
ABSTRACT
Background: Hypertension and its complications constitute a major health challenge worldwide. 
Objective: This study therefore investigated the prevalence and awareness of hypertension and 
prehypertension in two selected local government areas of Ebonyi State, Nigeria.
Materials and Method: A cross-sectional descriptive study was carried out using six hundred and twenty 
Artisans (300 males and 320 females) aged between 18 and 65 years from two local government areas of 
Ebonyi State. Structured, validated, pre- tested interviewer administered questionnaire were used to 
collect data on respondents' socio-demographic characteristics. Anthropometric indices and blood 
pressure were measured using standard procedures. Data was analyzed using Statistical Package for 
Social Sciences (SPSS version16.0). 
Result: The mean age (in years) of participants was 30.5±11.5 (males) and 30.5±11.5 (females).The 

2 2mean body mass index (BMI) was 23.8±2.9 kg/m  (males) and 24.4 ±3.7kg/m  (females). Overweight 
was significantly higher in males (33.7%) than in females (10.3%) (P<0.05) while obesity was significantly 
higher in females (6.6%) than in males (2.7%) (P <0.05).The prevalence of prehypertension and 
hypertension on all the participants were 33.1% and 14.8%, respectively. Prevalence of hypertension was 
significantly higher in women (20.3%) than men (9.0%) (P < 0.05). Up to 68.3% of males and 71.6%, of 
females were not aware of hypertension (P >0.05) while 72.0% male and 90.9% females had not checked 
their blood pressure before.
Conclusion: High prevalence of prehypertension and hypertension along with poor awareness of 
hypertension and poor monitoring of blood pressure were observed. Intensive health education is 
recommended in the communities.
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INTRODUCTION

Nigeria is one of the low- and middle-income 

countries (LMICs), worst hit with relatively higher 

number of cases of hypertension with limited 

awareness, treatment, and control rates, when 

compared with developed countries (1, 2). 

Hypertension is the most commonly diagnosed 

cardiovascular (CVD) risk equivalent in Nigeria, 

with its associated complications accounting for 

approximately 25% of emergency admissions in 

urban hospitals (3, 4, 5).  Hypertension is a 

chronic medical condition in which the blood 

pressure in the arteries is elevated (1) and it is   

one of the resultant features  of diabetes; a 

disease which is a main cause of blindness, kidney 

failure, heart attacks, stroke and lower limb 

amputation (6). An elevation of blood pressure 



increases the risk of developing chronic heart 

disease, stroke, coronary heart disease with the 

attendant complications of heart failure, 

peripheral vascular disease, renal impairment, 

retinal hemorrhage, and visual impairment 

(7).These complications can lead to the 

impairment of the body organs (7). Most of the 

time individuals with high blood pressure show no 

symptoms in the early stages, while the symptoms 

manifest after end-organ damage like heart 

attack or chronic kidney disease ( ). Globally, 8

about 9.4 million deaths annually were attributed 

to complications from elevated blood pressure 

(BP) (1, 9).  Worldwide, less than half of all 

individuals with raised BP were aware of their 

condition and the rates of awareness, treatment, 

and control of hypertension differ according to the 

educational levels, income, sex, and region (10, 
. 11, 12  13 14), , 

The World Health Organization on the global 

brief on hypertension reported that about 40% of 

adults had hypertension and that High BP 

accounts for 45% of all cardiovascular mortalities, 

and 51% of stroke-related deaths (1).

In Africa, the prevalence of hypertension in adults 

aged 25 and above was reported to be about 46% 

(3) while the Prevalence of hypertension in 

Nigeria according to 15  ranged from 20.9% in ( )

the North-Central to 52.8% in the South-East 

region. More recent studies in Nigeria have 

reported adults hypertension prevalence between 

26.8% and as high as 55.0% (3, 16,17,18,19, 20, 

21). According to a systematic review in the six 

geographical  zones,  the prevalence of 

hypertension in Nigeria ranges between 20.9% 

and 52.8% (15) and 47.2% among adults (22).  

Hypertension cuts across every social class 

including Artisans as both low and high income 

groups may be at a greater risk of developing the 

disease ( ). An artisan is dened as a worker in a 23

skilled trade, highly skilled in manual arts (24).  

Adeloye et al., (25) in their study  projected that by 

the year 2030 there would be 39.1 million cases 

of hypertension among people aged 20 years and 

above in Nigeria with a prevalence of 30.8% 

which is a remarkable upsurge from the 

20.8  million cases estimated in 2010.  Also, 

nearly 1.6  million cases of diabetes mellitus are 

projected to be in Nigeria and the gures are 

expected to at least double by the end of 2040 

( . These suggest that there is a disturbing  26)

increasing drift of the two conditions in the 

country and therefore, efforts need to be geared 

towards reducing this drift at all stages.  

Although, blood pressure (BP) and glucose levels 

might begin to rise earlier in life, the risk of 

hypertension and diabetes are higher in middle 

age. 

Mbuya et al., (27) reported that in spite of the 

increase in hypertension cases in low-income 

countries, awareness of the problem is poor, both 

amongst health care workers and in the entire 

population. Awareness of between 29.4% % and 

94.4% was reported in Nigeria (15, 28, and 

29).Though hypertension, diabetes and obesity 

are presently controlled through medical 

interventions, there is need for promotion of 

proper knowledge of the diseases ( ). There is a 27

little information on the prevalence and 

awareness of  hypertens ion among the 

subpopulation of Artisans residing in some parts 

of Ebonyi State Nigeria. This study therefore aims 

to assess the prevalence and awareness of 

hypertension and obesity in artisan population 

with active lifestyle in Izzi and Ezza Local 

Government Areas of Ebonyi State, South East 

Nigeria

METHODOLOGY

Study Design

This study was descriptive cross sectional in design 

carried out in Izzi and Ezza South Local 

Government Areas in Ebonyi State, Nigeria.  The 

State has a total population of 3,490,383 with 

farming and petty trading being the major 

occupation. The two LGAs, Izzi and Ezza South 

were randomly selected from 13 LGAs in Ebonyi 

state. Also, communities in the two LGAs were 

selected using simple random sampling 

technique.  

Study Population 

Participants were men and women artisans aged 

between 18 to 65 years.

Sampling and Sample Size Determination

Izzi and Ezza South Local Government Areas are 

made up 6 and 11 communities, respectively, 

Artisans 300 males ( Urban :154, rural: 146)  and 

320 females ( urban: 160; rural: 160) between 18 

and 65 years were randomly selected from each 

of the 15 accessible communities.
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Subjects and Sample Size 

Using the formula for cross-sectional studies ( ) 30

the minimum sample size was determined using 

the formula for cross –sectional studies.

n = minimum sample size when sample frame is 

more than 10,000.

Z = 1.96 the standard normal deviate (or 

condence coefcients), which corresponds to the 

condence level adopted.

d = 5% degree of accuracy desired (Tolerance 

error) 

p = the target population estimated to have a 

particular Characteristic (if there is no reasonable 

estimate 50% is used).

Q = 1-p (50% unaffected population).

Z = 1.96 (That is table of condence coefcients 

for condence levels in

The estimated proportion of success (of accepting 

the various null hypotheses) = 50%

Therefore, 

          = 384

The sample size (n) for the study should therefore 

be three hundred and eighty four (384) 

respondents. The sample size was increased to 

620 subjects because of attrition. 

Sample Selection

Systematic random sampling was used to select 

each shop/household in all the enumeration 

areas in each local government area. These were 

chosen from the list of the number of eligible 

shops/households identied during house listing 

exercise in the enumeration areas. The eligible 

shops/households were those with men and 

women artisans aged between 18 to 65 years. 

Any selected shop/ household that was 

inaccessible during the data collection was 

replaced with the next eligible shop/household 

on the list. 

Ethical Consideration

Ethical clearance and approval letter with 

reference number FUNAI/BSC/15/1296 to carry 

out the project was given by Ethics Review 

Committee of Alex Ekwueme Federal University 

Ndufu Alike. Permission was sought from the 

authorities of the selected LGAs and communities 

respectively to carry out the research in the 

communities.  The purpose of the study was 

explained to the participants and informed 

consent forms dully lled by the participants. 

Participants (artisans) were informed of their 

freedom to withdraw or refuse to take part in the 

study without prejudice. 

Time and duration of the study: 

Data collection was carried out from July to 

August 2019

Data Collection

A semi-structured interviewer administered 

questionnaire was designed and pre-tested to 

collect information used for this study

Anthropometry parameters such as the height of 

respondents were measured in meters using 

standard procedures and reading taken to the 

nearest 0.1m. Weights of respondents were 

measured to the nearest 0.1Kg using a portable 

bathroom scale (Hana Bathroom scale). Each 

participant was made to stand erect on the scale 

with light clothing and without shoes. The scale 

reading was zeroed after each measurement. 

Body mass index (BMI) was calculated by dividing 

the weight in Kilogram with the square of the 
2 2height in meters (BMI = Weight /Height  (kg/m ).  

The BMI was categorize into Underweight: < 18.5 
2 2kg/m , Normal = 18.5 - 24.9Kg/m , Overweight 

2 2= 25-29.9Kg/m , Obesity = 30-39.9Kg/m , 
2Morbid Obesity =>40Kg/m

Blood Pressure Measurement:

OMRON  Sphygmomanometer HEM-7202-E (V)

was used for BP measurement. Respondents sat 

on a chair with their feet at on the oor and arm 

resting on a table and hence that their arm cuff 

was at their heart level. The cuff was securely 

applied to the upper arm of the participants using 

the fabric fastener strip. BP was taken from the left 

arm after at least 15 min of rest using appropriate 

cuff size. Respondents were told to be calm and 

not talk while their BP was being measured. The 

mean of two readings taken at least 5 min apart 

was determined. Prehypertension was dened as 

Systolic Blood Pressure (SBP) between 120 
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mmHg-139 mmHg, or Diastolic Blood Pressure 

(DBP) between 80 mmHg-89 mmHg and 

Hypertension was dened as SBP ≥ 140 mmHg 

and DBP of ≥ 90 mmHg.

Statistical Analysis: 

Statistical analysis was performed using Statistical 

Package for the Social Science (SPSS version 

23.0). Descriptive statistics, T-test and Chi square 

test were used to describe and summarize the 

Questionnaire data. Level of signicance was 

judged at p <0.05. 

RESULTS

Table 1 shows some demographic and socio-

economic variables of the study participants. The 

household size of 1-3 was the most common 

(36.8%) followed by those of   between 7 to 9 

people (30.6%). About 46.1% of the participants 

were married while 45.5% were single. Majority 

(34.1%) had secondary school education,  3.4% 

had tertiary education, while 91.1% were 

Christians. A large majority (30.8%) were 

Tailor/Fashoin designers followed by hair 

dressers (21.1%)

Table 2 shows that the mean age (in years) of 

participants was 30.5±11.5 (males) and 

34.6±13.4 (females).The mean body mass index 
2(BMI) was 23.8±2.9 kg/m  (males) and 24.4 

2±3.7kg/m  (females). The prevalence of 

prehypertension and hypertension were 33.1% 

and 14.8%, respectively. The prevalence of 

hypertension was signicantly higher in women 

(20.3%) than men (9.0%) (P < 0.05). Up to 68.3% 

male and 71.6%, female were not aware of 

hypertension while 69.3% male and 90.9% 

females had not checked their blood pressure 

before. 
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Table 1: Socio demographic and socio-economic variables of the participant
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Table 2: Age, Body Mass Index, Blood Pressure and Awareness of the Participants 
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DISCUSSION

The highest  house hold size was in the 1-3 

(36.8%) persons range, there was slightly higher 

percentage of married persons, the sample had 

higher secondary school certicate holders 

followed by primary school certicate holders, the 

population was predominantly Christians and the 

greater percentage of the artisans were in the 

fashion-related businesses. These socio 

demographic and socio-economic results are in 

tandem with the nature of the population.

The prevalence of hypertension was 14.8% 

(males: 9.0% and females: 20.3% P<0.05) and 

prehypertension was 33.1% (males: 36.3%, 

female s: 30.3% P> 0.05) in this study. 

The prevalence of hypertension of 14.8% was 

lower in comparison with the overall prevalence 

of 38.1% reported in data from nationwide survey 

in Nigeria (15). Also, Compared to other 

community-based hypertension studies in 

Nigeria, the overall prevalence of hypertension in 

this study was lower than studies conducted by (3, 

19, 31, 32, 33, 34, 35, 36) who reported 

prevalence of 21.1%, 23.6%, 33.1%, 18.3%, 

32.8%, 38.2%, 55.0% and 27.5% in Nsukka, 

Akwa Ibom and Cross River, Ibadan North Local 

Government, Kegbara-Dere, Enugu north, 

Ajegunle and Lagos respectively. The possible 

reason for low prevalence of hypertension in this 

study may be because of their age range where 

about 65% of the participants were between age 

of 18 and 47 years. This is corroborated with the 

report of (30) who in their study at Nsukka, South-

east Nigeria reported that Blood pressure showed 

a consistent increase with age in both men and 

women. Also, another study in Kogi state, Nigeria 

reported that blood pressures increased with age 

and body mass index (37)

Compared to community-based studies in other 

parts of the world, prevalence of hypertension in 

this study was the same with 15% found among 

adults residents of Karen ethnic rural community, 
  Thasongyang, Thailand (36) but lower than

27.1%, 29.9%, 33.1%, 30.3%, 33.7%, % found in 

45.7% Adansi South, Ghana;  Rukungiri district in 

Uganda, Mozambique, Central India, Ansas-city, 

Korea and , China respectively Sichuan Tibetan

(38, 39, 340, 41, 42, 43).

The prevalence of hypertension was lower in 

males (9.0%) than in females (20.3%). This is in 

contrast to some studies by (3, 30, 31, 44, 45, 46) 

who reported higher prevalence of hypertension 

in men than women in their studies in South East 

Nigeria, Eastern Nigeria, Ibadan North local 

government, Nsukka in Enugu state and Jordan 

and China respectively but consistent with the 

ndings of (47) who reported that prevalence of 

hypertension was higher among females 

compared to males in a survey of hypertension in 

an older adult population in South Africa.  Some 

other studies in Arab countries was consistent with 

this nding (48, 49, and 50). The percentage of 

subjects who measured their blood pressure were 

about 19.5% (men: 30.7%; women: 9.1% 

(p<0.05). One of the possible explanations for 

low prevalence of hypertension in men could be 

explained by the fact that in this study, more men 

were aware of hypertension and also more men 

checked/measured their blood pressure than 

women.

Wide-range disparity in prevalence, awareness 

and treatment of hypertension are recorded in 

different countries and regions of the world ( , 18

51). The difference of prevalence detected 

between the present study and other studies with 

respect to hypertension and prehypertension 

could be due to social and cultural differences, 

sex, age, race, physical activity, dietary and 

lifestyle factors as well as regional variations ( , 52

53 and ). Chadha et al., (52) reported that 54

higher intake of sodium is one of the important 

contributing factors for high blood pressure in 

urban population and this could be due to the 

excessive intake of ready-to-eat foods which are 

usually rich in sodium. 

Mezue (55), in a review of prevalence of 

hypertension in Nigeria recommends that salt 

reduction in the diet at the population-wide level 

as a means of reducing the burden of 

hypertension in Nigeria. 

Awareness of hypertension was 30.0% (males 

31.7%, females 28.4% P <0.05). This is higher 

than the awareness of 17.5% reported by ( ) in 15

their study in Nigeria but lower than the 

awareness of 91.9% and 93.2% reported by (27) 

in their study in primary care clinic, and referral 
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clinic respectively but the same with awareness of 

29.4% reported by (27) for a community in the 

same study in Enugu, Southeast Nigeria.  

Awareness of hypertension is a vital factor in early 

detection and management of the disease ( , 56

57).  Effective detection, treatment and control of 

hypertension are vital for prevention of resultant 

cardiovascular and kidney diseases, and 

ultimately, in reducing mortality (58).

In this study, Obesity was signicantly higher in 

females (6.6%) than in men (2.7%) (P <0.05). This 

result is in line with the report of (59, 60, 61) in 

Nigeria who reported higher obesity in females 

than males but in contrast to the report of (62) in 

Delhi who reported that obesity was signicantly 

higher in males than in females.  This result also 

showed that hypertension is signicantly higher in 

females than males.  It is possible that the obesity 

in female in addition to lower awareness of 

hypertension may have contributed to their 

increased percentage of hypertension. One of the 

probable reasons behind this positive relation 

between obesity and hypertension could be that 

increased weight could reduce physical activity 

which leads to obesity and subsequently results in 

hypertension.

Conclusion: About one third of the population 

was prehypertensive even though the prevalence 

of hypertension was low compared to other 

studies in Nigeria. The result also showed poor 

awareness of hypertension and poor monitoring 

of blood pressure. There is an urgent need for 

intensive health education, community-based 

blood pressure screening in the communities to 

scale up awareness, prevention and control of 

h i gh  b l ood  p re s su re  and  o the r  non -

communicable diseases in Nigeria.
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