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INTRODUCTION 

Hypertension is an overwhelming global 

challenge estimated to cause 7.5 million death, 

which is about 12.8% of all deaths.
1
 The emerging 

pandemic of non-communicable diseases (NCDs) 

is creating major health challenges worldwide. Of 

the 56 million global deaths in 2012, 38 million 

(68%) were attributed to NCDs, with almost three 

quarters (74%) of these deaths occurring in low 

and middle income countries.
2
 Indeed, it is 

estimated that up to three-quarters of the world's 

hypertensive population will be in economically 

developing countries by the year 2025.
3,4

 Nigeria, 

like most other developing countries is 

undergoing epidemiological transition and faces 

the double burden of communicable and non-

communicable diseases.
3,4 

Of the latter, 

hypertension is one of the most important 

treatable causes of morbidity and mortality
3
. 

                                  

It is  documented that uncontrolled blood pressure 

increases the risk of ischemic heart disease 3-to 4-

fold, 
5, 

 and the overall cardiovascular risk by 2-to 

3-fold.
1
 The incidence of stroke increases 

approximately 3-fold in patients with borderline 

hypertension and approximately 8-fold in those 

with definite hypertension.
1 

These will invariable 

have negative impact on the family.
 
The reported 

prevalence of hypertension varied around the 

world, with the lowest prevalence in rural India 

(3.4% in men and 6.8% in women) and the highest 

prevalence in Poland (68.9% in men and 72.5% in 

women).
6 

while the overall prevalence of 

hypertension in Nigeria ranges from 8%-46.4% 
7-9

 

Studies worldwide, including many from Nigeria 

indicates that despite the availability of safe  and 

effective medical therapy, over half of all 

hypertensive patients do not take any treatment 

and more than half of those on treatment have 

blood pressure over the 140/90mmHg threshold.
8,9 
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Good blood pressure control is important in the 

management of hypertension and prevention of 

complications. Good control however depends on 

dietary and life style modification; and proper 

adherence to medication.  Family dynamics are 

key factors in influencing the aforementioned. 

This review on family dynamics and blood 

pressure control in hypertensive was performed 

from a Family Medicine perspective, which 

defines the patient’s condition within the context 

of the people-oriented nurturing environment from 

which the patient emerged. 

The family remains the most basic relational unit 

and the most intimate social environment in our 

society.
10

 Numerous definitions abound, and vary 

from a group of intimates with a history and a 

future, to a nuclear family with father and/or 

mother and progeny, to all people living under the 

same roof and sharing physical or economic 

arrangements.
10

  Therefore, the primary function 

of family which is provision of nurturance and 

support for psychosocial growth and development 

of its member is paramount to successful 

treatment of hypertension. 

The family is the unit of care; it has great 

importance in effective management of diseases. 

It influences the causation of acute diseases and 

has a great impact on the rehabilitation of chronic 

disease patients. The family unit determines 

therapeutic success or failure (including 

medication adherence); it determines the degree of 

mental health and illness of its members and plays 

a critical role in preventive and wellness aspect of 

health care
10, 11 

To consider the family as a unit of care requires 

the Family Physician to look at the family 

dynamics as part of the causation of illness in the 

person or facilitating care. The family as a group 

generates, prevents, tolerates or corrects health 

problems within its membership. 

The family is the most frequent source of decision 

making about health and personal care for minor 

illness, long-term illness, pre- and post-hospital 

care. It is most often the family unit, not the 

individuals or the health professionals, that 

decides whether the individual should seek or use 

healthcare or not.
10

 The family is a primary health 

referring and referral source, and the cooperation 

of the family is often necessary in fulfilling 

medical treatment prescribed by a physician.
10,11

 

 

Objective 

To determine the influence of family dynamics in 

medication adherence among hypertensive 

patients in Federal Teaching Hospital, Ido-Ekiti.  

 

MATERIAL AND METHOD 

This was a descriptive cross-sectional hospital 

based study of the influence of family dynamics 

on adherence to antihypertensive therapy in 

hypertensive patients attending the general 

outpatient clinic of Federal Teaching Hospital 

(FTH), Ido-Ekiti, Ekiti State, in the south-west 

Nigeria. Hypertensive clinics run five days in a 

week in the clinic. The tertiary health institution is 

situated in a semi-urban settlement of Ido-Ekiti, 

for easy access of a large number of people from 

all over Ekiti State and its environs. The study 

was conducted over a period of four months.  

Consenting ambulatory hypertensive patients of 

age 18 years and above who have been  receiving 

prescribed antihypertensive medications at FTHI 

for at least a period of three months as at the time 

of the study were included. Pregnant patients were 

exluded (due to haemodynamic changes of 

pregnancy). 

Sample size was determined using the formula: 

N= Z
2
 P Q / D

2
   Where N= Sample size, Z= Level 

of confidence (the standard normal deviate set at 

1.96, which corresponds to the 95% confidence 

level. P= Prevalence (The proportion in the target 

population estimated to have a particular 

characteristic). Prevalence rate of 41.5% by 

Osamor PE et. al was used.  This was a prevalence 

rate of poor adherence to antihypertensive therapy 

got in their study in that was conducted in the 

Idikan community, Ibadan, a city in the 

southwestern Nigeria, as part of a larger 

community-based study of the sociological 

aspects of hypertension.
12   

Q=1- P,  D= Degree of 
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accuracy desired, set at 0.05, Therefore, n = 

(1.96)²(0.415) (0.585) / 0.05²  = 373. This was the 

minimum sample size. To cater for attrition 

assuming anticipated response was 90%, then n 

=373 /0.9 = 415, which was rounded up to 420. 

Sample size of 420 was used for this study. 

Systematic random sampling method was used to 

recruit the participants. Every second consenting 

patient was selected after selecting the first patient 

from two participants of the day through simple 

random sampling by picking yes or no on two 

folded pieces of paper. The consenting patient 

who chose yes served as the first sample for the 

day.  

The participants were recruited after written 

consent was taken, as they came for their routine 

medical check-up. The data collection tool was 

by: 

1). A semi-structured interviewer administered 

questionnaire:-The questionnaire was pilot-tested 

on 20 patients out of the study centre who were 

not included in the final study sample and proper 

adjustment was made. The questionnaire enquired 

information regarding patient socio-

demographics, family dynamics and Information 

was extracted from patients’ case notes on their 

prescribed drugs, dosages and their remaining 

pills were counted. To further increase the 

strength and consistency of the results, an 

adherence assessment tool- the 8-items Morisky 

Medication Adherence Scale (MMAS)
13 

was 

included. Those who scored 80% in both 

measures were considered as having good 

adherence. 

2). Perceived Social Support-Family Scale
14

 (PSS-

Fa) was used to assess the level of family and 

social support the patients had. 
 
PSS-Fa is a 20-

item validated measure of social support. 

Perceived family support is the degree to which 

one perceives how his or her needs for support are 

fulfilled by family. Subjects would respond “yes”, 

“no”, or “don’t know”, with each “yes” answer 

scoring +1. Any other response was scored zero. 

Items 2, 6, 7, 15, 18, and 20 in the questionnaire 

are reversely scored (a “no” response was scored 

as +1). Summated scores were used to arrive at a 

family support score. Possible ranges of scores 

were 0-20. Higher scores indicated higher level of 

perceived family support. (Scores equal to or 

greater than 11 points suggest strong family 

support, scores 7 -10 points suggest weak family 

support while scores equal or less than 6 points 

suggest no family support). The Perceived Social 

Support- Family Scale has been found to have 

good reliability and validity.
14

The original 

Perceived Social Support Scale has an alpha 

coefficient of 0.90 indicating that the scale has 

excellent internal consistency. The alpha for the 

PSS-Fa ranged from 0.88 to 0.91.
14 

The 

instrument was translated into Yoruba by a 

Yoruba-speaking linguistic professional who is 

experienced in health surveys. Precise idiomatic 

equivalents were employed as much as possible 

3) Blood pressure (BP) was measured twice, by 

the hospital staff nurse and the authors using 

mercury sphygmomanometers and stethoscopes. 

The patients were allowed to sit for 5-10 minutes 

before measuring BP
. 
A cuff with bladder that was 

12-13cm x 35cm and a larger one for fat arms was 

used at the upper two-third (2/3) of the arm. First 

appearance of sound was used for systolic and a 

phase 5 Korotkoff sound (disappearance of sound) 

was used to measure diastolic blood pressure 

(BP). The BP was measured in standing position 

in elderly subjects (greater than 65years) and 

diabetic patients to assess autonomic nervous 

system integrity.
 

Sphygmomanometer cuff was 

placed at heart level in the sitting and standing 

position of the patient. Blood pressure controls 

over the last two or three previous visits was 

checked in their case notes and documented. 

 Adherence percentage was determined using the 

formula.
15

  

No. of pills prescribed – No. of pills missed
*
 X 100    

No. of pills prescribed 

*Number of pills prescribed/missed was 

calculated for four weeks of medication. Intake of 

80% of the prescribed medication was taken as 

good adherence. 
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The data was analyzed using the Statistical 

Package for Social Sciences (SPSS) version 18. 

Discrete variables were presented using 

appropriate tables and charts. Test of significance 

was done using chi-square (χ
2
)
 

and t-test as 

appropriate. P-value was set at 95% confidence 

level. 

Ethical Clearance was obtained from the 

Hospital’s Ethical and Research Committee and 

written informed consent of each subject was 

obtained. 

 

RESULT 

SOCIODEMOGRAPHICS AND FAMILY 

DYNAMICS OF THE RESPONDENTS   

 A total of four hundred and twenty (420) 

hypertensive subjects attending Federal Teaching 

Hospital Ido-Ekiti were studied. Mean age of the 

respondents was 60.67 ± 13.85 years.          

Table 1 shows the age and gender distribution of 

study subjects. Three hundred and seven subjects 

representing 73.1% were 51years and above. One 

hundred and fifty-one males (36.0%) and 269 

(64.0%) females participated in the study, giving a 

male to female ratio was 1: 1.8. 

 

 

Table 2 below shows the Socio-demographic characteristics of the respondents. Many (37.9%) had only 

primary education and a larger proportion of participants belong to social class lV (49.0%).         
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In table 3, Family dynamics of the respondents 

showed that 290 (69.0%) of the respondents were 

married and were still with their husband, only 12 

(3.0%) subjects were single and 109 (26.0%) were 

widows. Two hundred and thirty one (55.0%) 

were in monogamous marriage, 177 (42.0%) were 

polygamy. Majority, 240 (57.1%), had 7 or more 

members in the family. Two hundred and seventy 

five subjects (65.5%) had their monthly family 

income greater than the minimum monthly salary 

wage in Nigeria.  Two hundred and eighty one 

subjects (66.9%) had good family support while 

139 (33.1) had poor family support (weak and no 

family support). 

LEVEL OF BLOOD PRESSURE CONTROL

 
Figure 1:  Level of Blood Pressure Control 

 

Blood pressure control and adherence to 

medications are as shown in figures 1 and 2. One 

hundred and seventy two (41.0%) of the study 

subjects has good blood pressure control while 

248 subjects (59.0%) did not have their blood 

pressure controlled below 140/90mmHg.  

Relationship of family dynamics and adherence to 

treatment is documented in table 4, marital status, 

type of marriage, family size were significant 

factors for adherence to antihypertensive drugs (p 

< 0.05), monogamy was a significant factor for 

adherence to antihypertensive drugs(p=0.000), 

having a family size between 2-6 gave a 

significantly better adherence to medication than 

being single or having more than 6 family 

members (p=0.016).      

Those who earn a fix income monthly, (either less 

than or more than 18,000 naira) had a significantly 

better adherence to their medications than those 

whose monthly earnings varied (p=0.000). 

Subjects who had strong family support had 

significant good adherence to antihypertensive 

medication (p=0.000). 

 

 

 

41% 
59% 

GOOD POOR 
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Fig 2: Blood pressure control and adherence to antihypertensive medications 

 

Figure two shows that a total of 180 (42.9%) 

participants had good adherence of which 134 

(74.4%) had good blood pressure control, while 

240 (57.1%) participants had poor adherence to 

medication of which 202(84.2%) had poor blood 

pressure contol. The χ
2
 = 146.12, p-value =0.000.  

Odd ratio is 15.4 (CI of 9.5 to 25.1) with risk ratio 

of 4.2 

 

DISCUSSION 

The stress and socioeconomic implications of 

treating a complicated hypertension is enormous 

on the family. Most of the complications arise as a 

result of poor adherence to antihypertensive 

medication; adherence is usually a reflection of 

the family dynamics of the patient.   

The mean age of the hypertensive patients in this 

study was 60.67 
+ 

13.85 years. This is similar to 

mean age of 60.0
+ 

12.0 obtained in a community-

based study of the sociological aspects of 

hypertension in Idikan community. Idikan is 

located in the indigenous part of the city of Ibadan 

in the same south west Nigeria, it is a densely-

populated urban community within Ibadan city, 

with a population of 7,883. 
12. 

However, this is 

higher than the mean age was 56.6 ± 13.2 years 

found in multicenter cross-sectional study where 

patients were recruited from four hospitals: Korle-

Bu Hospital, Ghana, and University of Port 

Harcourt Teaching Hospital, Apapa General 

Hospital Lagos, and University College Hospital 

Ibadan, Nigeria.
8
 The sites of their study are more 

0 
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urban and industrialised cities than Ido Ekiti 

where our study was carried out. Residents in 

rural and semi urban communities are less 

exposed to stress and pollutions which are known 

triggers of hypertension. Likewise, the mean age 

of the hypertensive patients in this study was 

similar when compared with what was reported 

among residents in USA 58.9 years
 16

 This may 

also be explained by the westernized lifestyle 

Nigerians are currently adapting.  

The age group distribution revealed a pattern of 

increasing numbers of subjects with age, with a 

maximum number (29%) at age group 51-60 

years. Almost three quarters, (73.1%) of the 

subjects were over the age of 50years. This is 

consistent with the fact that the prevalence of 

hypertension increases with age in most 

populations, and the prevalence is highest in 

individuals over the age of fifty. 
2, 17, 18

 

In many populations, there is a higher prevalence 

of hypertension in females than in males.
12, 

 This 

was corroborated by a slight female predominance 

in this study (male: female= 1:1.8). The difference 

in sex ratio of hypertensive patients has been 

associated with the differences in the relative 

frequency of obesity and physical activity among 

the sexes.
4, 12

  Nevertheless some studies reported 

higher prevalence of hypertension among male 
17, 

19
, while some other studies could not find any 

difference in prevalence of hypertension between 

the two sexes.
 2, 19  

Majority of the participants had only primary 

education (37.9%) and majority of them were in 

social class V (49.0%), this may be a reflection of 

the location of the study centre. Similar report was 

given by a study done among hypertensive 

patients in a community setting in the southwest 

of Nigeria.
12

   

The level of adherence (43.1%) recorded in this 

study is still unacceptably low. The level of good 

adherence found in this study is much lower than 

what was found in some parts of the country. 

Using the same methodology, a study done in the 

southeast Nigeria found good adherence in 70.7% 

of their respondents.
19

 The level of good 

adherence is generally low in different parts of 

developing countries.
20

  The same trend was seen 

in a multicenter study carried out in Nigeria and 

Ghana, where the combined level of adherence 

was found to be 33.3%, though varied greatly 

among the studied Hospitals.
8
 The probable 

reasons for the low level of adherence in this 

study is the low level of family support and low 

level of education among the studied population 

.Educational background and family support have 

been reported as a very important factor in 

medication adherence.
14

 

This study also shows that family dynamics 

(marital status, type of marriage, family size, 

family income and perceived family support) were 

significantly associated with adherence to 

antihypertensive drugs. Married subjects had 

statistically significant (p=0.031) good adherence 

compared to single, separated, divorced or 

widowed subjects. Subjects in monogamous 

marriage type were statistically (p <0.0001) more 

adherent than those in polygamous set up. Fifty 

percent (50.0%) of the subjects with 2 - 6 

members in the family had statistically significant 

(P=0.016) good adherence as compared to zero 

percent of single(unmarried) and 38.8% of 

subjects with 7 or more members. Having small 

family size place less financial burden on the 

family income, hence fund will be available to 

take care of the sick in the family. These findings 

are consistent with reports of some other 

studies.
21, 22

 Government in the recent time 

advocates for small family size in the NHIS by 

registering only four children per person under the 

scheme. Many studies on factors associated with 

adherence focussed on patient-related factors, 

health system-related factors, provider-related 

factors and medication-related factors, only a very 

few looked at adherence in relation to the family 

dynamics of the patients. The family is the unit of 

care; it has great importance in effective 

management of diseases. It influences the 

causation of acute diseases and has a great impact 

on the rehabilitation of chronic disease patients. 

The family unit determines therapeutic success or 
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failure (including medication adherence).
10, 11

 In 

Bangladesh and India, a study by WHO found that 

adherence was related to standard of living of 

people.
23

 When the family is not too large it is 

most likely the standard of living is good.  A non 

significant association existed between family 

income and medication adherence (p=0.09) in this 

study. This may be as a result of the classification 

of monthly earning into more or less than 

₦18,000.00 of Nigeria minimum monthly wage. 

Where a wider range is used a probable significant 

association may be found like in many others 

studies where significant positive association was 

found between income and adherence to 

medications.
19-23

  

There was a significant association between level 

of family support and medication adherence 

(p<0.001). Majority of subjects with weak or no 

family support (81.9%) had poor adherence, while 

55.3% of subjects with good adherence had strong 

family support. The effects of family support on 

the maintenance and promotion of health of 

individuals may be the possible reason. In a study 

done in Rajshahi Medical College Hospital 

(RMCH) and a private clinic in Rajshahi. 
24

 

Family support was associated with motivation on 

the part of the patient to take prescribed medicines 

and go to the physician. One-third were never 

asked by their family members to take medicines 

or visit their physician. Three-fifths had to depend 

on money from family for treatment. Eighty 

percent needed an accompanying person when 

seeking treatment.
24

 

The contexts of people’s lives determine their 

health, and so blaming individuals for having poor 

health or crediting them for good health is 

inappropriate. Individuals are unlikely to be able 

to directly control many of the determinants of 

health. These determinants or things that make 

people healthy or not include many factors of 

which family or social support is important. Social 

support networks inform of greater support from 

families, friends and communities is linked to 

better health.
25-27  

In conclusion, because barriers to medication 

adherence are complex and varied, solutions to 

improve adherence must be multifactorial, the 

finding from our study stresses the importance of 

functional family and strong family support as 

important factors influencing medication 

adherence among hypertensive patients. 

We therefore recommended based on the outcome 

of this study that family dynamics should be 

thoroughly verified in each of physicians’ 

consultation before prescribing medications so as 

to improve adherence to medications and each 

consultation should be used to advocate for strong 

family tie. 

Limitation: the information on level of adherence 

was obtained through self-report and pill-count, it 

is therefore possible that there will be reporting 

bias. One limitation to calculating adherence using 

this method is that it assumes that the number of 

pills absent was actually taken by the patients. In 

addition, this method may not be representative of 

long-term adherence patterns because patients 

may exhibit white-coat adherence, or improved 

medication-taking behavior in the 5 days before 

health care encounter. 
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