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Abstract
Diabetic Neuropathic Pain (PDN) is the most prevalent chronic complication of diabetes and affects 30–
90% of patients with adjuvant complications. Hypertension has been found to increase the risk of long-
term vascular complications of Type 2 diabetes mellitus which includes peripheral sensory diabetic
neuropathic pain. However, the relationship between Diabetic Neuropathic Pain Interference, Intensity and
Hypertension types among Type 2 Diabetes has not been extensively investigated. This study
investigates the relationship between hypertension PDN intensity interference and pain intensity. The
research design was a cross-sectional descriptive design. A sample of 125 participants was
systematically selected for the study A demographic questionnaire and the Brief Pain Inventory for
Painful Diabetic Peripheral Neuropathy was used to collect the data. ANOVA was used to determine
whether there is an association, between the hypertension types and PDN pain intensity and interference.
The study concluded that there was no relationship between Hypertension types and PDN intensity and
interference. The study further discovered that whether a patient had normal hypertension, pre-
hypertension, stage 1 hypertension, or Stage 2 hypertension, they felt equal pain.

Background
Diabetic neuropathies are the most prevalent chronic complications of diabetes and affect 30–90% of
patients with adjuvant complications.[1] Painful Diabetic Neuropathy (PDN) is "the presence of
symptoms and signs of peripheral nerve dysfunction in people with diabetes after the exclusion of other
causes." It results in muscle weakness and affects movement, primarily in the legs, with the initial
symptoms of cramps or weakness in the muscles of the big toe and later in the entire foot. [3, 4, 5]

Hypertension has been proposed as an independent risk factor for diabetic neuropathy. Hypertension has
also been found to increase the risk of long-term vascular complications of Type 2 diabetes mellitus
(T2DM) which includes peripheral sensory diabetic neuropathic pain and death. [6, 7]

Commonly known as Blood Pressure, hypertension is a measurement of the force of your blood against
the blood vessel walls usually denoted by a fraction-like (a/b) figure and measured in millimetres of
mercury –mmHg. [6, 8] In hypertension measurement and recording, the top number is the pressure when
your heart contracts and pushes blood out (systolic) and the bottom number is the pressure when the
heart relaxes between beats (diastolic). Hypertension is defined as blood pressure ≥ 140/90 mmHg, while
pre-hypertension refers to systolic blood pressure 120–139 mmHg or diastolic 80–89 mmHg and normal
blood pressure is referred to as < 120/80 mmHg. [8, 9, 10, 1, 12, 13, 14] “Hypertension [14] is common
among patients with diabetes, with the prevalence depending on type and duration of diabetes, age, sex,
race/ethnicity, BMI, history of glycemic control, and the presence of kidney disease, among other factors.”
[15, 16, 17]

The main comorbidity of neuropathy is hypertension and knowledge of such comorbidities has the
potential to enrich the therapeutic strategy in clinical intervention and management of diabetic
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neuropathic pain. [18] However, the relationship between Diabetic Neuropathic Pain Interference, Intensity
and hypertension types among Type 2 Diabetes has not been extensively investigated. A study on the
prevalence of hypertension and diabetes mellitus (DM) in Ghana stressed the need for further research
into the association between PDN characteristics and hypertension. [19]

Aim:

This study aimed to examine the relationship between hypertension (normal hypertension, pre-
hypertension, stage1 hypertension and stage 2 hypertension) and PDN intensity (worst pain, least pain,
average pain, and current pain) and PDN interference (general activity, walking, work, mood, enjoyment of
life, relations with others, and sleep).

Method
The research design for this study was a cross-sectional descriptive design. [20, 21] A sample of 125
participants was systematically selected for the study. The inclusion criteria for this phase were: (a) adult
patients attending the diabetic clinic of the Komfo Anokye Teaching hospital; (b) patients should have
been diagnosed with PDN. These criteria were all met by each participant who was recruited to participate
in the study.

Consented participants were asked to complete a demographic questionnaire and BP was assessed in all
participants on the non-overriding arm, guaranteeing accurate cu size, with an automated device
DINAMAP PRO 400 (Critikon, FL) in the sitting position after 5 minutes’ rest on 2 occasions. Hypertension
was recorded as maintaining a normal blood pressure (BP) of a systolic BP (SBP) of less than 120 mm
Hg and a diastolic BP (DBP) of less than 80 mm Hg as described in the WHO/ISH Guidelines [22, 23].

The Brief Pain Inventory for Painful Diabetic Peripheral Neuropathy (BPI-PDN) was the instrument used in
collecting data on pain intensity and interference of respondents. The BPI allowed patients to rate the
severity of their pain and the degree to which their pain interfered with common dimensions of feeling
and function [23, 24]. The BPI measures two domains — pain intensity (severity) and the impact of pain
on functioning (interference) [25]

Double data entry was conducted with validation in Epi data 3.1; and entered into the Statistical Package
for the Social Sciences, SPSS® (version 22.0). Data was prepared by logging the data, making a
codebook, entering the data into the computer, and checking for accuracy to eliminate errors [26]. ANOVA
was used to determine whether there is an association, between the comorbidity of hypertension and
diabetic neuropathy pain intensity and interference [27].

Ethics:

Ethical clearance for this study was twofold. The first level of ethical clearance was institutional, where
the University of the Western Cape requires that all students' projects be ethically cleared for stringent
ethical scrutiny before conducting research. After ethical application, the Biomedical Research Ethics
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Committee (BMREC) at the University of the Western Cape ratified and approved this project after all
recommended changes were accepted. The second level of clearance was granted by the Research and
Development Unit of the Komfo Anokye Teaching Hospital as well as the Committee for Human Research
Publications and Ethics of the School of Medical Sciences, Kwame Nkrumah University of Science and
Technology.

Results And Analysis
Pain Intensity and Hypertension Types:

In an ANOVA, what best described normal hypertension patients' pain at its worst in the last week before
the data collection did not significantly differ from that of their pre-hypertension, stage-1 hypertension,
and that of their stage-2 hypertension counterparts (F = 1.240, p = 0.300). Similarly, what best
described normal hypertension patients’ pain at its least in the last week before the data collection did not
significantly differ from that of their pre-hypertension, stage-1 hypertension, and that of their stage-2
hypertension counterparts (F = 2.383, p = 0.770). On what best described their pain on average, it
turned out that some of the normal hypertension patients did not significantly differ from that of their pre-
hypertension, stage-1 hypertension, and that of their stage-2 hypertension counterparts (
F = 0.718, p = 0.540) when it came to differences in pain. Finally, in an ANOVA to determine whether
there was a significant difference between how much pain hypertension patients had, at the time of the
data collection, and that of their pre-hypertension, stage-1 hypertension, or stage-2 hypertension
counterparts, it turned out that there was none (F = 1.491, p = 0.220).

Analysis of the extent to which pain had interfered with some selected daily activities of respondents is
presented in Table 1.1. A one-way analysis of variance was conducted to evaluate the null hypothesis
that there is no difference in the level of interference of pain in participants’ general activity based on their
BP status (M = 4.44, SD = 3.144, N = 117). The independent variable, BP, referring to the blood pressure
status, included four groups: Normal Blood Pressure (M = 5.67, SD = 2.744, N = 18), Pre-Hypertension (M = 
4.25, SD = 3.186, N = 48), Stage-1 Hypertension (M = 4.28, SD = 2.999, N = 29) and Stage-2 Hypertension
(M = 4.05, SD = 3.498, N = 22).
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Table 1.1
ANOVA for Pain Intensity against Blood Pressure Status

Blood Pressure Status What best
describes your
pain at its worst
in the last week

What best
describes your
pain at its least in
the last week

What best
describes
your pain on
the average

How much
pain do you
have right
now?

Normal
Hypertension

N 17 17 18 17

Median 8.00 2.00 5.00 5.00

Mean 7.65 3.18 5.06 5.24

Std.
Deviation

2.262 2.744 1.830 2.538

Pre-
hypertension

N 45 48 47 48

Median 7.00 2.00 5.00 3.00

Mean 6.16 2.44 4.11 3.56

Std.
Deviation

3.119 2.422 2.434 2.938

Stage-1
hypertension

N 29 30 31 31

Median 7.00 1.50 4.00 3.00

Mean 6.59 2.43 4.35 3.65

Std.
Deviation

2.472 2.909 2.229 2.847

Stage-2
Hypertension

N 22 21 21 22

Median 6.50 2.00 4.00 4.00

Mean 6.41 2.76 4.29 4.23

Std.
Deviation

2.557 2.897 2.667 3.545

ANOVA F 1.240 2.383 0.718 1.491

df 3 3 3 3

P 0.30 0.77 0.54 0.22

Source: Field Data Collection (Diabetes Centre - KATH, Ghana)

Pain Interference and Hypertension Types:

Interference of Pain with Participants’ general Activity Based on their BP Status
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The assumption of homogeneity of variances was tested and found tenable using Levene’s Test, [F (3,
113) = 1.004, p = 0.394] as represented in Table 1.2. The accompanying ANOVA was not significant [F (3,
113 = 1.117, p = 0.345] at a 95% confidence level. Hence there is significant evidence not to reject the null
hypothesis and conclude that there was no significant difference in the level of interference of pain in
participants’ general activity based on their BP status.
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Table 1.2
ANOVA for Pain Interference by Stages of Hypertension

  N Mean SD 95% Confidence F(Num.,
Denom)

P

Lower

Bound

Upper

Bound

How pain has interfered with participants’ general activity

Normal Blood
Pressure

18 5.67 2.744 4.30 7.03 1.117

(3,113)

0.345

Pre-hypertension 48 4.25 3.186 3.32 5.18

Stage-1
hypertension

29 4.28 2.999 3.14 5.42

Stage-2
hypertension

22 4.05 3.498 2.49 5.60

Total 117 4.44 3.144 3.86 5.01

How pain has interfered with participants’ mood

Normal Blood
Pressure

18 5.33 2.808 3.94 6.73 1.482

(3,113)

0.223

Pre-hypertension 48 3.63 2.893 2.79 4.46

Stage-1
hypertension

29 4.17 2.953 3.05 5.30

Stage-2
hypertension

22 4.36 3.317 2.89 5.83

Total 117 4.16 2.997 3.61 4.71

How pain has interfered with participants’ walking ability

Normal Blood
Pressure

18 5.50 2.834 4.09 6.91 1.126

(3,112)

0.342

Pre-hypertension 48 4.02 3.084 3.13 4.92

Stage-1
hypertension

29 4.72 3.172 3.52 5.93

Stage-2
hypertension

21 4.95 3.552 3.33 6.57

Total 116 4.59 3.165 4.01 5.18

How pain has interfered with participants’ normal work

Source: Field Data Collection (Diabetes Centre - KATH, Ghana)
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  N Mean SD 95% Confidence F(Num.,
Denom)

P

Lower

Bound

Upper

Bound

Normal Blood
Pressure

18 4.61 2.638 3.30 5.92 1.034

(3,112)

0.38

Pre-hypertension 48 3.25 2.928 2.40 4.10

Stage-1
hypertension

29 3.97 3.168 2.76 5.17

Stage-2
hypertension

21 4.10 3.491 2.51 5.68

Total 116 3.79 3.057 3.23 4.36

How pain has interfered with participants’ relations with other people

Normal Blood
Pressure

17.00 2.35 2.21 1.22 3.49 0.316

(3,112)

0.814

Pre-hypertension 48.00 2.44 3.09 1.54 3.34

Stage-1
hypertension

30.00 2.97 3.54 1.65 4.29

Stage-2
hypertension

21.00 3.05 3.77 1.33 4.77

Total 116.00 3.05 3.21 2.08 3.26

How pain has interfered with participants’ sleep

Normal Blood
Pressure

17.00 3.76 3.25 2.09 5.44 0.940

(3,113)

0.424

Pre-hypertension 48.00 3.33 3.06 2.45 4.22

Stage-1
hypertension

30.00 4.20 3.13 3.03 5.37

Stage-2
hypertension

22.00 4.59 3.50 3.04 6.14

Total 117.00 3.85 3.19 3.27 4.44

How pain has interfered with participants’ enjoyment of life

Normal Blood
Pressure

17.00 4.47 2.55 3.16 5.78 0.398

(3,112)

0.754

Pre-hypertension 48.00 3.62 2.75 2.81 4.43

Source: Field Data Collection (Diabetes Centre - KATH, Ghana)
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  N Mean SD 95% Confidence F(Num.,
Denom)

P

Lower

Bound

Upper

Bound

Stage-1
hypertension

30.00 3.90 2.93 2.81 4.99

Stage-2
hypertension

21.00 4.05 3.18 2.63 5.46

Total 116.00 3.90 2.84 3.38 4.42

Source: Field Data Collection (Diabetes Centre - KATH, Ghana)

Interference of Pain with Participants’ Mood Based on their BP Status
Further, this study performed a one-way analysis of variance to evaluate the null hypothesis that there
was no difference in the level of interference of pain in participants’ mood based on their BP status (M = 
4.16, SD = 2.997, N = 117) as represented in Table 1.2. Here also independent variable, BP, referring to the
blood pressure status, had four groups: Normal Blood Pressure (M = 5.33, SD = 2.808, N = 18), Pre-
Hypertension (M = 3.63, SD = 2.893, N = 48), Stage-1 Hypertension (M = 4.17, SD = 2.953, N = 29) and
Stage-2 Hypertension (M = 4.36, SD = 3.317, N = 22).

The assumption of homogeneity of variances was again tested for this group and found tenable using
Levene’s Test, [F (3, 113) = 0.383, p = 0.766]. The accompanying ANOVA was not significant [F (3, 113) = 
1.482, p = 0.223] at a 95% confidence level. Hence there was significant evidence not to reject the null
hypothesis. We, therefore, concluded that there was no significant difference in the level of interference of
pain in participants' moods based on their BP status.
Interference of Pain with Participants’ Walking Ability Based on their BP Status

Again, an analysis of the extent to which pain had interfered with respondents’ walking ability is
presented in Table 1.2. A one-way ANOVA was conducted to evaluate the null hypothesis that there was
no difference in the level of interference of pain in participants’ walking ability based on their BP status
(M = 4.59, SD = 3.165, N = 116). Here also the independent variable, BP, referring to the blood pressure
status, included four groups: Normal Blood Pressure (M = 5.50, SD = 2.834, N = 18), Pre-Hypertension (M = 
4.02, SD = 3.084, N = 48), Stage-1 Hypertension (M = 4.72, SD = 3.172, N = 29) and Stage-2 Hypertension
(M = 4.95, SD = 3.556, N = 21).

The assumption of homogeneity of variances was again tested for this group and found tenable using
Levene’s Test, [F (3, 112) = 1.038, p = 0.379]. The accompanying ANOVA was not significant [F (3, 112) = 
1.034, p = 0.380] at a 95% confidence level. This, therefore, implied that there was significant evidence not
to reject the null hypothesis and concluded that there was no significant difference in the level of
interference of pain in participants’ walking ability based on their BP status.
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Interference of Pain with Participants’ Normal Work Based on their BP Status
Furthermore, an analysis of the extent to which pain had interfered with respondents’ normal work is
presented in Table 1.2. A one-way ANOVA was conducted to evaluate the null hypothesis that there was
no difference in the level of interference of pain in participants’ normal work based on their BP status (M 
= 3.79, SD = 3.057, N = 116). Once again, the independent variable, BP, referring to the blood pressure
status, included four groups: Normal Blood Pressure (M = 4.61, SD = 2.638, N = 18), Pre-Hypertension (M = 
3.25, SD = 2.928, N = 48), Stage-1 Hypertension (M = 3.97, SD = 3.168, N = 29) and Stage-2 Hypertension
(M = 4.10, SD = 3.491, N = 21).

For the inferential part of the computation, the assumption of homogeneity of variances was tested and
found tenable using Levene’s Test, [F (3, 112) = 1.695, p = 0.172]. The accompanying ANOVA was not
significant [F (3, 112) = 1.034, p = 0.380] at a 95% confidence level. There was therefore significant
evidence not to reject the null hypothesis and concluded that there was no statistically significant
difference in the level of interference of pain in participants’ normal work based on their BP status.

Interference of Pain with Participants’ Relations with Other People Based on their BP Status

We present an analysis of the extent to which pain interfered with respondents’ relations with other
people (Table 1.2). To ascertain that, a one-way analysis of variance was conducted to evaluate the null
hypothesis that there was no difference in the level of interference of pain in participants’ relations with
other people based on their BP status (M = 2.67, SD = 3.21, N = 116). Once again, the independent variable,
BP, referring to the blood pressure status, included four groups: Normal Blood Pressure (M = 2.35, SD = 
2.21, N = 17), Pre-Hypertension (M = 2.44, SD = 3.09, N = 48), Stage-1 Hypertension (M = 2.97, SD = 3.54, N 
= 30) and Stage-2 Hypertension (M = 3.05, SD = 3.77, N = 21).

For this computation as well, the assumption of homogeneity of variances was tested and, this time was
not found tenable using Levene’s Test, [F (3, 112) = 5.556, p = 0.001]. Therefore, rather than going ahead
with the use of ANOVA to ascertain the evidence of any effect of pain on respondents’ relations with other
people based on their BP status, we used the robust test of equality of means, which is the Brown-
Forsythe [F (3, 82) = 0.324, p = 0.808] at 95% confidence level. There was significant evidence not to reject
the null hypothesis and concluded that there was no significant difference in the level of interference of
pain in participants’ relations with other people, based on their BP status.

Interference of Pain with Participants’ Sleep Based on their BP Status

We further present an analysis of the extent to which pain had interfered with respondents’ sleep in Table
1.2. A one-way analysis of variance was conducted to evaluate the null hypothesis that there was no
difference in the level of interference of pain in participants’ sleep based on their BP status (M = 3.85, SD 
= 3.190, N = 117). As usual, the independent variable, BP, referring to the blood pressure status, included
four groups: Normal Blood Pressure (M = 3.76, SD = 3.25, N = 17), Pre-Hypertension (M = 3.33, SD = 3.06, N 
= 48), Stage-1 Hypertension (M = 4.20, SD = 3013, N = 30) and Stage-2 Hypertension (M = 4.59, SD = 3.50,
N = 22).
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Once again, the assumption of homogeneity of variances was tested and found tenable using Levene’s
Test, [F (3, 113) = 0.639, p = 0.591]. The accompanying ANOVA was not significant [F (3, 113) = 0.940, p = 
0.424] at a 95% confidence level. Hence there was again significant evidence not to reject the null
hypothesis and concluded that there was no significant difference in the level of interference of pain in
participants’ sleep based on their BP status.

Interference of Pain with Participants’ Enjoyment of Life Based on their BP Status

Finally, we performed an analysis of the extent to which pain had interfered with participants’ enjoyment
of life (Table 1.2). To achieve this, a one-way analysis of variance was as usual conducted to evaluate
the null hypothesis that there was no difference in the level of interference of pain in participants’
enjoyment of life based on their BP status (M = 3.90, SD = 2.84, N = 116). Here too, the independent
variable, BP, referring to their blood pressure status, included four groups: Normal Blood Pressure (M = 
4.47, SD = 2.55, N = 17), Pre-Hypertension (M = 3.62, SD = 2.75, N = 47), Stage-1 Hypertension (M = 3.90, SD 
= 2.93, N = 30) and Stage-2 Hypertension (M = 4.05, SD = 3.180, N = 22).

Once again, the assumption of homogeneity of variances was tested and found tenable using Levene’s
Test, [F (3, 112) = 1.110, p = 0.348]. The accompanying ANOVA was also not significant [F (3, 112) = 0.398,
p = 0.754] at a 95% confidence level. Hence there was significant evidence not to reject the null hypothesis
and concluded that there was no significant difference in the level of interference of pain in participants’
enjoyment of life based on their BP status.

In summary, therefore, there was no statistically significant difference in the level of interference of pain
in participants' general activity, their mood, their walking ability, their normal work, their relations with
people, their sleep, and their enjoyment of life-based on their BP status in this study. In other words,
irrespective of their BP status, the pain did not have any form of interference with their general activity in
life, their mood, their walking ability, their normal work, their relations with people, their sleep, and their
enjoyment of life.

Discussion
Previous studies link neuropathic pain with interference with daily activities [28, 29]. Others relate
neuropathic pain with a disability, quality of life and psychosocial impairment [30, 31]. Other studies,
however, have indicated that pain may be associated with poor quality of life [32] while others also have
reported that symptoms of pain may be associated with reduced well-being or quality of life [33].
However, this study suggested that there was no relationship between hypertension and pain intensity.
There was also no relationship between hypertension types PDN intensity and interference, per this study.

The study rated pain intensity as worst pain, least pain, average pain, all in the past one week and current
pain as the four pain levels. These were each a separate variable on which each respondent or patient
was assessed. Each level was self-determined by each of the patients on a pain intensity scale between 0
(meaning no pain at all) and 10 (meaning the highest pain). Hypertension, an ordinal variable in the
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study, was also recoded into four levels, being normal hypertension, pre-hypertension, stage1
hypertension and Stage2 hypertension. The study discovered that whether a patient had normal
hypertension, pre-hypertension, stage1 hypertension or Stage2 hypertension, they felt equal pain, whether
worst pain in the past one week, least pain in the past one-week, average pain in the past one week or
current pain. This, therefore, meant that pain was not a determinant of hypertension or the intensity of
hypertension among PDN patients, which was contrary to numerous studies, which have associated
hypertension with PDN [34, 35, 36, 37, 38, 39]. Other studies also suggested that hypertension could
influence the development of PDN [40]. From the above, the results of existing studies indicate that the
association between hypertension and pain is bidirectional. While some authors would have it that pain
leads to hypertension [41, 42] others also suggest that hypertension may lead to pain [43, 44, 45]. It is,
however, obvious that there is the need to ascertain the relationships or associations between the causal
factors and hypertension so that durable solutions may be identified. Hence the varieties or variations in
findings are very much welcomed.

Conclusion
Regarding the relationship between hypertension, PDN intensity and PDN Interference, this study found
that there was no relationship between Hypertension types and pain intensity on one side. There was also
no relationship between hypertension and PDN interference. The study further discovered that whether a
patient had normal hypertension, pre-hypertension, stage 1 hypertension or Stage 2 hypertension, there
was no significant difference in the pain felt, whether worst pain in the past one week, least pain in the
past one-week, average pain in the past one week or current pain. Furthermore, there was no association
between hypertension types (normal hypertension, pre-hypertension, stage 1 hypertension, or Stage 2
hypertension) and PDN interference (general activity, walking, work, mood, enjoyment of life, relations
with others, and sleep). This, therefore, implied that pain was not a determinant of hypertension or the
intensity or interference of pain a determinant of hypertension among PDN patients.
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