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MEDICATION ADHERENCE AMONG HYPERTENSIVE PATIENTS ATTENDING A PUBLIC HOSPITAL IN SOUTHWEST NIGERIA

Abstract
Introduction: Hypertension remains a major public health challenge, and effective management depends on consistent medication adherence. In many low- and middle-income settings, adherence is influenced by a complex mix of sociodemographic, economic, and health-system factors. This study assessed the barriers to medication adherence among hypertensive patients and examined how demographic characteristics and healthcare-related barriers shape adherence behaviors.
Methods: A cross-sectional descriptive design was employed and fisher’s formula was used to recruit 400 hypertensive patients through purposive sampling. Data were collected using a structured questionnaire and analyzed using SPSS version 25. Chi-square tests were used to determine associations between adherence levels and selected sociodemographic and clinical variables.
Results: Most respondents were aged 51–60 years (24.8%), predominantly female (61.8%), and largely of Yoruba ethnicity (76.8%). A majority were married (54.3%), self-employed (54.3%), and had primary education (32.8%). Overall, there was moderate level of medication adherence (76.8%), with 8.5% demonstrating high adherence and 14.7% showing low adherence. Key barriers to adherence included unaffordable and inaccessible medications (76.3%), lack of comprehensive treatment information (77.0%), long waiting times (61.5%), forgetfulness (57.2%), uncooperative health workers (55.0%), unavailability of medications (55.0%), prolonged medication use (54.3%), and multiple medical conditions (52.8%). Statistical analysis showed significant associations between adherence and age (p = 0.03), sex (p = 0.00), ethnicity (p = 0.00), religion (p = 0.00), marital status (p = 0.00), occupation (p = 0.00), educational level (p = 0.01), and hypertensive status (p = 0.00).
Conclusion: Strategic interventions that consider demographic differences, promote inclusive decision-making, and improve patient–provider communication is essential. Efforts should focus on enhancing access to affordable medications, reducing long waiting times, and ensuring consistent availability of antihypertensive drugs.
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1. Introduction
Hypertension is a major global public health concern and a leading modifiable risk factor for cardiovascular diseases, including stroke, myocardial infarction, heart failure, and chronic kidney disease. The World Health Organization estimates that more than 1.28 billion adults worldwide are hypertensive, with the majority residing in low- and middle-income countries where detection, treatment, and control rates remain suboptimal (World Health Organization (WHO), 2025). Sub-Saharan Africa bears a disproportionate burden, and Nigeria; Africa’s most populous nation has witnessed a steady rise in hypertension prevalence, with estimates ranging from 28% to 38% among adults (Egwim et al., 2024). This growing burden places immense pressure on an already strained healthcare system and underscores the need for effective long-term management strategies.
Optimal management of hypertension depends largely on sustained adherence to antihypertensive medications. Medication adherence is defined as the degree to which a patient’s medication-taking behavior aligns with the recommendations of their healthcare provider (Burnier & Egan, 2019). Despite the availability of effective pharmacological therapies, global adherence rates remain low, with approximately 50% of hypertensive patients failing to adhere adequately to their prescribed regimens (Abegaz et al., 2017). Poor adherence is associated with uncontrolled blood pressure, increased risk of complications, higher healthcare costs, and avoidable mortality.
In Nigeria, adherence challenges are particularly pronounced. Studies have shown that many hypertensive patients struggle with consistent medication use due to factors such as financial constraints, limited access to healthcare, poor health literacy, cultural beliefs, and inadequate patient–provider communication (Oseni et al., 2023; Smachew et al., 2022). Recent evidence from Nigerian hospital settings highlights that sociodemographic and clinical factors including age, educational level, comorbidities, and duration of hypertension significantly influence adherence patterns (Oyan et al., 2024). Similarly, comparative studies have demonstrated substantial differences in adherence levels between patients attending specialist clinics and those in general outpatient departments, suggesting that the quality of care and follow-up mechanisms may play a critical role (Akintunde & Akintunde, 2015).
Emerging research from Southwest Nigeria further emphasizes the complexity of adherence behavior. Determinants of non-adherence include forgetfulness, side effects, polypharmacy, and misconceptions about the chronic nature of hypertension (Akinrodoye & Oyerinde, 2025). These findings highlight the need for localized assessments that consider the sociocultural and health system contexts influencing patient behavior. Public hospitals, which serve as primary points of care for the majority of Nigerians, provide a unique opportunity to understand these dynamics and develop targeted interventions.
Given the persistent challenge of poor medication adherence and its implications for hypertension control, there is a critical need for context-specific evidence to guide policy and practice. This study therefore aims to assess adherence to antihypertensive medication among hypertensive patients attending a public hospital in Southwest Nigeria. 
2. Materials and Methods
2.1	Research Design
This study utilized a descriptive cross-sectional research design to examine the determinants of adherence to antihypertensive medication among hypertensive patients attending State hospital, Asubiaro, Osogbo. This design was considered appropriate because it allows for the collection of data at a single point in time, providing an accurate capturing of patients’ adherence levels and the various factors influencing their medication-taking behavior. The descriptive component supports the systematic measurement and reporting of key variables such as sociodemographic characteristics and other related factors, while the cross-sectional nature enables the simultaneous assessment of associations between these independent variables and the dependent variable of medication adherence. Additionally, this design is cost-effective, time-efficient, and well suited for clinical settings where participants can be assessed during routine hospital visits without the need for follow-up, making it a practical and methodologically sound approach for achieving the study’s objectives.
2.2	Research Setting
This study was carried out in Asubiaro State Hospital, located in Osogbo Local Government Area of Osun State, Nigeria. The hospital comprises five (5) wards with approximately 220 beds and houses several departments, including outpatient clinics (medical and surgical), physiotherapy, pharmacy, administration, and an infant welfare clinic. Hypertensive outpatient clients attend their clinic on Tuesdays and Thursdays each week from 8 a.m. to 2 p.m. for follow‑up and routine care. During these visits, their blood pressure is checked, and they receive health education on nutrition and medication use. On average, about 400 hypertensive patients attend the clinic monthly. This high patient volume, combined with the structured follow‑up system and availability of routine hypertension care services, makes the hospital an ideal setting for assessing determinants of adherence to antihypertensive medication.
2.3	Population of Study
The target population for this study comprised all hypertensive patients receiving care at the Asubiaro State Specialist Hospital in Osogbo, Osun State. This population was selected because the clinic serves as a major center for hypertension management within the region, providing routine follow‑up, medication review, and health education services to a large and diverse pool of patients. To ensure that the study captured individuals with established treatment patterns, only patients who met the inclusion criteria were enrolled. Eligible participants were adults aged 18 years and above with a confirmed primary diagnosis of hypertension, who had been on antihypertensive medication for at least three months, and who provided written informed consent. Conversely, newly diagnosed hypertensive patients, in‑patients, and individuals who declined participation were excluded to ensure that the data accurately reflected adherence behaviors among stable, ambulatory patients actively engaged in long‑term hypertension management.
2.4	Sample Size and Sampling Technique
The determination of the required sample size for this study was carried out using Fisher’s formula for estimating sample size in prevalence studies. This method was deemed appropriate because the study aimed to estimate the proportion of hypertensive patients adhering to antihypertensive medication within a large outpatient population. A prevalence rate of 37% was adopted from a previous study (Adedapo, 2017), which provided a relevant and context-specific estimate for the target population. n = minimum required sample size in population greater than 10,000
· Z = Standard normal bivarate for 95 % confidence level, (Z = 1.96)
· d = acceptable difference; using 5 % (d = 0.05)
· q = 1 – p 




Where 






· n = population size.  from the calculation 	n=358.2
· adding 10% non-respondent rate = (0.1/100 *358.2) =35.8 =36
· hence the total sample that was used for the study is 358.2+36=394.2
Therefore approximately 400 respondents were used for this study

Reviewer  comment ((Sample Size Calculation: The formula application is correct. However, the estimated population size (N=1,080) is not justified. How was this derived? Is it the annual clinic attendance? A monthly estimate multiplied? This needs clarificationThe non-response rate adjustment is miscalculated: 10% non-respondent rate = (0.1/100 *358.2) =35.8. Ten percent is 0.10, not 0.001. The correct addition should be 35.82, leading to a sample of ~394, which is appropriately rounded to 400. The text must correct the formula (0.1/100) to (10/100).))


2.5	Research Instrument
An extensive literature review was done in other to develop a self-structured questionnaire that was used to collect data from the respondents. The questionnaire consists of three sections; each section contains simple structured questions relating to research objectives. Section A, contains nine (9) items which deals with sociodemographic characteristics of the respondents. Section B, contains nine (9) items which deals with the level of adherence with therapeutic regimens among hypertensive patients, the questions were measured as yes =1 or no=0. The total score was computed and score ranging from 1-3 was categorized as low adherence, 4-6 as moderate adherence while 7-9 was categorized as high adherence.
Section C contains nine (9) questions, which deals with the factors influencing the adherence to treatment of hypertension among hypertensive patients and was also measured as yes =1 or no=0.
The research instrument underwent expert review to assess its content validity, after which necessary modifications were made based on the evaluators’ feedback. To further establish its reliability, the instrument was pilot tested, and it yielded a reliability coefficient of 0.76, indicating an acceptable level of internal consistency for use in the main study. 
2.6	Data collection and analysis
[bookmark: _Hlk216377320]Data were collected using a structured, self‑administered questionnaire after obtaining the necessary ethical approval. To facilitate the data collection process, two trained nursing students assisted in administering the instrument within the hypertensive clinic. Respondents were approached directly during their clinic visits, and the purpose and relevance of the study were clearly explained to them. Only patients who provided written informed consent were enrolled. To prevent repetitive capturing of the same individuals, patients’ clinic folders were carefully tallied and cross‑checked before administering the questionnaire. For participants who spoke only indigenous languages, the questionnaire was translated verbally to ensure full comprehension, and their responses were accurately documented. Throughout the data collection period, confidentiality and anonymity were strictly maintained to protect the privacy of all participants.
Data analysis was carried out using the Statistical Package for the Social Sciences (SPSS) version 25.0. Prior to analysis, all completed questionnaires were checked for completeness, entered into a Microsoft Excel spreadsheet, and appropriately coded before being imported into SPSS for statistical processing. Descriptive statistics such as frequencies and percentages were used to address the research questions and summarize key variables. The association between independent variables and the dependent variable; adherence to antihypertensive medication was examined using the chi‑square test at a 0.05 level of significance. Findings were presented using tables and charts to enhance clarity and interpretation.

3. Results
Sociodemographic Characteristics of the respondents
Table 1 showed the frequency and percentage of the socio demographic data of the respondents, the majority of participants were aged between 51 and 60 years (30.5%), followed closely by those in the 61-70 years (25.3%) and 71-80 years (25.0%) age groups, with a mean age of 64.07 years (±11.17). Most participants were female (71.0%), predominantly of Yoruba ethnicity (98.2%), and primarily Christian (60.2%). A notable proportion were married (78.8%) and had attained primary education (41.8%), while 29.7% had no formal education. The predominant occupation was self-employment (66.0%), and over half of the respondents earned a monthly income between 21,000 and 30,000 (53.5%). Most participants had lived with hypertension for 1 to 5 years (50.2%) or 6 to 10 years (33.0%).
Adherence to antihypertensive medications
Table 2 revealed the assessment of adherence to therapeutic regimens among hypertensive patients. Result revealed that most hypertensive patients showed good adherence to therapeutic regimens; 322(80.5%) knew the purpose of each medication or treatment, and 338(84.5%) reported receiving verbal instructions from their healthcare providers. A large proportion followed dietary or lifestyle recommendations 292(73.0%) and had a routine for taking medications as prescribed 294(73.5%). Most patients 346(86.5%) attended all scheduled healthcare appointments in the past six months, and 286(71.5%) regularly monitored their blood pressure. However, less than half were aware of potential side effects of their blood pressure medication 168(42.0%), and 167(41.8%) admitted to missing doses in the past week. Difficulties in accessing healthcare or medications were reported by 121(30.2%) of the patients. 
Figure 1 illustrates the distribution of adherence levels to antihypertensive medication among the study participants. The majority, 307 (76.8%), exhibited moderate adherence, while 54 (13.5%) had high adherence. Only 39 (9.8%) participants demonstrated low adherence.
Barriers to Adherence with Antihypertensive Medications
[bookmark: _Hlk216389753]Table 3 revealed the assessment of barriers to adherence with antihypertensives among respondents, it was noted that majority of hypertensive patients identified several factors influencing adherence to treatment. Most respondents agreed that unaffordability and lack of access to medication 305(76.3%) and lack of comprehensive information regarding treatment modalities 308(77.0%) are strong predictors of non-adherence. Other significant factors included long waiting times 246(61.5%), patients forgetting their medication regimen 229(57.2%), uncooperative attitudes of health workers 220(55.0%), unavailability of medications 220(55.0%), prolonged use of medications 217(54.3%), and having multiple medical conditions 211(52.8%). The number of medications taken was viewed as less influential, with 182(45.4%) agreeing it affects adherence.
Significant Associations between Socio-Demographic Characteristics and Levels of Adherence to Medication
[bookmark: _Hlk216389800]Table 4 revealed the that significant associations were found between socio-demographic characteristics and levels of adherence to medication among hypertensive patients. Age group showed a significant association with adherence (χ²=16.462, df=8, p=0.03), with the highest moderate adherence in the 51–60 years group 99(24.8%). Sex was strongly associated with adherence (χ²=38.149, df=2, p=0.00), where males showed higher high adherence 34(8.5%) compared to females 20(5.0%). Ethnicity was also significant (χ²=29.804, df=4, p=0.00), with Yoruba respondents predominantly showing moderate adherence 307(76.8%). Religion (χ²=13.946, df=4, p=0.00) and marital status (χ²=39.589, df=4, p=0.00) also showed significance, with Christians and married individuals demonstrating higher moderate adherence levels. Occupation had a significant relationship with adherence (χ²=71.297, df=8, p=0.00), with self-employed participants showing 217(54.3%) moderate adherence. Educational level was significant (χ²=16.258, df=6, p=0.01), with primary education being the most common among moderate adherents 131(32.8%). Hypertensive status showed significant association (χ²=16.05, df=4, p=0.00), with hypertensive patients showing more moderate adherence 144(36.0%) than normotensive or pre-hypertensive groups.

4. Discussion
Roughly one-third of the respondents from this study were aged above 60 years, reflecting the age-related risk of hypertension and the chronic nature of its management. The predominance of female participants aligns with findings from similar Nigerian studies, which suggest that women are more likely to seek routine care and adhere to follow-up schedules (Elechi & Erah, 2024). The high proportion of individuals with only primary or no formal education may influence health literacy and medication adherence, as lower educational attainment has been associated with reduced understanding of treatment regimens and poorer health outcomes (Ibrahim et al., 2018). Additionally, the majority of participants were self-employed and earned modest monthly incomes, which may pose financial barriers to consistent medication use and clinic attendance. These findings emphasize the importance of tailoring adherence interventions to the socioeconomic realities of hypertensive patients in Nigeria, as highlighted by a study (Oyan et al., 2024), who emphasized the role of income, education, and occupation in shaping adherence behavior.
Also, findings from this study show that most participants demonstrated a moderate level of adherence to their antihypertensive medication, with only a small fraction achieving optimal adherence and about one‑tenth showing poor adherence. This pattern is consistent with evidence from other African settings, where moderate adherence is more common than high adherence. Other studies  (Gemeda et al., 2020; Kretchy et al., 2021)  reported that many hypertensive patients in low‑ and middle‑income countries maintained only moderate to high adherence to hypertensive medications. These parallels highlight that moderate adherence is a widespread issue in resource‑constrained environments and underscore the need for interventions that strengthen patient education, improve medication access, and enhance continuity of care.
Moreover, findings of this study show that hypertensive patients identified several structural and personal barriers that strongly influence their adherence to treatment, with the majority emphasizing unaffordability, poor access to medications, and inadequate information about treatment as major contributors to non‑adherence. These observations are consistent with recent evidence from low‑ and middle‑income countries, where financial hardship and limited availability of antihypertensive drugs remain persistent obstacles to optimal adherence. For instance, it was reported in a study (Farah et al., 2025) that cost‑related challenges and inconsistent medication supply were among the most significant predictors of poor adherence in a large cross‑sectional study. Similarly, a qualitative study (Nfor & Warri, 2024) found that patients frequently cited long waiting times, forgetfulness, and insufficient communication from healthcare workers as major barriers to maintaining their medication regimen. The influence of prolonged medication use and the presence of multiple comorbidities observed in this study also aligns with findings from Heliyon’s global review, which highlighted that treatment fatigue and multimorbidity often reduce long‑term adherence in chronic disease management (Chauke, 2025). These findings reinforce the need for interventions that improve medication affordability, streamline clinic processes, enhance patient–provider communication, and strengthen patient education to support better adherence outcomes.
Furthermore, this study demonstrate that several sociodemographic and clinical characteristics significantly influenced adherence to antihypertensive medication, with middle‑aged adults showing the highest levels of moderate adherence. This pattern aligns with findings showing that adherence tends to improve in middle adulthood as individuals become more health‑conscious and engaged in routine care (Zhou et al., 2024). The significant association between sex and adherence, with males showing higher levels of high adherence than females, is consistent with evidence that gender differences in health‑seeking behavior and perceived treatment burden can influence adherence patterns (Bagga et al., 2023). Ethnicity, religion, and marital status also played important roles, with Yoruba respondents, Christians, and married individuals demonstrating higher adherence an observation supported by research showing that social support, cultural norms, and family structure enhance medication‑taking behavior (Desta et al., 2022). The strong association between occupation and adherence, particularly among self‑employed individuals, reflects the influence of economic stability and flexible work schedules on treatment continuity. Educational level also emerged as a significant factor, with those having primary education showing better adherence, echoing findings that basic literacy improves understanding of treatment regimens and follow‑up requirements. The association between hypertensive status and adherence, where those already diagnosed with hypertension showed better adherence than normotensive or pre‑hypertensive individuals, aligns with evidence that symptom awareness and perceived disease severity enhance motivation to adhere to therapy (Zhou et al., 2024). All these findings accentuate the multiple nature of adherence and highlight the importance of modifying interventions to patients’ demographic and clinical contexts.

Conclusion 
This study discovered a moderate level of medication adherence among respondents and is influenced by a mix of personal, social, and health‑system factors. Key demographic characteristics such as age, sex, education, occupation, and marital status were significantly linked to how well patients followed their treatment plans, while factors like medication cost, limited access, and inadequate information further hindered adherence. These findings highlight the need for patient‑centered strategies that improve access to affordable medications, strengthen health education, and enhance support within the healthcare system to promote better long‑term management of hypertension. 

Limitations
This study is limited by the use of a self‑administered questionnaire may have introduced response bias, as participants could overestimate their adherence or provide socially desirable answers. The study was also conducted in a single healthcare facility, which may limit the generalizability of the results to hypertensive patients in other regions or settings. Additionally, adherence was assessed through self‑report rather than objective measures such as pill counts or pharmacy refill records, which may not fully capture actual medication‑taking behavior. Likewise, the cross‑sectional design prevents establishing causal relationships between the identified factors and medication adherence, restricting conclusions to associations rather than cause‑and‑effect patterns.

Recommendation
Based on the findings of this study, it is recommended that healthcare facilities strengthen patient‑centered strategies to improve medication adherence among hypertensive patients. Efforts should focus on enhancing access to affordable medications, reducing long waiting times, and ensuring consistent availability of antihypertensive drugs. Healthcare workers should also prioritize clear communication by providing comprehensive, culturally appropriate information about treatment plans and the importance of long‑term adherence. Community‑based health education programs can further support patients with low literacy levels, while targeted follow‑up systems such as reminder calls or digital prompts may help reduce forgetfulness. Also, policies that support financial assistance and expand health insurance coverage could help address economic barriers, ultimately improving adherence and long‑term hypertension control.
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 Table 1: Socio Demographic Data of Respondents
	Variable 
	Frequency 
	Percentage 

	Age group
	
	

	41-50yrs
	59
	14.7

	51-60yrs
	122
	30.5

	61-70yrs
	101
	25.3

	71-80yrs
	100
	25.0

	≥80yrs
	18
	4.5

	Mean ±SD
	64.07±11.17
	

	Sex 
	
	

	Male 
	116
	98.2

	Female 
	284
	71.0

	Ethnicity 
	
	

	Yoruba 
	393
	98.2

	Igbo 
	2
	0.5

	Hausa
	5
	1.3

	Religion 
	
	

	Christian 
	241
	60.2

	Islam 
	151
	37.8

	Traditional 
	8
	2.0

	Marital Status
	
	

	Married 
	315
	78.8

	Separated 
	19
	4.7

	Widowed 
	66
	16.5

	Educational Level 
	
	

	No formal education
	119
	29.7

	Primary education
	167
	41.8

	Secondary education
	40
	10.0

	Tertiary education
	74
	18.5

	Occupation 
	
	

	Civil servant
	39
	9.7

	Self employed 
	264
	66.0

	Full house wife
	30
	7.5

	Traders 
	58
	14.5

	Retiree 
	9
	2.3

	Monthly income 
	
	

	≤10,000
	5
	1.2

	11,000-20,000
	79
	19.8

	21,000-30,000
	214
	53.5

	≥40,000
	102
	25.5

	Duration of hypertension 
	
	

	<1yr
	6
	1.5

	1-5yrs
	201
	50.2

	6-10yrs
	132
	33.0

	Above 10yrs
	61
	15.3



Table 2 Assessment on the level of adherence with therapeutic regimens among hypertensive patients
	VARIABLES
	YES (%)
	NO (%)

	Do you know the purpose of each medication or treatment
	322(80.5)
	78(19.5)

	Have you experienced any difficulties in accessing healthcare service or medications?
	121(30.2)
	279(69.8)

	Have you received verbal instructions from your healthcare provider?
	338(84.5)
	62(15.5)

	Do you follow dietary or lifestyle recommendations from your healthcare provider?
	292(73.0)
	108(27.0)

	Do you have a routine for taking medications exactly as prescribed?
	294(73.5)
	106(26.5)

	Are you aware of potential side effects of your blood pressure medication?
	168(42.0)
	232(58.0)

	Have you ever missed any doses of your medications in the past week?
	167(41.8)
	233(58.2)

	Do you monitor your blood pressure regularly?
	286(71.5)
	114(28.5)

	Have you attended all scheduled appointments with your health care provider in the past 6 months?
	346(86.5)
	54(13.5)







Figure 1: Level of Adherence to antihypertensive medication




Table 3: Barriers to Adherence with Antihypertensive Medications
	    VARIABLES
	YES (%)
	NO (%)

	Unaffordability and lack of access to medication are strong predictors of non-adherence
	305(76.3)
	95(23.7)

	Long waiting times are a strong predictor of non-adherence
	246(61.5)
	154(38.5)

	The number of medications a patient is taking can affect their adherence. 
	182(45.4)
	218(54.5)

	Patients who forget their medication regimen are more likely to be non-adherent.
	229(57.2)
	171(42.8)

	Uncooperative attitude of health workers is more likely to be predictors to non-adherent.
	220(55.0)
	180(45.0)

	Unavailability of medications are strong predictors of non-adherence
	220(55.0)
	180(45.0)

	Prolong use of medications are strong predictor of non-adherence
	217(54.3)
	183(48.7)

	Patients with multiple medical conditions are more likely to be non-adherent.
	211(52.8)
	189(47.2)

	Lack of comprehensive information regarding the treatment modalities.
	308(77.0)
	92(23.0)





Table 4: Association Between Socio-Demographic Characteristics and Level of Adherence to Medication
	Variable
	Categories
	Low
	Moderate
	High
	Total
	χ²
	df
	P-value

	Age Group
	41–50 yrs
	11 (2.8%)
	43 (10.8%)
	5 (1.3%)
	59 (14.8%)
	16.462
	8
	0.03

	
	51–60 years
	8 (2.0%)
	99 (24.8%)
	15 (3.8%)
	122 (30.5%)
	
	
	

	
	61–70 years
	5 (1.3%)
	81 (20.3%)
	15 (3.8%)
	101 (25.3%)
	
	
	

	
	71–80 years
	15 (3.8%)
	69 (17.3%)
	16 (4.0%)
	100 (25.0%)
	
	
	

	
	Above 80 years
	0 (0.0%)
	15 (3.8%)
	3 (0.8%)
	18 (4.5%)
	
	
	

	Sex
	Male
	14 (3.5%)
	68 (17.0%)
	34 (8.5%)
	116 (29.0%)
	38.149
	2
	0.00

	
	Female
	25 (6.3%)
	239 (59.8%)
	20 (5.0%)
	284 (71.0%)
	
	
	

	Ethnicity
	Yoruba
	37 (9.3%)
	307 (76.8%)
	49 (12.3%)
	393 (98.3%)
	29.804
	4
	0.00

	
	Hausa
	0 (0.0%)
	0 (0.0%)
	2 (0.5%)
	2 (0.5%)
	
	
	

	
	Igbo
	2 (0.5%)
	0 (0.0%)
	3 (0.8%)
	5 (1.3%)
	
	
	

	Religion
	Christianity
	20 (5.0%)
	198 (49.5%)
	23 (5.8%)
	241 (60.3%)
	13.946
	4
	0.00

	
	Islam
	19 (4.8%)
	104 (26.0%)
	28 (7.0%)
	151 (37.8%)
	
	
	

	
	Traditional
	0 (0.0%)
	5 (1.3%)
	3 (0.8%)
	8 (2.0%)
	
	
	

	Marital Status
	Separated
	0 (0.0%)
	13 (3.3%)
	6 (1.5%)
	19 (4.8%)
	39.589
	4
	0.00

	
	Married
	22 (5.5%)
	260 (65.0%)
	33 (8.3%)
	315 (78.8%)
	
	
	

	
	Widow
	17 (4.3%)
	34 (8.5%)
	15 (3.8%)
	66 (16.5%)
	
	
	

	Occupation
	Civil Servant
	3 (0.8%)
	31 (7.8%)
	5 (1.3%)
	39 (9.8%)
	71.297
	8
	0.00

	
	Self-employed
	24 (6.0%)
	217 (54.3%)
	23 (5.8%)
	264 (66.0%)
	
	
	

	
	Full Housewife
	7 (1.8%)
	23 (5.8%)
	0 (0.0%)
	30 (7.5%)
	
	
	

	
	Trader
	2 (0.5%)
	30 (7.5%)
	26 (6.5%)
	58 (14.5%)
	
	
	

	
	Retired
	3 (0.8%)
	6 (1.5%)
	0 (0.0%)
	9 (2.3%)
	
	
	

	Education
	No Formal Education
	8 (2.0%)
	102 (25.5%)
	9 (2.3%)
	119 (29.8%)
	16.258
	6
	0.01

	
	Primary
	14 (3.5%)
	131 (32.8%)
	22 (5.5%)
	167 (41.8%)
	
	
	

	
	Secondary
	6 (1.5%)
	28 (7.0%)
	6 (1.5%)
	40 (10.0%)
	
	
	

	
	Tertiary
	11 (2.8%)
	46 (11.5%)
	17 (4.3%)
	74 (18.5%)
	
	
	

	Hypertensive Status
	Normotensive
	7 (1.8%)
	115 (28.7%)
	16 (4.0%)
	138 (34.5%)
	16.05
	4
	0.00

	
	Pre-hypertensive
	5 (1.3%)
	48 (12.0%)
	17 (4.3%)
	70 (17.5%)
	
	
	

	
	Hypertensive
	27 (6.8%)
	144 (36.0%)
	21 (5.3%)
	192 (48.0%)
	
	
	




level of adherence to medication
Low	Moderate	High	39	307	54	



