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Abstract:

Background: A key component of self-care among healthcare workers is the monitoring of
“health numbers,” which include indicators such as blood pressure, blood sugar levels,
cholesterol levels, body mass index, and stress-related parameters. The objective of this
study was to assess the knowledge, awareness, and monitoring behaviour of health
numbers among healthcare workers in a tertiary health facility.

Methodology: It was analytical cross-sectional study carried out among 244 healthcare
workers in a tertiary health facility in Delta State using a self-administered structured
questionnaire. Collected data were entered and analysed using Statistical Package for
Social Sciences (SPSS) version 28. Descriptive statistics was used to present continuous and
categorical variables, while for inferential statistics, level of significance was set at p<0.05.
Results: The mean (+ S.D) age of respondents was 31.52 (+ 8.12) years. Overall, 212 (86.9%)
had a good knowledge of health numbers. About three-quarter, 190 (77.9%) were aware of
their blood pressure reading; 127 (52.0%) of their body mass index reading; 95 (38.9%) of
their blood sugar level reading; and 59 (24.2%) of their cholesterol level. Age was
significantly associated with awareness of personal numbers (p<0.043); while age
(p<0.0.048) and years of working experience (p<0.001) was significantly associated with
monitoring of personal health numbers.

Conclusion: This study showed that healthcare workers had a good knowledge of health
numbers; however awareness and monitoring of their personal health numbers were
generally poor. Blood pressure was the most commonly known and monitored health
number. Age and years of experience were significantly associated with monitoring
behaviour. The findings highlight a gap between knowledge and practice, emphasizing the
need for regular workplace health screening and health promotion programmes among
healthcare workers.
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1. Introduction

Health is defined as a state of complete physical, mental, and social well-being and not
merely the absence of disease or infirmity [1]. This definition emphasizes the
multidimensional nature of health and underscores the importance of promoting overall
well-being. Achieving and maintaining good health therefore requires self-care, which
refers to the ability of individuals, families, and communities to promote health, prevent
disease, maintain well-being, and cope with illness, with or without the support of a
healthcare worker [2,3].
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The importance of self-care is particularly relevant among
healthcare workers (HCWs), who serve not only as
providers of care but also as role models for healthy
behaviours. Healthcare workers include physicians,
nurses, midwives, public health practitioners, laboratory
personnel, community health workers, and other
professionals involved in healthcare delivery [3]. Despite
their critical role within health systems, the demanding
nature of their profession, including long working hours,
occupational stress, and exposure to health risks, may
compromise their ability to prioritize personal health.
Consequently, maintaining good physical and mental
health is essential for their well-being and their capacity to
deliver safe and high-quality patient care.

An important aspect of self-care among healthcare
workers is awareness and regular monitoring of personal
“health numbers,” such as blood pressure, blood glucose,
cholesterol level, body mass index (BMI), and other
indicators of cardiometabolic risk. These measures
provide objective information regarding an individual’s
health status and risk of chronic diseases, thereby
facilitating early detection and timely intervention.
Regular monitoring also enables informed decisions about
lifestyle modification and healthcare-seeking behaviour.
Furthermore, awareness of personal health indicators may
encourage healthier practices, including regular physical
activity, balanced nutrition, adequate sleep, and routine
medical check-ups. Despite their professional knowledge
of disease prevention and health promotion, healthcare
workers do not always translate this knowledge into
consistent personal health-monitoring practices and other
preventive behaviours. This discrepancy between
professional knowledge and personal practice may
increase susceptibility to preventable health conditions
and adversely affect overall well-being.

Evidence from previous studies presents mixed findings
regarding preventive health practices among healthcare
workers. A cross-sectional study conducted at Tamale
Teaching Hospital reported high levels of knowledge
(90%) and positive perception (98.7%) regarding routine
medical check-ups among healthcare workers, with a high
prevalence (91.0%) of periodic medical check-up practices
[4]. These findings suggest a favourable attitude toward
preventive health behaviours in certain settings. However,
contrasting findings have been reported elsewhere. A
study conducted in a tertiary health facility in Delta State,
Nigeria, revealed that although a substantial proportion of
doctors (81%) and nurses (64.8%) reported positive
perceptions of their health status, uptake of routine
screening ~ measures—including  blood pressure
monitoring, fasting blood sugar tests, and lipid profile
assessments—remained low, with many respondents
never having undergone such evaluations [5]. Similarly,
Abadom and Otene [6], in their assessment of knowledge,
practice, and determinants of routine medical screening
among healthcare workers at Delta State University
Teaching Hospital, found that although many respondents

demonstrated good knowledge of medical screening, only
26.2% engaged in good screening practices. The study
further revealed that screening was often undertaken in
response to illness rather than as a preventive measure,
with cost identified as a major barrier to routine health
checks.

Collectively, these findings highlight a persistent gap
between knowledge, awareness, and actual health
practices among healthcare workers. Although HCWs are
expected to possess adequate health literacy, available
evidence suggests that such knowledge does not
consistently translate into regular monitoring of personal
health indicators. This disconnect is concerning because
healthcare workers are expected not only to provide care
but also to model healthy behaviours for the general
population. Assessing healthcare workers’ knowledge,
awareness, and monitoring behaviour regarding health
numbers is therefore important for understanding this
gap, identifying barriers to effective self-monitoring, and
informing strategies aimed at improving preventive health
practices and overall well-being within this critical
workforce. Furthermore, there is a scarcity of studies
specifically assessing knowledge, awareness, and
monitoring of health numbers among healthcare workers
in this setting. This study was therefore conducted to
assess the knowledge, awareness, and monitoring
behaviour of health numbers—including blood pressure,
body mass index, blood cholesterol level, and blood sugar
level—among healthcare workers in a tertiary health
facility.

2. Materials & Methods

2.1 Study Setting

This study was conducted among clinical healthcare
workers in a 180-bed tertiary health facility in Delta State,
Nigeria. The hospital has a total workforce of
approximately 1,229 clinical and non-clinical staff, of
which 587 are clinical healthcare workers.

2.2 Study Design
A descriptive cross-sectional study design was adopted
for this study.

2.3 Study Population

The study population comprised clinical healthcare
workers employed at the tertiary health facility. Clinical
healthcare workers are professionals directly involved in
patient care, diagnosis, and treatment. These include
physicians, nurses, laboratory scientists/technologists,
radiographers, therapists, community health extension
workers, and other allied health professionals.

2.4 Sample Size Determination

The sample size was determined using Yamane’s formula
for sample size calculation (Yamane, 1967). The calculation
for the required sample size;

1 + N.e?
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Where:

n = sample size

N = study population (total number of clinical healthcare
workers = 587)

e =level of precision (0.05)

1+58 %0.05
Therefore, the minimum sample size required for the

study was 238 participants.

2.5 Sampling Technique

Although the minimum calculated sample size was 238,
all eligible and consenting healthcare workers available
during the study period were recruited using a total
population sampling approach, resulting in a final sample
size of 244 respondents.

2.6 Ethical Consideration

Ethical approval for the study was obtained from the
Health Research Ethics Committee of Delta State
University Teaching Hospital (DELSUTH), Oghara,
Nigeria (Approval Number: HREC/PAN/2024/040/ 0655).
Written informed consent was obtained from all
participants prior to data collection. Participants were
assured of confidentiality and anonymity regarding all
information provided. Participation was entirely
voluntary, and respondents were informed of their right
to decline or withdraw from the study at any stage
without any consequences.

2.7 Selection Criteria

2.7.1 Inclusion Criteria: All healthcare workers in the health
facility who were willing to participate in the study were
included.

2.7.2 Exclusion Criteria: Healthcare workers who were on
leave or absent due to illness during the study period
were excluded.

2.8 Method and Instrument for Data Collection

3. Results

Data were collected using a structured self-administered

questionnaire developed for the study. The questionnaire

consisted of four sections:

Section A: Socio-demographic characteristics of
respondents

Section B: Knowledge of health numbers among
healthcare workers

Section C: Awareness of personal health numbers

Section D: Frequency of monitoring health numbers

Knowledge of health numbers and respondents’
awareness of their health numbers were each assessed
using four-item questions. Each correct response was
assigned a score of 1, while an incorrect response attracted
a score of 0. Total scores were summed and converted into
percentages. Respondents who scored <75% were
categorized as having poor knowledge/awareness, while
those who scored >75% were classified as having good
knowledge/awareness. Frequency of monitoring health
numbers was assessed using a four-point Likert scale: 0 =
Rarely/Never, 1 = Yearly, 2 = Monthly, and 3 = Weekly.
Respondents who monitored their health numbers yearly,
monthly, or weekly were categorized as having good
monitoring behaviour, while those who rarely or never
monitored their health numbers were classified as having
poor monitoring behaviour. The questionnaire was
pretested among 30 healthcare workers in two secondary
healthcare facilities outside the study area to assess clarity
and comprehensibility. Ambiguous and difficult items
identified during the pretest were modified before the
final questionnaire was administered to the study
participants.

2.9 Method of Data Analysis

Data collected were entered and analyzed using the
Statistical Package for the Social Sciences (SPSS) version
28. Descriptive statistics were used to summarize
categorical variables and presented as frequencies and
percentages, while continuous variables were summarized
using means and standard deviations. Chi-square tests
were used to determine associations between categorical
variables. Statistical significance was set at p <0.05.

Table 1: Socio—demographic characteristics of respondents (N = 244)

Variable Frequency (N) Percentage (%)

Gender Male 108 443
Female 136 55.7

Age 21-30 148 60.7
31-40 60 24.6
41-50 32 13.1
>50 4 1.6

Mean + S.D.=31.52 +8.12

Marital Status Single 158 64.8
Married 83 34.0
Divorced 2 0.8
Others 1 0.4

Profession Physician 109 447
Nurse 71 29.1
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Allied health professional 64 26.2
Religion Christian 234 96.0
Islam 5 2.0
African traditional religion 5 2.0
Years of experience 1-5 158 64.8
6-10 42 17.2
>10 44 18.0

Mean + S.D. =5.65 + 5.88

A higher proportion of the respondents were female (158, 64.8%) and were Physicians (109, 44.7%). Majority
(136; 55.7%), were between the age of 21 — 30 years (148, was Christians (234, 96.0%) and had working years
60.7%) and the mean age of respondents was 31.52 + 8.12 between 1 -5 years (158; 64.8%). Table 1.

years. A higher proportion of respondents were single

Table 2: Knowledge of health numbers among respondents (N = 244)

Variable Frequency Percentage

Aware of the concept of health numbers

Yes 236 96.7

No 8 3.3

Knows blood pressure as a component of health numbers

Yes 223 914

No 21 8.6

Knows body mass index as a component of health numbers

Yes 209 85.7

No 35 14.3

Knows blood sugar level as a component of health

numbers

Yes 194 79.5

No 50 20.5

Overall knowledge of health numbers

Good 212 86.9

Poor 32 13.1

Nearly all, 236 (96.7%) of the respondents were aware of of health numbers, 194 (79.5%) aware of blood sugar
the concepts of health numbers, 223 (91.4%) are aware of level as a component of health numbers. Overall, 212
blood pressure as a component of health numbers, 209 (86.9%) have an overall good knowledge of health
(85.7%) were aware of body mass index as a component numbers. Table 2

Table 3: Awareness of personal health numbers (N = 244)

Variable Frequency, N Percentage, %
Aware of your blood pressure readings

Yes 190 779
No 54 2211
Aware of your body mass index reading

Yes 127 52.0
No 117 48.0
Aware of your cholesterol level readings

Yes 59 242
No 185 75.8
Aware of your blood sugar level reading

Yes 95 38.9
No 149 61.1
Overall level of awareness of health numbers

Good awareness 81 33.2
Poor awareness 163 66.8

Yovwin et al. www.efbhs.com
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About three-quarters, 190 (77.9%) are aware of their sugar level readings. Overall, 81 (33.2%) had a good level
blood pressure readings, 127 (52.0%) are aware of their of awareness of their health numbers, while 163 (66.8%)
body mass index reading. Only Fifty-nine (24.2%) of the had low level of awareness of their health numbers.
respondents were aware of their cholesterol level Table 3

readings, and only 95 (38.9%) were aware of their blood

Table 4: Frequency of monitoring behaviour of health numbers (N = 244)

Variable Response Frequency, N Percentage, %
How often do you measure or monitor Rarely/Never 53 21.7
your blood pressure? Yearly 121 49.6
Monthly 13 53

Weekly 57 234

How often do you measure or monitor Rarely/Never 116 47.5
your body mass index? Yearly 101 414
Monthly 8 3.3

Weekly 19 7.8

How often do you measure or monitor Rarely/Never 186 76.2
your cholesterol levels? Yearly 44 18.0
Monthly 2 0.8

Weekly 12 49

How often do you measure or monitor Rarely/Never 124 50.8
your blood sugar level? Yearly 85 34.8
Monthly 5 2.0

Weekly 30 12.3

Overall monitoring behaviour Good monitoring 98 40.2
Poor monitoring 146 59.8

Table 5: Factors associated with knowledge of health numbers (N = 244)

Variable Knowledge of Health numbers X2 p-value
Good knowledge Poor knowledge

Gender

Male 93 (86.1) 15 (13.9) 0.102 0.750
Female 119 (87.5) 17 (12.5)

Age

21-30 135 (91.2) 13 (8.8) Fishers 0.003
31-40 50 (83.3) 10 (16.7) exact test

41-50 26 (81.2) 6 (18.8)

>50 1(25.0) 3 (75.0)

Marital Status

Single 144 (91.1) 14 (8.9) Fishers 0.002
Married 67 (80.7) 16 (19.3) exact test

Divorced 0(0.0) 2 (100.0)

Separated 1 (100.0) 0 (0.0)

Profession

Physician 99 (90.8) 10 (9.2) 3.217 0.200
Nurse 58 (81.7) 13 (18.3)

Allied health professional 55 (85.9) 9 (14.1)

Religion

Christian 208 (88.9) 26 (11.1) Fishers <0.001
Islam 2 (40.0) 3 (60.0) exact test

African traditional religion 2 (40.0) 3 (60.0)

Years of working experience

1-5 142 (89.9) 16 (10.1) 3.527 0.171
6-10 34 (81.0) 8 (19.0)

> 10 36 (81.8) 8 (18.2)
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Table 6: Factors associated with awareness of personal health numbers (N = 244)

Variable Awareness of Personal Health numbers X2 p-value
Yes No

Gender

Male 39 (36.1) 69 (63.9) 0.742 0.389

Female 42 (30.9) 94 (69.1)

Age

21-30 44 (29.7) 104 (70.3) Fisher’s 0.043

31-40 20 (33.3) 40 (66.7) exact test

41-50 17 (53.1) 15 (46.9)

>50 0 (0.0) 4 (100.0)

Marital Status

Single 52 (32.9) 106 (67.1) Fisher’s 0.555

Married 28 (33.7) 55 (66.30 exact test

Divorced 0 (0.0) 2 (100.0)

Separated, Unmarried 1 (100.0) 0 (0.0)

(single, divorced, separated)

Profession

Physician 43 (39.4) 66 (60.6) 4.691 0.097

Nurse 23 (32.4) 48 (67.6)

Allied health professional 15 (23.4) 49 (76.6)

Religion

Christian 78 (33.3) 156 (66.7) Fisher’s 0.890

Islam 1 (20.0) 4 (80.0) exact test

African traditional religion 2 (40.0) 3 (60.0)

Years of working experience

1-5 47 (29.7) 111 (70.3) 3.829 0.146

6-10 14 (33.3) 28 (66.7)

> 10 20 (45.5) 24 (54.5)

Table 4 shows the frequency of monitoring behaviour of
health numbers. A lower proportion of the participants
monitor their blood pressure frequently; 13 (5.3%)
monthly and 57 (23.4%) weekly. There was a poor
frequency of monitoring body mass index; 8 (3.3%)
monthly and 19 (7.8%) weekly. There was a poor
monitoring of cholesterol levels; 2 (0.8%) monthly, 12
(4.9%) weekly and poor level of monitoring of blood
sugar levels; 5 (2.0%) monthly and 30 (12.3%) weekly.
Overall, the majority of respondents, 146 (59.8%) had
poor monitoring behaviourof their health numbers,
while only 98 (40.2%) had good monitoring behaviourof
their health numbers.

Table 5 shows the factors associated with knowledge of
health numbers. Gender, profession, and years of
working experience were not significantly associated
with knowledge of health numbers. A higher proportion
of respondents aged 21 — 30 years had good knowledge
of health numbers and there was a statistically
significant association between age and knowledge of
health numbers (p = 0.003). Marital status was
significantly associated with knowledge of health
numbers (p = 0.002). Religion was significantly
associated with knowledge of health numbers (p <0.001).

Table 6 shows the factors associated with awareness of
personal health numbers. Gender, marital status,
profession, religion and years of working experience
were not significantly associated with awareness of
personal health numbers. However, age was
significantly associated with awareness of personal
health numbers (p = 0.043). Awareness of personal health
increased with increasing age and a higher proportion of
those who were aware of their personal health numbers
were between 41 — 50 years.

Table 7 shows the factors associated with monitoring
behaviour of health numbers. Gender, marital status
profession, religion, knowledge of health numbers was
not significantly associated with monitoring behaviour
of health numbers. However, age was significantly
associated with monitoring behaviour of health numbers
(p = 0.048). A higher proportion of those with good
monitoring behaviour of health numbers were between
the 5™ decades of life. Years of working experience is
significantly associated with monitoring behaviour of
health numbers (p<0.001). A higher proportion of those
with more than 10 years working experience had good
monitoring behaviour of their health numbers.

Yovwin et al.
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In the multivariable logistic regression analysis, age was
not significantly associated with poor practice of health
monitoring. Compared with respondents aged 21-30
years, those aged 31-40 years (aOR = 2.115; 95% CI:
0.744-6.013; p = 0.160), 41-50 years (aOR = 2.992; 95% CI:
0.707-12.665), and those above 50 years (aOR = 1.198;
95% CI: 0.085-16.934) had higher odds of poor practice;
these associations were not statistically
significant. In contrast, years of working experience was

however,

significantly associated with poor practice of health
monitoring. Compared with respondents with 1-5 years
of experience, those with 6-10 years (aOR = 0.177; 95%
CI: 0.060-0.525; p = 0.002) and those with more than 10
years of experience (aOR = 0.130; 95% CI: 0.033-0.508; p =
0.003) had significantly lower odds of poor practice,

indicating better
increasing years of experience (Table 8).

Table 7: Factors associated with monitoring behaviour of health numbers

health monitoring practice with

Variable Monitoring behaviour of Health X2 p-value
numbers
Good Poor
Gender
Male 46 (42.6) 62 (57.4) 0.476 0.490
Female 52 (38.2) 84 (61.8)
Age
21-30 50 (33.8) 98 (66.2) 7.819 0.048
31-40 28 (46.7) 32 (53.3)
41-50 17 (53.1) 15 (46.9)
>50 3 (75.0) 1(25.0)
Marital Status
Unmarried 59 (36.6) 102 (63.4) 2.437 0.118
Married 39 (47.0) 44 (53.0)
Divorced 2 (100.0) 0 (0.0)
Separated 0 (0.0) 1 (100.0)
Profession
Physician 38 (34.9) 71 (65.1) 2.603 0.272
Nurse 30 (42.3) 41 (57.7)
Allied health professional 30 (46.9) 34 (53.1)
Religion
Christian 43 (18.4) 191 (81.6) Fisher’s 0.099
Islam 1 (20.0) 4 (80.0) exact test
African traditional religion 3 (60.0) 2 (40.0)
Years of working experience
1-5 48 (30.4) 110 (69.6) 17.891 <0.001
6-10 24 (57.1) 18 (42.9)
>10 26 (59.1) 18 (40.9)
Knowledge of Health Numbers
Good knowledge 87 (41.0) 125 (59.0) 0.514 0.474
Poor knowledge 11 (34.4) 21 (65.6)
Table 8: Logistic Regression showing determinants of poor practice of health monitoring behaviour
Variable aOR Lower C.I. Upper C.I p-value
Age
21-30 Ref
31-40 2.115 0.744 6.013 0.160
41-50 2.992 0.707 12.665
>50 1.198 0.085 16.934 0.894
Years of working experience
1-5 Ref
6-10 0.177 0.060 0.525 0.002
> 10 0.130 0.033 0..508 0.003
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4. Discussion

This study assessed the knowledge, awareness, and
monitoring behaviour of health numbers among
healthcare workers in a tertiary health facility in
Southern Nigeria. The predominance of female
respondents observed in this study is consistent with
previous findings from similar healthcare settings where
females constituted the majority of the healthcare
workforce [6-8]. However, this finding contrasts with
reports from a tertiary healthcare facility in the Federal
Capital Territory (FCT), Abuja, where male healthcare
workers predominated [9]. The female preponderance
observed in the present study may reflect the
composition of the healthcare workforce, particularly the
large representation of nursing and allied health
professions, which are traditionally female-dominated.
The mean age of respondents was 31.52 + 8.12 years,
with the majority aged 21-30 years, indicating a
predominantly young workforce. This finding aligns
with that of Abadom and Otene [6] but contrasts with
studies by Muhlare and Downing [7]; Ema and
Abubakar [9], where healthcare workers aged 31-40
years predominated. These differences may be
attributable to variations in study settings, recruitment
patterns, and workforce demographics. Furthermore, the
predominance of single respondents in this study may
reflect the relatively young age structure of the
workforce [10]. Nearly half of respondents were
physicians from different specialties, likely reflecting the
tertiary nature of the study setting where healthcare
professionals across multiple levels of specialization are
employed. This finding contrasts with previous studies
that reported a predominance of nurses among
healthcare workers [7,8], suggesting variability in staff
composition across institutions. The relatively short
mean duration of work experience (5.65 years) and
predominance of respondents with 1-5 years of
experience may also reflect the youthful demographic
profile of the healthcare workforce.

4.1 Knowledge of Health Numbers

Findings from this study revealed that most respondents
were aware of the concept of health numbers and their
various components, with more than four-fifths
demonstrating good overall knowledge. This finding is
consistent with reports from tertiary healthcare facilities
in Calabar and Delta State, where healthcare workers
demonstrated good knowledge of preventive health
practices and routine medical check-ups [6,11]. The high
level of knowledge observed may be attributed to the
professional background of respondents, routine
exposure to health information, and increasing
awareness of non-communicable diseases within
healthcare settings. Despite the generally good level of
knowledge, blood sugar level was the least recognized
component of health numbers. This finding suggests a
need for increased emphasis on metabolic health
awareness among healthcare workers, particularly
regarding diabetes prevention and early detection. Age,

marital status, and religion were significantly associated
with knowledge of health numbers, suggesting that
socio-demographic factors may influence health literacy
and preventive health awareness.

4.2 Awareness of Personal Health Numbers

Blood pressure was the most commonly known health
number among respondents, with over three-quarters
aware of their blood pressure readings. Similar findings
were reported by Adamu et al. [12], where blood
pressure represented the most recognized personal
health indicator among healthcare workers. The high
level of awareness may be explained by the ease,
affordability, and accessibility of blood pressure
monitoring within healthcare facilities, as well as
increasing awareness of hypertension and cardiovascular
disease risk. In contrast, blood cholesterol level was the
least known health number, with fewer than one-quarter
of respondents aware of their cholesterol status. This
finding agrees with previous studies reporting poor
awareness of cholesterol levels among healthcare
workers [12]. The low level of awareness may be related
to the cost, limited accessibility, and invasive nature of
cholesterol testing, as well as the tendency for lipid
screening to occur only when clinically indicated.

More than half of respondents were aware of their body
mass index (BMI), although this proportion was lower
than reports from some studies [12] and higher than
findings from Abuja [9]. Variations in awareness may
reflect differences in institutional health promotion
activities and public health messaging related to
overweight and obesity. Nonetheless, the fact that a
substantial proportion of healthcare workers were
unaware of their BMI highlights the need for improved
workplace health promotion strategies. Overall, only
one-third of respondents demonstrated good awareness
of their personal health numbers. This disparity between
knowledge and personal awareness suggests that
professional knowledge does not necessarily translate
into personal health consciousness or preventive
practice. Healthcare workers may therefore educate
patients on preventive care while neglecting their own
health monitoring behaviours. Although gender, marital
status, profession, religion, and years of work experience
were not significantly associated with awareness of
personal health numbers, age demonstrated a significant
association. Older healthcare workers, particularly those
aged 41-50 years, were more likely to be aware of their
health numbers, possibly due to increased perception of
vulnerability to chronic diseases with advancing age.

4.3 Monitoring Behaviour of Health Numbers

Only about two-fifths of respondents demonstrated good
monitoring behaviour regarding health numbers. This
finding is comparable to previous reports indicating low
uptake of routine health monitoring among healthcare
workers [6,11]. The persistence of poor monitoring
practices despite good knowledge suggests a substantial

Yovwin et al.
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gap between knowledge and preventive health
behaviour. Factors such as demanding work schedules,
burnout, poor institutional wellness culture, and neglect
of self-care may contribute to this discrepancy. Previous
studies have also identified cost, forgetfulness, and
absence of symptoms as barriers to routine screening [6].
Blood pressure was the most frequently monitored
health number, with relatively few respondents
reporting that they never checked their blood pressure.
Similar findings have been reported among healthcare
workers in tertiary health facilities and dental settings
[9,13]. The relatively high frequency of blood pressure
monitoring may be due to ease of access to
sphygmomanometers, simplicity of the procedure, and
widespread  awareness of  hypertension-related
complications.

Conversely, blood cholesterol level was the Ileast
monitored health number, with over three-quarters of
respondents rarely or never checking their cholesterol
levels. This finding is consistent with reports from
similar studies [5,6,9,13] and suggests that cholesterol
monitoring remains neglected among healthcare
workers. Possible explanations include cost, poor
accessibility, and low perceived susceptibility to
dyslipidaemia. Given the role of abnormal lipid profiles
in cardiovascular morbidity and mortality, regular
cholesterol assessment should be encouraged among
healthcare workers. A considerable proportion of
respondents also rarely monitored their BMI and blood
sugar levels. Poor monitoring of these indicators may
prevent early identification of unhealthy weight changes
and abnormal glucose levels, thereby delaying
preventive interventions. Perceived low susceptibility to
disease, busy schedules, and lack of symptoms may
explain poor monitoring practices.

Gender and profession were not significantly associated
with monitoring behaviour in this study, suggesting that
poor monitoring practices cut across professional
categories and affect both male and female healthcare
workers similarly. However, this finding contrasts with
previous studies where nurses and female healthcare
workers demonstrated better preventive health practices
[5,6]. Differences in study population characteristics and

Declarations

sociocultural factors may explain these variations. Age
was significantly associated with monitoring behaviour,
with better monitoring practices observed among older
respondents. This may reflect greater health
consciousness and increasing concern about age-related
health risks. However, previous studies have reported
inconsistent findings regarding the relationship between
age and preventive health practices [12,13,15],
suggesting the need for further research. This study did
not explore reasons underlying good or poor health
monitoring behaviour among healthcare workers,
thereby limiting understanding of contextual barriers
and facilitators influencing preventive health practices.
Future studies should investigate these factors to guide
the development of effective institutional wellness
policies and interventions. Additionally, the study
focused only on selected health numbers—body mass
index, blood glucose, blood pressure, and cholesterol
levels—while excluding other potentially important
health indicators.

5. Conclusion

This study demonstrated that healthcare workers
possessed good knowledge of health numbers; however,
awareness and monitoring of personal health numbers
remained suboptimal. Blood pressure was the most
commonly known and monitored health number,
whereas blood cholesterol level was the least known and
least monitored. Age was significantly associated with
awareness and monitoring behaviour, with older
healthcare workers demonstrating better monitoring
practices. The findings reveal an important gap between
knowledge and practice among healthcare workers,
emphasizing the need for targeted workplace health
promotion interventions. Institutional strategies such as
annual staff wellness clinics, periodic workplace
screening programmes, and dedicated healthcare worker
wellness policies should be strengthened to improve
preventive health practices. Professional organizations
and healthcare administrators should also promote
routine personal health screening as an integral
component of occupational health and staff well-being.
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