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ABSTRACT  

Hypertension is a global public health issue as it is the most common cardiovascular disease 
worldwide. Being one the few diseases that come with complications, this study investigated the 
level of compliance of hypertensive patients with treatment regimens among such patients 
attending outpatient departments of selected tertiary hospitals in Benin City, Edo State, Nigeria. 
A cross-sectional descriptive research design was used. A sample size of 309 was selected 
from a total population of 946. A convenient sampling technique and self-structured 
questionnaire were used as an instrument for data collection. Results showed that only 40.7 per 
cent of the respondents had a good knowledge of hypertension. The majority (90 %) (N = 270) 
of the respondents were not compliant with treatment regimens. There was a significant 
relationship between knowledge of hypertension and lifestyle modification among the 
respondents at (χ2 = 0.022; < p = 0.05). There was no significant difference in the level of 
compliance with antihypertensive treatment between respondents in the selected hospitals (p = 
0.791). The monthly income was found to have a significant relationship with compliance with 
treatment regimens at (χ2 = 0.000, 0.037, 0.001, 0.008, 0.010, 0.000 and 0.000; < p = 0.05). The 
study also shows that there was no significant difference in knowledge and the rate of 
compliance among the selected hospitals (0.883 and 0.798 respectively). Therefore it is 
recommended that nurses engage in health education and awareness programmes to meet the 
needs for increased awareness and further education of the people on the advantages of 
adherence to their medication and treatment regimens. 
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Introduction/Background of Study 
 
Hypertension is a common but treatable public health problem globally. It is estimated to 
cause 7.5 million deaths annually, about 12.8 per cent of all deaths worldwide (WHO 
2009). Globally, the prevalence of hypertension in adults was approximately 40 per cent in 
2008 (Danaei, Finucane, and Lin 2011, 570). The burden of hypertension is particularly 
high in sub-Saharan African countries; studies have shown that the prevalence of 
hypertension in Nigeria rural areas ranges from 21 to 25 per cent (Hendriks et al. 2012; 
Ulasi, Ijoma, and Onodugo 2010, 71) while in semi-urban and urban areas the prevalence 
ranged from 27 to 46 per cent (Adedoyin, Mbada, and Balogun 2008, 685; Awobusuyi et 
al. 2011, 6; Oghagbon, Okesina, and Biliaminu 2008, 344; Ulasi et al. 2011, 5). The 
increasing rates of hypertension in sub-Saharan Africa have been attributed to a rapid 
epidemiologic transition from an agrarian lifestyle to a more westernised lifestyle, 
associated with increasing rates of obesity, an unhealthy diet, and physical inactivity as 
well as lack of compliance with treatment regimens (Bosu 2010, 418). 
 
Ensuring patient compliance with treatment regimens to prevent complications of 
hypertension remains a major challenge to public health in many developing countries. 
Song et al. (2011) reported that out of the 308 patients who participated in their study, 
27.9 per cent were classified as reporting perfect adherence and 72.1 per cent were 
classified as non-perfect adherence. Similarly Mugwano et al. (2016) in Kampala, 
Uganda, revealed that only 17 per cent of participants were adherent to antihypertensive 
medication, and the main cause of non-adherence appeared to be a lack of knowledge. 
Akoko et al. (2017) in a study in the Bamenda health district of Cameroon, revealed that 
14.0 per cent, 53.4 per cent, and 32.6 per cent of participants had adequate, average, and 
poor knowledge of hypertension, respectively, and the antihypertensive compliance rate 
was 43.9 per cent. In another study by Amonov et al. (2014, 255–60) in Samarkand, 
Uzbekistan, the study showed that overall, 10.0 per cent of patients had good knowledge, 
54.6 per cent had adequate knowledge, and 35.5 per cent had inadequate knowledge of 
hypertension. Patients’ knowledge levels were significantly associated with the control 
status of blood pressure and drug adherence compared to those with an inadequate 
knowledge level, the odd ratio of controlled hypertension was 2.9 (95% CI 1.3–6.5) for the 
adequate level and 5.4 (95% CI 1.7–16.2) for a good knowledge level. The odd ratio of 
drug adherence was 2.1 (95% CI 1.1–4.1) and 3.8 (95% CI 1.4–10.8), respectively.  
Furthermore, Nnodimele, Olanrewaju and Akinbolajo (2010, 144–49) in a study in Ogun 
state, Nigeria, showed that 56 (54.4%) males and 47 (45.6%) females with a mean age of 
62.2 ± 12.19 years participated in the study, on a 42-point aggregate scale measuring 
adherence to treatment, the participants scored a mean of 29.12 ± 5.70 (95% CI: 28.01 to 
30.22). The adherence rate in this study translates to 69.3 per cent. Kabir et al. (2014, 16) 
in a study in Kano, Nigeria, reported that 54.2 per cent of the respondents had good 
compliance with treatment whereas the remaining 45.8 per cent had poor compliance. Iloh 
et al (2013) in a study in Umuahia, Abia State, Nigeria, also reported 
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similar findings. According to them, the age of the hypertensive patients ranged from 
32 to 83 years with a mean age of 52 ± 7.4 years. There were 56 (40.0%) males and 84 
(60.0%) females, 60 (42.9%) out of the 140 patients were adherent, while 80 (57.1%) 
were not adherent.  
Similarly, Boima et al. (2015, 8–11) in a study in Ghana and Nigeria, reported that 
non-adherence to medications was present in 66.7 per cent of the participants. Port 
Harcourt had the highest prevalence of medication non-adherence (95.9%), while 
Ibadan had the lowest (45.1%). In addition, Bello (2012) in a study in Ilorin, Kwara 
State, revealed that 123 (67.7%) of the patients adhered strictly to their medications 
while only 44 (32.3%) were poor adherents. 
 
 
Statement of the Problem 
 
Hypertension is the leading cause of mortality and the third largest cause of disability; 
it is poorly controlled worldwide. It is estimated that almost one-half of patients drop 
out entirely from treatment with failure to control hypertension and this takes an 
unacceptable toll on patients and their families. In addition to the personal cost to the 
individual patients, uncontrolled hypertension creates a huge, avoidable economic 
burden when viewed in terms of the general population (Sit et al. 2010, 461–66). Even 
with the advances in medical technology and treatment of hypertension one still 
wonders why patients with hypertension still come down with severe complications 
and death. Studies are abound in this area but there is a dearth of empirical literature 
especially in Edo State. Hence the need for this study. 
 

Purpose of the Study 
 
The purpose of this study is to assess the level of compliance of hypertensive patients 
with treatment regimens in the outpatient department of selected hospitals in Benin 
City, Edo State, Nigeria. 
 
Objectives of the Study 
 
In order to attain the above-mentioned purpose of study, the researchers formulated 
the following research objectives: 
 
• assessing the level of knowledge on hypertension among hypertensive patients 

attending the outpatient department of the selected hospitals in Benin City, Edo 
State, Nigeria; and  

• determining the level of compliance with therapeutic regimens among the 
respondents attending the outpatient department of the selected hospitals in Benin 
City, Edo State, Nigeria. 
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Research Hypotheses 
 
The researchers formulated the following hypotheses: 
 
• There is no significant relationship between the level of compliance with 

hypertension therapeutic regimens and the socio-demographic data such as 
educational status and economic status.  

• There is no significant difference between the levels of compliance with hypertensive 
therapeutic regimens among patients attending the selected hospitals.  

• There is no significant difference in the knowledge of hypertension among 
patients attending the outpatient department of the selected hospitals.  

• There is no significance relationship between compliance and lifestyle 
modification among the respondents in the selected hospitals. 

 
 
Significance of the Study 
 
The results of the study will contribute to increase the awareness of healthcare providers, 
particularly nurses and physicians, on the issues of compliance and might help in the 
development of strategies to improve compliance with treatment regimens among 
hypertensive patients. Recommendations from this study will assist policymakers and 
stakeholders in the healthcare sector in developing context-specific and relevant policies 
capable of improving the management of hypertension. Ultimately the implementation of 
effective strategies would lead to improved compliance, increased levels of controlled 
blood pressure and reduced morbidity and mortality. 
 
 
Materials and Method 
 
Research Design 
 
The researchers adopted a cross-sectional research design. 
 
 
Research Setting 
 
The University of Benin Teaching Hospital (UBTH) and Central Hospital Benin City 
were purposely selected for this study. The UBTH is located in the Egor local 
government area of Edo State, which came into being in 1973 as the sixth of the first-
generation teaching hospitals in Nigeria. Central Hospital Benin City is a government 
hospital located in the serene centre of Benin, on Sapele Road, in the Oredo local 
government area of Edo State. 
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Target Population 
 
The target population comprised all hypertensive patients attending the consultant 
outpatient clinics in the UBTH and Central Hospital Benin City, which were 946. The 
population was obtained from a retrospective review of an average monthly 
attendance from January to July 2017 in both hospitals which was 435 and 511 
respectively. See Table 1. 
 
Table 1: Representation of target population  
Setting Average monthly Percentage proportion 

 attendance from of sample size 
 January to July 2017  
   

University of Benin Teaching Hospital 435 45.9% = 142 
Central Hospital Benin City 511 54.1% = 167 

   

Total 946 100% = 309 
   

 
 
Sample Size Determination 
 
A sample size of 309 was used for the study. This was obtained from the total 
population of 946, using the Taro Yamane formula as shown below. 
 
 

n = 

 N 

 1 + N (d)2 
 
where 
 
n = sample size; N = population size; d = level of precision (confidence interval) 
 
N = 946, d = 0.05 
 
Thus n = 946/1 + 946(0.05)2 
 
n = 946/1 + 946 × 0.0025 
 
n = 946/1 + 2.365 
 
n = 946/3.365 
 
n = 281 
 
10% Attrition rate = 28 = 281 + 28 = 309 
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Inclusion Criteria  
Adult hypertensive patients aged 18 and above attending the outpatient department of 
both hospitals stated. 

 
Exclusion Criteria  
All hypertensive patients below the age of 18 years. 
 
 
Sampling Technique 
 
The researchers used the convenient sampling technique in selecting the respondents 
to participate in the study. 

 
Instrument for Data Collection 
 
The instrument for the research was a self-structured close-ended questionnaire. It 
consisted of three sections. 
 
• Section A: consisted of six demographic data items regarding participants.  
• Section B: consisted of eight close-ended knowledge items. The knowledge was 

classified as poor (1–3), good (4–6) and very good (6–8). 
• Section C: consisted of eight items on compliance with hypertensive therapeutic 

regimen medication using a four-point Likert scale. Compliance was classified as 
poor compliance and good compliance. 

 
 
Validity 
 
The validity of the instrument was ensured as it was structured by the researchers in 
relation with the research topic and the project supervisor was consulted to scrutinise 
the questionnaire. Due corrections were made before it was distributed. The 
questionnaire measured what it was supposed to measure and this ensured its validity. 
 
 
Reliability 
 
The reliability of the instrument was ensured by conducting a pretest study using patients 
with similar characteristics from another hospital. Ten questionnaires were administered 
initially and after one week another ten questionnaires were administered. The reliability 
was analysed using the product moment correlation coefficient and a value of 0.88 was 
achieved, which shows that the instrument was reliable for use in the study. 
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Ethical Consideration 
 
Ethical clearance with number ADM/E22/A/VOL VII/1455 was obtained from the 
ethical and research committee of the UBTH, Benin City, after a thorough review of 
the research proposal by the ethics committee. Informed consent was obtained from 
the respondents before proceeding with the study and confidentiality was held in high 
esteem. 
 
 
Data Collection 
 
Two research assistants, a male nurse and a female nurse from the outpatient 
department of each of the selected hospitals were recruited for the study. The research 
assistants were trained by the principal researcher on how to administer the 
instrument. The data were collected each day in the morning. The questionnaires were 
left with the patients for a few minutes and then collected. 
 
 
Method of Data Analysis 
 
Data were analysed using descriptive statistics. The researchers used the Statistical 
Package for Social Sciences (SPSS) version 21.0. 

 

Results 
 
Table 2 gives the socio-demographic characteristics of the respondents. 
 
Table 2: Socio-demographic characteristics of respondents  
Variable Frequency Percentage 

   

Age   
   

1–20 years 33 11.0 
   

21–40 years 95 31.7 
   

41–60 years 94 31.3 
   

61–80 years 66 22.0 
   

81 years and above 12 4.0 
   

Mean ± SD 45.75 ± 18.42  
   

Gender   
   

Male 138 46.0 
   

Female 162 54.0 
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Marital status   

   

Married 161 53.7 
   

Single 94 31.3 
   

Divorced 14 4.7 
   

Widowed 24 8.0 
   

Separated 7 2.3 
   

Level of education   
   

Primary 1 0.3 
   

Secondary 22 7.3 
   

Tertiary 260 86.7 
   

No formal education 17 5.7 
   

Occupation   
   

Government employee 148 49.3 
   

Non-government employee 28 9.3 
   

Self-employed 54 18.0 
   

Student 57 19.0 
   

Unemployed 13 4.3 
   

Lifestyle changes   
   

Yes 68 22.7 
   

No 232 77.3 
   

Monthly income (naira)   
   

Below 10 000 72 24.0 
   

10 000–30 000 41 13.7 
   

30 000–50 000 50 16.7 
   

50 000–100 000 81 27.0 
   

100 000 and above 56 18.7 
   

 
 
Table 2 shows that the majority 95 (31.7%) of the respondents are between the ages of 21 
to 40 with a mean age of 45.75 ± 18.42. The majority 162 (54.0%) of the respondents are 
female, and 161 (53.7%) of the respondents are married. A total of 260 (86.7%) of the 
respondents have tertiary education, 148 (49.3%) are civil servants, 57 (19.0%) are 
students and 13 (4.3%) of the respondents are unemployed. A total of 81 (27.0%) of the 
respondents have a monthly income of between 50 000 and 100 000 naira, followed 
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by 72 (24.0) who have a monthly income below 10 000 naira, and 41 (13.7%) with a 
monthly income of between 10 000 and 30 000 naira. 

 
Objective 1  
Assess the level of knowledge on hypertension among hypertensive patients attending 
the outpatient department of the selected hospitals. 
 
Table 3a: General knowledge of hypertension by respondents  
Item Variable Yes No  Mean SD 

       

1 
High blood pressure means the same 284 (94.7%) 16 (5.3%) 1.05 0.225 
as hypertension      

      
       

2 
High blood pressure usually comes 277 (92.3%) 23 (7.7%) 1.08 0.267 
with symptoms      

      
       

3 
High blood pressure can cause 286 (95.3%) 14 (4.7%) 1.05 0.211 
strokes      

      
      

4 
High blood pressure can cause 141 (47.0%) 159 (53.0%) 1.53 0.500 
kidney problems      

      
       

5 
High blood pressure can cause heart 268 (89.3%) 32 (10.7%) 1.11 0.309 
attacks      

      
      

6 
High blood pressure can cause 107 (35.7%) 193 (64.3%) 1.64 0.480 
blindness      

      
      

7 
High blood pressure can cause 56 (18.7%) 244 (81.3%) 1.81 0.390 
asthma      

      
       

8 
High blood pressure can be 283 (94.3%) 17 (5.7%) 1.06 0.232 
controlled with medicine      

      
      

9 High blood pressure cannot be cured 136 (45.3%) 164 (54.7%) 1.55 0.499 
       

10 Stress is a cause of hypertension 275 (91.7%) 25 (8.3%) 1.08 0.277 
       

11 
A person with high blood pressure 252 (84.0%) 48 (16.0%) 1.16 0.367 
should eat less salt      

      
       

12 
A person with high blood pressure 271 (90.3%) 29 (9.7%) 1.10 0.296 
should eat more fruit and vegetables      

      
      

 Eating more fruits and vegetables 150 (50.0%) 150 (50.0%) 1.50 0.501 
13 helps to reduce a person’s blood      

 pressure      
      

14 
Exercise can help lower a person’s 149 (49.7%) 151 (50.3%) 1.50 0.501 
blood pressure      

      
       

 
Table 3a shows the general knowledge of the respondents concerning hypertension. 
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Table 3b: Level of knowledge on hypertension of respondents  
Variable Score Frequency Percentage 

    

General knowledge    
    

Poor knowledge 1–5 4 1.3 
    

Average knowledge 6–9 174 58.0 
    

Good knowledge 10–14 122 40.7 
    

UBTH    
    

Poor knowledge 1–5 2 1.4 
    

Average knowledge 6–9 82 57.7 
    

Good knowledge 10–14 58 40.8 
    

Central Hospital Benin City    
    

Poor knowledge 1–5 2 1.3 
    

Average knowledge 6–9 92 58.0 
    

Good knowledge 10–14 64 40.5 
    

 
Table 3b shows the level of knowledge on hypertension of the respondents. A total of 
4 (1.3%) respondents had poor knowledge, 174 (58.0%) had average knowledge and 
122 (40.7%) had good knowledge. A similar trend was followed by the UBTH with 2 
(1.4%) respondents with poor knowledge, 82 (57.7%) with average knowledge and 58 
(40.8%) with good knowledge, and Central Hospital Benin City with 2 (1.3%) 
respondents with poor knowledge, 92 (58.0%) with average knowledge and 64 
(40.5%) with good knowledge. 
 
 
Objective 2  
Determine the level of compliance with therapeutic regimens among the respondents 
attending the outpatient department of the selected hospitals in Benin City. 
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Table 4:  General level of compliance with therapeutic regimens by respondents  
 Variable SD D A SA Mean Std. Remark* 
       D  
         

1 I feel I should not 50 145 39 66 2.40 1.009 Non- 
 take my blood (16.7) (48.3) (13.0) (22.0)   compliance 
 pressure medication        
 according to the        
 doctor’s prescription        
         

2 I don’t always take 30 156 58 56 2.47 0.908 Non- 
 my medicines (10) (52.0) (19.3) (18.7)   compliance 
 because I always        
 forget to take them        
         

3 I don’t always take 36 141 65 58 2.48 0.938 Non- 
 my medicines (12.0) (47.0) (21.7) (19.3)   compliance 
 because I get tired        
 of taking them        
         

4 There is no need 40 151 54 55 2.41 0.937 Non- 
 to go for check-up (13.3) (50.3) (18.0) (18.3)   compliance 
 when you don’t have        
 any symptoms        
         

5 I can’t do without 45 143 67 45 2.37 0.915 Non- 
 putting a lot of salt in (15.0) (47.7) (22.3) (15.0)   compliance 
 my food because it’s        
 good for my health        
         

6 They said I should 36 149 68 47 2.42 0.894 Non- 
 be eating fruits and (12.0) (49.7) (22.7) (15.7)   compliance 
 vegetables and stay        
 away from food that        
 contains fat, I am not        
 sure I can do that        
         

7 I don’t take some of 52 150 70 28 2.25 0.849 Non- 
 the drugs because I (17.3) (50.0) (23.3) (9.3)   compliance 
 don’t need them        
         

8 It’s always good to 53 81 57 109 2.74 1.130 Compliance 
 take your medicine (17.7) (27.0) (19.0) (36.3)    
 only when your        
 blood pressure is        
 very high        
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9 It’s good to add 54 138 56 52 2.35 0.969 Non- 

 some herbal (18.0) (46.0) (18.7) (17.3)   compliance 
 medicine to the        
 one the doctor        
 prescribed for it to        
 work        
         

10 The period I take 40 147 68 45 2.39 0.899 Non- 
 my blood pressure (13.3) (49.0) (22.7) (15.0)   compliance 
 medication is too        
 long so I have        
 stopped taking it        
         

 
* 2.5 and above = compliance; 2.49 and below = non-compliance 
 
 
Table 4 shows the general level of compliance with antihypertensive drugs as given 
verbatim by respondents. From the analysis, it is revealed that only in item 8, 2.74 ± 
1.130 was found compliant. All other items showed non-compliance values. The ratio 
is 9:1 compliance to non-compliance, which means that 270 (90%) of the respondents 
are non-compliant with treatment regimens. 
 
 
Hypothesis 1  
There is no significant relationship between the level of compliance with hypertension 
therapeutic regimens and the socio-demographic data such as educational status and 
economic status. 
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Table 5a:  Respondents’ level of education and compliance with therapeutic regimens  
  

Re- 
Level of education     

 

Variable 
    

Total χ2 
    

No formal  sponse* Primary Secondary Tertiary 
      education   

1 I feel I 
C 

1 (100) 18 (81.8) 168 8 (47.1) 195  
 should   (64.6)    
       
 

not take 
       

  0 (0.0) 4 (18.2) 92 (35.4) 9 (52.9) 105  
 my blood   
        

 pressure       
0.127  medication       

 according NC       
 to the        
 doctor’s        
 pre-        
 scription        
         

2 I don’t 
C 

1 (100) 12 (54.5) 164 9 (52.9) 186  
 always   (63.1)    
       
 

take my 
       

  0 (0.0) 10 (45.5) 96 (36.9) 8 (47.1) 114  
 medicines  

0.604        

 because       
 

NC 
      

 I always       
 forget to        
 take them        
         

3 There is no C 1 (100) 12 (54.5) 167 11 (64.7) 191  
 need to go    (64.2)    
 for check-        

  0 (0.0) 10 (45.5) 93 (35.8) 6 (35.3) 109  
 up when  0.704        

 you don’t NC       
 have any        
 symptoms        
         

4 I can’t do 
C 

0 (0.0) 12 (54.5) 169 7 (41.2) 188  
 without   (65.0)    
       
 

putting a 
       

  1 (100) 10 (45.5) 91 (35.0) 10 (58.8) 112  
 lot of salt   
       

0.100  in my food       
 because NC       
 it’s good        
 for my        
 health        
         

5 I don’t take C 0 (0.0) 16 (72.7) 176 10 (58.8) 202  
 some of    (67.7)    
 the drugs        

  1 (100) 6 (27.3) 84 (32.3) 7 (41.2) 98 0.403  because I  
 

NC 
      

 don’t need       
 them        
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6 It’s always 
C 

1 (100) 12 (54.5) 110 11 (64.7) 134  
 good to   (42.3)    
       
 take your        

  0 (0.0) 10 (45.5) 150 6 (35.3) 166  
 medicine   
    (57.7)   0.141  only when      
 

NC 
      

 your blood       
 pressure is        
 very high        
         

7 The period C 0 (0.0) 12 (54.5) 164 11 (64.7) 187  
 I take my    (63.1)    
 blood        

  1 (100) 10 (45.5) 96 (36.9) 6 (35.3) 113  
 pressure   
       

0.508  medication       
 is too long NC       
 so I have        
 stopped        
 taking it        
         

 
*N = compliance; NC = non-compliance 

 
Table 5a shows the relationship of the level of education and compliance with 
treatment regimens as given verbatim by the respondents. The level of education was 
found not to have a significant relationship with the level of compliance with 
treatment regimens at (χ2 = 0.127; 0.604; 0.704; 0.100; 0.403; 0.141; and 0.508 > p = 
0.05) respectively for all items. 
 
Table 5b: Respondents’ economic status and compliance with therapeutic regimens  
 

Variable 
Re- Income    Total χ2 

  

10 000– 30 000– 50 000– 
   

 sponse* 
<10 000 >100 000 

  
  

30 000 50 000 100 000 
  

     

1 I feel I C 60 (83.3) 30 (73.2) 34 (68.0) 45 (55.6) 26 (46.4) 195  
 

should 
        

  12 (16.7) 11 (26.8) 16 (32.0) 36 (44.4) 30 (53.6) 105  
 not take   
         

 my blood         
 pressure         
 medi-        

0.000  cation 
NC 

      
        

 according        
 to the         
 doctor’s         
 pre-         
 scription         
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2 I don’t C 49 (68.1) 22 (53.7) 35 (70.0) 54 (66.7) 26 (46.4) 186  
 

always 
        

  23 (31.9) 19 (46.3) 15 (30.0) 27 (33.3) 30 (53.6) 114  
 take my   
         

 medicines        
0.037  because NC       

        

 I always         
 forget to         
 take them         
          

3 I don’t C 55 (76.4) 20 (48.8) 26 (52.0) 52 (64.2) 24 (42.9) 177  
 

always 
        

  17 (23.6) 21 (51.2) 24 (48.0) 29 (35.8) 32 (57.1) 123  
 take my   
         

 medicines        
0.001  because 

NC 
      

        

 I get tired        
 of taking         
 them         
          

4 There is C 52 (72.2) 20 (48.8) 38 (76.0) 43 (53.1) 38 (67.9) 191  
 

no need 
        

  20 (27.8) 21 (51.2) 12 (24.0) 38 (46.9) 18 (32.1) 109  
 to go for   
         

 check-        
0.008  up when NC       

        

 you don’t         
 have any         
 symptoms         
          

5 I can’t do C 49 (68.1) 24 (58.5) 24 (48.0) 61 (75.3) 30 (53.6) 188  
 

without 
        

  23 (31.9) 17 (41.5) 26 (52.0) 20 (24.7) 26 (46.4) 112  
 putting a   
         

 lot of salt        
0.010  in my food NC       

 because         
 it’s good         
 for my         
 health         
          

6 They said C 59 (81.9) 29 (70.7) 21 (42.0) 50 (61.7) 26 (46.4) 185  
 

I should 
        

  13 (18.1) 12 (29.3) 29 (58.0) 31 (38.3) 30 (53.6) 115  
 be eating   
         

 fruits and         
 vege-         
 tables         
 and stay        

0.000  away from NC       
        

 food that         
 contains         
 fat, I am         
 not sure         
 I can do         
 that         
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7 It’s always C 19 (26.4) 19 (46.3) 24 (48.0) 34 (42.0) 38 (67.9) 134  
 

good to 
        

  53 (73.6) 22 (53.7) 26 (52.0) 47 (58.0) 18 (32.1) 166  
 take your   
         

 medicine        
0.000  only when 

NC 
      

 your blood        
 pressure         
 is very         
 high         
           
*N = compliance; NC = non-compliance 

 
The monthly income of the respondents was found to have a positive relationship with 
the items in Table 5b. The monthly income was found to have a significant 
relationship with compliance with treatment regimens at (χ2 = 0.000, 0.037, 0.001, 
0.008, 0.010, 0.000 and 0.000; < p = 0.05) respectively. 
 
 
Hypothesis 2  
There is no significant difference in the level of compliance with hypertensive 
therapeutic regimens among patients in the selected hospitals. 

 
Table 6: Difference in level of compliance between respondents of the UBTH and 
 Central Hospital      
        

Variable  Hospital Mean SD F Sig. t 
Compliance UBTH 2.3690 0.11723 

0.072 0.791 1.868      

  
Central Hospital 2.4850 0.15750      

        

 
 
Table 6 shows the difference in the level of compliance with antihypertensive drugs 
between respondents in the UBTH and Central Hospital. The result shows that there is 
no difference in the level of compliance between the two hospitals (Sig. = 0.791). 
 
 
Hypothesis 3  
There is no significant difference in the knowledge of hypertension among patients 
attending the outpatient departments of the selected hospitals. 
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Table 7: Difference in knowledge of hypertension between respondents of UBTH 
 and Central Hospital     
        

Variable  Hospital Mean SD F Sig. t 
Knowledge  UBTH 2.39 0.519 

0.022 0.883 0.033      

  
Central Hospital 2.39 0.515      

        

 
 
Table 7 shows the difference in the knowledge of hypertension between respondents 
in the UBTH and Central hospital. The result shows that there is no difference in the 
knowledge of hypertension between the two hospitals (Sig. = 0.883). 
 
 
Hypothesis 4  
There is no significant relationship between compliance and lifestyle modification 
among the respondents in the selected hospitals. 

 
Table 8: Relationship between level of compliance with therapeutic regimens and  

the lifestyle modification of respondents  
 

Variables Response 
Lifestyle Changes 

Total χ2  
Yes No      

1 I feel I should not take my Compliant 46 (67.6) 149 (64.2) 195  
 

blood pressure medication 
     

 Non-compliant 22 (32.4) 83 (35.8) 105 0.603  according to the doctor’s       

 prescription      
       

2 I don’t always take my Compliant 35 (51.5) 151 (65.1) 186  
 

medicines because I always 
    

0.042  Non-compliant 33 (48.5) 81 (34.9) 114  forget to take them  
      
       

3 I don’t always take my Compliant 36 (52.9) 141 (60.8) 177  
 

medicines because I get tired 
    

0.248  Non-compliant 32 (47.1) 91 (39.2) 123 
 of taking them      

4 There is no need to go for Compliant 39 (57.4) 152 (65.5) 191  
 

check-up when you don’t 
    

0.218  Non-compliant 29 (42.6) 80 (34.5) 109  have any symptoms  
      
       

5 I can’t do without putting a Compliant 34 (50.0) 154 (66.4) 188  
 

lot of salt in my food because 
    

0.014  Non-compliant 34 (50.0) 78 (33.6) 112 
 it’s good for my health      

6 They said I should be eating Compliant 28 (41.2) 157 (67.7) 185  
 

fruits and vegetables and 
     

 Non-compliant 40 (58.8) 75 (32.3) 115 0.000*  stay away from food that      

 contains fat, I am not sure I      
 can do that      
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7 I don’t take some of the Compliant 46 (67.6) 156 (67.2) 202  

 

drugs because I don’t need 
    

0.950  Non-compliant 22 (32.4) 76 (32.8) 98  them  
      
       

8 It’s always good to take your Compliant 34 (50.0) 100 (43.1) 134  
 

medicine only when your 
    

0.314  Non-compliant 34 (50.0) 132 (56.9) 166  blood pressure is very high  
      
       

9 It’s good to add some herbal Compliant 39 (57.4) 153 (65.9) 192  
 

medicine to the one the 
     

 Non-compliant 29 (42.6) 79 (34.1) 108 0.194  doctor prescribed for it to       

 work      
       

10 The period I take my blood Compliant 31 (45.6) 156 (67.2) 187  
 

pressure medication is too 
     

 Non-compliant 37 (54.4) 76 (32.8) 113 0.001  long so I have stopped taking       

 it      
       

* Sig. at 0.001      
 
Table 8 shows the relationship between the level of compliance with antihypertensive 
treatment regimens and changes in lifestyle. Items 2, 5, 6 and 10 were found to have a 
significant relationship with lifestyle changes at (χ2 = 0.042, 0.014., 0.000 and 0.001;  
< p = 0.05). There were no significant relationships in items 1, 3, 4, 7, 8 and 9 with 
lifestyle changes at (χ2 = 0.603, 0.248, 0.218, 0.950, 0.314 and 0.194; > p = 0.05). 
This suggest a ratio of 4:6, which means that in 120 (40%) of the respondents there is 
a significant relationship between the level of compliance with antihypertensive 
treatment regimens and lifestyle changes, while in 180 (60%) there is no significant 
relationship in the level of compliance with treatment regimens and lifestyle changes. 
 
 
Discussion of Findings 
 
The study was conducted to assess the level of compliance of hypertensive patients with 
antihypertensive treatment regimens. Findings from the study show that 162 (54.0%) of 
the respondents are female while 138 (46.0%) were male. The study revealed the mean 
age of the respondents as 45.75 ± 18.42 years and 95 (31.7%) are between the ages of 21 
to 24, which is the highest. The majority, 148 (49.3%), of the respondents are civil 
servants (government employees), 232 (77.3%) do not observe any lifestyle change, and 
only 81 (27.0%) had a monthly income of between 50 000–100 000 naira.  
The percentage of male to female of respondents that participated in this study is similar to 
the finding of a study by Nnodimele, Olanrewaju and Akinbolajo (2010, 144–46) in Ogun 
state, who reported 56 (54.4%) male respondents and 47 (45.6%) female respondents, 
however, the mean age is far younger compared with the mean age of 62.2 ± 12.19 years 
of respondents who participated in the study. Okwuonu et al. (2015, 6–11) in a study in 
southern Nigeria also reported similar findings of 143 (56.7%) male respondents and 
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109 (43.3%) female respondents with a mean age of 56.6 ± 12.7 years. However, the 
findings of Iloh et al. (2013) in a study in Umuahia, Abia State, Nigeria, as reported 
are similar to the age range of 32 to 83 years and a mean age of 52 ± 7.4 years, but 
differs in the gender of respondents which recorded fewer male respondents; 56 
(40.0%) male respondents and 84 (60.0%) female respondents.  
This study revealed that the majority of the respondents, 58.0 per cent, had average 
knowledge, 40.7 per cent had good knowledge, and 1.3 per cent had poor knowledge 
of hypertension. This is in line with the study of Akoko et al. (2017) in Cameroon, 
who, in their study, reported the majority of the respondents with average knowledge 
of hypertension (53.4%), while those with poor knowledge were 42.6 per cent and 
those with adequate knowledge were 14.0 per cent. On the other hand, this study is in 
contrast with the study by Mugwano et al. (2016) in Kampala, Uganda who revealed 
that the majority of the patients had poor knowledge with only 17 per cent having 
good knowledge. Also reporting poor knowledge was Amonov et al. (2014, 255) in 
Uzbekistan who showed that overall, only 10.0 per cent of patients had good 
knowledge, 54.6 per cent had adequate knowledge, and 35.5 per cent had inadequate 
knowledge of hypertension. This is probably owing to the level of education and the 
rate at which awareness is being created through cinemas, hand bills, posts, and 
advertisements in this part of the country, especially in Benin City. 
 
This study found a relationship between the knowledge of hypertension and demographic 
characteristics of the respondents such as the age of respondents (p = 0.000), marital status 
(p = 0.000), occupation (p = 0.002), lifestyle changes (p = 0.022), and monthly income (p 
= 0.004). Similar findings were also reported by Chiazor and Oparah (2012), on the 
relationship between knowledge and gender of (p < 0.0001), marital status (p = 0.0003), 
the level of income (p = 0.0001), and the level of education (p = 0.0001). 
 
The study revealed poor compliance of the respondents in both hospitals; the majority of 
the respondents 270 (90%) are not compliant with treatment regimens. This is in line with 
the study of Okwuonu et al. (2015) which revealed that the majority (52%) of the 
respondents had poor compliance with their medication. Collaborating the findings further 
is Iloh et al. (2013) in a study in Umuahia, Abia State, eastern Nigeria, who reported that 
60 (42.9%) out of 140 patients were adherent, while 80 (57.1%) were not adherent. Of the 
49 patients who had good control of blood pressure, 45 (91.8%) were adherent while 4 
(8.2%) were not adherent. Control of blood pressure was significantly higher in those that 
adhered to antihypertensive medication compared with non-adhering patients. Similarly, 
Boima et al. (2015, 41) in a study in Ghana and Nigeria revealed that non-adherence to 
medications was present in 66.7 per cent of the participants; Port Harcourt had the highest 
prevalence of medication non-adherence (95.9%), while Ibadan had the lowest (45.1%). 
Furthermore, Okwuonu et al. (2015, 5), in a study in a semi-urban community of southern 
Nigeria revealed that only 31.8 per cent of the respondents were adherent to prescribed 
medications. 
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However, Nnodimele, Olanrewaju and Akinbolajo (2010, 144–48) in a study in Ogun 
state, Nigeria, reported a good level of compliance, using a 42-point aggregate scale 
measuring adherence to treatment, the participants scored a mean of 29.12 ± 5.70 (95% 
CI: 28.01 to 30.22). The adherence rate in this study translates to 69.3 per cent. Findings 
from another study that also differ from the findings of this index study are those of a 
study by Kabir et al. (2014, 16–19) in Kano which showed that 54.2 per cent of 
respondents had good compliance with treatment whereas the remaining 45.8 per cent had 
poor compliance. Furthermore, similar contrasting findings were also reported by Bello 
(2012) in a study in Ilorin, Kwara State, which revealed that 123 (67.7%) of the patients 
adhered strictly to their medications while only 44 (32.3%) were poor adherents.  
A significant relationship was found between the level of compliance with treatment 
regimens and the level of education at (χ2 = 0.127; 0.604; 0.704; 0.100; 0.403; 0.141; and 
0.508; > p = 0.05) for all items. Similarly, the monthly income was found to have a 
significant relationship with compliance with treatment regimens at (χ2 = 0.000, 0.037, 
0.001, 0.008, 0.010, 0.000 and 0.000; < p = 0.05). This study is in line with a study by 
Akintunde and Akintunde (2015, 125) which revealed that respondents who were adherent 
to treatment were likely older, had a higher level of education and a higher average 
monthly income with a frequency of 23.9 per cent, 39.5 per cent, and 3.8 per cent 
respectively. This implies that the more educated and economically buoyant these 
respondents are the more they comply with their treatment regimens. This stressed the 
importance of education and financial empowerment among hypertensive patients. Further 
findings show there is no significant difference in the level of compliance between the two 
hospitals (Sig. = 0.791), also there is no significant difference in the knowledge of 
hypertension between the two hospitals (Sig. = 0.883). A significant relationship with 
lifestyle changes and compliance was only found in 120 (40%) of the respondents at (χ2 = 
0.042, 0.014, 0.000 and 0.001; < p=0.05), while there was no significant relationship 
between compliance and lifestyle changes in 180 (60%) of the respondents at (χ2 = 0.603, 
0.248, 0.218, 0.950, 0.314 and 0.194; > p = 0.05). 
 
 
Nursing Implication 
 
Owing to the important role nurses play in the provision of healthcare, they are in the 
best position to educate and provide enlightenment interventions to these patients so 
as to enhance adherence to and compliance with antihypertensive treatment regimens, 
which include drugs, their lifestyle and diet, for a better management of the illness. 
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Conclusion 
 
The respondents have average knowledge of hypertension, but have poor compliance with 
their treatment regimens. There is therefore a need for active education programmes to 
encourage adherence to treatment regimens for proper control of hypertension. 

 

Recommendations 
 
Government should subsidise the cost of hypertensive drugs to make them affordable 
to patients. Government in conjunction with the health facility should ensure that the 
pharmacies of the government-owned hospitals are well stocked to reduce the burden 
of searching for prescribed medications in private pharmacies at exorbitant prices. 
Nurses and other healthcare professionals should regularly carry out sensitisation 
workshops on hypertension educating the populace on the cause, symptoms and 
complications of hypertension. 
 
 
Limitation of the Study 
 
This research was conducted in only two tertiary institutions in Edo State; more 
tertiary hospitals could have been included to allow for generalisation in Edo State. 
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