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ABSTRACT

Aim: This study was conducted to assess knowledge @nprey induced hypertension
among pregnant women in Ekiti state and to detezntive influence of socio-demographic
variables on their knowledge.

Study Design:Descriptive research design was adopted in thayst

Place and Duration of Study: Study was conducted in selected health facilitvékin the
three senatorial districts in Ekiti State betweégmil and June 2016.

Methodology: Three hundred pregnant women were randomly seletten six health
facilities within the three senatorial districts Bkiti State. Data was collected using Hi
item self-structurecquestionnaire. Data collected were subjected tdysisausing SPSS
version 16. Demographics were analysed using fregyueounts and percentages while
inferential statistics of linear regression was duse determine the influence of socio-
demographic variables on knowledge at 0.05 levsigriificance.

Results: 56.6% of the pregnant women had good knowledgeadirntie socio-demographic
variables tested jointly contributed to the prednvaomen’s knowledge (R=.3482R .121, F
(4, 295) = 6.85, p < .05). Source of informatiom ltlae highest contribution on respondents’
knowledge of pregnhancy induced hypertensi@r (33, t (295) = 5.46, p < .05).

Conclusion: Health education intervention to improve the kredge of pregnancy induced
hypertension among pregnant women in Ekiti Stategsiired.

Keywords:Knowledge, pregnancy, hypertension, pregnant worage,
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1.INTRODUCTION
The period of pregnancy is the most delicate penadtie lifetime of women of child bearing

age. It is a period often characterised by conulitithat pose serious threats to the life of both
the pregnant women and their intending babies. (3&%,000 women worldwide die
annually from childbirth complications with 99% siich deaths occurring in the developing
countries [1]. One of such medical conditions that pose seriotgzatto the life and health of
pregnant women is pregnancy induced hypertensii) (P

PIH is a complication that results in the developtnef hypertension after about twenty
weeks of gestation in a woman who had previouslgnbeormotensive [2]. It is often
characterised by blood pressure reading higher t4&0©0 mm Hg, oedema [3], protein in
the urine, severe headaches, blurry vision, spotie eyes, severe pain over the stomach,
under the ribs and decrease in the amount of (ind’IH is a major cause of maternal and
perinatal morbidity and mortality in developing oties including Nigeria [5, 6]. PIH alone
contributes about 15% of the total death throughlbetworld [1]and it isone of the causes
of pre-term delivery [7]. It has also been repdrtbat PIH can lead to long-term health
problems like chronic hypertension, kidney failuse nervous system disorders.

Several studies have reported prevalence ratestbirPdifferent parts of Nigeria. One of
such researcheeported grevalenceof 20.8% of gestational hypertension in Benin Cily
anotherreported prevalence of PIH as 32.7% in South-Eadtigeria [9],

Several risk factors
have been associated with pregnancy induced hyseote These include carrying the first
pregnancyespecially after 20th to 24th weeks of gestatiat,having adequate knowledge of
the condition and how it can be prevented fnetic factor like having a female relative
with PIH, carrying multiple birth, having kidneysdiase before pregnandeing a teenager
and being over 40 years [11].

To reduce the prevalence of PIH, knowledge of signd symptoms, predisposing factors
and preventive measures is highly essential. Tlilisgive room for early recognition and
prompt management. Maternal mortality can be prekenby early recognition of
complications and proper treatment [12]. If wom&wowdd have a good knowledge of the
signsand symptoms of the pregnancy induced hyperterisianugh antenatal health talk,
workshops [3] and other means of getting such méiion like radio, television and in
religious organisations, a good number of them iminediately go to the hospital without
delay for prompt attention.

Review of literature seems to suggest that previtugies on PIH have somewhat been
centred on assessment of prevalence and resuftacitse Only few attempts have been made
in previous studies to assess knowledge of PIHfaatbrs associated with this knowledge
among pregnant women in EKkiti State Nigeria. Thislg therefore aimed to fill this gap.

The objective of conducting this study wasagsess the knowledge of pregnant women in
Ekiti State on pregnancy induced hypertension andldtermine the influence of socio-
demographic variables on their knowledge.
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2. MATERIALS AND METHODS

2.1 Study Participants and Procedure
To assess knowledge of pregnancy induced hypeoterasnong pregnant women in EKiti

State Nigeria, a descriptive study design was abpt

The participants for this study consisted of 30€gpant womemged 15-40 yearselected
randomly from six health facilities within the tlersenatorial districts in Ekiti State. First, a
town each was randomly selected from the threetggaldistrict in Ekiti State (Ado-Ekiti
(central), Ido-Ekiti (North) and ljan Ekiti (SouthjFrom each of the selected towns, two
health facilities were selected (one basic hedalthlify and one secondary health facility) to
make a total of six health facilities. Fifty pregmavomen were then selected from each of
the health facilities to make a total of three haddpregnant women.

Relevant data for this study were obtained withuke ofself-structured questionnair€he
guestionnaire consists of two sections. Secti@iiclted information on socio-demographic
variables of respondents (age, religion, parityorpinformation and source of information)
while section 2 consists of items related to knalgke of PIH. The questionnaire was of two
versions (English and local language) and was adtenmed with the aid of trained research
assistantsEthical clearance was obtained from Hospital Ethimmmittee prior to the
administration of the questionnaire and only thegpant women who consented to
participate in the study formed the respondentshferstudy. The data was collected between
April and June 2016.

The questionnaire for data collection in this stadysistecof 18 items with a dichotomous
response format of “Yes or No'. The items includégebns on knowledge of health effect of
PIH, 2 items on knowledge of signs and symptomg&edhs on knowledge of preventive
measures and 7 items on knowledge of predisposintprs to PIH. Respondents were
requested to indicate their knowledge or otherwiseach item by either ticking ‘Yes’ (2) or
‘No’ (1). The range of score for the item< 18-36. The mean score was 32.34 with a
standard deviation +3.87. Respondents with scores below 28 were oetsgl as having
poor knowledge, those with scores between 28 andv@® categorised as having fair
knowledge while those having 33 and above weregoaited as having good knowledge
respectively.

2.2 Statistical Analysis

Data were analysed using SPSS version 16. Desgigtatistics of frequency counts and
percentages were used to analyse demographic heriadhile inferential statistics of t-test
for a variable with two groups, Kruskall-Wallis tefer more than two groups and simple
linear regression were used to determine the infleeof socio-demographic variables on
knowledge of PIH at 0.05 alpha level.
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3.RESULTS
3.1 Demographic Characteristics of Respondents

Table 1 shows the percentage distribution of redpots. Respondents between 15-19 years
constitute less than 10% of the sample size; tlobgbe traditional religion constitute 7%,
those having less than three children 57.3%, timgeprior information on PIH 85.3% and
those with multiple sources of information, 18%.

3.2 Differences in Knowledge of PIH among Responden

Statistical analysis shows that respondents betvi®eand 19 years have

significant higher knowledge score than other agrupgs, those of the traditional religion

have statistically significant higher knowledge recdhan those in the other religion,

respondents with prior information about PIH hatatistically significant higher score of

knowledge of PIH than those without prior knowledgeile those having more than one
source of information on PIH have statisticallyrsficant higher knowledge score than those
with single source (Table 1).

3.3 Percentage Distribution of Respondents’ Knowlegk of PIH

Table 2 presents the percentage distribution @ioredents with respect to their knowledge of
PIH. Except for the knowledge of signs and symptamhere only less than 50% of the
respondents had good knowledge:;

3.4 Respondents’ Level of Knowledge of PIH

Categorising the level of knowledge of respondejuist a little above 50% (56.6%) have
good knowledge of PIH (Table 3).

3.5 Contribution of Socio-demographic Variables on Respndents’ Knowledge of PIH

Analysis of the joint contribution of the socio-degnaphic variables on knowledge,
presented in Table 4 shows that all the varialdegly influenced knowledge of PIH among
respondents (.121) indicating that 12.1% of variance in knovgedof PIH presented
among respondents was accounted for by all theost®nographic attributes tested.
However, of all the socio-demographic variablesiree of information had the highest and
statistically significant contributionZ=.33) as presented in Table 5. Findings of thisl\stu
further revealed that statistically significantfdience exist in knowledge of PIH among
respondents based on their source of informaticabl€l 6). Respondents with multiple
sources of information (combination of sources &xample, hospital and health talk,
research and hospital, hospital and radio and ybanhthe highest mean score on knowledge
of PIH as shown in Table 7.
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Table 1: Differences in knowledge of PIH based asocio-demographic attributes
Knowledge
Variable Items Frequency % Median Min Max Mean
rank

Overall 300 100 33 18 36

respondents

Age 15-19years 25 83 35 25 36 174.94
20-29years 112 373 33 18 36 139.50
30-39years 110 36.7 325 19 36  138.35
>40years 53 17.7 36 25 36  149.35

Religion Christianity 198 66.0 33 18 36 144.44
Islam 81 270 34 22 36 150.83
Traditional 21 7.0 36 15 36 206.36*

Parity 0-2 172 57.3 33 18 36 148.59
3-4 103 344 34 19 36 147.84
>4 25 83 35 27 36 174.58

Prior Yes 255 85.0 - - - 33.03*

information

about PIH No 45 150 - - - 28.42

Source of Hospital 121 41.7 33 25 36 111.58

Information
Radio 31 10.3 33 26 36 123.61
Television 30 10.0 315 26 36 103.45
Church/Mosque 12 40 285 22 36 57.75
Research 4 1.3 335 33 36 138.88
Multiple sources 54 180 36 30 36 199 35*

* Significant difference (p<0.05)
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Table 2: Level of knowledge of PIH among respondeat

Level of knowledge Freq %
Poor 35 11.7
Fair 95 31.7
Good 170 56.6

Table 3. Joint contribution of socio-demographic vaables on knowledge of PIH

Model R R Square Adjusted R Std. Error of F p-value
Square Estimate
1 348 121 .103 3.053 6.852 .000

a. predictors (constant) age,

, parity, prior information, source of information

Table 4: Independent contribution of socio-demograhics on knowledge of PIH

Unstandardize
Coefficients

Standardize!
Coefficients

Model B Std Error Beta t Sig.
(Constant) 26.802 3.615 7.413 .000
age -.185 .220 -.057 -.844 400
religion 126 314 .024 .399 .690
Parity .000 .332 .000 .000 1.000
Prior 2568 1.776 086 1.446 149
information

Source of 535 098 330 5.462 000
information

Dependent Variable: knowledge of PIH
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169  Table 6: Post hoc analysis on differences in knowdge based source of information

Source of N Hospital Radio Television Health Research Multiple Mean
information talk sources

Hospital 125 * * 32.47
Radio 31 * * 32.71
Television 30 * 31.80

Health talk in
Church/Mosque 12 * * 29.00

Personal
4
research

Multiple sources 54 * * * * 35.76
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3.6 Discussion

Finding of this study, that over 50% of the respamd have good knowledge about PIH, is
similar to that reported by previous studies [3]. IBowever considering the enormous
impact of PIH on maternal and child health, andribed for every woman of reproductive
age to be aware of signs and symptoms, predispdasigrs and other factors associated
with PIH it can be observed that the level of krnedge reported in this study is not high
enough. Effort is therefore required to be diredimdards health education intervention to
improve the knowledge of PIH especially that ofnsigind symptoms of PIH among women
of reproductive age in Ekiti State. Education abthé warning symptoms is important
because early recognition may help women recegatritent and prevent worsening of the
disease [14].

One of the factors that influenced the knowledgPléf among pregnant women in this study
is probably because a large percentage (85%) eéthomen had obtained prior information
about PIH. This finding is similar to that of a pi@us study [3] and this, according to
previous submission [3], will help pregnant womerséek prompt medical attention.

The findings that source of information contributadhly significantly to the knowledge of
PIH of respondents, is worthy of note. How and wheeople get information about a thing
matters a lot in determining the content, authégtiend adequacy of such information. In
this study respondents with multiple sources obrimfation have higher score of knowledge
of PIH than those with single source of informatidrhis is an indication that various
avenues like mass media, hospital setting, prirdiapeeligious organizations among others
need to be adopted in passing across informatgerdeng PIH in order to ensure that people
get adequate knowledge.

Similar to a previous study also [3], over 80% bk trespondents knew that regular
attendance of antenatal clinic for antenatal carddcprevent PIH. This is an indication of
the authenticity of the prior information about Piét the pregnant women claimed to have
got. Early booking and regular attendance of anéneinic will pave way for early
identification of women at risk for pregnancy-inedc hypertension and this may help
prevent some complications of the disease [14].

The role of good antenatal care in promoting preggaoutcomes cannot be over-
emphasized. Good antenatal care links the womanhandamily with the formal health
system, increases the chance of using a skilleh@sdint at birth and contributes to good
health through the life cycle [15]. On the othendhainadequate care during this time breaks
a critical link in the continuum of care, and ateeboth women and babies [15]. All hands
must therefore be on deck to encourage early bgekof pregnant women at antenatal
clinics and regular attendance of such clinicsefarly detection and management of such a
menace as PIH.



221

222
223
224
225
226
227

228

229

230
231
232
233
234
235
236

237

238
239
240
241
242
243
244
245
246
247
248
249
250
251
252
253
254
255
256
257
258
259
260
261
262
263

4. CONCLUSION

Based on the findings of this study, it can be tahed that the level of knowledge of
pregnant women in Ekiti State on pregnancy inddogzkrtension is just a little above
average and this knowledge was greatly influengethéir source of information on the
condition. Health care providers should mount wgetion strategies using multiple
measures to facilitate improvement in knowledgprefynancy induced hypertension among
pregnant women.

5.LIMITATIONS OF THE STUDY

In this study, certain key elements such as: thaysievel of the respondents, their marital
status and the respective number of prenatal vigte not assessed. In addition item to
identify respondents based on first and secondypagre not separated in the questionnaire
thus making it difficult to differentiate betwe#re two groups. Similarly, the instrument for
data collection was solely questionnaire with unalanswers of yes or no. These might
have affected the quality of information obtainedhis study. However future studies could
make up for these limitations by putting the idéedi lapses into consideration.
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