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ABSTRACT

Background: Worldwide, 1.28 billion adults are affected by hypertension, mostly in low-
and middle-income countries, yet many remain undiagnosed or untreated. Although several
studies have reported the burden of hypertension in Ethiopia, there is only limited evidence

regarding awareness levels, attitude and prevention practice of the community.

Objective: To assess the knowledge, attitude, and prevention practice (KAP) regarding

hypertension among outpatients at Wereda 13 Gerji Health Center, Bole Sub-City.

Method: A cross-sectional study was conducted among 422 outpatient clients using a
structured, interviewer-administered questionnaire covering socio-demographic
characteristics, and KAP regarding hypertension. Participants were selected using a simple
random sampling technique. Data were analyzed using descriptive statistics to summarize
socio-demographic characteristics and KAP levels. Bivariate and multivariate logistic models

were used to assess and identify associations and independent predictors of KAP levels.

Results: The study found that 44.3% of participants demonstrated good knowledge, 81.3%
exhibited a favorable attitude, and 65.5% showed good practice regarding hypertension. A
significant knowledge gap was observed concerning the asymptomatic nature of hypertension
and 91.3% of participants reported not seeking medical check-ups. Key independent
predictors for good knowledge included higher educational status and monthly income. A
favorable attitude was significantly predicted by older age, higher educational status and
good knowledge. Good practice was independently predicted by older age, female sex and

good knowledge.

Conclusion: While outpatient clients at Wereda 13 Gerji Health Center generally possess
favorable attitudes towards hypertension, there is a notable lack of knowledge, particularly
concerning the asymptomatic nature of the disease and a gap in the adoption of healthy
behaviors. These findings highlight the urgent need for targeted public health interventions
that not only enhance understanding but also actively translate positive attitudes into

consistent healthy practices. Key words: Hypertension, Knowledge, Attitude and Practice
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1. INTRODUCTION

1.1 Background

Hypertension, commonly known as high blood pressure, is a chronic medical condition that
is characterized by persistently elevated arterial blood pressure. Traditionally a diagnosis of
hypertension is established when a person’s systolic blood pressure is consistently at or
above 140 mm Hg and/or their diastolic blood pressure is at or above 90 mm Hg following
repeated examination(1). It should be noted that these classifications are not based on single
readings but are confirmed by two or more averaged readings taken on at least two separate

occasions(2).

One of the most concerning aspects of hypertension is its asymptomatic nature. World health
organization (WHO), indicates that 46% of adults with hypertension are unaware of their
condition. And, only 42% are diagnosed and treated, and roughly 21% have it under
control(3). This is because individuals with high blood pressure experience no noticeable
symptoms, even when their blood pressure reaches dangerously high levels. This lack of
overt signs means that people can live with hypertension for years without being aware of
their condition; hence, hypertension is stated to be a silent killer. Despite the absence of
immediate symptoms, uncontrolled hypertension can lead to severe and life-threatening
complications including stroke, heart attack, heart failure and kidney disease(4). Therefore,
effective management including both non-pharmacological and pharmacological treatments,
is essential as it reduces the risk of cardiovascular disease events and mortality by 20% to

40%(5).

Hypertension remains a major global public health challenge, affecting over a billion adults
worldwide, with the majority living in low-and middle-income countries(3). In Ethiopia,
studies report prevalence ranging from 9% to 30%, yet a large proportion of patients (37% to
78%) are unaware of their condition(6). This gap highlights critical KAP issues: limited
knowledge about hypertension risk factors, negative attitudes toward routine screening, and
poor practices in lifestyle modification and adherence to treatment. Addressing these

dimensions is essential for effective prevention and management strategies.

13



1.2 Statement of the problem

Hypertension is a major global public health concern and one of the significant contributors
of burden of non-communicable diseases(3). Worryingly a large proportion of these
individuals especially those residing in low and middle income countries remain undiagnosed
and inadequately managed(3). Complications of uncontrolled hypertension collectively
account for millions of deaths annually and represent a heavy burden on healthcare systems,
particularly in resource-limited settings(7).

Despite medical advances, there are still significant gaps in public awareness, attitudes
towards prevention and adoption of healthy practices related to hypertension. There remains
a lack of knowledge of risk factors like sedentary behavior, unhealthy diets, obesity, tobacco
use and excessive alcohol consumption(8—11). Negative attitudes such as underestimating the
seriousness of hypertension or disregarding medical advice hinder disease
prevention(9,10,12). Poor practices including unhealthy lifestyle, not getting screened lead to

increased risk of developing hypertension and hinder early detection(8—13).

In Ethiopia, hypertension has become an increasingly significant health challenge. Its
prevalence varies across regions due to differences in lifestyle, diet, and access to healthcare.
Many individuals remain undiagnosed, and among those who are aware of their condition,
only a limited proportion achieve proper blood pressure control(6). This highlights the urgent
need to strengthen not only detection and treatment but also community knowledge, attitudes,

and prevention practices related to hypertension.

The effectiveness of prevention and control programs is closely linked to individuals’
knowledge, attitudes, and prevention practices (KAP)(14). Adequate knowledge enables
people to recognize risk factors and symptoms; positive attitudes encourage health-seeking
behavior and adherence to medical advice; and appropriate practices support lifestyle
modifications such as reduced salt intake, regular physical activity, adherence to medications,
and routine blood pressure monitoring(15). Inadequate KAP, however, undermines the

effectiveness of even well-designed health interventions(16).
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At the facility level, the KAP of patients plays a crucial role in the management of chronic
conditions such as hypertension. Wereda 13 Gerji Health Center, located in Addis Ababa,
serves a diverse population with varying socio-demographic and cultural backgrounds. Yet
little is known about the KAP of its outpatients with respect to hypertension. This gap limits
the ability of healthcare providers to implement effective counseling and health promotion

strategies, resulting in missed opportunities for prevention and improved disease control.

This study seeks to address this gap by assessing the knowledge, attitudes, and prevention
practices regarding hypertension among outpatients at Wereda 13 Gerji Health Center. By
generating localized, context-specific evidence, it will inform the development of targeted
interventions aimed at enhancing awareness, fostering positive health behaviors, and
improving patient engagement in the management of hypertension. Ultimately, these efforts
will contribute to reducing hypertension-related morbidity and mortality, alleviating pressure
on the healthcare system, and advancing Ethiopia’s broader goal of combating non-

communicable diseases.

1.3 Justification of the study

Assessing the current KAP related to hypertension provides the necessary foundation for
designing targeted educational, behavioral, and clinical interventions. Despite numerous
studies on the prevalence and risk factors of hypertension, there remains a notable scarcity of
research specifically evaluating KAP within the Ethiopian context. Understanding how
individuals perceive, respond to, and manage hypertension is essential to developing

interventions that are both effective and contextually appropriate.

This study seeks to fill this critical knowledge gap by generating localized, context-specific
data on the levels of knowledge, attitudes, and practices related to hypertension among
outpatients at Wereda 13 Gerji Health Center. The findings will identify barriers and
facilitators to proper hypertension management, provide baseline information on KAP, and
inform the design of evidence-based strategies to improve prevention, detection, and control

of the condition.
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By providing insight into the community’s understanding and behaviors regarding
hypertension, this research will contribute to the development of culturally relevant and
operationally effective interventions. Ultimately, the study aims to support efforts to reduce
hypertension-related morbidity and mortality in Gerji and similar communities, serving as a

foundation for broader public health initiatives.
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2. LITERATURE REVIEW

2.1 Knowledge, attitude and prevention practice of hypertension
globally

Across diverse settings: including Malaysia, Afghanistan, Bangladesh and Nepal- studies
consistently show that awareness of hypertension as a disease is generally high, yet detailed
knowledge of normal blood pressure values and risk factors remains limited(17-19). For
example, while respondents in Malaysia and Afghanistan widely recognized hypertension as
a major risk factor for cardiovascular disease, stroke and renal failure, fewer correctly
identified normal blood pressure ranges(17,18). In Bangladesh, knowledge of salt intake and
obesity as risk factors was relatively strong(19), whereas in Nepal, knowledge scores were
significantly higher in metropolitan areas compared to rural ones(20), highlighting

geographic disparities.

Attitudes toward hypertension were generally positive in all four countries mentioned
above(17-20). Respondents in Malaysia expressed concern about their health if diagnosed
and emphasized the importance of regular blood pressure checks, while those in Afghanistan
strongly supported lifestyle modifications such as reducing salt intake and increasing fruit
and vegetable consumption(17,18). In Bangladesh, most adults reported favorable attitudes
toward prevention(19), and in Nepal(20), students demonstrated good attitudes despite

varying knowledge levels.

Preventive practices, however, lagged behind knowledge and attitudes. In Malaysia, regular
exercise and dietary control were limited despite awareness of risk factors(17). In
Afghanistan, many respondents reported irregular medical checkups and poor adherence to
low-salt diets(18). In Bangladesh, most adults rarely checked their blood pressure or
exercised(19), while in Nepal, similar gaps between awareness and practice were noted
among students(20). These findings underscore a global challenge: translating knowledge

and positive attitudes into consistent preventive behaviors.
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2.2 Knowledge, attitude and practice of hypertension in Africa

Across African countries such as Nigeria, Ghana, and Zimbabwe general awareness of
hypertension is high, with most respondents reporting familiarity with the condition(§8-10,12).
For example, studies in Nigeria and Ghana found awareness rates above 80%, while similar
findings were reported in Zimbabwe(9,10,12). However, this awareness often doesn’t extend
to accurate knowledge. Misconceptions about the asymptomatic nature of hypertension are
common: in Ghana, more than half of respondents didn’t know hypertension could be
symptom-less, and in Zimbabwe, only a small minority correctly identified it as

asymptomatic. Such gaps contribute to delayed detection and management(10,12).

Knowledge of risk factors also varies(8,10,12). Stress was frequently cited as a primary cause
in Nigeria and Zimbabwe, while recognition of established risk factors such as salt intake,
poor diet, and physical inactivity was inconsistent(9,10). In Nigeria, fewer than half
identified salt intake as a risk factor, whereas in Ghana and Zimbabwe reported no
knowledge of risk factors at all, underscoring uneven understanding across

populations(8,10,12).

Attitudes toward hypertension reveal both positive recognition and persistent challenges. In
Ghana, most respondents acknowledged the adverse health consequences of hypertension,
yet many demonstrated poor attitudes toward prevention and management(12). Similarly, in
Zimbabwe, traditional beliefs and reliance on herbal medicine strongly influenced
perceptions, while in Ghana, community beliefs shaped treatment-seeking behaviors(10,12).
Despite these barriers, evidence suggests that positive attitudes can predict preventive
practices: in Ghana, favorable attitudes were the strongest predictor of blood pressure

checks(12).

Preventive practices remain limited across the region(8-10,12). In Ghana, few participants
reported regular blood pressure measurement, and many sought healthcare only when unwell
rather than for preventive screening(12). In Zimbabwe, unhealthy dietary habits such as

adding salt at the table were reported(10). These findings highlight a consistent gap between
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awareness and action, with lifestyle behaviors and healthcare-seeking practices failing to

align with knowledge and attitudes.

2.3 Knowledge, attitude and practice of hypertension in Ethiopia

Evidence from Ethiopia highlights important regional differences in knowledge and
preventive practices(11,13). In Dessie, awareness and engagement were relatively higher:
two-third of participants had ever checked their blood pressure, and half demonstrated good
preventive practices(13). Yet unhealthy behaviors were widespread, including limited
physical activity, high salt intake, alcohol use, cigarette smoking and khat chewing(13).
Dietary patterns were also concerning, with frequent use of saturated fats and low fruit and
vegetable consumption. Preventive practices were strongly influenced by sex, occupation and
knowledge with women and those more knowledgeable more likely to adopt healthier

behaviors(13).

In contrast, findings from Bahir Dar revealed more pronounced gaps(11). Only 41%
respondents had any information about hypertension and more than half didn’t know the
normal blood pressure range(11). Recognition of risk factors was limited, with relatively few
identifying stress or obesity, and one-fifth unaware of potential complications(11).
Preventive practices were also weaker compared to Dessie: fewer respondents had ever
measured their blood pressure, and regular exercise was uncommon, often less than 30 min
daily(11). Substance use was notable with addictions to alcohol and other substances
reported. Overall, the majority demonstrated poor knowledge and poor preventive practices,

underscoring significant disparities between urban centers in Ethiopia(11,13).
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2.4 Conceptual framework

Independent Variables

Socio-demographic factors
e.g. age, sex, education, income

Health-related factors
e.g. BP measurement, family history, lifestyle risk

Source of health information

Dependent V3

jiables

Knowledge, Attitude and Practice
on Hypertension
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3. OBJECTIVES
3.1 General Objective

To assess the knowledge, attitude, and prevention practice (KAP) towards hypertension
among patients visiting outpatient department (OPD) at Wereda 13 Gerji Health Center, Bole
Sub-City, Addis Ababa.

3.2 Specific Objectives

1. To determine the level of knowledge about hypertension among outpatients at Wereda
13 Gerji Health Center.

2. To describe the attitudes towards hypertension among outpatients at Wereda 13 Gerji
Health Center.

3. To evaluate prevention practices related to hypertension among outpatients at Wereda 13

Gerji Health Center.

21



4. METHODOLOGY
4.1 Study design

This research utilized a quantitative cross-sectional approach to assess the level of knowledge,
attitude and prevention practice of hypertension among outpatients at Wereda 13 Gerji

Health center.

4.2 Study Area and Period

The research was carried out at Wereda 13 Gerji Health Center, a primary healthcare facility
located in Wereda 13, Bole Sub-City, Addis Ababa, Ethiopia. This center provides outpatient
services to the surrounding community; the catchment area being 52,000. The health center
provides services to 400-500 patients per day. It has 8 doctors, 45 nurses, 15 health officers,
10 midwives, 6 laboratory technicians and 7 pharmacists. The services provided include adult
and under 5 outpatient service, emergency care service, family planning, adult and youth
health service, delivery service, postnatal care, cervical cancer screening, vaccination service,

HIV diagnosis and medication provision and tuberculosis medication provision.

Data was collected in November and analyzed until February, ensuring adequate time for

data collection, and analysis.

4.3 Source and Study Population

Source Population

e The source population consisted of all adult outpatients (aged 18 years and above)
who visited Wereda 13 Gerji Health Center during the study period for various

healthcare services.

Study Population

22



e The study population comprised of systematical randomly selected outpatients from
the source population who meet the inclusion criteria and provide informed consent to

participate in the study.
Study unit

® An individual outpatient who completed the structured questionnaire during the

study period.

4.4 Inclusion and Exclusion Criteria

Inclusion Criteria

» Adult outpatients aged 18 years and above visiting Wereda 13 Gerji Health Center
during the study period.

» Patients who were willing to participate in the study and complete the questionnaire.
Exclusion Criteria

» Outpatients who were critically ill or in emergency situations requiring immediate
medical attention.

» Individuals with severe mental illness or cognitive impairment that prevents them
from understanding and responding to the questionnaire.

» Patients who had already been diagnosed with hypertension and were currently on
anti-hypertensive medication.

» Individuals who didn’t consent to involve in the study

4.5 Sample Size Determination

The sample size was determined using the single population proportion formula. To ensure
sufficient power for each of the three primary outcomes, separate sample sizes were
calculated for knowledge, attitude and practice domains using distinct, context-specific

prevalence(P) values derived from the literature. The proportion for good knowledge
23



(P=0.154) was based on a finding from a study done in Bahir dar, Ethiopia(11). And the
proportion for good practice (P=0.042) was also sourced from the same study(11). The final
sample size for this study was the largest value obtained from these three separate

calculations.

¢ The prevalence estimate (P) for knowledge, attitude and practice will be 0.154, 0.5, and
0.042 respectively

¢ Margin of error (d): 5% (0.05).

< Confidence level: 95% (Zo/2 = 1.96).

Formula: n = (Za/2)? * p * (1-p) / d?

Sample size was calculated for knowledge, attitude and practice separately and the value was
200, 384 and 62. The highest value among the three which is 384 was taken. The non-

response rate was considered to be 10% making the final sample size 422.

4.6 Sampling Procedure

A simple random sampling technique was employed to select study participants from the
outpatient department of Wereda 13 Gerji health center. A list of eligible outpatients visiting
the department during the data collection period was used as a sampling frame. Each patient
was assigned a unique identification number and the required number of participants was
selected using a random number generator. This approach ensured that every outpatient had

an equal chance of being included in the study, thereby minimizing selection bias.

4.7 Variables of the Study
Dependent Variables

0,

s Knowledge of hypertension
% Attitude towards hypertension

0,

¢ Practice of hypertension
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Independent Variables:

< Socio-demographic characteristics (e.g., age, sex, education level, occupation, income)
¢ Health-related factors (e.g., blood pressure measurement practice, family history of
hypertension, life-style and behavior risk)

+» Source of health information

4.8 Operational Definitions

Several studies assessing community knowledge, attitude and practice (KAP) towards
hypertension have used structured questionnaires with similar scoring and classification
methods. In a study conducted in Nigeria, Zimbabwe and Ghana(8,10,12) knowledge was
measured through questions on awareness, risk factors, complications and prevention, with
correct responses scored as 1 and incorrect or “don’t know” responses scored as 0. Total
scores were categorized as poor, or good based on percentage thresholds. Comparable
approaches were reported in a study done in Ethiopia(14) where KAP domains were
measured using structured items on awareness, beliefs and preventive practice such as diet,
physical activity, salt reduction, alcohol and tobacco use and blood pressure monitoring.
These studies applied percentage-based classification systems (good >=50% and poor <50%)
and Likert-scale measures for attitude assessment. The present study adopted these
established methods and aligned its operational definitions with prior validated KAP research
and with WHO/World Hypertension League frameworks for hypertension prevention and

control.
4.8.1 Knowledge of Hypertension:

» Assessed using a six questions from section B of the questionnaire, covering
awareness of hypertension, normal blood pressure levels, asymptomatic nature, risk
factors, complications, and prevention/control measures.

»  Scoring: correct answers scored as 1 and incorrect/don't know as 0. Total scores will
be categorized as good or poor based on predefined cut-off points(13) maximum

score being 6.
25



» Good knowledge : answering >= 50% of the questions correctly (a score of >=3
out of 6)

» Poor knowledge: answering <50% of the questions correctly (a score of 0, 1 or 2)
4.8.2 Attitude Towards Hypertension:

» Measuring using 6 items in Section C of the questioner on a 5-point Likert scale
(strongly agree to strongly disagree), addressing beliefs and perceptions about
hypertension prevention, lifestyle modification, blood pressure monitoring, and
medication adherence(12). The maximum possible score for each question being 5.

» Classification

» Positive attitude: answering >50% of total questions correctly (a score of >=15)

» Negative attitude: answering <50% of total questions correctly (a score of <15)
4.8.3 Practice of Hypertension:

v Evaluated using 10 items form Section D of the questioner, including; blood
pressure measurement history (ever, last check), routine health check-ups,
lifestyle behavior (physical activity, diet, salt intake, alcohol use, smoking, khat
chewing)(11,13), maximum score being 10.

v" Classification(13)

v Good practice: answering >=50% of the questions (a score of >=5)

V' Poor practice: answering <50% of the questions (a score of <5)
4.9 Data Collection Tools and Procedures

4.9.1 Data Collection Tool

A structured, interviewer-administered questionnaire was used to collect data on socio-
demographic characteristics, knowledge, attitude, and practice regarding hypertension. The

questionnaire was be adapted from previously validated tools used in similar KAP
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studies(11,13) and was translated into Amharic (local language). The questionnaire included

sections on:

» Socio-demographic characteristics:
o Age, sex, education level, occupation, marital status, income, etc.
» Knowledge:

o Questions assessing participants' understanding of hypertension, its risk
factors, asymptomatic nature, complications, and prevention.

> Attitude:

o Questions exploring participants' beliefs and perceptions about hypertension
prevention, lifestyle modification, blood pressure monitoring, and medication
adherence.

» Practice:
o Questions on participants' history of blood pressure measurement, routine

health check-ups, and lifestyle behavior.

4.9.2 Data Collectors

Data was collected by trained health extension workers and volunteers who are fluent in
Amharic. Training covered the study objectives, data collection procedures, ethical

considerations, and proper administration of the questionnaire.

4.9.3 Pre-testing

The questionnaire was be pre-tested on 5% of the calculated sample size at Dill Fere health
center with a similar outpatient profile to assess its clarity, comprehensibility, and cultural

appropriateness. Necessary modifications were made based on the pre-test findings.

4.9.4 Data Quality Control

To ensure data quality, the following measures were implemented:

27



» Training of Data Collectors: Comprehensive training was provided to data collectors.

» Supervision: Daily supervision was conducted by the principal investigator and
supervisors to ensure adherence to data collection protocols.

» Daily Review: Completed questionnaires were reviewed daily for completeness,

consistency, and accuracy.
4.9.5 Data Processing and Analysis

Data was entered and analyzed using statistical package of social science SPSS version 23.
Descriptive statistics (frequencies, percentages, and means) will be used to summarize socio-

demographic characteristics and KAP levels.

To identify independent predictors of knowledge, attitude and practice levels, bivariate
logistic regression analyses was performed. Variables demonstrating a p-value of less than
0.25 in the bi-variate analysis were included in the multivariate logistic regression models to

adjust for potential confounders.

4.10 Ethical Considerations

Ethical approval for the study was obtained from the Institutional Review Board (IRB) of
SPHMMC. Permission was also sought from Wereda 13 Gerji Health Center administration
and relevant local health authorities. Informed written consent was obtained from each study
participant after explaining the study's objectives, procedures, benefits, risks, and their right
to withdraw at any time without affecting their healthcare services. Confidentiality and
anonymity was maintained throughout the study by assigning unique identification codes to
participants and ensuring data was stored securely. The study did not interfere with the

normal healthcare delivery at the health center.

4.11 Dissemination of Findings

The findings of this study will be disseminated through multiple channels including peer-
reviewed publications, conference presentations, and workshops with local health authorities.
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The results will be shared with Wereda 13 Gerji Health Center administration and staff to

inform the development of targeted interventions and educational programs aimed at

Improving hypertension screening awareness and practices among outpatients.

Additionally, findings will be communicated to relevant stakeholders in the Ethiopian health
system to contribute to evidence-based policy development for hypertension prevention and

control programs.
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5. RESULT

5.1 Socio-demographic Characteristics

A total of 422 participants were included in the study. Majority of the participants (81.0%)
were younger than 50; with the largest age group being 30-39 constituting 35.5%, followed
by 18-29 years (26.8%). Of the respondents 53.6% were females and most respondents

(71.6%) were married.

Table 1: Socio-demographic characteristics (age, sex and marital status) of participants

Demographic Variables Category Frequency Percent (%)

Age of Participant 18-29 113 26.8
30-39 150 355
40-49 79 18.7
50-59 38 9.0
60 and above 42 10.0

Sex of participants Male 196 464
Female 226 53.6

Marital Status of participants Single 100 23.7
Married 302 71.6
Divorced 7 1.7
Widowed 13 3.1

Overall, 80% of the respondents had attained at least a primary school education. Among
them 36.5% had a secondary school level of education, while 23.7% had a college or
university degree. In contrast, 13% of the participants were illiterate. Approximately 60%
respondents had some form of work, either through employment or self-employment, while
38% were unemployed. With respect to monthly income, majority of the participants around

75% of participants earned between 5,000 to 15,000.
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Table 2: Socio-demographic characteristics (Educational level, occupation and monthly
income) of participants

Frequenc
Education & Occupation Category Percent (%)
Educational Status Illiterate 55 13.0
Read & Write 25 5.9
Primary
88 20.9
School
Secondary
154 36.5
School
College/Unive
100 23.7
rsity
Occupation Student 7 1.7
Employed 169 40.0
Self-
87 20.6
employed
Unemployed 159 37.7
Monthly income <5,000 birr 74 18.9
5,000-10,000
384
birr
10,001-15,000
142 36.3
birr
>15,000 birr 25 6.4
Total 391 100
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5. 2 Knowledge of hypertension

Among the participants, 93.1% had heard of hypertension and 73.6% of them believed that it
could be prevented. When asked about its clinical presentation, 38% correctly identified that
it can be asymptomatic, while 22% believed it always presents with symptoms and 39% of
them didn’t know. Regarding knowledge of normal blood pressure ranges, 60% answered

correctly whereas the remainder either answered incorrectly or were uncertain

Table 3: Knowledge regarding hypertension

Variable Category Frequency (n) Valid Percent (%)
Have you heard about hypertension?

Yes 393 93.1

No 29 6.9

What is the normal blood pressure measurement?

<120/80 mmHg (Correct) 252 60.1

140/90 mmHg 30 7.2

Don't know 137 32.7
Total 419 100
Missing 3

Can Hypertension occur without symptoms?

Yes 159 38.2
No 91 219
Don't know 164 394
Missing 6
Can Hypertension be prevented/ controlled?
Yes 310 73.6
No 18 43
Don't know 91 21.6
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When respondents were asked to identify the risk factors for hypertension using a multi-
response format, excessive salt intake was the most frequently cited (86.7%), followed by
stress (68.2%) and alcohol consumption (59%). Less than half of the respondents identified
lack of physical activity (40.5%) and smoking (37.7%) as risk factors. Biological factors such
as being overweight/obese (16.4%) and family history (15.2%) were the least recognized
while 7.1% of the respondents didn't know any risk factors.

Table 4: Knowledge of risk Factors (Multi-response question)

Which are risk factors of hypertension Frequency (N) Percent of Cases (%)

Risk: Too much salt intake 356 86.7
Risk: Alcohol use 249 59

Risk: Stress 288 68.2
Risk: Lack of physical activity 171 40.5
Risk: Smoking 159 37.7
Risk: Overweight/Obesity 69 16.4
Risk: Family history 64 15.2
Risk: I don't know 30 7.1

Regarding potential health consequences of untreated hypertension, heart disease was the
most frequently identified complication, noted by 56.4% of the participants. Stroke was
recognized by 41% of respondents while kidney disease was identified by 32.7% and
blindness was the least recognized complication, reported by 12.8%. A total of 20.6% didn’t

know any complications associated with high blood pressure.

Table 5: Knowledge of Complications (Multi-response question)

Which ones are the complications of hypertension Frequency (N) Percent (%)

Complication: Heart disease 238 56.4
Complication: Stroke 173 41

Complication: Kidney disease 138 32.7
Complication: Don't know 87 20.6
Complication: Blindness 54 12.8
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Overall 187 (44.3%) of the participants demonstrated good knowledge while the rest 235
(55.7%) had poor knowledge.

Table 6: Knowledge level regarding hypertension of the participants (n=422)

Knowledge level Frequency Percent
Good knowledge 187 44.3%
Poor knowledge 235 55.7%

Bi-variate analysis revealed that age (P=0.171), sex (P<0.001), educational status (P<0.001),
occupation (P<0.001), monthly income (P<0.001), and marital status (P=0.005) were
associated with knowledge levels and thus considered for inclusion in the multivariate

logistic models.

To identify independent predictors of good knowledge regarding hypertension, variables that
demonstrated a p-value of less than 0.25 in the bi-variate analysis (Age, Sex, Educational
status, Occupation, Monthly income and Marital status) were included in multivariate logistic

regression models.

In the final multivariate model some factors emerged as independent predictors of knowledge.
Educational status consistently showed a strong positive association. Individuals with a
college/university education had approximately 21 times the odds of having good knowledge
compared to those who were illiterate (AOR=20.98, 95% CI: 7.66-57.42, P<0.001). Similarly
monthly income demonstrated a significant positive relationship with knowledge. Individuals
earning >15,000 birr had approximately 6.8 times the odds of good knowledge compared to

those earning less than 5,000 birr (AOR=6.783, 95% CI: 2.06-22.318, P=0.002).
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Conversely age, marital status, sex and occupation despite being considered for the
multivariate model based on their bi-variate p-value <0.25, didn’t retain statistical

significance as independent predictors in the final model.

Table 7: Multivariate logistic regression analysis of factors associated with knowledge levels.
(n=422) Reference categories: Educational Status (Illiterate), Monthly Income (Less than

5000 Birr).

Variable Category COR  (95% | P-value AOR (95% | P-value
CI) (Bivariate) CI) (Multivariate)
Educational | Illiterate (Ref) 1.00 (Ref) - 1.00 (Ref) -
Status
Read & Write 2.579 0.137 4412 0.030
(0.739- (1.151-
8.996) 16.907)
Primary School 3.425 0.012 3.768 0.011
(1.307- (1.352-
8.976) 10.497)
Secondary School | 7.171 0.000 6.739 0.000
(2.901- (2.594-
17.724) 17.510)
College/University | 27.341 0.000 20.980 0.000
(10.393- (7.665-
71.924) 57.423)
Monthly <5000 Birr (Ref) | 1.00 (Ref) - 1.00 (Ref) -
Income
5000-10000 Birr 2.511 0.004 2.079 0.036
(1.350- (1.048-
4.673) 4.124)
10001-15000 Birr | 3.685 0.000 2.683 0.006
(1.972- (1.329-
6.887) 5.413)
> 15000 Birr 8.000 0.000 6.783 0.002
(2.879- (2.061-
22.227) 22.318)

5.3 Attitude regarding hypertension

With respect to lifestyle interventions, majority of participants agreed or strongly agreed that

reducing salt intake (94.6%), engaging in physical activity (93.9%) and managing stress
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(91.7%) are effective preventive measures. Overall, about 92% of respondents believed that

lifestyle changes play a key role in preventing high blood pressure. Attitudes towards

screening in the absence of symptoms were less when compared to the prior figures; while

73.2% agreed or strongly agreed that it is important to check blood pressure, 25.1% remained

neutral. Similarly, with respect to medications,74.6% stated they would take prescribed anti-

hypertensive medication regularly if diagnosed. However, a combined 25.5% were either

unsure (18.1%) or unwilling (7.4%) to commit to regular medication.

Table 8: Attitude regarding hypertension among participants

Attitude Statement Response Frequency (n) Valid Percent (%)
Strongly Agree 82 19.4
. . L Agree 227 53.8
Checking BP without symptoms is important
Neutral 106 25.1
Disagree 7 1.7
Strongly disagree 0 0
Strongly Agree 228 54.2
Agree 170 40.4
Reducing salt can prevent hypertension Neutral 17 4.0
Disagree 3 0.7
Strongly Disagree 3 0.7
Strongly Agree 226 53.6
Physical activity helps prevent hypertension Agree 170 40.3
Neutral 23 55
Disagree 3 0.7
Strongly Agree 230 54.6
Agree 156 37.1
) Neutral 31 74
Stress management is important Disagree 4 1.0
Missing 1
Strongly Agree 191 45.5
Lifestyle changes prevent hypertension Agree 194 46.2
Neutral 32 7.6
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Attitude Statement Response Frequency (n) Valid Percent (%)

Disagree 3 0.7

Missing 2

Yes 314 74.6
Would take medication regularly if diagnosed No 31 74

Not Sure 76 18.1

Overall 343 (81.3%) of the respondents had good attitude while 79 (18.7%) had poor attitude.

Table 9: Attitude level regarding hypertension of the participants (n=422)

Attitude level Frequency Percent
Good attitude 343 81.3%
Poor attitude 79 18.7%

Bi-variate analysis that age (p=0.007), sex (p=095), educational status (p=0.001), and
knowledge level (p<0.001) were associated with attitude levels and thus considered for
inclusion in the multivariate model. Variables with a p-value greater than 0.25 were excluded

from further analysis

In the multivariate model age, educational status, and knowledge level emerged as
independent predictors of attitude. Age showed a strong positive association. Individuals that
were 60 years and above had approximately 8.5 times the odds of having a good attitude
compared to those between 18-29 years old (AOR=8.474, 95% CI: 2.34-30.696, p=0.001).
Educational status also demonstrated a significant positive relationship with attitude.
Individuals with a college/university education had approximately 6.5 times the odds of
having a good attitude compared to those were illiterate (AOR=6.518, 95% CI: 1.989-21.354,
p=0.01). Furthermore knowledge level was identified as a significant independent predictor
with approximately 2.3 times the odds of having a good attitude compared to those with a

lower knowledge level (AOR=2.326, 95% CI: 1.228-4.404, p=0.01).
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Table 10: Multivariate logistic regression analysis of factors associated with attitude levels

(n=422). Reference categories: Age (18-29 years), Educational Status (Illiterate), Knowledge

Level (Poor Knowledge).
Variable Category COR  (95% | P-value AOR  (95% | P-value
CD (Bivariate) CD (Multivariate)
Age 18-29 years (Ref) | 1.00 (Ref) - 1.00 (Ref) -
30-39 years 2.181 (1.192- | 0.011 2.321 (1.212- | 0.011
3.990) 4.446)
40-49 years 1.556 (0.785- | 0.206 1.991 (0.916- | 0.082
3.084) 4.327)
50-59 years 3.358 (1.102- | 0.033 6.914 (2.058- | 0.002
10.229) 23.232)
60 or above 3.753 (1.239- | 0.019 8.474 (2.340- | 0.001
11.372) 30.696)
Educational Illiterate (Ref) 1.00 (Ref) - 1.00 (Ref) -
Status
Read & Write 0.658 (0.231- | 0.432 1.170 (0.355- | 0.796
1.871) 3.859)
Primary School 0.738 (0.341- | 0.441 1.418 (0.564- | 0.458
1.598) 3.568)
Secondary School | 1.597 (0.750- | 0.224 2.997 (1.184- | 0.021
3.399) 7.591)
College/University | 4.112 (1.530- | 0.005 6.518 (1.989- | 0.002
11.050) 21.354)
Knowledge Poor Knowledge | 1.00 (Ref) - 1.00 (Ref) -
Level (Ref)
Good Knowledge | 3.292 (1.868- | 0.000 2.326 (1.228- | 0.010
5.801) 4.404)

5.4 Prevention practice regarding hypertension

Assessment of respondents’ practices showed that 84.6% of them had their BP measured
before among them nearly 60% had their blood measured within the past six months. Of
these 30.8% within the last month and 28.7% between one and six months prior while 14.5%

reported they couldn’t recall the last time they were checked. However, when assessing the
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practice of seeking medical check-ups, 91.3% of the participants don’t seek medical check-

ups when feeling well.

Table 11: Prevention practice regarding hypertension

Variable Category Frequency (n) Valid Percent (%)
Yes 356 84.6
Ever had BP measured? No 65 15.4
Missing 1
Within last month 117 30.8
1-6 months ago 109 28.7
When was last BP check?
> 6 months ago 98 25.8
Don't remember 55 14.5
Missing 42
Do you go for check-up even when well? Yes 34 87
No 357 91.3
Missing 3

Dietary practices revealed that only 3.1% of respondents consume fruits and vegetables daily,
while 41.2% rarely or never consumed them and 45.3% reported intake one to two times per
per week. With respect to salt use, overall, around 75% add salt at least occasionally, with
2.2% of them adding extra salt at the table always and 46% doing so sometimes. In relation
to physical activity, 54.8% reported daily activity and 37.6% exercised one to four times
weekly while 7.7% described themselves as sedentary. Alcohol consumption was reported by
48.5% of participants, with more than half of the drinkers consuming occasionally (68.5%),
while 29% drank weekly and 2% daily. Tobacco use was reported by 4.8% of respondents.

Similarly chat chewing was reported by 3.6% of participants.

Table 12: Practices regarding dietary habits and substance use
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Frequency  Percent%

Daily 13 3.1
How frequently do you eat fruits/vegetables? 12 t%mes per week 187 453

3-4 times per week 43 10.4

Rarely/Never 170 41.2
Missing 9

Always 9 22
Do you add extra salt at table? Sometimes 190 401

Rarely 109 26.5

Never 104 25.2

Daily 229 54.8

. 1-2 times per week 91 21.8

How frequently do you exercise? .

3-4 times per week 66 15.8

Rarely/Never 32 7.7
Missing 4

Yes 204 48.5
Do you drink alcohol?

No 217 51.5
Missing 1

Daily 4 2
If yes, how often? Weekly 59 29.1

Occasionally 139 68.5
Missing 219
Do you currently smoke tobacco? Yes 20 48

No 400 95.2
Missing 2

Yes 15 3.6
Do you currently chew khat?

No 406 96.4
Missing 1

Overall 277 (65.6%) of the participants showed good practice while 144 (34.1%)

demonstrated poor practice.

Table 13: Practice level regarding hypertension of the participants (n=422)
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Practice level Frequency Percent

Good practice 277 65.5%

Poor practice 144 34.1%

Bi-variate analysis revealed that age (p=0.048), sex (p=0.001), marital status (p=0.222),
attitude level (p=0.161), and knowledge level (p=0.075) were associated with practice levels

and thus considered for inclusion in the multivariate model.

In the multivariate model age, sex and knowledge level appeared as independent predictors
of practice. Age showed a significant association, with older individuals having increased
odds of good practice. Those in the range between 50-59 years 2.9 times the odds of good
practice compared to those between 18-29 years (AOR=2.292, 95% CI:1.255-6.837,
p=0.013). Sex was also a significant independent predictor, with females having
approximately 2.7 times the odds of good practice compared to males (AOR=2.654, 95% CI:
1.688-4.173, p=0.001). Furthermore knowledge level was identified as a significant
independent predictor, with individuals having good knowledge showing approximately 2
times the odds of good practice compared to those with lower knowledge (AOR=1.979, 95%
CI: 1.254-3.122, p=0.003)

Table:14 Multivariate logistic regression analysis of factors associated with practice levels

(n=422). Reference categories: Age (18-29 years), Sex (Male), Knowledge Level (Poor

Knowledge)
Variable Category COR  (95% | P-value AOR  (95% | P-value
CI) (Bivariate) CI) (Multivariate)
Age 18-29  years | 1.00 (Ref) - 1.00 (Ref) -
(Ref)
30-39 years 1.678 (1.010- | 0.046 1.579 (0.938- | 0.086
2.787) 2.658)
40-49 years 1.531 (0.840- | 0.164 1.661 (0.893- | 0.109
2.790) 3.090)
50-59 years 2.144 (0.952- | 0.066 2.929 (1.255- | 0.013
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4.830) 6.837)
60 years or | 1.914 (0.890- | 0.097 2.639 (1.177- | 0.018
above 4.117) 5.916)
Sex Male (Ref) 1.00 (Ref) - 1.00 (Ref) -
Female 2.005 (1.332- | 0.001 2.654 (1.688- | 0.000
3.016) 4.173)
Knowledge Poor 1.00 (Ref) - 1.00 (Ref) -
Level Knowledge
(Ref)
Good 1.452 (0.963- | 0.075 1.979 (1.254- | 0.003
Knowledge 2.189) 3.122)
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6. DISCUSSION

6.1 Knowledge of hypertension

The findings showed that 44.3% of participants demonstrated good knowledge of
hypertension indicating moderate awareness, yet it also highlights a substantial knowledge
gap in the population. Compared to studies in Dessie (36.3%)(13) and Bahir Dar (28%)(11),
the higher proportion here suggests some progress in public health education, but the fact that
more than half of respondents still lack adequate knowledge underscores the need for
intensified community-level interventions. This gap is particularly concerning given

hypertension’s high prevalence and silent progression.

Awareness of hypertension was high (93.1%), consistent with global reports from Nigeria,
Afghanistan, and Malaysia, where awareness exceeded 89%(9,17,18). Such widespread
recognition reflects the success of broad health messaging campaigns. However, the critical
weakness lies in understanding its asymptomatic nature: only 38% correctly identified
hypertension as a silent condition. This mis-perception is dangerous, as it may delay
diagnosis and treatment, reinforcing WHO’s concern that many adults remain unaware of
their condition(3). The contrast with Bahir Dar and Zimbabwe suggest that while awareness
campaigns are effective in raising recognition, they often fail to communicate the subtler,

more clinically important aspects of the disease(10,11).

Knowledge of normal blood pressure levels was relatively strong (60%), aligning with
findings from Malaysia and Afghanistan(17,18). This suggests that basic numeric thresholds
are more easily communicated and retained than abstract concepts like asymptomatic
progression. However, the uneven distribution of knowledge across domains points to
selective retention of information, possibly influenced by the way health education is

delivered.
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Risk factor recognition was skewed toward lifestyle-related causes such as salt intake, stress
and alcohol, while biological and genetic predispositions were poorly understood. This
pattern reflects a tendency for communities to associate disease with visible or culturally
emphasized behaviors while underestimating hereditary and metabolic risks. Such gaps may
hinder early detection in individuals with family history or obesity, groups that are
particularly vulnerable. Similar findings in Nigeria and Zimbabwe reinforce the idea that
public health campaigns often emphasize diet and stress but neglect genetic and metabolic

contributors(8,10).

Complications of untreated hypertension were partially recognized, with heart disease and
stroke being most frequently cited. The lower awareness of kidney disease and blindness, and
the fact that one-fifth of respondents could not identify any complications, suggests that the
population underestimates the full spectrum of hypertension’s consequences. This limited
understanding may reduce motivation for preventive behaviors and adherence to treatment.
Broader education that emphasizes less obvious but equally severe outcomes is therefore

essential.

Independent predictors of good knowledge included educational status and monthly income
where individuals with better educations and income were more likely to have good
knowledge. This is reinforced by the Bahir Dar study, which also found that educational
status and occupation were significantly associated with knowledge levels(11). This suggests
that interventions must consider these socioeconomic disparities to effectively bridge the

knowledge gap.

6.2 Attitude of hypertension

Overall, the study revealed a predominantly favorable attitude towards hypertension, with
81.3% of respondents demonstrating good attitude. This aligns with findings in Bangladesh
(85.68%) and Malaysia indicating a generally positive global outlook towards the
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disease(17,19). This high level of positive attitude is encouraging, suggesting that the
population generally recognizes the importance of addressing hypertension. Attitudes
towards lifestyle interventions were particularly strong, with high agreement rates for
effectiveness of reducing salt intake, engaging in physical activity and managing stress. And
a significant majority acknowledged the crucial role of lifestyle changes in the prevention
which are consistent with findings in Afghanistan(18). This indicates a strong theoretical

acceptance of preventive measures.

However attitudes towards asymptomatic screening were slightly lower with 25.1% being
neutral. This suggests a lack of awareness regarding hypertension’s asymptomatic nature,
potentially hindering proactive health-seeking behaviour. This gap between general positive

attitude and specific preventive action highlights a potential area for targeted messaging.

Taken together, these findings suggest that while the population is broadly supportive of
preventive measures, targeted educational campaigns are needed to emphasize the silent
progression of hypertension and the importance of early detection. Strengthening awareness
of asymptomatic screening could bridge the gap between favorable attitudes and effective

preventive action, ultimately improving hypertension control at the community level.

Independent predictors of a good attitude included age, educational status, and knowledge
level. Older individuals (60+ years) were 8.5 times more likely to have a good attitude. This
could be attributed to increased personal experience with health issues, greater exposure to
health information over time, or the influence of social network. Higher education increased
the odds by 6.5 times and good knowledge also significantly predicted a positive attitude.
These findings reinforce the inter-connectedness of KAP components, where knowledge

positively influences attitude, and both are shaped by demographic factors(12,14).

45



6.3 Practice regarding hypertension

The study found that two-thirds of participants showed good practice,This finding is
comparable to Dessie (50.1% good preventive practices)(13) but higher than Bahir Dar
(15.7% good preventive practices)(11). While this suggests moderate engagement, the
remaining one-third with poor practice highlights an underlying challenges in translating

knowledge and positive attitudes into consistent health behaviors.

Specific practice indicators revealed areas of concern. Although nearly more than half the
respondents had their blood pressure measured within the past six moths, a significant
proportion couldn’t recall their last check. More strikingly, 91% of participants reported not
seeking medical check-ups when feeling well, consistent with the study from Ghana(9). This
reactive approach to health monitoring rather than a proactive one is a direct consequence of
limited understanding of hypertension’s asymptomatic nature. It implies that individuals are
waiting for overt symptoms before engaging with healthcare, potentially missing critical

opportunities for early detection and intervention.

Dietary practices were particularly concerning, with only 3.1% consuming fruits and
vegetables daily, and 41.2% consumed rarely or never never consuming them, similar to
findings in Dessie, where 47.6% reported infrequent fruit and vegetable intake(13). Salt
consumption was also concerning; with three-quarters of respondents adding salt at least
occasionally. This finding is consistent with results from Zimbabwe (59.8%) and Malaysia
(83.6%)(10,17). These findings suggest that deep-rooted dietary habits and affordability

issues remain significant barriers.

Alcohol consumption was reported by nearly half of participants, almost identical to the rate
found in Dessie (49.4%)(13). However, there is a marked difference in khat chewing, with
only 3.6% of participants reporting it, compared to a significant 47.6% in Dessie(13).
Tobacco use was seen in only 4.8% of participants which is lower than Dessie (12%) (13).
This variations in substance use patterns suggest regional and cultural influences that must be

considered in localized health interventions.
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These practice levels, particularly regarding regular check-ups and dietary habits, are lower
than optimal and suggest that while individuals may possess knowledge and positive attitude,
systemic or individual barriers hinder the adoption of healthy behaviors. Public health
strategies should therefore prioritize bridging this gap by promoting proactive screening,
culturally sensitive dietary interventions and localized approaches to substance use.
Addressing both individual perceptions and systemic barriers is essential to strengthen

hypertension prevention practices.

Independent predictors of good practice included age, sex and
knowledge level. Older individuals had significantly higher odds of
good practice; 2.9 times more likely to have good practice suggesting
that life experience and potentially greater exposure to health
information or chronic condition may drive better adherence to
practice. Females had approximately 2.7 times the odds of good
practice compared to males. This reinforces findings from Dessie where
females were 1.8 times more likely to have good practice. This gender
difference in health seeking behaviors and adherence to preventive
measures has been observed in Nigeria and South Africa as well(8,21),
with females often demonstrating more diligent health practices.
Furthermore individuals with good knowledge level were 1.9 times
more likely to have good practice, which was consistent with
Dessie(13). This finding is consistent with the KAP model, where
knowledge and attitude are foundational to practice(14)6.4 Strength
and limitation

Strength
1. Ethical conduct

The study adhered to strict ethical guidelines, obtaining approval from the Institutional
Review Board (IRB) of SPHMMC and relevant local health authorities. Informed written
consent was secured from all participants, with assurances of confidentiality and anonymity,

safeguarding their rights and well-being.
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2. Targeted focus and dissemination plan

By focusing on a specific health center the study provides valuable insights relevant to that
community, facilitating the development of targeted interventions. Furthermore, the plan on
disseminate findings through peer-reviewed publications, conferences, and worships with
local health authorities ensures that the research contributes to evidence-based policy

development and practical improvements in hypertension management.

Limitations

1. Cross-sectional design constraints

As a cross-sectional study, it captures KAP at a single point in time, which inherently limits
the ability to establish cause-and-effect relationships to track changes in KAP over time.

Longitudinal studies would be necessary to understand the dynamic nature of these factors.

2. Recall bias

For questions related to past practices, such as the last blood pressure check or dietary habits,
participants’ responses might be subject to recall bias, where their memory of events or

behaviors may not be entirely accurate.
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7. CONCLUSION

This study assessed the Knowledge, Attitude and Practice (KAP) regarding hypertension
among outpatient clients at Wereda 13 Gerji Health Center. The findings revealed that a
significant portion of participants, 44.3%, demonstrated good knowledge of hypertension,
while 81.3% exhibited a favorable attitude towards thee condition. However, good practice
regarding hypertension prevention was observed in 65.5% of the participants, indicating a

notable gap between knowledge, attitude and actual preventive behaviors.

A critical concern identified is the limited awareness of hypertension’s asymptomatic nature,
with only 38% of participants correctly identifying it as such. This lack of understanding
contributes to a reactive approach to health-seeking, as evidenced by 91.3% of participants
not seeking medical check-ups when feeling well. Additionally, sub-optimal dietary practices,
particularly low fruit and vegetable intake and high salt consumption, remain prevalent

despite generally positive attitudes towards lifestyle interventions.

These findings underscore the need for targeted public health interventions that not only
enhance knowledge but also actively translate positive attitudes into consistent healthy

practice. Addressing the identified gaps in understanding the asymptomatic nature of
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hypertension and promoting proactive health-seeking behaviors are crucial steps towards

improving hypertension management and reducing its burden in communities.

8. RECOMMEDATION

For Wereda 13 Gerji Health Center and Local Health Authorities

1. Develop target health education programs: Implement comprehensive health education
campaigns specifically designed to address the identified knowledge gaps, particularly
concerning the asymptomatic nature of hypertension, less recognized risk factors (like
obesity, family history, lack of exercise and smoking) and the full spectrum of complications
(like kidney disease and blindness).

2. Promote proactive screening and regular check-ups: Initiate and strengthen programs that
encourage regular blood pressure screening, even in the absence of symptoms. This could
involve community outreach, awareness campaigns emphasizing the importance of
preventive care, and making screening services more accessible and convenient within the
health center.

3. Integrate nutritional counseling: Enhance nutritional counseling services within the
outpatient department, focusing on promoting daily fruit and vegetable consumption and

educating patients on reducing salt intake.
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4. Continuous monitoring and evaluation: Regularly assess the KAP levels of outpatient
clients to track the effectiveness of implemented interventions and make necessary

adjustments to health promotion strategies.
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10. ANNEX

Questionnaire (English Version)

St. Paul’s Hospital Millennium Medical Collage

A questionnaire prepared to assess Knowledge, Attitude and Practice of
Hypertension Among Outpatient Clients at Wereda 13 Gerji Health
Center Addis Ababa, Ethiopia

Individual Consent Form

Contact information

If you have any question about the study or your participation, please contact
Principal investigator:

Name- Nardos Abera (medical intern)

Phone number- 0937643958

Email address- nardabera4 @ gmail.com

St. Paul’s Hospital Millennium Medical College

Study Title:
Knowledge, Attitude, and Practice of Hypertension Among Outpatient Clients at Wereda
13 Gerji Health Center, Addis Ababa, Ethiopia
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Introduction:

You are invited to participate in a research study that aims to assess the knowledge, attitude,
and practice (KAP) of hypertension among clients attending Wereda 13 Gerji Health Center.
The findings from this study will help provide important information for planning awareness

and prevention strategies for hypertension in the community.

Participation:
If you agree to participate, you will be asked to complete a self-administered questionnaire.

This will take about 1015 minutes.

Confidentiality:
Your name and any personal identifying information will not be recorded on the
questionnaire. All responses will be kept strictly confidential and will be used only for

research purposes. No information will be shared with anyone outside the research team.

Risks and Benefits:
There are no expected risks or harms associated with your participation in this study. While
you may not directly benefit, your contribution will help generate valuable information that

can improve the prevention and management of hypertension in the future.

Voluntary Participation:
Your participation is entirely voluntary. You have the full right to refuse to participate, skip
any question, or withdraw from the study at any time without any penalty or impact on the

health services you receive at this facility.

Individual Consent Statement:

I have read (or been read) the above information. I understand the purpose of the study and
what my participation involves. I have had the opportunity to ask questions, and my
questions have been answered to my satisfaction. Therefore, I voluntarily agree to participate

in this study.
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Participant’s Signature/Thumbprint: Date: //2025

Data Collector’s Name & Signature: Date: //2025

Section A: Demographic section

1. Age: []18-29 years []30-39 years [_140-49 years [] 50-59 years [] >=60 years
2.Sex: 00 Male O Female

3. Marital status: [ Single [ Married [ Divorced [0 Widowed

4. Educational level: (0 No formal education [0 Primary O Secondary ™ College/University

5. Occupation: O Student LI Formally Employed [ Self-employed [ Unemployed L1 Other:

6. Monthly household income (ETB): OO <5,000 O 5,000-10,000 O 10,001-15,000
O >15,000

Section B: Knowledge About Hypertension
1. Have you ever heard of hypertension (high blood pressure)?

O Yes OO No

2. What is the normal blood pressure level?
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O <120/80 mmHg [ 140/90 mmHg [ Don’t know

3. Can hypertension occur without symptoms?

OYes ONo O Don’tknow

4. Which of the following are risk factors for hypertension? (Check all that apply)

O Too much salt in diet

0 Overweight/obesity

O Lack of physical activity

0] Smoking

O Alcohol use

O Stress

U1 Family history of hypertension
O Don’t know

5. Which of the following are complications of uncontrolled hypertension? (Check all that

apply)

O Stroke [0 Heart disease (] Kidney disease (] Blindness [1 Don’t know
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6. Can hypertension be prevented?

[ Yes [ No O Don’t know

Section C: Attitude about hypertension

1. Do you think checking blood pressure regularly is important even without symptoms?

O Strongly agree O Agree 0 Neutral (1 Disagree (1 Strongly disagree

2. Do you believe reducing salt intake can prevent hypertension?

O Strongly agree O Agree [0 Neutral (1 Disagree (1 Strongly disagree

3. Do you think regular physical activity helps prevent hypertension?

O Strongly agree O Agree [0 Neutral (1 Disagree (1 Strongly disagree

4. Do you believe stress management is important to prevent hypertension?

[ Strongly agree [1 Agree [1 Neutral I Disagree 1 Strongly disagree
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5. If you were diagnosed with hypertension, would you take medications regularly as advised?

[0 Yes O No [ Not sure

6. Do you believe lifestyle changes (healthy diet, exercise, no smoking, no alcohol) are

important to prevent hypertension?

O Strongly agree O Agree [0 Neutral (1 Disagree (1 Strongly disagree

Section D: Practice Towards Hypertension

1. Have you ever had your blood pressure measured by a health professional?

O Yes O No

2. If yes, when was your last blood pressure check?

[ Within the last month [0 1-6 months ago [1 More than 6 months ago [1 Don’t remember

3. Do you go for a health check-up even when you feel well?

[ Yes O No

4. How often do you eat fruits and vegetables?
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O Daily [0 3—4 times per week [1 1-2 times per week [ Rarely/Never

5. Do you usually add extra salt to your food at the table?

O Always O Sometimes [0 Occasionally (I Never

6. How often do you engage in physical activity (at least 30 minutes of moderate exercise

such as walking, cycling, and sports)?

[ Daily [J 3-4 times per week [1 1-2 times per week [1 Rarely/Never

7. Do you drink alcohol?

O Yes O No

8. If yes, how often?

O Daily O Weekly 00 Occasionally

9. Do you currently smoke tobacco?

O Yes OO No

10. Do you chew khat?

[ Yes O No
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DeF +AFELPTF N9 14 & (Individual Consent Form)

emg+k CON: NICE 1O CLA MST MNL N+APAATN FhPF AL DA L9° L+
PATFO-Y AT+ AP AMhT AT F9INET AEAN FNN PHIE PMLD ::
(k8N ANNT hA%L 25 ANh BDC 2025 A.k.A.)

ana)() @ (Introduction):

2U mTF NICE 10°C1N MT MNP P Fha™ +7AI0F NA BI° 14T PATM-T AdrdTi
ATANNT AT +9NC (KAP) AGRI9RI9° PAGR A PTE ACAPIR NHU e+ AT8NA+4
+INHPA: PHU mFTF @Mt NTUNZAM BN AA IR 14T PAMT 9ITHNL ATIALS) A
PAPNANE NAFTY ATPSPN MPam, ABLE LAMA:

+ATE (Participation):
NHU D9+ AA+E N+HATI: YT NLNP PARTRA AOMESP AT8 A EMPP i RBUT
AT L/ N10-15 LbP BMNBA:

@ A4 P7T (Confidentiality):

NIEP MLID Ay P PaR 1AL YT @GR PYA ABZE NAPM Lk AL AR OPHINIR: A gD
FRART NANP MAMDC P MNE ALY ATPCIPC YA NF LAk NG 2 Mreh,
ATII® ANA AR J4-9Px

mP9ng 8% (Risks and Benefits):

NHYU DTF +AFEP PR LTt PARLLANPT F219° R TF ALJ MBI 18F PAGR: ATOP
NemF NAOMLR AL NEFLIRT PACAP +ATE MLLT PLIR 9147 ACPhANA AT
AEMMC PINLSE. MPT, ALEPTFT ATIAOIRT B2 8A =

NE.2LAF AL e+ A+ +ATFE (Voluntary Participation):

TATEP af N4 N4 PLTETT AL PHARAL+ 10 NAOM L AL ATDA+E £ $2F
AADRUPT MEID NTRIFM-9° 1H NG+ PaRs/m ag AN F AAPFI 2UT NTILLAP NHU
MG t£9° NPT F+ ATA T AR I2I9° GLYF Mt METR +FAT ARF LI

PN 990 T ano)Aeh, (Consent Statement):

NAL PHIARM-T A28 ATNNLAL (DLIR HINNATA): PG+HT QAT AT +ATER
P LNF+@®T +LEFALE MPEPTFY PAOMPP AL A ATTFALL A PEPEIR ADAN
AR FALE NALUT NHU DTF ATRA+E N4 2L +NTage FAU-:

+7:
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PAFLD LCTI/ RN

panZs ANAND NI° AT &CT9:

NEA U: AMPAL a0/ T (Section A: Demographic Section)

1. 6L m;
2. 870 u. @%e A Bt

3.00NF ik U PAIN/F A PIVF APHEF/T R N/TNT e9RHNF/NT

4. PF9RYUCH B28: U, ReNg F9UCt LA+TRL/TF A. ORR&S aQINN NF
h. 15 228 an 2F e/B W hAB/RLACAT

5. PN& U U. +m¢ A teMC PMNG . PLAT NS PTAL
a, P+ AdeN A W, Né PAADY/ T

6. MCYR PN+AN M (NATEXE NC): U, 15,000 NFF A. 1’5000 ANN
10,000

. h 10,001 ANN 15,000 an_n 15,000 NAL
N&A A: NA £9° 4T PAAPT Am-4T (Section B: Knowledge About Hypertension)
1. A 9P 9+ AFP+ M- PP 47 U. AP NI°F AD-PAL A. NTPF AAD-$IP

2. FhAAT @ (AR LNT) PLID 914+ MY AT 1@-?
U. h 120/80 mmHg £ A. N 140/90 mmHg NAL h. ARAGR$IO

3. PRIP LT TRYI9R 9L JRART APAL ANNT 2FAA?
U. A? AgRANT APAL ARNATID h. ARA$ IO

4. h ntAt @ND ALIR 914t AJAS FPATLET PURT PHETE §F@-? (PUFTT Ub
2924 M)

U. N929l @A haP My NAL g~ a2 ge A. h®M7 NAL &4+
. PANA NET ATPN P AATIL LT an A, J¢ Mgk W, AAhA oMM+
. TPt A NNTAN N PLID 9L F F2h APl . RAD-$gP
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5. nMNtAT D MM PATLLINT PLID 14 F PR PAEMFM PMT FTICF PH+EF
TF@? (PR A 2922 M)

U. hCh (PATIA B9 dR&AN) A. PAN yange . PRRAAF Yarge
a 098y NCYT MMt W AAD-$ P

6. 029D 94T ABNANA ML IR AR@MML LFAA?
U. h® A. hR&FA9D h. RAD-&9D

N&A h: DA £9° 914T PA AA®AhNT (Section C: Attitude about Hypertension)

(ANAP ARLI8718 A&+ T1C PACAPTY NIRIRT+ BLE RIDU M)

1. 92%9° A7NT PAAdRIR JRANT NEFCIR PLIR “14TT NPIH® APANF MM, 1@~ NAG-

LhNA?
U. NNg® ANTaRAL- A. ANERaRAL- . INAHE
AN aRge W, §A.T° hdNTRg

2. P AMPPIRT aOpyN PLIR 91T BNANAA NAD- PIOTA?
U. NMg® ANTqaqAL- A. ANTmAL- . TAA+E
@, hAhayagge W, §R.9° hANTamge
3. @@eNE PANA NPt ATPNSN L PRIP 14T AGPNANA 2484 NAD- PANA?
U. NMg® ANTRaIAL- A. AR agA - . MMA+T
a hANTRaRgD W §8.9° hAhamaqge

4. PRI 14T AAPEMML e TP +F EMML (Stress management) AN AL 10 NAD-
PIRTA?

U. Nmg® AhaqagAL- A. AheaAL h. MNATE
an KANTRaggD W, §8.9° hANTRAHID

5. PR9P 914 ATSANP NYICPE ALY 1 +FT NFHHD- aALT NARLNG T BOASA?
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U. AP A.RADNETR . ACIME AL LALIP

6. PAZLC HRN AB-MF (MSFTY AR I7NT PANA NPT ATPNPAT AATIHRNT AADA
AAMMMT) PLIP 94 +Y ACPNANA ANEAT TFE NAD PTTA?

U. Nge ANaRag AL A. ANTREIAL- . TAAE
@ AAhayamge W §R.9° RANTI gD

NEA ao: W90 94T+ IC O+ P PH +IN4 T (Section D. Practice Towards
Hypertension)

1. PRIP 94 FPT NMS NAT™P ANAN+E- POrPA?
U. AP A. ANANE AAG-$IP

2. "AP" NPYT AGREZA 1H PLID 914 FPY PAANT ABF Y02
U. NALD 1 OC BN A. N 1-6 @&F NET
4. N6 @&t NEF am_ FH heATgD

3. 9°79° ATNY PAhARIR AR T NEATPFI® AMS JPLA0E ML MG +RI° BUSA?
U. AP A.RALE TR

4. RPRAT AT BLESPTT BT PUA 1H £ARINA?
U. NP$r A.NAIRYF 1-2 1H h. NATPTFR 34190 @ NATE ATE/NEREN

5. 929 AT NPt NEA +HeTIE sh@ BMPTA?
U. a1l A.AT8TE 1H h. hRAR RAR an Nedn

6. ™hNAZ 228 PAM PANA NPT ATPNPA (N.PTN A30 BbP PTULSL AL ADL.ADLT
NANAT ARY8F AT N7 CF) 927 PUA 1H PRCIA?

U. NP$r A NATRYF 12 TH . NATRTF 34 11 a. havt
A Eu/NEBRLT
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7. RADA £2MmA?
U. AP A. RAMMYe

8. "AP" NUPTT 27 PUA 11?2
U. NPer A. NPATR Y+

9. NAUF 1 AJG PeAA?
U. h? A. RAGRNTP

10. e8F 297
U. AP A. hAPFRID

h. AR AAR
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