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Abstract

Background: Lifestyle modifications are behavior focusing on reducing weight, reducing dietary
sodium intake, engaging in physical activity, and moderating alcohol consumption. A crucial element in
controlling high blood pressure is lifestyle modification. However, only a few studies specifically
address the question of hypertensive patients' compliance with physicians' recommendations for a
healthy lifestyle.

Objectives: To assess lifestyle modification practice and associated factors among people with
hypertension attending chronic  follow-up units in Oromiya special zone public

hospitals,amhara, Ethiopia,2020.

Methodology: Facility based cross-sectional study was conducted from March 20-April 20/2020 in
Kemise general and Bati primary hospitals. Total of 433 hypertension patients in both hospitals were
included in the study. Interviewer administered structured questionnaire was used. Descriptive statics
like mean, percentage and proportion were used to summarize the result. The data were analyzed using
SPSS version 20.0. Bivariable logistic regression analysis was performed. Inthe multivariable analysis p
< 0.05 was considered to measure statistically significant associations and the strength of association
was determined using odds ratio with 95% confidence interval. During data collection, close supervision

was made by the supervisor.

Result: About 52.7% (95%C L : 48%-57.4%) participants had poor lifestyle modification practice for last
one week. Monthly income(AOR=3.091,95%CI:1.644,5.811),widowed(AOR= .396, 95% CI: .173,
.905),educational status degree and above(AOR =4.238, 95% CI: 1.385, 12.966),patients who had
family history of HTN (AOR=.569, 95%CI:341,.949) and poor self efficacy(AOR=.134, 95%

Cl..072,.249 ) were associated with lifestyle modification practice.

Conclusion: Lifestyle modification practice was 52.7%. Average monthly income and educational
statues was significantly associated preventive factors for lifestyle modification practice. Marital status,
family history of hypertension and self efficacy was significantly associated risk factors for lifestyle

modification practice.

Keywords, lifestyle modification practices, Ethiopia, hypertension.
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1. INTRODUCTION

1.1. Background

A lifestyle modification practice is behaviors focusing on weight reduction, salt restriction, and
physical activity, smoking cessation and abstaining from alcohol[1].Lifestyle modification
practice have the potential to prevent hypertension, and more broadly, to reduce blood pressure
and thus lower the risk of blood pressure-related clinical complications in general
populations[2].Hypertension is defined as a persistent systolic Blood Pressure (BP) reading of
140 mm Hg or greater and / or a Diastolic Blood Pressure Reading of 90 mm Hg or greater and
is an overwhelming global challenge which ranks third as a cause of disability-adjusted life-
year[3].Hypertension is the most risk factor for heart disease and stroke[4],the main cause of
death and disability worldwide and a major risk for dementia, chronic kidney disease, coronary
heart disease, and heart failure[5].In addition to coronary heart diseases and stroke,
complications of raised blood pressure include peripheral vascular disease, renal impairment,
retinal hemorrhage and visual impairment[6]. In the majority of cases, the exact cause of raised
blood pressure is unknown[7]. According to JNC (2004), the risk factors of hypertension are
classified as modifiable and non-modifiable risk factors. The non-modifiable risk factors are
those that are beyond human control. On the other hand, the modifiable risk factors are
determined by lifestyle choice such as poor diet, excess weight gain, excess alcohol intake and
smoking [8].Many modifiable factors which are behavioral risk factors contribute to the high
prevalence rates of hypertension[9]. These include eating food containing too much salt and fat,
inadequate intake of fruits and vegetables, overweight and obesity, use of alcohol, physical

inactivity and smoking[10].

It is possible to prevent the development of hypertension and to lower blood pressure levels by
simply adopting a healthy lifestyle. The recommended lifestyle measures that have been shown
to be capable of reducing blood pressure [11].Proper treatment of hypertension can reduce the
risk of stroke up to 42% and the risk of coronary heart disease up to 14%[12].With reduction in
systolic blood pressure of 5mm Hg has been associated in observational studies with reductions
of 14 % in mortality caused by stroke, 9 % in mortality caused by heart disease, and 7 % in all-

cause mortality[13].Lifestyle is a vital issue in managing hypertension since optimal therapy of



the disease involves[12].Raised blood pressure is an Iceberg disease because unknown morbidity
exceeds known morbidity. It is a ‘silent killer’ as it is asymptomatic until its effects like Stroke,
Myocardial Infarction, Renal dysfunction or visual problems are observed[14].Significant health
and economic gains are attached to early detection, adequate treatment, and good control of
HTN[15].

1.2. The statement of the problem

Complications of hypertension account for 9.4 million deaths share worldwide every a year
from 17 million deaths of cardiovascular diseases.[16].Hypertension is responsible for at least
45% of deaths due to heart disease and 51% of deaths due to stroke [17].According to World
Health Organization (2015) report, prevalence of hypertension was 22% (24.1% of males and
20.1% of females) over the age of 18 years have diastolic blood pressure higher than 140 or
diastolic blood pressure higher than 90 mmHg around the world [18]. According to the American
Heart Association (AHA) heart disease and stroke statistics update reported that about 34% of
U.S. adults had hypertension[19]. Across the WHO regions, the prevalence of hypertension was
highest in Africa; it is 30% for all adults[20].1t is caused for 7% of deaths under age 60 in the
highincome countries but in the African Region, this increases to 25%/[21].In Sub-Saharan
Africa, an estimated 74.7 million individuals are hypertensive, and by the year 2025, the number
of hypertensive individuals is projected to increase by 68% to 125.5 million
individuals[22].According to a meta-analysis done in 2015, the prevalence of hypertension
among Ethiopian populations was estimated to be 19.6%[23] and 46% of adults aged 25 years or
older are reported to have high BP.This making hypertension the 7"leading cause of death in

the country[24].Prevalence of hypertension in Oromia special zone was 10.1%.

The target blood pressure values in HT were systolic <140 mmHg and diastolic <90 mmHg as
stated in the Eighth Joint National Committee (JNC8) guidelines[25] but various factors
contribute to the poor control of HTN of which, poor practice of lifestyle modification is the
leading cause of poorly controlled HTN[26].However, there is much alternative pharmacologic
treatment to control high blood pressure but due to ignorant of lifestyle modification practices
HTN control remains suboptimal worldwide [12].Lifestyle modification practice are an
important activity undertaken by an individual in order to improve health or prevent

hypertension and other diseases[27].Lifestyle modification alone is useful, especially for
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prevention of hypertension, including in adults with elevated BP, and for management BP in
adults with milder forms of hypertension[28]. Lifestyle modification practices can reduce
systolic BP by approximately 4 to 11 mm Hg for patients with hypertension [27].In different
studies age[29-31], individual’s knowledge on lifestyle modification duration of diagnosis [29,
31, 32] ,gender[31, 33, 34],the existence of co-morbidity[29, 31],and self-efficacy [31, 32] are

factors associated with lifestyle modification practice.

Most current studies focus mainly on anti-hypertensive medication adherence[35].However,
assessment of adherence to the other important components of lifestyle modification practice
including low salt diet, exercise, weight management, smoking cessation, and alcohol abstinence
have not been adequately addressed[36].Even though the proven benefit of lifestyle modification
practice in BP control, little is known regarding the practices of lifestyle modification and
associated factors in Ethiopia[31].Hence, it is very crucial to conduct such kind of studies in
countries like Ethiopia where there are limited healthcare resources, poor health care system, and
low level of health literacy in order to develop strategies to improve lifestyle modification and
achieve better control of HTN. Therefore, this study will be conducted to assess lifestyle
modification practice and its associated factors among adult hypertensive patients within public

health care facilities in Oromia special Zone, Amhara region, Ethiopia.
1.3 Significance of the study

This research will provide a base line data for designing important interventions of lifestyle
modification practice. Hypertensive patients are expected to be able to modify their lifestyle. In
the study area the finding of this study may be used as base-line data for those who are interested
in carrying out further research. It will give evidence for health workers specifically those who
are managing patient with the problem to educate, invoke and cooperate with their clients to
improve knowledge. The identification of gaps in the area of adherence to lifestyle modification
practice among people with hypertensive can guide policy makers to give emphasis towards this
emerging issue and development of programs that play a key role in controlling cardiovascular

and renal complications that are due to hypertension.



2. Literature Review

2.1 lifestyle modification practice

A study done in Saudi Arabia practice to all lifestyle modification was only 4.2% of the
participants were found to be fully practice all recommended lifestyle changes [30].Other study
in Nigeria show that among hypertensive patients, all participant had positive attitude towards
lifestyle measures, but only 56.7% had good lifestyle modification practices while 43.3% had
poor lifestyle practice[36].A survey which was conducted in Addis Ababa show that only 23%
hypertensive patients had good lifestyle modification practice [31].Other survey conducted in
South Ethiopia to assess lifestyle modification practice of hypertensive patients among

respondents who had good practices was 27.3 % [29].
2.1.2 Practice of physical Exercise

A study was done on lifestyle modification among hypertensive patient in India, among them
who performed recommend regular exercise activities never practiced was 82.2% and 17.8%
was had good physical exercise practice [34].Other study was conducted in Turkey 27% of the
subjects were engaging in physical exercise but others 73% not perform regular exercise
[6].Studies was conducted in Ghana and Kenya to explored adherence to lifestyle modification
among hypertensive clients among respondents who performed recommended regular physical
activity was 40.7%[37] and 67%][38] respectively. Other surveys was conducted in Ethiopia
among hypertension patients show that a patient who was perform recommended regular
physical exercise ranged from 16.1%-44.9% [29, 31].

2.1.3 Avoiding alcohol drinking

A study which was conducted in Iran to reveal factors predicting lifestyle modification
behaviors among low health literacy hypertensive patients show that among respondents did not
consume alcohol was78.9%[32].0Other study conducted in Ghana and Kenya on hypertensive
clients to assess adherence to lifestyle modification who didn’t take alcohol was 84.3%][37]and
49.5%[38].respectively. Other studies was conducted in Addis Ababa and South Ethiopia on 404
and 205 hypertensive clients respectively show that among them 68%and 87.9%never engaged
in harmful drinking (8 drinks for men and 6 for women)[39]on one or more occasions
respectively[29, 31].



2.1.4 Avoiding smoking practice

A survey was conducted in western Nepal more than 70% respondent did not take
smoking[40].Other survey was conducted in Jordan on hypertensive patient to assessed factors
affecting hypertensive patients’ compliance with healthy lifestyle show that about 59%
participants was never smoked [41].Other study conducted in Ghana and Kenya on hypertensive
clients to assess adherence to lifestyle modification 98.0% was nonsmoker or stop smoking
[37]and majority respondents 90.5% were not smoking respectively[38]. A study was conducted
in Addis Ababa and South Ethiopia to explored lifestyle modification practice among

hypertensive patients show that 59% [31]and 92.2% [29]were non-smokers respectively.

2.1.5 Salt control practice

A study was conduct in Nepal reported that majority 80.6% respondent took low fat and low
salt diet[40].Other study was conducted in Kenya show that 63% were taking low salt diet as
advised by the health care provider. However, 37% patients who were talking food with salt
[38].0ther study was conducted in Ghana on hypertensive patients most of them take in cooked
salt was 68.3%; however higher proportion did not take in added salted 92.7%. The majority of
the participants also ate fish 54.0%, fruits 37.0% and vegetables 47.3% 4 to 7 times per week
[37].Survey was conducted in Addis Ababa show that respondents never consumed food that
contained high saturated fat was >60% of them rarely or never consumed spicy food since
diagnosis. Respondents who never used salt in their food were 12.4 % [31].Other study was

conducted in South Ethiopia show that 57.5% practiced recommended low diet salt[29].

2.1.6 Weight manage ment practice

A cross-sectional study was conducted in Iran on hypertensive patients show that only 39.2%
hypertensive patients had good weight managed practice[42]. A survey was conducted in Egypt
to explore lifestyle pattern and hypertension related knowledge, attitude and practices among
diagnosed patients of hypertension reported that 62.7% of participates had good weight managed
practice[43].Other facility based cross sectional study was conducted in South Ethiopia revealed
that score of weight management practice of the patients were 41.9% had good weight

management practice[29].



2.1.7 Avoiding of Khat chewing practice
A study conducted in Ethiopia show that from participants, about 90.55% never chewing khat
(Catha edulis) and 9.45% chew in different frequencies like 83.33%,sometimes, 16.67% always;
but none of them chewing khat rarely[44].

2.2 Factors associated with lifestyle modification practice.

2.2.1 Socio-demography

One study was conducted in the USA to assess the predictors of self-management behaviors
among 165 older adults. This study revealed that there is a negative relationship between age and
exercise[45].Similarly, A Iran study show that a significant association between age and
adherence to both a low-salt diet. This relationship indicates that people under 50 had a more
rigorous adherence to a low-salt diet than those over 50 years of age[46]. The same as a Saudi
study found that patients of ages under 65 were found to be adherent to a healthy diet compared
to the elderly ones[30].In contrast, a secondary data analysis in Israel found that age under 60
predicted low scores on healthy lifestyle behavior including exercise[47].Similarly, studies
conducted in Addis Ababa and South Ethiopia show that respondents in the old aged adult group
were found more adherent than respondents in the young adult age group[29, 31].

A study conducted in China show that nonsmokers , adhered to a low-salt diet and abstained
from alcohol were more likely to women as compared to men participants[33].Similarly, a study
of Addis Ababa show that female respondents were found two times more likely to be adherent
to all recommended lifestyle modifications when compared to their male counterparts but not
similar with finding to non-smoking behavior[31].In contrast, a study conducted in Tigry
revealed that females were less likely to adhere to weight management and physical activity than
males. However, females were more likely to adhere to alcohol abstinence and non-smoking

behavior than males[48].

A study conducted in Ghana show that married hypertensive patients were significantly
associated with high rate of adherence to lifestyle modification [37].A study conducted in Dessie
show that divorced participants were less likely to have good recommended lifestyle
modifications compared to those who were single [49].Studies show that educational status was
significantly associated with adherence to lifestyle modification this indicted that patients

without formal education were more likely practice good lifestyle modification as compared to

6



those who had formal education[49, 50].In contrast some studies show that respondents who
have secondary education practiced physical activity as compared to illiterate since they learnt
benefit of physical activity at school [51].A study conducted in south Ethiopia show that
participants with a monthly income of more than 1000ETB were more likely to practice lifestyle

modification than participants with a monthly income of less than 1000ETB [29].

2.2.2 Personal factors

2.2.2.1 Self-efficacy

A study conducted in South Iran revealed that hypertensive patients with greater self-efficacy
were more likely to have weight management and to be nonsmokers, physically active, and to
adhere to a low-salt diet than those with lower self-efficacy[32].Similarly, studies conducted in
Ethiopia show that the participants who had good self-efficacy were found more likely to be

adherent to lifestyle modification practices than those who had poor self-efficacy[31, 51].
2.2.2.2 Knowledge

A study conducted in South Iran show that patients who had knowledge about lifestyle
modification practice were more likely to manage their weight than those who had not [32].A
study conducted in Turkey and Ghana revealed that no significant association of participants
knowing the effect of smoking and alcohol consumption with adherence but when come to our
country evidences show that participants who were not knowledgeable on lifestyle modification
practice were less adherent to weight management and alcohol abstinence and also other lifestyle
modification practices compared to those who were knowledgeable [31, 32].In contrast,
participants who were not knowledgeable on lifestyle modification practice were less adherent to

weight management [34].

2.2.3 Health profile of the patient

A study was conducted in Iran show that significant relationship was found be tween the amount
of time that had passed since their diagnosis and adherence to physical activity, which indicates
that patients who had been diagnosed more than 5 years previously had greater adherence to
physical activity than those with less than 5 years since their diagnosis [42].Similarly, studies
which was done in A.A, South Ethiopia and Gimaa University Specialized Hospital and South

Ethiopia show that participant who with five to 10 years treatment duration were more likely to



practice lifestyle modification as compared to those on treatment for less 2 years treatment [29,
31].BMI was associated with weight management; patients with a BMI between 25 and 30 were
more likely to manage their weight than those BMI was under 25[42].A survey conducted in
Malaysia revealed that respondents with co-morbidity are less likely to practice good lifestyle
modification as compared to those without co- morbidity [52].Similarly, a study was conducted
in South Ethiopia show that patients who were with co-morbidity were 72% less likely to
practice good lifestyle modification as compared to those without co-morbidity [29].In contrast
respondents with no co-morbidities were found to be 76% less likely to be adherent to good
lifestyle modification practice than those who had them [31].A survey conducted in Malaysia
revealed that participants with family history of hypertension more likely adherence to

recommended lifestyle modification practices than those without [53].



3. Conceptual Frame work

Socio-demographic variables Health profile of the patient
(Age, sex, income, marital status, Duration of diagnosis
educational status, religion, occupation, Presence of co-morbidity (DM,
ethnicity and residence) CKD, Stroke, Coronary artery
disease)
Family history of hypertension.

Lifestyle modification practice

Avoiding use ofalcohol
Cutting Khat chewing
Awvoiding of smoking
Weight management
Salt control
Exercise(regular)

Personal factors

Knowledge
self-efficacy

Figure 1 Conceptual framework model showing relations hip between factors associated with lifestyle modification practice
[28, 31, 34].



4. Objective
4.1. General Objective

To assess lifestyle modification practice and associated factors among people with
hypertension attending chronic follow-up units in Oromiya Special Zone public
Hospitals, Ethiopia, 2020.

4.2. Specific objectives

To determine lifestyle modification practice among people with hypertension attending

chronic follow-up units in Oromiya Special Zone public Hospitals

To identify factors associated with lifestyle modification practice among people with

hypertension attending chronic follow-up units in Oromiya Special Zone public Hospitals
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5. Methods and materials

5.1. Study area and period

The study was conducted in Bati and Kemise towns. Kemise is administrative center of Oromia
special Zone which is found in Amhara region.Bati town is also one of the administration towns
for Oromia special zone. The Oromia special zone has five weredas and two town administration
with the estimated population of 885, 635[54].Kemise general hospital is found in the Kemise
town and Bati primary Hospital is found in Bati town. Both are Governmental hospitals.
Oromiya special Zone had only two governmental hospitals. The study was conducted from Mar
20 to Apr 20, 2020.Both hospitals give health education for people with hypertension about
lifestyle modification at morning time, Also the patient get counseling and care from health care

providers in their own outpatient departments separately from other patients.

5.2. Study design
Facility-based cross-sectional study was conducted in Bati primary hospital and Kemise general

hospitals.
5.3. Source populations

The source populations are all hypertensive patients who were six month and above on follow up

in the outpatient departments of in the same settings.
5.4. Study population

The study population was hypertensive patients who are on follow up at least six months and

above in Batiprimary and Kemise general hospitals.
5.5 Study unit/participant

Hypertensive patients who come for follow up during the study period.

5.6 Eligibility criteria

5.6.11Inclusion criteria:
£ All hypertensive patients who are 18 years and older and also on follow up care at OPD

at least for six months period before commencement of the study were included.
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5.6.2 Exclusion criteria:
+ Patients with cognitive impairment and those who refused to participate were

immediately excluded from the study.

5.7 Variables of the study

5.7.1Dependent variable
Lifestyle modifications practices (Avoiding use ofalcohol, Avoiding Khat chewing,
Avoiding of smoking, Weight management, Salt control, Exercise(regular))

5.7.2. Independent variables
Socio-demographic variables:-age, sex, income, marital status, educational status,
religion, occupation, ethnicity and residence.
Personal factors: - knowledge, and self-efficacy for lifestyle modification.
Health profile of the patient: -Duration of diagnosis, presence of co-morbidity, family

history of hypertension.

5.8. Sample size
The patients who were on follow up for six month and above in Kemise general hospital and
Bati primary hospital were 455[55]. Therefore, those patients who registered for follow up in

both hospitals were included in this study to increase sample size.

5.9 Sampling technique and procedure
There are only two hospitals in the Oromia special Zone. All hypertension patients who

follow up at least six months in both hospitals were included in the study.

5.10 Data collection tool and procedures

Data was collected using an interviewer administered structured questionnaire. The questionnaire
had four main components, which consists of socio demographic characteristics, health profiles
of participants, personal factors (self-efficacy and knowledge) and lifestyle modification
practice. Questions for socio demographic characteristics, health profiles of participants,
personal factors (self-efficacy and knowledge )were prepared from review of pertinent
literatures[29, 34, 52, 56].But lifestyle modification practice was measured using questionnaires

adapted from Hypertension Self-Care Activity Level Effects (H-SCALE)questions which are
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recommended by joint national committee on detection, prevention evaluation and treatment of
hypertension (JNC7)[8] which has been validated for use in several studies.[29, 31, 34, 42, 56]
H-SCALE was self-reported questionnaire that contains five categories of lifestyle modification
practices including avoiding use of alcohol, cutting Khat chewing, avoiding of smoking, weight
management, salt control, exercise. It had 27 questions. The reliability coefficients for lifestyle
modification practices questions were 0.75.The categories of lifestyle modification practice in
H-SCALE were described as follows: salt control contains eight items with each score of 0-7
which gives a total scored ranging from 0-56. Avoiding smoking was assessed with 1 item
which gives a total scored ranging from 0-7.Regular exercise was assessed by one items with
each that gives a total scored ranging from 0-7 days. Likewise, weight management practice
contains ten items based on a 5-point Likert scale ranging from 1 strongly disagree to 5 strongly

agree, with a total score ranging from 10 to 50.

The six items Chronic Disease Self-Efficacy Scale was used to measure self-efficacy. Originally
each item contained a 10-point scale ranging from “totally unconfident”, “unconfident”, “not
sure”, “confident and”, “totally confident”. The alternatives was modified to five (completely
unconfident will be scored 1, unconfident was scored 2, not sure was scored 3, confident was
scored 4 and totally confident was scored 5) The reliability coefficients for self efficacy
questions were 0.801.We used two point scales to measure each statement of the knowledge
sheet: (0) for wrong or don’t know answer and (1) for right answer. Total scoring of total levels
of knowledge equal 10.The level of right answer was divided into two levels. Poor level range
from (1-5), good level range from (6-10) [57]. Two diploma nurses were collected the data and
one BSc nurse supervisor was assigned to both hospitals. Cutting Khat chewing had three items
that measured Khat chewing status[59].

5.11. Operational definitions
Good lifestyle modification Practice: when patients response score above the 4.43 in
allrecommended lifestyle practice questions.
Poor lifestyle modification Practice: when patients response score below the 4.43 inall
recommended lifestyle practice questions.
Salt control practice: Participants who took salt free diet while cooking and eating for

at least 6 or more days out of 7 days were said to be adherent to low salt diet.
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Physical exercise practice: Participants who did physical activity at least 30 minutes for
at least 3 days a week were said to be good practice to physical activity.

Avoiding smoking practice: Respondents who reported 0 days out of 7 days were
considered a nonsmoker. All others were categorized as smokers[56].

Avoiding alcohol consumption related practice: Participants who did not drink any
alcohol in the last 7 days were said to be alcohol abstainers.[56].

Weight management — Participants who scored 40 and above out of 50 are said to be
good practice to weight management[56].

Self-efficacy: is the belief in one’s capabilities to organize and execute the courses of
action required to produce given attainment. In this study, respondents who was scored
above the mean value on the six items were considered as having good self-efficacy to
cope up and manage their disease[31, 60].

Knowledge on lifestyle modification is the extent of knowledge of the participants about
the impact of lifestyle modification on BP control and those who respond correct answer
above the mean for knowledge related questions were considered as knowledgeable[57].
Avoiding Khat chewing: - A participant who were not chewing Khat for one year were

had good removing Khat chewing practice.[61].

5.12 Data quality control
The questionnaire was prepared in English then translated to Amharic language to understand
respondents and back translated to the English to check its consistency. Two days training was
given to the data collectors and supervisor on how to conduct the data collection, on how
assure ethical issue and about inclusion and exclusion criteria. During data collection, close
supervision was made by the supervisor, for observing how data collectors run the questions
to the respondents and the collected data was checked for accuracy and clarity. Data clean up
and cross checking was done before analysis. The questionnaire was pre-tested on  10%
eligible hypertensive patients in Kemisse health center prior to actual data collection.
Furthermore, the supervisor and the investigator were given feedback and corrections on daily

basis to the data collectors.
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5.13 Data processing and analysis

After collection, data was checked for completeness and entered into Epidata 3.1 version and
exported to SPSS wversion 20.0 for analysis. Descriptive statistics such as mean, standard
deviation, frequency and percentage was used to summarize the result. Bivariable logistic
regression analysis was used to examine the association between dependent and each
independent variable. All variables with p-value < 0.025 considered as candidate for
multivariable logistic regression analysis and corresponding p-value of <0.05 was consider as
statistically significant in multivariable logistic regression analysis. Adjusted odds ratio and 95%

Cl was used to declare the strength of association.

5.14 Ethical Consideration

Ethical clearance was received from Bahir Dar University College of medicine & health sciences
institutional review board. Permission to conduct the study was also obtained from hospitals
administration. Written informed consent was obtained from each study participants. Each
respondents were informed about the purpose of the study and also that all data obtain from them

were kept confidential by using codes instead of any personal identifiers.
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6. Results

6.1 Socio-demographic characteristics of study participants

Out of 455 study participants, 433(95%) participated in the study. Two hundred Eighty (64.7%)
of the participants were urban dwellers. More than half (55.2%) of them were females. The mean
age of the participants was 57.51 £12.003 years. More than half 281 (64.9%) of participants were
married. Regarding to religion, 295(68.1%) were Muslim and one hundred thirteen (26.1%) were
orthodox. One hundred eighty two (42.0%) of the participants cannot read and write. Concerning
their employment status, 96 (22.2%) were government employees. Furthermore 259 (59.8%) of
the study participants were Oromo in Ethnicity. Average monthly income for 250(57.7%) of
them was greater than 1500 ETB.

Table 1 Socio-demographic characteristics of hypertensive patients in Kemise general and Bati
primary hospitals, 2020 (n = 433).

Variables Categories Frequency Percent (%)
Residence Urban 280 64.7
Rural 153 35.3
Age <65 325 75.1
>65 108 24.9
Sex Male 194 44.8
Female 239 55.2
Marital status Single 13 3.0
Married 281 64.9
Widowed 81 18.7
Divorced 58 13.4
Ethnicity Amhara 167 38.6
Oromo 259 59.8
Tigre 4 0.9
Others 3 0.7
Religion Orthodox 113 26.1
Muslim 295 68.1
Protestant 25 5.8
Educational status Cannot read & write 182 42.0
Only read & write 70 16.2
Grade 1 t0 8 50 115
Grade 9 to 12 41 9.5
Diploma 49 11.3
First degree & above 41 9.5
Occupational status Government employee 96 22.2
Merchant 73 16.9
Housewife 76 17.6
Jobless 16 3.7
Retired 78 18.0
Farmer 53 12.2
Daily labor 41 9.5
Monthly Income <1500ETB 183 42.3
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6.2 .Lifestyle modification practice

Two hundred twenty eight (52.7%) participants practiced recommended lifestyle modification.
About 204(47.1%) participants were practiced recommended low diet salt. Only 51%
participants were practiced physical activity for 30 min per day. Three hundred fifty two
(81.3%) participants didn't smoke cigarette and 82.0% participants were did not drink alcohol
last seven days. About 206(47.6%) had good weight management practice. Among participants,
avoiding of Khat chewing were 49.0% (Fig.2).

life style modification statues

E Good ® poor

Figure 2Lifestyle modification practices among people who have hypertension in Kemise
General and Bati primary Hospitals. 2020(N=433)

6.3 Health profile related and individual related factors

Two hundred sixty (60%) of participants had no co-morbidity and 143(33%) participants had
diabetes mellitus. About 246(56.8%) participants had family history of hypertension. Those who
had good self-efficacy were one hundred ninety four (44.8%). Two hundred seventy one (62.6%)
had basic knowledge about lifestyle modification practices. One hundred ninety one (44.1%)
participants were on treatment for 2 to 5 years. Two hundred twenty eight (52.7%) of
participants reported that it has been greater than or equal to 4 years since they have diagnosed
with hypertension. (Table 2)
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Table 2 Health profile related and individual related factors in Kemise General and Bati primary
hospitals, Northeast, Ethiopia, 2020 (n=433).

Variables

Do you have any these co
morbidities?

Do you have family history of
HTN?

Self efficacy

Knowledge

How long have you been taking

anti-hypertensive medications?

How long has it been since you
we re diagnosed with
hy pertension?

Category

No co morbidities
Diabetes mellitus
CKD

Stroke

Coronary artery disease
Others

Yes

No

Good

Poor

Good

Poor

<2 years

2-5 years

5-10 years

>10 years

<2 years

2-4years

>4years

Frequency
260

143

246
187
194
239
271
162
112
191

124

69
136

228

Percent (%)

60.04

33

1.2

1.2

3.9

0.7

56.8

43.2

44.8

55.2

62.6

37.4

25.9

44.1

28.6

1.4

15.9

31.4

52.7
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6.4. Factor associated with lifestyle modification

In bivariable logistic regression model, average monthly income, marital status, educational
statues, occupational statues, co- morbidities, family history of hypertension, knowledge, self
confidence, duration of medication taking and time of diagnosis were identified as significant
factors of lifestyle modification practices. In the multivariable logistic regressions analysis,
average monthly income, marital status, participants who had family history of hypertension and
self efficacy and educational status remained the independent predictors of lifestyle modification

practices.

Participants who had average monthly income greater than 1500 ETB three times more likely to
practice recommended lifestyle modification compared to respondents with less than or equals
to 1500 ETB average monthly income(AOR= 3.091, 95% CI. 1.644,5.811). Widowed
participants were 60% times less likely to practice recommended lifestyle modification
compared to single respondents (AOR= .396, 95% CI: .173, .905).Participants who had first
degree and above were four times more likely to practice recommended lifestyle modification
compared to participants were cannot read and write (AOR =4.238, 95% CI: 1.385,
12.966).Participants who had no family history of HTN were 40% less likely to practice
recommended lifestyle modification than those who had family history of HTN (AOR=.569,
95%CI1:.341,.949).Participants who had poor self efficacy were 86% less likely to practice
recommended lifestyle modification than those who had good self efficacy (AOR=.134, 95%
Cl.072,.249).

Table 3 Bivariable and multivariable logistic regression analysis of factors associated with
lifestyle modification practices in Kemise general and Bati primary hospitals, Northeast,
Ethiopia, 2020. (n=433).

Variables Category Life style modification practice
Good Poor COR(95% CI)  AOR (95%Cl)
Monthly ~ <1500ETB 86(19.9%) 97(22.4%) 1 1
income >1500ETB 142(32.8%)  108(24.9%) .3 (.15,.57) 3.091(1.644,5.811)°
Marital Single 8(1.8%) 5(1.2%) 1 1
status Married 129(29.8%)  152(35.1%)  4.9(1.01,23.75) 1.730(.339,8.829)
W idowed 51(11.8%) 30(6.9%) 3.3(.58,18.37)  .396(.173,.905)*
Divorced 40(9.2%) 18(4.2%) 1.8(.30, 9.99) 627 (.247, 1.593)
Educatio  Cannot read & 119(27.5%) 63(14.5%) 1 1

nal status  write
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Only read &
write
Grade 1-8
Grade 9-12
Diploma
First degree
&above
Family Yes
historyof No
HTN?
Self Good
efficacy  Poor

46(10.6%)

24(5.5%)
14(3.2%)
9(2.1%)

16(3.7%)

149(34.4%)
79(18.2%)

150(34.6%)
78(18.0%)

Notes: * P value< 0.05, and** P value< 0.01

24(5.5%)

26(6.0%)
27(6.2%)
40(9.2%)
25(5.8%)

97 (22.4%)
108(24.9%)

44(10.2%)
161(37.2%)

4(.18,1.01) 206(.033, 1.282)
5(.19,1.18) 217(.034, 1.389)
6(.22,1.58) 274(.039, 1.911)
15(54,441)  .876(.120, 6.397)
3.6(1.26,10.39)  4.238(1.385, 12.966
1 1
1.7(.99,2.88) 569 (.341, .949)*
1 1
7.2(3.80,13.51) .134 (.072, .249)**

20



7. Discussion

The finding indicated that majority of the participants (52.7%) were performed recommended
lifestyle modification practices. This result higher than that of a previous report in South
Ethiopia (27.3%) [29] and Addis Ababa ,(23%) [31].The discrepancy may be linked to the
difference in exposure to lifestyle modification practice information and also the tools used to

measure lifestyle modification practices.

Non-smoking and alcohol abstinence were the most widely practiced lifestyle modification
among hypertensive participants studied, which accounted for 81.3% and 80% participants
respectively. Current result is in line with study done in South Ethiopia respectively [29].This
result higher thana study which was conducted in Addis Ababa [31].The discrepancy could be
difficult to afford daily expenditure ofalcohol and cigarette and due to social and cultural

practices that discourage alcohol drinking and smoking in Oromia special zone.

Physical activity lowers the risk of stroke, hypertension, depression and significant role in
improving cardiovascular diseases [7, 21, 50].Current study result show that only (51.0%) of
the participants practice regular exercise 30 min per day for most of the days in a week, which
were higher than study reported in Addis Ababa and South Ethiopia [29, 31] . This discrepancy
may be because of availability of organized setups that are favorable for exercise and knowledge
of participants on the importance of physical activity in control of hypertension. The percent of
weight management practice was (47.6%). This result is in line with study in South Ethiopia and
Saudi Arabia [29, 30].

Modest reduction in salt intake lowers blood pressure in people with hypertension in all age
groups and it is cost-effective interventions to reduce heart disease and stroke [16]. Current study
result show that recommended low salt intake practice was (47.1%).This result was in line with
the previous study conducted in Tigray [34]. In contrast, a higher percentage of practice to the
recommended low salt diet (80.6%) was reported from a study done in Nepal [40] and in Kenya
(90.5%)[38].The daily consumption of salt per person is high in Ethiopia[51]. This discrepancy
may be due to the socio-cultural practice of the community and low understanding about the

effect of high salt diet in blood pressure control.
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Current study result showed that cessation of Khat chewing was (49%) which was below
50%.The possible reason might be easily availability of Khat and peer pressure. In addition to

this, participants in the study area may use it as one means of social interaction.

Average monthly income was significantly associated with lifestyle modification practice.
Participants with a monthly income greater than 1500 ETB were three times more likely to
practice lifestyle modification compared to participants with less than or equals to1500ETB.
This result was supported by the finding fromthe study in South Ethiopia [29]. The reason could

be as monthly income of participants increase, change their living style of the participants.

Widowed participants were 60% less likely to practice recommended lifestyle modification
compared to single participants . This result supported by study done in Dessie [49]. This may be
linked to the effect of widowed on mental health status participants that in turn affects the ability

to perform lifestyle modification practices.

Participants who had degree and above were four times more likely practiced recommended
lifestyle modifications as compared to counter parts. This finding was supported by the study
done in Gimma University Specialized Hospital [51]. This could be due to higher education was
enabled individuals to increase health literacy, leading to better understanding of the health

information and advice provided by the healthcare professionals[53].

On the other hand, participants who had no family history of HTN were found 40% less likely to
practiced recommended lifestyle modification than those who had family history of HTN. This
finding in line with study conducted in Malaysia[53].This could be because of individuals may
became familiar to the disease and practiced what they observed from their family experiences
about the remedies. The interaction between patients with hypertension and other family
members could have mutually influenced their awareness and behavior towards lifestyle
modification measures in hypertension. This means patient who had no family history was not

get experiences from their parents about the lifestyle modification and disease condition.

Participants who had poor self efficacy were 86% less likely to have good lifestyle modification
practice than those who had good self efficacy. This result in line with study done in south
Ethiopia and Addis Ababa[29, 31].According to Health Belief Model participants who have high
self-efficacy, increase their confidence for lifestyle modification practice and maintain persisting

recommended activity.
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8. Limitation of study

The data was self-report from the participants; there may be the denial of poor practices from the
respondents, which affects the result of the study. The cross-sectional nature of our study may
not provide adequate evidence of causality about non-adherence to lifestyle modification and its

risk factors.
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9. Conclusion
This study revealed lifestyle modification practice is high among the hypertensive patients.

Average monthly income and educational statues was significantly associated preventive factors
for lifestyle modification practice. Marital status, family history of hypertension and self efficacy
was significantly associated risk factors for lifestyle modification practice. Health care providers
should pay more attention to patients at risk of having low lifestyle modification practice.
Patients should be educated and counseled about the importance of practice to lifestyle

modification in the management of HTN.
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10. Recommendations
For Public authority

Afford gym instruments and favorable set up for people with low monthly income to do

exercise.

For health professionals:

Health care providers should motivate and give verbal reinforcement to increase
patients self efficacy and sustain practice of lifestyle modification.

Counsel and educate widowed respondents to increase lifestyle modification
practice.

Giving advice for patients to learn experience about lifestyle modification practice

from other hypertension patients who have good practice.

To researcher

To understand patients believe towards lifestyle modification practices it is best do study

with HBM.
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12. ANNEX

Annex A: Information sheet

Identification and purpose: You will be asked to participate in a research study conducted by
Ahmed Toleha from University of Bahir Dar. The purpose of this study will be to assess
lifestyle modification practice and associated factors among hypertensive patient in Kemise
general hospital and Bati primary hospital, North East Ethiopia.

Research Procedures: will you decide to participate in this research study, you will be asked to
sign this consent form once all your questions have been answered to your satisfaction. In this
study with the assistance of the data collector, you will be asked to provide answers to a series of
survey questions related to lifestyle modification practices.

Time Required: Participation in this study will require up to 30 minutes of your time.

Risks: the assessment does not have more than minimal risks from your involvement in this
study.

Benefits: Potential benefits from participation in this study include participant will query
themselves about their lifestyle modification practices, Researchers and practitioners will
identify lifestyle modification practices status and associated factors and helps to intervene
appropriately.

Confidentiality: The results of this research will be presented at classroom, conference, etc. The
results of this study will be coded in such a way that the respondent’s identity will not be
attached to the final form of this study. The researcher retains the right to use and publish non-
identifiable data. While individual responses are confidential, aggregate data will be presented as
a whole. All data will be stored in a locked filing cabinet accessible only to the researcher and
advisor. Upon completion of the study, all information that matches up individual respondents
with their answers will be destroyed.

Participation & Withdrawal: Your participation is entirely voluntary. You are free to choose
not to participate. Should you choose to participate, you can withdraw at any time without
consequences of any kind.

Questions about the Study: If you have questions or concerns during the time of your
participation in this study or after its completion or you would like to receive a copy of the final

aggregate results of this study,
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Please contact: Ahmed Toleha, Department of Health education and Behavioral Science,
University of Bahir Dar. Phone No.: (09-20-85-54-91). E-mail:tolehaa@ gmail.com.

Annex B. Informed consent
Dear participants my name is I am working with Ahmed Toleha who is doing a

research for the partial fulfillment for the requirement of master of public health in health
promotion and Behavioral sciences at University of Bahir Dar on lifestyle modification practices
among hypertensive patients in Kemise general hospital and Bati primary hospital, North East
Ethiopia. You are chosen systematically to give information concerning lifestyle modification
practice behaviors. The questionnaire may take 30 minutes and | assure you that any information
you gave me will be confidential. Do | have your permission to continue please? Yes/no. If yes
signature of the interviewer certifying that, the informed consent will be taken verbally from

respondents.

Annex D. Assent form
| have read this consent form and I understand what is being requested of me as a participant in

this study. | freely consent to participate. | have been given satisfactory answers to my questions.

Name of Participant Signature Date

Name of Data collector Signature Date
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Annex E. Questionnaire

Questionnaire (English version)

This section is about socio-demographic characteristics of the respondent. Circle on code

of the responses from the given alternatives.

Section: A Socio- de mographic characteristics

Number

Questions

Options

Skip

1

Residence

1..Urban
2..Rular

What is your age?

years

Sex

1. Male

2. Female

What is your current marital status?

1.Single

2. Married
3. Widowed
4. Divorced

5. Separated

What is your ethnicity?

1.Amhara
2.0romo
3.Tigre
4.0thers

What is your current religion?

Orthodox

Muslim

Protestant

Catholic
Others(specify)

o M L D oE

31




What is your current educational status?

1. Cannot read and
write

2. Only read and write
3.Grade 1 t0 8

4. Grade 9 to 12

5. Diploma

6. First Degree and

above

Occupational status

1. Government
employee

2. Merchant

3. Private employee
4. jobless

5. Housewife

What is your monthly income in EB?

Section B: Health related assessment

10 | How long have you been taking anti-

hypertensive medications?

11

How long has it been since you were diagnosed | -----------=- == == mmm oo cmoo-
with hypertension?

12 | Do you have any of these co morbidities? 1.No comorbidities
2.Diabetes mellitus
3.CKD
4.Stroke
5.Coronary artery disease
6.0thers (Specify)------------------------

13 | Do you have family history of hypertension? 1. Yes
2. No
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Section C: Knowledge about lifestyle modification practice

14 Individuals with high blood pressure must eat fruits | 1.Tru
and vegetables frequently. 2.Fals
3. I don’t know
15 The best type of meat for individuals with high 1.True
blood pressure is white meat. 2. False
3. I don’t know
16 Individuals with high blood pressure must not 1.True
smoke. 2. False
3. I don’t know
17 Being overweight does affect blood pressure. 1.Tru
2.Fals
3. I don’t know
18 Salt consumption raises blood pressure. 1.Tru
2.Fals
3. Idon’t know
19 Physical exercise helps reduce blood pressure. 1.Tru
2.Fals
3. I don’t know
21 Alcohol consumption abstinence reduces blood 1.Tru
pressure. 2.Fals
3. I don’t know
22 Good eating plan help to reduce blood pressure. 1.Tru
2.Fals
3. I don’t know
23 Avoiding salted pack foods can increase blood 1.Tru
pressure. 2.Fals
3. I don’t know
24 Stress can be decreased high blood pressure. 1.Tru
2.Fals
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3. I don’t know

Section D: Self efficacy

This section is concerned with respondent’s self-efficacy to deal with hypertension. Tick (V) on

the alternatives. Please elaborate the following possible answers for the respondent.

Totally unconfident — if the respondent is not self-assured at all to cope up with the

disease process

Unconfident — if the respondent 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

Totally confident — if the respondent highly self-assured about coping with disease

process

No

Questions

Totally

unconfident

Uncon
fident

Not sure

Confident

Totally
Confident

200

How confident are you
that you can keep the
fatigue caused by your
disease from interfering
with the things you want

to do?

2001

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?

202

How confident are you
that you can keep the
emotional distress caused

by your disease from
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interfering with the things

you want to do?

203

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?

204

How confident are you
that you can do the
different tasks and
activities needed to
manage your health
condition so as to reduce

you need to see a doctor?

205

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

your everyday life?

Section E: Questions related to Lifestyle modification practice

A. Practice to lowsalt diet related questions.

Tick on alternative days which are given by the respondent

No | Questions 7
1 How many of the past 7 days did you Follow a healthy
eating plan?
2 How many of the past 7 days did you eat potato chips,
salted nuts?
3 How many of the past 7 days did you eat smoked meats or

smoked fish?
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4 How many of the past 7 days did you avoid eating fatty

foods?
5 How many of the past 7 days did you eat fried foods such as

chicken or fish?
6 How many of the past 7 days did you add salt to food when

you’re cooking?
7 How many of the past 7 days did you salt your food at the

table?
8 How many of the past 7 days did you eat >3 servings of

fruits and vegetables?

B. Practice of physical exercise related questions.
Tick onalternative days which are given by the respondent
No Questions 0 1 2 45 7
9 How many of the past 7 days did you do at least 30
minutes total of physical activity?

C. Practice of cessation of smoking related questions.
Tick onalternative days which are given by the respondent
No Questions 0 1|2 3 4|5 7
10 How many of the past 7 days did you Smoke a

cigarette or cigar, even just one puff?
No | Questions 0 2|34 |5 |6|7
11 | Onaverage, how many days per week do you drink alcohol?
12 | Onatypicalday that you drink alcohol, how many drinks do you

have?
13 | What is the largest number of drinks that you’ve had on any given
day within the last month?
E. Practice of Weight Management related questions.
Tick on alternative days which are given by the respondent

No | Questions Strongly agree | Agree Neutral | Disagree | Strongly
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Disagree

14 I am careful about what | eat.

15 | exercise in order to lose or
maintain weight.

16 | have cut out drinking sugary
sodas and sweet tea

17 | eat smaller portions or eat fewer
portions.

18 | have stopped buying or bringing
unhealthy foods into my home

19 | have cut out or limit some foods
that | like but that are not good for
me.

20 | eat at restaurants or fast food
places less often.

21 | substitute healthier foods for
things that | used to eat.

22 I have modified my recipes when |
cook.

23 | read food labels when | grocery
shop.

F. Practice of Khat chewing related questions

24 Ever chewed Khat?

25 Do you chewing Khat last year?

26 Do you chewing Khat currently?

Thank you!

37




Annex F. Amharic version of information and consent sheet

: (09-20-85-54-91). E-mail:tolehaa@gmail.com
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Annex G Questionnaire (Amharic version)

1-

001 1.
2.
002
003 1.
2.
004 1.
2.
3.
4.
5.
005 1.
2.
3.
4,
006 1.
2.
3.
4.
5.
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4.9-12

008

009
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6 7
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7
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