre ssute risca above normal levels, segardlesy of age. 1he higher
the pressure, the greater the risk, Any reading above the “nortnal” level requires follow up aid

?
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possible treatment. One or two elevated blood pressure readings, even just to lcvels of |40~
145/90-95 mm Hg, may indicate something about the future. These numbers cannoi be ignored.
Untreated, even higher levels ol blood pressure may dcvelop. and the risk of kidne) lailure, o

hcart attack, or sttoke s incrcased {Omuemu et al, 2007)

2.2. Factors Affccting Blood Pressure
2.2.1 Excrclse

Regular exercise, along with an active lifestyle, may decrease blood pressure, To significantly
reduce the risk of developing high blood pressure, it is recommended that adults pasticipate in
150 minutes a week of cardiovascular exercise such as walking, cycling and swimminp

Increasing daily activity by walking 10 and from class and work (rather than taking the bus) and
walking up and down stairs (versus riding the elevator), will also contribute 1o an active, healthy:
lifestyle (Sembulingan, 2004).

22.2 WNutrltion

Several rcsearches hove shown thot diet aliccts the development of high blood pressure
(hypcitension), The DASH (Dictairy Approaches 10 Stop Hypertension) eating plan s
recommended If your blood pressure Is high or if you are at rlsk for high blood pressure, DASH
is a combination diet that Is low In fat and rich in fruits and vegetablces. I¢ is low in cholesterol
and saturated fat, high in diclary fiber, potassium. calcium and magnesium and modcsaicly high
kn protein, Two 1o three servings of low fat deiry products per day eonubute calcium and protein
to DASH. Whole gralns from cereals, breads and crackers contrlbute fibre and encrgy. Lein
meat, poultry and fish (lcss than six ounces per day) provide more potassium and protein, To
boost potassium, fibre, and protein andenergy Intake even more. DAS] | recommends nuts, seeds
or cooked dried beans 4-5 times per week. 1leslthy weight monsgement and sppropriate intakc

of salt (sodium) arc both very Important in blaod pressure control (ScmbuSingan, 2004}

2.2.3 Alcohal

Alcohol is a drug and regulnr over-consumption can ralse bload pressure dramatically, as well

as causc 6n clcvation upon wlthdrawal. Also, alcohol intake can be a factor in welght gain

O1dinloha {201 3).

A study carried out by Ravi et al (2015) which investlgated high blood pressure due to alcohol
among the factory workers, has shown tiiat alcoho! consumptlon, documented with 8 t.weck
retrospective diary was dlv-ided Into 1wo eategorles recent and previous Intoke, Recent Intabe

was denned as the amount consumed on Jays | and 3 immcdiately preceding blood pressure
8
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measurements. Previous intake was denned os the amount consumed on days 4, 5, and 6
preceding blood pressure measurement high recent alcohol intake significantly ratsed systolic
and diastolic blood pressure in both men and wwomen. Previous alcohol intake=. however. d¢d not
appear 10 influence blood pressure. They concluded that the effect of alcoho! on blood pressure
appears to be predominantly due to alcohol consumed in the few deys immedioicly: preceding

blood pressure measurement, with alcohol consumption before those {ew days cxerting little
effect on blood pressure.

Another study conducted by Stephen (2015) investigated that 25% of studies, clevattons in bloed
pressure were also reported at lower levels of consumption; in about 40%», the blood pressure ¢f
non-drinkers was greater than that of those consuming one 10 two drinks per day'. tn two studies,
one from the United States ond one from Australis, the moximum contribution to the prevalence
of hypeitension of slcohol consumption greater than two drinks per day were estimatcd to be $
lo 7%: the contribution in men (11%) was greater then that in women because of their greater
aslcohol consumption. A prospective association of alcohol consumption with change in bloed
pressure wos observed in five studies. In o small number of experimental studies, short-term falls
In blood pressure accompanled alcohol restriction in both normotensive and hyperiensic
subjects. Unconuolled obscrvatlons in heavy drinking populations suggest that the effect on
blood pressure o (alcohol withdrawal may be lasting. He concluded that the long-term elfects of

o!cohol restriction, particularly in modeinte consumers who represent a laege proportion in many
populations, must awalt long-term contsollcd traals.

9
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2.2.4 Stress

The effects of stress can vary, but long-term, chronic stress appeais 10 raise blocd pressure.
Various relaxation techniques such as deep breathing, progressive relaxotion, massage and
psychological therapy can help 10 manage stress and help lower stress-induced blood pressure
clevations (Sembulingan, 2004).

Stress can cause hypertension through repeated blood pressure eclevations as well as by
# stimulation of the nervous system to produce large amounls of vasceonstricting hormones that

increase blood pressure. Factors alfecting blood pressure through siress include white coat

| hypertension, job strain, race, sccial environment, and emotionai distress. Furthermtore, when

| one risk factor is coupled with other stress producing factors, the cfleet on bfood pressure 5
multiplied. Overml}, studies show that ssress does not dircctly cause hypcrension. but can have
on effect on its development. A variety of non-pharmacoiogic treatments 10 manage stress have
been found cffective in reducing blood pressure and development of hypestension, examplesof
which are meditation, acupressure, biofeedback arid music thcrapy, Recent resuits from the
Nat ional Health and Nutrition Examination Susvey indicate that 50 million American adulis have
hypertension. In 95% of these cases, the causc of hyperiension is unknown and they are
cotegorized os "essential” hyperiension. Allhough a single couse may not be identilied. Ific
geneial consensus is that various foctors contribute 1o blood pressure elcvation in essential
hypettension. In these days ol 70 hour work weeks, pagers, fax tnachines, and endless commitice
meetings, stress has become a prevalent poart of people’s tives; therefore the effect of stress on
blood pressure [s of increasing reievance ond Imporiance. Although stress may not directly couse
hyperenslon, it can lead (o repeated blood pressure cievatlons, which cventually may lead 10
hyperiension {(Kuikami et ai, 1997).

Astudy carried out by Beriard et al (2014)which Investigated relatlonship between psychosociil
siress and hypertension omong Ghansian in Amsterdom, Netherlands. They: reporicd that the
overall prevalence of hyperiension was 54.7%. About (wo thirds of the study populaiion
expcrienced o moderate (31%) or high (36%%) level of discrimination. 20.0% of the participants
hed mtll depressive symptoms, whilst 9% had modcrate depressive symptoms, ‘The prevalence
of financlol siress was 34.8%, They nssessed that psychosocial stresscs were not significontly
assoclated with hypertension, They finally concluded that there is no evidence for the assoeiatlot
betwcen psychosocisl siress and hypericnslon simong recent SSA migrants,

According 0 Danlele et al (2007) which Investigated strcss management ot the worhsits,

rcvcaled that work stress may incresic cardiovasculnr fl<k elther Indircctly, by induciig
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unhealthy life styles, ordirectly, by affecting the autonomic nervous system and arterial pressure.
They hypothesized thet, before any apparent sign of disease, work-related stress is already:
accompanicd by alterations of R R variability profile and thet a simple on silc stress management
progeam based on eognitive restcucturing and relaxation waining could reduce iiie level of stress
symptoms, revert stress-relaicd autonomic nervous system dysregulation, and lower arteri s
pressure. They also compared 91white<collar wotkers, ensolled at a time of work downsizing
(hence, in a stress condition), with 79 healthy control subjects. They also tested a simp!e onsite
siress management program (cognitive restrucluring end relexation training) in o subgroup ef
workers compared with a sham subgroup (sham progiam). Workers presented an elevaled !evel
of stress-reloted symptoms and an altered variabllity profilc 25 compared with control subject
These alterations were largely feverted by the siress management program. which alsa slightty
lowered systolic anterial pressure. No changes were observed in the sham program group. This
study indicated that work stress is associated with unpleasant symptoms and with an alieted
outonomic pioflle and suggests that o stress management program could be implemented at the
worksite, with possible preventive ndvanteges for hypertension. Another study showed that
indlvidualized stiess mnnagement is associated swith reduced anerial blood pressure. Treaument

effects were replicated and further improved by follow-up. Reductions in psychologlcal strc.s

and Improved anger coping strategles appear to medlate reductions in blood pressure chapge
(Linden cl af, 2001).

2.2.5, Smoking

Smoking Is the third leading cause of death globatly, Smoking causes peripheral vascular diseac
(norrowing of the vessels ihat carry bload to the legs and aems), as well as hardening «f the

arieries ‘Thesecondltlons clearly can Jead fo heant diseasc and sttoke and are contributing lactots

In high blood pressure (Dicklnson el al, 2006).

A study whieh Investigmed the assoclatlon between smoking and high blood pressure in a
population-based sample of Vieinamese men revealed thnt high blood pressure was atsociated
with smoking in 8 dose- sesponse manner when characterized as number of ycaes of smyking
and lifetime cigaretiec consumption, but was not assoclated with eurrent smoking stalus (Au
DlehThuyct al 2010).
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23 Hypertenslon

Hypettension means high blood pressure. Itis sometimes called arterial hypertension. because it
Is a chronic medical condition in which the blood pressure in the arterics s clevated. This
requires the heart to work harder than normal to circulate blood through ihe bigod vessels T).:
occurrence of hypeitension, a chronic condition, is increasing in developing countsics such as
Nigeria due to the sociological, political and economic changes and the sssociated altcrations in
people’s lifestyles (Chobanian et al, 2003).

Hypertension Is one of the important public health challenges worldwide becausc of its high
{frequency and concomilant risks of caidlovascular and kidney disease (\Whelion, 1997)_{t has
been identificd as a leading risk factor for mortalily ond ranked third as a cause of dissbllity

adjusted life-ycars (Ezzatl et al 2002). The accelernting epidemic of hypericnsion in India was

documented by studies done a1 various piaces across the country (Gupta, 2004). The Nationa!
Nutrition Monltoring Bureau (NNMB), which monitors the nutritional status of the population

In nine States of Indla has cstimated the prevalence of hypertension among the 1ural adutt {aged

18 and above) population of indla to be 25 per cent during 2004-2005 (NNMB Technical Repon,
2004).

The proporition of the global burden of discasc attributable 10 hypertension has signilicantly
Increased feom 4.5 % in the year 260G, 1o 7 % In 2010. Early diegnosis of hypcrtension is
important in ocder to avoid potentially life threatening complications, Hypenension is also high
in people wlih risk Iactors like tobacco use, physical Inactivity, unhealid:y-dict, obesity, diabetes,
high cholestero!, low soclocconomic status and family history {WHO, 2010)

The WHO 2012 ceport highlighted the growing burden of non<communicoble diteases
wozldwhle. flypertension causes around half of ail siroke and hcart discase telated deaths. Abos
? 1 millJon or 6 4% of deaths worldwide was attributed to hypertension, High blood pressure (39)
Is responsible for 62 % of ccrebrovascular discase and 49 95 of Ischemic heart disense (WHO,

2013).

Hypertension was once thouglit to be rare In Africa, but It Is now.rccognlzed as one of thie most
common causcy of cerebrovascular diseases accounting for about 40 % of cercbrovascular
discases on the African continent (W1I0, 2010). There is an urgent need to develop strategles o
prevent, dlagnose, and treat hypertension more effectively in Aftice {Acdldo ¢t a, 2007), 1'aday,
there are approximately 30 million adults with hypeitension In Afrliia and projections bescd on

12
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current epidemiological daia suggest thet this figure wiltl 1ise to 150 million by 2025 (Vijver et
al, 2013).

Various risk factors have been associaled with hypertension, including ege, scx, race, physical
activity, and socioeconomic class. Vast majority of cases of unconunlicd hypeitension ere
amongs! individuals more than 60 yeass of age (Thomas & Ramachandran, 2005). Population
studies have also shown that blood pressure correlates with body mass index (BMI) and other
anthropometric indices of obesity such as waist-hip ratio. In the Framingham Study, 70%¢ of new
cases of hypeitension were retated to excess bady fat (Kotsis etal., 2005).

Hyperiension has been linked with a number of risk factors, {or example, urbanization, dictary
factors and metabolic disorders (Davidson, 2004). Even though the same NCDrrisk {aclors may:
be prcvailing globally, the ceusal rclationship between them and the development of
hyperiension has never been resolved. Initially, the pathophyslology of essential hypertension
was thought to occur through the Insulin resistance common pathway, but the existencc of
hypeitension in lean sublects has somewhnt clouded this hypothesis and called for altemative

mechanisms, Including Increased psychosoclol siress (Mufuinda et, al 1998)

1lypertension Is e mejor risk {octor for stroke, myocaidial Intarction (heort ottacks), heant falturc,
ancurysms of the asteries (c.§. aoitic anecurysm), peripheral arterlat dlscasc and is a cause of
chronlc kidney dlseasc, Even modemltc clevotion of arleria] blood pressure Is nssociated with a
shortened life expcetancy. Dietery and lifestyle changes can Improve blood pressure conteol and
decrease the risk of associated health complications, aithough drug treatment Is often necessan

in people for whom Ilfestylc changes prove InelTectlve or Insufficient (Chobanion et al, 2003).

24 Classificetion ol llyperiension
Hiypertension class|fication can be based on cause. Classificatlon according to couse Is tcrmicd

primary ond sccondary hy pericnsion.

2.4.5, Primary Hyhenenslon

Primary hypeitenslon is the most common form of hypenension, accounting fiom 90-93% ol alt
cases of hypertension (Cametcro et ol., 2000). In almost alt contemporary soclctics. blood
pressure rises with aging ond the rlak of becoming hypertcmaive In latcr 1lfe is constderable

(Vasan et al, 2002). |1ypertension resulis ftom a complex Inicractlon of genes and envirominental
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{actors. Numerous common genetic veriants with small effects on blood pressuce have been
identified 8s well as some rare genetic varients with large cffects on blood pressute but the

genctic basis of hypertension is still poorly understood (Carretero etal.. 2000).

Some of the known risk factors for primary hypertension like age. heredity, and gender are non-
modiliable. However, the majosity of the other risk factors like tcbacco use, aleohol use,
unheelthy diet, physical inactivity, overweight and obesity cen be cifectively prevented (\WHO,
1998). Hypestension is the most common cardiovascular disoider affecting spproximalely |
billion people globaily and accounts for spproximately 7.1 million deaths annually (Brundtinnd,
2002). Until recently, hypeitension has been given low priority in Africa. The condition is now

being widely reported In meny pans of Africa and is the most common cause of cardiovascular
discasc on the continent (Brundtiand, 2002).

Several environmental factors influence blood pressure. Lifestyie factors that Jower blood
pressure include reduced dictaly sah Inteke, increased consumption of fruits and low fat
ptoducts, excrclse, weight loss and reduced aleohol intake (Dickinson et al, 2006, Easiemct «t
sl, 2005). Stress appears to play a minor role with specific relaxation techniques not supperted
by the evidence. The possible role of other lactors such as caffcine consumption and vitamin I
deficiency are less clearcul {Vaidys ci al. 20%0). Insulin resistance, which Is common in obeslly
and Is also thought to coniribule to hypertension (Sorof et ai, 2002). Recent studies have also
Implicated eventsincatly life(e.glow birth welght, matemal smoking and lack of breast fceding)
which serve as risk factors for aduit essential hypcrtension, although the mechanismy linking

these exposures to adult hypericnsion cemain obscure (l.awlor et al, 2005).

2.4.2. Scconds:y l!ypertcasion

Secondary hypertension results from an identiliable cause. |1 accounis for $% - 10% of pll
hypertension p¢rsons. enal discase |s the most common secondaty cause of hypenension
(O'Bricn c¢ af, 2607). llypertension can also be caused by endocrine condliions. such as
Cushing's syndrome, hyperthyroidism. hypothyroidism, acromegely, Conn's syndrome ¢r
hyperoldosicronism, hypeipamthyroidism and Pheochtomocytoms. Other eauses of secondany
hypertension Include obesity, sleep apnea, pregnancy, eoarctetion of the sona, excessive
liquorice consumptlon and ceneln prescription medicines, herbal remedies and Hicgal (rugs
(O'Bricner al, 2007).
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2.5, Signs and Symptoms

Hypertension is rarely accompanied by any symptoms and its identification 1s usuaily througn
screening, or when seeking healthcare for an usrelated problem. A propoition of people with
high blood pressure report headaches (particularly at the back of the head ard in the moming},
as well as lighthcadedness, veriigo, tinnitus (buzzing or hissing in the ears), altered vision or
fainting episodes (Fisher ct al. 2005) These symptoms however are morc likely 10 be related to
associated anxiety than the high blood pressure itself (Marshall =t al, 2012).

Other clinlca) effects only appeor until complications develop as a result of vascuiar changesin

target organs. These include Left ventricular hypertrophy, Angina Myocardial infarction, Heart

[ failure, Stroke. Transient ischemic otieck, Nephropathy, Peripheral arterial disease and
Retinopathy,

2.6. Prcvalcnce of Hypertenasion

‘The prevalence of hypeitension varies across countries and states, It is muitl-factorie} disease,
Influcnced by genetic, rocial, geogruphle, cuitural and dictary patterns. High blood pressurc Is
estimated to cause 7,1 million deaths annua!ly accounting for | 384 of all deaths globalls [t 15
being recognized that high blood pressure is an imporiant public health problem In devcloping
countrica (Fuentes ef al, 2000). One study has reported that prevalence of hypericnsion is 22%
in Canada, of which 16% Is controllcd: It is 26.3% in Cgypt. of shich 8% is controlled; and it is
13.6% In China, ofwhich 3% It controlied (Albert; 2011), Recent studles conducted in Afrlea

have revealed prevalence mnglag from 7.5% in Ssidan, 10 as high as 37.7% in Tonzania (Addo
et al 2007, Edwants ct al 2000)

Mypertension Is Increesingly being recognised as an important public health probtem in sub-
Soharan Africa, with 26 9% of men and 28.4% of women In 2000 being estimated 1o hove
hyperiension, Although lower than the prevalence in high-income counizles (37.1% in men and
37 2% in women}, in teems of numbers of people alfected, the burden of hyperiension In low.

and mlddle-income countries is greater due 10 the large population (Kcamey cl al, 2005)

Hypericnsion has becn recognised asa strong independent risk factor for hean diseasc and sirokc
and a predictor of prematuse death and dlsebllity from cardiovascular comp{lcations. It has been
repocied that §3.5% of deaths and 6% of disabillly-adjusted llfe years {DALYs) were atiglbuted
to hyperiension globally, and for low- and middle income people. these figures were 129 and
p 6.:.. respectively over the period 1990 to 200! (Lopez ¢t al, 2006). Although Infectious
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discascs remain the leading cause of mortality and morbidity in sub-Sahasan Africa, the

prevalence of cardiovascular diseasc and hyperiension is rising rapidly (Seedat, 2000).

11 has been emphasised that urbanisstion is a key reason for the increasing ¢ates ofhypertension,
as cvidenced by the higher prevalence of hypertension in urban areas {Mathcenge et al. 2010)
Urban lifestyles, chnracterised by sedentary living, increased sell intake, obesily and stress
contribute to these differences. With the utban population in sub-Saharan A ftico projecied to

increase, 8 greater risk of hypettension is anticipated (Addo et al, 2007).

Studies on the association between cthnicity and hypertension in high-income countries hove
documented a higher prevalence ol hypertension in black ethnic groups compared (o whiie ethnie
groups (Harris ct a}, 2000, Kcamer et al. 2004 and Chiu ct ai, 2010). Reasons for this association
are complex, uncleor and much debated, refiecting genctic and biochemical mechanisms, and
environmental and socio-economic factors (Qpeiil et &l, 2005, Jamerson ct al, 2004). There is

limited evidence regarding differences In the prevalence of hy periension betwecn ethnic groups
within the brooder classlficatlon of black ethnicity (De Ramirez et af, 2010)

Prcvealcncc of bypertcnsion smong Nicobarese Aborigencs

Sothya ct ol (2011) which Investigeicd thai the prevalence of hypertension smong Nicobaresc
sborigencs was 50.5 per cent (M: S0.7%; F: 50.3%)]. The prevalence of tobacco, alcohol
consumption, end overwelghtobesity was 88, 54, and 37 per ceni respectively. The bivariate
anaiys!s has shown assoclatlon between hypesiension and oge. education subeolegories. aleohol
consumption, and overweight/cbesity, The increasing irend in the prevalence of hypenension
with Increasing sge and decreasing educations! status was siolisticolly significant, MLR analysis
revcaled a signiflcont assoclation between hypertension and vosious oge categorics and
overwelght/obesity. They coneluded thel there is high prevolence of hypertenslon among

Nicobarese aborigenes

Prevalence of hyoeriension among Tnilian wor kers

The age and sex adljusted prevalence of hypertension was 32.2 per cent and pre-hypeitensiag
was 32,3 per cent In conirasi 10 hypertension, which was highest In the pge group 60-69 yecar
(64%), pichypertension was highest (36%) In the group 30-39 ycars. There was a high
prevalenice of cardiovascular risk foctors In the general papulation (I.c central obesity (86 7%),
cholesterol (22 898), abnormal glucose tolernnce (£1.6%) an:l smoking (20.3%). 1wo or more of
the cardlovascular risk faclors were present in n higher proportion of hyjkrtensive ond pre-
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hypetiensive compated to narmotensive subjects (393%). Subjects with pre-hypernension had
body mass index, waist-hip rotio and {reguency of glucose intalerance, which was intermediate
between nonnetensive and hyperiensive subjects. In multiple loglstic regression analysis.
increasing age, body mass Index, waist hip ratio and impaired glucase tolerance/dlabetes were
independent risk factors for bath hypertension and pre-hypertension. They concluded thet o high
prevalence of pre-hypertension and hyperienslon were noted in a{Ruent urban north Indians.

Increasing age, body mass index, centia] obesity and impaired glucosc tolerance/diabetes were

signilicontly associated with both hypertension and pre-hypestension. Prehypertension was

essocioted with on increased prevalencc of cardlovascular risk faciors (Yadas et a] 2008).

A study was conducted on 192 (128 male and 64 femaole) bank employecs from 12 nationalized
banks in urban Puduchesty, indla. Blood pressure was measured ond classified according to the
Joint Nationai Committee (JNC) VII criteria. Daie on tisk factoes of hyperiension, (ncluding
consumption of exira salt while dining, eating high-seit food, junk food, servings of frults and
vegetables, smoking, alcohol use, physical activity, snd body mass Index, were obtalned for each
parficipont using a stendord questlonnalre. Stress level was assessed by Cohen & apos's
Perceived Stress scale. Daln was anolyzed by Chi-square test and multiple loglstic regression
analysis. The study showed that the age of the hasticipants was 39.5£10.6 yeots. The prevalence
of hypestension ond pre-hypertension was 44.3% and 41.1% respectlvely:, Of 85 porticlpanis
with hypertenslon, 47 (55%) was known case and 38 (45%) were newly diognosed, Multiple
loglstic regression analysls reveated that llving in the 4th (OR: 3.13) ar 6th (OR; 3.11) decade
af lIfe, consumptlon of extra salt (OR: 2.49), and physical acilvity 22 hours per day (OR® 0.21)
were assocloted with hypertension amang bank employees. In the conclusion prevelence of

hypertension Is high among bank employees (Shinlichi et al, 2002).

Prevalenee of hypericnsion amang councll eruployees [n Zimbabsc

According 10 Amoan, (2010) which investlgated prevalence and risk factors for hyperienslon
among Dulowayo <!ty eounell employces in Zimbabwe, has shown that meon systallc HP was
134.1£18.6mmilg ond mean dlastollec B wos 83.3+ iI9mmllg. Prevalence of hypenension was
38.4%. The prevelence of hypenenslion was higher in females than males, MPrevalence of
undlogncsed hyperienslon was 14.296, Scventy three (80%) of hyeitensive particlpants were on
treztment but only {39%) of them had well contralled Bi?, Indeprendent risk factors for
hypericnslon were belng aBed 40 years or older, eing obese. current tobaceco smoking, fomily

history of hypertension and being marled. tie concluded tha! there way a high prevalence of
both dlagnosed and undiagnosed hypericnsion. Desplte high perceminge of treatment among
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hyperiensive participants, mejority were at risk of developing complications bacause of poor
conltrol. Another study revealed that there was high prevalence among employee of mega
industry of south Gujarat. Hypertension was more i n general shifl workers and in certain section
(transport, finance, account and security). Prevalence was high in people whovvere overweight,

consuming alcchol and tobacco (Predeep ct al 2002).

Prevalence of hypcrtension §n Nigeria

Studies in Nigeria and sub-Saharan Africa have mainly involsed specific geographical areas or
have focused on sub-groups of the population (Seedat, 2000). The results from these studies
teported that prevalence of hypertension ranging from 20.2 to 36.6%, but all have involved
participants with different age ranges (Andy et al, 2012, Cgah et al, 2013)

A 2003 study carried In urban Lagos by Nigerian i!eart Foundation had recorded o prevaicnce
ol hypertension of 44.3%, while the prevalence in rural communities in Rivers State and Edo
Stale were 27, 9% and 20.2% respectively (Wakoma, 2011, Omuemu ctel, 2007). Another study

revealed that the prevalence of hypertension is highcr in men than m women (Olusayo ¢t o/,

2011).

The study carried out in an Urban and rural arca of Nigesia which investigated prevalence of
hypertenslon showed that the prevalence of hyperiension w2s higher in the urban area than vl
area. In the study there were 229 particlpents. Males were 113 in number and females were 116
In number. | 13 of the participants were from urban location and 116 fllom rural arca. Thic mesn
age of the males wos 43,04 + 14.34 while that of the females was 1209 5 14 36. The mean
weight, body mass Index, woist eircum(lerence, systolie blood pressure (SBI’) and diastolic blood
pressure (DDP) were slgnificontly higher in the urban dwellers than the fural dwellers. There
was no significant dificrence in the mean agc of the parllcipants by gender end locality, Females
were shor er than males with higher bodymass Index and WC in both urban snd ruraldwellers.
Systolle blood pressure (SBP) increased with age with a peak In the 60.69 age groups. Diastotic
blood pres:ure (DDP) peaked in the 40 - 49 age groups. There was no significant dilference in
the mean SB1 or DBP Inboth sexes, There were 52 hypencunsive. 37 from urban and 15 from
rurel area. They conslsted 0f24 males and 28 femeles, The overall prevalence of hyjertenslon
was 22.7%, 1 lypcitension was significantly more prevalent In the uthan tlwn In the sural villoge
with rates of 12.7% and 12.9% respectively. Llypertenslon pirevalence ditfered littie In men end

women with rates of 21.2% versus 22,4% respectively: Howevermore females had hypertcnslen
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than males. The prevalence rate inczeascd with age amongst ail the participants (Adedisan et al,
2013).

Prevalence of hypertension among Nlgerlan salary carners

A study carricd out by Bunker et a) (1992) which investigated lactors associated with
hypertension among Nigerian civil sesvanis. Five hundred fifty-ninc urban civil servants, ages
25-54, weic recruited from six ministries of Bendel State, Nigcria. Blood pressure, physical
measurements, urinary protein and glucose, {esting blood glucose, and demographic dato were
collected at the workplace. Subjects were classified es senior stefl (professionals or
administrators) or funior stafl (non-administrators). The result from the study showed that {7?
male scnior staff, the age-adjusicd rete of hyperlension (diastolic blood pressure > or = 90 mm
Hg, systollc blood pressure > or = |40 mm Hg, or onon antihypertensive medication) was 43%%
and occurrenec rose dramatically from 21 to 63% acioss age groups 25-34 to45-54, respectively |
Among 266 male junior staff, the age-adjusted rate of hypeitension was 23%, and occurrence
did not rise with age. Loglistlc scgression showed that body mass index (kg/m2), age. nl ;ohel
drinking, and being senlor stoff were al! independently related to hypertension in men_ On the
other hand, the age-adjusted i8te of hypeilension in 121 women was 20% and was signilicantly
related only to body mass index. They concluded thar male urban civil servanis appeared to have
o risk for hypertension simllar to that of U.S. black males. Age. bady mass index, alcohol
drinking, ond other unidentilied factors related to higher sociocconomle status were sirong

determinanis of hypcriension In this population.

The study carried out among cmployces of testidcy hospltal In Yenogoa, Nigerla showed that the
crude and oge.adjusted prevalence ofhyP<rtenslon among the hospltol emplayce was 21,396 and
23.8% respectively. Age: maritol status, educations! level, body mass Index. walsl eircumicrence
snd walst hlp mifoshowed slBnlficant nssociation with [ITN in the unlvariotc analysis. HHowever,
in mullivariote rescsslon enal) sis, only older age and abnormal waist circumference. The study
underscores the nced for introduction of HIN screening pro8fams amonB hospltal empivd ced
especisl(y stell that ere older with trunce) obesity. They concluded that the prevelence of
hypeitension smong the hospltel employecseompared with seports 1n other |oPulstion end was
peedieted by sdvancing sge and abnormai walst circum frence. The study underscores the aced

for Introduction of IITN screening programs among hosplis! emplcy ees Mmh“? s1a1T thy are

older with truncafobesity (F gb! ct 8l, 2013),
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Another study carsied out among civi! servant in Bayeisa state, Nigeria by Egbi et ai, (2013)
which investigated the prevalence of hypertension in usban civil servant, Result from the study
showed that the prevalence of hypertension was 27.8%. Obesity was [ound in 22.0% of
pasticipanis. Age, body mass index and blood glucose were positively associated with blond
pressure. Pulse pressure elevation wos found in 46.7% of the participants. The prevaience of
hypertension in the study was high but consistent with published dato in other parts of Nigeria
and across the globe. It was more common among Civil servants who were elderly and obese.
Blood glucose was positively associated with blood pressure. Elevetion of pulse pressure was

also common especially among the older and obese individual.

Another study casried out in 2013 by Ordinioha eamong the lecturers shows that there is lower
prevalence of hypertension among the lecturers compared with the prevalence in the general
population in the urban centtes of Nigeria, and this might be due to the better health-seeking
behaviour of the lectusers, especially as 75% of those that were found to be hypertensive were
slready awase of their condition, and had taken concrete stepsto control the hy peniension (Amima
ctal, 2007).

Another study carried out by Oghngbon ¢r of, (2008) which Investigated Prevalence of
hypestension and essociated variables In pald workers in Nigeria shown that the prevalence of
hypeitension wes 27.1% [n the populatien, being 28.4%% in males and 22.9% In females, Mean
SBP and DBP were signlficantly higher in females than in males. The prevatence of
hypcsicasion increased with ape and B8MI. Obesity prevalence was 13.2% consisting of mates
(5.3°%) and females (7.8%). They concluded that there was higher prevalence of hypertenslon
among salaty easners In Nigeria end this Is common among the male workers and akso stated thos

obesity is major facior that bring We degree of incscase In blood pressure among the weorkers

Also, a study carried out by Kumar ct al, (2002) shows that the high prevalence of hyperienston

discovered among e Bovemment employee s duc to their age. various duties, depastment of

worklng, grade of obesity and varlous hablts
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2.7. Risk Factors for Hypertension

Study carried out by Roy William er af, (2000) showed thatthe modilioble factors that associated
with hypettension include location of residence, being overweight and life siy!e. The same study
revealed thet sex, age and family history have great impact on being hypertensive. The same
study has shown thet non-modifiable factocs found to be associated with being hypertensive
include sex, age and family histoty. The study also rcvealed thal nge progressive is assoc jolc:
with being hypettensive and this may be relatcd o increase in sedentorincss with age, which ss
o modifiable factor (Najdlesal,. 201 1). Another study concluded 1hat Increasing age, body: mass

index, central obesity and impaired glucose tolerance/disbetes were significantly associated with

both hypeitension and pre-hypertension. Prehypeitension was associated with an increased

prevalence of caidiovascular risk [actors (Yadav et al, 2003),

Veidya e? af, (2007) in their study showed age, physical inactivity and obesily as independent
risk factors of hypetiension which keep up with their study but unlike their study where positis.e
correlation between smoking, alcohoi consurption and high blood pressure has been reported,
their study does not show significant association between the use of tobacco and alcohol with
hypeniension (Vaidys er al, 2007). Kumar et al, (2002) found in their stidy that smoking and
aleohol consumption areindependent and significant risk (actors of hypertension, Shanthirani «.¢
al, (2003) carne up with the eonclusion thot although smoking has positive association with high

blood pressure bul alcohol eonsumption did not show significant association with hyjrerienslon,

Although, it cannot be 8<3umed from these studies that cigareite smoking contributes 10
hypeslension, smoking in patients with hypeitension contributes to complications such as
thickness, nairowness and stil fness of the carotld artery (1 .iang et al, 2001 and Feign et al., 200$),
and decreased lifespan (Simons etal, 2005). Wang eta), (2002) in their study found that subjecis
with 8 history of cuirent alcohol consumption had higher rlsk of hypertension than those who do
(1981) In their study in North American populations found bleod precsure to be

not. Criqui etai,

positively and significantly related tosalcohol consumption. }lazarike-et al, (2002) i their study

found that consumpilon of locally prepsred alcohol s an {ndependent determinant  f

hyperiension,

The study which investigated the risk faclorn associated with essentlsl astcrial hyperension in
adolescents revesled that body mass Index was associated with hypertension, lleight had s
potitlve assoclation with hypericnsion only among the plrls, ‘There was no evidense ol ay
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association between pubertal development and bisth weight with arterial hyperiension in
adolescence. In contrast, family histoiy, particularly when both porents had hyper.ension.
cxhibited a robust association, both among the boys and the girls. The siudy concluded that
ovenveight, obesity and family history of hypcriension (father and mother with hypertension)

were the princlpal risk factors for arterial hypertension in adolescenis (daria e1 al, 2007).

Another study showed that reasonable number of individuals wcre either hypestensive or in the
risk of development of hypertenslon, in which the prevalenee of hypcricnsion was moce in
females with advancing age and with the exposure to risk fzctors i.e. alcohol and smokeng. With
increase in smoking therc was increasc in the incidence of pre-hypertension and hypertension,
majority of the study population was non-alcoholic and mosl of the population with pre-
hypertenslon and hypertension were in the same group, with alecoholics it was observed that the
incidence of hyperiension and pre-hyperiension increascs with the increase in the oleohol
consumption. The study concluded that there is 8 directrelationship betwween the risk factors and

hypettension (Raojesh et ol 2013).

Numerous studies have eslablished o close relationship between alcohol consumption nnd
hypertension (Thadhan et al, 2002, Klatsky ct al, 2006). Heavy alcohol consumption has been
demonstrated 10 be assoclated with anincreased risk of hyperienslon (Fuchs et al, 2001). A meta-
analysis of mandomizedcontrolled trlals reporied that a reduction in alcohol intake among heavy
drinkers sIgnificontly reduces sysiolle and dlastolle blood pressure (Xln ct al. 2001), However,
the assecintion between llght to moderete aslcoho! eonsumplion and hypertenslon is unclcar

Some studics have shown thel light 10 moderate alcohol Intake can decrecase the risk ¢l
hypentension (Wltteman ctal, 1990, Marmot et al, 1994, Klotsky et al, 2006), Others have

indicated thet the cffcet of light to modemte slcohol intake on the risk of hypertension may: be

hermful or Insignificsnt (Glliman et al, 1995, Chmorl et al, 2002, Wakabayashl ci &l, 2010).

It has been suggesied thot there sre di(Terences in pathophyslology and patiem of hy pertensian
between young and clderly hypeniensive patlents (Canonlco et al, 1990, Wokebayashi et o,
1993) Therelore, 1t Is needed to verlty wholher the rclationshlp teiween aleohol eonsumption
and hypericnsion I8 sffecied by age. A few atudles have shown thot the agsoclation between
slcoholintakeand hypertcnsion may be dliterent between age grouivs (Wakabay ashl c1al. 2002)

Other studles, Bowever, have Indicated thet heavy drinking 1s positlvely swieisied with
Bypertention Irrespeciive of sge (Xin et sl, 2001)
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The rural populations being the marginalized and vulnerable communities in developing country-
facing considerable disparity as compared 10 urban populations in terms of health facilitics.
education and economic pursuits, Non exposure to risk factors like physical inactivity. and
obesity might be prevalent among the rural population but exposure o risk factors like smoking

and alcohol consumptlon are on ihe rise in lowersociocconomie sizata (iviahmoed et al, 201 1)

All over the world the life expcclation of pcopie is increasing. Unfortunately, the rapidily of
population ageing Is expected 10 continue 10 outpace social and economic development in
developing countries parlicularly in countries (Ashok ci al, 20012). Moreover, these
developments have reduced the physical activity of ihic pcople 1o a vesy large extent and

increased the alcohol and tobacco use (Tiwari et al, 2610),

, Furthermore, the prevalence of hyperiension is much higher aunong peopie aged above 45 years
than those under and has not been clarified whether this aging-assoclated phenomenon |s due 10
an accumulative effect of environmental exposures or @ naturally occurring process or the
Inteinction of both. 11 is also not known whether the clinical charactcristies are similar in

hypertiensive patients of dlflercnt genders, given similar environment {actors (Chen et al, 2004)

However CVD presents dl(Terently In men aad women and there is evidence thal treatment
ellicacy ks different between genders; for example, compared with male patients, aspirin Is more
cfleclive in female patlenis In preventing stroke whereas it is less elfeclive in preventing
myocardial infacction. However, it has been shown thal antihypenensive treatment can be as
cflective In women as In men (Vehicr et al, 2012),

Alcoholism Is 8 worldwide soclal problem. with severe eftiects on publie heahh (Cecesnti et al
2006). Scveral factors complicale the Intcractlons between tobacco and alcchol on
cardiovascular discase. The relatlonship between smoking and rlsk of candiovaseular disease is
dose dependent more tobaceo [eads to more discase but for alcohol consumprion, the issuc s
more complex, Most evidente suggests that consumption in the runge of 310 )4 drinks pee week

s assoclaicd with lower risk of heart attack. Acutely: aleohol causes a modest fall in blond
pressure but continued consumptlion of more than two ususl porilons a day results in & doso-

dcpeadent rise In blood #rcssure, 1n both experimental and obscrvations| studies of aicobol

end cardiovascular disease, clgaretic smoking Is ireated as & confounder of

consumPiion
nulsance paraméief. Bvidence fof canllovascular benefits of light drinking has heen ¢hatlenged
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by B rerod meta-antiyss i.c. roscarcheTs recogRize that SMNKING i Commos Emong drek ers and
that 1 is & ETONg risk Eacuw S beart discase (e cowld clowd the Tu: cffeet of akobol

conumMpUon

Mareover, cigmctte smoking amang skobol drinkerns ma) be relried tgh 1o share ek
habits and o direct cflects of alcahol (Mukamal c1a), 2006, Heww ot 2!, 2008)  Smypkoitg Sauses
an immedate inczease in blood presame (bath sysolic and dasiolic) aad beant rate that persias
for move than (S minutes after coe cigurette when caoprad 10 aop-amkers. A hbough smokizg
(s known (o incressc the risk of developing bypertensian, \here ts Qoventh no cvidonce tha
smoking ecssation directly redusces blood presmre in peopic wth hyperteasian Epidemiologscal
data show a lincar relmicathip between alcobol consismpian end hypoTnuo pcygloncs
(Mukamal et al, 2006, ljuang ct ol, 2008). As mentioned abave, nuel ercas 18 desclning
counirics are In ransitiooal phate. This incrnes the :isk of conditions tike hyprensias m nozl
arcas. Even today there is searcity of the studscy in rural arcas of developing commmes (Kok rwar

ct al, 2012).

‘The Framingham study demonstiated that, during 18-20 vearso (obaxnvatlion. middic-aged men
with high levels of tension or anniety weres 2.19 limes more susceptible to hypatonsion than
those without steess faclors (Raxanskl et sl, 2003). According (o Plckering. the extent of an
incresse In the blood pressure level (s gresier among men with a high workload and no
discrellonary powers (Rosengren ¢t al, 2004) These days, hypetiension s consldered o
multifactorlal Beneilc discasc thai ls triggered by intcraciions between eny {ronmental arsd geret e

factors (KIvimeki et al, 2002} In other words, hyperiension (s belicved to develop as e result of
a combination of predisiosition 10 hypertension and enviconmenta! factors such as stesse,

dletary hatits, obesity, hypeclipidemia, smoking end alcohol consumption. It is caster to be
endersiood that 5liess iCIponses in the canilovascular sysiem result fiom interactions betweon
cnvironmeniaj simuli and {ndividual sliuational cognitlos, as stated by Steproe (McEwen et a),

1994).

IRisk Bactore fur llyperie nybon amnng Gavernment Einhlay cea

Lligh blood Prestuee has many risk factory, including!

Age.
The tisk of high blood hressure Increascs as aBe Progreases. ThrouBh carly middle age. hish

blyod pressure I# more commaen In men. \Wamen are moro [ikely ta develoh tigh bloot jrcasure
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after menopause. Severnl studies have shown that age progressive is o risk factor o hypertension
among the govemment employees. A study carried out by Ordinioha (2013) in Poii Hareour,
Nigeria shows that age progressive is one of the risk factor for hypertension among govemment
employees which olso supporting the study carried out by Kumar et al, (2002) which stated that
oge progressive predispose government employees to hypertension.

Overwelght or obeaity

There is o close association of obesity with hypertension through mechanisms not now
understood. Hyperiension occurs frequently in indust:ialized societies where weight gain with
advancing years is 6 common feature and is rure in primitive societics where weight and age are
negalively correlated, Hemodynantlcally, obesity is charncterized by an expandcd blood volume
and increased cosdioc outpul, Hypertension results if/when sysiemic vaseular resistance fails 10
decrease as eardioc outpul increases, When calorie restriciion leads to weight loss, both blood
volume and cardiac oulput decreesc; when the bloocd pressure falls, this is because peripheral

resistanec is unchanged. Weight loss programs ose heipful for the obese hypertensive because

when hypertension is mild, blood pressure often (but not always) normalizes. Also, weight loss
has been shown to decrease ontlhypertensive drug requirements, interest in obesity-ossocioled
hypertension focuses on hyperinsulinemia‘insulin reslstonce as cousative factors. Although the
evidence is tempting, itis for from conelusiveand it seems likely that the mechanism of this typz

of hypettension is as multlfactorlal as those of other types.

The more individual weigh, the more blood needs 1o supply oxygen and nutrients 10 the tissues
of an Individual. As the volume of blood circulated through the blood vessels inereases. so does
the pressure on the artery wal!s. Kumar ¢¢ af, (2002) and Ordinlohn (2013} found In their studs
that overweight Is signiticzatly a risk factors ofhypericnsion among the government employees
both In Nigeria and | ydia. ‘The overwzight and obesity are established ris% (ectlors for
hypotension and other non-communicable disceses ( WHO Report. 2002).

Alcohol
Over time, th”_" jSnking can dnnmgc the hearl. Severni studle$ revealed that having encEisiv e

alcoholle drinks a day con raise blood pressure. Osdinloha (2013) found In his study that ajcohed
consugntion 1s independent and significant risk factors of hypesiension among the gevermnier
cmp‘cvccgl 1 Nigerla.

Smokdag
Not only does gmokIng Of chewlIng t1obscco immediaicly ralse blood prewwr® iemporarily, but

the chemicals in $0DACCO CBN damage the lintng of aitery walls. Thlscan cacise aricries 1o aamraw
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and this lend to increasing biood pressure. Cigaretie smoking is said to be responsidle for st Icast
12% of al} vasculer diseases, including hypertension (WHO report, 2002). The {inding by
Ordinioha (2013) and Kumar er o/, (2002) shows that the prevalence of hypcitension among
government employee is associated with smoking habit among them,

The other risk tactors for hypeitension emong the government employees include the various

duties carried out by government employee and department of working (¢ umar e af, (2002).

Personal and environmental factors

The personal factors that contribute to the prevalence of hypertensicn among the people include
biological vulnerability, psychosacinl factors (i.c. the people’s perceived sevcrity, benefil and
barriers o f hypertension), behavloural indlcators and demographic characteristics

The environmental {actors that bring the prevalence of hypenension among 1he people include
(amily and friend support, physicai environment which ineiuded accessibility ofphysical activity
and health care facilitles and access to healthy foods (Cassandra ei ol, 2010).
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2.8. Knowledge of Hyperteasion

Study carried out by lyalomhe (2010) showed that there is poor knowledge ol hypcrtension
among hypertensive patient due to poor educational background and these clso coniribute to
their negative attitudes to treatment and their life-style practices are grossly inadcquate Study
conducted by Adika et al, (201 1) revealed that majority of cmployees in Niger Delta in Nigeria

had a fair knowledge about complicetions of hypertension. The samc study revealed that
knowledge of hypcitension hes incrensed among sub urban dwellers.

Maiority of academic and non-acedemic employees of Univeisity of Ibsdan had & frir
knowledge about the complications of hyperteasion. The same study revealed thal knowiedge

about the risk (actors of hypetiension among the employees of University of lbadan. Ntgeria s
poor (Abdulahi et a{, 20!1).

The study which investigated hypentension-related knowledge, practice and drug adherence
among inpetients of a hospitel in Samark ond Uzbekistan showed thet 64.6% of patients had
good or adequote ond 35.5% had inadequalc knowiedge about hypertension. Good knowledge
of paticnts was significontly assoclated with controlled BP and drug adhercnce. The study
concluded that the inpatients of the secondary hospital had su.ﬂ'tcicnt generel knowledge abou!
hypetiension, but they hed insdequate knov ledge about specific issucs suchas treatment for and
symptoms of hypertension. Both diug adherence ond BP control rate .\t.trc subo‘ptlmnl and
significsntly pesociated with hypeitension knowledge. Thcfc study specilies potentiel arcas of
hypertension education thet could be Improved by potients’ knowledge of hypertenslon
(Amonov et ol, 2014},

2.9. Trends of byp:“n.ﬂ?:ssum is estimated (o cause 7.5 million deaths, about 12.8% of the
Wond ssldCHIM: S \?O:;zoum for S7million disabllity edjusted lile years (DALYS) or 3.7%sof
total of alldc.}n..:- : " 8. is major risk factor fot coronaly heant discase and ischemicas well
the total DAL S ..-- ¢ 0'5‘;'00" levels have beenshown Lo be positively and eontinucusly

uhcmonlm:lcr:l:kf:-r roke ond €oronary hear: discase. [n some age groups. the risk of
related lo € { 20010 mmllg of BP, staiiinB as low as
cardlovascular disease double for esch Increment 0

11575mmHg. cvalenceof raised blood peegsure |n adults aged 28 and aver was around

Globally, the overl:::;oﬂiw of the wotld POPVIation with high blood fwessure ¢ wwoalrallcd

40%¢ In 2009. TH
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hypeitension fell modestly between 1980 and 2008, However, because of population growthand

ageing. the number of people with uncontrolled hypertension rose from 600 miliion in 1980 to
nearly § billion in 2008.

Across the WHO regions, the prevalence of raised blood pressure wos highest in Afiica, where
it wos 46% for both sexes combined. Both men and women have high rates of raised BP in the
Africa region, with prevalence rates over 40%. The lowest prevalence of roised blood pressure
was in the W1{O region of the Americas at 35% for both sexes. Men in this region had higher
prevalence than women (39% for men and 32% for women). In oll \WWHO 1egions, men have

slightly higher prevalence of relsed blood pressure than women, This difference was only
F statistically significant in the Americas ond Eusope.

2.10. llypertensive crlsls

‘ Severely clevated blood pressure (cqual 10 or greater than a systolic 180 or dinstolic of 110

| sometime termed mallgnant or accelersled hypcitension) is referied to as a hyperiensive erisis.

| as blood pressures above these levels are known 1o confer a high risk of complications. People
with blood pressures In this raoge me" have no symploms, but are more likcly to repor|
headaches (22% of cases) ond dizziness than the general population (Fisher et al. 2005). Other
symptoms ACccom panylngo hypenensive c isis may Include visual detcrioration or breathlessness
due ta hean fallure or o general fecling of makisc due to renal foiiure. Most people with a
hyperiensive crisis are known to have elevated blood pressure, but additional triggers may have
led 1o a sudden risc (Wong a}, 2007).

A hypertensive emergency. previously mallgnant hyperiension, ls dlagnosed when there i§
evidence of direct domege {0 one Or morc Organs as o result of the scverely' elevated blood
presswie, This may include hyperiensive cneephalopathy, causcd by braln swelllng and
dysfunciion,and €n®! scterized by headaches and an altered level of consclousness (confusson ce
drowslness). Retinal papillocdems and findal hemorthages and cxudales sre enother sign of
\orfict o1gan daniagc Chest pain may indicate heart muscle damage (which may progress
1o myocasdial infarction) o sometimes aoitie dlsseetlon. thetesring of the inner wall ofthe son:

Breathlessness, cough. and the expectorstion of blood-stalned sputum arc chamcteristic signs
of pulmonary edema, the swelling of lung tlssue due to left veniricular fallure an inability of
ihe left venecle of the hear: to adequately pump blood from the luni into the aitenal syatem
(Fisher ¢l al, 2005} Rapld deterloration ©f kidney finction (scute Mldney injun)
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and microangiopathic haemolytic anaemie (destniction of blood cells) may also occur- In these
siluations, tapid reduction of the blood pressure is mandated to stop ongoing organ damage
(Fisher ct al, 2005). In conttas! therc is no evidence that blood pressure needs (o be lowered
rapidly in hypertensive urgencies swhere therc is no evidence of target orgen damage and over
aggressive reduction of blood pressure is not without risks (Wong et al. 2607): Use of on'l

medications to lower the BP gradually over 24 10 48 h is advocatcd in hiypertensive urgencies
(Fisher et al, 2005).

2.15. Hypertenslon In Adulis

in people aged I8 years or older hypettension is dclined as o systolic ond o diastolic blood
pressure mecasurcment consistently higher than an neccptcd nonnal value (currently 139 mmlig
systolic, 89 mmHg diastolic), Lower thresholds are used (135 minHg systollc or 85 mmlig
diastolic) if meosurements 8% derived from 24-hour nmbulatory’ or home monitoring (National
Clinical Guideline Centre 2011). Recent Intematlonal hypencnsion guidelines have also created
categories below the hyperiensive range to indicotc n continuum of risk with higher blood
pressures in the normaj range. INC? (2003) uses the term prehyperienslon for blood pressure in
the range 120-139 mmHg systolic and 80-89 mmlig diastolic. while ESH-ESC Guadciir_\cs
(2007) and BHS 1V (2004) use optimal, normal end high normal categories to subdivide
pressures below 140 mmHg systolic and 9 DmmHg diastolic (Mantia et al, 201 1).

Hypertension is also sub-clossiticd into hypertension stage 1. hypettension stage i, and isolatcd

: sion. Isolated systolic hypertension refers to elevated systolic pressure with
systolic hYPcnlcn by Soapetn b derly (Chobanten et al, 2003). The ESH-ESC
nomal.dm;;:];?p and BH1S 1V (2004), additlonally detinc a third stage (stage ! 11 hypeacnsior)
palcaioe : : ciollc hlood pressure exceeding 179 mmtlg or a diestolic pressure over
for people with sy./‘o all 205§ and Willlams et al. 2004). Hypertension s classificd as
A lsmmHgif t(: 1:!;::1 ,:;! dt; not reduce blood pressure to normal Icvels (Chobanian ct a, 2003).
“resistant” It me

‘2 «ears or older hypitension is delined as a systolic nnd/or a diasiolie bloed
In people aged 183 _ dstently higher then en aecepled norsnal value (currently 139 mmiig
pressu:e n.rusurcmcnl‘co Ile), Lower tiresholds are used (1% mmlig sysiolic or 8% mmHig
systolle, 87 mmi7g 0410 ;1 derived from 24-hour amhulatory or home moniloting {Natlona!
d'”“‘“‘z r::el‘iw‘:::t:: 201 1). Reeent International hypertension guldelines have alwo crcated
Clinkal Guldeline

0 indicate a continuum of risk with higher blod
the hypnncmiw range
estegorics below
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pressures [n the normsl range. SNC7 (2003) uses the termn prebypestension for blood pressuse in
the range 120-139 mml g systolic and/or 80-89 mmHg diastolic. while ESH-ESC Guidelues

(2007) and BHS IV (2004) use optimal, narmal and high normal calcgones io subdis wde
pressures below 140 mmHg systollc and 90 mmiig diaswolic.

Hypertenslon Is also sub-classified into hypertension stage [, hypettensics stage il. and isetated
sysiolic hypertcnsion [solated systolic hypertension refers to clevated 53 stolic piessure wi'a
normal diastolic pressure and is commen in the ciderly’ (Chobanian ¢t al. 2003} The ESH-ESC
Guidelines (2007) end BHS iV (2004), edditionally’ delinc o third stagc {stage 111 hy peviension)
for people with systollc blood pressure exceeding 179 minidg o a diastolic presswre over

109 mm Hg. Hypeitension ts classif ed as "resistant® if medications do not reduce bload pressute
to nommal levels (Chobanlan et al, 2003).

2.12, Preventlon of hypertensian
Much ofthe diseasc burden ofhighblood pressusc is experienced by peoplc who are not labeled
as hypertensive (Nonthof England Hypertenslor, Guideline Development Group 2004). [ afestyle
changes are recommentied 10 lower blood pecssure, before starting drug therapy .11,‘ 2004
Dritish 1ypertension Soclety guldelines propased the foliowing lifcstyle changes consistent w th
those outlined by the US Mallonal 1igh PP Education Program 1n 2002 for the PAMAry
prevention of hypertenslon Include malintaln normal body welght for adults (¢.g dbody mass
Index 2025 kg/n?), reduce dletary sodium Intake 1o <180 mmol/ day' (<6 g of sodium chiaride
or 2.4 g of sodlum per lay), engagoin regular acvoble physical activity such as brisk walking
30 min per day, mos! dayy of the week), limiialeshol consumption to no mare than 3 uniivday
inmen and no more than2 units/day In women, consume adiet rich in fruitand yeyeisblesie
five portions per day): cifecilve lifesty ke modiNcation may lower blood pressure as mush
) I::;: i:l:nl antlhy pertensive drug. Combinations of two or mote llfes1yte modifications can
en indly

heve even betier reaulte (Notth of England llyperiension Quideline Development Group,
achleve Cv :
2004).

lon
\ ment of hy pertent |
1.13, Manggc 0 - ot hyleriension is Identical 10 the recommended presentise filvaty le
The firsi fthe @

Includey tlciery changes physlcad exerclse, and weiBht foss, These have all been
" d Inc

changes & :’ "‘ﬂ“mly reduce blood Presture In peaple with hypencasion (Mancia el al, 2000,
shown 10 ¢ snd A similar 1o using o sinBle medication, [ hypertension s high
Thele potcntlel €

0
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eoough 1o justify immediste use of medicanom, Eiesryie changss are sill recorwmended @
conjanction with medication (Hemmelpwn ct al. 2006)

Dietary chenge such as & Jow soduan dict is bexxficial. A long wrm (mort L2 9 wocd 51 kom
sodum diet in Caucasisas s effective i reducing bload proasat. poth w PETPic wild
hypaiension and in peoplc with normal biood gressare (Chickyo s al, 2013) Ao, the DASH
diet. a diet rich In nuts. wholc graim, fish, poultry, fruits and vegstadles o aon blaod prexsre,
A major feature of the plan is limitiag intake of sodimm, akhough the dict s also rch in
polassium, magnesium, calcium, as well as protein (Danied et al 2013). Diffcrem prog=s.s
simed to reduce psychological sress such a biofecdbec, relaxmiion or meditstion sre advertiw
1o reduce hypeniension. However, oversll efficac) s ont geeater than health edocation. with
cvidence being generlly of low: quality (Chiotero ct al, 2013)

2.14. Impsaet of Ilypericnsioa oa Coronary Nessi Dlscase and SMtroke

I is recognized now that bload pressur is & vor) imPortsn predictar of future cardiosascalar
fisk. Ker (2000) explains that In the past hypertemtion was classified scooniing o dastode
pressure only because of the risk associated with it; despile thet systolic pressioT was a preductie
of future cardiovascular sisk.

In 1993 the JNC (Jolnt National Commlilce in ibe 11SA) recognized the importance of systohi:
blood pressure and made It equal In impoftance 10 disstolic biood preasure (Ker 2000] Ner
(2000) furthes explainy that usually until the elght decade of iife ;):'tolie pressure is nsing i
contrast with diastolic pressufe that rises ontyuntil the middie age. This could eaplain why. wila

In sge the pulse pressure and the prevalence of isolared systolic hyperiension niscs
o fiems thay according o the Framingban i{eart Swdy, dlastotic bload pressure
ik (2001)‘?“ ;cd:'SOI below the age of 50, for cocon®sy heart discee and that all theee
=i !"Oﬂle; ‘:",;b|¢ predictor between 50 - 39 years. From theage 60 years and onwans
p'c:,me’ Wﬂf m:. dlTerence between the systollc and dlasolic blood pressure) was the best
" ity ly relaled to coronany hean dicease (Urden et o
predictor and Ulnstolic preasure wal negative

2000)

conflrms that In tho elderly, systallc hypericnston lya veny Imponant mudifiable
Ker (2000) also ¢ fcioe, In HHOVE hypeticnsion the systalio hlood pressure is ususlly inoee
“’dh““"h:'; Siie digsiolle fess than 90 inHig. In peopie alder than 6& yearn. (n V3% of
than 140 MMt

N
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people isolated systolic hypertension occursand inceeases your risk for stroke and cardiovascular
discase. Pecople with Isolated systolic hypertension benef t [rom drug treaiment and lifestyle
modifications. The Framingham Heart Study confirms that hypertension causcs hcart failure
(Lindsay & Gaw 2004). The damage caused by hypertenslon can be classi{ ¢d as cither coronary
artery discasc or left ventricular hypeitrophy. Hyper:enslon patients are more likely to develup
angina and myocardial infarction thoan normotcnsive persons. Kaplan (2005) explains thal the
lack of adequate microcitculation can be related 10 angina and thal in hypestensive person’s
myocardlal infarction is more common. There Is a continuous association between Increasing
blood pressurc and the risk of cardiovascular disease, especially coronary heart disease. Vasan
et al (2002) also confirms that the presence of hypertension cnhances the development of
atherosclerosis and hcart attacks, kidney damage, and rupture of a cercbral blood vessel, svhicn
causes localized brain damage in other words a stroke. Urdcn et al {2000) describes coronars,
heart discasc os follows: It [s an insidlous, progressive diseasc that results in coronary anerial
nesrowing or complete occlusion. Coronary heari disease is caused by atherosclesosis. the

thickening and the hardening ol the inslde welis ofthe aneries”.

According to Burgess, Sulzer and Doubell (2006) atherosclerosls is one of the most prevolent
causes of death and disabillty throughout the world. Atherosclerosis begins in childhood and 1s
a process thot stoits carly in fife, progressing silently and slowly and only manifested clinically
in the middle age. Risk faclors like a lifelong burden of dyslipldacmlic tralt, obesity ond
hypertenslon Is rlsk foctors since childhood that persist into adulthood and has a major impa .t
on the silent phase of this discase. Both morbidity and monality can be reduced by lifestyle
changes and primaiy risk foctor modification.

According to Urden ct al (2000) the greaiest risk factor for ischemle siroke. s hypestensior
lschemlc stroke resuits because of an occlusion of a blood vessel and low ccrebral blood fow
exists This occluslon can be thrombotic or embollc. Thrombotic stokes zesults al the
bifurcations or curvas of the vesach, becausc of sccumuletlon of atherosclerotic plaque fn thye
vessel lumen. Usnally at the bifitecation of the carotid artery, orlgins o f the middte and snterior
cerebeal artcries, and the ofigins of the vericbral arterles. An embollc stroke results in 2 loss of

blood supp!y beesuse ol nn embolus that occuis from the heart or lower clrculstion which 1save's

dlualtv and lodges In 8 gmall vessel.
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1.15 Gaps obsernved fro® reviewed Literature

Majority of the sudics abos hypreemsim e Nijgrna wete GBricd ot am-~g the bankors,
academic staff of univeryity, non-academic staff of umiversity, emplovees of i ary hospital and
otha wheaniaed workery but there aore few Inpatcmaon shidy ecadOTS among Lo
Government cployecs in Nigera. Also, some of the hyperaension sarrises omdocted in N peria
were bused on persanal factors {c.g risk Gacwons, lifestyle practicss. Loowiledge of caiesel,
sympoms and prevention of hyparteansion] that contrides 60 e prevabamoe of hypertergio
among the civil scrvant butl bae woe few sdy ther eormsidored emvironmeintal (aciors
(availabllity of clinic in workplace and bypatemiaon seroening condre, eccessibilly 1y
recrentional facilities) that can prevent by poomian or mens2¢ b) perteassa in the workPiace.

33
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2.16 Conceptual Frame Work

The conceptual [rame work used for this study was ecological model. The ccologicai perspective
emphasizes the interaction between factors within and across al} levels of a lLicaith issues. It
highlights people's interactions with their physica! and socio.cultural cnvironments and
addressed [ive levels of infuence: Intrapersonal (actors, Interpersona! factors, Institutional
factors or Orgenizational factors, Community factors and Public policy. Risk factors for the vasec .
of hypertension emong local government employees will be identify and this wil! be used ia
future to prevent local government employces from having hypericnsion and also reduce the
prevalence of hypettension. [nstead of blaming theindividuals, the environmental influences and

lifestyle that leads to the problem are addressed (Brieger, 2002).

2.16.1 Intrapersonel factors
The characteristies of the individual such as knowledge, aititudes, bchaviour, belief about
hypertension, age and lilestyle modification etc. This also includes the developmentol hisiory

of the individusl.

2.16.2 Interpersonal faciors

The influence of signil cantothers s anzlysedat this level. Thisinvolves relationship with famil y
members, neighbours, socia! networks and social support systems. including family, work groun
end friendship. The enltude and beliefs of (amilies and work place con infuence the lifestyles

which can predispose hypertenslon among the local government employees.

2,163 {nstlwutlonel factors
This level |s very Imporiant 8nd necessacy for the support of fong-term change in lifesty le 1hat

predisposes local govemment employees and Possible adherence 1o the belicl ghort
hyperiension. Otganis tiond! chanBe is an essentlsl comPonent of creating en organizational
culture thot will p=duce the prevelence of hyperiension among the employ ces and lifestyle that
predisposes hypeitension but the organization of licalth promotion programme for the local
govemmen: emnloyees will enhance alt this. Relevant organizations’ inelude NULGE and othes
socig] Instiutions with organizationel charscteristics. and formal or informal rules and

regulations for operation {Swearct, 2003),
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2.16.4 Communlity factors

Community encompasses groups to which individuals betong. the relationship among groups . r
organiaations within political and geogtaphlcal entity determine the opinion of issves amongthe
inhabitants. Relationship among organizations, institutions and informat nciw o:ks with defined

boundaries. The social norms can influence the lifestyles which can predispose hyperiension
among the local government employees.

2.16.5 Public pollcy

Pollcies and law made at the local level wlll influence the prevalenc: of hypertension among the
[ocal government employees and alsa lifestyie practises the! predispose hypertension amarig
them. The local governement needs i make the policy that will ensure prosision ob healin
facilities for the prevention and management of hypertension among 1he local govammest

employee.

15
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POLICY

ORGANIZATION/INSTITUTIONAL

COMMUNITY

INTERPERSONAL

INTRA-PERSONAL

¢ Knowledge of

hypertension
o Age
o Lifestyle proctices
¢ Genelics
e Belief about
hypeitiension
e Auitude towards

hypecitension

and mole definition towards

hypeiteasion.

lnhucncc of family members, ?amllyI
history, fiiends and peer that provide

sociai suppoit, socioal idenlity, network

Infiuence of work place practices on hyperiension,

yeor of service, communily norms and social norms

the: WOrkplace forpreventive health cage.

Accecsibility, ailordability and nvailability of health services on

prevenilos and monagement of hypertension ond health sinscture 10 |

An Ecological Perspective

Figure 2.1: Application
governmen! employe

goveenment vrea,
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Ecological model may explain how interaction between differcot factors results into
hypertension. Each of the five box (f.gure 2.1), represents a level or group of factors, The
innermost box represents the intrapersonal factors that can place an indisidual al the nsk |
hypertension (see 1able 2.1 for details). Relevant intrapersonal lactors in this siudy inelude oge

of study participants, knowledge of hype:tension and lifestyte practices (c.g sedentasy lidesiyle,
smoking, alcohol consumption and eating feod with seasoning).

The second box (figure 2.1), represents the immediate context which facilitotes hypertension
Relevantinterpersonal factors in this study inciude influence of (amily members, fanuly histon

soclal identity, filends end peer that provide socinl support.

The third box (figure 2.1), refers to the factors in the community that inflluence the occurrence
of hyperntension. Relaled ecological variables opplied 10 this study include influence of

workplace practlces, yeor of service, socigiol narms ond response that could snfluence oecurrence

of hypertension.

The fourth box (figurc 2.1), represents the Institutional or orgonizational factors in which
reiationships are embedded. Questions were asked on the structurc on ground to prevent and
manoge hypestension ot the L.G seerctariot {i.c ovoilability, accessibility and afTordebihly. ot

health sesvices on prevention and management of hypertension)

The fiRth box (figure 2.1), represents existing applicable pollcies issues related to prevenlion and
management of hypestension Reloted ecolo8icsl variables include roles of various bodies like
government and Nigefia Union of Local Government Employces (NULGE) in preventlon and

manogement of hypestension.
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CHAPTER THREE

3.0 METHODOLOGY

3.1 Study Deslgn

A descriplive cross scctional study was used to document prevalence and risk lactors of

hypertension among local government employees i nOgbomoso Scuth LG area of Qyo state

3.2 Study Slte

Ogbomoso South LGA conslituted the study setting. The LGA is one of the two locat
govermments in Ogbomoso melropolis. Ogbomoso is a second largest tovwn in Oyo state
Ogbomoso South local govermmentyvas created in September 1991 out of the defunct Ogbomoz-
municipal loca§ govermmenl. The secrctariat of the local govermment is located at Sunsun,
Arowomole Areo of Ogbomoso. The local govemment is bounded in the North by. Ogbomoso
North loca! government, South by Ogo-Oluwa locs! govemment, East by Surulerc local

govermment and in the West by Orire local goveenment.

The locol government was selected because unpublished repon from medical unit of Ogboino+
South Local Govemnment feveaied ihat there Is hlgh prevalence of hypertension among local
govemment employees and slso thls study has never been conducted In Ogbomoso South Loc|
Government before. This L.G secretariat was not 2 heatth promoting community pecouse the' s

promoling posters:

3.3 Seope of the Study
The study focused on thic
Ogbomoso South LG oreaof Oyo stle.

prevalence ond risk lactors ol hyperienslon among LG employces in
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3.4 Study Populatlon

The study was carried out smong molc and female local government employees of {)gboirg.

South LGA, OYo Stote. Eligible poeticiPants were employees of the local govenmeni.

3.8 Snmple Skre
The sample size (n) was detennined by using Lwanga and Lemeshow (1991) sample size
fonnula
ne= Za’p(|.p)d?
Where n = minimum sample size 1cquired
Z= 1he standard norma! deviation sct at .96 {which correspond to the 95% conlidcnce miezvaly.
P=9.3% (Nadirl er of . 1999).
d= the degree of nccuracy set o1 0.05
n= .96 x0.093x0,907
0.052
= 129.6}
Approximately = 130
The calculatcd sample size was Increased to 250 so as 10 make provision for non-response and

promote gencrulization of findings.

3.6 Sampling Techanlque
Ogbomoso South Local Qovemment has three hundred and sixty eighl worken CI68) 15
January, 2014, This locol 8overnment comprises of cight departments, Each of the gepaitment

has the followlng Number of workers:

¥
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Tebic 3.1: Distribution of workers In ecach department in Ogbomoso South Local

Government

-DEPARTMENT NUMBER OF WORKERS NUMBER SELECILED
Budgey, plenning and statistic 6
Agricufiura! 9 6
Environmental 10
Works 4] 28
Medical 56 38
Finence and supply 60 41
Education 61 41
Adminlstration 125 85
Total number of workers J68 250

The total staff strengih ot the locel govemment was culled from nomioal row obisined 1rom 1:es

NULGE officc of Oghomoso Soulh Locei Govemiment.

A0
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A two stage sampling technique was used in the selection of the loeal government workers.
This is to give every member of the target population an equal and independeni opp<:tunily of
being selected for the study.
The stagesinclude:
Stagel: Total population sampling was used to select the workcrs {rom all the eight (8)
depariments in the local government.
Proportion of worker that was selected fiom eachdepartment =
Totol number of worker in cach depadment (0} 5 Sample size
Total numbers of workers in Ogbomoso South LGA (N)

- Stage 2:; Systiematic random sernpling method was used to seicct workers thot panicipated i the
study. Employment register from 8 depanment in the local govermment scrved as
sampling freame where the respondent was selected for the study using the following
sub- steps bclow:

a. The listof al} the departments in theiocal government served as a sampie tramz
p, Colculating a value for *K* using the formula {K=N/nj, wheze k & a constant 1.c
value within which the first respondent was selccted. *N* is tive papulation of the
entirc worker In Ogbomoso South LGA (368} and ‘n’ is the samplc size of the
entire worker that were selected for the study (250).
Hence K .. 368/250 = 1.5 approximately. Systematic random sampling \was uses$
1o select the first respondent within the range of estimated xth (I ¢ sampling

interval), Upon selcctlon the lirst respondent i.c. x {where x represent the [

respondent), the nexl respondent will be x plus kih. this procedure was repeated
untli the required sample size is reached

41
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3.7 Data Collcctlon Instirument

A semi-structured questionnaire with both closed and open.ended questions vas used for data
collection. The questionnaire consisted of four sections labelled A-D. Scction A soupit
information on socio-demographic chatictceristics of the respondents, depastment. designatier
weight, height and blood pressure of the respondent thot were used to determine the prevalence
of hyperiension. Section B contained questions that determined the icvel of knowledge of
hypertension among Locat Government Employces. Section C sought information on lifestyle
practices that may predispose LG cmployees to hypertension. Sectton D focused on elicit .d

information‘s on the avalloble structure ot the LG Scerctariat that can be used to prevem and

manage hyperiension among the employces.

3.8 Volidlty

Validity was ensured through the development of dmfls instruments by consulting rclevant
literature written on issues relaling 10 prevalence nind resk ioctors of hypeitension. The dralls
instrument was subjected fo independent, peer nad expert revicws pasticulorly expert in Public
Health, in the ficld of Community Medicine, Environmental Health and the colleogues in the
depantment of }icalth Promotion and Education. Comment from supervisor was used 10 enhonce
the quality of the instrument.

Corrections were made afier the pre-test cxercise and the analysis of 1he result of the pre-test
was used to improve the qualityof Instrument. "fo promote the validity of data collected tmining
of Research Assistants (RAs) was done, Weighlfg scalc was calibrated by weighing standard
mass of 50gram on it before the seole was used.

A totol of four RAS were Feciuited trained in the use of mercury sphygmanometer 10 measure
blood pressure and sdminisiration of quesilonnaire. The tralnees were also involved in the pre-

test of the questfonnaire. This wes 1 lcoming opportunity created fo shampen the RAs

inteeviewing skifis and 10 ncqunim them wilh possible challen8es ol conducting interiews
iewin $

4
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3.9 Reliabllity

To confimn tiie reliability of the instzument, analysis of pre-test data was done using Cronbach's
Alphe coeflicient of the Statistical Package for Social Seiences (SPSS). This was done (5
ascertein the psychometric Properties of the instrument. The Insttumeni was pre-tested on 23
focai government employee (10% of the sample size} in Ogbomoso Worth Local Government
orea because the study site has similor characteristics with the community in terms of level of
social amenities, lifestyte, level of education and available structure (o prevent and managc the

hypertcnsion. The resuit of onalysis of the data collected during the pre-test vwas 0.825 whici
showed thot the instrument was very rcliable.

3.10 Dota Collection Procedure

The researchers with 1he four rained research assistanis sdministered the questionnaircs to (he
respondents in Ogbomoso South Local Government Arca of Oyo state. The rcscarch assistants
were trained in the following areas: the objcctives of the study, the Sompling procedure. how
lo securc respondents informed consent; impaortant of collecting valid data; procedures for
questionnaire administration and techniques for reviewing questionnaires for revicwing of the
items on the questionnaire 10 have adequate understanding of the instrument and compteteness
The menual of field operation was prepaced to exphiin how entries would be made. the number
of questionasires 1o be administered and how varlables would be code. The rescarch assistants
with the rescascher were involved in the eollection of the data. Short debriefing scssions were
also held a1 the end of each doy wheee the dny's work was reviewed and the pest plon of a4 11
disseminated to the research assistants. The data coliection process included the foliowsng steps:
visk to cach of depaitment, coupled with Identification visit 10 each of the depaniment to the

heads of each of the sciected respondents (0 sezk o Permission to conduct interviews gnd

administer QUestionn®ite On the respondents.

43
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3.10.1 Mcasurement of Variables

3.10.1.1 Blood pressure

The study participant were allowed fo rest {relax) for 1S minutes then iwa blood pressure
measurements were taken three minutes apart in a relexed position, The biood pressure was
measured on the left upper am. The pasticipants were positioned so that the iefl upper arm was
ol the same level with the heart (DHHS, 2004). To minimize measuremicnt and inter-absenver
variability, mercuwy sphygmomonometer was used throughout the study Hypertension was
defined as nverage systolic blood pressure (SBP) of 140 mmH g or higher and average diastolic
blocd pressure (DBP) o 90mmHg or higher.

3.10.1.2 Welght and tlelght

Weight was measured to the nearcst 0.1 kg, using s portable \weightng scale (bathroom scal . |
while height also measurcd to the nearest 0.§ cm in thestanding position with no shoes using a
portablc height board, The body mass index (BN} for cach of the subjects was then calculaied
from weight (in kilogram), divided by a square of the height (in meter); and classified as obese
when the BAY] Is greater or equal 10 30, ov enweight was when the BMI was between 25.8 a1d
29.9, nosmal weight when the BMI was between 18.5 and 24.9. and underweight swhen the BMI

was {ess than 18.5 (WHO, 2006).

3.11 Method of NData Analysls
The rescarcher checked all the sdministered questlonnalres one by one and cdited themy 1 ot

purpose of completencss and ascurtcy, Serial numbcr was writienon the questionnaires for casy
\dentificatlon and iecall of any instrumeat with problems. Scrial qumber was assigned to each
questlonnal re for [dentliicatlon and for correct dala entry and analysls. Adminisiered copics of

questionnaires were edited ond codcd, A coding gulde wa3 develoPed aner carefully reviewIng

the responses and approprlate t<oring done .The data were manually coded and entered Into 14

computer for analyss.

Knowledge scale was developed to measure the knowledge of each respondent. The Knowledge
variables were scored (knowledge on the causes and prevention of hypertension) an incorrect
answey or no responses had a yCOre of 0. The scores were then summed up to give a composite
knowledge score for cach respondent. The 30+ polnt knowledge scale was used In this sty

Knowledge of respondents was eategorised Into, good, fale and poor (Ihase that seored O 10 had

those thal scored #1020 had falr knowledge while those that ssored »20 had
(L8

led
poot know i
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good knowledge). The practice of each respondent was also scored. The scores wos then sum up
10 give a composite lifestyle for each respondent. The }4- point lifestyle practice scale was used
in this Study. Lifestyle practice of respondents was categorised into good and bud {1.c_those tlin!

scored 0-6 have bad practice while those that scored >6 have good practice).

Mercury sphygmanometer was used to measure blood pressure in otder 10 determine the
prevalence of hypertension among the L.G Employees end a!so using a po:table height board 10
measure the height and valideted bathroom scale to measuse the weight. Both height ond weight
were used to determine body mass index (8Ml).

The questionnaires were stored ina place that will be safe from destruction of water or fire ¢
Where an unauthorized person will not have access to them. Guantitative data were entered into
the computer and analysis was done using descriptive statistics. Inferential statistics of Chi-

Square test was used for the analysis. ['inally, findings wese summarized and presented 1n tables

and charts.

3.11 Ethlcnl Conslderatlan
Ethical approval for the study was obtained from Oyo State ethical review commiitee. The

following cthlcal requirements were stingently ensured during and after the siudy', Inlormed
consent was obtained from the participants by given them an informed consent form 10 /1) by
explaining it to the best of their understanding. The informed consent form was states out the
title of the study, puspose of the stu dy, justification (or doing the study as well asthe benef 1 1hat
wlll be derived by the respondenis ot end of the study. A potentiat respondent's right to re fuse
lo pasticipate in the study was not infringed upon. Those participanis found hypertensive were
advised and linked to the ncarby health Institution (ot dingnosis and treatment.
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CHAPTER FOUR
4.0 RESULTS

The results arc presented under the following sections. Section onc depicts the socie-
demographic cheracteristics of the local govesmment employces. Scetion 1wa depicts the
prevelence of hypertension among the locat govemment employees. Seclion three sought 1o
know the level of knowledge of hypertension among the local goscrnment employees. Seclion
four depicts practiccs oflocal govenment employees. Section five soughtto know the struclures

on ground 1o prevent hyperlension among employees in the Locai Coyvemment.

4.1, Soclo-Dcmogrephic Characteristics of Itespondents

A completed response rate of 100% (250 out of 250) was obdtained with the queslionnaire among
local governmenlt employces selected for the study, the agesof the locel govesnment employees
ranged from 20 10 59 ycars and the mean age of 42.747.3 years respectively. (Fig 4.1) shows the
distribution age of the local govemment employees. The participsats were 114 males 145.6°, )
and 136 females (54.4%). Majority 212 (84.8%) of the respondents were meyried. 12 (12.805)
were singles and 6(2.4%}) were widowed. The distribution of respandents by religion showed
that the majority 211 (84.4%) of respondents were Christians and 39 (i 5.6%) Nquslims

Majorily of particlpani had post-sccondary edueatlon nol to universlty level (99, 39 6%)
Respondents within the age rnge of 21-25 years were 39.2%6, 26-30 ycars weee 34.0%, 3 1-35
years were 15.6%, 3640 ycors were 7.2%, 41-45 years were 2.8% and 46-50 years wege 1,29,

Respondents that had been gtalt within the yesr range of 1-15 years were 72.0%, §6.30 years

were 27.2%oand above 30 ) eany \were 0.8%%.

Medical siafls constituicd [5.2% of the study particlpants, Works staff constituted 11,244,

AETICU"UYC ’m“‘.‘o...iy‘“cd 2 4%, Finance and supply s1a (¥ constituled (6 4%, Budgel, plannimg

and statistics s10F constituted 1-6%, Education constitutcd 16.4%. Environmental siapy

consiftuted 2.2% and Adn inistratlon st !f constltuled majority study partlcipants (34 0%). sfore

lh. hl|f()' 2%)0{“’: m,pon(t nis were Middlc m“. 1hi§ wis R’"O“ ed b) junlot Sll"'(.u 4".')

D |

whilc rePondents belonglagtosenior Half were 6.8

. g ool majorty tespondenty ($4.8%) does not allow them 10 close caly whike
I n;lun"' o whose Job allows theim to closc early were 49.2%  Findings a1v0 shuwey

minority of respon
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that 21.6% of empioyees had secendary job afer office work while 78.4% of employees did not
do eny other job after office work.

47
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Table 4.1: Respondents soclo-demographk charocteristics distributlon

(n=250)
Variable Responsc optlons Frequency = Percenfuge
Age 20-29 8 "l
30-39 89 356
40.49 112 44.8
$0-59 41 16.4
Sex Male 114 45.6
Female 136 S4 4
eligi Chrlstlan 211 84..
T islam 39 15.6
. : 23
Marcitol status Single 32 2.
Marrled 212 84 8
Widowed 6 29
L Peimary education 20 8.0
dngh AL T Sccondary education 39 15.6
‘ Post-secondary education 99 39.6
University 92 36.8
J 98 392
Age ol employment géﬁg 85 4.0
31-35 39 156
‘ 36-40 18 72
41-45 i 2-3
46-50 3 2
_ 180 72.0
Length of timebecn a stoff :61-30 68 s
| Above 30 2 0.8
Mcdical 38 b5.2
Dygogn et Works 48 112
Ageiculiuee 6 2.4
Flnancc and supply N 16.4
Adminlsiration 85 34.0
Educatlon 41 16.4
Eavironmenta! 7 2B
Budget and planning . |6
Junlor Staff ‘:'28 12 4
Designatlon Middle stall o 512
Scnior Stefl to 4
e 113 452
You Usunily Cl0sc easly feom No 137 <48
54 A6
office Yes
Aty additiono! Job afice No .y 196 184

 No
official hour ____ —
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{.2. Distribution of Blaod Pressure

The overall mean systolic blood pressure was 1294 + 189mmlig, with ncan systolic of

130.9£19.2mmHg end 127.9+18.6mmHg among males and females, respectively. Tlie oveny/|

mean diastolic bloodd pressure was 82.1+11.4, with meen diastolic GLiood pressures

82.2x11.8mmHg and 82.0£1|.immltlg among males and [emales, sespeciively About 30.8% of

the pa:ticipants had noimel blood pressure, 43.6% had pre-hypertension, and 25.6% had

hypertension. Both mean systolic end meen diestolic blood pressures sosc steadily with age as
| shown on tablc below
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Table 4.2: Distrlbution of mcan systollc and dlastolic blood pressure across the sge

group among Ogbomoso South Local Goveroment Employees

Mcan Systollc BP£SD  Meon Dlosto'ic BR8N

Age group Frequency (n)

(Years) (mmtlg) (mmHg)
21-29 g 123.5¢17.9 B0.6+12.4
30-39 B89 i25.32174 79.94§%.0
40-49 112 130.2£19.8 B81.9+10.9
Above 50 41 136.8417.8 B87.7+9.8

$0
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4.3. Prevalence of hypericnsion

The overall prevalence of pre hypertension was 43.6% with 52.3 % among lemales and 47, 7%

among males. The overall prevalence of hyperiension was 25.6%. The prevalence of

hypertension was higher among males 27.2 % than females 48.4 %.

Table 4.3: The prevalence of bypertensioa by scx among Ogbomoso South Local

Government Employces

Varlable Male Female Overall
N= |14 (%) Ne 136 (%) Nm 250 (%)
Normal 31 (27.2) 16(338)  77(308)
Prehyperenslon 52 (45.6) 57(41.9) 109 (43.6)
Hypernension 31(27.2) 33(24.3) 64 (25.6)
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The prevalence of hypertension was higher in the older age groups as shown on the figure
below. The prevalence of hypertension within cge range of 21-29 was 13.0%. it rosc (o 18.0%%,
27% ond 42.0% for the age groups 30-39 years, 4049 ycars and 5 0-59 years, respectively,

Table 4.4: Distrlbution of prevalence of bypertension by sge group amoug Ogbomoso

South Local Government Employce N= 250
| Age group (years) Tolal population Frequency Prevalence %
| 20-29 8 | 13.0
30-39 89 16 18.0
40.49 112 30 2190
50-59 41 i7 42.0

T htal 250 64 £00%%
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4.4. Respondents’ knowledge of bypertension

Majority (84.8%) respondents knew that hyper:ension is the same as high blood prassure and
63.6% kncw that hypertension is hereditaty. Minority (36.4%) respoadciis knew. tl
hypertension can be caused by high sodium intake. especially the use of manosodium glulsm e
seasoning and 72.8% knew that too much of stress con result 10 hypertension. Mejority. (64.04¢)
respondent knew that high solt diet can lead to hypertension. Minority (42.8%) respondent knew:
that excessive sweating is one of the symptoms of hypertension while majority. (61.6%4)
respondents knew that frontal headache is one of the symploms of hyperiension. Minor:iy

(38.4%) respondent knew that hyperiension is symptomless ond 44.6% kncw tha1 dizzinessi. a

symptom of hyperiension.

Also, 78.0% of respondents kncw that inability 10 slecp well is one of the symploms of
hypertension. Majority fespondents (86.0%) knew that intake of fruit and vegetable helps 1o
prevent hypettension and olso 58.4% knew that adherence to weight loss will hetp to prevent
hyperiension. Majority (65.6%) knew that intake of low Tt diets will help 1o prevent

hypettension and 69.2% know that teguiar cxcrcise prevent hypertension, Some respondents

(34.8%) kncw the best way to monitor or detecthyperiension. Theoverall mean kiowledge score

by the respondents was21.7%7.2. Few respondent (1 8.8%) hada poor knowledge, many (48.0%)

respondents had a fair kuowledge ond the remaining 33 2% had good knowledge.
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Tablc 4.5: Respondents’ knowledge of hypertension

4
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Varlable Ves (nm No (a 75)
Hypertension is the same es high blaod 212(84.8)
pressure
Hypertension is hereditaty 91(36.4) 159(63.6)
Hypertension can caused by seasoning 96(38.4) 154(61.6)
Too much stress can cause hypertension 182(72.8) 68(27,2)
High salt diet can cause hypestension 160(64.0) 90(36.0)
Excessive sweating 107(42.8) t43(57.2)
&
Frontal headache 154(61.6) 96(38.4)
Symptomless 69(27.6) 181(72.4)
Dizziness 1£2(41.8) 138(552)
175(78.0 55(22.0
Difficult sleeping LHE) L2
Intake of fruit and vegetable helps 1 2 3fEN0%] ISITSS)
prevent hypettension ' o
Adherence to weight foss helpto prevent ELC R (31.6}
hypertension
: 86(34.4
{ntake of low fat diets will help fo Preven: B4{531) Jo i
PR : $73(69.2) 72(308)
Regular exercise prevent hyp:';,‘.“ion
monitor hypet ens! 87(34.8
B":ﬁ"é Ilnog B regular 63&25.2
olng to the clinie 100(40.0)
N{! ?dcn =
e

150 ) R




4.5. Reapondents body mass index (BMI)
Only (36.0%) of the employees were of normal weight, 42.0% were overweight, 20 4% were
obese, while 1,6% were underwelght.

Table 4.6: Respondents body mass index (BM{)

N= 250

Varlable Frequency Y2
>30kg/m? (Obese) 5t 20.4
25-29.9kg/m? (Ovenvelght) 103 429
18,5-24.9kg/m? (Nonnn!) 90 36
<18.5kg/m? (Undenrweight) 4 k6

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




4.6. DlIstributlon of body massindex across thesex among Ogbomoso South Local
Government Employee

Only 15.8% of malc employees were obese, while 24.3% of female employees were abese.
Masjority of male employees were overweight (42.9%)

L Table 4.7: Distribution of body mass index ncross ihe sex

Varlable Scx
Male (n %) Femalc (n %) Totul
BMI >30kg/m* (Obese) 18(15.8) 33(24.3) 51
25.29.9kg/m? { Ovenveight) 49 {42.9) 56(41.1) H0S
18.5-24.9kg/m? { Normal) 46 (40.4) 44 (32.4) 9(
<}8.5kg/m? (Underweight) 1 {0.9) 1(22) 4
114 (45.6) 136 (54.4) 250

Total

e ———
e —
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4.7. Respondents’ socjal practices

Majority of responrdent did not smoke tobacco (73.2%) and did not consume alcdiic! (68 494)
respectively. Most (42.0%) of respondents consumed plenty of vegetable daily and few of them
(47.2%) ate plenty of fruits daily. Many (58.8%) respondents ate food with seasoning datl: .

50.8% of respondents did not exercise regularly while 65.6% of respondents slept for about *cx
hour daily.

$?
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Table 4.8: Respondent’s social practlces

N= 250
Varlable Yes (n %) No {n %)
Smoke tobacco 67(26.8) 183(73.0)
Consumes alcohol 79(31.9) 171(68.4)
Ents plenty vegetable daily 105(42.0) 142(58.0)
132(52 %)
Eats plenty fruit dally 1 18(472) {
; 103(4).2)
Ents foad with seasoning 147(58.8)
daoily
i123(49.2) 127¢50.8)
Exercises regulorly
164(65.6) 86(34 A

Sleeps for about six hours

daily
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4.8. The structure on ground (o preveat byperiension in the local government(
A few (22.8%) respondent reported that there was a functioning clinicinside the sccretariat while

22.0% of respondents indicated that hyperlension screening services were available in the clinic.

Few (10.8%) respondents indicated that there were recreational facilities in the seeretariat and
32.2% respondents indicoted that there was any health promoting paster on dongers of
hypertension in the secretariat, Minority (24.4%) respondents n(firmed that they have had health

education on hypertension before.
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Table 4.9: The structurc on ground to prevent hypertension In the local government

Varioble Frequency %
We have clinic inside the 57 - 228
secretarial

Clinic is functioning 57 228
Hypertension screening services 35 22.0

are available in the clinic

Every member of staff have access 48 19.2
to hypertension screening service
The hyperiension screening 32 208
service is free
We have recseational facilities in 27 10.8
the secretariat
Every member of the staff have 19 16
access {0 the recreatlonal facilities
9
We have time {o access # ) 190
6l 23.3

We have had health €ducalion on
hypeitension Inthe [.ocal
“{Jovernment —

0
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4.9. Test of Hypotheses

The following hypotheses were tested for level of significance:

He! There is no significant relationship between age and prevalence of hyperiension

Ho2 There is no significant relationship between lifestyle practices 2nd prevalence of
hypertension

He3 Therc is no significant relationship between year of services nnd prevalence of

hypertension

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Testing of hypothesls §

The first hypothesis states that there is no significant relationship between ageand prevalenceof
hypettension.

From the tesuit of this testing, the p-value is less than the pre-specified significance level (0. 09.
This suggests that the hypothesis is not truc and is therefore rejected. The alternate hy pothesis 15

hereby accepted thet age is associated with prevalence of hypertension. Kespondents in age range

50-59 years have hypertension more than other age group.

Table 4.10; Relatlonship between age and prevelence of hypericnsion

Age Prcyalence .
group Hyperiension Pr;l;;'pcmnslon ;":{"‘;" o X* Df p-value
20-29 2 1(13.0) = 4(3.8) 4(5.1)

30-39 16(18.0) 39{16.8) 34(41.6)

40-49 30(27.0) 46(43.4) 36(46.2) 4BO1 6 0.022
50.59 17(42.0) 17(16.0)  4(5.8)

— e —
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Testing of hypothesis 2

The second hypothesis states that there is no significant relationship betweesn practices and
prevalence of hypeitension

From the result of this testing, the p-value is less than the pre-specified significance level (0.05)
This suggests that the hypolhesis is not true and is therefore rejected. The altenate hypothesis is

hereby accepted that practices are associated with prevalence of hypertension. Respondentswith

good practices have hypertension more than those wilh bad practices

Table 4.1): Rclatlonship between pracilecs asd prevolence of iy ertension

Type Prevalence X1? Df poluc
of Ilypertension Pre-hyperteosion  Normui AP

practices (0 %) .

Bad 17(26.6) 49(45.0) 37(48.1) 7.789 2 0.020

practices

Good  47(73.) 60(55.0) 10(51.9)

practices
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Testing of hypothesls 3

The third hypothesis states that there is no signilicant rclationship between years of service and
prevalenee of hypertension.

From the result of this testing, the p-value is greater than the pre-specificd significance level
(0.08). Thus, the hypothesis which states that there is no significant rciationship benween the
yenrs of service and prevalence of hyperiension is accepied. bt can therefore be inferred that yoar

of service has nothing to do with prevalence of hypertension emong local govemment
cmployees.

Table 4.12: Relatlonship between ycar of service and prevaience of hypertension

Year of Prevalence (n %) X [T p valuc
scrvice

115 41(64.0) 75(68.8)  63(724) =

1630  20(31.3) 32(294)  1(12.7) 6469 9 0.167
>30 3(4.6) 2(1.8) 13(14.9)

SRS e
___._.___,_.—-—‘

.

—_— —
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CHAPTER FIVE

5.0 DISCUSSION, CONCLUSION AND RECOMMENDATIONS
Hypeitension is a public health problem which is common among solary eamers and has
imporiantadverse clfects on employees' lives {Oghagbon e! al, 2008). It iso non-communicalfe

disease which Kilis eniployces® unexpcctedlly and also affects the health of employees. This

chapter is therefore orgenised into six sub-sections as follow: socio-demographic character istics

of respondents, prevalence of hypeciension 8among
govemment cmployces and structureon groundin

local govesnment employees, respondents'

knowledge o fhypertension, practices of local

the secretariat to prevent hyperiension. Impllcatlon of thc finding for health edueatjon,

conciusion and 1ccommendations \were prcscntcd in thc chapter 100.

Finding from thisstudy shows tha1 25.6% of the local government employces weee hyperiensive.

_ similar protocols and proceduses such os

These result Wwas in line with studies following

ordiniohe (2013).

5.1. Prevalence of hyperiension

The overall prevalence of hypertension s
c¢enire (0]
munities of Nigeria that were mainly populated by

2011 and Adcfuyeet al, 2009). But the

2$ 4%. This is much lower than the prevalence in

. erin (NHF. 2003) but consistent with the
bun f Nigeria (NHF,
the generaj population in the ur

te com
prevalence in the tural and sem: urban '
1isats (Wokoma ctal,

lurmers, fisherfolks tradets 7 uuas achy: o the prevalcnce found in the south region of
W

study
(O)ginfoha, 2013)-
chee as 17.7% whic

prevalence found in this
Nigeris among {cclurers
Nigeria found the prevel

[ hypettensio

study. The high prevajcnce o

: = d fair kno\vledge ofh)'P‘“ms‘o" .
: I In male 272} th i female Q4.386), Thi
as

(44.49%) then male(31.2%)(Amon, 2010} ne

level of overweight which was nwre

A study carried Out among bank worker in Benm

h s lower than the Prevalence recorded from lius

o which wos recorded fram this study may be duc to

the age, overweight @
r“).pc"cnsion &y

gbwe among council employee where the
jous
10 1he Prev

The prevalence ©

Mndings is contrary

prevalence ©f 'zypmcﬂﬂon W

h e cou

Igher p! ~vialene€ In male I
sles.

amonB malcs (R fem

mm‘h.
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arterial resistance due 10 thickeninp srierialwall that comes with age and the accumulated e(Tec!
of various factors (Amon, 2010). The higher prcvalence of hypertension was found smong age
group 50-59 years which is in line with the previous studics on the prevalence of hypertension
among the council employees in Zimbabwe and urbanized workers in lbedan, Nigeria
(Akinkugbe et al, 2003, Amon, 2010).

52. Respondent's knowledge of hypertension

The respondent hod a fair knowledge of hypertension. Majority of the respondents knew' that
hypertension is the same as high blood pressure. This cosresponds with findings o-f A.duku et al
(2011) on the hypertension knowledge among non-Academics Employ<es. M°-i°"'f) of “‘.c
respondents identified 100 much stress and high salt diet as the causes of hypﬂ.lcnseon This
fndings also corresponds with finding of Adika ct ol 2011 where non-geademic cmployres

identificd stress and high salt diets as acause of hypertension. Some Inadequale knowledBe wos

a ] any of them Knew that hereditary and scasoning
SO ndents where man;
Iso recorded amonpg the respo d

cannot be the causes of hypertension. This may bedue to f3ir know!ledge they have about cau: s

{2011) on knowledge 0 f hyperiension
i i 1 by Anduliahi e ol
of hype:tension. In a study carried OuU

- wac el hat the knowledge of risk lactors tow +d
. 3 1badan, i was rciated ¢
among the stafy of University of :

hem.

TR

the hypestension was low 8mong '

° ( headache and di Ticuh
T ndenls Knew that frontal
hat mojority of r€spd

This study also cevealed 1 " This does nol correspond with tindings of [yalomhe el
slon.

sleeping are symptoms of hypestEr=r A
ol (2010). Some of the respondents I o
symptomless and dizzincss arc symproms

. ensive P
lyelomhe ¢t ol (2010) - ' ‘nf:ss s¢c symptoms of hypettension,

{ndings do not know Lhot excessive sweating,
Rk -
ftension. This correspon ds with the lindn g of

alients do not know that excessive

sweoling, Symptomicss

ke of fruit and vegetable, re guias
of low fatdiet. Inlo
knew 1hat intake

! l
Majority ofthe < !Pondcn . igh loss W41 helptoP

excrclse and odherences 10 by lon knowledBe among
- hypcjlcns on
resully of survey on

It respondcnts
N LE 2 m'j:; ;lcmlll pievent
regulat cxerclse 0nd Intake ©

tp detect
of the respondents did ot

study by Adika ¢l i, 01 blgod Presty
hypertension Is bY checking !
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5.3,  Respondent's Soclul Practices

The respondents had good practices which could prevent hyperlension. Majoiity of the
respondents do not smoke tobacco and do not consume olcohol. This corresponds with finding

of ordinioha (2013) where the use of alcohol nnd smoking of tobacco among the fecturers was
much lower than thnt in the Bencral population,

This study revesled that majorlty of the partlciponts did not eat vegetabics and frults daily. Thls
is in line with the study by Iyatomhe ct al, (201 1} which found that o hypericnsive patients ¢id
nol take vegetables and fivlts doily. Majorlty of the respondents cat food wilh seasoning dal’;

This finding is also consistent with lyatomhe ct al. (201 F) where hypertenslve patlents were

found 10 use condiment In cooking dally 30"
Many respondents did not exercise regularly. This Is In linc with the study by Ordinks1a (20 7)

where large proportion of lecturer 8 had excrcisc regulerly.

J {9 (he secreta ¢lai to prevest by pericnsion

oue .

[ H in
Majority of respondents caldthere wasnoc ale In

tion msterial snd JEC matemals o
that there was 0 recres
strvices. Also, majority stated

hyperiension in the secretarial. This showed A —
promoling  infastructure lixe clinl, b Jpertension  sErecning sl

ot tion material. ThIS is nat In fine with WHO sctting for heahh prov |
bypeniension and recTcation

N ,‘mnh\' crvjces IEC matenaly on h) portmton ad

R 2 hW"’Icm; /| at the workplece The WHO conskder mort pasce i
we put Inplecc
recrestion material should ve P

because it influcrsse s P e
ing o1 ed Whpr onotlon \n the 21secentiy ausc
one of the priority <Tng ¢

@ental, oconomic end 80<!™! The WIIO s¢tting for hcatih prometing ncriplece

1 b[ag sudienst
the prosoation of hes! hole
¢ clink, healih serectit® X7

thay Ogdbomoso SouthL.G Secrewral lacos bea o

ices. hoalth rivk SSSC3uMEnt JWO{ Fammm,
W support healhy lifesey les

| promo
5. [wvisentions of findings for heslth P

o
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. 1) jfealth 86U "
{ln n-::ﬂ pititdes 10 Pt “"

|

con be used o addreve e A8

s concemed with helpig ot SR S
calih edus sl prioiples st v aing o6

AFRICAN DIGITAL HEALTH I&‘!’OSITORY PROJECT



Results {rom this study document a higher prevalence of hyperiensionamong L.oce! govemment
employees. Majority knesw that hyperiension to be coused by sedentary lifestyle. titective health

promotion and education strategies such public enlightenment through the informaiion educatian

and communication media, provision of well-cquipped recreational facility in the secretarior wilt

help 10 address the scourge in the study ateaand the country al large.

Hypeitension is commonest cardlovasculas disorder and now regarded rs major public health
pioblem. This requises intervention al a population level. An understonding of the problem
begins with prevalence estimates in states and national comparisons. Moie knowledge about the
aetiology ofhypertension, prevention of hypetiension, behavioural determinants and the role of

contextual factors are needed, including prospective and national studies of actiology (Brieg:r,
2002), ‘There is a growing need for more intensive intemsilonal collsboration :n both rescar.h

and the development of preventive strategics so that wecdn bc more eflective in reducing this

public health problem.

‘The ndents had good practices which could present hyperiension. Masjority of ke
respo

respondents did not smoke and did not consume alcohol. ‘Thete are valuable tessons that cou'id
ents di

be | d fi nt research conducted in countries where the reported prevalence of
eamed from curse

crnment employees js tow that could be adepted for use in
v

hypertension among the locol gO

countries with higher prevaience

inowledge of hypepension Therefore health promotion axd
q)

The respondents had 0 {air ¥ eness, sdvocte) and scmingr are needed 10 addrc s
sueh &3 A :

s
preventive steategle o

p m3 m WO 'O 2 l (o]} CmmCl“ CITIP|O)«5

3.6, Copeclusion OghomOsO $outh lo<a! govemment cmflod€€s was high
The prevalence othPCr'lcﬂ""" allOnB overwvelghtand sedentan ttestyte | v

due 10 aB¢.
ricnsion MAY
The highes prevalence of hype i maleathen temale

preyalence of hypeftensio” was hislie

eommon “mohg female.

g due fouverw cight whichw 2 muee

{on among the range of $0-$9years due to biokogical
nslo

n brough! about thickening arterial wall that conmes
ch b

nefle
There was also high f‘"'“ltnﬂ nr:::'lhl
elfect of Increased arterial resirid
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with age and the accumulated eflect of various [actors. The higher prevalence of hypertension
which was recorded among age group of 50-59year may also be due to mental stress and financial

embaitassment which is common among the age group.

The sudy reported that there wes fairly good knowledgc of hypertension among lo:at
govYemment cmpioyees in Ogbomoso South Local Govemment. This study' also showed thes
majority of local govemment employees were at risk of hypenteasion, despite good practices

which were common among them.
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5.7. Recommendallons

Reducing ond preventing hypertension requires the policy makers and administrators of lecal
government, NULGE executive, employces, family of employees and community members.
Thus, for hypertension 1o be reduced to its barest minimum levelthe following rzecommendations
ore made:

i. Themedical official ofhealth services in the local govemment should set up a program or

health education and promotion of awarcness and management of hypertension. NULGE

cXecutive should also organise programme thul will enlighten tiicir member on prevention

on, this con be done by lnviting health educator b theirmonthly meeting

of hypertensi
at have hypertension screening

fi. Local government administrators should provide clinic 1
. , (aeiol,
services foremploycesinsidethe local govermment sccre

There should be provision of [EC material {such as postees and b
e loco] government secretarial

il boaid) on <auses. sign
iii.

ond symptoms, prcs'cnlionof hygertenslon in & . |
iv. Lacal govemment adminlstrators should provide recreational material {such as playing
. Loca vemmen
: cretariag; \hts will encourage the employees (o exercise
| ground and gym centre) in the secr

themsclves regularly.

| 5.8 LImltntlon to the study

L3 o e r “ ‘
craining the genutneness O .
Ax J: 8 L‘ 'his StUd,’ Wwas no Cx(:cp(lOn.

ses and their snonYmity was guarantecd. The stuily
h ore personal and scnsitive  Sorre

ponses provided by’ tie study participants is o daunting
Particlpants were informed that
challenge in survey rescarch ait

this S‘Ud)’ was pufcly for research ?Ujpomctlccs whic
[« jence knowlcdge sl - d by therescarch because of the
ocused preva ' gl dllthe (nfoimatlon required b3

(Y

LiLl .
respondcnts were not Wil made (o reduce this pfOb|Cm by assuring them of

| cver
fear o  being penalized Effoits Were howey

P assumed therefore, that all responses were
. mv‘ldCd. It is ume
.|} inforinotion P

the confidentiality oF

made in honesty.
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APPENDICFS
APPENDIX |

QUESTIONNAIRE ON I'REVALENCE AND RISK FACTORS FOR GIYFERTESSION
AMONG 1 OCAL GOVERNMENT EMPLOYEES

l ‘m . vasesersad qeiersatac reigaeoiece me :'w mmm of "unh
Promotion and Education. Faculty of Publlc Health. College of Medicine, University of [badan.
lam ¢onducting a research focusing on prevalence and risk fac10es associated with hypertemilon
mmang local gevemment employee of Ogbomeso South 1.G: the tnformaian gathered will b
usefal for planning educational programme rclating Lo the way of pmenuott and treatment
bypenension among Ogbomoso South LG employee In fture. | wish 10 kindly foquess your

Yoluntayy partcipation by providing answers o (e following questions PonEsily avi this will

m’me quallty of the fIndings. Please be 37ircd that all Infarmation PTOVided by yu will

e MNH.:I'I
be kgt swrictly: confidential and will ot be 16 ,gainst you of your

Thieicy for yom cooperation:

FOR OFRICIAL USE ONLY

Dete. ..

fstice
Sertien A1 Socts - dewogriphle t9ar6che!

INTRUCTIONS - ones

' Aus o st MrlhS 3 Yemals O e e D
I e 'O 0 | Tradesns .
s a (1 ) Pewesd £
Y PR Asuens
L ey vems | SN 4 Wi 0
¢ 9 "

AFRICAN DIGITAL HEALTH R.I:I)SITORY PROJECT



5. Level of eduation 1.Primary education O 2.Secondaty education O

3. Post-Secondary Education but not lo univetsity level O 4.University Education O

3. Ohers {SPECify) v veeurerievieereeismisssssnsrmsssesssssssenns

6. How long have you been swaifhere? .............

1. Atwhat age did you become anemployee? ....-..ooieenrrneineen
8

Which depoitment arc you? |. Medical O 2.Works O 3. Agriculiuge 0]

4. Finance and Supply O 5.Administrstion O 6.Educetion O 7.Stalistics O
8. Budget and planning O

9. Whatis your designation?......ec.esesnerrinns S e
YesO 2

10.  Does your job all ow you toclose carly? . No 3

1. Doyou have any other job alter the Office work? .YesO 2. No

12 Weighteveonernenn. KB
13 Height.vvererenenn €M

144 B“&lo-oc eoravs0ccotEutlo® kg/cm mmH A\.cmsc."..l-..."”-mml ls
15.  BP 1¥reading..:--- mm| lg 2nd readinges.c B

' of hypertension
Sectlon B: Level of knOWICI.IgC on CHUSCY g)'mplOms apd pres entlon )

Knoiwledge on causcs o!’hypcﬂﬁﬂ;loﬂ
Which of the following Statement ¥ el ght about

no or |1 don’t know} ”____,_,—’__W NO I DON'T -l

th e causes Of hyperiension? { Tick cither yesor

S KNOW (3)
SN [STATEMENT (2 KBS BAMLALR S/ E
i ,/,W’_:l____.__—_.—-.«-——— —
|17, | Hypertension is *""W b |
18. [ Tiypertenslon | cused %220 hy pericnsion S |
19, [Too much Strcss € '““L‘.ll‘—lg——la;.”f 1 :
20, Hixh sal diet €on causehyperni Y =
e —TToulwore |10 |
[immieeeus PR
37, |Scorcoblained |
33, |Code | _.
| e & = =
rtenslon f hypertension? | Tick cither
Knowtedyge on symptom4 of byP* ut the gymploms of hype

i js right
Which of the following stateme®

yes or no or | don't know)
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SN | STATEMENT |YES INO |1DON'T
(1) () | KNOW()

23, | Swealing
24. | Fronta! headache

25, | Symptomless | i
4

26, | Dizziness —-—

27. | Difficult sleeping =] i

‘ Toto! scote {0

28, : S coreobtaincd

) —

L‘:!Q 1 Code

cricnsion

| revention of h¥YP
Knowledge on p < ight ebout the prevention 0

Which of the following Statement §

yesornoor Idon'tknow}  — ——Tygs [NO |[InONT

SN [STATEMENT M @ | KNOW ()

{ hyperiension? {Tickcither

revent
30. [intnke of fruis ond vegelable Gl

hypetension e

|
31. | Adherences 0 Welght loss b

=X
I
O
-
o
=
(23
P
(g )
2

‘ension
hyper:en - =
32. | Intgke of low fnt diei ™

—
hypcriension /’TmToT/”‘

= b,
33, Regumcxcrclsc‘g:‘_"_c_"lﬁﬂ-—-
= hype!tension
hest Why 10 monltot/ deteet 1VPC
34.  Mentlonthe 10
eodtesbeee e uF rjs ts‘ommin‘d - P
_}G_CMI—..__.___...'
n
{hat €503 ”,,,,.,o-lo 1, YesO 2. JEo H
Section C: Practlces | YesO2 NoOl
37. 1 smoke (oba<c? lie drink 1.Yer 2. No D
38, | consume 8ico cables 4211 | Yes B2, No O

39,1 eay Plenty of YoE¢
- of (ruits dally

40 i ! Clt p"ﬂl’ AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




41, 1 eat food with condiment daily
42, | exercise myself dally

43. 1 sleep for about six hours dally

Section 1: Structure oo ground (o preven

Tick either yes or no or | don't know

l.Yes J2 No O

1.YesO2.No O

i. Yes 02.No [

T Toul score
b

Scose obiained

~-

45. |Code

 hypertension In the Locai Goveroment

——m

TvEs TNO |1 DON'T
g |y ) (KNOWTY)
|
46. | 'We have clinlc inside the secretalinl .
e
47. | lIsit functlonlng? —— —
SeTYL vaiiabic i

48. | Hypcriension sercening Services arc ovakiab

clinic e =
49. [ Every member of stal¥ have 8ccess 10 M/e

screening services e l
50 |15 the service free? | 1 |
51. | Is there any recreatlono! - = |

o —
52 |E ember of stallha'® RCECE )
. | Every mem ke ] |

recreatlonaf focilitie — i |

(33, | Deyou have time 10 °“"ess£w'a'iﬁ§¢rs === I
e the

54, 73 there ony posers 'he! 5"°w:s 12 i

hyperienslon in the ,cc,ctpn.rrl:_aW |

33. [ We have had hesiih cducotion L s““mm -
the ).ocal Govemmen' il 7ok on Rypeacntlon In o
]','E;im eJuco

i #
56, Tiow ofien do you hsve

e
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APPENDIX I

CODING GUIDE

Serial | VARIABLES
Number
)

JLIS

Age (pul octual age) 1
Age growp
20-29
30-39
40.49
50-39
2 1=Mole .
2=Female
Religion
1=Chelstianlty
2=islam
3=Traditlonsl e
4=Oiher —
Marlial stalus
1=Single
2=Mazried
3=Divorced
4= Windowed ]
=Widowet
6=Senanted —
S Level ofcd:;al‘ofl' :
ucatlo
12:2?3% educatlon o i 10 univers!®y i
LAk educatlon Bt
1.{?:; vif:f:)f education

S<Other S /
r-6-— ¢ been staﬂ C!!?

tow long hav ——
I.IO‘SYC" /
=16-304¢F oY
7 What ﬂc id you breome
1=21.25yes
2-26-30yco0r
Tu31-)Syed ]
4=36.40ycs
Swd ‘ASYCL’///”/'
6oig.sCvex
A Depastment
1=Medical
| z-Woaks‘ o
10 A ggiCUty
' a-flsn’;\:‘ ond $Up9
h §= Admln"u.tm - —
6= Education

S=Nudpet

L1
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Designation
i=Sunior staff

Store keeper
Clerical Officer
OfYice assistant
Typlst

Dsiver

Sccurlty

2=Middle staff
Estnte offlcer
Comununlty development Inspector
Chicf clerical Officer
Executive Officer
Health Officer
J=Senlor stafl
Director

Deputy dlsector .
Pr?:\ci:a} commupnity developmem Inspe

Principal estate OfTcee
Princi:al execulive O/Mlce
Higher exccutive Offices

Does your job allow you!o close cfly?

1=Yes

-__.—-_'--_
2=No

vorx?
Do you do ony other Job after ofTice WO

l=Yes

pe————
2=No SR~

BM[3 (Obese)
1=> 10 e
2a25.20.9 (Ovaweleh)

18.5.24 9 (Normal) ""’—’_"_____
34: <18.5 (Undeswelghtl —

il

Blood Pressure

wile <60
?-]I-::vpmcnﬂnn 60-19
2=Nomnsl BP $0.89

Amy ﬂm.'lﬂﬂ

14

W nowiedge on caus
I 2mark )
(=Y es

5

L4

il

=003 (poor) R
'1_:“' Wliﬁ' uf IP".“ b
I thi‘ll:m“ ' r-“’}-“ _
fir ) emh 4 = g

| les 'I"lrl R * AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

| ne -
g KTl O aves Q112

mum for score for each quetion i
1= Pre h}r‘:ﬂ:ﬂllﬁﬂ .




2=No ‘
3= 1 don't know ]
£ Score obtained on knowledge of symptoms (Q28-29)
1= 0-3 (poor) |
2= 4-6 ([air) .S
= o) for correcy @nsw T
L ::(n:\:lgd‘i: ::”}prcvcmion of hypertension Q30-33 {Maximum seore [0f |
{or cach question is 2mark)
1= Yes
2= No .
"1 know _ . m
19 ::e:\::;:: the best woy 0 mon%;otfdcttﬂ h)peﬂcnston (Q )
|= Going 10 the clinic (1mark ,
2= Golni for medlcal ch CC";U? (lr)rnmk) 5
Jm Checking BP regulasly (2muwrk s B =
4-N idea (0 muk\‘l 3 035'36
Fiﬁ_—__ Scoreoobulncd on know|cdBe of prevention
1= 0-3 (Poor)
2= 2-6 ((nir) ‘ =
e J= 7.10{go0d "
2 "Questlon on practices (Q37-43)
1= Yes e ‘__45)_ —
2= N 14
Fﬁ_ Sconc:i obuaincd ﬁ.om the pract|<es (© .
sEapciest) | o e o ©
2m7-14(Good aractieest —— a o pre
3 (-J':lcsuon on stivicrure 0N g
(Q46-55) N
;: :;:s "—ﬁig\mm emment (Q56)
s 3= do“%mﬂiﬁmgﬁw
24 1low Often do You Dhué
|=Once lna Y;Nr
2= Twite inaYyes!
3= Three times in 2 Y
4=Onsc in a mont rtension
‘o mC”lon““f onl'?l"
implemented 1 cducotlon
‘?:)\?: hgoe nover had et :
8« Nc idrak e —— _J
9m [ don'{ KTIOW
= Ao Once N A while
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TELEPHONE.................

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH & STATISTICS DIVISION
PRIVATE MAIJL BAG NO. 5027, OYO STATE OF NICERIA

You'Rtﬁ No. 0008.0'¢6 00000000 cosPitrotoepomd
ALl com municanans should be addressed to

the Honoradle Commtssioner quoiing March, 2015
OvsRef. No. AD 13/479/€3F8

The Principal Investigator, '
Dcp:xi;:ccnpt of ]icnltl% Promotion und Education
Faculty of Public Health,

College o f Medicine,

University of 1badan,
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Fthical Approval for the Implementation of your Resecarch Prop vo Sta

L] .tl '

: f your Rescasch Proposal Litled:;

> . of the coriccled version O Eoiolovces i

1215 “C:‘“g:b Il:n(zlgsksi;tcl"r:cct;’r‘:[of Hype:tension among Lgca) Gaverhencot E2RRYE
rcvalen

Opgbomoso South Local Govenunent, Oyo Stotc.”

i g ised 1
. \c¢ has noted you compliance with all the cthicol concerns raised in
2 The commit :

: he
his. | am pleased 1o convey 10 you |
W i roposal. In the light of this, . State.
npp(ovn (9]

Nigetia - i itor closely and follow up the

t the commitiec will mon A . ‘
3. P’CAS.C no}clh‘h‘:".u"l":h S‘UdY’ However. lhc. M}ﬂ“")’ o -Hca!:h :?u!:i‘ I;:)iico
mq)!cm«:nmuonf ?hc "c.su"’ and conelusions of the findings as this wiil help y
hnve o copy © f
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