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‘I think one of the ways they will help is to create awareness’:
primary school teachers’ perceptions of cardiovascular
diseases in Nigeria

Kingsley Udeh!2, Candidus Nwakasi'*“ and John Fulton!

Abstract: The increasing incidence and prevalence of non-communicable diseases is a major global
health concern. Cardiovascular diseases (CVDs) account for the highest percentage of deaths
related to non-communicable diseases, and low and middle-income countries (LMIC) face the
highest burden of CVDs. Understanding the knowledge and perception of CVDs and their risk
factors in an LMIC such as Nigeria may play an important role in cardiovascular health promotion
and improvement plans to reduce CVD-related deaths. A qualitative study was conducted using
semi-structured interviews to gain an in-depth understanding of some personal and sociocultural
views on CVDs and their risk factors. The participants were purposively sampled primary school
teachers in South-Eastern Nigeria. Thematic analysis approach was used for data analysis. The
study findings include knowledge of heart disease, perceived causes and risk factors of CVDs,
spirituality, and the way forward. Overall, the knowledge of CVDs in the setting was found to be
related to the psychosocial nature of the participants; the effectiveness of any intervention needs to
take these factors into consideration. For example, health policies for CVD health education and
awareness should be tailored to address some of the issues of belief, values, and religion, as
mentioned in the study.

Keywords: chronic disease/non-communicable disease, culture/health education, health promotion,
heart health, qualitative study, risk factors, religion and spirituality, Africa

Introduction that is about 7% (5), and the prevalence rate of this
health problem is projected to increase. Lifestyle
factors such as alcohol consumption, smoking, and
malnutrition may influence the burden of CVDs in
the country, and these modifiable risk factors can be
obstructive pulmonary disease, diabetes and others  petter managed to reduce CVD prevalence. Thus,
(1,2). Low and middle-income countries (LMIC)  exploring the knowledge and perception of CVDs,
may face the highest burden of CVD, and itis one of  and their risk factors, may play an important role in
the major causes of premature death and disabilityin  the prevention and control of CVDs in Nigeria. The
sub-Saharan Africa (SSA) (3). Nigeria, with its high  purpose of this qualitative study was to gain an
poverty rate (4), has a CVD-related mortality rate  in-depth  understanding of knowledge and

Cardiovascular diseases (CVDs) account for the
highest proportion of deaths related to non-
communicable diseases, followed by cancer, chronic
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perceptions of CVDs and their risk factors among
primary school teachers in South-Eastern Nigeria.

Background

A meta-analysis revealed that 10% of West
Africa’s population is obese (6). In addition to
tobacco and alcohol consumption, identified as
major risk factors of CVDs (7), abuse of these
substances increases the risk of other comorbidities
of CVDs (8). For example, a cohort prospective
study in Cameroon involving 320 adults showed
that increase in cardiovascular death was related to
alcohol consumption (9). The issue is not gender
selective as there is an increasing number of male
and female smokers in SSA (10,11).

Socioeconomic factors may be contributors to
cardiovascular risk as a result of psychosocial
stressors (12). However, a mixed-methods study in
Nigeria found that some participants referred to
heart disease as a poor man’s disease (13). Baum et al.
(14) identified inadequate housing, potable water,
sanitation, overcrowding, and environmental
pollution as some of the stressors that predict health
status in Sub-Saharan Africa. Some of these reviewed
studies focus on the epidemiological risk factors of
CVDs. However, in Nigeria, there is the need to gain
in-depth understanding on perceptions of CVDs and
their risk factors in order to develop effective
corresponding health intervention policies.

Poor awareness of stroke was identified among
staff and students of Obafemi Awolowo University
Teaching Hospital, Ile Ife, Nigeria (15). Using a
systematic random sample of 370 participants in a
hospital, it was found that 29% did not know that
the brain is the organ affected by stroke, 13.8%
believed that evil spirits or witchcraft cause stroke,
61.1% preferred to receive medical care for stroke
in hospital, and 13% preferred treatment by a
spiritual healer (16). This poor knowledge is an
indication of the need for more health education on
CVDs in Nigerian communities. Moreover, these
quantitative studies do not offer in-depth
understanding of CVD perceptions.

Darr et al’s (17) qualitative study in the UK found
beliefs that genetics, lifestyle choices, and stress
cause coronary heart diseases. Beliefs about heart
diseases may influence rate of recovery, compliance
with medication regime, and likelihood to follow
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healthy lifestyle recommendations (18). For
example, cultural beliefs and practices (e.g. eating
habits, overweight being a sign of prosperity, caring
for the family above one’s needs) are barriers to
improving coronary heart disease prevention in
South Asian communities (19). This highlights the
need for better knowledge of CVD, the risk factors,
and appropriate preventive measures.

Justification for study

A planned health intervention strategy that
focuses on the education/training of teachers on
CVD and its risk factors may be helpful in addressing
the increasing health burden of CVDs in the study
setting and Nigeria. More so, teachers can be key
agents of change at the grassroots level (20,21), and
they have been used in successful health education
campaigns (22,23). In a WHO study, teachers in
Bangladesh (a developing country like Nigeria)
volunteer in health education campaigns geared
towards improving family health, child and maternal
mortality, water and environmental sanitation, and
nutrition (24). In other to determine a health
education program for South Eastern Nigeria,
qualitative research using teachers will help explore
some of the perceptions of CVDs and the
sociocultural factors associated with this health
problem, hence the rationale for this study.
Additionally, this study may add to the body of
knowledge on CVD perceptions; specifically, on
how knowledge and perception of CVDs may vary
among individuals of the same cultural background
and educational level.

Methods

The aim of the study was to understand knowledge
and perceptions of CVD and its risk factors among
primary school teachers in South-Eastern Nigeria.
Thus, the study employed a qualitative method of
inquiry using semi-structured interviews (25,26).
Additionally, the study was underpinned by
Symbolic Interactionism (SI) because SI views
knowledge and meanings as constructed from
individuals’ interactions, and considers people as
major factors or agents of change. As a result, SI is
deemed suitable to understand the perceptions of
CVDs by participants who are members of the study
setting.
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Table 1. Demographic information of study participants.

Participants Code Gender ~ Marital Educational Years of  Ethnic School Religion
name status qualification  teaching  group location

P1 R1 F Married NCE 20 Igbo Rural Christian
P2 R2 F Married NCE 8 Igbo Rural Christian
P3 R3 F Married NCE 12 Igbo Rural Christian
P4 R4 M Married B. ED 29 Igbo Rural Christian
Ps Ul F Married NCE 23 Igbo Urban Christian
P6 U2 F Married ~ NCE 12 Igbo Urban Christian
P7 U3 F Widow NCE 15 Igbo Urban Christian
P8 U4 F Married B.ED 26 Igbo Urban Christian
P9 us M Married NCE 30 Igbo Urban Christian
P10 RS F Widow NCE 11 Igbo Rural Christian
P11 R6 M Married NCE 17 Igbo Rural Christian

Study sample and location

The study used a purposive sampling method,
thus, it allowed for deliberate recruitment of persons
considered appropriate for inclusion into the study
(26). The inclusion criteria were: participants must
be actively teaching in a primary school, be an adult,
and understand the research question posed. Hence,
primary school teachers were recruited from six
primary schools in urban (three schools) and rural
(three schools) regions of Enugu state, Nigeria. In
each school, two teachers were selected. However,
the different locations chosen were not for
comparative purposes, but aided to cover more
teachers from different communities within the
state. A total of 11 participants took part in the
study: eight women and three men, with ages
between 40 and 65 years. All the participants are
Christians, with a National Certificate on Education
(NCE) or a Bachelors in Education (B.Ed.), and they
speak Igbo and English (see Table 1).

Data collection

Prior to the commencement of the interviews,
ethical approval was granted by the University of
Sunderland Research Committee, UK. Approval was
also sought from the heads of the selected schools,
and risk of participants’ harm from the study was
kept to the barest minimum (27). The recruited
participants received about US$10 as honorarium,
chose a convenient time and location for the
interview, and were allowed to speak in English or

Igbo language. The semi-structured interviews lasted
for about one hour, and the lead researcher did the
Igbo to English language translations where
necessary during the transcription process.

Some of the interview questions were: what do
you understand by the term CVDs, and what do
you think may be the causes of this health problem?
Nonetheless, when a participant made a statement
that needed more clarification, further probing was
adopted to explore issues that are important to the
phenomenon studied (28). The participants were
not pressured for answers and they were allowed
to stop whenever they felt uncomfortable (29,30).
The collected data were safely stored as transcripts
with non-identifiers in a password-protected
electronic device.

Data analysis

For data analysis, a thematic analytic approach
(developing themes from the raw data) guided by
the steps suggested by Bryman (29) was followed.
They included: (a) transcribing recorded interviews
verbatim (done manually); (b) reviewing the
transcripts together with the field notes to identify
vital points in the data analyzed such as overlapping
or unique points, and certain expressions (e.g.
metaphors); (c) focusing the analysis to reflect the
purpose of the research, hence, identification of
main codes; (d) grouping similar codes into themes;
(e) identifying themes that are central and have
more applicability; (f) all themes were examined and
pattern of connections (e.g. similar or contrasting
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views) between themes were identified in order to
group themes together to produce major themes.
The thematic analytical steps mentioned were
iterative, and, to ensure credibility of the study, we
employed some strategies. First, a member check
was conducted to ensure the major themes aligned
with the participants’ views. Second, the data
collection and analysis processes were noted and
documented. Third, findings were also compared
with existing knowledge in the literature. The data
analysis process was conducted manually.

Findings

The four major themes identified were: knowledge
of heart disease, perceived causes and risk factors of
CVDs, spirituality, and the way forward.

Knowledge of heart disease

This theme describes the knowledge of CVD
from exploring what CVD means to the
respondents, how common they perceive it to be,
and their ability to describe the symptoms. For
example, one of the participants gave the following
response to a question about what she thought was
the most challenging health issue in her community:

The most common disease we suffer here in
Enugu is malaria, but in most cases, you hear
people die abruptly and when they are taken to
the hospital to check the cause of their death,
people say it’s heart attack or heart failure . . . we
don’t even know how the heart failure starts and
how to control it (U3).

Another participant described how the curiosity
about heart diseases from some members of the
community comes after a person who may seem
healthy dies abruptly. The participant mentioned:

So, when the person [deceased] is diagnosed
maybe through autopsy it will be said that the
person died of a heart attack . . . then many people
started asking what is this heart attack (R4)?

The sample showed varied but little knowledge of

heart disease. Additionally, most of the participants
lacked the basic knowledge of early symptoms of
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any type of heart disease. One of the participants
could not distinguish that heart disease is different
from increased blood pressure. However, all the
participants agreed that any adult may be at risk of
having heart disease. As mentioned: ‘Anybody can
get heart disease as long as life is concerned, anybody
that has life and is a human being and has a heart
can develop heart disease’ (U2).

Perceived causes and risk factors of CVDs

The sample, while describing their views of heart
disease and its causes, described who they think is at
high risk of developing heart disease. One of the
participants explained what he thinks are the
possible causes of heart disease:

. . .Tknow that to my own understanding that many
things can cause it; one is thinking, thinking can
cause heart attack, then malfunctioning age [older
age] because I know that as one advances in age the
heart beat goes faster. So, another one is something
like ... the types of food people eat ... alcohol
consumption . . . could cause heart attack (R4).

Some of the participants mentioned a change in
the type of food they consume. A participant (U1)
believed increasing consumption of fruits and
vegetables is key to better heart health and preventing
CVDs. According to her, the experience her family
had with heart disease made them more careful:
‘This has affected the whole family as everyone is
more cautious about what they eat’. Interestingly,
another participant was more concerned about
maintaining her psychological wellbeing as a way to
prevent CVDs. She described:

I don’t allow people to annoy me like I abstain
from getting angry, and over-thinking. Most times
I think about my children, and not on how they
will succeed in life (R3).

Most of the respondents believe that heart diseases
can be inherited and if it is not in your family history,
you will likely not have any CVD incidence. For
example, a participant (U1) mentioned: ‘I don’t
think so, because there are some diseases which are
said that goes in lineage’.
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Furthermore, economic hardship, and lack of social
amenities were some of the recurrent themes identified
from the described experiences and perceptions of the
participants. For example, lack of money to eat healthily
was identified by one of the participants as a barrier to
good cardiac health. She (U1) described: “When you go
to the market you will see the price so at times capital
[money] will be a barrier . . . They also pointed out that
poor salary and pension incomes by the government
are barriers to adopting a healthy lifestyle:

What I see as a barrier is still lack of fund like
money because our salary is very poor. Before you
pay your children’s school fees, do one thing or the
other, you will see that you are left with nothing
and you will resort to thinking how to make ends
meet. So, it will give you much stress and thinking
and one will over work one’s self (U3).

Although the sample did not complain of absolute
poverty, they talked about not having enough money
for medical check-ups that can help detect heart
disease on time, pay for medications, and access to
other appropriate medical care:

There is no hospital that you will go to for whatever
kind of check-up that they will tell you that it is free
and because of that money people are dodging . . .
just like the one [deceased] that happened few days
ago down there [pointing at a place], if that lady
had gone to the hospital for a check-up maybe her
death would have been prevented (RS5).

Some of the participants explained that because of
lack of money, people have resorted to patronising
local untrained drug vendors instead of seeking for
appropriate medical services from health professionals
and hospitals. A person’s heart condition may worsen
without funds to seek professional medical help and
according to one of the participants:

This will result in the disease to develop too much,
which will result that by then a medical doctor
cannot do anything again when he/she is taken to
the hospital (R2).

Spirituality

This theme refers to the views that mystical, and
especially diabolic activities are associated with

heart diseases. The theme emerged from
participants’ belief that some types of disease like
stroke and heart attack can be sent paranormally
through occult incantations and charms from an
enemy or an evil person (witch/wizard). This is one
of the participants description of what causes heart
disease:

Hmmm as it regards to stroke, it is believed that
people can drop it [charm/poison] for others, and
that some get it through stepping on it as poison
kept for them by their enemies (R2).

The question of if heart disease can be sent
mystically was probed further and another
participant (U4) responded: ‘Nothing is impossible
in this world now oh! I don’t know how they do it,
they may call the person’s name or something and
the thing [heart disease] will just affect him/her’.
However, some of the participants dismissed the
possibility of a heart attack resulting from spiritual
attack:

I don’t think it could be possible because
ignorance is a disease. We ignore certain things
which we have to look into ... suspecting one
another to be the cause of our problem instead of
looking for a solution to our problem and some
people don’t even visit the hospital to check
themselves (U2).

Another respondent gave her response based on her
faith. She believes that heart disease can be sent to
someone but religious interventions can help save the
person. She explained: ‘Some of these diseases can go
through deliverance, and the affected person will be
free which shows that it is demon that causes some of
the diseases’ (U3).

Religious belief manifests in some of the
participants’ statements when they describe their
risk of getting a heart disease. Specifically, prayer and
faith were identified as a protection against heart
disease. A participant described what she does
frequently to reduce her risk of having a heart
disease:

.. .there is nothing extraordinary that I do apart
from putting it in prayers, anytime I pray, I do ask
God to prevent any form of diseases for me, be it
heart or any other diseases (R2).
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The way forward

The participants may not have shown adequate
knowledge and awareness of CVD but their
suggestions on how to improve the health of the
members of their community emphasizes the role of
teachers in health promotion. In addition to basic
amenities, providing access to healthcare was
suggested by one of the participants:

My suggestion is that there is supposed to be
doctors inside villages to see, for the health and
wellbeing of the women and men inside the
villages who are farmers and do not have good
education (R3).

Some of the participants suggested that creating
awareness in the media and training of teachers by
the government will help to bring about more
knowledge of heart diseases and how to prevent
them in the community:

I think one of the ways they will help is to create
awareness; some of these people are suffering these
diseases because they don’t know anything about
it, the cost and how they can even prevent it when
it comes . . . if you people will do it in a way that
teachers will be trained, organize a seminar for
them so that they will be aware of all these things,
then we will carry them to the pupils and the pupils
will take it to their parents at home (US).

When the participants were probed to know if
there has been any form of awareness campaign,
workshop or seminar in their school on heart
diseases or any other non-communicable disease,
the answer was ‘no’ among the teachers in the rural
primary schools. This was a rural school teacher’s
response to the question: ‘No, since I came here |
have never seen [awareness campaigns], is only the
immunization people that come once in a while to
immunize the children’ (R6). One of the participants
(U3), an urban school teacher, stated that health
educators come to their schools not necessarily to
educate them but to market their products.

Discussion

Our study highlights issues of poor knowledge of
CVDs, perceived risk factors and causes, and the use
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of spirituality to make sense of the symptoms. The
poor knowledge of CVD identified in our study is
similar to other quantitative studies conducted in
Nigeria (15,16). Most of the study participants
believed that anybody can have a heart disease
irrespective of gender and this appears to differ from
the findings of other studies in developed countries
(31-33) that found CVDs to be viewed as diseases
of men. Although our study found that poor lifestyles
(e.g. smoking and drinking) are viewed as CVD risk
factors, these lifestyles are attributed more to men
than women and cause men to be viewed as more at
risk than women (32).

Similar to other studies in the UK and Ghana
(17,34), the study participants think that people with
family history of heart disease are those who are
most at risk of having heart disease. Another risk
factor that most participants in our study emphasized
was age (18), but they could not provide any
explanation. Consequently, attributing heart diseases
as a normal part of aging may negatively influence
uptake of a healthy lifestyle in older age.

Participants in our study believe that
psychological factors (e.g. emotional distress),
unhealthy lifestyle choices, and physical stress can
cause CVDs and these findings are in line with
other studies (12,35-37). Similar to findings of
studies involving people from South East Asia, our
study identified affordability of a healthy lifestyle
as a major issue (17,19). Adults in the study setting
may struggle to provide for their families while in
poverty. Thus, there may be no funds reserved to
support healthier living, emphasizing that lack of
financial resources is a major barrier to better
health outcomes. It is also possible that the
participants saw the study as an opportunity to
complain about their poor salary incomes from the
government and how this may be impacting their
health. This was not explored further as it is beyond
the scope of the study.

The study shows a strong influence of religion/faith
on understanding CVDs in the study setting. For
example, participants’ suspicions of witchcraft as the
cause of CVDs highlights the poor level of CVD
knowledge and awareness, and how meanings are
constructed in the setting studied (16). Furthermore,
unlike those in urban areas, participants in rural areas
believe that diseases can be sent through mystical
means. Cultural beliefs and spirituality may also
influence health-seeking behaviours of individuals.
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This influence is also seen in some of the study
participants’ (Christians) preference of a spiritual
healer over an orthodox medical practitioner. These
views offer insight on the influence of spirituality and
religion on perceptions of diseases and require further
exploration.

In terms of health intervention, the study supports
some of the participants recommendations such as:
increasing health awareness campaigns in the study
setting, posting more health workers to remote
villages for community health education, and the
government should make health and social services
more accessible. Why do these participants’ views
matter? School teachers are ideal for health
interventions in a community (38), especially if we
consider their significant ability to influence the
health and wellbeing of young people through
education (39). School teachers can be useful health
promoters when health information is broken-down
to them in a way that seems educationally and
culturally meaningful (40). Thus, these teachers/
participants, when properly educated on CVD-
related issues, can help disseminate health information
about CVDs to their students and other community
members. The planned next step in the study is a
focus group discussion including community health
workers in the study setting. This is to explore what,
in their views, are the barriers to successful CVD
health education in their communities.

Limitation of the study

This study is not generalizable. Also, the translation
of the Igbo part of the interviews to English may
have resulted in missing some key nuances in
communication, but this was overcome because the
lead researcher is proficient in Igbo. In terms of the
study strengths, the findings from this study may
help to understand some issues (e.g. beliefs, lifestyle,
awareness) to be considered before implementing a
health promotion strategy in Nigeria.

Conclusion

CVD may be one of the biggest national health
challenges in Nigeria, but the country’s high focus
on communicable diseases leaves little room for
addressing this rapidly increasing public health
burden. Our qualitative study offers an in-depth
understanding of the knowledge and perception of

CVD and its risk factors among teachers. Overall,
the participants’ poor knowledge of CVD and its
risk factors offers insight into the level of CVD
awareness in a typical Nigerian community.
Considering the implications of the study in relation
to practice and education, it may help health
practitioners to understand some of the issues
associated with CVDs, and to develop better health
promotion strategies.
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