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Abstract 

Offering quality hypertension care remains a challenge in many Sub-Saharan regions including Nigeria where rates of 
hypertension continue to increase. Understanding factors affecting care can provide mechanisms for service 
improvement to promote better quality of care for hypertensives. Exploratory study using qualitative method of data 
collection was conducted among 17 clinical service staff in 15 Primary Health Care centres with at least 5 years of 
experience. Participants were selected through purposive and convenience sampling. Data collected was coded and 
analysed using thematic analysis and SPSS version 22 to compute frequency distribution of sociodemographic 
characteristics. Most (64.7%) were female and 41.2% had up to 10 years of working experience and were Nurses (49%). 
This study revealed that participants are still faced with barriers that hinder them from delivering quality healthcare 
services which affects the implementation of quality hypertension care required in the primary health centre. However, 
participants identified strategies that can be used to address the barriers towards implementation of quality 
hypertension care. Despite the worrying prevalence of cases, offering quality hypertension care remains a challenge. 
There is need for increased attention at the grassroots for improved resources to aid positive service output.  
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1. Introduction

Hypertension remains of public health importance globally. It contributes significantly to premature death and has also 
been identified as a major cause of disability-adjusted-life years [1]. Globally, hypertension is the leading cause of 
cardiovascular disease and cardiovascular death responsible for 55% of the 17 million deaths annually [2] and a 
projected increase of up to 1.56 million cases by 2025 [3]. Globally, Africa contributes the largest burden of hypertension 
and is worsened by low rates of awareness, treatment and control. [4] According to a recent WHO report [5], it is 
estimated that the African continent has the highest prevalence rate of hypertension of 46% among adults aged 25 years 
and above compared to the Americas (18%) [6], East Mediterranean (26%) [7], South East Asia (27%) [8] and Western 
Pacific (5-48%) [9]. Consequently, the World Health Organization (WHO) is targeting a 25 per cent global reduction in 
uncontrolled hypertension by 2025[10]. 

Nigeria, with a population of over 190 million [11] is the most populous nation in Africa and may be contributing 
substantially to the burden of hypertension in Africa. About 48% of this large population reside in cities while the 
remaining 52% reside in rural areas. In Nigeria, the estimated overall hypertension prevalence is 28.9% [12] as 
compared with other countries such as Burkina Faso (18%) [13] and Ghana (22%) [14]. Within the country, rates in the 
last seven years have varied between and within regions. Studies, [15][16] in the south-west region have reported rates 
of between 9% and 50%, in the south-east between 22% and 35% [17][18][19], the North, [20][21][22] between 25% 
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and 33% and in the South-South region, [23][24][25] between 21% and 44%. A study by Akpan et al had been carried 
out in this study’s setting of Akwa-Ibom and reported a much higher rate of 44.3%, thereby suggesting a high prevalence 
needing attention.  

Provided with evidence of a definite increase in the number of cases of hypertension in Nigeria, appropriate 
interventions need to be developed and implemented to reduce the preventable burden of hypertension especially at 
Primary Health Care (PHC) centres which are the first contact for over 55% of the Nigerian population [26] and the only 
source of formal care in many regions of Nigeria [27].   

The International Forum for Hypertension Control and prevention in Africa had provided over a decade ago science-
based and cost- effective guidelines for the prevention, diagnosis and management of hypertension in Sub-Saharan 
Africa [28]. Despite the availability of a standard benchmark, poor levels of awareness, treatment, blood pressure 
control and a high burden of hypertension related complications still abound [29] contributing to poor quality of care 
and poor outcomes such as poor achievement of recommended blood pressure levels especially in rural settings [30].  

The quality of health care for hypertensive patients is the degree to which hypertensive health services for hypertensive 
patients increase the likelihood of timely, appropriate care for the purpose of achieving desired outcomes that are both 
consistent with current professional knowledge and take into account the preferences and aspirations of individual 
hypertensive patients [31].  

Increasing awareness by policy makers towards Non-communicable Disease including hypertension has led to the 
establishment of infrastructures geared towards prevention and control [32]. However, these are often not efficacious 
due to underfunding, non-operational frameworks and a dearth of environmental perspectives. Since providing good 
quality care is essential to appropriate care, an understanding of the factors which affect this care is imperative. Thus, 
this study sought to obtain perspectives from health care providers in PHC centres to understand the factors related to 
the provision of quality hypertension care in Akwa-Ibom, South-East, Nigeria. The information obtained can serve as a 
resource for the state’s leadership in the control and management of hypertension in PHC facilities.  

2. Material and methods 

2.1. Study Design and population 

This study employed a qualitative design to understand factors affecting the provision of quality hypertension care in a 
South-South region of Nigeria from August 2019 to February 2020.  

2.2. Study Sample and Technique 

The study participants comprised staff in PHC centres in the Local Government Areas within Akwa-Ibom State. These 
staff included nurses, pharmacists, laboratory scientists, clinical officers, community health extension workers and 
excluded non-clinical support staff. Staff who had up to five years of experience were purposively selected. These 
centres were randomly selected from the local government areas in the 3 senatorial districts in Akwa-Ibom State.  
Respondents were recruited through a multi stage sampling procedure. First, a sampling frame consisting of the 3 
senatorial districts and corresponding local government areas was obtained. Secondly, 5 LGAs were randomly selected 
from each of the senatorial districts. The apex PHC centre was accessed in each of the LGAs and permission to interview 
only two staff was given by the Director during the working hours. These staff were those who were identified by the 
centre Director and gave consent. During data collection, data saturation as described by Saunders et al [33] was reached 
by the 17th staff.  The study was approved by the Health Research Ethics Committee of the authors’ institution. 

2.3. Data collection method 

Structured in-depth interviews were used to obtain information concerning the factors affecting quality hypertension 
care.  Each interview was held following a full description of the study and consent to continue with the interview from 
the participants. Interviews lasted for an average of 30 minutes.  

2.4. Data analysis 

The data obtained from the interview was transcribed verbatim and analysed thematically. Following transcription, the 
responses were read and reread and similar themes across all responses were then noted. Themes were then placed 
within the identified themes and summarized. 
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3. Results  

3.1. Participants’ characteristics  

Of the 17 PHC staff interviewed, 11(64.7%) of these participants were female (23.5%) and nurses (49%) which included 
junior and senior nursing officers, public health nursing officer, mid-wives and 7 (41.2%) of the participants had up to 
10 years working experience in the primary health care facility (Table 1). 

Table 1 Demographic characteristics of participants 

Variables Participants in the study N-17 

Frequency N (%) 

Gender  

Male 

Female  

6(35.3) 

11(64.7) 

Age  

31-35 

36 & above  

4(23.5) 

13(76.5) 

Religion  

Christian 17(100) 

Ethnicity  

Efik/Ibibio  17(100) 

Years of working experience  

2 

4 

5 

7 

8 

9 

10 

11 

1 (5.9) 

1 (5.9) 

1 (5.9) 

2(11.8) 

3(17.6) 

1 (5.9) 

7(41.2) 

1(5.9) 

Work position 

Director  

Nurse superintendent  

Nurse 

Nurse/Midwife 

Chief public health nursing officer 

Public health nursing officer  

Pharmacist 

Head of facility 

1(5.9) 

1(5.9) 

4(23.5) 

3(17.6) 

1(5.9) 

1(5.9) 

3(17.6) 

3(17.6) 

 

3.2. Quality of hypertension care in the health centre 

The respondents recognised the need to provide quality hypertension care which was understood to be and within the 
scope of PHCs including, appropriate referral by recognising cases requiring higher level of care. This was highlighted 
by the respondents who said, 
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“The care does not have much to do with treating higher cases. Although we treat hypertension, but mainly what we 
handle here are minor cases then we refer very severe cases to secondary healthcare and the teaching hospital is the 
tertiary healthcare. All the same it doesn’t mean that we don’t handle hypertensive cases, we do handle hypertensive 
cases”. [D-NA] 

“Meanwhile this is a Primary Health Care Centre and in PHC you know we give limited care you know that is we 
don’t…there are some cases we don’t handle. If a client’s condition will need a higher care, we will have to refer except 
it is a mild case of hypertension. If it is a mild hypertension then we can go ahead with the clients”. [CPHN-NU] 

3.3. Favourable factors in the implementation of quality hypertension care 

Currently, those factors promoting quality hypertension care are the availability of drugs at subsidized rates and other 
essential resources, trained workforce who experienced, good record are keeping system, regular training opportunities 
and an active response system of suspected cases. In addition, the presence of knowledgeable staff was a sub-theme 
that emerged. As highlighted, the following comments suggested the aforementioned.  

“The government supply drugs to the Primary Health Care Centre for hypertensive clients so they are given at subsidized 
rates”. [P-NA] 

 “Every staff in this Primary Health Care Centre are professionals that have been trained to handle cases of 
hypertension”. [D-NA]. Another respondent added, “…. the staff in the Primary Health Care Centre have knowledge on 
hypertension and have also gained experience over the years in their respective fields”. [D-NA] 

“We have a record keeping system used to keep record of clients so that it is easy to do a follow up and continue 
treatment. The clients buy a card and their details are written inside and they are asked to bring it to the Primary Health 
Care Centre every time they visit”. [NM-AB]  

 “Members of the community come to the Primary Health Care Centre when they notice any symptoms. They complain 
and go ahead to get tested”. [P-NA] 

“We do carry out awareness and sensitization campaigns which enables us to inform the members of the public about 
hypertension”. [CPHN-NU] 

“From time to time there are training workshops organized for staff of the Primary Health Care Centre to increase 
knowledge and introduce new guideline and pattern of healthcare delivery. The training is usually done for the Heads 
of units and then stepped down to the other staff”. [NM-AB] 

3.4. Factors limiting the implementation of quality hypertension care 

The major barriers mentioned were in terms of cultural barriers, systemic and patients’ sickness response and other 
socioeconomic factors. Respondents highlighted these and said,  

“A major barrier is superstition. Some people believe that hypertension is connected to superstition so they believe God 
will heal them or fall back on herbs”. [D-OK] 

“Another barrier is that clients don’t adhere to medication. When this happens, the hypertensive condition worsens and 
moves from mild to severe which cannot be handled in the Primary Health Care Centre. In such cases we refer them for 
advanced care”. [NM-IK] 

“Poverty is another factor. We notice that some of the clients are not able to afford the antihypertensive drugs and 
sometimes even when they are subsidized some may not still afford them”. [P-NA] 

“Sometimes the drugs supplied by the government do not come on time. So, when we run out of drugs, we simply collect 
money from the clients and go to a different facility to get the drugs for them.  When we exhaust drugs from the other 
facility, we usually have nothing to give so we refer them to places where they can purchase it by themselves”. [N-IN] 

“In this Primary Health Care Centre, we are short staffed and what we do is we run on shifts. Because we don’t have 
adequate number of staff, we are not able to attend to clients on time which can also alter blood pressure reading. If the 
client waits too long and begins to complain or shout, when it is time to check the blood pressure it is impossible to get 
the correct diagnosis which can lead to giving wrong treatment”. [N-OR] 
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“Because of poverty, lack of knowledge or superstition some clients patronize quacks. The activity of quacks has made 
it difficult for them to seek care in the Primary Health Care Centre thereby worsening the case”. [P-NA] 

“Some of the blood pressure apparatus supplied by the government do not last and because they have been in the facility 
for years become faulty and this can cause wrong reading of blood pressure of clients”. [CPHN-NU] 

“In the aspect of staff, for some time they were not recruiting and people were also retiring especially the nurses and 
the available staff during their shifts who are not trained to handle hypertension cases would not know what to do”. [P-
IB] 

‘The clients have a poor health seeking behaviour. They are not willing to visit the Primary Health Care Centre and are 
not willing to seek for help”. [N-IA] 

“The Primary Health Care Centre is not emphasized as the first point of care for the client. And I think this is one of the 
reasons why some of them go for traditional medicine”. [NS-IT] 

3.5. Strategies to address the barriers for implementing quality hypertension care  

To address the barriers goals must be set, action must be taken to achieve the goals and resources must be mobilized to 
execute those actions. One of the major strategies that was mentioned was prompt supply and collaborative provision 
of drugs including provision of impress, and sensitization of the public. Other strategies mentioned were equipping the 
health care facility, employment of qualified professionals and presence of doctors in the system, emphasis on primary 
health care centres and regular training of staff. Participants responses were,  

“Usually we used to have drugs supplied by sponsors and not just the government. I don’t know why they stopped but I 
think that they should be brought back into the system of drug procurement. That will enable the drugs to be less 
expensive for the clients”. [D-NA]. Another added that, “There is need for continuous drug supply. The government used 
to provide impress, that is money given for upkeep, to every Primary Health Care facility and this money is usually used 
to procure equipment and resources for the facility when the others have been exhausted”. [D-OK]  

“I think one of the strategies should be client education, sensitization and awareness. They should be informed on the 
dangers of not adhering to their medication and diet.  They should be encouraged to carry out routine check-ups and 
seek medical attention when needed”…. “Emphasis should be made on the Primary Health Care Centre and people 
should be encouraged to access the health centre for care”. [N-IA] 

“Equipping the health facility will also help improve the quality of service rendered. If you look around you will notice 
faulty equipment and old ones that have not been changed”. [NM-EK] 

“Before we used to have doctors working in the Primary Health Care Centre and it used to be easier for us, it made our 
work easy and also easy for the client but now the doctors have been taken away. I think it will be a good idea for the 
government to bring back doctors to the system. Not just doctors who are looking to make profit but those who are in 
the business of saving lives”. [CPHN-NU] 

“The government should employ qualified staff, especially professional health staff. During the period when the nurses 
were retiring, they employed food scientist and other staff who were not really needed in the Primary Health Care 
Centre at that time. So, these people didn’t know how to use the blood pressure apparatus and check blood pressure 
and that was a burden for us because most of the staff had to work two shifts just to handle such cases”. [NM-IE] 

4. Discussion 

Interviews with the PHC staff raised important issues that point to strengths and weaknesses that are encountered 
within the health system. Okpetu et al [34] had linked low quality care to weak information system, referral linkages 
between primary care and secondary/tertiary care facilities, deficiency in knowledge, poor resourcing and inadequate 
human resources. The respondents highlighted a number of these as barriers to their provision of quality hypertension 
care. A very important point raised was that despite personal efforts, quality of hypertension care in the Primary Health 
Care system is low and the ability of primary care staff to offer quality hypertension care is limited by certain barriers. 
PHC centres remain the acclaimed first point of care. However, findings in this study suggest deficits in motivating these 
centres’ capacities to operate as first responders, especially in hypertension care. Indeed, if PHC centres are the first 
point of care healthcare seeking, the essential elements must be put in place and monitored for sustainability and better 
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health outcomes. Furthermore, the statements are suggestive of poor continuity of and fragmented government 
support.  

The participants shared the enablers that facilitate the implementation of quality hypertension care in the health centre 
which includes the supply of drugs by the government to the Primary Health Centre for the hypertensive patients. 
Others reported differently. In other studies [35][36] the supply of essential drugs was a barrier to hypertension 
treatment and management. This study suggests differently the positive efforts being put in place to ensure availability 
of essential drugs.  

The study participants expressed that the barriers cut across the government and patients. As Kayima et al [37] opined, 
barriers can generally be categorized as health system deficiencies, patients’ non-adherence and the physicians’ inertia 
in treating hypertension, the lack of anti-hypertensive medication at health facilities and the long distance to the health 
facilities. Hence, the barriers are similar to other findings in a typical health facility and continue to plague systems of 
care.  

Participants identified strategies which they felt could ameliorate the current deficits in the system and strengthen the 
provision of a better quality of care. They expressed the need for the inclusion of doctors in service delivery. While this 
seems laudable, it left a question as to why doctors in particular, since studies [38][39] demonstrated effectiveness of 
other health professionals in managing hypertension. Others [40] further opined that due to increasing workload there 
may be need for new models, implying the need for other professionals. These point to the possibility of engaging with 
other trained health professionals which was not considered in this study. However, their views might have been based 
on previous norm. 

Sensitization campaign was also highlighted as a mechanism for improving care Sensitization can be used to create 
awareness and inform the public on the symptoms, causes, treatment and control of hypertension.  As recommended 
by Beune et al [41], patient education and staff education can improve knowledge on hypertension and communicate 
new trends on hypertension to staff. Moreover, beyond mere education, Saha [42] recommended patient-centred 
education involving understanding of beliefs and needs to improve treatment.   

4.1. Strengths and Limitations 

Strengths of this study include interviewing experienced participants as guided by standards of qualitative research to 
gather rich data saturation which in this study aided in-depth study into the factors affecting the provision of quality 
hypertension care in primary health care. On the other hand, the design of the study limits the generalizability of the 
study to other areas. 

5. Conclusion 

PHC staff are still faced with barriers that hinder delivering the best quality hypertension care. Despite the existence of 
best practice standards. There is a need for more active support from the government and other concerned parastatals 
to facilitate the best possible care for hypertensive patients including a revisit of workable frameworks. 
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