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ABSTRACT
BACKGROUND:  Essential hypertension, a non-communicable disease, is assuming an epidemic dimension, of the nature of a
communicable condition, with associated psychiatric comorbidity among the sufferers.

AIM: The aim of this study, therefore, was to determine the relationship between the severity of hypertension and psychiatric illness among
persons with essential bypertension attending the cardiovascular clinicin UPTH.

METHODOLOGY: I this comparative cross-sectional study, following ethical approval from the appropriate committee of the
hospital and informed consent from the participants, 360 subjects making up the study group(bypertension) were recruited based on the
study's inclusion and exclusion criteria. This was after —a pilot study. Severity of hypertension was determined using the Modern
Classification of Hypertension by the World Health Organization [ International Society of Hypertension grades 1 to 3 where grade 1
corresponds to mild hypertention and grade 3 corresponds fo severe hypertension.Subjects were further administered with the study's
instruments including the socio-demographic questionnaire, GHQ-12,  and WHO Composite International Diagnostic
Interview(WHO CIDI). The socio-demographic guestionnaire, and GHQ-12 were self-administered while the WHO CIDI was based
on interview by the researcher. The data were analyzed nsing the SPSS version 16 statistical package. Confidence interval was set at 95%
while P-value of less than 0.05 was considered statistically significant.

RESULTS: The study found a higher prevalence of psychiatric co-morbidity (52.2%) among the bhypertensives. Depressive illness had
the bighest prevalence of 106(39.4%), PLWHIV, 47 (29.4%). Also, severity of bypertension was significantly negatively correlated with
psychiatric co-morbidity persons with essential bypertension.

CONCLUSION: The findings in this study indicate that essential hypertension is a chronic debilitating illness associated with
psychiatric co-morbidity, and its severity was significantly associated with higher psychic distress as shown by GHQ-12 scores. The results
indicate that the management of hypertension  should include attention to their mental health and well beingof these patients in order to
enhance the guality of care.

KEY WORDS: ASSOCIATION, SEVERITY, ESSENTIAL HYPERTENSION, PSYCHIATRIC CO-
MORBIDITY, QUALITY OF LIFE, UPTH.

INTRODUCTION

Hypertension is defined as a persistent elevation in
blood pressure over an acceptable upper limit of
normal values of systolic and diastolic blood
pressures. Objectively, hypertension is blood
pressure persistently equal to or greater than
140/90mmHg . The systolic pressure is the pressure
at the peak of the heart's contraction while diastolic

blood pressure is that pressure when the heart
relaxes. Blood pressure varies from moment to
moment and has a diurnal variation, being highest at
10am and lowest at 3am. Hypertension may be of
unknown cause called essential hypertension or
hyperpiesia, or may have an underlying cause when
it is known as secondary hypertension.
Hypertension has been classified by the World
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Health Organization/International Society of
Hypertension into mild, moderate, severe and high
normal.

Hypertension is a chronic illness that have been
ranked among the top leading causes of year of life
lived with disability. In Nigeria, essential
hypertention has been found to have relatively high
prevalence of 10-15%’ increasing from 11.2% in
1990 to 27.9% in 2010 in rural communities in the
Niger Delta, and 44.3% in urban Lagos.” The high
rate of complications and mortality associated with
this chronic medical conditions has equally
generated enormous public health concern.”

In addition, patients with this condition need
extensive education, attitudinal change, coping and
healthy lifestyle including diet and exercise.” The
need for these adjustments are imperative
considering the immediate changes that usually
accompany the diagnoses of this conditions. They
include burden of the diseases, regular hospital
visits, complications arising from the primary
illness, and job adjustment.Due to all these ,
together with their direct effects on the central
nervous system(CNS)", no doubt, the patients
commonly present with varying degrees of
psychopathology ™. They can, either singly or in
association with other adverse psychosocial and
clinical factors, predispose to psychiatric disorders.

. . 812 .
Hypertension has a clear genetic component, ~ in
.. . 13,17,20,29,46
addition to adverse environmental factots,
Secondly, it is worthy of note that severe emotional
trauma can directly cause hypertension’ "
Furthermore, some of the medications employed
in the management of this condition have been
associated with inherent neuropsychiatric

complications, either as direct side effects,
from drug interactions with psychoactive
29-31 . .
substances” ', from multiple drug therapy or with
other concomitantly administered drugs for other

cormobid conditions.

Apart from the above aetiological links, a common

pathway — sympathetic pathway,””" seems to
mediate both essential hypertension and most
anxiety disorders. It is equally important to note
that baseline adverse psychosocial factors,
psychological distress or clearly identified
psychiatric conditions have been implicated as
predictors of hypertension """ In light of the
foregoing, there appears to be a bidirectional
relationship between associated psychiatric
disorders and these medical conditions. This
propensity to be associated with emotional
disturbances, with tendency to either predispose to
or co-morbid with psychiatric disorders, has further
increased the degree to which they affect the
psychological well-being and quality of life of the

1923IALETLIET e focus of medical

sufferers.
practice has always tended towards relieving
physical symptoms, in this case hypertension, which
often neglects the huge impact on the psychological
well-being, psychiatric co-morbidity and the overall
quality of life,
health consequences.

often occasioning monumental
19,23,39,57,72

The incidence may be on the increase as a result of
increasing urbanization and changing life styles in
the world. Hypertension is regarded a major public
health problem and itis an important threat to the
health of adults in sub-Saharan Africa =%,
Essential hypertension, a non-communicable
disease, is assuming an epidemic dimension, of the
nature of a communicable condition, with
associated psychiatric comorbidity in the
sufferers.Hypertension often requires long term
treatment.

There is a growing population of persons with essential
hypertension in Nigeria despite all efforts at increasing
education and awareness about them,” "™ to the
extent of attracting the attention of national and
international bodies.” WHO estimates that non
communicable diseases like hypertensive and other
heart diseases, stroke, depression and cancers will
increase by 60% by 2020, and are likely to triple in
Nigeria and other sub-Saharan African countries in the
next 50 years’According to the World Health Report,

non-communicable diseases accounted for 22% of the
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total deaths in the region in the year 2000; cardiovascular
diseases alone accounted for 9.2% of the total deaths,
killing even more than malaria. * Indeed, it has already
been projected that up to three quarters of the world's
hypertensive population will be in economically
developing countries by the year 2025.” With increased
prevalence rates and the resultant greater economic and
health burden, """

mostly due to its population size.

Nigeria will feel the impact

Cardiovascular diseases are known to cause a third
of all deaths in middle-income countries,”””
including Nigeria, with particular predisposition to
cardiovascular events like CHD, stroke, which are
mainly due to poor control of hypertension. Such
cardiovascular events, either alone or with
psychiatric comorbidity, will also place a big
economic burden on Nigeria since they are

: 43-47,50-55
expensive to manage.

Essential hypertension
is a severe, chronic systemic diseases and are
becoming increasingly associated with psychiatric
comorbidity, as high as 30-60% at present """
It carries enormous burden on both the patients

. 19,23,39,57,72
and the caregivers.

Unfortunately, there appears to be a general
underrecognition or late recognition of and in some
cases poor attention to the psychiatric component

. .. 63-66
among clinicians

particularly in this
environment. This is often accompanied by
increased severity of these illnesses, poor
management and prognosis with eventual high
mortality rates. Late recognition of mental

disorders in hypertensive is related, among others,
with diminished coping capacity at diagnosis “*,
failure at primary prevention, poor
antihypertensive, impairment in quality of Tife,”

39,70,72 . . .
greater social burden, overall increases in

39,57,67,68,72 .
higher

mortality.”™ Also, psychological distress and

healthcare costs, and also
lifestyle variables are equally associated with
noncompliance. To further compound the problem
is the co-existence of other medical conditions like
diabetes and obesity, with either of the medical
conditions in this study. Their presence further

complicates treatment and causes noncompliance
7,68

This study therefore was aimed at finding the
relation between severity of hypertension and the
occurrence of psychiatric comorbidity as well as
quality of life of persons with hypertension. This,
no doubt, would be of immense relevance to the
practice of consultation liaison psychiatry in the
West African sub-region, contribute to the corpus
of knowledge on chronic medical conditions and
aid care/service providers to plan better
management strategies” that will also accord
premium to the psychological component and well-
being of these patients. Impairments, disabilities
and handicaps from chronic conditions may thus be
limited and patients' dignity and functional capacity
enhanced.

AIM:
The aim of this study, therefore, was to determine

the relationship between the severity of
hypertension and psychiatric illness among persons
with essential hypertension.

METHODOLOGY:

In this comparative cross-sectional study, following
ethical approval from the appropriate committee of
the hospital and informed consent from the
participants, 360 subjects making up the study
group (hypertension) were recruited based on the
study's inclusion and exclusion criteria. This was
after a pilot study . Severity of hypertension was
determined using the Modern Classification of
Hypertension by the World Health Organization
/International Society of Hypertension grades 1 to
3 where grade 1 corresponds to mild hypertention
and grade 3 corresponds to severe
hypertension.Subjects were further administered
with the study's instruments including the socio-
demographic questionnaire, GHQ-12and WHO
Composite International Diagnostic
Interview(WHO CIDI).The socio-demographic
questionnaire, GHQ-12 and WHOQOL-Bref
were self-administered while the WHO CIDI was
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based on interview by the researcher. The data were
analyzed using the SPSS version 16 statistical
package. Confidence interval was set at 95% while
P-value of less than 0.05 was considered statistically
significant.

RESULTS:
The study found a prevalence of psychiatric co-

morbidity of 66.9% (n=241) among the
hypertensives. Depressive illness had the highest
prevalence of 106 (29.4%). This was followed by
GAD with 59 cases (16.3%), sexual dysfunction
33(9.0%), mixed anxiety and depression
7.8%,substance abuse 2.3%, panic without
agoraphobia 0.9%, dysthymia 0.3% (while 5 cases
of personality disorders were diagnosed among the
hypertensives. See table 1 below.

Table 1: Summary of Psychiatry Diagnosis among
subjects with essential hypertension

SN  Psychiatric Morbidity Total Essential
Hypertension (%)

1 Deptessive disorders 106 29.4

2 GAD 59 16.2

3 Sexual Dysfunctions 33 9.0
Mixed Anxiety and Depressive

4 disorders 28 7.8

5 Substance Abuse 8 2.3

6 Panic without Agoraphobia 3 0.9

7 Dysthymia 1 0.3

8  Personality Disorders 3 0.9

9 Nil (no psychiatric illness) 119
Total 360 100%

NOTE: Percentages reflect proportions within each
medical conditions.

Association of Severity of Hypertension with
Psychiatric Co-Morbidity

Also, severity of hypertension was significantly
negatively correlated with psychiatric co-morbidity.
For mild hypertension, subjects with psychiatric co-
morbidity were 49(41.1%) while those without
psychiatric morbidity 70(56.5%). For moderate
hypertension, there was higher rate of psychiatric
co-morbidity, i.e. 114(70.8%) compared with those
with mild hypertension.
hypertension 73(91.3%) had significantly high
psychiatric morbidity(p<0.001). (See table 2)

Those with severe

Table 2: Association of severity of hypertension with
psychiatric co-morbidity among patients with essential
hypertension

Total Psychiatric illness No Psychiatric illness
Mild 119 (33.1%) 49 (41.1%) 70 (58.8%)
SBP=140-159
DBP=90-99
Moderate 161 (44.7%) 114 (70.8.%) 47 (29.2%)
SBP=160-179
DBP=100-109
Severe 80 (22.2%) 73 (91.3%) 7 (8.7%)
SBP>180
DBP.110
Total 360 (100%) 236 124

Figure 1: Pie chart showing changes in lumbar curve

DISCUSSION

From the study, it was found, that severity of
hypertension correlated positively with high rate of
psychiatric co-morbidity among patients with
(Essential Hypertension). This finding is consistent

. . . 17-19,2341,63,76
with many other similar studies

Severity of
hypertension is largely determined by its chronicity,
late presentation67, lack of treatment or poor
adherence68, age or the severity of the impact of
environmental stressors and other socio-
demorgraphic and clinical correlates. Judging from
all these, the severity of hypertension would equally
correlate with both severity and number of
symptoms, most of which would equally be
increasingly disabling, with decline in productivity.
As these continue, thete will be more increase in
blood pressure levels. The illness may therefore
impact more psychological trauma with
corresponding decrease in psychological well-being
and quahty Of hfe 17—19,23,32—39,70,72'

The finding in this study of high rate of psychiatric
co-morbidity in hypertensive subjects is also
and

b

consistent with increasing GHQ values™
where all mean values of GHQ-12 for hypertension
were consistently high. This appears that since
GHQ is a screening instrument for psychiatric
caseness, high GHQ values does not only suggest
the likely presence of psychiatric illness, but also
gives an indication of its severity .

The study found depressive illness the most
prevalent psychiatric comorbidity among the
studied group of patients with essential
hypertension. This finding was consistent with

17-19,23,32-39,70,72

other earlier findings . The chronicity of
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the medical condition, long duration of use of
antihypertensives, disabling symptons including
recurrent headache and possible cognitive
impairment, limitation of functions, are such
enough depressogenic factors' =~
Generalized anxiety disorder was the second most
prevalent psychiatric comorbidity found in the
study. It has been severally established that there
exists profound similarity in etiology as well as
symptomatology between anxiety disorders
particularly generalized anxiety disorder and
essential hypertension™”. The amplification of the
sympathetic apparatus and subsequent elaboration
of epinephrine and norepinephrine have been
found to be commom to both.

Hypertension in adults has a high impact on the
economy and with consequent low quality of life of
individuals™”. The results in this study is consistent
with many studies else-where.” It also agrees with
a population based study,
health status in the hypertensives compared with

which found a lower

individuals free from hypertension”.

The presence of symptoms of hypertension alone
appear to be more disabling than, bearing in mind
that acute cases were excluded. Severe hypertension
causes more symptoms and it is more disabling than
mild to moderate hypertension. The physical
symptoms of hypertension are largely similar to the
physical symptoms of anxiety disorders
particularly, generalized anxiety disorder, and they
tend to be very sensitive to adverse changes in the
environment. This could be further supported by
the observation in this study that the severity of
hypertension correlated more negatively with both
higher prevalence of psychiatric co-morbidity as

32-39

well as quality of life™ .

In hypertension, little adverse changes in the
environment could affect profoundly the patients
who had hitherto remained stable on medications.
Such changes may include; change in income level,
employment, marital status (prolonged difficulty,
disharmony, separation, divorce or widowhood),

and poor drug adherence.

The prevalence of essential hypertension was noted
to be increasing with age and was about twice
higher, in the age groups 40-49 and 50 and above,
compared to age group of 30-39, and about 6 times
higher compared with age group 20-29. This result
is consistent with earlier studies which reported that
about 4.3 million Nigerians above the age of 15
years are classified as being hypertensive.
Furthermore, the prevalence has been said to be
related to age, particularly in females, with a
substantial increase occurring after the age of 50."
Though essential hypertension commonly starts in
middle age, the illness may progressively become
worse with attendant incapacitating symptoms that
may infringe on the functional capacity of the
individual and thereby lowering the quality of life.

The gender distribution
essential hypertension showed that the

among subjects with
female
predominated with 60.8%. Although essential
hypertension is more common in males, females
may have been overrepresented in this study due to
two reasons. First, African females tend to have
lower blood pressure than males early in life with a
reversal of the trend after the age 45-50
years.”"This may be due to hormonal changes
associated with the preparation for or actual
menopause occurring at this age group, couple with
the increasing family and domestic (stressors)
responsibilities shouldered by married females in
this age group. Interestingly, in this study, there was
high prevalence of the married females in both
groups. Another probable reason for the
predominance of females in this study is that
females are more willing and likely to volunteer their
symptoms easier than males and consequently tend
to have better health seeking behaviors. This has
equally been pointed out by another study. Studies
have indicated that the ratio of women with
hypertension, compared to men increases from
0.6:0.7 at age 30 to 1.1:1.2 at age 65.”"In this study,
however, the male to female ratio was 1.0:1.7
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The married group was over represented in both
disease conditions, particularly for essential
hypertension (71.4%). This was consistent with
other previous findings “*. This preponderance
might be due to low rates of divorce and separation,
which may reflect the high predominance of
Christianity in the study environment.
Furthermore, widows constituted a significant
percentage (15%) among the hypertensives, next to
the married group. Widowhood, no doubt, hurts
and often results in severe emotional trauma,
particularly when it is sudden and early in life. More
than half of the single subjects (10.6%) in the
hypertensive group were above the age of 30 years,
many of whom were unemployed. In Africa, due to
socio-cultural values, a female not yet married at this
age and above calls for concern not only to her but
also to her family members. Majority of the
separated group were females. Although lower rates
were found in this study, both separation and
divorce are capable of impacting enormous
psychological trauma in affected individuals.

Africans usually seek medical attention mostly
when illness has presented with disabling
symptoms, and in most cases late, in spite of
awareness of the diagnosis2-6. This is particularly
more so for essential hypertension. Moreover,
cultural factors, poverty and in-accessibility to
healthcare facilities often contribute to this delay.
This could also explain the over representation of
the older age group in the hypertensive patients in
this study, who are more superstitious, poor, and
with low income capacity and hence unable to seek
health care, particularly timely. Furthermore,
essential hypertension is a chronic disease and most
of the respondents diagnosed over 5-10 years ago
are still on maintenance antihypertensive therapy.

CONCLUSION AND
RECOMMENDATIONS

The findings in this study indicate that essential
hypertension is a chronic debilitating illnesses,
associated with psychiatric co-morbidity, and its
severity was significantly associated with higher

psychic distress. It further results in affectation of
the functional capability of the sufferers. This is
through either biological, psychological or both
pathways.

However, inspite of all these, it appears there is still
low level of aware of the psychological impact of
these medical diseases particularly among most
non- psychiatric clinicians. This often results in
poor management and prognosis, and higher
mortality. The results therefore indicate that the
management of hypertension should include
attention to their mental health status and subjective
quality of life of these patients in order to enhance
the quality of care.

On account of the above, advocacy for a formal
integration of functional Liaison-psychiatric
practice has become imperative in the management
of most chronic medical conditions for optimal
benefits of patients and physicians. Early
identification of these diseases, and paying prompt
attention to the psychological components will, no
doubt, go a long way in improving the clinical
outcomes of the sufferers.

Furthermore, efforts of both Governmental and
Non-Governmental Organizations in the
management of chronic health conditions,
including communicable and non-communicable
conditions should have clear objectives backed by
legislation and not on ad hoc basis, as this would
guarantee its sustenance.

REFERENCES

1. Guidelines Subcommittee. World Health
Organization — International Society of
Hypertension Guideline for the management of
hypertension. [Hypertens1999;17:151-83.

2. Oviasu VO. The Pattern and Prevalence of Heart
Disease in Benin, Nigeria. Nig.Med. J. 1989; 8: 83-85.

3. Wokoma FS, Alasia DD. Blood pressutre pattern in
Barako: a rural community in Rivers State, Nigeria. The
Nigeria Journal,2011;11:813.

4. Akpa MR, Alasia DD, Emmen-Chioma PC. An
appraisal of hospital based blood pressure control in

Gazette of Medicine, Vol. 4 No. 1, Dec. 2015 - May. 2016, ISSN 2315-7801 | 362



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Port Harcourt, Nigeria. The Nigeria Health
Journal.2008;8:27-30.

Unachukwu CN, Agomoh DI, Alasia DD. Pattern of
non-communicable diseases among medical
admissions in Port Harcourt, Nzg. Nig. Journal of
Clinical Practice.2008;11(1):14-17.

Adefuye BO, Adefuye PO, Oladepo TO, Familoni
OB, Olurunga TO. Prevelence of hypertension and
other cardiovascular risk factors in an African Urban,
sub-urban religious community. Nigerian Medical
Practitioner2009;55(1-2):4-8.

Cooper R, Rotimi C, Ataman S, McGee D, Osotimehin
B, Kadiri S et al. The prevalence of hypertension in
seven populations of West African origin. Ann Public
Health1997;87(2):160-8

Corvol P, Persu A, Gimenez-Roqueplo AP,
Jeunemaitre X. “Seven lessons from two candidate
genes in human essential hypertension:
angiotensinogen and epithelial sodium channel”.
Hypertension 1999;33 (6): 1324—3.

Feinleib M, Garrison R, Fabsi.tz R, etal. “The NHLBI
twin study of cardiovascular disease risk factors:
methodology and summary of results”. Awerican
Journal of Epidmiolo 1977;106 (4): 284-5

Biron P, Mongeau ]G, Bertrand D. “Familial
aggregation of blood pressure in 558 adopted
children”.Canadian Medical Association Jonrnal 1976;115
(8):773-4.

Lifton RP, Gharavi AG, Geller DS. “Molecular
mechanisms of human hypertension”. Scence 2001.
104(4): 545-56.

Wilson FH, Disse-Nicodme S, Choate KA, et al.
“Human hypertension caused by mutations in WNK
kinases”.Seence 2001;293 (5532): 1107-12.

Pickering 1G. Devereux RB, James GD, et al.
Environmental influences on blood pressure and the
role of job strain. | hypertens Suppl. 1999;341:120-4
Svensson J. Theorell, T. Life events and elevated Blood
pressure in young men. | Psychoson. Res. 1983; 27: 445-
450.

Pickering TG, Now we are sick: labeling and
hypertension. | Clin Hypertens.2006; 8: 57-60.

Doll S, Paccaud F, Bovet P, Burnier M and Wietlisbach
V. Body mass index, abdominal adiposity and blood
pressure: consistency of their association across
develop and developed countries International Journal
of Obesity.2002;26,4857.

Cotlington EM, Brook BM, House IS, Hawthorne
VM. Psychosocial factors and blood pressure in the
Michigan Statewide Blood Pressure Survey.
Am.JEpide. 1985;121: 515-529.

Nyklicek I, Vingerhoets]], Van Heck GL.
Hypertension and objective and self- reported stressor
exposure: a review. Psychosunr Res. 1996;40:585-601.
Carroll D, Phillips AC, Gale CR, Batty GD.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

Generalized anxiety and major depressive disorders,
their comorbidity and hypertension in middle-aged
men. Psychosom Med. 2010;72:16-19.

Landsbergis PA, Sctnrmll FL, Warren K, Pickering IC,
Schwartz 28. Association between ambulatory blood
pressure and alternative formulations of job
strain.Stand Work Environ Health.1994;20:349-363.
Roberts RE, Kaplan GA, Camacha TO.Psychological
distress and mortality: evidence from the Alameda
County Study.SocSe Mad. 1990; 31:527-530.

Testa MA, Anderson RB, Nackley JF, Hollenberg NK.
Quality of Life and Antihypertensive Therapy in Men:
a Comparison of Captopril with Enalapril, N. Engl. |.
Med. 1993;328:907-13.

Ohene S. Psychiatric Morbidity among Patients with
Essential Hypertension Attending Out-Patient Clinics
in University of Benin Teaching Hospital. Dissert.

WACP. 2003;

Somers VK, Anderson EA, Mark AL. “Sympathetic
neural mechanisms in human hypertension” .Current
Opinion in Nephrology and Hypertension 1993;2 (1): 96-105.
Takahashi H. “[Sympathetic hyperactivity in
hypertension]” (in Japanese).Nippon Rinsho. Japanese
Journal of Clinical Medicine 2008; 66 (8): 1495— 502.
Esler M). “The sympathetic system and
hypertension” . Awmserican Journal of Hypertension 2013; 6 (
2):99—105.

Mark A. L. “The sympathetic nervous system in
hypertension: a potential long-term regulator of
arterial pressure”. Journal of Hypertension
Sipplernent : Official Journal of the International Society of
hypertension1996;14(5): S 159—065.

Fauvel JP, Quelin P, Ducher M, Rakotomalala H,
Laville M. Perceived job stress but not individual
cardiovascular reactivity to stress is related to higher
blood pressure at work. Hypertension 2001; 38(1):7'1-5.
JeeSH, He J, WheltonPK, et al. The Effect of Chronic
Coffee Drinking on Blood Pressure: A Meta-analysis
of Controlled Clinical trials. Hypertension 1999; 33: 647-
652.

Lane JD, Pieper CF, Phillips-Bute BG, Bryant JE,
Kuhn CM. Caffieine affects cardiovascular and
neuroendocrine activation at work and home.
Psychosom Med 2002; 64(4):595. 603.

Mathews JD. Alcohol use, hypertension and coronary
heartdisease. ClinSciMol Med 1976; 3: 66 IS663S.
Mena-Martin FJ, Martin- Escudero]C, Simal-Blanco
I, Carretero-Ares JL, Arzua-Mouronte D, Herreros-
Fernandez V. Health-related quality of life of subjects
with known and unknown hypertension: results from
the population-based Hortega study. | Hypertens. 2003;
21:1283-1289.

Wittchen HU, Carter RM, Pfister H, Montgomery SA,
Kessler RC. Disabilities and quality of life in pure and

Gazette of Medicine, Vol. 4 No. 1, Dec. 2015 - May. 2016, ISSN 2315-7801 | 363



34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

comorbid generalized anxiety disorder and major
depression in a national survey. In/ClinPsychopharmacol
2000;15:319-28.

Anderson RB, Testa MA. Symptom Distress
Checklists as a Component of Quality-of-Life
Measurement Comparing Prompted Reports by
Patient and Physician with Concurrent Adverse Event
Reports Via the Physician. Druginf. J. 1994; 28:89-14.
Testa MA, Simonson DC.Measuring Quality of Life in
Hypertensive Patients with Diabetes.Postgrad Med.
J-1988; 64: Suppl 3: 50-8.

LenderkingWR, Gelber RD, Cotton DL, et al
Evaluation of the Quality of Life Associated with
Zidovudine Treatment in Asymptomatic Human
Immunodeficiency Virus Infection. N Engl J. Med.
1994;330:738-43.

Olusina AK, Ohaeri]U, Subjective quality of life of
recently discharged Nigerian Psychiatric patients. So¢
Psychiatry Epidemiol 2003; 38 (12): 707-4.

Concepts of Health-Related Quality of Life. In:
Patrick D.I., Erickson P. Health Status and Health
Policy: Quality of Life in Health Care Evaluation and
Resource Allocation. New York: Oxford University
Press, 1993;76-112.

Testa MA, LenderkingWR. Interpreting
pharmacoeconomic and quality-of —life clinical trial
data for use in therapeutics. Pharmacoeonomics.1992; 2:
107-17.

Wells K, Golding ], Burman M. Psychiatric disordesr
Inasample of the general population with and without
chronic medical conditions. Aw | Psychiatry. 1988,
145:976-81

Evans D, Charney D. Mood disorders and medical
illness a major public health problem. Bloz Psychiatry.
2003; 64:177-80.

Oviasu VO. The Pattern and Prevalence of Heart
Diseasein Benin, Nigeria. Nig:Med. J. 1989; 8: 83-85.
Kearney PM, Whelton M, Renoids K, Muntner, P
WhentonKP. Global burden of hypertension: analysis
of worldwide data Lancer2005;365: 217-23

Murray CJ, Lopez AD. Mortality by cause for eight
regions of the world. Global burden of
disease.Lancett, 1997;349: 1269-1276.

Ogbagbon EK| Okesina AB, Biliaminu SA. Prevalence
of hypertension and associated variables in paid
workers in llorin, Nigeria. Niger |. Clin.Pract. 2008; 11
(4): 342-340.

Lawes CM, Vander Hoorn S, Law MR Eliot P,
McMahon §, Rodgers A. Blood pressure and the global
burden of disease 2000. part II: estimate of
attributable burden. . hypertens 2006;24: 423-430.
Cappuccio FP, Cook DG, Atkinson RW and Strazzullo
P. Prevalence, detection, and management of
cardiovascular risk factors in different ethnic groups in

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

south London. Heart1997;78(6):555-63

Cooper R, Rotimi C, Ataman S, McGee D, Osotimehin
B, Kadiri S, et al. The prevalence of hypertension in
seven populations of west Africanorigin. Aw Public
Health.1997;87(2):160-8

Adedoyin RA, Mbada CE, Balogun MO, Martins T,
Adabayo RA, Akintomide A. Prevalence and pattern
of hypertension in a semi-urban community in
Nigeria. Eur. . Cardiovasco prev. Rebab., 2008; 15(6):
683.687.

Cappuccio FP, Micah FB, Emmeth L, Kerry SM.
Prevalence, detection, management and control of
hypertension in Ashanti, West Africa. Hypertens, 2004;
43:10-17.

Cappuccio FP, Cook DG, Atkinson RW, Stuzzullo P.
Prevalence, detection, management of cardiovascular
risk factors in different ethinic groups in South Africa.
J Health,1997;78:555-563

Lawoyin TO, Azuzu MC, Kaufman ], Rotimi C,
Oweaje E, Johnson L, Cooper R.  Prevalence of
cardiovascular risk factors in an African, urban inner
city community .westAfr.Med 2002; 21: 208-211.
Chamontin B, Poggi L, Lang T, Menard |, Chevalier H,
Gallois H, Cremier O. Prevalence, treatment and
control of hypertension in the French population: data
from a survey on high blood pressure in general
practice, 1994. Am | Hypertens 1998; 11:759-62.
Wolf-Maier K, Cooper RS, Banegas JR, Giampaoli S,
HenseHW, Joffres NM, Kastarinen M, Poulter N,
Primatesta P, Rodriguez-Artalejo I, Steg-mayr B,
Thamm M, Tuomilehto J, Vanuzzo D, Vescio E
Hypertension,prevalence and blood pressure levels in
6 European countries, Canada, and the United States.
JAMA2003;89:2363-9.

Hajjar I, Kotchen TA. Trends in prevalence,
awareness, treatment, and control of hypertension in
the United States, 1988-2000 .[AM.A 2003;
290:199-200.

WHO (2002).The world Health Report: reducing risks,
promoting healthy life. Geneva: World Health
Organization, (Cited 2008 March). Available from:
URL en.Pdf.

Rice D, Kelman S, Miller L.. The economic burden of
mental illness. Hosp Community Psychiatry.1992;
43:.1227-32.

Arodime EB, Tke SO, Nwokedinke SC. Case fatality
among hypertensive-related admission in Enugu,
Nigeria. Nzg Journal of Clinical Practice, 2009:12(2):153-
156.

Chobanian AV, Bakris GL, Black HR, Cushman WC,
Green LA, Izzo]LJt, Jones DW, Materson BJ, Oparil S,
Wright JT Jr, Roccella EJ. Seventh resport of the Joint
National committee on Prevention, Detection,
Evaluation, and Treatment of High Blood Pressure.

Gazette of Medicine, Vol. 4 No. 1, Dec. 2015 - May. 2016, ISSN 2315-7801 | 364



60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

Hypertension. 2003;42:1206-1252.

Norbert S, Wolfganf T, Johannrs K. Mental Disorders
and Hypertension: Factors Associated With
Awareness and treatment of Hypertension in the
General population of Germany. psychosomatic medicine.
2006; 68:246- 252.

Erhun WO, Olayiwola, G, Agbani EO, and Omotoso
NS. Prevalence of Hypertension in a University
Community in South Western Nigeria. Afican journal
of Biomedical Research Ibadan Biomedical Communication
Group.2005; Vol. 8: 15-19.

Wenzel U, Roben T, Schwietzer G, Stahl RAK. The
treatment of arterial hypertension: a questionnaire
survey among doctors in general practice. Deut Med
Wochenschr2001;126:1454-9.

Hartley RM, Velez R, Morris RW, Dsouza MFE, Heller
RE. Confirming the diagnosis of mild hypertension.
BM]J1983;286:287-9.

Gupta K. Undertreatment of hypertension: a dozen
reasons. Arch Intern Med 2002;162:2246-7.

Oliveria SA, Lapuerta P, McCarthy BD, L'ItalienG]J,
BerlowitzDR, Asch SM. Physician-related barriers to
the effective management of uncontrolled
hypertension. Arch Intern Med2002;162:413-20.
Hyman DJ, PavlikVN. Poor hypertension control: let's
stop blaming the patients. Cleve Clin | Med 2002:
69(10):793-9.

Hyman DJ, Pavlik VN. Characteristics of patients with
uncontrolled hypertension in the United States. N Eng/
JMed2001;345:479-86.

DiMatteoMR, Lepper HS, Croghan TW. Depression is
a risk factor for noncompliance with medical
treatment—meta-analysis of the effects of anxiety and
depression on patient adherence. Arch Intern Med
2000;160:2101-7.

Wenzel U, Roben T, Schwietzer G, Stahl RAK. The
treatment of arterial hypertension: a questionnaire
survey among doctors in general practice. Deut Med
Wochenschr2001;126:1454-9.

CroogSH, Levine S, Tests MA, et al. The Effects of
Antihypertensive Therapy on the Quality of Life. N
Engl. ] Med1986;314:157-64.

Testa MA.Interpreting Quality-of-Life Clinical Trial:
Data for use in the Clinical Practice of
Antihypertensive Therapy. | HypertensSuppl, 1987; 5:59-
S13.

LiW, Liu L, Purnte JG, Li Y, Jiang X, Jin S, Ma. H,
KongI,,MaI,HeX, MaS§, Chen C. Hypertension and
Health related quality of life: An epidemiological study
in Patients attending hospital clinic in China,. Journal of
Hypertension.2005;23(9): 1667-1676.

DuPont R, Rice D, Miller I, Shiraki S, Rowland C,
Hanwood H. Economic costs of anxiety. | anxiety.
1996;2.167-72.

Cooper RS, Rotimi C. Establishing the epidemiologic

75.

76.

77.

78.

79.

basis for prevention of cardiovascular diseases in
Africa. Ethn Dis. 1993;3:513-522.

Adeyemo A.A, Prewitt TE, Luke A, Omotade OO,
Rotimi CN, Brieger WR, Cooper RS. The feasibility of
implementing a dietary sodium reduction intervention
among free-living normotensive individuals in south
West Nigeria. E#hn Dis. 2002;12:207-212.

Gureje O. Uwakwe R. Oladeji, B, Makanjuola, V.O. and
Esan O. Depression in Adult Nigerians. Result from
the Nigerian Survey of mental health and well being;
Journal of Affective Disorders.Doi 10.1016/j.jas.2009;
04.030.

Koete MW, Van den Brink, W. and Ormei J. Chronic
Psychiatric. Complaints and the General Health
Questionnaire. Br: |. Psychiat. 1989;155,186-190.
Adamson TA, and Sijuwola, OA.Ilewo-Orile.Nigerian
Epidemiological Study: Psychiatric morbidity in a rural
community using the 12-item GHO, Nigerian Journal
of Psychiatry. 2001;1(5).:315-321.

Gureje O, and Obikoya B. The GHQ — 12, as a
screening tool in a primary care setting.Social
Psychiatry and Psychiatric Epidemiology.1990; 25: 276-
280.

Gazette of Medicine, Vol. 4 No. 1, Dec. 2015 - May. 2016, ISSN 2315-7801 | 365



