Introduction

Hypertension is the major cause of cardiovascular disease (CVD) morbidity and deaths
worldwide.? It accounts for about 45% of all cases of heart disease, and 51% of stroke related
deaths globally.?® Evidence suggest that CVDs are increasing in prevalence in sub Saharan Africa
(SSA),*® and hypertension has been pointed out as one of the leading risk factors of CVDs in
the region.® The prevalence of hypertension in SSA is also expected to lead to an increase in
hypertension complications.” The current prevalence of hypertension in SSA is already as high as
those observed in developed countries, especially in urban areas.® It is estimated that the
prevalence of hypertension in SSA would increase further mainly due to the absence of effective
preventive measures.®

Evidence suggests that hypertension rates in Ghana are among the highest in Africa with low rates
of awareness among people living with the condition.'® Although a number of studies have been
conducted on hypertension in Ghana, most of these have focused on its prevalence and associated
risk factors.!! Risk perceptions of developing hypertension especially in urban poor settings have
not been fully assessed in Ghana, even though urban poor residents are faced with a high burden
of non-communicable diseases.'? A recent study in three urban poor communities in the capital,
Accra recorded an overall hypertension prevalence of 28.3%.

Risk perceptions are important because to a large extent they control behavior and have a greater
influence on health outcomes such as hypertension, more than actual risk factors. Health behavior
theories such as the social cognitive theory and the health belief model indicate that a high
perceived risk of harm should motivate individuals to take action to reduce their risk.!416 If
individuals are unaware of the risky nature of their actions, motivation for change cannot take
place.t’

This paper aims to assess the risk perceptions of developing hypertension among lay healthy
individuals (undiagnosed with hypertension) and compare these risk perceptions to their actual
hypertension status (as measured). The study also aims to assess which modifiable risk factors
predict these risk perceptions.

Methods
Setting

The study was conducted in James Town, Ussher Town and Agbogbloshie; three urban poor
communities in Accra, Ghana. The major economic activities in these communities are fishing and
petty trading. There is easy access and availability to alcohol and cigarettes in these communities
because individuals who engage in petty trading stock them. The communities are also
characterized by high population density, poor housing structures and very limited spacing in-
between structures. The crowded nature of the settlements makes any form of recreational or
leisure-time physical activity difficult to achieve. James Town and Ussher Town are ancient and



native communities of the Ga-Dangme ethnic group. Agbogbloshie on the other hand is a migrant
and heterogeneous community.

Data /Sampling procedure

This study uses data from the urban poverty and health survey conducted by the Regional Institute
for Population Studies (RIPS). The communities were divided into enumeration areas (EAS);
proportionate to the size of the localities. In each EA, households were randomly chosen, and each
member in a sampled household between the ages of 15-59 responded to the questionnaire. The
data were collected using an interviewer-administered questionnaire. Respondents who answered
the questionnaire then had their blood pressure (BP) measurements taken by trained field
personnel. In total, a representative sample of 974 individuals were eligible to be interviewed out
of which 714 individuals had their BP measurements taken. Some respondents refused BP
measurements even though they responded to the individual questionnaire.

Exclusion criteria

Individuals who self-reported a prior diagnosis of hypertension by a medical professional, those
on antihypertensive medication, pregnant women and women who had given birth in the last six
months preceding the study were excluded from the sample.

Inclusion criteria

Respondents who had not self-reported a prior diagnosis of hypertension aged 15 to 59 (males)
and 15 to 49 (females) made up the sample. 617 individuals made up the analytic sample for this
study.

Measurement

Respondents were asked what they thought their chances or risk of developing hypertension was.
Risk perceptions were therefore categorized as no risk and some risk (low or high). BP was
measured on the seated participant’s arm after a five to ten minute rest using a validated automated
BP monitoring device.*® Three measurements were taken at 1 to 2 minute intervals.'® The average
of the three readings was used for the analysis. Hypertension was then defined as a BP reading of
>140/90 mmHg. Physical activity was categorized as >3 days and <3 days in a week of moderate-
intense household activity. Alcohol consumption was classified into non-drinkers, occasional
drinkers and regular drinkers based on the pattern of consumption. Smoking was measured based
on current smoking status and was categorized as currently smokes and currently not smoking.
Body mass index (BMI) was calculated as weight (kg) divided by standing height (m?) and grouped
as normal, overweight and obese.

Data analysis



Results were expressed as percentages or mean + standard deviation (for continuous variables).
Bivariate comparisons were performed using cross tabulation to establish a relationship between
perceived risk and actual hypertension status. A binary logistic regression was used to assess
factors that predict risk perceptions (‘some risk’); adjusting for sex, place of residence and age.
All statistical analyses were performed using SPSS 21 for Windows (© Copyright IBM
Corporation and other(s) 1989, 2012).

Results
Characteristics of respondents

More than half (55.8%) of the respondents in the study were females. The sample had a mean age
of almost 32 years; a mean systolic BP of 122 mmHg and a mean diastolic BP of 77 mmHg. More
than one-thirds of the respondents were either overweight or obese. Respondents who were current
smokers and those who consumed alcohol regularly made up less than 15% and 20% respectively
of the sample. Close to two-thirds of the respondents in the study indicated that they had no chance
of developing hypertension.

Perceived risk and hypertension status

Of the 617 respondents in the analytic sample, 131 were hypertensive per the BP measurements.
This gives an overall prevalence of 21.2% (95% Confidence Interval; 18.2-24.6); 25.3% and 18%
for males and females respectively. More than half (51.9%) of the 131 individuals who were
hypertensive were those who indicated they had no chance of developing hypertension. More
males (56.5%) than females (46.8%) were in this category. The association between self-assessed
risk of hypertension and actual hypertension status (per BP readings) was statistically significant
(p=0.02).

Factors related to risk perception

Results of the regression model indicates that occasional and regular consumption of alcohol, as
well as being obese predicted the perception of individuals with regard to assessing their chances
of becoming hypertensive at a point in time. Individuals in these categories were more likely to
perceive themselves to be at some risk of developing hypertension compared to non-drinkers (in
the case of alcohol consumption) and compared to normal and overweight individuals (in the case
of BMI status).

Discussion

The results suggests that there is a disconnect between perceived risk of hypertension and actual
hypertension status. In other words, majority of the individuals who self-assessed that they had no
chance of having hypertension, were in fact hypertensive (using the average of their three BP
measurements). Such individuals are susceptible to hypertension related morbidity or
complications. Hypertension by its nature shows little or no symptoms at all.?>?* As such, the
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adverse health outcomes of hypertension are compounded because such individuals do not
consider themselves to be at risk and may also not be aware of their BP status.?? This may increase
the likelihood of stroke, heart attack, kidney failure, rupture of blood vessels and cognitive
impairment.

References

1. He FJ, MacGregor GA. Blood pressure is the most important cause of death and disability in the world. Eur Heart J
Suppl. 2007; 9:B23-B28

2. World Health Organization. 2008-2013 Action plan for the global strategy for the prevention and control of non-
communicable diseases. 2009. http://www.who.int/nmh/actionplan-PC-NCD-2008.pdf. Accessed February 2014

3. World Health Organization. A Global Brief on Hypertension. Silent Killer, Global Health Crisis. Geneva: World Health
Organization; 2013

4. Awah PK, Kengne AP, Fezeu LLK and Mbanya J-C. Perceived risk factors of cardiovascular diseases and diabetes in
Cameroon. Health Educ Res. 2008; 23(4):612-20.

5. Beaglehole R., Yach D. Globalisation and the Prevention and Control of Non-Communicable Disease: The Neglected
Chronic Diseases of Adults. Lancet. 2003; 362:903-8

6. Murray CJ and Lopez AD. Mortality by cause for eight regions of the world: global burden of disease study Lancet 1997;
349: 1269-1276

7. Adebayo RA, Balogun MO, Adedoyin RA, Obashoro-John OA, Bisiriyu LA, Abiodun OO. Prevalence of hypertension
in three rural communities of Ife North Local Government Area of Osun State, South West Nigeria. Int J Gen Med. 2013;
6:863-8.

8. Vorster HH. The emergence of cardiovascular disease during urbanisation of Africans. Public Health Nutr. 2002; 5:239-
243.

9. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, 1zzo JL Jr, et al. The Seventh Report of the Joint National
Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure: the JNC 7 report. JAMA; 2003;
289:2560-2572.

10. Cappuccio FP, Micah FB, Emmett L, Kerry SM, Antwi S, Martin-Peprah R. et al. Prevalence, detection, management,
and control of hypertension in Ashanti, West Africa. Hypertension, 2004; 43:1017-102.

11. Bosu W. Epidemic of hypertension in Ghana: a systematic review. BMC Public Health 2010; 10: 418.e

12. Agyei-Mensah S and de-Graft Aikins A. Epidemiological Transition and the Double Burden of Disease in Accra, Ghana.
J Urban Health 2010; 87 (5): 879-897.

13. Awuah RB, Anarfi JK, Agyemang C, Ogedegbe G, de-Graft Aikins A. Prevalence, awareness, treatment and control of
hypertension in urban poor communities in Accra, Ghana. J Hypertens 2014 (In Press).

14. Weinstein ND. Testing four competing theories of health behavior. Health Psychol.1993; 12:324-333.

15. Conner M, Norman, P. Predicting Health Behavior: Research and Practice with Social Cognition Models. Philadelphia:
Open University Press, 1996.

16. Sutton SR: Social-psychological approaches to understanding addictive behavior: Attitude-behavior and decision-
making models. Brit J Addict.1987; 82:355-370

17. van der Pligt J: Perceived risk and vulnerability as predictors of precautionary behavior. British Journal of Health
Psychology.1998;2:1-14

18. Stergiou GS, Tzamouranis D, Protogerou A, Nasothimiou E, Kapralos C. Validation of the Microlife Watch BP Office
professional device for office blood pressure measurement according to the International protocol. Blood Press Monit 2008;
13(5): 299-303.

19. World Health Organization. WHO STEPS Surveillance Manual. Geneva, WHO, 2008.

20. Moore J. Hypertension: catching the silent killer. Nurse Pract. 2005; 30(10):16-8.

21. Sawicka K, Szczyrek M, Jastrzgbska I, Prasat M, Zwolak A, Daniluk J. Hypertension — The Silent Killer. JPCCR
2011;5(2): 43-46

22. Mendis S. Hypertension: a silent contributor to the global cardiovascular epidemic. Regional Health Forum .2013; 17(1).


http://www.who.int/nmh/actionplan-PC-NCD-2008.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17897932
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Adebayo%20RA%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Balogun%20MO%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Adedoyin%20RA%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Obashoro-John%20OA%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Bisiriyu%20LA%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed?term=Abiodun%20OO%5BAuthor%5D&cauthor=true&cauthor_uid=24348064
http://www-ncbi-nlm-nih-gov.ezaccess.libraries.psu.edu/pubmed/24348064
http://www.ncbi.nlm.nih.gov/pubmed?term=Moore%20J%5BAuthor%5D&cauthor=true&cauthor_uid=16217418
http://www.ncbi.nlm.nih.gov/pubmed/16217418

