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Abstract: Background: The prevalence of hypertension in arincare setting is showing an upward trend. Howetve
occurrence of hypertension is a reflection of nalydamily predisposition but interaction and ckrstg of socio-biological
and behavioural factors. Aim: This was a crossiceat study of prevalence of essential hypertensioth associated family
socio-biological factors among adult Nigerians ipranary care clinic in Eastern Nigeria. Materialsd Methods: A cross-
sectional study was carried out in May 2011 atimanry care clinic in South Eastern Nigeria. Hypasien was defined using
JNC VIl criterion. Data on family socio-biological variablavere obtained using pretested, structured aretvietver-
administered questionnaire. Results: The prevalendg/pertension was 12.3% and 61.7% of the hypsite patients had
their diagnosis made in the hospital. There weghtgione (41.3%) males and one hundred and fif&:i06) females with
sex ratio of 1: 1.4. The age ranges from 18-82 syéar males with mean age of 58+12.0 years whiastfémales the age
ranges from 18-84 years with mean age of 63+14a2syd-amily biosocial factors significantly asst@iawith hypertension
was family size more than four (P=.045) and fanhigtory of hypertension (P=.024). The most sigaificfamily predictor
variable was family history of hypertension (OR=8R=.026). The patient with family history of hyparsion was three and
half times more likely to be hypertensive than thesthout family history of hypertension. Conclusiddypertension occurs
in adult Nigerians in the primary care and is asged with family size more than four and familystiory of hypertension.
History of hypertension in the family during clinicencounter should stimulate the need for familgrded primary care and
prevention.
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1. Introducti and particularly hypertension in sub-Saharan Africa
- Introauction countries.[7,8] In Nigerian Africa, hypertensiontise most
common non-communicable and cardiovascular disgse
and is the principal cardiovascular disease wodej,5] It~ 2nd ﬂ?'s places a significant burden on the fasilnd
is defined currently as systolic and/or diastolitood nation’s limited health facilities and constitutédse most
pressures>140/90 mmHg in tandem with The SeventhiMPortant cause of morbidity and mortality from
Report of the Joint National Committee on prevemtio cardiovascular diseases in Nigerian faml_l|es.[]],_2,_9 .
detection, evaluation and treatment of high blocesgure in _ Although the burden of hypertension is declinindhigh-
adults aged 18 years and older.[6] In recent y#wne has ncome countries, they are increasing in virtualery other
been increasing concern about the burden of nof€dion of the developing nations.[4,5,10,11] = The
communicable diseases especially cardiovasculazasés Cconsequences of this preventable epidemic of hgpsidn

Hypertension is a clinical and family health probj&-3]
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will be substantial on the individual and family rdymics
resulting in individual and family suffering, steesdistress
and dysfunction.[1,2] The prevalence of hypertemsio
populations has been reported to differ geografihi¢a0]
since it may be influenced by family socio-biolagiand
other diverse factors.[1,2,11] Globally, about obiion
people have hypertension, of these two thirds are
developing countries and in 2025; an estimated bibien
adults will be living with hypertension.[4,12] Thend in the
prevalence of hypertension has been reported irtetdni
States of America[13] and in other parts of theldvsuch as
Brazil[3] and China.[14] In African continent, tipeevalence
of 16.2% was reported with estimated number
hypertensives of 75 million and a projected 125illion in
2025.[8] The burden of hypertension in Africa haset
reported in Ghana,[8,15] and in other parts of @sfriike
Ethiopia.[8] In Nigerian Africa, the estimated padence by
World Health Organization was 42.8%.[4] The prexak
range of 8%-46% was reported in a systematic reviéw
prevalence of hypertension in adult Nigerians,[2]526 -
31.0% was reported in Abia state non-communicaldeage
survey,[16] 26.4% was reported among patients Vathily
history of cardiovascular diseases in Umuahia, Altée[1]
and 42.7%, were reported among obese adult in pyicwre
clinic in South-east Nigeria,[17] 18.4%, was repdrtin
obese adult patients in semi-urban hospital in dfast

Nigeria ,[18] and 16.3% was reported in adult obese
Nigerians in a rural hospital in Eastern Nigerig[a@d 44.6%

was reported among abdominally obese patients uthSo
east, Nigeria.[20] Of great concern in Nigeria lig tpoor
awareness of blood pressure status among the pep@a]
In addition to the poor awareness of blood presstaéus
there is also poor blood pressure control amongitgpsive
Nigerians.[22-24] Hypertension is the most commause of
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control of the hypertension in the family througamifly
oriented primary care approach. [1,31-35] Surpgisinin
Nigeria the family determinants of hypertensionuass a
relatively low priority and no data exists on theiraluation
in primary care settings. Since hypertension idedathe
‘silent killer’ because it often has no warning toms or
isigns, and many family members do not realize thaye
hypertension.[30] The most effective primary care
intervention is screening for family socio-biologic
determinants during clinical encounter. Screenmgfamily
factors that predispose to hypertension is antiegbato
provoke inquiry by clinicians on the implication$ family

obiosocial factors among adult Nigerians with hygasion.

Identifying significant family socio-biological fsfactors for
hypertension therefore avails great opportunity &arly
health promotion, lifestyle modifications as wedl screening
for other cardio-metabolic risk factors. It is am this
background that the authors were motivated to stilndy
prevalence of hypertension and its family sociddmaal
factors in adult Nigerians in a primary care climcEastern
Nigeria.

2. Materials and M ethods

2.1. Ethical Issues

Ethical certificate was obtained from the Healtts&sech
and Ethics Committee of the hospital. Informed eshavas
also obtained from patients included in the study.

2.2. Design

This was a primary care clinic-based cross sedtistualy
carried out in May 2011 at the department of Family
Medicine of Federal Medical Centre, Umuahia, aideyt

adult emergences from cardiovascular disease iml rurhospital in Umuahia, Abia state, South-Eastern,eN&g A

Nigeria [25] and was responsible for 25.3% of mabligard
admissions in a teaching hospital in Kano, Northdigeria
[26] and 45% of hypertension related medical adimnssin
Enugu, South-eastern Nigeria.[27] Hypertension hasn
reported to cause damage to target organs of thg like
brain, heart and kidney of Nigerian patients andoaaoted
for a large proportion of unnecessary deaths ineig
hospitals.[27-29]

In Nigeria, hypertension causes acute and chras&ades
and illnesses that impact on the quality of fanifg of
affected individuals and place great burden orintiduals
and families.[1,2] Of great concern in the studgaais that
there is myth that death whether sudden or pradafiom
stroke or heart attack is most times attributedpells on the
family. [1,2,27,30] Although clinicians in Nigeriare aware
of the significance of hypertension in the familyf o
individuals and its associated health consequehaeshey
have not made it a routine to screen for familyatexd
determinants of hypertension among adult Nigeriatiepts
in primary care settings. The early recognition tbe
irrevocable and revocable risk factors that preaisg to the
occurrence of hypertension in the family is essénti the

total of 1600 adult patients were screened for Hgpsion
using The Seventh Report of the Joint National Cdtem

on prevention, detection, evaluation and treatmanhigh
blood pressure in adults aged 18 years and oldérl&6
patients who had systolic and/or diastolic bloodspures of
>140/90 mmHg or documented use of antihypertensive
medications in a previously diagnosed person with
hypertension [1] were age and sex matched with i@
hypertensive patients.

2.3. Setting

Umuahia is the capital of Abia state, South-EagjeNa.
Abia state is endowed with abundant mineral anétcaljaral
resources with supply of professional, skilled, sekilled
and unskilled manpower. Economic and social aiviare
low compared to industrial and commercial citieshsas
Onitsha, Port Harcourt and Lagos in Nigeria. Urditently,
the capital city and its environ have withessedipsurge in
the number of banks, hotels, schools, markets, sinigs,
junk food restaurants in addition to the changiready and
social lifestyles.

Federal Medical

Centre, Umuahia is located in the
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metropolitan city of Umuahia. It is a tertiary hdsp
established with the tripartite mandate of servigdivery,
training and research and serves as a referralré&Cdat
primary and secondary public health institutionswadl as
missionary and private hospitals
neighbouring states of Imo, Ebonyi, Rivers and Akivam
states of Nigeria.
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sample size, anticipated response rate=0.9. Thhe, t
estimated sample size = 296/0.9= 329. However,napka
size of 392 patients (196 hypertension patientsl®&Inon-
hypertensive patients) was used based the durafiche

in Abia state andtudy.

2.7. Sampling Techniques

The department of Family Medicine serves as a piima  The sample selection was done consecutively usiegye

care clinic within the tertiary hospital setting thie Federal
Medical Centre. All adult patients excluding thogeo need
emergency health care services, paediatric patianid
antenatal women are first seen at the departmeFRaofily

adult patient who registered to see the clinicianseach
consulting day during the study period and who et
inclusion criteria. This sampling method was judgetally
chosen by the authors based on the fact that earehers

Medicine where diagnoses are made. Patients whd neggjieved that those selected were likely to beemsmtative

primary care are managed and followed up in th@ccivhile
those who need other specialists care are refamethe
respective core specialist clinics for further nggraent. The
clinic is run by Consultant
postgraduate resident doctors in Family Medicine.

2.4. Study Population

of the study population.

2.8. Diagnostic Procedure for Hypertension

Family Physicians and

The blood pressure was measured using auscultatory
method with standard mercury in glass Accuson
sphygmomanometer.[2] Prior to the measurementpatient
was seated and rested for 5 minutes in sittingtiposon a

One thousand and six hundred adult Nigerian patient.pair that supported the back comfortably. The kfn

were seen during the study period. Out of this, lomedred
and ninety six patients who had essential hypeidanand
one hundred and ninety six normotensives patiehis met
the inclusion criteria were studied for family smdiiological
factors. The normotensive patients were selectesn fr
primary care clinic of the hospital and were mattfe age
and sex with the hypertensive patients. The magcfan the

muscles were relaxed and the forearm was suppaoviid
the cubital fossa at the heart level. A cuff oftabie size was
applied evenly to the exposed arm. The cuff wasdhap
inflated until the manometer reading was about 3@Hy

above the level at which the pulse disappeared taed

slowly deflected. During this time, the Korotkofbunds
were monitored using a Litman stethoscope placed the

age was based on age group frequency matching. TRe, hial artery. The systolic blood pressure wasdat the
hypertensive and normotensive patients were studlngressure at which the first heart sounds were heard

simultaneously during the study period.
2.5. Inclusion and Exclusion Criteria

The inclusion criteria were adult Nigerian patieatged>
18 years and who gave consent for the study. Thiigrn
criteria included critically ill patients, pregnamgpertensives
and patients with established cause of hypertension

2.6. Sample Size Determination

Sample size estimation was determined using thautar

(Korotkoff phase 1). The diastolic blood pressurasvtaken

as the pressure at the point when the heart sounds
disappeared (Korotkoff phase V). The blood pressuas

also measured in the right arm as described folefharm in
order to rule out significant inter-arm blood prass
difference and the arm that gave the higher readvag
subsequently used.

2.9. Diagnostic Criterion for Hypertension

Hypertension was defined as the systolic and/ostdiia

[36] N=Z%pg/d® where N=Minimum sample size, Z=Standardblood pressures 0£140/90 mmHg or documented use of
normal deviation usually set at 1.96 which corresjsoto 95% antihypertensive medications in a previously diagub

confidence interval, P=Proportion of
estimated to have a particular characteristic. 8ttam was
taken from previous hospital-based study
Northern Nigeria [37] = 25.7% (0.26).g=1.0 - p=1.0-
0.26=0.74, d=degree of accuracy set at 0.05. He¥ree
(1.96f x 0.26x0.74/ (0.03) ThereforeN=296. This gave a
sample size estimate of 296. The calculated minirmample
size was 296. However, to improve the precisiothefstudy

the populationperson with hypertension. [1]

in Katsinaz-lo- Methods

The research tool was adapted from the generic WHO-
STEPS instrument approach to surveillance of clerooin-
communicable diseases risk factors[38] and was firoldio
suit Nigeria environment through robust review efevant
literature.[1,2,33,34] The family socio-biologicdhctors

and compensate for non-response, the estimated lsampy gied were type of marital union, type of househtamily

size=Ns was determined considering an anticipateganse

size and family histories of cardio-metabolic riaktors such

rate of 90%(0.9). The estimated sample size (NS} Wayg hypertension, diabetes mellitus, obesity, steskesudden

determined by dividing the original calculated séargize (N)
by the anticipated response rate as follows,[36% N#0.9,

death; family dietary salt, fruits and vegetablessumptions
during meal times and type of oils use in househokhl

where N=Minimum calculated sample size, stseleCteBreparations.
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The family history of hypertension, obesity, diaset
mellitus, stroke and sudden death was coded asryes for
the presence or absence of hypertension, obesépetes
mellitus, stroke and sudden death in any of th&, fsecond
or third degree generation family members respelstiid, 2]

The family dietary factors of fruits and vegetablesand predictor

consumption were evaluated by asking how many tatfse
previous 7 days do the family eat fruits and velgeta[1,2]
The dietary responses were graded into: never
serving/week), rarely (<3 servings/week) and ofteas £3
servings/week). Those who have8 servings/week have
adequate dietary fruits intake while those who Had
serving/week and <3 servings/week have inadequatarg
fruits and vegetables consumption respectively. qiestion
on dietary salt was evaluated by inquiring whetherfamily
add raw table salt in addition to the one usedomkameals
during meal times. The dietary salt consumptiorpoeses
were coded yes or no. The question on family dyetese of
oils was got by inquiring in the previous 7 days thipe of
oils used in household meal preparations. The nébion on
family dietary measurements was based on previodays
dietary recall method. This method was expectedjit@
required information on family dietary assessmeageal on
the feasibility in Nigerian socio-family context.,[2]

2.11. Operational Definitions

Socio-biological risk factors of hypertension refey
antecedent condition(s) whose presence is(are)tiyagi
associated with an increased probability that hgmsion
will develop later.[1] Family history of primary m#o-
metabolic diseases such as hypertension, diabedddus)
obesity and adverse cardiovascular events(strotesadden
death) refers to previous information on the oace of
hypertension, diabetes mellitus,
cardiovascular events in any of the first, secondthird
degree generation family members who were deadiw a
made by a health professional.

The socio-biological risk factors studied includéake
traditional non-modifiable factors of family hisyoof obesity,
hypertension, diabetes mellitus and adverse caadmuar
events; modifiable dietary factors of consumptidrdietary
salt, fruits, vegetables and type of household Tapbils.
Family refers to two parents and their child(rem)smgle
parent family made of either parent or their chflén).
Household family in Nigerian
geography refers to a number of persons eating filoen
same pot. Primary care refers to the care provitgd
physicians specifically trained for comprehensiviestf
contact and continuing care for undifferentiatectiquas
including early detection, management of the patikealth
promotion and maintenance. Proband or consultaiedsréo
the index patient who presented in the clinic family case
study and investigations.

2.12. Statistics

The results generated were analyzed using softwaﬁeemark_
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Statistical Package for Social Sciences (SPSSjorefs3.0,
Microsoft Coperation Inc. Chicago, IL, USA. Dataahrsis
was based on univariate frequency table distribugmd
bivariate cross tabulations to identify importagfationships
between variables using Chi-square statistics. Qalits(OR)
variable analysis using simple ldgist
regression at 95% confidence limit was restrictedthe
variable measures that were statistically significaat

(Givariate analysis. A p-value of < 0.05 was consde

statistically significant.

3. Results

Out of the one thousand six hundred adult patients
screened for hypertension, one hundred and ninetwere
hypertensive giving a prevalence of 12.3%. [Taljle 1

The age of the hypertensive patients ranged frorpebs
to 82 years for males with mean age of 58+12.0syednilst
the age range for females was 18 years to 84 y@trsnean
age of 63+14.2 years. There were eighty one (41.:3%gs
and one hundred and fifteen (58.7%) females witle nha
female ratio of 1:1.4. Other socio-demographic ipesfof
the study population are shown in Table 2.

On bivariate analysis of family basic demographicfifes
as related to hypertension showed that family sinee than
four (X’=8.66, P=0.045) was statistically significant while
other basic family demographic variables were not
statistically significant. [Table 3]

Table 1. Prevalence of hypertension among the study population

obesity and adver N

Parameter Number (%)
Hypertension
Yes 196(12.3)
o] 1404(87.7)
Total 1600(100.0)
Table 2. Age and sex distribution of the hypertensive patients
Parameter
Male Female
Age(group)(years) Number (%) Number (%)
18 -39 19(23.5) 27(23.5)
> 40 62(76.5) 88(76.5)
Total 81(100.0) 115(100.0)

Table 3. Family demographic profiles as related to hypertension among the

family demographic Study population

Hypertension
Variables Yes No X2 P-value
Number (%) Number (%)
Type of marital union
Monogamous 173(88.3) 182(92.9)
Polygamous 23(11.7) 14(7.1) 4.19 0.399**
Family size
1-4 66(33.7) 49(25.0)
>4 130(66.3) 147(75.0) 8.66 0.045*
Type of household
Nuclear household family 180(91.8)  187(95.4)
Extended household famil 16(8.2) 9(4.6) 9.02 0.083*

*Significant, *Non-significant
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Table 4. Family history of cardio-metabolic risk factors as related to

hypertension among the study population
Hypertension

Variables Yes No x2 P-value
Number(%)  Number (%)

Family history of

hypertension

Yes 139(70.9) 92(46.9)

No 57(29.1) 104(53.1) 9.35 0.024*

Family history of

diabetes mellitus

Yes 77(39.3) 46(23.5)

No 119(60.7) 150(76.5) 10.55 0.079**

Family history of

cerebrovascular

accident(Stroke)

Yes 28(14.3) 12(6.1)

No 168(85.7) 184(93.9) 8.01  0.094**

Family history of

sudden death

Yes 11(5.6) 8(4.1)

No 185(94.4) 188(95.9) 4.06 0.189**

Remark: *Significant, **Non-significant

Bivariate analysis of family history of cardio-mbtdic
risk factors as related to hypertension showed thatily
history of hypertension {x9.35, P=0.024) was statistically
significant while other family history of cardio-tadolic
risk factors were not statistically significant.pla 4]

Bivariate analysis of family dietary factors asated to
hypertension showed that none of the family diefagtors
was statistically significant. [Table 5]

On simple logistic regression of the statisticalignificant
variables family history of hypertension
statistically significant. [Table 6] A significagtl higher
proportion of the hypertensive patients had farhiktory of

85
Hypertension
Variables Yes No X2 P-value
Number (%) Number (%)
Yes 10(5.1) 32(16.3)
No 186(94.9) 164(83.7) 9.94  0.560**

Remark: *Significant, **Non-significant

Table 6. Smple logistic regression analysis of significant family variables

Odds Confidence

Variables ratio interval (95%) P-value
Family size

1-4 1.0

>4 1.87 0.500 - 1.799 0.310**
Family history of hypertension

No 1.0

Yes 3.49 0.146 — 2.352 0.026*

Remark: *Significant, **Non-significant

4. Discussion

The prevalence of hypertension in this study waS%2
This is within the 10-15% reported from Nigeriantioaal
survey in 1997; less than the prevalence of 14.026.6%
extrapolation from 1997 non-communicable diseasegey
in Nigeria using blood pressure cut-off point of 019D
mmHg and within the 8.0% - 46.0% reported in aeysitic
review of prevalence of hypertension in adult Niger
Africans. [9 However, the prevalence in this stuslyower
than the prevalence of 20.2% reported in Benin, Stuth-

remainedSouth Nigeria,[39] 30.6% reported in Ibadan, Sost

Nigeria, [40] 25.7% reported in Katsina, North-Wakgeria
[37] and in other parts of the world such as Ghetere

hypertension compared to the non hypertensive cbntr reported prevalence was 28.7%,[15] Portugal withored

(OR=3.49., Cl=0.146-2.352, P-value=0.026)
hypertensive patients were three and half timesentigely
to have family history of hypertension comparedhe non
hypertensive counterparts.

Table 5. Family dietary factors as related to hypertension among the study
population

Hypertension

Variables Yes No x? P-value
Number (%) Number (%)

Family dietary

fruits consumption

Adequate 36(18.4) 28(14.3)

Inadequate 160(81.6) 168(85.7) 7.61 0.203**

Family dietary

vegetables

consumption

Adequate 63 (32.1) 85(43.4)

Inadequate 133(67.9) 111(56.6) 4.12 0.096**

Family dietary

oils/fats

consumption

Saturated 171(87.2) 185(94.4)

Unsaturated 25(12.8) 11(5.6) 6.36 0.088*

Family dietary raw
salt consumption

Theprevalence of 19.3%,[41] 25.0% reported in Bra3i &nd

27.2% reported in Chinese population [14]. The regub
variations in the prevalence of hypertension angbated to
the epidemiological profiles of the study populatgince the

burden of hypertension has been described to differ

geographically and is determined by socio-biologiaad
environmental factors and changing lifestyles. Tégorted
prevalence in this study could be a reflection fed tlinic
setting which is primary care. The implicationgteé finding
of this study is a cause for concern especiallyNigerian
environment where a significant proportion of trepplace
seek health care from alternative medical pract#is, patent
medicine vendor and dealer outlets where reguldrautine
screening for hypertension is not practiced. Altjiou
hospital-based (opportunistic) screening for hygresion
may not detect larger percentage of adult Nigeriafits
essential hypertension but family-based (targesed@ening
can improve case detection rate for hypertensiohe T
consequences of the emerging epidemic of hypederisi
the study area will be substantial on individuatl gamily
resulting in increase in utilization of limited hiea care
facilities in Nigeria amidst absence of universatalth
insurance coverage for the citizenry.[42,43] In thee of
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fewer health resources to control hypertension fe t
families,[22,33] it is pertinent to identify primaand family
centred strategies that are inexpensive, cultupaihcticable
and widely available. Although some individual mearsof
the family may prefer prescription of pills to peoption of
unhealthy lifestyle but there is growing evidendaatt
lifestyle modification will provide greater beneafithan any
pill taking regimen.[33]

This study has shown that 61.7% of the patients iest
diagnosed hypertensive at the study Centre whiahtéstiary
and referral hospital. The failure to diagnose hgesion in
a health facility in Nigeria is a cause for conceomsidering
the enormous negative impact of undiagnosed hypsde
on the patients. Although hypertension is calledsikent
killer’, it is surprising that 61.7% of the patisnhad the
initial diagnosis of their hypertensive medical diion at
the hospital rather than the peripheral
comprehensive health facilities. This finding ieeflection of
the pattern of hospital attendance in the regiahurality of
care received at the peripheral primary and congnele
health centres in the region where blood presssr@oi
routinely measured or measured with a
sphygmomanometer apparatus or inaptitude on thefube
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generalization that large family size is more kkdb be
characterized by relative high rate of stressyrastand poor
family function and support especially in Nigerian
environment where there is limited option for famibealth
and social services.[42,46,47] The large family esiz
background provides an unhealthy determinants dafthhe
which predispose to chronic stress and ill-healttluding
occurrence of hypertensive disorder. Research asrsthe
role of stress and distress in the epidemiology of
hypertension.[48,49] Stress have been shown to pegsor
effects on the cardiovascular system causing iserea
sympathetic activity, metabolic derangements, ti@pdnd
structural changes, thrombotic and humoral changeish
damage the target organs of the body such as the &ed
brain.[49] The increased sympathetic activity isreleterized
by haemodynamic consequences of increase cardipeitpu

primary andhchycardia, coronary vasoconstriction and proamyds.

However, the haemodynamic changes associated twéhss
may not be sustained but wanes with time exceftase with
background essential hypertension where stressdatigtss
are trigger factors. Hypertension is thereforeahd result of

faultyneurohumoral derangement induced by stress. Althstrgss

reaction is phylogenically essential for socio-eowmental

blood pressure apparatus by attending primary analdaptation, not every person with family stress etigy

community health officers and nurses. The primand a
comprehensive health centres
equipped with poorly-functional blood pressure nieesient
instrument, thus majority of the asymptomatic hypesive
patients are missed at presentation. If the asymgtio

hypertensive patients are diagnosed at the firsht pof

contact with the health system it becomes easiedteate
and counsel them on the management of their hymevie
condition including lifestyle modifications. Thisnéling is

therefore a clarion call on the need to develogctionally

equipped primary and comprehensive level of careha
region. This would invariably help in early cassattion of
hypertension at the primary and comprehensive hezlte
facilities and allow the tertiary hospitals in tlaea to
concentrate on more challenging health problems cahdr
statutory responsibilities of training and heakkearch.

This study has shown that hypertension was sigmifly

found in patients with family history of hyperteosi
compared to those without the family history of égtension.

hypertension but their chances are higher espgdialthe

in the environment aw®ping mechanism is poor and particularly if theest is

chronic to induce protracted enhancement of humaral
neural processes among which sympathetic effects
predominates resulting in many cardiovascular epihtp
including hypertension. Appreciating the role afgka family
size-related stress in the occurrence of hypedansiould
sensitize primary care clinicians to see every entr with
patients who have large family size as an oppdstuto
evaluate for hypertension. The primary care phgsiishould

be aware of this disposition in other to tailor mgement
interventions to accommodate this health care ahiant.

5. Study Implications

The family institution is the most basic social tuwhich
influences the health status and behaviour of émbers and
addresses itself to the socio-medical needs andamigsnof
the members. There is evidence that primary préwerdf

This could be a reflection of not only the genetichypertension bestows great advantages and thattbgpmn

vulnerability but also other diverse factors favogr the
aggregation of hypertension in the family.[44,45nkly
history of hypertension should therefore promptried for
assessment for hypertension at initial clinicalamter and
evaluating them appropriately during subsequeritsvi§he
earlier the primary prevention is started at thee-pr
pathogenesis phase, the more likely it is to beefigal.
Opportunistic and targeted evaluation for hypeitans
should therefore be part of the primary care imezain
resource-poor settings especially among patiertts family
history of hypertension.

This study has shown that large family size moea tfour
is associated with hypertension. This could bébatid to the

control interventions are aimed at building humamd a
institutional resources to prevent the burden gfdntension
in the family. The Nigerian families constitute iorpant
human and social resources in which health promptisk
reduction and health maintenance on prevention
hypertension should take place. Family biosociaiaides
have been shown to play a role in family health disdases.
The elucidation of family biosocial factors thatflirrnce
hypertension will informed the need for family aried
intervention programs for hypertension in the stuahga.
This study will therefore sensitize primary carmicians in
the study area to routinely screen for hypertensaoml
evaluate for family predisposing factors duringnidal

of
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consultations with adult Nigerians and will help geevent
missed opportunities for family oriented health mpation
and health maintenance interventions.

6. Study limitations

The limitations imposed by the study are recognizgdhe
researchers. First and foremost, information westkected
from the consultand or proband and not from all fémaily
members and so the findings may be subject to rirdiion
bias. This also made it difficult to study othemfty variables
such as family physical activity among others.

More so, the limitation imposed by the cross seetio
study design is recognized. The cross sectionalystiesign
didn't allow elucidation of the direct effects ofeglictor
family biosocial variables on hypertension and viegsa.
The cross sectional design allows only establistinoéran
association between dependent and independentbiesia
Further longitudinal studies to explore the int¢iats as
well as studies to unravel its clinical relevannethe study
area are advocated.

7. Strengths of the Study

This study is the first study in the study areaighlight
the association between hypertension and familyiosoc
biological al variables. The sample size is larg@an the

minimum estimated sample size and the populatiod016

patients screened for hypertension in a hospitaéthastudy
is also relevant.

8. Conclusion

(2]

(3]

[4]

[7]

(8]

9]

This study has shown that hypertension occurs itad 10l
Nigerians in primary care and is associated withilfa size
more than four and family history of hypertensibifstory of [11]
hypertension in the family and large family sizeridg
clinical encounter should stimulate the need foesting for
hypertension in primary care in order to institdtamily
oriented preventive interventions. [12]
Future Research Direction
In the study area, further hospital-based and comityru [13]
based studies are recommended in order to furtkgore
other family related hypertensive risk factors aitd
correlates. This will provide valuable clinical aoommunity [14]
epidemiological data for collaborative purposes.
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