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ABSTRACT

Background: hypertension is the "silent killer" because it typically exhibits no warning indications or
symptoms. Hypertension is a serious warning sign that significant self-management are required to avoid
and handle complications. Self-management is the capacity of individuals, families, and groups to
participate actively in health promotion and defense, illness prevention, and disability management, either
with or without the assistance of a healthcare professional.

Objectives: To assess the level of self-management adherence and associated factors among hypertensive
patient who are on follow up at Wolkite University specialized and teaching hospital, Gurage Zone,
SNNPR, Ethiopia, 2023.

Method: The conducted study design was hospital-based cross-sectional study. Systematic random
sampling technique was use to select the study samples. Data collected by principal investigators using a
structured questionnaire. Data cleaned and entered to SPSS 25 versions. Descriptive statistics used to
describe the sample. Associations between independent and dependent variables were analyzed first using
bivariate binary logistic regression analysis. Those independent variables which have p-value <0.25 was
considered for multivariate analysis to test for independent association. Adjusted odds ratio and 95%
confidence interval and P-value of<0.05 were considered as statistically significant. The results of the
study expressed as percentages and frequencies and prepared by using tables and graphs.

Results: The level of good self-management practice among hypertensive patients was 34.7% (95%CI:
26.2-40.3%). Respondents with educational level of college/university and above were about
11.863 times (AOR= 11.863, 95% CI: 2.547, 55.259, P=0.002) more likely to engage in good
hypertension self-management practices as compared to those respondents that did not able to read
and write. Participants who had good self-efficacy were about 3.176 more likely to engage in
good hypertension self-management practices as compared to those respondents who had poor self-
efficacy (AOR=4.173, 95% CI: 1.210, 8.338, p=0.019).

Conclusions: This study reported a lower level of self-management practice by hypertensive patients;
only 34.7% of the respondents had good hypertension self-management practices. Educational level and
self-efficacy were factors identified having had statistically significant association with the self-
management practice.

Keywords: Adherence, associated factor, hypertensive patient, self-management, Wolkite University

specialized hospital
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1. INTRODUCTION

1.1Background

HTN indicates that the arterial pressure is greater than the acceptable range[1]. As defined by
WHO, hypertension is "a Systolic blood Pressure (SBP) or Diastolic blood pressure (DBP) equal
to or higher than 140/90 mmHg among adults greater than or equal to 18 years of age" [2]. It is
the "silent killer" because it typically exhibits no warning indications or symptoms [3], [4], and
[5]. However, some hypertensive patients may experience certain signs and symptoms, including
headache, dizziness, epistaxis, and symptoms related to organ affection and underlying illnesses
[6]. These symptoms frequently do not start to show up until blood pressure levels are high or
life threatening. The only method to know for sure if a person has HTN is to have their blood

pressure measured by a doctor or other healthcare professional [5].

Primary or essential and secondary hypertensions are the two main classifications of
hypertension. Essential hypertension, which accounts for 90 to 95% of diagnosed cases of
hypertension, has no known cause but it closely related to lifestyle. Secondary hypertension
accounts about 5 to 10% of cases, caused due to an underlying medical disease such as
congestive heart failure, kidney, liver, or endocrine (hormone) system harm[7] . According to
Ethiopian National Guideline on Major non-communicable diseases, Hypertension classified as
Normal when SBP < 120 mmHg, and DBP < 80 mmHg, Pre-hypertension: SBP 120-139 mmHg
or DBP 80-89 mmHg, Stage 1 hypertension: SBP 140-159 mmHg, or DBP 90-99 mmHg, Stage
2 hypertension: SBP >160 mmHg, or DBP >100 mmHg and Severe Hypertension when
BP>180/110 [8]. Hypertension is a serious warning sign that significant lifestyle changes are
required [8].

Self-management of hypertension requires information, attitude, discipline, determination,
commitment, self-regulation, empowerment, and self-efficacy. It involves taking prescription
medications, eating a low-sodium, low-fat diet, exercising, limiting alcohol consumption,
quitting smoking, losing weight, checking one's blood pressure regularly, visiting the doctor

regularly, and reducing stress [9].



1.2 Statement of the problem

Globally cardiovascular disease (CVD) accounts for 17.3 million deaths annually and is expected
to increase to over 23.6 million by the year 2030 [10]. Out of the 17 million international deaths
per year that end result from cardiovascular disease, 9.4 million are due to hypertension [11].
Hypertension is a significant public health concern in both developed and developing nations
[12]. It is known to be the primary threat factor for global CVD morbidity and mortality [13] and

increases the risk of heart attack, stroke [1] as well as atherosclerosis [5].

Globally, by 2025, it is predicted that 29% of adults (or 1.56 billion) will have hypertension,
making it the most common condition among people worldwide [2].Three-fourth of them live in
low and middle-income countries (LMIC) [1]. More than 80% of the prevalence of hypertension
in low- and middle-income nations is attributable to inadequate self-care and lack of information
[14]. One in three individuals in America (77.9 million) and 970 million persons globally has
high blood pressure [5]. Hypertension with an incidence rate of 29.8%, one of the most prevalent
non-communicable illnesses in India [15]. In sub-Saharan Africa (SSA), the quantity of

hypertension instances projected to be between 125.5 and 162.8 million by means of 2025 [2].

Studies carried out in Ethiopia have revealed a steadily rising number of instances of
hypertension overall. With an incidence rate of 19.6%, hypertension is the most prevalent non-
communicable illness (NCD) in Ethiopia [16]. This increase is ascribed to the rising prevalence

of risk factors like smoking, obesity, risky alcohol use, and inactive behavior [2].

Despite the availability of numerous effective pharmacological and non-pharmacological
techniques to manage HTN, they failed to produce the desired results. The reason for these direct
towards poor self-management adherence. Self-management practices are still uncommon in
emerging nations, which makes it difficult for patient management to fulfill treatment
preferences for hypertension by improving quality of life, avoiding problems, and lowering
healthcare costs [2]. Self-management practices have been identified by numerous studies as one
of the key components for managing high blood pressure. Despite the benefits of these actions,
many hypertensive patients are currently reluctant to take these steps [11]. It may affected by a

wide range of variables like age, educational status, job status, length of illness, empowering

2



components like self-care confidence and self-efficacy, understanding of hypertension, and

social support[17].

The level of Self-management practice among hypertensive patients in Ethiopia was low 41.55%
[18] but other study reports that the overall estimated adherence to self-management among
Ethiopian hypertensive adult individual was 42.45% [19]. At Ayder Comprehensive Specialty
Hospital, from five hypertensive patients only one patient had good self-management practice
[12]. Three-fourth of hypertensive patients in Central Gondar Zone [20], Debre Birhan referral
hospital [21], In West Arsi Zone [22], and Bishoftu General Hospital's outpatient department
[23] had poor self-management practice . Only one third of the study participants at Mizan Tepi
University Teaching Hospital [24] and at Durame and Nigist Elleni Mohamed Memorial General
Hospitals in southern Ethiopia followed the suggested self-management [25]. Even in Addis
Ababa half of hypertensive patients, had poor self-management practices towards hypertension
[26].Not only are there illiterates in Ethiopia today, but educated people also struggle to use

successfully self-management techniques [23].

Setting up an effective technique for the treatment of hypertension requires measuring the extent
of self-management activity for hypertension as well as determinants. There are researches in
Ethiopia on HTN self-management practices. However, the level of hypertension self-
management practices and contributing elements have not been studied in Gurage Zone. This
study was conduct to asses’ self- management adherence and associated factors among
hypertensive patients who are on follow up at Wolkite University specialized and teaching

hospital, Gurage zone, SNNPR, Ethiopia.



1.3 Significance of study
Self-management is one of the most important ways to better prevention and control of

hypertension. Most complication of hypertension occurs due to poor self-management.

These study findings provide information about the level of self-management adherence, factors
that affecting self-management adherence among hypertensive patients at Wolkite University
specialized and teaching hospital. The findings of this study might be used as reference data for
other investigators interested in studying on related to this title. The data might be used for health
care provider to give attention and develop programs to control hypertension and complication of
it. This study give information about what things to be done to solve problems challenged in self-

management implementation.



2. LITERATURE REVIEW

2.1 Overview of self-management

The maintenance of health, avoidance, and treatment of disease through a person is referred to as
self-management adherence. It has been demonstrated to increase patient happiness, quality of
life, reduce the need for emergency care, outpatient treatment, and urgent care branch
appointments. The four pillars of self-care are maintaining a healthy lifestyle, addressing minor
illnesses, handling chronic conditions, and caring for one self after being discharge from a
hospital [13]. Self- -management has many different facets when it comes to managing ongoing
illness [27]. Implementing the six recommendations for self-management behaviors that are
thought to be important for controlling high blood pressure: 1. Following prescribed medication
regimens; 2. engaging in physical activity; 3. eating a healthy diet low in fat and sodium, similar
to the Dietary Approaches to Stop Hypertension (DASH); 4. Maintaining a healthy weight; 5.
Reducing alcohol intake; and 6. Not smoke. Additionally, numerous studies have identified self-

management practices as one of the key components for reducing high blood pressure [11].

2.2 Adherence

Although the majority of studies have concentrated on adherence to medicine, adherence also
includes a wide range of health-related habits that go beyond simply taking prescribed
medications. The participants at the WHO Adherence conference in June 2001 concluded that

adherence refers to how closely a patient observes medical advice [28].

2.2.1 Adherence to self-management practice

In China about 81.1% of hypertensive patient avoid salt intake, 77.9% of the members refrained
from drinking alcohol, 79.2% of them were nonsmokers and 51.9% adherence to physical
activity on most days of the week [29]. In Bangladesh 65.5% did not adhere to a dietary
modification [30]. In India, 60.6% of participants had average or good Self-management
practices [31]. According to a research done in Western Nepal, more than 55% of participants
were adherence to each self-management component [32]. In Iran, 12% avoided salt intake,

86.7% were non-smokers, and 24.5% were adherent to physical exercise, all participants were



adherence to alcohol abstains, and 39.2% controlled their weight [11]. However, the self-
management practices varied in Jeddah, Saudi Arabia, from 31.2% to 83.7% for each of the self-
management subscales [33]. According to a research conducted in a Nigerian tertiary hospital,
73.8% participant had high self-management practice[34]. A Systematic Review and Meta-
Analysis study among Hypertensive Patients in Ethiopia shows that, average self-management
levels among hypertensive patients in Ethiopia were 41.55%; in Tigray, 41.55%; in the Amhara
region, 43.99%; in Harar, 47.19%; in Oromia, 20.3%; in Addis Abeba, 37.97%; and in the
SNNPR, 56.77%; [18]. Another research that conducted with systematic review and meta-
analysis shows that overall estimated adherence to self management among Ethiopian
hypertensive adult individuals was 42.45%, 48.74% Adherence to physical activity, 77.68%
Adherence to low alcohol intake, 86.38% Adherence to quitting or no smoking, 47.89 %
Adherence to weight management, 51.99% Adherence to salt intake and 50.86 % dietary
adherence [19]. In Nekemte, Oromia, (68.92%) had the greatest rate of hypertensive self-
management usage [35]. In comparison, a survey conducted in 2019 at Ayder Comprehensive
Specialized Hospital in Tigray Regional State found the lowest degree of hypertensive self-
management practice at 20.3% [12]. In Dessie Town, 51% of hypertension patients had poor
self-management adherence [36]. A research carried out in Harar Town public health services
among the participants, 29.9% practiced high levels of self-management [37]. In addition, in
Addis Abeba, 51.5% of individuals adhered to self-management [38]. In Durame and Nigist
Elleni Mohamed Memorial General Hospitals in southern Ethiopia, only 27.3% adherent to the
advised living changes, 16.1% performed physical activity for 30 minutes a day, 41.9% were
excellent at managing their weight, 57.5% followed the advice to limit sodium in their diet,

87.9% participants had alcohol abstains the previous week, and 91.2% did not smoke[25].

2.2.2 Adherence to anti — hypertensive medication

A study conducted in Birmingham, UK (41.7%) respondents report best adherence to
antihypertensive medication [39]. In china More than half of the sample (61.3%) were adherent
to their anti hypertension remedy protocols [29]. A study conducted in Iran confirmed that 36.1
% were adherent to their drug regimen [11]. In Western Nepal 85% participant used medicine

regularly [32]. In research investigations done in Ethiopia, 74.10% of subjects took their anti-



hypertensive medication as prescribed at Ayder Comprehensive Specialized Hospital [12]. Only
68% of 384 participants in total at the University of Gondar Comprehensive Specialized Hospital
[14], 57.5% of participants in Harar Town [37], and 61.9% of participants in Jimma University
Specialized Hospital [27] were adhered to their medicine. In addition, 48.1% of subjects at
Jimma Medical Center were patients who had trouble adhering to their hypertension medication
[16]. Anti-hypertensive medicine was typically more adhered to by hypertensive people in
Ethiopia than other dietary or lifestyle changes. For instance, in Ayder Comprehensive
Specialized Hospital in Tigray Regional State in 2019 the degree of hypertensive self-
management practice was 20.3%, but 74.10% of the patients were adherent to anti-hypertensive

medicine [12].

2.3 Factors associated with self-management of hypertension

A wide range of variables may also affect self-management practice against hypertension. These
may include personal characteristics like age, schooling, job status, and health literacy, length of
illness, empowering components like self-efficacy, understanding of hypertension, and social
support [17]. Living in a divorced state, not having access to self-management knowledge, not
having a place to exercise, and having a poor mindset toward self-management can also be risk

factors for poor hypertension self-management practices [36].

2.3.1 Socio-demography
Age: According to a study done in Iran, hypertensive patients over the age of 60 engaged in

more self-management activities of all kinds than those less than 50 years [11]. The majority of
Ethiopian studies show a negative relationship between age and changes in self-management. A
study conducted in Tigray, patients under 65 years of age exercise proper self-management 3.265
times more frequently than patients over 65 [12]. People over 65 are 41% less likely than
individuals under 65 in Central Gondar Zone to adopt healthy self-management
[20].Multivariable logistic regression study at Mizan Tepi University Teaching Hospital revealed
that hypertensive patients over the age of 65 had a 61% lower likelihood of adopting the
suggested self-management than those under the age of 65 [24]. At Durame and Nigist Elleni
Mohamed Memorial General Hospitals in southern Ethiopia, patients with ages > 60 were 72%

less likely to have good self-management practice than patients with ages under 65 [25] but in
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Debre Birhan comprehensive specialized hospital, Patients with ages > 60 were 2.4 times more
likely to adhere to self-management activities than those in the age group of 21-39 years [21] and
in Bishoftu General Hospital, Respondents in the elderly group were found to be nearly three

times more adherent than respondents in the young age group [23].

Gender: In Iran, women engaged in more self-management activities than men, and they were
more likely to schedule frequent exercise than men. However, compared to males, girls had been
much less adherent to maintain their non-smoking habits [11]. In Ethiopia, women adhered to
effective self-management more frequently than males [18]. 56% of men and 61% of women in
Harar stick to appropriate self-management [37]. In Tigray, only 5.6% of men and 14.7% of
women practice adequate self-management, meaning that women are 2.254 times more likely

than men to practice great self-management [12].

Religion: Muslim patients are more committed to self-management because they typically
abstain from alcohol; according to a study conducted in Iran, not all Muslim patients drank

alcohol [11].

Marital status: Married people demonstrated significantly better self-control and devotion to a
low-sodium diet than single people, as well as greater self-control than divorced and single
people [11]. In Harar town, the prevalence of appropriate self-management of hypertensive
patients among married, single, and bereaved patients was 27.8, 40.9, and 41.9 respectively [37].
Divorced hypertensive patients in Dessie town practiced much less self-care compared to those

who were unmarried [36].

Educational status: Possessing adequate information facilitates precise knowledge, which in
turn encourages people to engage in precise self-management behaviors[3]. Lack of schooling
and inadequate health literacy was risk factors for failing to follow the advised self-management
procedures for hypertension [36]. In Ayder Comprehensive Specialty Hospital respondent’s
educational status of college and above had 4.205 times as many effective self-management
practices as those who could not [12]. In Harar town, those with formal education make up

38.6% of those who exercise exact self-management, but those without formal education make



up only 17.8% [37]. In the comprehensive specialized hospital of Debre Birhan, hypertensive
patients who had gone to school were 2.6 times more likely to exercise effective self-
management than patients who had never gone to school [21]. However, in Bishoftu General
Hospital, respondents with formal education were 48% less likely to adhere to self-management
than respondents without formal education [23] and in southern Ethiopia's Durame and Nigist
Elleni Mohamed Memorial General Hospitals, patients without formal education were twice as

likely to practice good self-management as compared to those with formal education [25].

Work status: In Addis Ababa a better self-management practice was linked with being a
merchant, government servant, or retired than being jobless [40], and unemployed respondents

were found to be less likely to comply than those who were working [41].

2.3.2 Clinical Status
Time since diagnosis: The length of time since a hypertension diagnosis affects self-

management. Some patients with an extended history of HTN were stick to self-management
better than new patients. For instance, in Iran, individuals with a longer time since their
diagnosis—more than 5 years—had higher commitment to physical activity than those with a
shorter time—Iess than 5 years—since their diagnosis [11]. In Ayder Comprehensive Hospital,
patients who had been ill for greater than four years were 3.124 times more likely to exercise
exact self-management than patients who had been ill for less than two years [12]. Patients with
a diagnostic duration of 5 to 10 years in the Central Gondar Zone are 1.93 times more likely to
adopt healthy self-management practice than those with diagnosis tenure of less than 2 years
[20]. Long-term hypertensive patients at Bishoftu General Hospital were nearly twice as likely to
stick with patients than those with short-term diagnoses [23]. Fewer than two years, two to four
years, and four or more years in Addis Ababa, respectively, had 12.1%, 38.9%, and 49.0% of

adherents to excellent self-management [41].

Type and duration of anti hypertensive medication intake: HTN treatment involved
following a routine at least 80% of the time. Patients with HTN are said to incur non-adherence
expenses of 50% after one year and 85% after five years. One of the greatest difficulties for

medical professionals is getting patients to follow the recommended routines [42].In Debre



Birhan comprehensive specialized hospital, < four years duration of anti-HTN treatment 82.7%
of patient have good self care but >Four years only 17.3% of participant have good self-

management [21].

Co-morbidities: Patients with co-morbidities in Central Gondar Zone were 53% less likely to
adopt healthy self-management than patients without co-morbidities [20]. In eastern Go jam,
patients with hypertension who did not have a co-morbid condition were 58.2% less prone to
exercise poor self-management than those who did [43]. In Harar Town, Patients who had no co-
morbidity were practice more self management (37.4%) and with co- morbidity had lower self
management (23.4%) [37]. Patients without co-morbidities at Debre Birhan Comprehensive
Specialized Hospital were nearly twice as likely to engage in self-management tasks than
patients with co-morbidities [21]. However, adult hypertensive patients at Bishoftu General
Hospital with co-morbidities were about twice as likely to follow suggested behavioral changes

as those without co-morbidities [23].

2.3.3 Social support

In East of Go jam When compared to patients with excellent social support, hypertensive
patients with poor social support were 2.587 times more likely to exercise poor self-management
[43]. In eastern Ethiopia, With Strong social support 63.5% practice good self-management but
with Poor social support only 39.9% practice good self-management [44]. Additionally, in Harar
town, 61.4% of those with excellent social support and 38.6% of those with poor social support
exercise effective self-management [37]. Patients who had support by their families or friends
with hypertension at Debre Birhan Comprehensive Specialized Hospital were nearly three times
more likely to engage in self-management activities than those who were not assisted [21]. In
Jimma, patients with good social support had a good self-management rate of 51.9% and those

with inadequate social support had a good self-management rate of 48.1% [16].
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2.3.4 Self-efficacy
When compared to patients with poor self-efficacy (41.9%), patients with excellent self-efficacy

were more likely to practice effective self-management (58.1%) in gojjam [43]. At Jimma
medical center, when compared to patients with poor self efficacy, hypertensive patients with
excellent self efficacy are two times more likely to practice effective self-management [16]. In
Addis Ababa, it was discovered that individuals with high levels of self-efficacy were four times

more likely to adhere self-management practice than those with low levels of self-efficacy [41].
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2.4 Conceptual framework

Behavioral factors
® Self-efficacy

Sociodemogra
phic

® Age

Sex

Height
Weight
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Marital
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Social factors

® Support from
Self-management family and non

familly members

adherence

Clinical Status
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intake
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Figure 1: conceptual framework adapted from different literatures to assess self-management
adherence and associated factors among hypertensive patients who are on follow up at Wolkite
University specialized and teaching hospital, Gurage zone, SNNPR, Ethiopia[4, 18, 21-23, 26,
39, 41, 43, 44]



3. OBJECTIVES

3.1 General Objective
To assess the level of self-management adherence and associated factors among hypertensive

patient who were on follow up at Wolkite University specialized and teaching hospital, Gurage

zone, SNNPR, Ethiopia, 2023.

3.2. Specific Objectives
1. To determine the level of self-management adherence among hypertensive patient who were

on follow up at Wolkite University specialized and teaching hospital, Gurage zone, SNNPR,
Ethiopia, 2023.

2. To identify factors associated with self-management adherence among hypertensive patient
who were on follow up at Wolkite University specialized and teaching hospital, Gurage zone,

SNNPR, Ethiopia, 2023.
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4. METHODS AND MATERIALS

4.1 Study Area and Study Period
This study conducted in Wolkite University specialized and teaching hospital, Gurage zone,

SNNPR, Ethiopia, from may-20 to june-20/2023. It found in Wolkite town. Wolkite town is the
capital of the Gurage zone, which are located 154 Km southwest of Addis Ababa and 260 Km
from Hawassa. The Zone found in south central Ethiopia with location between 7° 40 to 8° 30
North and 37° 30 to 38° 40 East and covers an area of 5,932 km?>.Thies zone is home to the
Gurage people. Based on the 2012 national census conducted by the Central Statistical Agency
of Ethiopia (CSA), Gurage zone has a total population of 1,767,518.The zone is a fertile and
mountainous administrative zone situated in the northern most tip of the Southern Nations,
Nationalities and People’s Region. It consists of 13 woreda and two town administrations
(Butajira and Wolkite). In Gurage zone, there are seven hospitals. Five of the hospitals are
primary hospitals, one general hospital, and the other one is a specialized comprehensive
hospital, 79 health centers (7 are NGO HC), and 444 Functional health posts serving the total
population in the zone. The study conducted in chronic follow up units of Wolkite University
specialized and teaching hospital. This hospital has clinical departments including Emergency,
medical, surgical, pediatric, gynecology/obstetric ward and one chronic follow up setting.

Currently there were 359 hypertensive patients attending treatment per month.

4.2 Study Design
Hospital-based cross-sectional study design was employed.

4.3 Population

4.3.1 Target Population
All hypertensive patients who were on follow up at Wolkite University specialized and teaching

hospital.

4.3.2 Study Population
All hypertensive patients who had followed up in Wolkite University specialized and teaching

hospital during the study period.
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4.4. Inclusion and Exclusion Criteria
4.4.1 Inclusion Criteria
® All hypertensive patients who were 18 years old and above and

® On follow up at least for 3 months.

4.4.2Exclusion Criteria
® Scverely ill patient who were not able to respond to interviews during the data collection

or
® Patients with cognitive impairment or
Pregnant mothers with gestational age of 20 week and above until 12 week of post

partum.

4.5. Sample Size Determination
The sample size was determined by using single population proportion formula with the

following assumptions: P=26.9%, proportion for selfcare practice among hypertensive patient,
which is takes from a study conducted at Bishoftu General Hospital [23], 95% confidence level
(Z=1.96), a margin of error, d = 5% (0.05), and considering 10 % non-response.

n= (Z.»)*(P) (1-P) A4

Where Z,,=standard normal deviation at confidence interval of 95% (Z.,=1.96)
P=Proportion of patients who adherence to self-management practices
d = margin of error (d = 5% = 0.05)

n=the required sample size

n,= (1.96)*(0.269) (1-0.269) = (3.8416) (0.269) (0.731) = 302.16 = 302
(0.05)? 0.0025

Use correction formula because source population is 359.
n=no / (1+ (no/N))
Where n= minimum required sample size
n,= minimum sample if population size was more than 10,000

N= total population size
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n=302/ (1+(302/359)) =164.02 then,
164.02 + (164*10%) non-response rate =180.422

Therefore, final sample size for this study was 180.

4.6. Sampling Technique and Procedure
Systematic random sampling used to select the study samples. Initially, list of patients taken

from the follow up unit registration book then, sampling interval (K) was calculated.
359+180=1.99 so, the sampling interval was two (2). The first sample was selected randomly and
2 was randomly selected. Then select the other patient every 2 patients until getting the desired

sample size of 180.

4.7 Variables of the study
4.7.1 Dependent Variable: Self-management adherence.

4.7.2 Independent variables

Socio demographic factors: age, sex, height, weight, body mass index, marital status, religion,
educational status and occupation.

Clinical Status: Co-morbidities, type and duration of anti — hypertensive medication intake,
Time since diagnosis of hypertension.

Behavioral variables: Self-efficacy.

Social factors: - Support from families and non-family members of the society.

4.8 Operational definition
Good self-management practice for anti hypertensive medication user: When respondents

adherent to four or more of the six components of self-management practices (medication
adherence, weight management, bodily activity, stopped smoking, reduce alcohol intake, and low
salt diet) [21].

Good self-management practice for those did not prescribed antihypertensive medications:
When respondents’ adherent to three or more of the five components of self-management
practices (weight management, bodily activity, stopped smoking, reduce alcohol intake, and low

salt diet)
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Poor self-management practice for anti hypertensive medication user: refers to the level of
self-care practices when the respondents comply with less than four domains of self-management
practices [21].

Poor self-management practice for those did not prescribed antihypertensive medications:
refers to the level of self-care practices when the respondents comply with less than three
domains of self-management practices.

Adherence: The extent to which a person’s conduct (taking medicinal drug and executing way
of life changes) corresponds with recommendations from health care providers[45].

Diet-related adherence: the state to which the respondent score 6 out of twelve healthy diet
related practices questions [46].

Medication adherence: means that Participants followed the three recommendations of
medication adherence on 7 out of 7 days[46].

Exercise related adherence: When participant score 14 from two exercise related question
questions, each weights 7 points[46].

Smoking related adherence: Any respondents who report 0 days of cigarette smoke in the
previous one week[46].

Alcohol consumption related adherence: Any respondents who report did not take any alcohol
in the last 7 days or who did not drink at all[46].

Good weight management practices: respondents who score > 40 from total weight
management practices questions[46].

Co-morbidities: respondent with one or more disorder in addition to hypertension [43].

Social support: the help gained from family members and non-family members. In this study,
the sum score ranges from 3 to 14, with high values representing strong levels and low values
representing poor levels of social support. The OSSS-3 sum score can be operationalized into three
broad categories of social support: a) 3—8 poor social support, b) 9—11 moderate social support, ¢)
12—14 strong social support[47].

Self-efficacy: is the confidence in one's ability to engage in a particular activity. In this study,
participants considered as have good self-efficacy to cope with and control their disease, if they

score 50% and above on the six-item Chronic Disease Self-Efficacy Scale[48].
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Hypertensive patient: Systolic blood strain >140 mmhg and or / Diastolic blood pressure > 90

mmhg or reported known antihypertensive drug users [21].

4.9 Data collection tools and techniques
The data was collected through face to face interview using pre tested structured questionnaire

which was adopted and modified from different studies in the same and related topic. The
questionnaire seeks information on socio-demographic, Clinical Status, Self-efficacy, Social
support and life style modification related questions. Socio-demographic questionnaire contains
nine items. Clinical Status, which is assess by four questions that is length of time since
diagnosed and taking anti-hypertensive medications, types of anti-hypertensive medications and

co morbidities[41].

The six items chronic disease self-efficacy scale used to measure elf-efficacy. Originally, each
item contained a 10-point scale ranging from “not at all confident” to “totally confident”. The
alternatives modified to three (unconfident was scored 1, not sure was scored 2, confident was
scored 3). The sum score ranges from 6 to 18. Participants considered as have good self-efficacy
to cope with and control their disease, if they score 50% and above on the six-item Chronic

Disease Self-Efficacy Scale [48].

Social support assessed with Oslo Social Support Scale. This Scale had three questions. The first
question had four alternatives and the other two questions had five alternatives. The sum score ranges
from 3 to 14. The OSSS-3 sum score categorized into three broad categories of social support: a) 3—

8 poor social support, b) 9-11 moderate social support, c) 12—14 strong social support[47].

The levels of self-care practice measured by Hypertension self-care Activity Level Scale Effects
(H-SCALE), which have six components: medication adherence, this part has three items the
sum score ranges from zero to 21and patients considered adherent to medication when follow the
three recommendations of medication adherence on 7 out of 7 days. Alcohol intake assessed by
one single question ranging from zero - 7 days: did you drink alcohol in the last week?,
respondents who report did not take any alcohol in the last 7 days or who did not drink at all are
considered adherent. Weight management practices, this component assessed by 10 items. Items

assessed agreement with weight control activities in the last 30 days. Each item has five choice
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and based on a 5-point Likert scale ranging from strongly disagree 1; to strongly agree 5; with a
sum ranging from 10 to 50. Respondents who score > 40 from total weight management
practices questions considered as adherent to weight management activities. Diet-related
adherence measured using 12 items related to eating a healthy diet, avoiding salts while cooking
and eating, and avoiding foods with high salt content in the last 7 day. The responses will be
summed for all items to create a continuous variable, with possible scores ranging from 0 - 12.
Scores of 6 and above were considered adherent. Adherence to exercise: which contains two
items and each item weight 7. Responses range from 0 to 14. Participants who scored 14 out 14
considered adherent. Adherence to cessation of smoking, this part assessed by one questions, did
you smoke a cigarette even just one puff in the past 7 days?. The Responses range from zero —
seven. Any respondents who reported 0 days are considered nonsmokers, and the rest are

classified as smokers[46].

The questionnaire was prepare in English language and translated into Amharic and it was
translated back to English to check for consistency. The questionnaire had open end and

multiple-choice questions.

4.10. Data collection
All data was collected by principal investigators at Wolkite university specialized hospital in

chronic follow up unit.

4.11. Data quality assurance
A quality issue addressed by ensuring that the data generated is complete, reliable and accurate.

To ensure the quality of data, we administered pre-test among 5% of the total sample size in
Worabe comprehensive specialized hospital, Silt’e zone. Findings and experiences from the pre-
test used to modify and reshape the data collection tool. The questionnaire was translate to
Ambharic language and back translated into English by another person who is good on both

language to check for consistency.

4.12. Data processing and analysis
After the completion of the data collection process, the entire questionnaire checked for

completeness, clarity and consistency. Then the data cleaned and entered to statistical package
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for social sciences (SPSS) version 25.0 software for further analysis. Descriptive statistics used
to describe the sample. Associations between independent and dependent variables were
analyzed first using bivariate binary logistic regression analysis to identify factors that had
associated with the outcome variable. Those independent variables which have p-value <0.25
were considered for multivariate analysis to test for independent association. Adjusted odds ratio
and 95% confidence interval that not cross 1 and P-value 0f<0.05 were considered as statistically
significant. The results expressed as percentages and frequencies and prepared by using tables

and graphs.

4.13. Ethical considerations
Ethical clearance was obtained from Ethical Review Board of College of Medicine and Heath

Science, department of Nursing, Wolkite University. We received letter of permission from
Wolkite university specialized Hospital. The information sheet and consent provided for
respondents to read for those who can read, whereas the interviewers read the paper for those
respondents who could not read and informed verbal consent obtained from each study
participant for the data collection. Before each interview, the aim of the study and possible
benefit clearly explained for study participants. Issues of rights, privacy and confidentiality
ensured during data collection period. Each respondent assured that the information provided
was confidential and used only for the purpose of research. Participants have the right to

participate or not and to withdraw at any time when they feel discomfort.
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5. Results

5.1. Socio-demographic characteristics of respondents
One hundred seventy six patients were participated in this study making a response rate of

97.8%. Out of total respondents 103 (58.5%) of the respondents were males and the rest were
female. The mean age of the respondents was 52.8 with (SD = =+ 11.47) years. More than half
126 (71.6%) of the participants were <60 year of age. 40.9% (72) were orthodox by religion,
42% (74) Muslim and 12.5% (22) were protestant. More than two thirds, 121(68.8%)
participants are currently married, one fifth, 34 (19.3%) participants cannot read and write and

48(27.3%) were farmer (Table 1).

Table 1: Socio-demographic characteristics of respondents among hypertensive patients who are
on follow up at Wolkite University specialized and teaching hospital, Gurage zone, SNNPR,
Ethiopia, 2023(n=176)

Variable Category Frequency Percent
Gender Male 103 58.5
Female 73 41.5
Age 23-40 31 17.6
41-60 95 54
>60 50 28.4
Religion Orthodox 72 40.9
Muslim 74 42.0
Protestant 22 12.5
Catholic 8 4.5
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BMI <18.5 6 3.4
18.5-24.9 136 77.3
25-29.9 34 19.3

Marital Single 14 8

status
Married 121 68.8
Divorced 17 9.7
Widowed 24 13.6

Level of | Not able to read and write | 34 19.3

education
Read and write 62 35.2
Primary 35 19.9
Secondary 25 14.2
College/University 20 11.4
and above

Work status | Governmental employee 17 9.7
Private employee 31 17.6
Private business 56 31.8
Non-employee 8 4.5
Retired 16 9.1
Farmer 48 27.3
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5.2. Clinical characteristics of participants

Out of the total 176 respondents, 96 (54.5%) were hypertensive for four or more years. 6(3.4%)

were on follow up without prescribed anti-hypertensive drug. 67(38.1%) were on hypertensive

treatment for four or more years. Majority 149(84.1%) of respondents take one or two types of

antihypertensive medications. 109 (61.9%) respondents have co morbid diseases. of which,

43(39.4%) had heart failure, 31(28.4%) had stoke, 20.18% had renal failure (Table 2).

Table 2: Clinical characteristics of respondents among hypertensive patients who are on follow

up at Wolkite University specialized and teaching hospital, Gurage zone, SNNPR, Ethiopia,

2023
No Question Category Frequency | Percent
1 Duration of diagnosis Less than two year 27 15.3
Two to four year 53 30.1
Four or more year 96 54.5
2 Do you take  anti-hypertensive | Yes 170 96.6
medication? No 5 34
3 How long have you been taking anti- | Less than two year 30 17
hypertensive medications? Two to four year 73 415
Four or more year 67 38.1
4 How many types of  anti- | <2 149 84.1
hypertensive  medications do you
currently take? = oY) 12.9
5 No co-morbidities Yes 67 38.1
No 109 61.9
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5.3. Social support

Table 3: The response of respondents about social support among hypertensive patients who are

on follow up at Wolkite University specialized and teaching hospital, Gurage zone, SNNPR,
Ethiopia, 2023 (n=176)

No | Question Category Frequency | Percent
1 How many people are so close to you that you | None 29 16.5
can count on them if you have great personal 12 37 21.0
problems?
3-5 48 27.3
5+ 62 35.2
2 How much interest and concern do people None 23 13.1
show in what you do? Little 28 15.9
Uncertain 31 17.6
Some 40 227
a lot 54 30.7
3 How easy is it to get practical help from very difficult | 34 19.3
neighbors if you should need it? Difficult 29 16.5
Possible 31 17.6
Easy 44 25
very easy 38 21.6
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44%

Figure 2: Social support of respondents among hypertensive patients who are on follow up at

Wolkite University specialized hospital, Gurage zone, SNNPR, Ethiopia, 2023 (n=176)



5.4. Self-efficacy

Table 4:The response of respondents about self-efficacy among hypertensive patients who are

on follow up at Wolkite University specialized hospital, Gurage zone, SNNPR, Ethiopia, 2023

(n=176)

No | Question Category Frequency | Percent

1 How confident are you that you can keep the | Unconfident | 79 44.9
fatigue caused by your disease from interfering | Not sure 33 18.8
with the things you want to do? Confident 64 36.4

2 How confident are you that you can keep the | Unconfident | 69 39.2
physical discomfort or pain of your disease | Not sure 45 25.6
from interfering with the things you want to | Confident 62 35.2
do?

3 How confident are you that you can keep the | Unconfident | 69 39.2
emotional distress caused by your disease from | Not sure 46 26.1
interfering with the things you want to do? Confident 61 34.7

4 How confident are you that you can keep any | Unconfident | 67 38.1
other symptoms or health problems you have | Not sure 47 26.7
from interfering with the things you want to | Confident 62 35.2
do?

5 How confident are you that you can do the | Unconfident | 65 36.9
different tasks and activities needed to manage | Not sure 52 29.5
your health condition to reduce you need to see | Confident 59 33.5
a doctor?

6 How confident are you that you can do things | Unconfident | 84 47.7
other than just taking medication to reduce how | Not sure 36 20.5
much you illness affects your everyday life? Confident 56 31.8
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Out of 176 respondents 65(36.9%) had poor and 111(63.1%) had good self-efficacy (Figure 3).

Figure 3: self-efficacy of the respondent among hypertensive patients who are on follow up at

Wolkite University specialized hospital, Gurage zone, SNNPR, Ethiopia, 2023 (n=176)

5.5. Adherence to self-management practice
In this study, 61(34.7%) respondents were adherent to good self-management practice. 140

(82.4%) of the respondents were adherent to medication related recommendations, 76 (43.2%) of
the respondents were adherent to dietary modification, 95 (54%) of the respondents were
adherent to exercise, 80.7% were adherent to cessation of smoking,73.3% were adherence to
moderation of alcohol consumption and 39.2% of the respondents were adherence to Weight

Management practice (Table 5).
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Table 5: Adherence to lifestyle modifications among hypertensive patients who are on follow up

at Wolkite University specialized hospital, Gurage zone, SNNPR, Ethiopia, 2023 (n=176)

Variable Category Frequency Percent
Adherence to medications Non adherent 30 17.6
Adherent 140 82.4
Adherence to dietary modifications Non adherent 100 56.8
Adherent 76 43.2
Adherence to exercise Non adherent 81 46
Adherent 95 54
Adherence to cessation of smoking Non adherent 34 19.3
Adherent 142 80.7
Adherence to moderation of alcohol | Non adherent 47 26.7
consumption Adherent 129 73.3
Adherence to Weight Management Non adherent 107 60.8
Adherent 69 39.2
Adherent to self-management practice Non adherent 115 65.3
Adherent 61 34.7

28




Figure 4: adherence to self-management practice among hypertensive patients who are on follow

up at Wolkite University Specialized hospital, Gurage zone, SNNPR, Ethiopia, 2023

5.6. Factors associated with self-management of hypertension
Overall, the level of self-management practice among hypertensive patients was 34.7% (95%CTL:

26.2-40.3%). Thirteen variables were included in the bivariable binary logistic regression model.
Of which level of education, work status, self-efficacy and social support were candidate for
multivariable binary logistic regression. In the multivariable logistic regression analysis from
five variables only two variables were statistically significant. Level of education and Self-

efficacy of the study participants were statistically associated with self-care practice.

Respondents with educational level of college/university and above were about 11.863 times
(AOR= 11.863, 95% CI: 2.547, 55.259, P=0.002) more likely to engage in good hypertension
self-management practices as compared to those respondents that did not able to read and write.
Participants who had good self-efficacy were about 3.176 more likely to engage in good
hypertension self-management practices as compared to those respondents who had poor self-

efficacy (AOR=4.173, 95% CI: 1.210, 8.338, p=0.019).
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Table 6: Association of adherence to self-management practice by selected characteristics,

among hypertensive patients in Wolkite University specialized hospital, Gurage zone, SNNPR,

Ethiopia, 2023 (n=176)

Variable Categories Self care adherance COR(95%CI) P- AOR(95%CI) P-
value value
Poor Good
N (%) N (%)

Level not able to 26(76.5%) | 8(23.5%) 1 1

of read and write

Education | 4 and write 44(71%) | 18(29%) | 1.330(0.507,3.485) | 0.562 | 1.413(0.469, 4.258) 0.540
Primary 25(71.4%) | 10(28.6%) | 1.30(0.442, 3.827) 0.634 | 0.930(0.247,3.511) 0.915
Secondary 14(56%) 11(44%) 2.554(0.834,7.816) | 0.1 2.796(0.721, 10.842) 0.137
college/university | 6(30%) 14(70%) 7.583(2.190,26.258) | 0.001 | 11.863(2.547, 55.259)* | 0.002
and above

Work Government 10(58.8%) | 7(41.2%) 1 1

status
Employee
Private 19(61.3%) | 12(38.7%) | 0.902(0.270, 3.015) | 0.867 | 1.214(0.285, 5.179) 0.796
employee
private 28(50%) 28(50%) 1.429(0.476,4.286) | 0.525 | 1.790(0.444,7.222) 0.414
business
non employee 5(62.5%) 3(37.5%) 0.857(0.152,4.819) | 0.861 | 0.375(048,2.910) 0.348
Retired 12(75%) 4(25%) 0.476(0.108, 2.108) | 0.328 | 0.381(0.060, 2.412) 0.305
Farmer 41(85.4%) | 7(14.6%) 0.244(0.070,0.856)* | 0.028 | 0.345(0.076, 1.572) 0.169
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Self- Poor 53(81.5%) | 12(18.5%) |1 1
efficacy
Good 62(55.9%) | 49(44.1%) | 0.286(0.138,0.595)* | 0.001 | 3.176 (1.210, 8.338)* | 0.019
Social Poor 36(75%) 12(25%) 1 1
support
Moderate 54(70.1%) | 23(29.9%) | 1.278(0.565,2.888) | 0.556 | 1.529(0.557,4.198) 0.410
26(51%)
Good 25(49%) 3.120(1.329, 7.324)* | 0.009 | 1.747(0.600, 5.084) 0.306

+ *4OR= statistically significant at p<0.05
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6. Discussion
This study finding revealed that 34.7% (CI; 26.2-40.3) of the patients had good self-management

practices. This finding was higher compared to a study done in Debre Birhan referral hospital,
only 24.4 % [21], In Central Gondar Zone 24.2% [20], in Tigray 20.3%[12], In west Arsi zone
25.2% [22] participants practices good self-management. The discrepancy might be related to
improvement of awareness about chronic illness and its management because of the prevalent of
lifelong diseases increase in Ethiopia and may be related to increment of the number of health
facilities with health worker in Ethiopia. This finding in line with study done in Harar Town
29.9% [37], Bishoftu General Hospital 26.9% [23], Durame and Nigist Elleni Mohamed
Memorial General Hospitals in southern Ethiopia 27.3% [25]. Mizan Tepi University Teaching
Hospital 33.3% [24] of patients practiced recommended life style modification. This finding was
lower than India 60.6% [31], western Nepal 55% [32]. This discrepancy might be because
patients were from developed country with good access to adequate counseling from care
providers and enough resource to care themselves. In a Nigerian 73.8% participant had high life
style modification [34]. This gap might be related to convenience sampling technique and small
sample size (106) in Nigeria and there was difference of assessment tool in Nigeria use
adaptation of the validated tool used for assessment of self-management of diabetes. In addition,
in Addis Abeba, 51.5% of individuals adhered to lifestyle modification [38].It may be related to
easily accesses to health service, transport in Addis Ababa and 27.3 % of participants were
farmer in this study. In Gondar University, specialized hospital (59.4%) had good self-
management [14]. This is may be related with large (384) sample size and quality of patient care

in Gondar University specialized hospital.

In this, study 43.2% adherence to dietary modifications. This finding is lower than study from
China 81.1% [29]. This discrepancy may be due to higher level of socio economic status in
China but higher than Iran, 12% avoided salt intake [11]. This may relate to large sample size
(1836) and participant from rural health centers and mixed sampling of probable and non-
probable. This finding established that 82.4% respondents were adherence to medications. This
finding is supported by Western Nepal 85% [32] and in Tigray 74.10% [12] participant used
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medicine regularly. In this, study 54% respondents’ adherence to exercise. This finding was
closed to China 52% [29] and in Ethiopia 48.74% [19] adherence to physical activity.

This study shows that 80.7% adherence to cessation of smoking. It was supported by study done
in China 79.2% [29], in Addis Ababa 85.9%[41] but higher than Gondar 70.8% [14]. This may
relate to cultural difference. From 176 participant 73.3% were adherence to moderation of
alcohol consumption. This finding lower than Iran 100% [11].It may relate to all participant were
Muslim in Iran, they typically abstain from alcohol. Supported by study done in Debirebrhan
71.9% [21], Gondar 72% [14] and Addis Ababa 74.8%[41]. Above one third of respondents
(39.2%) were adherence to Weight Management. This result closed to study that done in Iran
39.2% [11] and Durame and Nigist Elleni Mohamed Memorial General Hospitals in southern
Ethiopia 41.9% [25].

Respondents with educational level of college/university and above were about 11.863 times
(AOR= 11.863, 95% CI: 2.547, 55.259, P=0.002) more likely to engage in good hypertension
self-management practices as compared to those respondents that did not able to read and write.
This finding is in line with studies from Ayder Comprehensive Specialty Hospital [12] and
Debre Birhan[21]. The possible reason might be related to level of understanding of disease
process, patients with higher education level may had good knowledge and easy to read and
understand different literatures about management of hypertension and necessity of self-

management practice.

Participants who had good self-efficacy were about 3.176 more likely to engage in good
hypertension self-management practices as compared to those respondents who had poor self-
efficacy (AOR=4.173, 95% CI: 1.210, 8.338, p=0.019). This is consistent with finding from
Jimma[16] and Addis Ababa [41]. The reason might be patient with good self-efficacy may be

confident to practice good self-care.

33



7. Strengths and limitations
Strengths

The strength of this study was considering both components of HTN self-management;
medication and lifestyle modifications, which were mostly studied separately in other studies.
Limitations

There may have been recall bias and social desirability bias since the self-management practices

of the study participants were based on self-reports.
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8. Conclusion and Recommendation

8.1 Conclusion

This study reported a lower level of self-management practice by hypertensive patients; only
34.7% of the respondents had good hypertension self-management practices. Educational level
and self-efficacy were factors identified having had statistically significant association with the

self-care practice.

8.2 Recommendation
For Wolkite University specialized hospital

We recommend to provide training for health care providers about self- management practice
compliance specifically working in chronic follow up unit.
For Health, care providers
v" Counsel and provide health education for the hypertensive patient /family on all
recommended lifestyle recommendations integrated with pharmacological management
at the time of follow up day.

v Monitoring and evaluating self- management practices at the time of follow up day.

Future researchers:
Study at gurage zone level to know the level of self-management practices and to identify more

variables that may determine the level of self-management practices of chronic hypertensive
patients particularly with cohort study design with qualitative analysis to identify factors having

a direct risk on the self-management practices of hypertensive patients.
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ANNEX 1: Information sheet and Consent form:
Hello. My name is I am working as a data collector for the study being

conducted in this Hospital by Derbie Belayhun, Fekredin Nuri and Ramato Abdela, a under
graduate student from Welkite University, College of Medicine and Health Sciences, department
of Nursing. I kindly request you to give me your attention to explain you about the study and
being selected as the study participant. I am conducting a study on adherence to self-
management and associated factors among hypertensive patients who are on follow up at
Wolkite University Specialized and teaching hospital, Gurage zone, SNNPR, Ethiopia, 2023.
The findings of this study will be used by the hospital to base their rational decision to develop
appropriate strategies to prevent the occurrence of complication related to hypertension and for
purpose of partial fulfillment of the requirement for bachelor degree in Nursing. I will be
interviewing you using a questionnaire to provide me with pertinent data that is helpful for the
study. There are 51 questions to answer where [ will fill the questionnaire by interviewing you.
The interview will take about 30 minutes, so I kindly request you to spare me this time for the
interview. There will be no any risk associated during data collection. There would not be any
direct payment for participating in this study. However, the findings from this research may
reveal important information for the local health planners. Your name will not be written in this
form and the information you give is kept confidential. If you do not want to answer, all or some
of the questions you do have the right to do so. However, your support and willingness in
responding to my questions during the survey have paramount importance for the success of my
study.

Thank you very much for your cooperation and assistance in this endeavor.

Now, do you want to ask me anything about the survey?

Would you be willing to participate?

If yes, continue interviewing

If No, thank and stop interviewing

How long have you been starting follow up?

If< 3months, thank and stop interviewing.

If >3months, continue interviewing

Interviewer name: Signature: Date:
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Consent form

I have well understood the condition stated above. I understand that there is no risk on

participating and no incentives are given upon my participation in the study. Therefore, I am

willing to participate in the study.

Name of the interviewer:

Sign of the interviewer:
Date of interview

Sign of participant

Address of principal investigators:
Mobile No: +251-928-363525
Email: derbiebelayhun46@gmail.com
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Annex 2: Questionnaire (English version)

Questionnaire identification number

PART- 1 — Socio-demography: This section is about sociodemographic characteristics of the

respondent. Please tick (V) on the responses from the given alternative.

No Questions

Category

1 Sex of the respondent A) Male []
B) Female [ ]
2 Age of the respondent’s in years?
Years.
3 Religion A) Orthodox [ ]
B) Muslim []
C) Protestant  [_]
D) Catholic []
E)Other (Specify)
4 Height of the respondent in meter
meters
5 Weight of the respondent in kilogram
Kg
6 BMI of the respondent Kg/M*

7 Marital status A) Single []
B) Married [ ]
C) Divorced [ ]
D) Widowed [_]
8 Level of education A) Not able to read and write [ ]

B) Read and write []
C) Primary []
D) Secondary []
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E) College/University and above [_]

9 Work status

A) Governmental employee [ |

B) Private employee []
C) Private business []
D) Non-employee L]
E) Retired [ ]
F) Other (Specity)

PART -2 — Clinical Status

This section is about the current condition of the respondent. Pose the questions to the

respondent and fill the given answer on the space provided.

No Questions Category Skip
1 How long has it been since you were diagnosed
with hypertension?
2 Do you take anti-hypertensive medication? A) yeas
B) NO > 5
3 How long have you been taking anti-hypertensive
medications?
4 How many types of anti-hypertensive medications
do you currently take?
5 Do you have any of these co morbidities? A) No co-morbidities ]
B) Heart failure : Yes|[ | No[_]
C)Renal failure : Yes[_] No[_]
D) Stroke : Yes[_] No[_]
E) Coronary artery disease : Yes[ |  No[ ]
F) Other(Specify)
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PART-3 — Self efficacy

This section is concerned with respondent’s self-efficacy based on the six items Chronic Disease

Self-Efficacy Scale to deal with hypertension. Please tick (V) on your response. Please elaborate

the following possible answers for the respondent.

» Unconfident- if the respondents have no self-assurance

» Not sure— if the respondent is not sure about the answer to the question

» Confident- if the respondent is self-assured to cope up with disease process

No | Questions

Unconfident(1)

Not sure(2)

Confident(3)

1 How confident are you that you can keep the
fatigue caused by your disease from interfering

with the things you want to do?

2 How confident are you that you can keep the
physical discomfort or pain of your disease from

interfering with the things you want to do?

3 How confident are you that you can keep the
emotional distress caused by your disease from

interfering with the things you want to do?

4 How confident are you that you can keep any other
symptoms or health problems you have from

interfering with the things you want to do?

5 How confident are you that you can do the different

tasks and activities needed to manage your health
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condition to reduce you need to see a doctor?

6 How confident are you that you can do things other
than just taking medication to reduce how much

you illness affects your everyday life?

PART -4 — Social support
This section is about support gained from family and non-family members based on Oslo Social

Support Scale. Please tick (\) on your response.

No | Questions Responses

1 How many people are so close to you 1="none’
that you can count on them if you have | 2=1-2’
great personal problems? 3=3-5’
4=5+

2 How much interest and concern do 1="none’
people show in what you do? 2="1ittle’
3=‘uncertain’
4=‘some’

5=‘alot’

2

3 How easy is it to get practical help from | 1=very difficult
neighbors if you should need it? 2="difficult’
3=‘possible’

4=‘easy’

S5=‘very easy’




Part -5 — Adherence to medications of hypertensive patient measured with Hypertension

scale (H-scale). Please tick (V) on tick on the response given by the respondent as an answer.

No | How many of the past 7 days did | Answer Skip
you: (Yes=1) (No=0)
0 | Do you take anti hypertensive Yeas No ——— | Part 6

medication?

1 | Take your blood pressure pills?

2 | Take your blood pressure pills at

the same time every day?

3 Take the recommended number

of blood pressure pills?

PART -6 — Adherence to dietary modifications measured with Hypertension scale (H-scale)

This section is about adherence to dietary modifications. Please tick (\) on the responses from

the given alternative.

No | How many of the past 7 days did you: Answer
(Yes=1) | (No=0)

1 Follow a healthy eating plan?

2 Eat potato chips, salted nuts, or salted popcorn?

3 Eat processed meats such as ham?

4 Eat smoked meats or smoked fish?

5 Eat pickles, olives, or other vegetables in brine?

6 Eat >5 servings of fruits and vegetables?

7 Eat frozen prepared dinners or frozen pizza?

8 Eat store bought or packaged bakery goods?

9 Salt your food at the table?

10 | Add salt to food when you’re cooking?

11 Eat fried foods such as chicken, fish?

12 | Avoid eating fatty foods?
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PART 7 —adherence to exercise measured with Hypertension scale (H-scale)

This section is about adherence to exercise. Please tick on the responses from the given

alternative.
No How many of the past 7 days did you: Answer
(Yes=1) | (No=0)
1 Do at least 30 minutes total of physical activity?
2

Do a specific exercise activity (such as swimming, walking, or
biking) other than what you do around the house or as part of your

work?

Part -8 — Adherence to cessation of smoking measured with Hypertension scale (H-scale)

This section is about adherence to cessation of smoking. Please tick on the responses from the

given alternative.

How many of the past 7 days did you:

Answer

(Yes=1)

(No= 0)

Did you smoke a cigarette or cigar, even just one puff?

Part 9 — Adherence to moderation of alcohol consumption: measured with Hypertension

scale (H-scale).

Please tick (V) on tick on the response given by the respondent as an answer.

No

How many of the past 7 days did you:

Answer

(Yes=1)

(No=0)

Did you drink alcohol?
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Part 10: Adherence to Weight Management measured with Hypertension scale (H-scale)

No | In order to lose weight or maintain my Strongly | Disagree | Neutral | Agree | Strongly
weight disagree | (2) A3 “4) agree
ey )
1 I am careful about what I eat
2 I read food labels when I grocery shop.
3 I exercise in order to lose or maintain
weight
4 I have cut out drinking sugary sodas and
sweet tea.
5 I eat smaller portions or eat fewer portions
6 | I have stopped buying or bringing unhealthy
foods into my home.
7 I have cut out or limit some foods that I like
but that are not good for me.
8 I eat at restaurants or fast food places less
often.
9 I substitute healthier foods for things that I
used to eat.
10 | I have modified my recipes when I cook.

THANKS FOR YOUR COOPERATION!
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Annex 3: Amharic version of information and consent sheet

pan/f oo e, $@
PtNNG +AFLOTT ATRICT ARG/PA? N ANAAU=AUTY APAGUTS PALT NHU VAT @0
ATLLLIM mTF A8 ANAN BT A BCN NALUT: 4N FE T &% ANLA N@ARM RLNCAE N NMST
Ungeg ARIN NAE NS R4S ATRARZE P Py Py AT, PNYE.-F BT 1M-:NAHU AT&T +AF4 U7
ATRFAG NAMG+ N+ARANT TNELPL ATEADPT O+DAY LH ATRAMT NANNCT AML PAL:
PGk CAN: NOALM RLACAL NTFALHE PATFHA @-ND PLIR 9Lt FNaPF AL 407 PaRThNNA
+9N&t RS +38% PP FFM- AL PR P+N-C 1M, =
PGk FAM: NHU DTF PITO: NL&HE PRIR 914t PANTFE APTF &NT PARINNNA 24 NPAAT +N-F-
APNTMF 102 AR RATP? &-AF@T PARTNNNA +9INC AT8LNG PR LLCIFM FONTPFTF TOIET TF@-?
AR U9R NHU AFF PMTTD MMt PALARANFFD MG NAT>PPTF AT NN&HE PLIP 914%F AT +HAAL
NAUF NNAFPF HCL AreT PO A4 ECEPT ThAAT DT PANGC $PA AT8.LH NF ALY Nh&E+E PLIR @14
Ui @AD PA NPT LATFD- PATTNNNN PR LANFAD: F9IC N+INC ATL 4 F POIHA = NI PHU
MGTF AATY AL MF NICAT9 P04 FIRUCHTFO-T ATIMGT$ST PaRan/E P & ATIHIET SMPTIA:
PGk LT N :ADT+H PR LIAING a0LE ANM- PTLTFA D PEPTF +HIE+PA ATHU D PBPTF MPAA 51
AUF NPATRAAN DEPRPET AGRARAN N992F 30 BbP £4.8A: NAHU ALTIIR NL I, THPHT ATRAMT
NARNCT AMEPAL:
ALCH PFA AL § PAIANT mPIo: NHU MGTF @-ND ALJ PALLLCH £C1F PATR:LU MGH ANATET
ARG $M+E PagNA, MPIR PADGR: LY AYE PG+ @Mt FATR PLIR 1Lt YaRgR4+BTF NAUATRGTFD: U -
NA°INM AATRNF+ATD- ATYDDP B2 84
AMC AMNNP § P+AFLMD AN} : PYANAND, AOLE a4 NAA NTYAML PR PH AP
ATV e AL PACAP NIRI APAP AL A ARMRHINGR: AB/8 AP \MT NALAT APNFP 1M ADADAR
PALATTT P AHAN/TAG/ £FAA: BT A8 PACNP FNNC AT FNNAT IPAR MT+T JoCIP4 A78NMN
TAP ANTPRA £FLPA: NAHU ATLPCNAPF M P FNAAT dRAN ACPAMT &P LT P10 NFOINF
AT8.MAMAT AMBSPPFAUT::
MLR AAPH?
NG+ @ND AA+E §$LF NP AT 3 MC MLI° NANT OC NAL N TFA AL hUPF ML M emAD- 76 BAG:
NAL P+MeA@T a8 NLIN +ITHNLAU: NHU DT NARA+L, PTITTM MPamPIoge (P P9 LCANT
T8t AADRPET NA+ZB U NG+ AL ATPA+TE 4P LAI1ET NGCTIR Al ITMAL::
P+rMmpPem LT
M NG oo L B L EEE
AL B NADGTH ANYE ML IR NA MG+ APMEP MLIR LaqP MG+T N+APANt AITM-I° M P Nt
P N+ATT ARGA BMeam::
ECN NALUT : PNLA: +251-928-363525

Email: derbiebelayhun46@gmail.com
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Annex 4: Questionnaire (Amharic version)

PAOMEP MOAL &M
NEA1-P+MmPe MUNLR LS

PN+ATT DPEPTF NAOMPP ATI-6b ANT LT ALF NAD ADT AL TPANF PECT: ATc-6b ARAN

AARAT@ D PRPF P+AMM N&EF NF AL P+MPLM-T ARAN PAPTP M-

emC | D PEPF

AT 460 ARAN

1 P+hFL O P

1 @ []
2 At [

2 0L

— —_oqaoi

3 DLMmTT

1) ACTEAN ]
2) apAe ]
3) TeEhFrt [
4) heih ]

P+ LD dDF

P+AFL D NNLT

P+ 4@ BMI

N|iofun| b~

Prac Ui

1) fAIN ]
2) PN ]
3) P L]
4) N+ e+AP [

8 PHIRUCT BB

1) TMINNG o9& PaeFA [
2) TINANG o9& ]
3) papEan/p e/ ]
4) PUATE B8 O]
5) hAB/RINCNt AT NHPNAL

[

9 PAL 9L

1) PNt +eme [
2) P91, +PmMme []
3)PIA 4 []
O PAAD- /AT [
5)MltE ]
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N&A2-AMPAL PMT UL

2U A& P+MPEMT AMPAL PMT U1 3 AR PHNGA=PMN+ATT B PEPT NAPMPP A6 CRANT &
ALT NA@- AT AR FRANTF PECH: ATIL60 APAN AMATD- D PEPF P+HAMD- A& NF AL P+m Pem-T

aAN PAPIR My
emC | MPRPT aAh HAL
1 PLIP 9L  ATSANY N 927 PUA 1H PR FA?
2 AP 1+ PRAM: LEULFTFT woae BPLPA ? 1) AP 2) PAGR > 5
3 ALID 914 F Py AM- AR UL TTY AJRY PUA 1H
MAS.?
4 N7t ALYF PLID 9T AR ULt TFT LDNEA?
5 AA PO + 0 OH NAF AANT? 1) 9290 PAGR []
2) faNnehoe:  AA[] PATR []
3) PRRAATNAF: AAL]  PAT® [
4) PAARCNAF: AA[]  PA® []
5) PAN LIR NN AN AA [
AT [
6) AANA 2Men
NEA-3-P+MPem7 Ne-h PaFagamy 1 3
eMmie PP M PRPT NLIR 14+ NAF IC N+PPH P+AF6MT NN PAR+ARARY (3 0aQ BN G 0k
P N+ATT AT9L60 MANT A+AF4D NNELEAT N3BA ML M PEPE LAG: N+HAFLM TRANT AC FPANT
(V) P& C:
> AAt+ITAD g0 AT P+IABM-T +9INC ATINT DT Ng-N aP+a7aDTY PAF ORGP
» ACIME AL LAUI™ AT P+IABETY +9INC ATINT DT P+MAY NN AR+aRaRYy AATFO-
» AtT@GAY AT P+HIA0M-T +INC ATHNTDT NAF@ £+aHaeg i
emC | D PEPF hAA+manyge | KCAMmG AtmaegAy-
(1) ALLAUI™(2) | (3)
1 yaeao- paq PANRFANT & hge a9 e/ Paqd AR+
11C N L/ A8 PR 9 PUA NN
£+aangi?

2 ANAe AL 90FF PaR PAM ML YD Yanq pan Ak
11C N L A8 P12 AR RgD go7y PYA NN
£+aqang i?
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nyanqe gon7 P Paq P amge PRt aBZNR
PALATTT 1IC Lo A8, P18 AdRddgn gy
PUA NN B+mangi?

AdAT AMT FoICF ML R Pyange gop e T
PMLATFTT 11C N A8, P12 AdDg gD g7y
PUA NGN +HamangA?

P+ALR +INEFIT ATPNSAPTT NINTDT
MTPTNMMNS PUATCT ACSF FATTT AdPPIN
o PUA NN R+TRARTA?

@Y1 NA MG Meh, YR P47 NbT YLD
AL PAYPADMM Y AT ATPPIN IO PUA N
2+amaGA?

h&A 4- hMUNZNN hATR,TH o6
LU PMELSP A& +N 3L NNHAN AT NNLHAN a-¢b, NA ANAT 927 PUA 96 P14 PARAM-T £8NNA::
N+AFLM DANTF AC TRANT (V) PECTH:

+.% T PEPF AN
1 PMSP Ui N NNNNT 1H A LCHAATFO- 1) PAgP
ATLMFA PO +aRARENFD- 9OF PUA $CN NPT gi ;-2
-5

hiet?

4) 5 A5 hHLP NAR

AONTT PALA?

APF ACNP NMLLCHF 11C T°F PUA &AYT AT

1) fAg

2) NMI° met

3) ACIMT AL LALID
4) P+mNy

5) N
3 AC8F NLPNLATIPT LH NIZNSTF +1Ns-P 1) NMJ® hne 1o
ACBF AT TF 927 PUA PAA 10-? 2) hng m-
3) BFAQ
4) PAQ 10

5) NMI® $AL 1d-
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NEA5_ALI 9LTF PAM- L ULTTY NANN DA DN L
N+AFLD A+FAMD ARAN AL TPANT (V) PECTF:

ALIR LTt P AM AL ULTTT wone hAPms. 0f NFA 6 LAS:

t.¢

NA%&T ANT $5F MAD PF+E DY +1NZPA

aAN

AP (1)

PAIR (0)

a gyt NANMN aPmN L2

2

ameY1£7 UATH N+HAPANL AGF aPa-A L ?

3

NNAT™P PFHHY AR &Y 1T NF CPANE ?

h&d 6_heo™ L&+ NHhd IC N+PPH NATLLL T, PAAR I AR

PAN+AT D PEPTF NLI® 4%+ IC NP PH AN ANTF 5 P+LLTF PAAR TN HEN ADMTF AL PAhrdaiv::
ATAFELD NATIGeF AL TANLLE NAM: NBA ML DPEPE BAG: N+HAFLD ARANT NC TPANT (V)

PEC
+.¢ | NA&F ANTF ¢5F AAD PFEDT +INZPA aDAN
AP (1) | PA9™ (0
)

1 MY PATR 37 A% L PPMA
2 &7F, BTAT N P+NAL 4188 NATPA?
3 P07 NI NATPA ?
4 AMNA AA LI P+HNA NI NA+PA?
5 NNIRF+ P+AL PMAPMA, PDL L &4 AT AA ATNART Far NAD-

MY OAD HIRLA NATPA?
6 NATEAT NAL PUF PHALR G464 AT ATAAST +aDaNPA?
7 NNZE @AM PbHPH 929N NA+PA?
8 ANH LH P+ M. gRaNTT NA+PA?
9 @ PNHNTF 99N NA+PA?
10 | 9°9N NHIENT 1LH N O RICLPA?
11 | P+mNA 929N AL 2 M AT A +RNPA?
12 | AN PNHNT 9o A PA?
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N&A 7- N2+ P9,/ PANANSTF ATPN PN

P Nt+AT D PEPTF NLIR 94T IC N+PPH AAGT NNTF $5F P+LLTF PANAN ST ATPN S AD-MT AL
Prrdies A NFATYT M PEPTF NPLMHT ATIeTF IC ATAFELPT PRCMHATFD:NARANT 1T N7 T
AMET D PART (V) LECH:

+.& | NAGF ANT $5F MAD PHT MY +1NZPA anAf

AP (1) PAT® (0)

Ne7 LN A 30 24P PNA ATPNPN TPALT

2 meNg PANA NEF ATPNPA NET ATPAA W18 PT, PASIC FHT
ALNA 8% NHATRLAD- PNL ATPN PN Mugh, TN

h&A 8_NeM 1+ NI4T hAMSI
PO NTAT D LBPTF N 1T A,I4T NATSICAL P+hrd-riNtAFLMA+TAMM ARAN AL TRANT (V)

PeCt:

+.% | NA&F ANTF $5F AD PHEFD-T +NLPA aeAN

AP (1) PAIR (0)

1 hNALE AR F @AM, ATEF 140 AThAT NFVTY LI4 tMmparo-
PP ?

heA 9_NeM1+ PAADA oMM ADOANEL T AACDRAD MY

ARADA MMt PARAND: ATL A ATE N MCT™N ATNAT MMM AADA PAPMMT NUCE AT8ANT
PAPLA.

+.& | NA&T ANT $5F AP PHFDT +NLPA aeAN

AP (1) PAT® (0)

1 NNALD ATRTT AD AADA +MPoeo- PO P ?
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h&4 10: P A@-7+ ANLTT PMN+hhd AL NAAST 30 5T d.AD

+.& | AT NNLTT PAthNA ATRE NAAGT AmNg AANTITY | XA | AN | AN
30 $9F MAMD APOTAL | 9P (3 | mAL | ANy
¢D) (2) ) (a) AU
(5)
1 NAFRARING- 17C A D12 ARCIAU?
2 ML 929 FF 14 NTPANT LH IR

HCHCTY N9 ATNAU?

NNLTT ATIN+hNd MEITR Ade$in NG
P+AP ATPNPM ANEAU?

NRAC PANFD-T MIT M9 17C AAMPIOIR
?

M5 LAV JROINTT ARoHtgR (PY ML N T
mgemt +FAU?

K187 NRAC TH PP RINTFT ACR M-
AATRPIN APIPNCH 10-?

&M PP TPINTT NENFETF AAR RAR 10-
PIPMPIRMm-?

N&T AMNTF®- PINS 092N AL TPTT ALY
M5 NV PIR1N HCHC AP+NU 102

paeaypangety AN+hhARAL

10

PIR)N AHIEEHS ANLC HEPTY NE T
NIPALNT ALY PRAAU?

NA+A+4 NMI® ATARNTATIN
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