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Abstract
Developing countries undergoing epidemiological transition face the double burden of
communicable and non communicable diseases. Although safe and effective drugs and
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evidence- based treatment guidelines are available, the management of hypertension
remains sub-optimal. This was a descriptive prospective study to determine the level of
knowledge, practice and attitude (KAP) of hypertensive patients receiving medical care at
Central Hospital Sapele towards hypertension. Pre-tested questionnaires were administered
to 330 hypertensive patients, and the KAP of the patients assessed. Females 58.5% were
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more represented than males 41.5%. Respondents aged 65 and over were more represented
(36.4%). A majority (43.3%) were unemployed, 58.8% were married and majority (51.2%)
had a tertiary level of education. 8.8% were smokers while 25.5% alcoholics. Majority
(53.3%) had family history of hypertension and most (36.7%) of them have had hypertension
for over 5 years. 45.5% reported the presence of one or more co-morbidity of which diabetes
mellitus (43.3%) was found to be the most co-morbid condition. Age, occupation, marital
status and duration of hypertension were significantly related to KPA, p< 0.05. Only 53.3%
reported satisfaction. Respondents demonstrated good knowledge and attitude but very good
practice towards hypertension. The most prevalent co-morbid condition with hypertension
was found to be diabetes mellitus. Majority of the respondents were satisfied with the level of
care received from this institution.

1 Introduction

the prevalence of hypertension, rising from 11.2% in the 1990s

Hypertension has been identified as a prime risk factor for
1-3

cardiovascular diseases and WHO has reported that about
62% of cardiovascular and 49% of ischemic heart disease
burden

worldwide

are

attributable

to

poorly

controlled

4

hypertension .Less than 20% of cases of hypertension have
5

(National expert committee on non-communicable diseases in
14

Nigeria) to 27.9% in 2010 in a rural community in Niger Delta ,
and 22.6% in 2009 among a suburban Christian community in
15

South-Western Nigeria .
Studies have shown that the awareness of hypertension in
16-18

been reported to be controlled . Hypertension has been

Nigeria is poor, as only 33.8% are aware of their condition.

estimated to cause about 7.1 million deaths every year. This

Poor knowledge; attitude and practice of hypertensive patients

accounts for 13% of all deaths worldwide.

6,4,7,8

.

Several studies have shown that patient’s paucity of knowledge,
and poor lifestyle practices have hindered the achievement of
blood pressure target goals

9-13
.

can have deleterious consequences on the overall health of the
patients.
The objectives of this study were to determine the Knowledge,

A number of previous

Attitudes and Practice of hypertensive patients towards

community surveys in Nigeria have identified a steady rise in

hypertension, and to determine the prevalent co-existing
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condition with hypertension amongst hypertensive patients as

bathroom scale. The required information was elicited using a

well as to determine the perceived level of satisfaction and care

pre-tested

received by hypertensive patients in Central Hospital Sapele

hypertensive patients during regular clinic appointments and for

(CHS).

those who could not read, the interviewer read the questions to

questionnaire

that

was

self-administered

on

them and their responses filled in the questionnaire.

2 Methods

The questionnaire consisted of two sections- A and B. Section

2.1 Study design

A comprised of items relating to respondents’ demographics.

This study was a cross sectional descriptive survey of adult

Section B comprised items centered on knowledge, practice

patients attending the outpatient department of Central Hospital

and attitude towards hypertension.

Sapele over a period of six months.
2.3 Ethical consideration
2.2 Settings and study population
Ethical/

administrative

approval

was

obtained

from

the

The Central Hospital, Sapele is a secondary health institution

management of the hospital prior to the commencement of the

located in Sapele local government area of Delta State situated

study.

in the south-south part of Nigeria. This hospital has a very high
patient output compared to some other secondary health care

2.4 Data management and statistical analyses

facilities in Delta State. The residents of the town come from

Collected data were coded as per item and fed into Statistical

different socio-economic strata as well as diverse ethnic groups

Package for Social Sciences (SPSS V.20) for descriptive and

in Sapele. However, the Urhobos, Okpe, Ijaws and Itsekiris form

inferential statistics. Responses from patient’s knowledge,

the majority.

practices and attitude were transformed to scores ranging from

The hospital is a 250- bed facility that cares for both in-patients
and out-patients. The wards are situated at various locations
within the hospital and consist of the Male Medical ward, Male
Surgical ward, Female Medical ward, Female Surgical ward,
Accident and Emergency unit, Obstetrics and Gynaecology
ward, Pediatric ward, Psychiatric ward and Chest ward. There is
also a Pharmacy and Radiology department, and a hospital

0 to 100. A score of 0 and 1 were assigned for correct and
incorrect responses respectively. Total scores were categorized
and valued as weak (0<score≤25), moderate (25<score≤50),
good (50<score≤75) and very good (75<score≤100). Subgroup
analyses of knowledge, practices and attitude were performed
based on the socio-demographic variables. Student t-test and
one-way ANOVA were employed to test for associations at 95%
confidence interval using SPSS, which reported exact P-values.

laboratory.

P-values less than 0.05 were considered significant.
The hospital is a teaching facility for medical students, house
officers, pharmacy interns, medical laboratory scientists and
physiotherapy interns.

3 Results
The socio-demographic characteristics of the respondents are

The hospital has a pharmacy department which has nine
pharmacists, of which five were intern pharmacists as at the

as shown in table 1. Of the 330 respondents, more than half
were females 193 (58.5%), majority of them120 (36.4%) were
aged 65years, employed 229 (69.4%), married 194 (58.8%),

time of this study.

had tertiary education 169 (51.4%), and had a family history of
2.2.1 Case Selection

hypertension

Inclusion criteria: Adult patients aged 18 years and above,

176

(53.3%).

Other

socio-demographic

characteristics are as shown in table 1.

diagnosed of hypertension and currently receiving treatment

The mean SBP and DBP for smokers was 150.52±16.55 and

and who gave informed consent to participate in the study.

97.93±14.73, this was significantly higher than that for non-

Excluded from the study are comatose patients, patients who
did not give their consent, and mentally deranged patients.

smokers 144.63±12.69 and 89.83±13.75 (p<0.05). Similarly, the
mean SBP and DBP for those that drink alcohol was
149.05±12.86 and 96.31±14.02, respectively, and this was

Sample size: A sample size of 300 was obtained using the
2

2 19

formula,( n = Z .pq/d )

which was then made up to 350 to

higher compared to those for non-drinkers: 143.78±12.99 and
88.58±13.44 respectively (p<0.05). This is as shown in table 2.

make up for losses and incomplete data. Patients who met the
inclusion criteria were recruited consecutively until the required
sample size was obtained.

More than half 178 (53.9%) of the respondents had stage 1
hypertension, while a small number 34 (10.3%) had prehypertension. Interestingly, only 48(14.5%) of the respondents,

2.2.2 Instrument for data collection

had their blood pressure controlled. (Table 3)

The research instruments used for data collection included a
pre-tested questionnaire, self- made calibrated meter rule and
UK J Pharm & Biosci, 2017: 5(2); 25
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Table 1: Socio-demographic characteristics

9.5% of them eat an appropriately healthy diet. This is as shown
in table 4.

Variable (N=330)
Age (yr)

Freq.

Percent

18 to 24

1

0.3

significantly affected respondents knowledge of hypertension p<

25 to 34

39

11.8

0.05

associated with age, sex, occupation, marital status, and level

Age, occupation, marital status, and duration of hypertension

(Table

5).

Respondents'

attitude

was

significantly

35 to 44

51

15.5

45 to 54

40

12.1

55 to 64

79

23.9

65 and over

120

36.4

Male

137

41.5

Female

193

58.5

Employed

229

69.4

Unemployed

12

3.6

Retired

69

20.9

Student

20

6.1

Single

47

14.3

being that females visit hospitals more regularly during their

Married

194

58.8

reproductive years and such are likely to be diagnosed of

Divorced

40

12.1

hypertension during these visits

Widow/widower

49

14.8

Hypertension is a chronic condition usually co-existing with

Primary

24

7.3

other conditions like arthritis, diabetes, renal diseases amongst

Secondary

118

35.8

Tertiary

169

51.2

None

19

5.8

carried out by a group of researchers . Majority of the patients

Yes

29

8.8

were overweight, and this finding is similar to a study done in

No

300

90.9

Parkistan .

History of alcohol
intake

Yes

84

25.5

Despite the fact that these patients were receiving treatment

No

246

74.5

from this Hospital (Sapele Central Hospital), and most of them

Family history of
hypertension

Yes

176

53.3

No

40

12.1

Not sure

114

34.5

0 to 5

92

27.9

5 to 10

121

36.7

that the mean systolic and diastolic blood pressures of smokers

More than 10

68

20.6

and alcohol consumers, when compared with that of non-

Not sure

49

14.8

smokers and those that do not drink alcohol were significantly

of education, p<0.05 (Table 6). Similarly, right practices relating
to hypertension was significantly associated with age, sex and

Sex

Occupation

level of education of respondents (Table 7).
More than half of the respondent (53.3%) reported satisfaction
towards care received (Fig 2).
4 Discussion
The female to male ratio in this study was 1.4:1, indicating that
the female group was significantly more represented in this
study. This is consistent with several studies that have shown

Marital

Level of education

that more women use health care facilities than men

20-22

,reason

23,21,22,24

.

others. Diabetes was found to be the most prevalent co-existing
disease with hypertension. This spells additional costs for the

History of smoking

patients. This finding is in consonance with the report of a study
25

26

have had hypertension for over 6 years, a majority of them had
their blood pressure poorly controlled. This finding is consistent
27

with the report from Nigeria by Aghoja et al .
Smoking and alcohol consumption have long been associated

Duration of
hypertension(yr)

with an increase in blood pressure, and this study has shown

higher. This finding may be because alcohol and smoking are
A good number of the respondents had diabetes mellitus as a
co morbidity (19.7%), heart problem (0.6%), stomach ulcer

both risk factors for hypertension. There was also a significant
difference in the mean systolic and diastolic blood pressure
levels of those with family history of hypertension and those

(7.3%) arthritis (11.5%) and others (6.1%). (Fig 1)

without family history of hypertension.
The mean knowledge score for the respondents was good
(56.5%), only a few (15.2%) of the respondents knew that
hypertension is asymptomatic. Most of the respondents (83.3%)
did not know their target blood pressure but, 84.9% knew what
normal blood pressure should be. The mean positive practice
response

was

56.5%;

however,

less

than

half

41.8%

respondents check their blood pressure regularly, and only

In this study, respondents’ average knowledge score was good
(50<score<75). Olivera et. al in their study found that their
respondents’ overall knowledge was good but subjects had little
information about particular factors (especially normal BP and
hypertension management). Patients with chronic conditions
sometimes find it difficult to accept that they have such a
28

condition. This issue of denial is a well established fact . In this
UK J Pharm & Biosci, 2017: 5(2); 26
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study, a few respondents denied having hypertension, even

pressure could pose dangers to the heart, brain, kidney and eye

though they were receiving treatments for hypertension.

on a long term. This paucity of knowledge may in part, explain
the reasons why most of the patients had their blood pressure

It was disheartening to know that majority of the patients for this

poorly controlled.

study did not know that untreated or poorly controlled high blood

Table 2: BP in relation to lifestyle and family history of hypertension
Item
History of smoking

MEAN SBP±SD

MEAN DBP±SD

Yes

150.52±16.55

97.93±14.73

No

144.63±12.69

89.83±13.75

Yes

149.05±12.86

96.31±14.02

No

143.78±12.99

88.58±13.44

Yes

148.18±11.98

92.90±13.35

No

137.87±10.25

84.63±10.94

Not sure

145.12±13.14

90.55±13.98

P<0.05
History of alcohol

P<0.05
Family history of hypertension

P<0.05
٭: p is significant at 95% confidence interval; Note: SBP and DBP are systolic and diastolic blood pressure

Table 3: JNC 7 Classification of blood pressure

is an erroneous knowledge as hypertension is an asymptomatic
condition. Consequent upon this, elevated blood pressure

Item

Stage N = 330

Frequency (%)

cannot be diagnosed based on such premise. Unfortunately, in
the study majority of the respondents had no knowledge of this.

<120/80mmHg

Normal

48 (14.5)

This can be potentially inimical to treatment measures as
patients may feel complacent about their condition when these

120-129/80-89mmHg

prehypertension

34 (10.3)

perceived so-called symptoms are absent. This finding is
consistent with that reported by Iyalomhe et al.

140-159/90-99mmHg

Stage 1

178 (53.94)

>160/100mmHg

Stage 2

70 (21.21)

29

Although, most

of the patients knew what the normal blood pressure is,a
majority

of them could not tell their expected target blood

pressure levels. They may have obtained knowledge of the
normal blood pressure when they were first diagnosed.
Once diagnosed of hypertension, treatment is life-long. There
was no significant difference in the percentage of patients who
knew and those who did not know that hypertension was a lifelong condition and required medication for life. This poor
knowledge is similar to that of the population studied by
Iyalomhe et al.

29

The overall practice of the respondents was good. Although,
quite a number of them did not keep check of their blood
pressure regularly, majority kept appointments with their
physician. Despite the fact that most respondents reported
adherence to their prescribed medications, a majority of them
had poorly controlled blood pressure.
Fig 1: Distribution of co-morbidity

The

World

Health

Organization

(W.H.O)

has

attributed

Symptoms emanating from mental tension or mental stress

hypertension among Nigerians to High consumption of salt and

such as headache, dizziness and uneasiness are usually

fat, low consumption of fruits and vegetables and lack of

mistaken by people as cardinal symptoms of hypertension. This

physical activity .Although, almost all the respondents knew

30
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that high salt intake, alcohol consumption, smoking and lack of

of the financial implication. This is consistent with the findings

exercise could increase blood pressure; they, had a poor

by a group of researchers in Ghana who reported financial

30

attitude towards diet . They consumed a lot of fatty foods and

situation, cost, convenience and availability as barriers to the

less fruits and vegetables. This could be attributed to the fact

consumption of fruits and vegetables among hypertensive

that most African diets are fatty in nature, and also most

patients .

31

Nigerians do not usually have the habit of taking fruits because
Table 4: knowledge, attitude and practice of respondents towards hypertension

Knowledge Items

1.

I have high blood pressure(hypertension)

2.

Untreated high blood pressure can pose danger to the
kidney, brain, eyes and heart

3.

Blood pressure can rise without having any warning
symptom

% Correct

No (%)

Yes (%)

50(15.15)

280(84.85)

84.5

225(68.18)

105(31.82)

31.82

280(84.85)

50(15.15)

15.15

Response

4.

I know what the normal blood pressure should be

40(12.12)

290(87.88)

84.85

5.

I know at least one treatment drug for my hypertension

60(18.18)

270(81.82)

81.82

6.

I know what my target blood pressure is

275(83.33)

55(16.64)

16.64

7.

Hypertension is treated for life

195(59.09)

135(40.91)

40.91

8.

High salt and alcohol intake, smoking and lack of

9(2.72)

321(97.27)

97.27

exercise can increase blood pressure
MEAN

56.52

Attidude Items
1.

I believe hypertension affects only the rich

2.

I believe hypertension affects only those who think a
lot

3.

I believe hypertension is a spiritual disease

% Positive

NO (%)

YES (%)

321(97.27)

9(2.72)

97.27

302(91.52)

28(8.48)

91.52

323(97.88)

7(2.12)

97.88

MEAN

Response

95.56

Practice Items
1.

I do regular self checks on my blood pressure at least
once a week

2.

I eat less of fatty foods and more of fruits and
vegetables

192(58.18)

138(41.82)

41.82

299(90.61)

31(9.39)

9.39

3.

I keep appointments with my doctor always

38(11.52)

292(88.48)

88.48

4.

I take my drugs as I am told to

36(12.00)

294(89.09)

89.09

MEAN

57.19

32

The respondents’ age was significantly associated with their

knowledge

Knowledge, attitude and practices towards hypertension. This is

respondents age the higher the knowledge but respondents

different from reports of a study in Ghana which reported

between the ages of 35 to 44 demonstrated best practices

employment as the only characteristic that influenced the

towards hypertension.

of

respondents

positively .

The

older

the

UK J Pharm & Biosci, 2017: 5(2); 28

Aghoja et al., Knowledge, Attitude and Practice of Hypertensive Patients
There was no significant difference in knowledge between male

and female.

Table 5: Inferential statistical analysis of respondents’ knowledge

Mean
Item

Frequency (%)

Knowledge±SD

Test Statistic

P-Value

18 to 24

1 (0.3)

50.00

F = 10.881

0.000

25 to 34

39 (11.8)

39.10±15.49

35 to 44

51 (15.5)

43.87±12.59

45 to 54

40 (12.1)

43.44±15.50

55 to 64

79 (23.9)

54.59±14.60

65 and over

120 (36.4)

52.81±13.01

Male

137 (41.5)

47.99±15.33

t = 1.123

0.262

Female

193 (58.5)

49.87±14.71

Employed

229 (69.4)

48.25±14.89

F = 3.372

0.004

Unemployed

12 (3.6)

55.21±9.91

Retired

69 (20.9)

53.08±13.79

Student

20 (6.1)

41.25±18.18

Single

47 (14.3)

40.69±15.08

F = 7.058

0.000

Married

194 (58.8)

49.48±14.67

Divorced

40 (12.1)

53.13±13.80

Widow/widower

49 (14.8)

52.3±14.98

Primary

24 (7.3)

52.60±16.48

F = 2.567

0.054

Secondary

118 (35.8)

51.48±14.54

Tertiary

169 (51.2)

47.04±15.14

None

19 (5.8)

48.03±11.98

Duration of

0 to 5

92 (27.9)

44.16±15.22

F = 10.290

0.000

hypertension

5 to 10

121 (36.7)

53.51±14.45

More than 10

68 (20.6)

51.65±12.39

Not sure

49 (14.8)

43.88±15.12

Age (yr)

Sex

Occupation

Marital status

Level of education

٭: p is significant at 95% confidence interval

However, females demonstrated a better attitude towards

research that reported employed respondents as having

hypertension, but males, better practice. The unemployed and

adequate knowledge about hypertension.

retired seemed to demonstrate better knowledge and attitude
towards hypertension than the employed. This could be
because they have more time to read publications and listen to
jingles on hypertension than the employed because of their
busy working schedule. This is in contrast to the findings of

Respondents’ duration of hypertension did not significantly
affect their attitude and practice. However, there was a strong
association between duration of hypertension and knowledge.
Those with hypertension for over five years demonstrated better
knowledge than those who have had hypertension for less than
five years. This is probably due to the fact that they must have
UK J Pharm & Biosci, 2017: 5(2); 29
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acquired knowledge over the years they have had hypertension

professionals.

as a result of repeated counseling and advice by health
Table 6: Inferential statistical analysis of respondents’ attitude

Item

Frequency (%)

Mean Attitude±sd

18 to 24

1 (0.3)

66.67

25 to 34

39 (11.8)

95.73±11.29

35 to 44

51 (15.5)

92.81±13.85

45 to 54

40 (12.1)

95.85±11.16

55 to 64

79 (23.9)

91.56±15.53

65 and over

120 (36.4)

99.44±4.29

Male

137 (41.5)

93.92±13.54

Female

193 (58.5)

96.72±9.96

Employed

229 (69.4)

94.32±12.94

Unemployed

12 (3.6)

100.00±0.00

Retired

69 (20.9)

99.03±5.63

Student

20 (6.1)

95.00±12.21

Single

47 (14.3)

90.78±15.07

Married

194 (58.8)

95.70±11.70

Divorced

40 (12.1)

95.83±4.76

Widow/widower

49 (14.8)

99.32±4.76

Primary

24 (7.3)

91.67±14.74

Secondary

118 (35.8)

96.33±11.35

Tertiary

169 (51.2)

96.25±10.56

None

19 (5.8)

89.47±15.92

Duration of

0 to 5

92 (27.9)

96.01±10.87

hypertension

5 to 10

121 (36.7)

95.04±12.66

More than 10

68 (20.6)

96.57±10.2

Not sure

49 (14.8)

94.56±12.45

Age group(yr)

Sex

Occupation

Marital status

Level of
education

Test Statistic

P-Value

F = 6.913

0.000

t = 2.166

0.040

F = 3.589

0.014

F = 4.501

0.004

F = 3.052

0.029

F = 0.414

0.742

٭: p is significant at 95% confidence interval

5 Conclusion
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The respondents had adequate knowledge and practices
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Table 7: Inferential statistical analysis of respondents’ practice

Item

Frequency (%)

Age group(yr)

Marital status

Level of
education

Duration of
hypertension

Test Statistic
F = 4.156

0.001

t = 2.162

0.031

F = 0.411

0.745

F = 0.998

0.394

F = 4.590

0.004

F = 0.996

0.395

18 to 24

1 (0.3)

66.67

25 to 34

39 (11.8)

68.38±11.97

35 to 44

51 (15.5)

71.90±11.78

45 to 54

40 (12.1)

75.42±9.98

55 to 64

79 (23.9)

68.35±13.50

65 and over

120 (36.4)

66.67±10.36

Male

137 (41.5)

70.8±11.03

Female

193 (58.5)

67.96±12.26

Employed

229 (69.4)

68.85±11.89

Unemployed

12 (3.6)

68.06±11.14

Retired

69 (20.9)

69.57±12.11

Student

20 (6.1)

71.67±10.95

Single

47 (14.3)

70.57±12.63

Married

194 (58.8)

68.21±11.77

Divorced

40 (12.1)

70.00±11.45

Widow/widower

49 (14.8)

70.75±11.55

Primary

24 (7.3)

68.75±12.35

Secondary

118 (35.8)

66.67±11.73

Tertiary

169 (51.2)

70.11±11.63

None

19 (5.8)

76.32±10.12

0 to 5

92 (27.9)

70.65±11.94

5 to 10

121 (36.7)

69.01±11.65

More than 10

68 (20.6)

67.40±10.94

Not sure

49 (14.8)

69.05±13.18

Sex

Occupation

Mean Practice±sd

P-value

٭: p is significant at 95% confidence interval

overview

of

evidence

from

observational

epidemiological studies and randomized controlled
trials. Am Heart J. 1999; 138: S211-S219.
2.

Joint National Committee (JNC) on Prevention,
Detection, Evaluation and Treatment of High Blood
Pressure: The JNC 7th Report. JAMA 2003; 289:
2560-2572.

3.

He J, Markandu ND, Sagrella GA, MacGregor GA.
Modest sat reduction lowers blood pressure in both
isolated systolic hypertension and combined.2005;

4.

the

Fig 2: Level of satisfaction of respondents towards care

Region;

Current

Situation

and

th

Africa).2005; 55 session, Maputo, Mozambique, 22-
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