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ABSTRACT
Background: Hypertension is a chronic non-communicable medical condition that often leads to complication such 
as coronary heart disease, renal failure, peripheral vascular disease, retinal hemorrhage and visual impairment, 
amongst others. It is usually perceived to be more associated with urban/city lifestyle than rural living, but socio-
demographic and socio-economic drivers of hypertension in the population are in recent instance generally 
impactful even in rural setting which can influence changing pattern of the disease.

Aim of Study: The study aimed to determine the prevalence of hypertension and level of awareness on risk of 
hypertension among adults with gender differential in Kpansia, Bayelsa State as a typical rural community in 
Nigeria.

Materials and Methods: A descriptive cross-sectional study design was used to study 230 adults aged between 
18-59 years in Kpansia community who were selected by multi-stage sampling technique. Blood pressure was 
measured using sphygmomanometer and stethoscope held at the left arm of the subjects, using systolic and diastolic 
blood pressure threshold of ≥140mmHg and ≥90mmHg respectively. Data was analyzed using SPSS version 23 and 
descriptive method used in presenting characteristics of respondents.

Results: The overall systolic and diastolic hypertension among study population were 18.7% and 25.7% 
respectively. While systolic hypertension among males and females were 21.7% and 16.1% respectively, indicating 
5.6% males’ disadvantage predisposition to systolic hypertension whereas diastolic hypertension among males 
and females in the study population were 32.1% and 20.2% respectively, indicating 11.9% males’ disadvantage 
predisposition to diastolic hypertension. Furthermore, both the systolic and diastolic prevalence of hypertension 
were significantly higher [t-test P-Value (Sig 2-tailed) = 0.000] in males than females of the study population. 
There was also significant difference on level of awareness on risk of hypertension between males and females of 
the study population based on place of information, knowledge and symptoms of hypertension with p-value x2 = 
0.000 in all instances. 

Recommendation/Conclusion: Paradigm shift towards rural community’s focused prevention and control 
enlightenment campaigns on the risk factors of hypertension are necessary to tackle the burden of hypertension in 
our setting with gender differential in focus.
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Introduction
Hypertension affects an estimate of over 970 million people 
worldwide representing 26% of the world’s population and the 
prevalence is expected to rise to 29% by 2025 [1]. It is the most 
common cardiovascular disease among black Africans and a 
major cause of morbidity and mortality among Nigerians. It leads 
to unacceptably high morbidity and mortality from potentially 
preventable complications such as coronary heart disease, heart 
failure, strokes and chronic renal failure [2].

The reported prevalence of hypertension varies widely in the 
various parts of the world, as low as 3.4% in rural Indian men 
and as high as 72.5% in Polish women [3]. In North America, two 
national surveys in the United States during the last two decades 
put the overall prevalence amongst American adults at 28% [4,3], 
while in Canada the prevalence stands at 27.4% [4].

In Africa, the prevalence of hypertension records 30.8% of the 
total adult’s population in 2010 [5]. Furthermore, hypertension 
is the second leading cause of death in sub-Saharan Africa and 
that, above the age of 30, cardiovascular disease rises to the top 
as the leading cause of deaths in Sub-Saharan Africa. In 2014, the 
prevalence of hypertension in Mozambique increased significantly 
from 33.1% to 38.9%.

In South Africa, [6], conducted a national survey on hypertension 
and reported a prevalence of 21%. In the study, gender, age and 
family history of hypertension were considered non modifiable. 
In Kinshasa, (Republic of Congo) [7] also conducted a cross-
sectional survey of workers and reported a prevalence of 21.3% 
while that in a community-based survey in Uganda was 30.4% [8]. 
A community-based survey in Gambia had a prevalence of 7.1% 
(using blood pressure threshold of ≥160/95mmHg) and 18.4% 
(using blood pressure ≥140/90mmHg) [9]. In Ghana, a study 
in semi-urban and rural areas of Ashanti region gave an overall 
prevalence rate of 28.7%, being higher in the semi-urban (32.9%) 
compared to the rural (24.1%) areas and an overall awareness level 
of 22% [10].

In Nigeria, the works of [5] reported that among adults aged 20years 
and above in 2010, the estimated prevalence of hypertension for 
both sexes was 28.0%, but 30.7% among males and 25.2% females. 
A previous national survey on non-communicable diseases 
(NCDs) gave an overall crude prevalence of 11.2% (using blood 
pressure threshold of ≥160/95mmHg) and awareness level of 33.8 
% [11]. Hypertension is the most common non-communicable 
disease in Nigeria, also less than one-third of people in Nigeria 
undergo medications and less than one-third of those undergoing 
treatment have their problem being absolutely managed [12]. 
Various studies had tried to give a picture of hypertension 
prevalence amongst different population groups and regions in 

the country. In Katsina, a study in a tertiary health institution 
found the prevalence to be 25.7% [13], but the works of [14] had 
prevalence of 12.4% (blood pressure threshold of ≥160/95mmHg) 
in an Ibadan community, thereby making hypertension not only a 
risk factor for cardiovascular diseases but also a major factor in 
a large number of chronic disorders having significant mortality 
and morbidity impact. While the study of [15] (also using a blood 
pressure threshold of ≥160/95mmH) had a prevalence of 10.3% in a 
civil service population in Ibadan. In Ile-Ife, [16] had a prevalence 
of 13.3% (blood pressure threshold of ≥160/95mmHg) and 36.6% 
(using blood pressure threshold ≥ 140/90mmHg). A survey in 
Lagos, South-West Nigeria, reported prevalence of systolic 
hypertension as 16% and prevalence of diastolic hypertension as 
12.1% among females and males respectively [17].

In a rural community in the Niger Delta Region of Nigeria 
(Kegbara-Dere), [18] who carried out a study on the prevalence 
of hypertension among 1,735 adults found out that the prevalence 
rate of systolic hypertension was 12.0% and the prevalence of 
diastolic high blood pressure was 16. 4%. Another study done in 
the Niger Delta region of Nigeria (Bayelsa state) among adults 
in Amassoma town of Southern Ijaw Local Government Area on 
the prevalence of hypertension indicated that the prevalence of 
systolic hypertension was 13.3% and the prevalence of diastolic 
hypertension was 25.0% [19,20] in a study in a rural community 
in Edo state south-south Nigeria had a prevalence of hypertension 
of 20.2%.

Nevertheless, little is known about the magnitude and determinants 
of hypertension in Yenagoa particularly in the study area (Kpansia 
Community). Hence, the basis for this study to explore the 
magnitude of the problem of hypertension and to obtain specific 
knowledge on the level of prevalence of hypertension among 
adults in Kpansia community (a rural setting) of Bayelsa State.

Aim of Study
The aim of the study was to determine the prevalence of 
hypertension and investigate the level of awareness on risk of 
hypertension among adults with gender differential in Kpansia, 
Bayelsa State as a typical rural community in Nigeria.

Materials and Methods
Research Design
A descriptive qualitative and quantitative cross-sectional study 
design was used for the study for determination of the prevalence of 
hypertension and level of awareness on risk factors of hypertension 
in the study area.

Inclusion criteria was persons aged 18-59 years that were residing 
in Kpansia community at the time of the study, exclusion criteria 
were removal of persons of such age group who have speech or 
hearing defects (deaf and dumb) and mentally ill.

Area of Study
The study was conducted in Kpansia Community a rural settlement 
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in Epie Kingdom of Yenagoa Local Government Area, politically 
in ward 6 with 10 compounds (Asiou, Agalaba, Asuta, Ekien, 
Korangban, Otitigburu, Nesamba, Obigba, Enuomeni and Atolso). 
It occupies a landscape of about 18 square/kilometers and located 
at latitude 4.9340°N and longitude 6.3129° E (GPS coordinates). It 
is bounded at the north by Yenizue-Epie community, at the south 
by Okaka-Epie community, at the west by Otuasega, Elebele in 
Ogbia Communities and Kolo Creek respectively and at the east 
by Yenizue-Gene Epie Community.

The occupation of the people mainly includes, fish farming and crop 
cultivation at subsistence level. They love traditional wrestling and 
cultural dance; their dances are usually displayed during festivals, 
Christmas season and other great ceremonial occasions. The 
Community has a total population of 5,362 both male and female 
according to the National Population Commission as at 2006 and 
7,421 as projected in 2018.

Study Population
The population used for the study was all adults between18 – 
59years living in Kpansia Community. This group forms 41.36% of 
the entire population of Kpansia community giving approximately 
3,069 adults. This approximate population forms the sampling 
frame from which the sample size was drawn.

Determination of sample size
The size for the study was based on formula for random sampling 
method

N =Z2(pq)
d2

                           Eq 1

Where:
N = sample size

P = proportion from previous study (0.183) [18] 

D = degree of accuracy (0.05)

Z = Level of significance (1.96)

N = 1.962 X 0.183(1-0.183)                   
0.052 

N = 3.6864 X  0.1495 
0.0025 

For the avoidance of coverage error, the sample size was rounded 
up to 230 by addition of 9 representing 4.1%. Therefore, total 
sample size used for this study was 230 representing 7.5% of the 
study population and this is quite significant for generalization of 
findings of this work.

Sampling Procedure
Figure 1 showed the schematic diagram of the sampling procedure 
for which the 230 adults aged between 18-59 years in Kpansia 
community were selected through multi-stage random sampling 

technique. 

Figure 1: Schematic diagram of Sampling Procedure.

Instrument for Data Collection
The instrument used for data collection was a self-administered 
semi-structured questionnaire consisting of demographic 
characteristics of respondents, questions on risk factors and level 
of awareness of hypertension, and the systolic and diastolic blood 
pressure of the respondents after dully measured by the researcher 
using a sphygmomanometer and a stethoscope. The questionnaire was 
reviewed by the researcher’s supervisor for content and face validities. 
Pilot study of instrument for understanding of item was carried out 
among 30 adults in Opolo-Epie community, Yenagoa Bayelsa State, 
who did not form part of the respondents used for the study.

Data Collection Procedure
The interviewer used the questionnaire to obtain information 
related to the variables of the study. Health personnel who were 
trained according to the research methodology, measured blood 
pressure of the participants at convenient time. Blood pressure 
was measured using mercury sphygmomanometer and stethoscope 
held at the left arm of the respondents over the brachial artery 
in a sitting position and the stethoscope was placed over the 
brachial pulse [21], in addition to the self-administered semi 
structured questionnaire on demographic characteristics and level 
of knowledge and awareness on risk factors of hypertension. The 
systolic blood pressure was taken as the first Korotkoff sound and 
the diastolic blood pressure was recorded at the disappearance of 
the sounds. Measurements were recorded to the nearest mmHg.

Ethical Consideration
Approval to conduct the study was obtained from ethical 
committee of University of Port Harcourt Teaching Hospital 
and informed consent of respondents. In addition, the training 
institution (Community Health Officers’ Training Programme) 
in the department of Community medicine, University of Port 
Harcourt Teaching Hospital issued a recognition letter to the 
researcher which was sent to the leaders of Kpansia community 
in Yenagoa, Bayelsa State whose subjects were used for this 
research. This allowed the researcher into the community and 
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solicited corporation and assistance of the respondents.
Method of Data Analysis
Data from respondents were collated and presented in tables with 
nominal scale, reflecting values of variables of study. Data entry 
was double checked to rule out possible errors of recording.  Data 
was analyzed using SPSS version 23 and descriptive method, used 
in presenting characteristics of respondents. 

Results

Table 1: Distribution of Socio-Demographic Characteristics of Respondents.
Age (years) Frequency n=230 Percentage

18-22 21 9.1
23-27 49 21.3
28-32 50 21.7
33-37 9 3.9
38-42 24 10.4
43-47 32 13.9
48-52 21 9.1
53-59 24 10.4
Total 230 100.0

Sex (gender)
Male 106 46.1

Female 124 53.9
Total 230 100.0

Religion
Christianity 210 91.3

Islam 12 5.2
Traditionalist 8 3.5

Total 230 100.0

Marital Status
Single 91 39.6

Married 114 49.6
Divorced 8 3.5
Separated 10 4.3
Widowed 7 3.0

Total 230 100.0

Minimum age =18; maximum age = 59; mean age = 34.91 standard 
deviation = 11.120

Table 2: Distribution of Socio-Economic Characteristics of Respondents.
Educational level Frequency n=230 Percentage
No formal education 17 7.4
Primary education 20 8.7
Secondary education 114 49.6
Tertiary education 79 34.3
Total 230 100.0
Occupation
Employed (formal) 37 16.1
Employed (self) 68 29.6
Retired 11 4.8
Unemployed 41 17.8
Skilled worker 32 13.9
Student 41 17.8

Total 230 100.0

Table 1 on distribution of socio-demographic characteristics of 
respondents, showed that majority of the respondents (21.7%) 
were between the ages of 28 - 32 years. Closely followed by 
respondents aged between 23 - 27 years (21.3%), 43 – 47years 
(13.9%), 38 – 42years (10.4%), 53-59 years (10.4%) 18-22years 
(9.1%), 48 – 52years (9.1%) and 33 -37 years (3.9%) was the 
smallest number of age group.

The table 1, also showed that the minimum age of the respondents 
was 18 years while the maximum age was 59 years with a mean 
age of 34.91 ± 11.120. It also showed the gender (sex) distribution 
of the respondents with 124 (53.9%) females participating in the 
study against 106 (46.1%) males who also participated in the study. 
The table 1, further showed the religion of the respondents that 
participated in the study, reflecting that most of the respondents 
were Christians (91.3%). The result in table 1, showed that most of 
the respondents 114 (49.6%) were married while 91 (39.6%) were 
single, 10 (4.3%) were separated, 8 (3.5%) were divorced and 7 
(3%) of the respondents were widows.

In table 2, which reflects the distribution of socio-economic 
characteristics of the respondents, revealed that majority of the 
respondents had attained secondary school education (49.6%) 
while few of the respondents had no formal education (7.4%), 
meanwhile other respondents had attained primary school 
education (8.7%) and tertiary education (34.3%). The table 2, 
also showed that majority of the respondents were self-employed 
(29.6%) followed by the unemployed (17.8%), students (17.8%), 
those employed formally (16.1%), skilled workers (13.9%) and 
those retired (4.8%).

Table 3: Distribution of Systolic and Diastolic Blood Pressure of the 
Study Population.
Variable N Range Minimum Maximum Mean 
Systolic blood 
pressure (mmHg) 230 120 70 190 119.43

Diastolic blood 
pressure (mmHg) 230 70 40 110 75.87

Total 230

Table 3, on distribution of systolic and diastolic blood pressure 
of the study population, showed that 230 respondents took part in 
the study whose blood pressures were dully measured. The results 
of the measurements revealed that the minimum systolic blood 
pressure measured was 70mmHg while the maximum systolic 
blood pressure was 190 mmHg with a range of 120mmHg, total 
mean of 119.43 mmHg and a standard deviation of 23.291.

Furthermore, the results of the diastolic blood pressure showed 
that the minimum diastolic blood pressure was 40mmHg while the 
maximum diastolic blood pressure was 110mmHg with a range of 
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70mmHg, mean of 75.87 mmHg ± 16.210.

Figure 2: Systolic Blood Pressure Status of the Study Population 
irrespective of Gender (Sex).

Figure 2, showed the results of the systolic blood pressure among 
the respondents (230) irrespective of gender (sex), where only 
18.7% (43) of the respondents were hypertensive (systolic blood 
pressure) whereas 81.3% (187) of the respondents were non-
hypertensive (systolic blood pressure).

Figure 3: Diastolic Blood Pressure Status of the Study Population 
Irrespective of Gender (Sex).

Figure 2, showed the results of the systolic blood pressure among 
the respondents (230) irrespective of gender (sex), where only 
18.7% (43) of the respondents were hypertensive (systolic blood 
pressure) whereas 81.3% (187) of the respondents were non-
hypertensive (systolic blood pressure).

Table 4: Systolic Blood Pressure Status by Gender (Sex) of the Study 
Population.
Systolic (hypertension) (≥140mmHg) [t-test P-Value (Sig 2-tailed) = 0.000]

Hypertensive Non-hypertensive

Sex Frequency Percentage Frequency Percentage Total 
frequency

Total 
Percentage

Male 23 10.0% 83 36.1% 106 46.1
Female 20 8.7% 104 45.2% 124 53.9
Total 43 187 230 100

The table 4 showed the distribution of systolic blood pressure of 
the respondents by gender, wherein out of the 230 respondents, 
23 (10.0%) male respondents were hypertensive by systolic blood 
pressure while 20 (8.7%) female respondents were hypertensive 
by systolic blood pressure. The table 4 also revealed that t-test 
P-Value (Sig 2-tailed) = 0.000 is less than 0.05 level of Significance 
(P<0.05), which implies that there is a significance difference in the 
systolic blood pressure between hypertensive male and females in 
Kpansia community in Bayelsa State, Nigeria. It further showed 
that males are more hypertensive than females.

Table 5: Diastolic Blood Pressure Status by Gender (Sex) of the Study 
Population.
Diastolic hypertension (≥ 90mmHg) [t-test P-Value (Sig 2-tailed) = 0.000]

Hypertensive Non-hypertensive

Sex Frequency Percentage Frequency percentage Total 
frequency

Total 
Percentage

Male 34 14.8% 72 31.3% 106 46.1
Female 25 10.9% 99 43.0% 124 53.9
Total 59 171 230 100

The table 5 showed the distribution of diastolic blood pressure 
of the respondents by gender, where out of the 230 respondents, 
34 (14.8%) male respondents were hypertensive by diastolic 
blood pressure while 25 (10.9%) female respondents were also 
hypertensive by diastolic blood pressure. The table 5 equally 
revealed that t-test P-Value (Sig 2-tailed) = 0.000 is less than 
0.05 level of Significance (P<0.05), which implies that there is 
a significance difference in the diastolic blood pressure between 
hypertensive male and females in Kpansia community in Bayelsa 
State, Nigeria. It further showed that males are more hypertensive 
than females.

Figure 4: Statistical Difference of Level of % Prevalence of Hypertension 
by Gender of the Study Population.

The figure 4, showed that the statistical difference in percentage 
systolic hypertension among males and females in Kpansia 
community stands at 1.3% against 3.9% for diastolic hypertension.
Table 6.1, on level of awareness of risk factors of hypertension 
indicating place of information among respondents (230), 
showed that only few (14.8%) of the study population had not 
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heard of hypertension whereas, majority (85.2%) had heard 
about hypertension of which 22.6% of them heard it from health 
campaign, 12.6% heard it from health workers, 13.5% heard it 
from the media, 19.1% heard it from family members including 
friends and 17.4% heard it from their neighbours. In the view of 
gender, 46.1% of males’ respondents were aware against 39.1% 
female counterparts. The table 6.1 further revealed that Pearson 
Chi-Square P-Value (Sig 2-tailed) = 0.000 is less than 0.05 level 
of Significance (P<0.05), which implies that there is a significance 
difference in the level of awareness on risk of hypertension in 
terms of place, information was gotten from, between male and 
females in Kpansia community in Bayelsa State, Nigeria.

The table 6.2, showed that more of the respondents (84.8%) were 
aware of knowledge of hypertension in terms of risk factors ranging 
from inheritance from parents/family; smoking; excessive alcohol 
intake; salt intake; physical inactivity or lack of exercise whereas, 
(15.2%) of the respondents did not agree that such are risk factors 
of hypertension. Furthermore, 46.1% of the male respondents were 
aware of knowledge of hypertension as enumerated against 38.7% 
female respondents who took part in the study. The table 6.2 also 
revealed that Pearson Chi-Square P-Value (Sig 2-tailed) = 0.000 
is less than 0.05 level of Significance (P<0.05), which implies that 
there is a significance difference in the level of awareness on risk 
of hypertension in terms of knowledge between male and females 
in Kpansia community in Bayelsa State, Nigeria. 

Also, in table 6.3, 28.7% of the study population were aware 
that the symptoms of hypertension include nervousness, 
anxiety, headache, dizziness, rapid heart rate and shortness of 
breath whereas, 17.4%, 6.1%, 4.8%, 10.9%, 7.8% and 2.6% 
were aware that the symptoms were only nervousness, anxiety, 
headache, dizziness, rapid heart rate, shortness of breath and no 
visible symptoms respectively. However, only 21.7% (50) of the 
respondents were not aware of the symptoms of hypertension. 
Nevertheless, in terms of gender, 46.1% of the male respondents 
were aware of symptoms of hypertension against 28.7% female 
respondents that participated in the study. The table 6.3 equally 
revealed that Pearson Chi-Square P-Value (Sig 2-tailed) = 0.000 
is less than 0.05 level of Significance (P<0.05), which implies that 
there is a significance difference in the level of awareness on risk 
of hypertension in terms of symptoms between male and females 
in Kpansia Community in Bayelsa State, Nigeria.

Discussion
The Prevalence of systolic and diastolic hypertension among 
adults in this study were 18.7% and 25.7% respectively which 
are higher compared to the studies of [17], in Lagos (16% and 
12.1% respectively), [19] in Amassoma town (13.3% and 25.0% 
respectively) in Bayelsa state and [18] in Kegbara-Dere (12% and 
16.4% respectively) in Rivers State.

 
Place of Information

TotalHealth 
Campaign Health Workers Media Family Neighbors None

Gender

Male % of Total 22.60% 12.60% 10.90% 0.00% 0.00% 0.00% 46.10%
Female % of Total 0.00% 0.00% 2.60% 19.10% 17.40% 14.80% 53.90%

Total Count 52 29 31 44 40 34 230
% of Total 22.60% 12.60% 13.50% 19.10% 17.40% 14.80% 100.00%

Table 6.1: Gender * Place of Information Cross tabulation.

Knowledge of Hypertension
Total

Yes No

Gender
Male

Count 106 0 106
% of Total 46.1% 0.0% 46.1%

Female
Count 89 35 124

% of Total 38.7% 15.2% 53.9%

Total
Count 195 35 230

% of Total 84.8% 15.2% 100.0%

Table 6.2: Gender * Knowledge of Hypertension Cross tabulation.

Symptoms of Hypertension Total
Nervousness/

Anxiety Headache Dizziness Rapid Heart 
Rate

Shortness of 
Breath

All of the 
Symptoms

No Visible 
Symptom I don't Know

Gender
Male

Count 40 14 11 25 16 0 0 0 106
% of Total 17.4% 6.1% 4.8% 10.9% 7.0% 0.0% 0.0% 0.0% 46.1%

Female
Count 0 0 0 0 2 66 6 50 124

% of Total 0.0% 0.0% 0.0% 0.0% 0.9% 28.7% 2.6% 21.7% 53.9%

Total
Count 40 14 11 25 18 66 6 50 230

% within Gender 17.4% 6.1% 4.8% 10.9% 7.8% 28.7% 2.6% 21.7% 100.0%
% of Total 17.4% 6.1% 4.8% 10.9% 7.8% 28.7% 2.6% 21.7% 100.0%

Table 6.3: Gender * Symptoms of Hypertension Cross tabulation.
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Although the prevalence of diastolic hypertension of this study 
is about the same with the study of [19] in Amassoma town 
(Bayelsa State). The higher prevalence may be attributed to low 
level of awareness on risk factors of hypertension, noting that 
Kpansia Community is a rural settlement. It is obvious that most 
public health interventions on diseases of public health importance 
in which hypertension is implicated are concentrated in the urban/city 
communities/settings including Lagos, Amassoma, Kegbara-Dere etc.

The systolic hypertension among males and females were 10.0% 
and 8.7% respectively (1.3% males’ disadvantage predisposition 
to systolic hypertension) and diastolic hypertension among 
males and females in the study population was 14.8% and 
10.9% respectively (3.9% males’ disadvantage predisposition to 
diastolic hypertension) with t-test P-Value (Sig 2-tailed) = 0.000 
in both cases implied that there is a significance difference in both 
systolic and diastolic blood pressure between hypertensive males 
and females in Kpansia community in Bayelsa State, Nigeria, 
indicating that males are clearly more hypertensive than females.

This finding (systolic hypertension) though lower but is in line 
with the conclusions of [5] who found out from a study conducted 
in Nigeria that prevalence of hypertension in males and females 
were 29.5% and 25.0% respectively. Whereas it is much higher 
than that of [22] study in Enugu which reported 3.3% in systolic 
hypertension in males and 8.2% in female; and prevalence of 
diastolic hypertension as 4.4% in males and 2.5% in females.

The significant difference in prevalence of hypertension between 
males and females in this study may be explained in terms of male 
adults engaging in more at-risk lifestyle to hypertension than their 
female counterparts, making them predisposed to hypertension 
more than the female adults.

The level of awareness on the risk factors as assessed in this study in 
terms of gender was below 50% among the study population. This 
is in line with the studies of [23] in Borno State, which revealed 
that only 21.6% were aware of the risk factors of hypertension; [5] 
who also conducted a study in Nigeria, revealed that only 17.4% of 
Nigerians were aware of hypertension; [24] in Lagos State found 
out that only 18.9% of Lagosians were aware of the risk factors 
of hypertension; [25] in Bayelsa State confirmed that 65.3% of 
Bayelsans were not aware of the risk factors of hypertension. These 
results were different from the results gotten by [26], who recorded 
a high awareness (87.7%) of the risk factors of hypertension in 
Sokoto State.

Nevertheless, the difference in level of awareness on risk factors 
of hypertension may be explained in terms of poor awareness 
creation regarding intervention (health promotional activities/
programmes) be it routine or campaigns on hypertension despite 
its socio-demographic and socio-economic drivers that is generally 
impactful even in rural setting in Nigeria. In all of these, the more 
illuminating aspect of this study was the aspect of more awareness 
of risk factors of hypertension as assessed among males, yet more 
occurrence of hypertension than their female counterparts in the 

study area. This may depict sense of negligence towards taking 
responsibility for one’s own health (health promotional activities) 
which may potent negative impact or influence on prevention 
and control of the disease and so strategic effort need be taken to 
addressing the situation.

Conclusion
The prevalence of systolic and diastolic hypertension was high 
among adults aged between 18-59 years whereas, the prevalence 
of hypertension was significantly higher [P-Value (Sig 2-tailed) 
= 0.000] in males than females of the study population. Also, the 
level of awareness on the risk factors associated with hypertension 
in the perspective of gender was low (<50%) among adult 
population with a significant difference higher among males than 
females based on place of information, knowledge and symptoms 
of hypertension with p-value x2 = 0.000 in all instances. 

Recommendations
A). Paradigm shift towards rural community’s focused gender-
based prevention and control enlightenment campaigns on the 
risk factors of hypertension are necessary to tackle the burden of 
hypertension in our setting.
B). Intensification of health education on importance of routine 
medical check-up, potential complications and risk factors 
associated with hypertension should be undertaken at every 
health facility providing primary care to enhance health seeking 
behaviour in the population.
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