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ANNOTATION

The influence of socioeconomic factors on hypertension prevalence was
investigated in the qualification work. The study analyzed the prevalence of
hypertension and approaches to the hypertension treatment, as well as the economic
affordability of hypertension drugs and factors influencing the socioeconomic
availability of hypertensive drugs in Nigeria.

The qualification work consists of an introduction, 3 chapters, conclusions, a
list of used sources and is laid out on 45 pages of printed text. The work is illustrated
with 5 figures and 3 tables. The bibliography includes 32 information sources.

Keywords: hypertension, WHO strategy, socio-economic determinants,

antihypertensive drugs, drugs affordability

AHOTAIISA

VY kBamidikamiiiHiii poOOTI TOCHIKEHO BIUIMB COIIATbHO-€KOHOMIYHUX
(bakTOpiB Ha MOMIMPEHICTh TIEPTOHIYHOT XBOpoOU. [IpoananizyBaHO MOMIMPEHICTh
riNepTOHIi Ta MIIX0IU A0 JIKYBAaHHS TIEPTOHII, @ TAKOX €KOHOMIUHY JOCTYIHICTh
anTurinepreH3uBHux JI3 Ta ¢akropu, MO BIUIMBAIOTH HA COLIATBEHO-EKOHOMIYHY
JOCTYITHICTh aHTUTINEPTEH3UBHUX JiKIB B Hirepii.

KBamidikariitna poboTta ckiamaeTrbcs 31 BCTyMy, 3 PpO3MiIiB, BUCHOBKIB,
CIHUCKY BUKOPHUCTAaHUX JIKEPENI Ta BUKJIaZieHa Ha 45 CTOPIHKAX JPYKOBAHOTO TEKCTY.
PoGoTta imtoctpoBana 5 pucynkamu Ta 3 Tabmuismu. biGmiorpadis Bkirouae 32
1H(OpMAIIHHUX HKEPEIL.

Kntouoei cnosa: rinepronia, ctpateris BOO3, coliagbHO-eKOHOMIYH1

JeTEPMIHAHTH, AHTUTIIEPTEH3UBHI MpPENnapaT, JOCTYIHICTb JIIKiB
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INTRODUCTION

hypertension remains one of the leading risk factors for cardiovascular
diseases globally. Understanding how socioeconomic variables—such as income,
education, employment status, and access to healthcare—affect hypertension rates
can provide valuable insights into public health strategies and interventions. In many
regions, individuals from lower socioeconomic backgrounds experience higher rates
of hypertension, which can be attributed to limited access to healthcare services,
unhealthy lifestyle choices, and increased stressors associated with economic
instability. By investigating these relationships, the study can contribute to a deeper
understanding of the social determinants of health and their role in shaping health
outcomes. Thats why the study of socioeconomic factors and their influence on
hypertension prevalence is highly relevant in today's context.

Finally, this study's relevance extends beyond hypertension itself, as it
underscores the interconnectedness of health, socioeconomic status, and overall
quality of life. By exploring how socioeconomic factors influence hypertension
prevalence, the research can contribute to broader discussions about health equity
and social justice. It can shed light on the systemic issues that perpetuate health
disparities and advocate for comprehensive policy changes that address the root
causes of these inequalities. Ultimately, this research also has the potential to
highlight the importance of integrating social determinants into healthcare planning
and resource allocation, ensuring that interventions are equitable and effective.

Overall, study of socioeconomic factors and their influence on hypertension
prevalence is highly relevant in today's context.

The purpose of the study: was to analyze current state of the influence of
socioeconomic factors on hypertension prevalence. This includes studying the
prevalence of the disease, the treatment policies of disease and also economic

availability and social factors which affect for hypertension in Nigeria.



Research objectives:

e to conduct a review of literary sources on social burden of hypertension
issues;

e to study of hypertension as a public health problem and social burden of
tuberculosis;

e to analyze the prevalence of hypertension in the world and Nigeria;

e to study of drug therapy treatment of hypertension in accordance with
international guidelines

e to analyse WHO essential medicine list and Nigerians essential medicine list
Essential Medicines for Hypertension;

e to compare of Nigerian hypertension guidelines with Global Standard

e to research on affordability of hypertension drugs in Nigeria;

e to analyze of factors influencing the economic availability of hypertensive
drugs in Nigeria.

The object of the research became literary sources on the development of
hypertension treatment and prevention, the regulatory and legal framework, research
by international public organizations, statistical data, WHO Model list of essential
medicines, Essential medicines list in Nigeria, National health insurance scheme
medicines price list (Nigeria).

The subject of the study is the identification and assessment of modern
socioeconomic factor which influence for hypertension prevalence and treatment.

Research methods. System, analytical and comparative, graphic and logical
methods, method of descriptive and abstract modelling and generalization were
used.

The scientific novelty and practical significance of the obtained results lies
in its comprehensive examination of the interplay between socioeconomic factors
and hypertension prevalence, focusing on underexplored dimensions and
relationships that have not been extensively documented in existing literature. The
practical significance of this research is profound, as it has the potential to inform

public health policy, healthcare practices, and community interventions aimed at
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reducing hypertension prevalence, particularly among at-risk populations in Nigeria.

The findings can guide policymakers in identifying high-risk groups and allocating
resources more effectively to address the social determinants of health that
contribute to hypertension.

Structure and scope of qualification work. The qualification work consists
of the introduction, three chapters, conclusions to each chapter, a general conclusion,
and list of used sources. The results of the study are presented on 45 pages of text,

the number of figures — 5, table — 3, and the list of references — 32 titles.



Chapter 1
LITERATURE REVIEW ON THE ISSUE OF HYPERTENSION

1.1 The concept of hypertension as a public health issue

Hypertension, commonly known as high blood pressure, can be defined as
a severe medical condition where the force of blood against the arteries walls is
persistently too high. When blood is pumped through the arteries to all parts of
the body, the force at which it is pushed determines whether blood pressure will
be low or high. This means that when blood pressure is high, the heart has to
pump harder [1].

Blood pressure is important in the body because it ensures that blood is
flowing to all the bodies organs. This is also how the body transports oxygen and
exchanges nutrients and gases to and from the capillaries. It is measured in
millimeters of mercury (mmHg). Blood pressure is record-ed using two numbers:

1. Systolic pressure: This is the top number on the blood pressure
reading. It plays a greaterrole than diastolic pressure because it measures blood
pressure during heartbeats.

2. Diastolic pressure: This is the lower number on the blood pressure
reading. It measuresblood pressure when the heart is at rest between beats.

For example, in a case where a persons blood pressure is 150/90mmHg,
140 is systolic and 90 isdiastolic.

The table 1.1 below shows systolic and diastolic rates at which normal,

elevated and highblood pressure can be defined [2].
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Table 1.1

Blood pressure categories according to systolic and diastolic rates

Blood Pressure Categories

CATEGORY SYSTOLIC DIASTOLIC
mm Hg mm Hg

NORMAL LESS THAN 120 And | LESS THAN 80
ELEVATED 120-129 And | LESS THAN 80
HIGH BLOOD 130-139 And | 80 -89
PRESSURESTAGE 1
HIGH BLOOD 140 OR HIGHER And | 90 OR HIGHER
PRESSURE STAGE?2
HYPERTENSIVE CRISIS | HIGHER THAN 180 | And | HIGHER THAN 120

Thistable 1.1 also shows the different stages of hypertension. Hypertensive
crisis being the last and most critical state requires calling a doctor or getting
medical attention immediately as it could have very serious effects and even
result in death.

Hypertension can be categorized into two main types:

Primary or Essential Hypertension:

The physiological cause of essential hypertension is still a mystery even though
it affects 85 — 95% of people with high blood pressure. Even after many years of
research, scientists are yet tofind a specific cause. It is thought to be associated
with risk factors such as poor diet, genetics, age, lifestyle choices like lack of
physical activity or exercise, smoking, excessive consumptionof alcohol, etc.

Secondary Hypertension:

This is a rare type of hypertension. It occurs only in about 5 — 10% of
people. This type ofhypertension can be identified because it is caused by other
underlying diseases the patient mayhave. This could be hormonal, nephrotic or
even caused by other medications that the patient may have taken. It is said that

secondary hypertension mostly affects younger people. About 30% of people
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below the age of 40 who have hypertension are said to have secondary

hypertension.Some causes of secondary hypertension include:
«  Thyroid gland disease
«  Adrenal gland disease
«  When the arteries become narrow
« Asaside effect of birth control, anti depressants, stimulants, etc [3].

It can also be classified by subtypes. These subtypes are usually more
complicated in- stances, that can fall into the category of primary and secondary
but are further classified into: malignant and resistant

Malignant hypertension is a medical emergency characterized by an
extremely high blood pressure level that damages a person’s organs. It occurs
diastolic readings above 120 mmHg and systolic pressure higher than 120 to 130
mm Hg. It is the most severe type of hypertension and a form of hypertensive
emergency. This is also very rare.

Resistant hypertension occurs when blood pressure remains above target
levels despite theuse of three or more antihypertensive medications. It either
does not respond to treatment or re- quires multiple medications taken
simultaneously to control it. It is a more difficult form of hypertension to control
and so it requires more intensive medical attention and management.

Isolated systolic hypertension occurs when only the systolic blood
pressure is elevated. This is when the patients systolic blood pressure rises above
140 mmHg and their diastolic blood pressure drops below 90 mmHg. It is the most
frequent type of hypertension in older patients. Al-though it can occur in younger
patients, it is less common. Researchers believe it occurs due to stiffening of the
artery walls as a result of aging [4].

The pathophysiology of hypertension involves the complicated interaction
of multiple physiological systems in the body. This includes the nervous system,
kidneys, adrenal glands, etc. Any abnormalities in these systems results in higher
blood volume, increased cardiac output, nar-rowing of blood vessels, etc. and

contributes to high blood pressure.
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If left untreated, high blood pressure can cause atherosclerosis, damage to

organs like the,kidneys, the heart, and in severe cases, life threatening problems
like stroke.

Hypertension development is influenced by a wide range of risk factors,
some of whichinclude:

1. Genetics and Family History: Genetics are very important in
hypertension. Most of the information we have currently about high blood
pressure came from genetics research. There are many genes that have been said
to increase the risk of high blood pressure. Hyper-tension often runs in the
family.

2. Age: Hypertension is typically higher in older people. This is due to
thickening of blood vessels with age. Different lifestyle factors also cause the
vessels to become stiff. Hypertension is not only limited to old people, secondary
hypertension although less commonis said to be more prevalent in younger
people.

3. Gender / Sex: Women tend to have high blood pressure after
menopause, due to anincrease in the level of oestrogen in the body and hormonal
changes that can affect cardio- vascular health. On the other hand, men are more
likely to develop hypertension before theage of fifty five.

4, Race / Ethnicity: Studies show that Africans are more likely to have
high blood pres-sure than any other race. It mostly manifests earlier in life and
Is accompanied with other more severe health issues.

5. Medical Conditions: Obesity, diabetes, tumors, Kidney diseases,
hyperlipidemia and other medical conditions can complicate the way the body
controls fluids, sodium, hormonesand how the body manages blood pressure,

thereby causing it to rise. [5]
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1.2 The economic and social burden of hypertension.

Although there is a range of medicinal products available for hypertensive
patients, manyof them face a number of difficulties while trying to manage their
condition. Some examples include:

1. Medication adherence is a major problem among hypertensive
patients. Most patientsstruggle to keep up with the need to take medications daily.
This could be due to a number ofreasons like the terrible side effects of these
medications, forgetfulness, etc. Education is important in cases like these
because patients need to see the importance of consistency when taking these
medications. Simpler dosage forms should also be considered if possible.

2. Cognitive Decline due to damage of delicate blood vessels in the
brain over time. There is a reduction in oxygenation and blood flow to the brain
causing cognitive impairments like impaired memory, slower mental
comprehension, lack of focus, forgetfulness, etc.

3. Implementing new lifestyle changes tends to be harder on some
people. Incorporatinghealthier meals and exercising to one’s every day life might
be challenging especially if resources are limited. Quitting smoking and drinking
alcohol, cutting back on salty foods andmaintaining a balanced diet are all very
Important.

4, Patients also experience visual disorders like blurry vision,
retinopathy, emotional dis- tress, sexual dysfunction, distorted sleep and
susceptibility to other diseases because the blood vessels get damaged over time
[6].

Access to primary healthcare services is the key to prevention, diagnosis,
and management of hypertension. Effective primary healthcare systems that
focus on preventive care, earlydetection, and regular follow-up can significantly
reduce the stress of hypertension related com-plications [7].

For instance, many Nigerians have limited access to primary care around
the areas where they live. This is especially true for people in economically

disadvantaged neighborhoods. People living in areas with fewer primary health
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care professionals had a higher chance of having hyper- tension when compared

to people living in neighborhoods with a higher number primary care physician.

Healthcare systems face numerous challenges when it comes to addressing
hypertension. Many systems are designed to respond to the needs of acute care
rather than chronic conditions, this means hypertensive patients don’t always get
the best care. Important factors that need to be improved include the availability
of essential medications, affordable healthcare, and patient education.

Mobile health technology is a recent and effective way to improve access
to hyper- tensive care. Patients can manage and monitor their blood pressure from
home with the use of mobile health applications, which can cut down on the
number of times the patient will need to visit the hospital. This type of technology
can be particularly beneficial for individuals in rural or remote areas.

Early detection and improved management of hypertension is a result of
primary care institutions' increased ability to diagnose, treat, and monitor their
patients. Expanding the role ofcommunity health workers and nurses can also
help bridge gaps in care, particularly in underserved areas.

Increasing public knowledge about hypertension and its dangers is
essential for encouraging and motivating people to get treatment. Educational
campaigns that promote the importance of regular blood pressure checks and
lifestyle modifications can help reduce the prevalence of hypertension. It is also
Important that there are Interventions that are culturally sensitive and target the
unique obstacles that various communities encounter.

The government can also play an important role in improving access to
hypertension care by subsidizing essential medications, Expanding health
insurance policy coverage and implementing national hypertension screening
programs. Hypertension can also be avoided by implementing regulations that
support a healthier lifestyle, such as lowering the amount of sodium in food items

that are being produced [8].
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Conclusion to chapter 1

Hypertension is a complex and multifaceted condition characterized by
persistently elevated blood pressure, driven by a combination of genetic,
environmental, and lifestyle factors. Its pathophysiology involves multiple
mechanisms affecting the cardiovascular system, often leading to serious
complications such as heart disease, stroke, kidney failure, etc.

Various types and subtypes of hypertension, such as primary, secondary,
malignant, isolated systolic, and resistant hypertension, present unique
challenges for diagnosis and management. The condition is exacerbated by
numerous risk factors, including age, obesity, poor diet, poor lifestyle choices,
and underlying medical conditions.

Patients with hypertension face several challenges, including the risk of
severe cardiovascular events, difficulties in managing symptoms, and the
potential for organ damage if left uncontrolled. Access to adequate healthcare
services plays a critical role in managing hypertension effectively. However,
economic, geographic, and sociocultural barriers often limit the ability of many
individuals to obtain proper diagnosis, treatment, and long-term care,
particularly in low resource settings.

To mitigate these challenges, strategies aimed at improving healthcare access
for hyper- tension patients must focus on strengthening primary care services,
promoting health education, expanding the use of mobile healthcare
technologies, and implementing policies that make healthcare more affordable
and accessible. By addressing these barriers, healthcare systems can significantly
improve the prevention, detection, and management of hypertension, ultimately

reducing the burden of this widespread and dangerous condition.
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Chapter 2

STUDY OF PREVALENCE AND APPROACHES TO THE TREATMENT
PATIENTS WITH HYPERTENSION

2.1 Study of the prevalence of tuberculosis worldwide

The prevalence of hypertension varies widely between regions and
demographic groups, but it remains a substantial burden across all populations.
According to the World Health Organization (WHO), an estimated 1.28 billion
adults aged 30-79 years worldwide have hypertension, with the majority residing
in low- and middle-income countries.

In developed countries, approximately 30-45% of the adult population is
affected by hypertension. The condition is more common in older adults, with

prevalence rates rising significantly with age (Fig 2.1) [9].
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In the United States, nearly half of the adults (47%) have hypertension,

according to datafrom the Centers for Disease Control and Prevention (CDC).
In sub-Saharan Africa, the prevalence of hypertension has been on the rise,

with somestudies suggesting that up to 46% of adults may be hypertensive.
Meanwhile, in Southeast Asia, hypertension affects around 25% of the

population, withsignificant urban-rural disparities in prevalence rates (Fig 2.2).

[11, 12]

Hypertension Prevalence

. 34.0% and over

32.0%-33.9%

30.0% - 31.9%

28.0% - 29.9%

. below 28.0%

Fig. 2.2 Worldwide prevalence of hypertension

In Nigeria, the burden of hypertension has grown steadily over the past few
decades dueto a combination of factors such as urbanization, lifestyle changes,
and demographic shifts. Hypertension is highly prevalent, affecting a significant
portion of the adult population. Studies indicate that the prevalence of
hypertension among Nigerian adults ranges from 20% to 40%, de-pending on the
population sampled and the diagnostic criteria used.

According to a meta-analysis of studies conducted across Nigeria, the

national prevalence of hypertension stands at approximately 30%, with higher
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rates reported in urban areas comparedto rural regions. The increasing rate of

hypertension in Nigeria is consistent with global trends, particularly in sub-
Saharan Africa, where the prevalence of the condition has risen in parallelwith
urbanization and the adoption of Westernized diets and lifestyles [13].

There is also presence of regional variations in the prevalence of
hypertension within Nigeria. Urban centers such as Lagos, Abuja, and Port Harcourt
report higher prevalence rates, often exceeding 30%, compared to rural areas,
where the rates are generally lower but still rising. This urban-rural disparity is
largely attributed to lifestyle differences, with urban populations being more
likely to consume processed foods, experience higher levels of stress and have a
lifestyle characterized by lack of physical activity (Fig 2.3.) [14].
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Fig. 2.3 Prevalence of hypertension in Nigeria by locality

In Nigeria, hypertension is a leading cause of illness and mortality. It is a
major risk factorfor cardiovascular disorders, which make up a sizable amount of
the nation's non-communicable diseases mortality. Heart disease, stroke, and
chronic renal disease are the most frequent side effects of hypertension, and they
all significantly strain Nigeria's healthcare system.

Heart failure and stroke are two major cardiovascular disorders that result

from uncontrolled hypertension. Stroke is the second most common cause of
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death in Nigeria, and a significant contributing factor to this figure is

hypertension (Fig 2.4).
Many people with hypertension don't know they have it, which delays

diagnosis andtreatment and raises the risk of serious problems.
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Fig. 2.4 Prevalence of hypertension in Nigeria by locality

2.2  Study of drug therapy treatment of hypertension in accordance

with internationalguidelines

One of the most important aspects of treating hypertension is
pharmacological management. Antihypertensive medications fall into a number of
types, each of which affects a distinct mechanism involved in blood pressure
management. The patient's general health, any comorbidities, and how well they
respond to treatment all influence the prescription selection.

Diuretics: Diuretics, also referred to as "water pills,” lower blood pressure
by eliminatingextra water and salt from the body, which lowers blood volume.
Thiazides, including hydrochlorothiazide, are common diuretics that are
frequently recommended as a first-line treatment for hypertension. Although

diuretics are especially beneficial for older patients or those who consume more
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sodium, some patients may find the electrolyte imbalances, dehydration, and in-

creased urine to be uncomfortable [15].

Inhibitors of the Angiotensin-Converting Enzyme (ACE): ACE
inhibitors, like lisinopril and enalapril, function by preventing angiotensin | from
being converted to angiotensin I, a hormone that narrows blood vessels. ACE
medications help relax blood arteries and reduce blood pressure by blocking this
process. Due to their protective effects on the kidneys, these medications are
especially helpful for individuals with diabetes or kidney disease. Nonetheless,
frequent adverse effects include high potassium levels, a chronic dry cough, and
in rare instances, angioedema (swelling) [16].

Angiotensin Il Receptor Blockers (ARBs): ARBs, like valsartan and
losartan, inhibit blood vessel constriction by blocking angiotensin Il's action at its
receptor sites. Patients who areunable to take ACE inhibitors because of adverse
effects like coughing are frequently prescribed ARBs. They have similar effects as
ACE inhibitors , but differ in their mechanisms [17].

Blockers of calcium channels (CCBs): Calcium channel blockers, like
amlodipine andnifedipine, help relax blood vessels and lessen the burden on the
heart by preventing calcium from entering the heart's muscle cells and blood
vessels. The heart and blood vessels have to work harder to pump calcium.
Calcium channel blockers expand blood vessels and facilitate the heart's
pumping action by slowing the flow of calcium into the heart's cells and blood
vessel walls. Patients who cannot tolerate other antihypertensive drugs or who
have isolated systolic hypertension are frequently treated with CCBs. Fatigue,
lightheadedness, and ankle edema are typical adverse effects [18].

Beta blockers: Metoprolol and atenolol are examples of beta blockers that
lower blood pressure by reducing the heart rate and lessening the force of the
heart's contractions. Patients with hypertension who also have other
cardiovascular disorders, like heart disease or arrhythmias, are frequently
administered them. In most cases, beta blockers are not the first choice of

treatment for hypertension unless [19].
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Combination Treatment. For the best blood pressure control, many

hypertensive patients need to take multiple medications. Because it targets
several pathways involved in blood pressure regulation, combina-tion therapy,
which employs medications from various classes is frequently more effective
thanmonotherapy, or the use of a single medication. ARBs or ACE inhibitors are
frequently used with calcium channel blockers or diuretics. Combination therapy
can raise the risk of adverse effects, which makes adherence more difficult even

though it increases efficacy [20].

Medication adherence is one of the most important aspects of managing
hypertension; ithas been found that a significant percentage of hypertensive
patients do not take their medications as directed, either because they forget,
because of side effects, or because they do not understand the importance of
consistent treatment. Patient education, medication reminders, and simplified

dosing regimens are strategies to improve adherence.

2.3  Analysis of WHO essential medicine list and Nigerians essential

medicine listEssential Medicines for Hypertension

Effective management of hypertension relies heavily on access to
antihypertensive medications. Different countries maintain national lists of
essential medications, while international organizations, such as the World
Health Organization (WHO), create broader, global guidelines toensure equitable
access to critical drugs. Here, | compared the presence and availability of anti-
hypertensive drugs on the Nigerian national list and the international list,
focusing on the range of available drugs, highlighting the similarities,
differences, therapeutic alternatives, treatment recommendations and potential
implications for hypertension management in Nigeria.

The table 2.1 shows WHO international list of essential medicines in part

of medication which can be used for treatment hypertension [21].
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Table 2.1

Medications which can be used for hypertension treatment presented in WHO

Model list of essential medicines

12.2 Antiarrhythmic medicines

[Ibisoprolol
Therapeutic alternatives:
- carvedilol

- metoprolol

Tablet: 1.25 mg; 5 mg.

digoxin

Injection: 250 micrograms/mL in 2 mL ampoule.
Oral liquid: 50 micrograms/mL.
Tablet: 62.5 micrograms; 250 micrograms

epinephrine (adrenaline)

Injection: 100 micrograms/mL (as acid tartrate or
hydrochloride) in 10 mL ampoule.

Injection: 20 mg/mL (hydrochloride) in 5 mL

lidocaine

ampoule.

Injection: 2.5 mg/mL (hydrochloride) in 2 mL
verapamil ampoule.

Tablet: 40 mg; 80 mg (hydrochloride).

Complementary List

amiodarone

Injection: 50 mg/mL (hydrochloride) in 3 mL
ampoule.
Tablet: 100 mg; 200 mg; 400 mg (hydrochloride).

12.3 Antihypertensive medicines

1 amlodipine

Therapeutic alternatives:

- 4th level ATC chemical
subgroup (CO8CA
Dihydropyridine derivatives)

Tablet: 5 mg (as maleate, mesylate or besylate).

1 bisoprolol
Therapeutic alternatives:
- atenolol*

- carvedilol

- metoprolol

Tablet: 1.25 mg; 5 mg.
*atenolol should not be used as a first-line agent in
uncomplicated hypertension in patients > 60 years

1 enalapril
Therapeutic alternatives:
- 4th level ATC chemical
subgroup (CO9AA ACE
inhibitors, plain)

Oral liquid: 1 mg/mL (as hydrogen maleate) [c].
Tablet: 2.5 mg; 5 mg; 10 mg (as hydrogen maleate).

hydralazine*

Powder for injection: 20 mg (hydrochloride) in
ampoule.

Tablet: 25 mg; 50 mg (hydrochloride).

*Hydralazine is listed for use only in the acute management of
severe pregnancy-induced hypertension. Its use in the treatment
of essential hypertension is not recommended in view of the
evidence of greater efficacy and safety of other medicines.




22
Continuation of the table 2.1

1 hydrochlorothiazide Therapeutic
alternatives:

- chlorothiazide

- chlorthalidone

- indapamide

Oral liquid: 50 mg/5 mL.
Solid oral dosage form: 12.5 mg; 25 mg.

1 lisinopril + [J amlodipine
Therapeutic alternatives:

- 4th level ATC chemical subgroup
(CO9AA ACE inhibitors, plain) (for
lisinopril)

- 4th level ATC chemical subgroup
(CO8CA Dihydropyridine derivatives) (for
amlodipine)

Tablet: 10 mg + 5 mg; 20 mg + 5 mg; 20
mg + 10 mg.

(1 lisinopril + [J hydrochlorothiazide
Therapeutic alternatives:

- 4th level ATC chemical subgroup
(CO9AA ACE inhibitors, plain) (for
lisinopril)

- chlorthalidone, chlorothiazide,
indapamide (for hydrochlorothiazide)

Tablet: 10 mg + 12.5mg; 20 mg + 12.5
mg; 20 mg + 25 mg.

[ losartan

Therapeutic alternatives:

- 4th level ATC chemical subgroup
(CO9CA Angiotensin Il receptor blockers
(ARBS), plain)

Tablet: 25 mg; 50 mg; 100 mg.

methyldopa*

Tablet: 250 mg.

*Methyldopa is listed for use only in the
management of pregnancy induced hypertension.
Its use in the treatment of essential hypertension is
not recommended in view of the evidence of
greater efficacy and safety of other medicines.

[1 telmisartan + [] amlodipine
Therapeutic alternatives:

- 4th level ATC chemical subgroup
(CO9CA Angiotensin Il receptor blockers
(ARBs), plain) (for telmisartan)

- 4th level ATC chemical subgroup
(CO8CA Dihydropyridine derivatives) (for
amlodipine)

Tablet: 40 mg + 5 mg; 80 mg + 5 mg; 80
mg + 10 mg.

] telmisartan + [

hydrochlorothiazide

Therapeutic alternatives:

- 4th level ATC chemical subgroup
(CO9CA Angiotensin Il receptor blockers
(ARBsS), plain) (for telmisartan)

- chlorthalidone, chlorothiazide,
indapamide (for hydrochlorothiazide)

Tablet: 40 mg + 12.5 mg; 80 mg + 12.5
mg; 80 mg + 25 mg.

Complementary List

sodium nitroprusside

| Powder for infusion: 50 mg in ampoule
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Nigerian List of Essential Medicines in part of medication which can be

used for treatment hypertension is presented at Table 2.2 [22]

Table 2.2

Nigerian List of Essential Medicines in part of medication which can be used

for treatment hypertension

Amiloride + hydrochlorothiazide | Tablet: 2.5 mg + 25 mg.
Amlodipine Tablet: 5 mg; 10 mg (besy-late).
Atenolol Tablet: 25 mg; 50 mg; 100mg.
Bendrofluazide Tablet: 2.5mg; 5 mg.
Captopril Tablet: 12.5 mg; 25 mg; 50mg.
Enalapril Tablet: 5mg; 10 mg.
Hydrochlorothiazide Tablet: 12.5 mg; 25 mg.
Hydralazine Powder for Injection: 20 mgin ampoule.
Tablet: 25 mg; 50 mg.
Indapamide Tablet: 1.5 mg; 2.5 mg.
Labetalol Powder for Injection: 5 mg/ mL in 20-mL
ampoule.
Tablet: 100 mg; 200 mg.
Lisinopril Tablet: 5 mg; 10 mg.
Losartan Tablet: 25 mg; 50 mg.
Methyldopa Tablet: 250 mg; 500 mg.
Nifedipine Tablet: 20 mg.
Tablet (slow release): 30 mg.
Nimodipine Tablet: 30 mg.
Propranolol Tablet: 40 mg; 80 mg.
Telmisartan Tablet: 40 mg; 80 mg.

Common Antihypertensive Drugs on Both Lists

Several antihypertensive drugs are shared between the Nigerian National

List and the International List, reflecting their global importance in managing

hypertension. Both the national and international lists include a variety of

antihypertensive drugs that represent major drug classes, such as calcium channel

blockers, beta-blockers, angiotensin-converting enzyme (ACE) inhibitors, and

angiotensin Il receptor blockers (ARBs). However, the lists differ in their specific

formulations and therapeutic alternatives. These include:
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« Amlodipine: A widely used calcium channel blocker, available in both

lists in similar formulations (5 mg and 10 mg tablets). It is essential in treating
hypertension, particularly for patients with high cardiovascular risk.

« Enalapril: An ACE inhibitor available on both lists. The Nigerian list
offers it in 5mg and 10 mg tablets, while the international list provides it in
similar strengths with an additional option of an oral liquid (1 mg/mL), which
may provide more flexibility in treatment, particularly for patients with
swallowing difficulties.

« Hydrochlorothiazide: A thiazide diuretic, available in both lists in 12.5
mg and 25 mg tablets. It is a cornerstone in hypertension management due to its
efficacy in reducing blood pressure and preventing cardiovascular
complications.

« Losartan: An angiotensin Il receptor blocker (ARB) found in both lists
(25 mgand 50 mg tablets). This drug is frequently prescribed for patients who
cannot tolerate ACE inhibitors.

« Methyldopa: Listed on both the Nigerian and international lists
primarily forpregnancy-induced hypertension. Both lists recommend itin 250 mg
tablets, with theNigerian list also including a 500 mg option.

The comparison shows that while there are commonalities in the core drugs
listed, the international list offers more therapeutic alternatives and guidance,
particularly when first-line options are contraindicated or less effective in
specific populations.

Differences in Available Drugs and Formulations

While there is overlap in essential antihypertensives, there are also notable
differences between the Nigerian national list and the international list, especially
in terms of available therapeutic alternatives and combinations:

« Bisoprolol: This beta-blocker appears on the international list but is
absent fromthe Nigerian list. In contrast, Atenolol is present in both lists but is
noted on the international list as not recommended as a first-line agent in patients

over 60 years due to its inferior performance in reducing cardiovascular risk
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compared to other options. Nige-ria’s reliance on atenolol over bisoprolol may

reflect limited access to more modern beta-blockers.

« Therapeutic Alternatives: The international list offers extensive
therapeutic alternatives, such as chlorthalidone, chlorothiazide, and indapamide as
alternatives to hydrochlorothiazide. The Nigerian list includes indapamide but
lacks some of the other alternatives, potentially limiting the flexibility of
treatment options in the case of drug shortages or patient-specific
contraindications.

« Drug Combinations: The international list includes fixed-dose
combinations such as lisinopril + amlodipine and telmisartan + amlodipine,
which can enhance patientcompliance by reducing the pill burden. The Nigerian
list does not provide these combination therapies, meaning that patients in
Nigeria may need to take multiple drugs separately, which could affect adherence
to treatment.

« Hydralazine: Both lists include hydralazine, but the international list
restricts itsuse to pregnancy-induced hypertension, whereas the Nigerian list
lacks such restrictions, potentially leading to broader use of this older medication,
which has been surpassed by more effective and safer alternatives for essential
hypertension.

Medications Exclusive to the Nigerian List

The Nigerian national list includes some antihypertensive drugs that do not
appear on theinternational list, such as:

« Nifedipine: A calcium channel blocker available on the Nigerian list in
20 mg and 30 mg slow-release formulations. While nifedipine is widely used for
hypertension, it does not appear on the international list, which favors amlodipine
as the preferred dihydropyridine derivative due to its superior safety profile and
longer duration of action.

« Propranolol: Another beta-blocker on the Nigerian list but absent from
the international list. Propranolol is less commonly used for hypertension today

due to the availability of newer, more selective beta-blockers like bisoprolol and
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carvedilol, which offer better outcomes for patients with comorbid conditions

like heart failure.

o Reserpine: Listed on the Nigerian list in combination with
dihydroergocristine and clopamide. This older antihypertensive drug is no longer
favored internationally due to its significant side effects and the availability of
more effective alternatives. Its continued presence on the Nigerian list may reflect
cost considerations or limited access tonewer drugs in some areas of the country.

Medications for Special Populations and Conditions

Both lists include drugs tailored to specific hypertension-related
conditions, such as pregnancy-induced hypertension or heart failure. The
international list restricts certain drugs, like methyldopa and hydralazine, for use
only in pregnancy-induced hypertension, as evidence sup-ports their safety in
this context. The national list also includes methyldopa and hydralazine butdoes
not make such clear distinctions, reflecting less specific guidance on their use.

The international list also includes combinations of antihypertensive drugs
such as lisinopril + hydrochlorothiazide or telmisartan + amlodipine, providing
an alternative for patients needing multi-drug therapy. The national list however,
does not include such explicit restrictions, which may lead to broader use of these
medications outside pregnancy.

Recommendations and Usage

The international list provides more specific recommendations for the use
of certain drugs, reflecting up-to-date clinical guidelines. For instance, it notes
that atenolol should not beused as a first-line treatment for patients over 60 years
old, aligning with research suggesting it may be less effective in reducing
cardiovascular risk in this population. The national list does notinclude such
detailed recommendations, which may result in broader or less targeted use of

certain medications.
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Implications for Healthcare Access in Nigeria

The differences in drug availability and formulation between the Nigerian
and international lists have significant implications for healthcare access and
outcomes in Nigeria. While Nigeria has access to many of the essential drugs
needed to manage hypertension, the limited therapeutic alternatives and absence
of combination therapies may reduce treatment flexibility and patient adherence.
The reliance on older drugs, such as Atenolol, Propranolol, and Reser- pine,
reflects the need for modernization of the national list to align with current
international guidelines and improve patient outcomes.

The absence of newer drug combinations, which are favored
internationally for their convenience and efficacy, could also impact adherence,
particularly in rural areas where access to healthcare providers and pharmacies
Is limited. By modernizing the national list to include more of the alternatives and
combination therapies seen in the international list, Nigeria could improvethe
effectiveness of hypertension management, reduce complications, and improve

long-term cardiovascular outcomes.

2.4 Comparison Analysis of Nigerian hypertension guidelines with
Global Standards

Hypertension management in Nigeria is shaped by both national protocols
and international frameworks, particularly those from organizations such as the
World Health Organization (WHO) and the International Society of Hypertension
(ISH). The Nigerian Hypertension Society (NHS) has also developed localized
guidelines that reflect the country's unique needs, especially in resource
constrained areas [23].

The core components of the Nigerian guidelines are as follows:

Diagnosis: Hypertension is defined as a persistent systolic blood pressure
(SBP) 0f140 mm Hg or more, or a diastolic blood pressure (DBP) of 90 mm Hg
or more, consistentwith WHO-ISH and other global standards.
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Risk Assessment: Patients are categorized based on their blood pressure

readingsand the presence of additional risk factors, such as advanced age, obesity,
diabetes, and family history of cardiovascular disease.

Pharmacological Treatment: The Nigerian guidelines advise starting
treatment based on the severity of hypertension and associated risk factors,
typically with first-line medications like diuretics, calcium channel blockers, ACE
inhibitors, and angiotensin Il receptor blockers (ARBS).

Lifestyle Modifications: These guidelines also emphasize non-drug
interventions, including dietary changes (reducing salt and fat intake), increasing
physical activity, stop-ping smoking, and limiting alcohol consumption.

In comparison with global guidelines—such as those from the American
College of Cardiology (ACC), the European Society of Cardiology (ESC), and
the WHO—Dboth similarities anddifferences can be observed.

Diagnostic Thresholds: The Nigerian guidelines, like those from WHO and
ISH,recommend diagnosing hypertension at a blood pressure of 140/90 mm Hg.
However, the2017 ACC/AHA guidelines lowered this threshold to 130/80 mm Hg.
This more aggressive approach has not been widely adopted in Nigeria, likely due
to the challenges of implementing more intensive interventions in a low-resource
setting.

Pharmacological Treatments: Nigerian treatment guidelines are largely in
line with global standards when it comes to drug selection. Diuretics and calcium
channel blockers are preferred as first-line treatments in Nigeria, reflecting
similar preferences for these medications globally, particularly in African
populations, where they have proven effective. However, access to certain drugs
like ACE inhibitors and ARBs may be more limited in Nigeria due to cost
constraints.

Cost and Awvailability: A key difference between Nigerian and global
guidelines isthe focus on affordability and accessibility of treatments. In Nigeria,
where a significant portion of the population lives in poverty and healthcare costs

are often paid out-of-pock- et, there is a strong emphasis on cost-effective
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treatment strategies. Generic medications are widely used, whereas more

expensive, newer medications that are common in countries like the U.S. or
Europe are less emphasized.

Healthcare Infrastructure and Follow-up: The Nigerian guidelines take
into account the limitations of the healthcare system, particularly in rural areas
where access tohealthcare providers and regular follow-up care can be difficult. As
a result, simpler and more cost-effective treatment plans are prioritized. In
contrast, global guidelines often assume the availability of advanced medical
technology, regular follow-up appointments, and continuous monitoring, which
are less feasible in many parts of Nigeria.

Public Health Education and Campaigns: Unlike in wealthier countries
such as the U.K. or U.S., where structured public health campaigns on
hypertension prevention are common, Nigeria faces challenges in running
widespread, long-term campaigns due to limited healthcare funding and
competing national priorities. This makes it difficult to raise widespread

awareness of the risks and management of hypertension.

Conclusion to chapter 2

In comparing the presence of antihypertensive drugs on national and
international lists, it is evident that Nigeria includes many essential drugs that
align with global standards but it is alsoclear that there is significant overlap in
the core medications used to treat hypertension.

There are gaps in the availability of therapeutic alternatives and modern
combination therapies, which are crucial for enhancing treatment flexibility and
patient adherence. The international list offers greater flexibility, more
therapeutic alternatives, and clearer guidelines for special populations. The
national list, while comprehensive, provides fewer options and less de-tailed
guidance, potentially limiting its utility in complex cases or for patients with

specific needs.
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To improve hypertension management at a national level, countries could

consider incorporating more of the therapeutic alternatives and guidelines
present in international lists. This would enhance the flexibility of treatment and
ensure that patients have access to the most effective and up-to-date therapies,

ultimately improving health outcomes for individuals living with hypertension.
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Chapter 3

RESEARCH ON SOCIOECONOMIC FACTORS AFFECTING
HYPERTENSION IN NIGERIA

3.1 Research on affordability of hypertension drugs in Nigeria

Hypertension is a critical public health issue in both developed and
developing countries. It significantly contributes to the global burden of
cardiovascular diseases, which remain the leading cause of mortality.

In Nigeria, it represents a significant health challenge due to its increasing
prevalence andassociated complications. VVarious factors contribute to the rise in
hypertension cases, with socioeconomic issues playing a central role in
exacerbating the condition. While medical and life- style factors are well-
documented, the role of socioeconomic determinants in the prevalence and
management of hypertension is critical yet often overlooked.

One of the most significant socioeconomic determinants of hypertension is
income. Low-er income individuals are more likely to experience stress, which
IS @ major contributor to hyper-tension.

Poverty remains one of the major socioeconomic factors impacting health
outcomes in Nigeria, particularly in relation to hypertension. According to the
National Bureau of Statistics (NBS), about 40% of Nigerians live below the
poverty line. [24]

This condition of poverty limits access to proper nutrition, which is
essential for maintaining a healthy blood pressure. Many individuals rely on
cheaper, processed foods, contributing toweight gain and hypertension.

Additionally, Income also affects access to healthcare. The economic
strain caused by poverty makes it difficult for affected individuals to access
healthcare services for regular monitoring or treatment of hypertension.

Individuals with limited financial resources may forgo regular health checkups,
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preventive measures, or treatment for hypertension due to the cost of medical

care, leading to undiagnosed or poorly managed hypertension. [25]

Access to healthcare is a fundamental socioeconomic determinant of
hypertension. [29] Nigeria’s healthcare system faces significant challenges,
especially for individuals in rural areasor from low-income households. Access to
healthcare is often inadequate due to underfunded public health systems, lack of
infrastructure, and insufficient healthcare professionals.

For hypertension, early detection is key to managing the disease and
preventing complications, but many Nigerians do not have access to regular blood
pressure screenings. As a result, many individuals with hypertension are
undiagnosed or inadequately treated, increasing the risk of severe health
complications.

Unemployment in Nigeria is a major contributor to economic stress, which
can directly and indirectly affect hypertension. High unemployment rates,
currently estimated at around 20%, increase financial instability, leading to
anxiety and stress, which are known risk factors for high blood pressure. [26]

Also, unemployed individuals are more likely to engage in unhealthy
coping mechanisms such as alcohol consumption and smoking, both of which
exacerbate hypertension. Without stable income, individuals cannot prioritize
healthcare expenditures, thereby reducing their ability tomanage the condition
effectively.

The type of occupation one holds is another key socioeconomic
determinant of hypertension. Certain jobs, particularly those that are low wage,
high demand, and offer little job security, are associated with higher levels of
stress, which contributes to elevated blood pressure. Blue-col-lar workers, for
example, often face physically demanding jobs with limited control over work
schedules, leading to chronic stress, poor sleep, and unhealthy coping
mechanisms such as smoking or drinking alcohol.

Additionally, job-related stress can be heightened in professions that

require long hours orexpose workers to hazardous environments.
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Education plays a vital role in health awareness, including knowledge

about the causes, risks, and prevention of hypertension [27].

In Nigeria, there is a direct correlation between lower levels of education
and poor health outcomes. Many Nigerians, particularly in rural areas, lack
adequate health education, which limits their ability to make informed decisions
regarding lifestyle and diet. They may not fully understand the importance of
regular physical activity, a balanced diet, and routine blood pressure checks.
However, misconceptions about hypertension and traditional health beliefs often
delay treatment.

This lack of awareness contributes to the growing prevalence of the
condition, as many people are unaware of the silent nature of hypertension and
its long-term consequences. People with higher levels of education tend to have
better health literacy, enabling them to understand the importance of a healthy
lifestyle and the management of chronic diseases like hypertension.

Nigeria is experiencing rapid urbanization, with more people migrating
from rural areas tourban centers in search of better economic opportunities.
However, urbanization has brought about significant changes in lifestyle that
contribute to the increase in hypertension cases [28].

Urban living often leads to sedentary lifestyles due to reduced physical
activity, increased consumption of fast food, and greater exposure to pollution
and stress. In cities, people may also have easier access to unhealthy food options,
particularly processed foods that are high in sodiumand fat. This shift from
traditional diets rich in fruits and vegetables to more Westernized diets has been
linked to the rise in non-communicable diseases, including hypertension.

Socioeconomic status often determines the quality of one's living
environment, which significantly impacts the likelihood of developing
hypertension. Individuals in low-income neighborhoods are more likely to be
exposed to environmental stressors such as noise pollution, crime, and poor
housing conditions. The chronic stress associated with these living environments

Is a known contributor to high blood pressure. Poor living conditions can also
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limit access to healthcare facilities, grocery stores that sell fresh produce, and

recreational spaces for physical activity.

National health insurance scheme medicines price list for hypertension is
presents in Annex A.

Hypertension, or high blood pressure, is a significant global health issue,
and its management relies heavily on pharmacological interventions. Various
classes of antihypertensive drugsare available, ranging in price and formulation.
This analysis categorizes these drugs into three price groups—Ilow, middle, and
high—Dbased on their unit price.

Drugs in the low-price group generally cost between 15 and 30 Nigerian
Naira (NGN) pertablet. These medications are often older, widely available, and
in generic formulations. Despite their lower cost, they are effective in controlling
hypertension and are widely used, particularly inresource-limited settings. For
example: Amlodipine (5 mg): 20.00, Atenolol (25 mg): 16.00, Atenolol (50 mg):
18.00, Captopril (25 mg): 20.00, Carvedilol (3.125 mg): 21.00, Captopril (50
mg): 57.07.

These low-cost options are primarily composed of single-drug formulations
like Atenolol, Amlodipine, and Captopril. They tend to be the first line of
treatment for many patients with un- complicated hypertension.

The middle-price group includes drugs priced between 30 and 100 Naira
per tablet. These medications are often combination therapies or newer drugs,
offering broader mechanisms of action and sometimes improved efficacy in
patients with comorbid conditions. These drugs are priced moderately and reflect
a balance between cost and therapeutic benefit. For example: Candesartan
Cilexetil (8 mg): 64.00, Felodipine (5 mg): 80.00, Labetalol (200 mg): 82.00,
Telmisartan (40 mg): 80.00, Telmisartan (80 mg): 90.00, Valsartan (80 mg):
95.00

The middle-priced drugs often feature ARBs (Angiotensin Il Receptor

Blockers) like Telmisartan and Valsartan. These drugs are especially favored for
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patients who cannot tolerate ACE inhibitors. Combinations, such as Irbesartan

with Amlodipine, are also common in this pricerange.

Drugs in the high-price category exceed 100 Naira per tablet. These
medications are oftencomplex combinations or involve newer agents that offer
added convenience (e.g., single-pill combinations) or target patients with specific
treatment needs (e.g., resistant hypertension or co- morbidities like diabetes or
heart disease). For example:

Amlodipine + Valsartan (10/160mg): 160.00, Amlodipine + Valsartan + HCT
(10/160/12.5mg): 260.00, Perindopril + Indapamide (10/2.5mg): 220.00,
Lacidipine (2mg): 300.00, Perindopril Arginine + Amlodipine (5mg/10mg):
242.00, Perindopril Arginine + Am-lodipine (5mg/5mg): 240.00

The high-price group includes combinations of multiple antihypertensive
drugs, such asAmlodipine with VValsartan and Hydrochlorothiazide (HCT), which
provide a comprehensive approach to managing hypertension. These drugs are
designed for patients who need more aggressive blood pressure control and are
more likely to be prescribed for individuals with complicated hypertension
profiles.

Access to affordable healthcare, particularly for chronic conditions like
hypertension, re- mains a challenge in many developing countries, including
Nigeria. The economic availability of antihypertensive drugs is crucial for
effective long term management, seeing as hypertension re- quires consistent and

often life long treatment.

3.2 Analysis of factors influencing the economic availability of

hypertensive drugs in Nigeria.

In Nigeria, the cost of antihypertensive drugs varies widely, with prices
ranging from aslow as 15 NGN per tablet to over 300 NGN per tablet. The

availability of low-cost generic drugs, such as Atenolol, Captopril, and
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Amlodipine, offers economically viable options for a large seg- ment of the

population.

These drugs, which fall into the low-price category, are crucial for making
hypertension treatment accessible to the masses. For example, Amlodipine (5mg)
and Atenolol (25mg) are priced at 20 NGN and 16 NGN per tablet, respectively.
Given that these medications are oftenfirst-line treatments, they are integral to
healthcare programs targeting hypertension in lower-in-come populations.

However, the affordability of more complex drug combinations, such as
Amlodipine with Valsartan or Perindopril with Indapamide, which fall into the
middle and high-price categories,may pose challenges for many patients. Prices
for these drugs can range from 160 NGN to over300 NGN per tablet. For instance,
Amlodipine + Valsartan (10 mg /160 mg) is priced at 160 NGN, while Perindopril
+ Indapamide (10/2.5 mg) costs 220 NGN per tablet. These drugs are often pre-
scribed for patients with more resistant or severe hypertension, yet their higher
costs can limit accessibility, especially for uninsured or low-income individuals.

Nigeria's healthcare system is supported by the National Health Insurance
Scheme (NHIS), which plays a significant role in making medications more
accessible. However, cover- age under NHIS is not universal, and a large
proportion of the population, especially in rural areas, remains uninsured. For
patients with health insurance, out-of-pocket costs for antihypertensive
medications are often reduced, making higher-cost medications more accessible.
In contrast,uninsured individuals must bear the full cost of treatment, which can
be prohibitive, particularly for high-priced drugs.

Despite efforts to expand insurance coverage, many Nigerians still rely on
direct purchases from pharmacies, which disproportionately affects those with
lower incomes. For individuals earning the minimum wage or living in poverty,
even low-cost antihypertensive drugs can be a financial burden, especially given
the chronic nature of the condition. The economic challenge is exacerbated by
the need for continuous, long-term therapy, which accumulates significant costs

over time.
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Socioeconomic disparities significantly affect access to hypertension

treatment in Nigeria. Urban areas tend to have better healthcare infrastructure,
more pharmacies, and a broader selection of antihypertensive drugs, including
generics and brand-name medications. In contrast, rural regions often face
limited availability of both healthcare facilities and essential medicines. This
disparity in access compounds the economic challenges, as patients in rural areas
may need to travel long distances to obtain their medications, further increasing
the overall cost of treatment.

Additionally, Nigeria’s economic volatility, including inflation and
currency fluctuations, affect the price of imported drugs and active
pharmaceutical ingredients (APIs) needed for local production. While Nigeria
does produce some generic medications domestically, many antihypertensive
drugs are still imported, making their prices susceptible to economic conditions.
This adds to the financial burden on patients, particularly for drugs in the middle
and high-price categories, which are often imported.

The Nigerian government has initiated several programs aimed at
improving access to essential medicines, including antihypertensives. Policies
focused on generic drug promotion, price controls, and subsidies could play a
vital role in increasing the affordability and availability of these medications.
However, the effectiveness of these policies is often hampered by inconsistent
implementation, regulatory challenges, and corruption within the healthcare
system.

In recent years, the government has been working on expanding the NHIS
and increasing access to essential medications through the Basic Healthcare
Provision Fund (BHCPF). While these efforts are promising, they need to be
scaled up to ensure that antihypertensive medicationsare consistently affordable
and accessible to all segments of the population.

With an estimated prevalence of over 30% among the adult population,

hypertension presents a significant public health challenge in Nigeria. In
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response, various programs and policies have been implemented to improve the

prevention, diagnosis, and treatment of hypertensionacross the country.

The Nigerian government has made efforts to address the growing burden
of hypertensionthrough a range of healthcare policies and programs. Key among
these is the National Health Insurance Scheme (NHIS), which seeks to improve
access to healthcare services, including treatment for chronic diseases such as
hypertension. Under the NHIS, some essential antihypertensive medications are
covered, which reduces out-of-pocket costs for patients. However, the scheme's
reach is still limited, with many Nigerians, especially those in rural areas and
those working in the informal sector remaining uninsured.

This highlights the need for expanding health insurance coverage to a
broader segment ofthe population to ensure consistent access to treatment.

Primary healthcare centers (PHCs) play a critical role in the management
of hypertension in Nigeria. These centers serve as the first point of contact for
most patients and are integral to diagnosing and managing hypertension,
especially in rural and underserved areas. Screening pro- grams at PHCs are
essential for early detection, as hypertension often presents without noticeable
symptoms.

Several non-governmental organizations (NGOs) and international bodies
have partneredwith the Nigerian government to support hypertension screening
and treatment programs. For ex-ample, the World Health Organization (WHO),
in collaboration with local healthcare authorities, has launched initiatives to
increase blood pressure screening and promote awareness about hyper-tension
risks.

The World Health Organization's HEARTS technical package serves as the
inspiration for the comprehensive, multi-level care model used by the
Hypertension Treatment in Nigeria (HTN)Program. [30] A standardized treatment
protocol, a health information management system, team- based care, training and
monitoring, patient registration and grouping, and a drug revolving fund to

Increase access to prescription drugs are all components of this strategy.
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One example of providing comprehensive hypertension management in

primary care set- tings is the HTN Program. The HTN package's main
components are:

(1) anational policy-level standardized treatment protocol;

(2) health system-level promotion of fixed-dose combination therapy;

(3) health system-level patient registration and grouping;

(4) healthcare worker-level incentives for team-based care; and

(5) provided health coaching and home blood pressure monitoring (at the
level of patients).

A drug revolving fund was also established by the HTN Program to increase
access to blood pressure-lowering drugs. The HTN Program could assist and
lower the burden of hypertension disease in Nigeria while operating as a model
for providing integrated non communicable diseases (NCD) care in primary care
If it is maintained and expanded through adoption and implementation in
standard public health policies and practices. There are 60 participating facilities,
and a separate drug revolving fund is used to provide cheap bulk purchase,
addressing medication access and affordability. This tactic is crucial for
maintaining a steady supply of reasonably priced, high quality medications and
avoiding treatment disruptions, which can impair blood pressure management.

Community health extension workers' telephone based and in-home health
coaching, along with home blood pressure monitoring, are important patient-
level strategies that help people learn more about hypertension and increase their
autonomy and self efficacy in managing their condition over the long term. The
sustainability of the HTN Program is further enhanced by the high level of local
ownership and capacity building. Reliance on outside partners is decreased
because the majority of healthcare workers are tenured healthcare professionals
incorporated intoPHCs. Effective scale-up for a wider population impact can be
facilitated by methodical implementation employing progressive regional

growth. Results from the HTN Program are encouraging; during the previous
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four years, nearly 21,000 patients had a more than 50% hypertension control

rate.

Implementation Package for Hypertension Treatment in Nigeria Program
Is presented on Fig. 3.1

Addressing hypertension in Nigeria requires a multi-faceted approach.
Expanding the NHIS to include more individuals, particularly those in the
informal sector and rural areas, is a crucial step in improving access to healthcare
and medications. Strengthening the healthcare workforce through targeted
training programs for PHC workers can enhance the quality of careprovided to
hypertensive patients.

Public health campaigns focused on raising awareness about hypertension,
its risk factors,and the importance of regular screening can play a significant role
in reducing the burden of thedisease.

Finally, improving the distribution of medications and reducing their cost
through government subsidies or partnerships with pharmaceutical companies

can ensure that patients haveconsistent access to the drugs they need.



KPNC Intervention Components

WHO HEARTS Technical Package

HTN Program Implementation Package

41

4 R
Health coaching and home BP monitorin
f Healthy-lifestyle counseling 1 5 g > g " A
; 1 % Implementation of home-based BP monitoring and health &)
Provide counselling on risk factors and encourage people bnd 2 1 —— s ’-.’Q
toshave Healthy lifestyles coaching (using motivational interviewing approach) led by
\ ’ > . Community Health Extension Workers. o
" Evi sdali ) V' e ™ T s a5a-sau -
Evidence-based guideline development Evidence-based treatment protocols Simplified Treatment Guideline =
An evidence-based, 4-step hypertension control algorithm | == | Standardize a clinical approach to the management of = | Implementation of a 4-step treatment guideline including e
. was developed to aid clinicians. ) . hypertension and diabetes. ¥ . amlodipine, losartan, and hydrochlorothiazide. =2
(" Promotion of Single-Pill Combination Therapy & ~ -
Single-pill combination therapy with lisinopril- Fixed dose combination
hydrochlorothiazide was incorporated into the regional i Promotion of the use of fixed dose medications.
. . V
\_guideline. r
(" Access to essential medicines and technology ) (" Access to essential medicines and technology ki
Improve CVD medicine and technology procurement, - Improve CVD medicine procurement, quantification,
quantification, distribution, management and handling of distribution, management, affordability and availability at
\_ supplies at facility level. y \_ a health system and facility level. b
" Risk-based CVD management i
Apply a total risk approach to the assessment and
. management of CVD. =
( Medical Asst I \ /" Team-based care and community health extension worker B
:Ille c:. Alss statnt F: ov:i-upd ) SRt Rl " Team-based care ) provided hypertension management
".‘e.t utca .celrl\ ersh ZV(T (Lp; A . 4me |cka afs::s . = | Encourage and develop team-based care and task shifting | == | Training and empowerment of Community Health Extension O
up Z",s' .yplc:;.y scheduled:etomweeksaltera | related to the care of CVD. 9 Workers to diagnose, treat, and management hypertensive (213
. medication adjustment. 3 \_ patients. '
s ) ~ czm B i i i i
Performance and quality reporting Systems for monitoring Performance and quality reporting
Hypertension control reports were generated every 1to3 | =% | Monitor and report on the prevention and =% | Hypertension treatment, control, and retention reports
| months for each medical center. o management of CVD using standardized indicators and | are generated every month for each health center. u
\_ data collection tools. )
r a N + s+ N
Hypertension patient registry Hypertension patient registry and empanelment
Quarterly empanelment of hypertensive patients. » | Real-time registration and empanelment of hypertensive X
\ v | patients. J

Implementation Levels:

a
9,
£©

Patient é% Worker |%| Health Clinic XHealth System @ National Policy

Fig 3.1 Implementation Package for Hypertension Treatment in Nigeria Program



42
Conclusion to chapter 3

Hypertension is a multifaceted public health issue in Nigeria that is deeply
intertwined with the country’s socioeconomic conditions. It is not solely a
medical condition influenced by individual lifestyle choices. Poverty, limited
access to healthcare, unemployment, low education-al attainment, urbanization,
and social inequality all contribute to the rising prevalence of hyper- tension.

Addressing hypertension on a societal level requires tackling these root
socioeconomic causes. Addressing these socioeconomic factors is crucial for
effectively managing and reducing hypertension cases in Nigeria. Efforts to
combat hypertension should include improving health- care accessibility,
enhancing public health education, promoting healthy lifestyles, and reducing
poverty through economic development programs. Without addressing the
underlying socioeconomic determinants, the burden of hypertension will
continue to rise, posing a serious threat to public health and the economy.

The economic availability of antihypertensive drugs in Nigeria is shaped
by a complex interplay of drug pricing, healthcare infrastructure, insurance
coverage, and socioeconomic fac-tors. While low-cost generic drugs provide an
affordable option for many patients, the cost of more advanced combination
therapies remains a barrier for lower-income individuals.

Expanding health insurance coverage, improving the distribution of drugs
to rural areas, and ensuring stable pricing through government intervention are
critical steps needed to improve the economic availability of antihypertensive
drugs in the country. Addressing these challenges isessential for ensuring that all
Nigerians, regardless of income level or geographic location, have access to
effective treatment for hypertension.

Hypertension is a significant public health issue in Nigeria, and while there
are several programs in place to address the condition, more needs to be done to
ensure widespread access to treatment. Improving healthcare infrastructure,

expanding insurance coverage, and increasing public awareness are essential
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steps toward better hypertension management in the country. Ad- dressing these

challenges will be critical for reducing the prevalence of hypertension and its
associated complications, ultimately improving the overall health of Nigeria’s
population.
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CONCLUSIONS

1. Hypertension is a significant public health concern characterized by a
complex interplay of genetic, environmental, and lifestyle factors. This multifaceted
condition poses serious health risks, including cardiovascular disease and organ
damage, particularly when left uynmanaged. Effective treatment and management are
crucial, yet many individuals face barriers to accessing appropriate healthcare,
especially in low-resource settings. These challenges can hinder timely diagnosis
and treatment, increasing the likelihood of severe complications and worsening
health outcomes.

2. To improve the management of hypertension, it is essential to enhance
healthcare access through strengthened primary care services and health education
initiatives. Innovative healthcare technologies can also play a vital role in facilitating
better monitoring and treatment options. Additionally, implementing policies aimed
at making healthcare more affordable and accessible can help mitigate the obstacles
faced by individuals with hypertension. By addressing these multifaceted barriers,
healthcare systems can significantly improve the prevention, detection, and
management of hypertension, ultimately reducing its burden on both individuals and
society.

3. In comparing the presence of antihypertensive drugs on national and
international lists, it is evident that Nigeria includes many essential drugs that
align with global standards but it is alsoclear that there is significant overlap in
the core medications used to treat hypertension.

4, There are gaps in the availability of therapeutic alternatives and
modern combination therapies, which are crucial for enhancing treatment
flexibility and patient adherence. The international list offers greater flexibility,
more therapeutic alternatives, and clearer guidelines forspecial populations. The
national list, while comprehensive, provides fewer options and less de-tailed
guidance, potentially limiting its utility in complex cases or for patients with
specific needs.

5. To improve hypertension management at a national level, countries
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could consider incorporating more of the therapeutic alternatives and guidelines

present in international lists. This would enhance the flexibility of treatment and
ensure that patients have access to the most effective and up-to-date therapies,
ultimately improving health outcomes for individuals living with hypertension.

6. Addressing hypertension on a societal level requires tackling these root
socioeconomic causes. Addressing these socioeconomic factors is crucial for
effectively managing and reducing hypertension cases in Nigeria. Efforts to combat
hypertension should include improving health- care accessibility, enhancing public
health education, promoting healthy lifestyles, and reducing poverty through
economic development programs. Without addressing the underlying
socioeconomic determinants, the burden of hypertension will continue to rise,
posing a serious threat to public health and the economy.

7. The economic availability of antihypertensive drugs in Nigeria is
shaped by a complex interplay of drug pricing, healthcare infrastructure, insurance
coverage, and socioeconomic fac- tors. While low-cost generic drugs provide an
affordable option for many patients, the cost of more advanced combination
therapies remains a barrier for lower-income individuals.

8. Expanding health insurance coverage, improving the distribution of
drugs to rural areas, and ensuring stable pricing through government intervention are
critical steps needed to improve the economic availability of antihypertensive drugs
in the country. Addressing these challenges is essential for ensuring that all
Nigerians, regardless of income level or geographic location, have access to

effective treatment for hypertension.
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124 ANTIHYPERTENSIVES DRUGS

Amiloride + hydrochlorothiazide Tablet 0.5mg/25mg Tab. 20.00
Amlodipine Tablet (Besylate) 5mg Tab. 20.00
Amlodipine Tablet (Besylate) 10mg Tab. 22.00
Amlodipine + Valsartan Tablet 5mg + 160mg Tab 200.00
Amlodipine + Valsartan (10/160mg) Tablet Tablet 10/160mg Tablet 160.00
Amlodipine + Valsartan + HCT (10/160/12.5mg) Tablet Tablet 10mg/160mg/12.5mg Tablet 260.00
Amlodipine + Valsartan + HCT (10/160/25mg) Tablet Tablet 10mg/160mg/25mg Tablet 320.00
Amlodipine + \ + Hydr iazide Tablet 5mg + 160mg + 12.5mg Tab 360.00
Atenolol Tablet 25mg Tab. 16.00
Atenolol Tablet 50 mg Tab. 18.00
Atenolol Tablet 100mg Tab. 30.00
Candesartan cilexetil Tab 8mg 64.00
Candesartan cilexetil Tab 16mg 75.00
Candesartan cilexetil/hydrochlothiazid Tab 16/12.5mg 138.00
Captopril Tablet 12.5mg, Tab. 15.00
NAME OF MEDICINES DOSAGE FORM STRENGTHS PRESENTATION PRICE

Captopril Tablet 25mg Tab. 20.00
Captopril Tablet 50mg Tab 57.07
Carvedilol 12.5mg tab Tablat 12.5mg Tablet 26.00
Carvedilol 25mg Tablet Tablet 25mg Tablet 54.00
Carvedilol 3.125mg tab Tablat 3.125mg Tablet 21.00
Carvedilol 6.25mg tab Tablet 6.25mg Tablet 30.00
Doxazocin 2mg Tablet Tablet 2mg Tablet 21.00
Doxazocin 4mg Tablet Tablet 4mg Tablet 36.00
Enalapril Tablet Smg Tab. 30.00
Enalapril Tablet 10mg Tab. 35.00
Felodipine Tablet 5mg Tab. 80.00
Felodipine Tablet 10mg Tab. 100.00
Hydralazine Tablet 25mg, Tab. 15.00
Hydralazine Tablet 50mg Tab 25.00
Hydralazine Injection powder 20mg in 1ml Ampoule Amp. 170.00
Indapamide 1.5mg tab Tab 1.5mg Tab 117.00
Irbesartan Tablet 300mg Tablet 143.00
Irbesartan + Amlodipine Tablet 300mg+10mg Tablet 177.00
Irbesartan + Amlodipine Tablet 300mg+5mg Tablet 166.00
Irbesartan/Amlodipine(150/10mg) tab Tablet 150mg/10mg Tablet 175.00
Irbesartan/amlodipine(150/5mg) tab Tablet 150mg/5mg Tablet 167.00
Irbesartan 150mg Tablet Tablet 150mg Tablet 171.00
|sradipine Tablet 2.5mg Tab. 151.67
Isradipine Tablet 5mg Tab. 143.33
Labetalol Tablet (HCL) 200mg Tab. 82.00
Labetalol 'Trg';f:t”&ﬁ";d“ Smgiml in 20ml Ampoule Amp. 200.00
Lacidipine Tablet 2mg Tab. 300.00
Lisinapril Tablet 2.5mg Tab. 20.00
Lisinopril Tablet 5mg Tab. 25.00
Lisinapril Tablet 10mg Tab. 32.00
Lisinopril + hy orothiazide Tablet 20mg/12.5mg Tab. 55.00
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Tablet

Losartan + Amlodipine 50mg/5mg Tablet 122.00
Losartan 25mg Tablet Tablet 25mg Tablet 60.00
Losartan 5t Tablet Tablet 50mg Tablet 60.00
Methyldopa Tablet 500mg Tab. 50.16
Metoprolol 25mg Tablet Tablet 25mg Tablet 121.00
| Metoprolol 50mg Tablet Tablet 50mg Tablet 73.00
| Metoprolol Succinate 100mg tab Tablet 100mg Tablet 97.00
Succinate 25mg tab Tablet 25mg Tablet 23.00
Metoprolol Succinate 50mg tab Tablet 50mg Tablet 28.00
Metoprolol Tartrate 50mg tab Tablet 50mg Tablet 60.00
Nebivolol Tablet 5mg Tablet 70.00
Nebivolol + Hydrochlorothiazide Tablet 5mg /12.5mg Tablet 100.00
Nifedipine Tablet, 20mg Tab. 33.00
Nifedipine slow release 30mg Tab. 50.00
Olmesartan Tablet 20mg 40mg Tablet 180.00
perindopril Tablet 10mg Tablet 233.00
Perindopril Tablet 5mg Tablet 175.00
Perindopril + Indapamide Tablet 10/2.5mg Tablet 220.00
Perindopril + Indapamide Tablet 5/1.25mg Tablet 152.00
Perindopril arginine + Amlodipine Tablet 10mg/10mg Tablet 233.00
Perindopril arginine + Amlodipine Tablet 10mg/5mg Tablet 242.00
Perindopril arginine + Amlodipine Tablet 5mg/Smg Tablet 240.00
Perindopril arginine + Amlodipine Tablet 5mg/10mg Tablet 242.00
Prazosin Tablet 1mg Tab. 20.00
Prazosin Tablet 2mg Tab. 25.00
Prazosin + Polythiazide Tablet 0.5mg + 0.25mg (respectively) Tab. 40.00
Propranolol (Hydrochloride) Tablet 40mg Tab 40.00
Ramipril +hydrochlorothiazide Tablet /25m; Tablet 23.00
Ramipril 10mg Tablet Tablet 10mg Tablet 22.00
Ramipril 5mg Tablet Tablet 5mg Tablet 50.00
Reserpine + Dihydroergocristine + Clopamide (Restricted) Tablet R 0.1mg + Dihy 0.5mg | 7ap, 40.00

Resparpine + Dinydroergocristine + Hydrochiarothiazide (Restricted) Tablet ammm‘”wc‘" e Tab. 40.00
Resperpine + Dinydroergocristine +Hydrochlorothiazide (Restrictac) Tablet Hydrochlorothiazide 10mg Tab. 40.00
_S-Amlodipine 5mg Tablet Tablet 5mg Tablet 88.00
Telmisartan Tablet Telmisartan 40mg Tab £0.00
Telmisartan Tablet Telmisartan 80mg Tab 90.00
Telmisartan + Hydrochlorthiazide Tablet Telmisartan 40mgHCT2Z 12.5mg Tab 95.00
Telmisartan + Hydrochiorthiazide Tablet Telmisartan 80mgHCTZ 12.5mg Tab 123.00
Valsatan Tab 8mg Tab 95.00
Valsatan Tab 160mg Tab 83.00
Valsatan /Hydrochiothiaz de Tab 80/12.5mg Tab 108.00
Valsatan Hyd-ochiothiazd Tab 160/12.5mg Tab 136.00
Valsatan /Hydrochiothiazide Tab 160/25mg Tab 136.00
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INonoea woMicii,

npopexTop 3B0 1 HITP,
npogecop ﬁ", Inaa BJIAJHMHPOBA
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REVIEW

of scientific supervisor for the qualification work of the master's level of higher
education of the specialty 226 Pharmacy, industrial pharmacy

Thelma Godfrei AKPAMA
on the topic: «STUDY ON THE INFLUENCE OF SOCIOECONOMIC
FACTORS ON HYPERTENSION PREVALENCE»

Relevance of the topic. Hypertension affects millions of individuals globally and is
often termed a "silent killer" due to its asymptomatic nature. By exploring the
socioeconomic determinants of hypertension, this study can help identify at-risk
populations and inform public health initiatives aimed at reducing the burden of this
condition. Recognizing the disparities in hypertension prevalence across different
socioeconomic groups can guide resource allocation and targeted health programs.
Practical value of conclusions, recommendations and their validity. The results of
the research can be used as the basis for a set of measures to improve approaches to
providing pharmaceutical care to patients with hypertension taking into account socio-
economic determinants in Nigeria.

Assessment of work. During the research the student showed a creative approach to
the solution of the tasks, diligently conducted research work, summarized and
presented the results properly, which indicates the awareness of the problem and the
proper level of its development. The work is carried out at a sufficient scientific level.
General conclusion and recommendations on admission to defend. In general, the
qualification work of Thelma Godfrei AKPAMA on the topic « Study on the influence
of socioeconomic factors on hypertension prevalence» is performed at the proper level,
meets the requirements of the "Regulations on the preparation and protection of
qualification works at the National University of Pharmacy™ and can be recommended
for defense in the Examination commission.

Scientific supervisor Iryna SURIKOVA

«7™y of November 2024
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for qualification work of the master’s level of higher education, specialty 226
Pharmacy, industrial pharmacy

Thelma Godfrei AKPAMA
on the topic: «STUDY ON THE INFLUENCE OF SOCIOECONOMIC
FACTORS ON HYPERTENSION PREVALENCE

Relevance of the topic. Socioeconomic factors play a crucial role in health equity.
Individuals from lower socioeconomic backgrounds often face barriers to accessing
healthcare, healthy food, and resources for physical activity, all of which contribute to
higher rates of hypertension. The relevance of studying the influence of socioeconomic
factors on hypertension prevalence cannot be overstated. It not only enhances our
understanding of the disease but also drives efforts toward equitable healthcare
solutions, effective policy-making, and targeted interventions that can ultimately
improve public health outcomes for all populations.

Theoretical level of work. The qualification work was carried out based on the study
of scientific literary sources, processing and analysis of data on the stated topic. It
should be noted that the work is presented logically, scientific and methodological
developments and the results do not raise doubts about their validity and reliability.
The selected methods and scope of research meet the goals and main objectives. The
applicant conducted an analysis of publications by domestic and foreign authors on the
subject under study. The generalized results of this analysis are systematized and
reflected in the work.

Author’s suggestions on the research topic. A comprehensive study was conducted
to assess the socio-economic factors that influence the prevalence of hypertension. This
study included a systematic review and synthesis of literature and statistical data, as
well as a study of the legal framework governing the provision of pharmaceutical care
to patients with hypertension, a comparison of hypertension treatment guidelines and

the availability of antihypertensive drugs in Nigeria, and the influence of social factors



on the availability of antihypertensive pharmacotherapy. This study provided insights
into the challenges and opportunities for optimizing pharmaceutical care for
individuals with hypertension.

Practical value of conclusions, recommendations and their validity. Acquaintance
with the qualification work gives reasons to affirm the expediency of the conducted
research and the practical value of the recommendations.

Disadvantages of work. Minor typos and grammatical errors are present in the text.
General conclusion and assessment of the work. According to the relevance and the
results of the research qualification work of Thelma Godfrei AKPAMA on the topic
«Study on the influence of socioeconomic factors on hypertension prevalence» meets
the requirements for master's works and can be recommended for official defense in

the Examination commission.

Reviewer Associate professor Iryna BONDARIEVA

«8My of November 2024



@ A2.5-32-231

BUTAT
3 IPOTOKOJIY 3acigaHHA Kadeapu couiaabHol papmaii
Ne 5 Big «08» aucronaga 2024 poky

IPUCYTHI: 3aB. kad. non. Anina BOJIKOBA, npod. 'anna IIAH®IJIOBA,
npod. Bikropis HASAPKIHA, non. I'anmuna BOJIJIAPbD, mon. Hatamis I"TABPUIII,
nor. Tersma JSJIFOH, mom. FOmiss KOPX, acucr. Anemipa HO3/PIHA, nor.
Bikrtopis MIIIEHKO, nou. Ipuna [TIOIIOBA, non. Onekcanap CEBPIOKOB, nori.
Ipuna CYPIKOBA, nou. JIro6o8 TEPEILIEHKO, nom. Haraniss TETEPUY.

MOPS1OK JEHHUIA:

[Ipo mpencraBneHHs 10 3axucTy B Ex3amenarniitHii komicii kBasidikaiiHux
POOIT.

CJIYXAJIM: 3aBinyBauky kadeapu noi. Aniny BOJIKOBY 3 pexomennaiiiero
MPEACTaBUTH N0 3axucTy B Ek3aMeHawiiiHiil KoMmicii KBamdikamiiiHy poOoTy
3100yBaya BHILOI OCBITM croemiaiabHocTi 226 ®apmanid, mpomuciioBa (apmaris
Axnamu Tensmu 'oadpeit Ha Temy: «/lociiKeHHs BIUIMBY COL1aTbHO-€KOHOMIYHUX
(hakTOp1B HA NOLIKUPEHICTh TIIEPTOHIYHOI XBOPOOU».

HaykoBuii kepiBHUK K. papm. H., notieHT kadeapu CD Ipuna CYPIKOBA.

Peuiensent k. dapm. H., goueHt kabheapu MM3AD Ipuna BOHJJAPEBA.

YXBAJIMJIMA: PexoMeHnayBaTH J0 3axucTy B Ex3ameHarliiiHid Komicii
kBaniQikaiitny podoTy 3100yBaua Buoi ocBith Aknamu Tensmu ["'oadpeit Ha Temy:
«JlocmimKeHHd BIUIMBY COLIAJIbHO-€KOHOMIYHUX (DAKTOpPIB Ha MOIIMPEHICTh
riIepPTOHIYHOT XBOPOOW».

3aBigyBauka kad. CD, qoreHT Amina BOJIKOBA

CexkpeTap, 10LICHT Haranis TETEPUY



D A2.2.1-32-042
HAIIOHAJIbHU ®APMAIIEBTUYHU YHIBEPCUTET

IMOJAHHSA
I'0JIOBI EK3AMEHAI_[II/IHOiUK01Y[ICIi
IIOJ10 3AXHUCTY KBAJI®IKAIIMHOI POBOTH

Hampasnsierbest 3mo0yBau  Bumioi ocBith  Tembma T[ondpeit AKITAMA nmo 3axucry
KBaiQiKkaIiiHoi poooTH
3a rajxys33io 3HaHb 22 OX0poHa 310POB’s
crerianbHicTIO 226 dapMmaltis, IpoMuciioBa Gapmartist
OCBITHBOIO MTporpamoro Papmartis
Ha TeMy: «JlOoCHIi/DKEHHS BIUIMBY COIiaTbHO-€KOHOMIYHUX (haKTOPIB HA MOMIMPEHICTh T1IEPTOHIYHOT

XBOPOOUY.

KBamigikariitna po6oTa i pereH3is J0Aa0ThCs.

Hexan axynbTeTy / Citnmana KAJJAMYEBA /

BucHoBok kepiBHUKA kBaJdidikauiiinoi poooTu

3n06yBau Buioi ocBity Tenbma ['oadpeit AKITAMA nin yac BuKoHaHHs KBasiikariitHoi
pOOOTH TPOJEMOHCTPYBaJIa yMIHHS MPAIIOBATH 3 HAYKOBUMU JJAHUMHU, IPOBOIMUTH 1X y3araabHCHHS,
aHaJli3yBaTH Ta y3arajibHIOBATH PE3yibTaTU JOCTIIKEHHS. Y Cl MOCTaBIIEH] 3aB/IaHHs BIAMOBIIHO 10
MeTH poOOTH OYyJI0 BUKOHAHO y TMOBHOMY 00Cs3i. Pe3ympTaTH MOCHiIKEHHS HAICKHUM YHHOM
00poOJIeHi 1 MpeACTaBIICHI.

TakuM ynHOM, KBanidikaiiiiHa podoTa MoXxe OyTH PEKOMEHI0BaHa A0 O(ILIHHOTO 3aXUCTY
B Ex3amenaniiiniit komicii HamionanesHOTo (hapMarneBTHUHOTO YHIBEPCUTETY.

KepiBHuk kBanidikauiitHoi podoTu Ipuna CYPIKOBA

«07» mucronama 2024 p.

BucnoBok kadenpu npo kBajidikauniiiny podory

Kranigikarmiiiny podoty posrisinyto. 3100yBay Buioi ocsitu Tenbma ['oadpeit AKITAMA
JIOMYCKA€EThCS J10 3aXUCTy JaHOi KBadidikamiiinoi podotu B Ex3amenaniiiniii koMicii.

3aBigyBauka kadenpu
comiansHOi papmarrii Anina BOJIKOBA

«08y» mucromnana 2024 p.



Qualification work was defended
of Examination commission on
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With the grade

Head of the State Examination commission,

DPharmSc, Professor
/ Oleh SHPYCHAK /




