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ABSTRACT

Background: Peripheral artery disease (PAD) is a common condition among individuals aged 55
and older, significantly impacting cardiovascular health and quality of life. Despite its prevalence,
PAD remains underdiagnosed due to low public awareness, which can delay treatment and increase

morbidity.

Methods: This study evaluated PAD awareness and its associated factors among patients at Tikur
Anbessa Specialized Hospital in Addis Ababa. The study employed a hospital-based cross-
sectional design from January 20 to March 30, 2024. A sample of 405 adult patients were selected
using simple random sampling, and data were gathered through a pretested, Amharic-translated
questionnaire. Analysis was performed using SPSS version 28, with descriptive statistics and

logistic regression applied.

Results: Only 11.5% of males and 10.4% of females are aware of Peripheral Arterial Disease
(PAD). Awareness is higher among those aged 40-55 (12.2%) and with secondary education
(16.3%), with urban residents (12.2%) being more informed than rural ones (4.4%). In contrast,
awareness of major conditions like diabetes (98.5%) and hypertension (99.0%) is much higher.
Friends (52.3%) and family (22.7%) are the primary sources of PAD information. Many
respondents (61.4%) did not recognize any of PAD risk factors, though some identified diabetes,
smoking, and high blood pressure. Commonly recognized symptoms include numbness (47.7%)
and intermittent claudication (38.6%). The most cited consequence of untreated PAD is the
inability to walk (59.1%). Multivariate analysis found that awareness of stroke and abdominal
aortic aneurysm (AAA) are significantly associated with higher levels of self-reported PAD
awareness. Specifically, individuals aware of stroke have an adjusted odds ratio (AOR) of 3.6 (95%
CI: 1.1-14) and those aware of AAA have an AOR of 3.5 (95% CI: 1.1-11), both with p-values of

0.03, indicating significant associations.

Conclusions: The study highlights a significant gap in PAD awareness, which varies by
demographic factors such as age, education, and residence. To address this issue, targeted
educational interventions are recommended, focusing on older adults and less educated
populations, to improve early diagnosis and management of PAD. Further studies with a wider

population are needed to confirm the findings' reliability and address potential biases.

Vi



CHAPTER ONE: INTRODUCTION

1.1. Background

Peripheral artery disease (PAD) is atherosclerotic or non-atherosclerotic stenosis or occlusion of
the aorta, lower and upper extremity arteries (1)(2). In this article, the term "peripheral artery
disease™ will refer to vascular conditions resulting from atherosclerosis affecting the abdominal
aorta, iliac arteries, and lower-extremity arteries, which cause stenosis or occlusion (2). PAD is
highly prevalent, affecting 11 to 29% of the population aged 55 or older and as many as 8 million
Americans and 800 000 Canadians(3) (4)(5).

The prevalence of PAD in sub-Saharan Africa could be as high as or even surpass that found in
high-income countries, potentially exceeding 50% among certain high-risk groups (6). studies
done in Ethiopia showed a prevalence of 10.8% in a community-based study in Jimma and about

30.7% in diabetic patients in a Debre Tabor hospital-based study (7) (8).

PAD accounts for 34.2% of cases seen at the vascular clinic at Tikur Anbessa Specialized Hospital,
of those, 34.8% presented with either frank Gangrene or pre-gangrene stage (9). Patients with PAD
may face various complications, including claudication, ischemic rest pain, ischemic ulcers,
frequent hospitalizations, revascularization procedures, and potential limb loss. These issues can

significantly impair their quality of life and contribute to elevated levels of depression (2).

Given the systemic nature of atherosclerosis, patients with PAD are at high risk for developing
cardiovascular (CV) events such as myocardial infarction, stroke, and cardiovascular death. It is
associated with significant overall mortality, 30% within 5 years and 50% at 10 years, primarily

from myocardial infarction or stroke (10) (4) (5).

PAD is one of the most common cardiovascular diseases in developed countries and is an emerging
problem in developing countries but underdiagnosed, undertreated, poorly understood, and much

more common than previously thought (2) (11)(12)(13).

Therefore, establishing the diagnosis of PAD can lead to improved symptoms in claudicants, and
also holds the potential to prevent future cardiovascular morbidity and mortality in these high-risk

patients through early identification and treatment of risk factors(4)(5).
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PAD is a growing public health burden. The development and progression of PAD are influenced
by vascular risk factor management and lifestyle changes. However, public awareness of PAD is
low compared with other conditions such as heart disease and stroke, which have been the subject

of widespread public health campaigns (12).

Numerous studies consistently reveal a lack of public awareness regarding PAD, indicating
significant knowledge deficiencies in understanding PAD’s definition, the risk factors contributing
to its development, and the associated symptoms leading to limb issues and amputation risks.
Additionally, there is a general lack of awareness among the public regarding the elevated short-
term risks of heart attacks, strokes, and mortality associated with PAD. In Sri Lanka, the awareness
of PAD is notably limited, standing at 4.1%. In contrast, studies conducted in the United States,
Canada, Ireland, the Netherlands, and Saudi Arabia indicate awareness rates ranging from 19% to
35%. Conversely, self-reported awareness in Hong Kong is relatively higher, at approximately

63% (14)(10)(5)(15)(16)(11).

1.2 Statement of the Problem

PAD is a growing public health burden with a prevalence of 12-29% in the adult population. Yet it
is underdiagnosed, undertreated, poorly understood, and much more common than previously
thought. Patients with PAD may present with varied clinical presentations, including no symptoms,

atypical leg pain, claudication, ischemic rest pain, ischemic ulcerations, gangrene, or limb loss

)3

PAD, owing to its systemic nature, both asymptomatic and symptomatic patients are at increased
risk of CV morbidity and mortality. Patients with symptomatic PAD have at least a 30% risk of
death within 5 years and 50% within 10 years, resulting primarily from myocardial infarction or
stroke (5). Only 50% of patients with critical limb ischemia will be alive with 2 limbs after 1 year

of diagnosis, 25% will end up with major amputation and the other 25% will die of CV causes (2).

Various research consistently showed the public is poorly informed about PAD, with major
knowledge gaps regarding the definition of PAD, risk factors that lead to PAD, and associated limb
symptoms and amputation risk. The public is also not aware that PAD imposes a high short-term

risk of heart attack, stroke, and death (3).



Lack of public PAD awareness poses a major challenge for early diagnosis and adequate treatment
of PAD and its risk factors which in turn results in significant morbidity and mortality as a result
of PAD (13). Public PAD knowledge could be improved by national PAD public education
programs designed to reduce critical knowledge gaps but first, we need to identify the specific
knowledge gap and specific segment of the population, so that we can provide targeted public

education (3).

The recent introduction of vascular surgery practice in Ethiopia presents an opportunity to assess
the baseline awareness of PAD and develop targeted educational campaigns. A lack of awareness
can contribute to underdiagnosis, delayed treatment, and increased morbidity and mortality

associated with PAD.

1.3. Significance of the study

Studying awareness surrounding Peripheral Artery Disease (PAD) is crucial due to its prevalent
yet underdiagnosed nature. Despite affecting a significant portion of the population, PAD often
goes unrecognized, leading to under-treatment and a heightened risk of severe cardiovascular
events. By investigating awareness gaps, we can identify factors contributing to this discrepancy,
develop targeted educational interventions, and enhance early detection strategies. Ultimately,
improved awareness can lead to timely interventions, and better management, and potentially
reduce the burden of PAD-related complications, thereby enhancing overall cardiovascular health

outcomes.

To the best of our knowledge, no study in Ethiopia assessed the awareness level of PAD and its
associated factors, so our study will be a baseline data to determine the current level of PAD
awareness and identify specific areas of the knowledge gap and help develop targeted public

awareness programs.



CHAPTER TWO: LITERATURE REVIEW

PAD Definition, Epidemiology and Risk Factors

In this article, the term "peripheral artery disease" will refer to vascular conditions resulting from
atherosclerosis affecting the abdominal aorta, iliac arteries, and lower-extremity arteries, which
cause stenosis or occlusion (2). Atherothrombosis, which includes peripheral artery disease (PAD),
coronary artery disease, and cerebral artery disease, is the number one cause of mortality in the

world (10).

Peripheral artery disease (PAD) is often underdiagnosed, undertreated, and less understood than
previously believed, despite its higher prevalence. In primary care settings throughout the United
States, it has been reported that 29% of patients aged over 70, or those over 50 with a history of
smoking or diabetes, have PAD (2).

Around 12% of adults are affected by peripheral artery disease (PAD), with similar prevalence
rates among men and women. The risk of PAD increases with age, with nearly 20% of individuals
over 70 years old showing signs of the condition (2)(16).

The most common risk factors associated with PAD are increasing age, diabetes, smoking,
hypertension, and dyslipidemia (2)(16)(5). Persons aged 65 years or older in the Framingham
Heart Study and persons aged 70 years or older in the National Health and Nutrition Examination

Survey (NHANES) were at increased risk for the development of PAD(2).

Smoking is the most significant modifiable risk factor for peripheral artery disease (PAD).
Smokers are four times more likely to develop PAD compared to nonsmokers and tend to show
symptoms nearly a decade earlier. Additionally, diabetes elevates the risk of both symptomatic and
asymptomatic PAD by 1.5 to 4 times, and it is associated with a higher likelihood of cardiovascular

events and premature death (2).

In the Framingham Study, high cholesterol levels were linked to a twofold increased risk of
claudication. Hyperlipidemia elevates the adjusted risk of developing PAD by 10% for each 10
mg/dL increase in total cholesterol (2). Nearly all studies have demonstrated a robust link between
hypertension and PAD, with hypertension present in 50% to 92% of PAD patients. Hypertension

increases the risk of developing claudication by 2.5 to 4 times in both men and women (2).
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Clinical presentation and complications

Patients with PAD may experience a range of symptoms, including classic claudication, atypical
leg pain, rest pain, ischemic ulcers, or gangrene. Notably, up to 50% of individuals with PAD may
be asymptomatic, while classic intermittent claudication is observed in 4.5% to 32.6% of PAD
patients (2). Initial clinical presentation of PAD; asymptomatic PAD 20%-50%, Atypical leg pain
40%-50%, Claudication 10%-35%, critical limb ischemia (CLI), (which includes rest pain,

ischemic ulcers, gangrene) 1%-2% (2).

Patients with PAD have a greater likelihood of experiencing a myocardial infarction (MI), stroke,
and cardiovascular death and have a higher rate of all-cause mortality compared with patients
without PAD. It is associated with significant overall mortality, 30% within 5 years and 50% at 10
years (2)(13)(10).

PAD also fosters major morbidity by causing claudication, functional impairment, disability, and
amputation (13). Only 50% of patients with critical limb ischemia will be alive with 2 limbs after
1 year of diagnosis, 25% will end up with major amputation and the other 25% will die of
cardiovascular causes (2). Of those PAD patients with no symptoms, atypical leg pain or
claudication 70-80% will have stable claudication over the next 5-10 years. But they will have a
20% risk of non-fatal cardiovascular morbidities including stroke and MI and a 15-30% risk of

death (2).

PAD Awareness

Awareness of a disease pathology generally refers to how well individuals understand and
recognize the nature, causes, symptoms, and potential consequences of a disease. PAD, however,
remains underrecognized, underdiagnosed, and undertreated. Approximately half of patients with
PAD are asymptomatic, with typical symptoms present in only 20%.9 This may contribute to its

underrecognition in primary care (10)(13).

The goals of therapy are to improve symptoms and thus quality of life by establishing a supervised
exercise program and medical management or performing a revascularization procedure. And to

decrease the cardiovascular event rate (myocardial infarction, stroke, cardiovascular death), by a



comprehensive program of cardiovascular risk modification (Discontinuation of tobacco use and

control of lipids, blood pressure, and diabetes (2)(5).

A significant barrier to diagnosing and treating PAD is the lack of public awareness. When people
at risk for PAD or those already affected are unaware of its key symptoms and signs, efforts to

prevent serious, costly cardiovascular complications are hindered (13).

Management of PAD risk factors has been shown to be effective in controlling the disease and this
has led to multidisciplinary recommendations of initiating cardiovascular risk reduction treatment
targeted to PAD patients at risk (16). Public health education programs have been shown to
improve knowledge and awareness of cardiovascular disease and risk factors and can account for
some of the improved outcomes for cardiovascular disease (10). National public awareness
campaigns have successfully contributed to the prevention, early detection, and treatment of many

diseases (17).

Improvements in the diagnosis and treatment of hypertension in Canada following a Canadian
Hypertension Education Program have served as one example of the benefits of such a campaign
(10). The 1999 “Legs for Life” screening and awareness program administered by the Society of
Interventional Radiology reported short-term improvements in awareness of PAD and

management of risk factors (10).

In the United States, campaigns designed to increase awareness of heart disease risk among women
have demonstrated measurable improvements (13). Atherosclerosis risk factors were highly
prevalent among PAD patients; however, these individuals often received less aggressive treatment
for lipid disorders and hypertension compared to those with cardiovascular disease. Additionally,
PAD patients were prescribed antiplatelet therapy less frequently. These findings suggest that the
underdiagnosis of PAD in primary care may hinder effective secondary prevention of the elevated

ischemic cardiovascular risk associated with the condition (18).



PAD Awareness gap

In Ireland, a cross-sectional, tertiary hospital-based study by Cronin et al., 2015, the diagnosis of
PAD is frequently overlooked, and the cardiovascular risk factors were not treated as appropriately
as in patients with CAD(2) The study population demonstrated a high awareness of stroke (94%),
coronary artery disease (78%), diabetes (98%), and bowel cancer (86%) in contrast, only 19% self-
reported awareness of PAD (10).

This study demonstrates a disturbing lack of awareness of PAD and highlights the need for a
meaningful targeted public health awareness campaign on PAD to close the gap of knowledge in

Irish patients, prior to any prevention campaign (10).

In a cross-sectional study conducted at a tertiary hospital in Ireland, awareness of PAD was higher
among individuals with post-secondary education. Female patients and those undergoing treatment
for hypertension or hypercholesterolemia exhibited greater awareness of PAD. However, patients
with known PAD risk factors—such as smokers, diabetics, and those with a history of

cardiovascular disease treatment—did not show increased awareness of the condition (10).

In Canadian population-based stud; Awareness of PAD was low (35.5%) compared to awareness
of stroke (71.7%), coronary artery disease (51.1%), and heart failure (47.9%) (13). PAD awareness
was lowest in men (31.8%), adults 70 years of age and older (33.3%), and those with lower
education levels (28.6%) and lower income (30.9%) (13). Among those who were "PAD aware,"
understanding of PAD risk factors was inadequate. Nearly half of them were unaware that diabetes
could lead to PAD, and 41.6% did not connect smoking with the disease. Furthermore, 48.9% did
not recognize that high blood pressure, and 51.4% were unaware that high cholesterol could cause
PAD. Awareness of PAD's potential consequences was also limited among this group, with few
associating it with stroke (21.3%), death (20.8%), heart attack (19.8%), or amputation (12.4%).
Only 6.7% knew that PAD could lead to disability or reduced walking ability.

Regarding sources of information, broadcast or cable television was the most common source
(25.3%), followed by family or friends (18.5%). Only a small number reported receiving

information from physicians (13.5%), nurses (1.7%), or other healthcare professionals (1.7%) (13).



In a Saudi population-based cross-sectional study, only 34% of participants were aware of PAD.
Among those familiar with PAD symptoms, 91% were unaware that the condition can be
asymptomatic, and over half did not recognize that PAD might present as intermittent claudication
(16). Moreover, except for high cholesterol, every PAD risk factor was identified by less than 45%

of those who reported awareness of PAD risk factors.

The majority of participants with reported knowledge of preventative measures did not know that
smoking cessation, diabetes, and hypertension control, as well as pharmacological therapy, are

important in preventing PAD (16).

Female gender, those with higher education, and those aged 40 years or older were associated with
greater awareness of PAD (16). In a Dutch national survey of the general population and patients
by Willigendael et al., 2004; 25% classified PAD as a relatively innocent condition, 61% as
relatively serious, 5% as very serious, and 9% did not know how to classify PAD at all. If suffering
pain on walking which subsides when resting, 23% of the general population said they would visit

a physician immediately, and a further 75% would go later, if the complaints persisted (5).

Female members of the general population were more aware of risk factors for developing PAD
than their male counterparts. This was reversed in the patient population, suggesting that male
patients received or perceived more information (5). A cross-sectional study in Hong Kong showed
awareness of PAD was low (63%) compared with other CV risk factors and diseases such as
hypertension (99.5%), diabetes (98.6%), hyperlipidemia (99.5%), coronary artery disease (CAD
93.5%) and cerebrovascular disease (CVD 97.8%,). 57-66% of participants were aware of CV

complications including death, heart attack, stroke, and limb loss (14).

The American public showed a fairly high awareness of stroke (73.9%) and coronary artery disease
(67.1%), but awareness of PAD was only 25%. Overall, public awareness of PAD was low across
all groups, with the lowest levels typically observed among older individuals, males, nonwhite

people, and those with lower education or income levels (3).

In this survey, a significant number of adults who were aware of peripheral artery disease (PAD)
did not recognize that cigarette smoking (44%) and diabetes (50%) are major contributors to PAD.

Over half of the respondents were also unaware that high blood cholesterol and high blood pressure
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are risk factors for PAD. Conversely, obesity and lack of exercise, which do not have a direct causal
link to PAD, were perceived as equally important causes of the disease as the well-established risk

factors of diabetes and smoking (3).

Only 25% of people linked peripheral artery disease (PAD) with an increased risk of heart attack,
28% connected it to a higher risk of stroke, 14% associated it with a risk of amputation, and just
14% saw it as a risk for death. The main sources of PAD information were broadcast or cable
television (26%), family members or friends (17%), and magazines (15%). Fewer PAD-aware
individuals learned about the condition from healthcare professionals, with only 14% getting
information from a physician, 2% from a nurse, 0.2% from a pharmacist, and 2.6% from other

health professionals (3).

The key factors that significantly boosted awareness of peripheral artery disease (PAD) included
awareness of other non-cardiovascular diseases (such as multiple sclerosis, cystic fibrosis, and
ALS), having a higher level of education, knowledge of stroke and coronary artery disease, being

female, and having a history of high blood pressure, coronary artery bypass surgery, or angioplasty

3).

Hospital-based study in Ireland by Keelan et al., 2020, demonstrates that overall patient knowledge
of PAD is poor. It highlights the lack of awareness of PAD and the need for educational programs.
Public health education should provide accurate information that fills known knowledge gaps.

Additionally, PAD risk factors must be targeted (19).

Considering the total population, 77% and 71% correctly identified the contribution of smoking
and limited exercise to the development of PAD respectively. Patients were less able to correctly
identify diabetes (43%) as a risk factor for cardiovascular disease (12). Attendance at vascular
clinic having never smoked, and being diagnosed with diabetes hypertension and/or
hypercholesterolemia were found to be significantly associated with PAD awareness. Notably,

third-level education was not associated with improved PAD awareness (12).

In Sri Lanka, the awareness of PAD was 4.1 %, which was significantly lower than that of CVA

(67.3 %) and MI (57.6 %). being male, an urban resident, and having a higher education level were



independent predictors of high awareness of PAD (11). The majority of participants who were
“PAD aware” knew that DM (64.0 %) and dyslipidemia (57.9 %) were risk factors for PAD.
However, less than one-third of this group was aware that hypertension (31.6 %) and smoking
(30.7 %) were risk factors for PAD, and less than 25 % were aware that CVA and MI were possible
consequences of PAD (11). In this group, the main sources of information about PAD were
physicians (39.5%) and family members or relatives (37.7 %) and only 10.5 % had received

information from mass media such as newspapers, radio, and television (11).

All the studies consistently showed that awareness of Peripheral Arterial Disease (PAD) was
notably lower compared to awareness of other cardiovascular diseases. Among those who were
aware of PAD, knowledge about its risk factors, clinical presentation, and complications was very
limited. Most research found that older age and lower levels of education are associated with
reduced PAD awareness. Additionally, individuals with risk factors for PAD, such as diabetes,

hypertension, and smoking, did not demonstrate increased awareness of the condition.

2.2 Conceptual framework

In developing the framework for this research on PAD awareness, a comprehensive approach has
been adopted by integrating different factors identified in the literature. Socio-demographic factors
such as age, gender, education level, and place of residence provide insights into the demographic
and socio-structural determinants of health awareness. The framework incorporates patients'
characteristics, including history of smoking, diabetes, hypertension, and high cholesterol.
Additionally, the framework incorporates the importance of understanding risk factors, clinical
manifestations, preventive measures, and complications of PAD to assess the knowledge of those
who are aware of PAD. Synthesizing these diverse factors into an interconnected framework, this

study aims to assess the multi-dimensional nature of PAD awareness (Figure /).

10



Socio Demographic

Patient
Factors

Characteristic

Risk Factors
Awareness of Knowledge of Clinical Manifestations

PAD Preventive measures
Complications

Expected outcome: Low Awareness and Limited
Knowledge

Figure 1. A conceptual framework for PAD awareness
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CHAPTER THREE: OBJECTIVES
3.1. General objective

e To assess the awareness of Peripheral Arterial Disease and Associated Factors among Adult

Patients at Tikur Anbessa Specialized Hospital, 2024.

3.2. Specific Objective

e To determine the level of self-reported awareness of PAD

e To determine factors associated with the level of awareness of PAD.
e To assess knowledge of risk factors for PAD

e To assess knowledge of clinical manifestation of PAD

e To assess knowledge of complications of PAD
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CHAPTER FOUR: METHODS AND MATERIALS

4.1. Study Area and Period

The study was conducted in Tikur Anbessa Specialized Hospital (TASH), situated in the Lideta
sub-city, Addis Ababa, Ethiopia. It was the country's largest referral hospital which had been
established in 1972. It had over 800 beds and served more than half a million patients with
diagnostic and treatment services annually. Moreover, TASH served as a critical institution
providing specialized clinical services not readily available elsewhere in the public or private

sectors, extending its reach to the entire nation.

As the primary teaching hospital for Addis Ababa University, it played a pivotal role in both
clinical and preclinical training across various disciplines. It was a vital training ground for highly
skilled undergraduate and postgraduate medical students, and other allied health science
professionals. The collaborative efforts of departments, faculties, and residents specializing in the

school of medicine contributed to delivering exceptional patient care within the hospital.

This study was conducted from January — August 2024.

4.2. Study Design
Hospital-based cross-sectional study design is implemented.

4.3. Population
4.3.1 Source Population

All patients who have a follow-up at Tikur Anbessa Specialized Hospital.
4.3.2 Study Population

All adult patients who visited the hospital’s outpatient department (OPD) during the data

collection period.

4.4. Eligibility Criteria
4.4.1 Inclusion Criteria
Adult patients above the age of 40 years who visited the OPD during the study period were

included.
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4.4.2 Exclusion Criteria

e Patients who have already been diagnosed with peripheral arterial disease.
e Patients who are health professionals and

e Mentally ill patients were excluded from this study.

4.5. Sample Size Determination & Sampling Procedure

4.5.1 Sample Size Determination

The sample size was determined by using a single population proportion formula with a 95%
confidence interval (Cl) and a 5% margin of error. Since there was no previous prevalence finding
reported sample proportion of 50% is used for sample size calculation.

N = Zo(/Z2 p (1-p)
d?

Where, N = sample size
Zy s = critical value (1.96 for 95% Cl)

p = sample proportion (0.5)
d = margin of error (0.05)

2 _
N = 1.962% 0.5 (1-0.5) - 384
0.052

Considering a 5% non-response rate;

Final sample size = Al =33 — 405

Expected responserate  0.95

Thus, the sample size for this study is 405.

4.5.2 Sampling Procedure

A simple random sampling method was used to select participants for this study. This method
ensures that every individual in the target population has an equal chance of being selected, thereby

reducing selection bias and enhancing the representativeness of the sample.
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4.6 Operational Definitions

e Self-reported Awareness: if the patient read or heard about the term “PAD” or “ stenosis or
occlusion of leg arteries”
e PAD: vascular diseases caused by atherosclerosis of the abdominal aorta, iliac, and lower-

extremity arteries leading to stenosis or occlusion.

4.7. Study Variables
4.7.1 Dependent Variables

Awareness of PAD

Knowledge of risk factors for PAD
Knowledge of clinical manifestation of PAD
Knowledge of complications of PAD

4.7.2 Independent Variables

o Age

e Sex

e Level of education

e Place of residence

e History of smoking

e History of Diabetes

e History of Hypertension

e History of High cholesterol

4.8. Data Collection Procedure

A pretested, interview-administered questionnaire was used as a data collection tool. The tool was
developed based on an extensive literature review and was checked by other experts in the field
for additional feedback. The final questionnaire was translated into Amharic and was pretested on
30 patients. Eligible participants were randomly approached at the waiting area of the outpatient

department. The data were collected by medical interns working at OPD.
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4.9. Data quality assurance and management

To ensure the quality of the data, both data collectors and supervisors underwent a three-day
training before the commencement of data collection. Throughout the data collection process, the
supervisors and principal investigator conducted daily reviews of the collected questionnaires to
ensure completeness and clarity. Feedback was promptly communicated to the data collectors for
necessary adjustments. Data were then coded, entered into a computer, cleaned, and frequency

checked for outliers and missing values before analysis.

4.10. Data Entry & Analysis

The data were cleaned, and double-entry verification was employed in Epi Data to ensure accuracy

and completeness. Then, the data were exported to SPSS version 28 for analysis.

Descriptive findings were presented through frequencies, percentages, and summary statistics.
Participants were categorized into those who were self-aware and those who were not. In the self-
aware group, variables associated with a P-value < 0.25 in the binary logistic regression analysis
were considered for inclusion in the multivariable analysis. The strength of the association between
dependent and independent variables was expressed through the computation of odds ratios with
a 95% confidence interval. The goodness of fit of the model was assured by the Hosmer and
Lemeshow test, and the significance of associated variables was declared with a P-value < 0.05 in

the multivariable analysis.

4.11. Dissemination of the result

The primary objective of this thesis is for partial fulfillment of the requirements for the certificate
of sub-specialty in vascular and endovascular surgery; it will be presented and submitted to the

Department of Surgery, School of Medicine, Addis Ababa University.

Furthermore, copies of the results will be provided to the relevant authorities to contribute to the
enhancement of strategic and educational plans aimed at promoting awareness about peripheral
arterial diseases. Additionally, efforts will be made to present the findings at professional, local,
national, and international meetings, and to seek publication in peer-reviewed journals at the

national or international level.
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4.12. Ethical Consideration

Ethical approval was sought from the Ethical Review Committee of the School of Medicine at
Addis Ababa University, College of Health Sciences. Subsequently, a letter of support was drafted
by the Associate Dean's Office to secure permission and facilitate the study at the TASH Outpatient

Directorate Office.

Before participating in the study, all prospective participants were asked in Amharic to give their
informed consent either in written or oral form. The consent process involved providing them with
comprehensive information about the study's purpose and what was expected from them.
Additionally, participants were assured that any information they disclosed would be treated with
the utmost confidentiality. To maintain confidentiality, the identifiers of study participants were

omitted, and they were assigned unique code numbers.
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CHAPTER FIVE: RESULTS

l. Socio-demographic characteristics

The study included 405 participants with a 100% response rate. Most participants were 40-55

years old (56.5%) and predominantly female (57.0%). Regarding education, 22% had no formal

education, 25.2% completed primary school, 22.7% completed secondary school, and 30.1% had

college education or higher. Most participants resided in urban areas (83.2%) (Table 7).

Table 1. Socio-demographic characteristics of study participants at Tikur Anbessa Specialized

Hospital, 2024 (n=405)

Characteristics Frequency Percent
Age

40-55 229 56.5
56-70 138 34.1
>70 38 9.4
Sex

Female 231 57.0
Male 174 43.0
Educational status

No formal education 89 22
Completed primary school 102 25.2
Completed secondary school 92 22.7
College and above 122 30.1
Residence

Urban 337 83.2
Rural 68 16.8
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1. Clinical profile of the study participants

Hypertension was prevalent among 83.7% of males and 58.2% of females, with the highest

occurrence in the age groups 56-70 (79.3%) and over 70 (80.6%). Among educational levels, those

without formal education (76.7%) and residents in urban areas (85.7%) showed higher rates. High

cholesterol affected 64% of males and 60.4% of females, with those over 70 experiencing the

highest rates at 74.2%. This condition was more common among participants with secondary

education (67.5%) and those living in urban areas (64.4%). Diabetes was reported by 43% of males

and 46.2% of females, with the highest incidence in the age group over 70 (48.4%) and those with
primary education (47.4%) (Table 2).

Table 2. Clinical profile of the study participants by their sociodemographic characteristics at
Tikur Anbessa Specialized Hospital, 2024, (n=405)

Sex Age Education Residence
M F 40-55 | 56-70 | >70 No Primar | Second | College | Urban | Rural
formal |y ary and
school | school | above
Risk factors
Hypertension 83.7 | 58.2 | 54.7 |79.3 |80.6 76.7 65.8 70 71 69.3 85.7
High cholesterol | 64 60.4 | 57.8 |61 74.2 60 57.9 67.5 62.3 64.4 35.7
Diabetes 43 46.2 |51.6 |37.8 |484 40 47.4 42.5 46.4 47.9 7.1
Smoking
Active smoker 1.1 |04 0.9 0.7 0 0 0 1.1 1.6 0.6 1.5
Ex-smoker 20.7 | 1.7 | 5.7 13.8 | 21.1 34 5.9 13 15.6 10.1 8.8
Non-smoker 78.2 1 97.8 |93.4 |855 |78.9 96.6 94.1 85.9 82.8 89.3 89.7
Treatment history
Stent on the heart | 11.5 | 0 4.8 2.9 9.1 5.8 2 53 4.8 5.1 0
Stroke 30.8 | 19.5 | 23.8 229 |[273 28.8 26 24.6 14.3 27.1 0
Heart attack 654 | 854 | 714 |829 |72.7 73.1 74 77.2 88.1 84.6 100
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Regarding smoking, 1.1% of males and 0.4% of females were active smokers, while ex-smokers
were predominantly male at 20.7%. Most participants were non-smokers, with 78.2% of males and
97.8% of females reporting never smoking. Treatment history showed that heart stents were most
prevalent among males (11.5%) and the age group over 70 (9.1%), while strokes were more
common among males (30.8%) and urban residents (27.1%). Heart attacks were experienced by
65.4% of males and 85.4% of females, with the highest rates in rural areas (100%) (Table 2).

I11.  Awareness of different disease pathologies

The data reveals a high level of awareness about major health conditions among respondents, with
98.5% recognizing diabetes and 99.0% aware of hypertension. Heart attacks and breast cancer are
also well-known, with awareness rates of 97.0% and 96.3%, respectively. In contrast, awareness
of stroke is lower at 67.9%, and only 4.0% are familiar with abdominal aortic aneurysms. A very
small percentage, just 1.0%, do not recognize any of the listed diseases (Table 3).

Table 3. Awareness of different disease pathologies among the study participants at Tikur Anbessa
Specialized Hospital, 2024, (n=405)

Disease Frequency Percentage of total cases
Diabetes 399 98.5

Hypertension 401 99.0

Stroke 275 67.9

Heart attack 393 97.0

Abdominal aortic aneurysm 16 4.0

Breast cancer 390 96.3

None of the above 4 1.0

IV.  Self-reported PAD awareness

Regarding self-reported PAD awareness, 20 (11.5%) of male participants and 24 (10.4%) of female
participants reported being aware of PAD. In terms of age, awareness was highest among
participants aged 40-55, with 28 (12.2%) reporting awareness, followed by those aged 56-70 with
13 (9.4%), and those over 70 with 3 (7.9%). Education level showed that participants with
secondary education had the highest awareness at 15 (16.3%), followed by those with college
education at 18 (14.8%). In comparison, those with no formal education and those who completed
primary school reported the lowest awareness at 6 (6.7%) and 5 (4.9%), respectively. Participants
from urban areas reported higher awareness, with 41 (12.2%) being aware of PAD, compared to 3

(4.4%) from rural areas (Table 4).
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Table 4. Self-reported awareness of PAD by sociodemographic characteristics at Tikur Anbessa
Specialized Hospital, 2024 (n=405)

Socio-demographic characteristics

Self-reported PAD awareness

Yes No
Sex Male 20(11.5) 154(88.5)
Female 24(10.4) 207(89.6)
Age group 40-55 28(12.2) 201(87.8)
56-70 13(9.4) 125(90.6)
>70 3(7.9) 35(92.1)
Education level No formal education 6(6.7) 83(93.3)
Completed primary school 5(4.9) 97(95.1)
Completed secondary school 15(16.3) 77(83.7)
College and above 18(14.8) 104(85.2)
Residence Urban 41(12.2) 296(87.8)
Rural 3(4.4) 65(95.6%)

ENo
Mves

Figure 2. Self-reported PAD awareness, Tikur Anbessa Specialized Hospital,2024 (n=405)
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V. Source of information about PAD

The primary source is friends, cited by 52.3% of the total cases. Family members are the second
most common source, accounting for 22.7% of cases. TV/Radio and Internet/social media provide
information to 18.2% and 11.4% of respondents, respectively. Nurses contribute to 2.3% of the
cases, while physicians and other health professionals each account for 4.5% of the total cases.
This indicates that friends and family are the most prominent sources of PAD information, with

media, online platforms, and healthcare professionals also contributing, though to a lesser extent.

VI.  Perceived risks, symptoms, preventive measures, and complications of PAD

Perceived risks of PAD among PAD-aware participants

Table 5. Perceived risk factors of PAD among the study participants at Tikur Anbessa Specialized
Hospital, 2024 (n=44)

Perceived risk factors for PAD Frequency Percentage of total cases
Old age 2 4.5

Smoking 5 11.4

Diabetes 8 18.2

High blood pressure 5 11.4

High cholesterol 2 4.5

I don't know 27 61.4

The most common response is that 61.4% of respondents did not identify any risk factors for PAD.
Diabetes is recognized by 18.2% of respondents as a significant risk factor, followed by smoking
and high blood pressure, each noted by 11.4%. Old age and high cholesterol are mentioned by
4.5% of respondents each. This distribution indicates that while some risk factors are
acknowledged, a significant portion of individuals are unsure about the risks associated with PAD

(Table 5).

Males (15%) and older individuals (ages 56-70: 23.1%, >70: 33.3%) are more likely to identify
diabetes mellitus as a risk factor, while younger participants (0% in ages 40-55) and those with
lower education levels show higher uncertainty (66.7% with no formal education). Urban residents
(22%) generally recognize smoking (15%) and high cholesterol (8.3%) as risks more frequently

than rural residents (0%).
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Overall, a notable proportion of participants are unsure about PAD risks, especially among those

with less education (66.7% with no formal education) and in rural areas (100%) (Table 6).

Table 6. Perceived risks of PAD among PAD-aware participants by sociodemographic

characteristics at Tikur Anbessa Specialized Hospital, 2024 (n=44)

Sex Age Education Residence

Perceived risk of | M F 40-55 | 56-70 |>70 | No Primary | Secon | Colle | Urba | Rural
PAD formal | school | dary ge n

educati school | and

on abov

e

Old age 5 4.2 0 7.7 333 [333 0 0 0 4.9 0
Smoking 15 8.3 7.1 23.1 0 0 0 6.7 222 1122 |0
Diabetes Mellitus | 20 16.7 | 143 15.4 66.7 |0 20 20 222 1195 |0
Hypertension 5 16.7 17.9 0 0 0 20 13.3 11.1 122 10
High cholesterol | 0 8.3 7.1 0 0 0 0 6.7 5.6 4.9 0
I don’t know 55 66.7 | 71.4 53.8 0 66.7 60 73.3 50 58.5 | 100

Perceived symptoms of PAD among PAD-aware participants

The most frequently identified symptom of PAD is numbness, recognized by 47.7% of
respondents. Intermittent claudication (cramping leg pain while walking) is noted by 38.6%, and
rest pain is mentioned by 29.5%. Ulcer is identified by 13.6%, while paralysis is cited by 15.9%,
and coldness is recognized by 4.5%. Additionally, 34.1% of respondents are unsure of the
symptoms. Notably, none of the respondents identified that PAD could be asymptomatic. This
distribution shows that numbness and cramping are the most commonly acknowledged symptoms,

while a significant portion of individuals are uncertain about the symptoms associated with PAD.

Intermittent claudication is recognized most frequently, noted by 45.8% of women and 30% of
men, particularly among those aged 56-70 (46.2%) and over 70 (100%), with less awareness
among younger participants and those with no formal education (33.3%). Rest pain is identified
by 33.3% of women and 25% of men, with greater recognition among older age groups (66.7%

for ages >70).
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Ulcers are noted by 8.3% of women and 20% of men, while coldness is recognized by only 4.2%

of women and 5% of men. Paralysis is acknowledged by 8.3% of women and 25% of men, with

noticeable gaps in recognition among those with no formal education (66.7%) and rural residents

(66.7%). There is significant uncertainty about PAD symptoms, with 29.2% of women and 40%

of men unsure (Table 7).

Table 7. Perceived symptoms of PAD among PAD-aware participants by sociodemographic
characteristics at Tikur Anbessa Specialized Hospital, 2024 (n=44)

Sex Age Education Residence
Perceived M F 40-55 | 56-70 | >70 No Primar | Second | College | Urba | Rural
symptoms of formal |y ary and n
PAD school | school | above
Intermittent 30 45.8 | 28.6 46.2 | 100 333 0 40 50 39 333
claudication
Rest pain 25 333 | 17.9 46.2 | 66.7 0 0 20 55.6 31.7 |0
Ulcer 20 83 | 7.1 15.4 | 66.7 0 20 6.7 22.2 146 |0
Coldness 5 42 3.6 7.7 0 0 0 0 11.1 49 10
Numbness 45 50 50 38.5 |66.7 16.7 40 66.7 44.4 48.8 | 333
Paralysis 25 8.3 14.3 154 333 16.7 20 20 11.1 17.1 |0
I don’t know 40 29.2 | 35.7 385 |0 66.7 40 20 333 31.7 | 66.7

Perceived preventive measures of PAD among PAD-aware participants

Dietary changes are noted by 29.2% of women and 10% of men, with higher awareness among

those with no formal education (60%) and rural residents (100%). Awareness of dietary control is

reported by 12.5% of women and 15% of men, while smoking cessation is mentioned by only

8.3% of women. Lifestyle changes are recognized by 29.2% of women and 30% of men, with

higher recognition among those with secondary education (66.7%) (Table §8).
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Table 8. Perceived preventive measures of PAD among PAD-aware participants by
sociodemographic characteristics at Tikur Anbessa Specialized Hospital, 2024 (n=44)

Sex Age Education Residence
Perceived M F 40-55 | 56-70 | >70 No Primary | Second | Colleg | Urba | Rural
preventive formal | school | ary eand |n
measures of school | above
PAD
Dietary changes | 10 29.2 |25 15.4 0 60 100 0 16.7 22 0
Dietary control 15 125 |10.7 15.4 333 |20 333 0 16.7 146 |0
Smoking 0 8.3 00 15.4 0 0 0 0 1.1 4.9 0
cessation
Lifestyle changes | 30 29.2 | 357 15.4 333 |40 66.7 333 27.8 31.7 10
Hypertension 0 8.3 7.1 0 0 20 333 0 5.6 4.9 0
control
Risk-reducing 30 29.2 | 28.6 30.8 333 |20 333 16.7 44.4 293 333
medications
I don’t know 45 41.7 | 429 53.8 0 40 60 50 27.8 41.5 |66.7

Perceived Complications of PAD among PAD-aware participants

Table 9. Perceived complications of PAD among the study participants at Tikur Anbessa
Specialized Hospital, 2024 (n=44)

Perceived complications of PAD | Frequency Percentage of total cases
Inability to walk 26 59.1

Limb loss/amputation 19 43.2

Death 19 43.2

Heart attack 3 6.8

Stroke 2 4.5

I don't know 7 15.9

The most commonly cited consequence of untreated PAD is the inability to walk, identified by 59.1% of
respondents. Limb loss or amputation and death are each recognized by 43.2% of respondents as potential
outcomes. Heart attack and stroke are less frequently mentioned, at 6.8% and 4.5%, respectively.

Additionally, 15.9% of respondents are unsure about the consequences of untreated PAD (Table 9).
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The inability to walk is identified by 66.7% of women and 50% of men, with a higher recognition

among those with secondary education (66.7%). Limb loss is recognized by 33.3% of women and

55% of men, with greater awareness in individuals over 70 (66.7%) and those with secondary

education (46.7%). Stroke is noted by only 4.2% of women and 5% of men, while heart attack is

recognized by 4.2% of women and 10% of men, with more awareness among those aged over 70

(33.3%). Death is identified by 45.8% of women and 40% of men, with higher recognition in rural
areas (66.7%). Additionally, 20.8% of women and 10% of men are unsure about PAD

complications (Table 70).

Table 10. Perceived Complications of PAD among PAD-aware participants by sociodemographic
characteristics at Tikur Anbessa Specialized Hospital,2024, (n=44)

Sex Age Education Residence
Perceived M F 40-55 | 56-70 | >70 No Prima | Second | College | Urban | Rural
complications of formal | ry ary and
PAD schoo | school | above
Inability to walk 50 66.7 | 67.9 |46.2 |333 |16.7 160 66.7 66.7 63.4 0
Limb loss 55 333 |357 |538 |66.7 |0 40 46.7 55.6 43.9 333
Stroke 5 42 10 7.7 333 |0 0 0 11.1 4.9 0
Heart attack 10 42 |3.6 7.7 333 |0 0 0 16.7 7.3 0
Death 40 458 429 538 |0 333 60 333 50 41.5 66.7
I don’t know 10 208 | 143 154 |333 |50 20 13.3 5.6 14.6 333
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VIl. Factors associated with self-reported PAD awareness

Four variables were initially selected based on a bivariate analysis with a p-value <0.25: residence,

education level, awareness of stroke, and awareness of abdominal aortic aneurysm (AAA). Among

these, two variables—awareness of stroke and awareness of AAA—emerged as statistically

significant at p < 0.05 in the multivariate logistic regression.

Multivariate analysis found that awareness of stroke and abdominal aortic aneurysm (AAA) are

significantly associated with higher levels of self-reported PAD awareness. Specifically,

individuals aware of stroke have an adjusted odds ratio (AOR) of 3.6 (95% CI: 1.1-14) and those
aware of AAA have an AOR of 3.5 (95% CI: 1.1-11), both with p-values of 0.03, indicating

significant associations. (Table /7).

Table 11. Multivariable logistic regression of factors associated with self-reported PAD

awareness at Tikur Anbessa Specialized Hospital, 2024 (n=405)

Characteristics COR (95% CI) AOR (95% CI) | P-value
Residence Urban 3 (0.9-9) 1.3(0.3-4.8) 0.6
Education level College and above 2.3(0.9-6.3) 1.6 (0.7-3.7) 0.26
Completed secondary school 2.7(0.9-7.2) 2.0 (0.8-4.9) 0.53
Have you heard Stroke 4.5 (1.5-12.9) 3.6 (1.1-14) 0.03*
about AAA 3.6 (1.1-11) 3.5(1.1-11) 0.03*

*Significant at p-value<0.05 during multivariate analysis
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CHAPTER SIX: DISCUSSION

Key insights from the study

This study is the first to examine the level of awareness of Peripheral Artery Disease (PAD) in
Ethiopia, uncovering significant gaps in understanding this common atherosclerotic condition. The
research reveals that the awareness of PAD is notably insufficient, potentially affecting efforts to

manage risk factors and prevent cardiovascular events effectively.

In our study, self-reported awareness of Peripheral Arterial Disease (PAD) stands at 10.8%. This
rate is lower compared to findings from the United States, Canada, Ireland, Saudi Arabia, and
Hong Kong, which aligns with expectations given that Ethiopia is a low- and middle-income
country (LMIC) where dedicated vascular treatment is relatively new. The awareness level in our
study might also be somewhat overestimated due to its hospital-based setting and the higher
representation of urban residents. Nevertheless, it exceeds the 4.5% awareness reported in Sri
Lanka. Consistent with most studies (Ireland, Canada, Saudi Arabia, and Sri Lanka), we found that
individuals with lower educational attainment, older age, and rural residence exhibit lower levels

of PAD awareness.

In Ethiopia, specifically at a tertiary hospital in Addis Ababa, PAD awareness among patients
stands at a low 11%. This is in stark contrast to the high awareness levels for other vascular
conditions, such as hypertension (99%), heart attacks (97%), and strokes (68%). The primary
factors contributing to this low awareness include unfamiliarity with the term PAD and the absence
of a clear, widely recognized terminology to describe the condition. Additionally, among those
who are aware of PAD, many lack knowledge about its risk factors, clinical symptoms,

complications, and preventive measures, as confirmed by earlier studies.

The data highlight a crucial issue: the public often does not recognize PAD as a distinct disease or
understand its connection to leg symptoms and severe complications like amputation. Moreover,
there is a general lack of awareness that PAD serves as a significant risk marker for major
cardiovascular events, including heart attacks and strokes, as well as mortality. Bridging these

knowledge gaps is essential to improving both disease management and prevention strategies.
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Predictors of PAD awareness

The study identified several factors associated with increased PAD awareness, including awareness
of related conditions like stroke and abdominal aortic aneurysm (AAA), having a post-secondary
education, and residing in urban areas. These findings align with existing research showing that
higher education levels and urban residency are linked to greater disease awareness. For instance,
a study in Sri Lanka found higher education to be an independent predictor of PAD awareness.
However, contrary to some expectations, age, diabetes, smoking, and high cholesterol did not
significantly predict PAD awareness in our multivariate analysis. Previous studies often suggest
that older age and risk factors are associated with higher disease awareness, a discrepancy that
may stem from differences in public health messaging or study populations. Our results underscore
the need for targeted public health campaigns to improve PAD awareness, especially among
individuals with lower educational attainment, reflecting a broader trend where lower

socioeconomic status is linked to increased cardiovascular risk.

Perceived risk factors for PAD

The majority of respondents, 61.4%, did not identify any risk factors for PAD. Over 80% failed to
recognize diabetes as a significant risk factor, and more than 90% did not acknowledge smoking
or high blood pressure as risks. Additionally, 95.5% did not identify old age or high cholesterol as
risk factors. Similar patterns are observed elsewhere. In Canada, nearly half of those aware of PAD
did not recognize diabetes or smoking as risk factors. In Saudi Arabia, less than 45% of those
aware of PAD identified various risk factors, including smoking and diabetes. In Sri Lanka, fewer
than one-third of those who were aware of PAD recognized hypertension and smoking as risk

factors.

Perceived symptoms of PAD

In our study, none of the respondents recognized that PAD could be asymptomatic, a finding that
aligns with similar trends observed in other research. For instance, a Saudi study reported that 91%
of participants were unaware of the asymptomatic nature of PAD and did not recognize intermittent
claudication as a symptom. Similarly, in the U.S., a significant portion of the population lacked
awareness about PAD's potential to be asymptomatic, affecting their understanding of the disease’s

presentation and associated risk factors.
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These findings underscore the urgent need for increased public education on the possibility of
asymptomatic PAD. Raising awareness about this aspect is crucial for enhancing early detection

and improving the overall management of the disease.

Perceived complications of PAD

Most respondents fail to recognize stroke and heart attack as complications of untreated PAD, with
only 6.8% and 4.5% identifying them, respectively. This trend is consistent with other studies,
which also overlook stroke and heart attack as recognized complications. This highlights a

significant gap in understanding the full range of PAD complications.

Sources of PAD information

Respondents who were PAD aware primarily obtained their information from friends, family,
television, radio, and the Internet. Notably, only 11.3% reported receiving information about PAD
from healthcare professionals. This figure is similar to the proportion found in studies conducted
in the United States and Canada (19%) but is significantly lower compared to the 40% reported in
Saudi Arabia. This discrepancy highlights the need for increased involvement of healthcare
professionals in educating the public about PAD. However, our study’s finding that healthcare
professionals play a minimal role in disseminating PAD information contrasts with
recommendations from other research advocating for increased involvement of healthcare

providers in educating patients about PAD (16).

Overall, our findings underscore the need for targeted public health education to enhance PAD
awareness and understanding of its risk factors and complications. As demonstrated by other
studies, improving disease awareness through comprehensive public health campaigns and
increased involvement of healthcare professionals could help bridge the knowledge gap and

facilitate better prevention and management of PAD.
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CHAPTER SEVEN: LIMITATIONS AND STRENGTHS OF THE STUDY

The study’s findings are based on self-reported perceptions from patients, which may introduce
recall bias and affect the accuracy of knowledge assessments. Additionally, the study's hospital-
based setting, with a high representation of urban residents, may not fully reflect the awareness
levels of the broader community. The relatively small number of participants who were aware of
PAD also posed challenges for statistical analysis within this subgroup, potentially limiting the

generalizability of the results.

Despite these limitations, the study has notable strengths. It is the first research of its kind in
Ethiopia to specifically focus on public knowledge of PAD, providing valuable insights into
current awareness levels. The study achieved a high response rate, which enhances the reliability
of the findings. Moreover, the use of interviews and open-ended questions helped reduce
information bias, allowing for a more detailed understanding of participants' perceptions and

knowledge about PAD.
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CHAPTER EIGHT: CONCLUSIONS AND RECOMMENDATIONS

This survey reveals substantial gaps in awareness regarding PAD in Ethiopia. The study
underscores a significant lack of understanding among the population about PAD's symptoms, risk
factors, and serious consequences, such as heart attacks, strokes, and amputations. The data
indicates that awareness is particularly low among high-risk groups, including older adults and
those with lower levels of education. These gaps in knowledge are concerning, given the severe

health implications associated with PAD.

The findings highlight an urgent need for targeted public health campaigns designed to increase
PAD awareness. Such campaigns should focus on simplifying medical terminology to improve
public understanding of the disease. The implementation of these initiatives is crucial for
addressing the current knowledge deficiencies and facilitating better disease management and
prevention. Previous community education efforts in other regions have demonstrated success in

improving awareness, suggesting that similar strategies could be effective in Ethiopia.

Integrating PAD awareness into Ethiopia’s broader non-communicable disease prevention
programs is essential. This integration would help bridge the existing knowledge gap and promote
early diagnosis and treatment of PAD. Enhanced public awareness could lead to more timely
interventions, potentially reducing the incidence of severe cardiovascular complications related to

PAD.

Furthermore, additional research is necessary to assess the impact of public health education on
clinical outcomes. Expanding studies to include a broader population will help validate the current
findings and address potential biases. By understanding the effectiveness of various educational
strategies and their influence on PAD awareness and management, stakeholders can develop more

effective interventions and policies.
Overall, addressing these awareness gaps through comprehensive public health initiatives and

further research is critical for improving PAD management and reducing the associated health

burden in Ethiopia.
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ANNEXES

Annex 1. Questionnaire

Survey Introduction:

Title: Awareness of Peripheral Artery Disease (PAD) and Associated Factors among Tikur

Anbessa Hospital Patients
Dear Participant

I am Dr. Yonas Nibret, a fellow in vascular and endovascular surgery at Addis Ababa
University’s Department of Surgery. As part of ongoing research, I am conducting a study to
understand your level of awareness about peripheral artery disease. The aim is to identify

awareness gaps and help develop targeted public education campaigns.

To gather valuable insights, we have prepared a questionnaire that will take a maximum of 10
minutes of your time. Your participation in this study is entirely voluntary. Your decision to take
part or not will not impact the services you receive at the hospital. You have the right to stop the

interview at any time or choose not to answer specific questions.

Rest assured that your responses will be treated with the utmost confidentiality. Your name will
not be disclosed in the survey, and your answers will remain unlinked to your identity. There are
no right or wrong answers; we are simply interested in your honest responses to the questions

and statements.

Your cooperation is vital for the success of this study. Could you please indicate your

willingness to participate by selecting the appropriate option below?

[ Yes, | am willing to participate. I No, | am not willing to participate.

Thank you for your time and consideration. If you choose to participate, your input will

contribute significantly to advancing our understanding of PAD awareness.
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Part I: Sociodemographic characteristics

1. Sex L Male L] Female
2. Age
3. Education level [INo formal school [ Completed primary school
[0 Completed secondary school [JCollege and above
4. Residence L] Urban L] Rural
Part II: Clinical profile
5. Do you smoke a cigarette?  [JYes, active smoker [ Ex-smoker [INever smoked
6. Are you currently on treatment for any of the following? [ High blood pressure [ High
cholesterol [Diabetes

7. Have youever had [JA stent on heart OStroke [ Heart attack
Part III: Awareness Assessment

8. Have you heard or read about the following diseases? [1Diabetes [IHypertension
LStroke [JHeart attack [JAbdominal aortic aneurysm [1Breast cancer

9. Have you ever heard or read anything about peripheral artery disease (PAD)? [Yes [
No
10. Do you know anyone with PAD? O] Yes [INo

11. Who do you know with PAD? [ Myself [Family member [OFriend [ Someone
else

12. What do you think when you hear the term PAD? LA very innocent condition
[CIRelatively innocent condition [IRelatively serious condition [ Very serious
condition O Idon’t know

13. What do you think are the symptoms of PAD? I don’t know I No
symptoms [ intermittent claudication(cramping leg pain while walking) [JRest pain
OUlcer [Coldness [ Numbness [1Paralysis

14. What do you think increases the risk of getting PAD?  [JOld age =~ [Smoking [

Diabetes  [JHigh blood pressure  [1High cholesterol
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15. What are the preventive measures of PAD? [l don’t know [IDietary changes
[IDiabetes control [1Smoking cessation [ Lifestyle change [Hypertension control
[LIRisk reducing medications

16. What do think PAD can lead to if left untreated? OlInability to walk [ILimb
loss/amputation [Stroke [JHeart attack [IDeath

17. What is your source of information on PAD?  [Physician [Nurse [1Other health
professional ClFamily members OFriends LTV/Radio [ Internet/social

media [0 Not sure
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Annex 2. ™ME%: PAMCT $6

P8ANA MGF aoepn P

CONE PeC ATINA PATHA YT DA P A9IC 29° MAE N30, MNN/MHIF A AT
+PPH A1 LETF PATM, 1 THN,
Rt 2/C 60 TN T NARA ANN RIACHE P2 UNIRT F9RUCT N&A P 89D N3N, $2 UAIDS
YN9® 7% = AL eME JRCIRC ANA DA £9° MAS NINPT PADTY PITHN B8 ACD/ST meH
APNYLh 1@ 0ATIMI® PTHNNGHFT ARNLT PRLT PARUNAN FIPUCT HARF HIETT
aOL8% Y
PITHN ARLEPTT ACCANANE THET NLTN 10 Bbd PAAM-NE APMLP AHIE+TA: NHY
DTF AL PAPT +ATE ah NA A N PLTTF AR PHARALt 1D PARA+& MEID PATRA+E
@ALP NPNTHA @AD NI LT FHE ATATIAT AR +ROF hRFLMIe:
NMIFMID 1H, LATOML LT PAISITR MLIR P+MAR MPEMTT AATRADAN PADIR/M ARG
AAPE = PACNP FRART NNE+E TMAMNCPTF ATLMN+ET8. ACTIME B N 8AA MG+
@AM NIOP ALIARIRE AF MRANTP NP IC PATITT AT8UF PSP
FANAT DLIR P+ANA+ APANT PATCE NAPITR ADPRPT AT AR9ARMF U$E aRANTF NACHP
RIMANPATY =
ANAPT NHU NFTF HINOT AT 6 NARIRLD ATRA+E £ PRE AOPIPT MADANT LFAN?
[ AP T ARA+E £ $LE T OhLT APA+E £,$L5 ARLALTP
ALHP AT ANHPPTP ATARNITAT: AGRA+E NARZMT PACNP 9INOF Ua™a97 AA P A°IC 29°
@A N30, RN/THIF NAF PATM. ATHN PATY AB/8%F AYAL NE+E AN+PRA
RELPA
N&A A12 I AMPAL aCE

1. 2 Oove O nt

2. hgm O

3. PHIRUCT B2BT [JAPENF H9RUCTH PA+aRs [(IPAREADLP 208 +9RUCt PMAde

OUA+TE B2E +9°UCT Pmaed  OhAS AT hH NAL
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4. 5P Nx i Ontm O IMC

nN&d AT I PUNTRT J¢h
5. N6 PeeA? TIAP ALTIR AeAAL  CINET AstuN 1NC [ AsBeN AADPIP
6. NALF NOT ATN+AF NAZFDTF UNTRT AR 1PF? [ h&+a PRI ot [Ih&+a
hANTCA CIfhNC NAZ
7. AT N&F PAN+tAT UiFhPT AIDTPY Poer?  CINFCH 1N &hoe O
NAN AL &N INFAPT POLPA?

A&A AN PITHN, MPLPT

8. NATN+AF NAFPTF AT+ MEID ATNND- PO, PA? O h&+d eege ot [
h&+d hANtTCA CfhnC NAZF  OhtCeh OfAN &hoe  [JPPE 9™ PAS
Y0, AMmm Oem-+ hing

9. NA PATIC B9° MAB N7IN, AMN/MHIT NAF ATR+M ML A NNM. PO-2h? [
APT R PAL [0 AT hAMSYD

10. PA9IC £9° MAE O30, AN/ HITF NRF PANT AD- PO-2A? AP ARLPAL
[0 AT AAMBYP

11. PA9IC £9° MAE O30, AN/ HIF NRF PANT T T Pa-PA? Oty O
PNAAN ANA 387 CAA A

12. PAIC £9° @AS O30, ARNN/dPHIF NAF ANA 927 PANA?  CINMIR $AA Uss
ONAIRGRIT A i O NAIRGRTE hNE Uik CINm9® hne Uit
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