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Abstract
Back ground: Approximately 7.6% million deaths (13-15% of the total) and 92 million
disability-adjusted life years worldwide were attributable to high blood pressure in 2001 and by
2025, the number of hypertensive people is expected to increase by 60% and reach 1.56 billion
people. The reason that Little is known about the knowledge ,attitude and practice towards
prevention and control of hypertension among Army, this study assessed the gaps in knowledge,
attitude and practice towards hypertension and associated factors among the army assigned for

peace keeping mission.

Method: institution based cross sectional study was conducted between March 16 to April 12,
2015 among 420 sample of Ethiopian defense Force members assigned for peace keeping
mission in Birr Shelko training center. Quantitative data were collected on knowledge, attitude
and practice towards hypertension among study participants.

Data was analyzed using SPSS version 21. Descriptive statistics were used to summarize socio-
demographic, characteristics of study participant. Knowledge, attitude and practice towards
hypertension was determined using Bloom's taxonomy for cut of point (60-80). Logistic
regression were used to identify factors associated with outcome variables. The result were

reported by odds ratio (OR) and Statistical significance were declared at p-value less than 0.05.

Result : A total of 420 systematically sampled individuals were studied and found to have
comprehensive knowledge score of 49.8% (+16.2 SD) Two hundred seventy five (65.5%) of
the respondents had low level of knowledge, and cumulative mean percent of attitude score
was 65.1% (£16 SD). Two hundred nine (49.8%) of the respondents had neutral attitude. The
mean percent of practice score were 60.5% (£16.9 SD). Only 93(22.1%) had relatively better
practice towards prevention of hypertension. Practice score of respondents found to have
significant association with educational level, knowledge towards hypertension and attitude
towards preventive practices at p value of 0.05.

Conclusion : Since the level of the knowledge regarding hypertension is low in more than half of
respondents, strengthening health education program is essential. Knowledge about health

feeding and health food, the importance of physical exercise should be given in health education.

viii



1. Introduction
1.1 Back ground

Hypertension is commonly referred to as high blood pressure(1). According to the seventh report
of joint national committee prevention, detection, evaluation, and treatment of high blood
pressure (JNC?7) it is categorized in to four categories for adults of age greater than or equal to18
years(2). Normal blood pressure is SBP less than 120mm Hg and DBP less than 80 mm Hg, pre-
hypertension is for patents on the cusp of developing hypertension and defined as a SBP of 120-
139mm Hg or a DBP of 80-89mm Hg(3). Hypertension is defined as a systolic blood pressure
equal to or above 140 mm Hg and/or diastolic blood pressure equal to or above 90 mm Hg. But it
is divided as stage I with the SBP 140-159mm Hg or DBP 80-89mm Hg and stage II with SBP >
160mm Hg or DBP of > 100mm Hg (3). Normal levels of both systolic and diastolic blood
pressure are particularly important for the efficient function of vital organs such as the heart,
brain and kidneys and for overall health and wellbeing(3).

Hypertension is common public health problem globally(4). Also it is common in military
personals(5). Study done on Brazilian Air force shows the prevalence of arterial hypertension
was 22%(5). But a systematic review done among Brazilian adolescents by Magliiano et al. the
prevalence of hypertension is 8% for total population(6).

According to WHO non communicable disease country profile 2011 Ethiopia is one of the low
income countries and the prevalence of raised blood pressure is 35.2% for total population,
37.3% for male and 33.2 for female according to 2008 estimates (7).

Common risk factor for hypertension are obesity, weight gain, high sodium intake, low calcium
and potassium intake, Alcohol consumption, psychological stress and low physical activity(4).
These behavioral risk factors are highly influenced by peoples working and living condition (1).
Knowledge attitude and practice towards these behavioral risk factors have also big impact on
the prevention of hypertension(8). In Ethiopia knowledge about the risks imposed by
hypertension, awareness of their status among hypertensive patients and level of BP control was
quite low(8).

The low level of knowledge, attitude and practice is mainly associated with illiteracy, low

socioeconomic class of the individuals (8).



1.2 Statement of the problem.
Hypertension is a common and major global public health problem(1). Approximately 7.6%

million deaths (13-15% of the total) and 92 million disability-adjusted life years worldwide were
attributable to high blood pressure in 2001. By 2025 the number of hypertensive people is
expected to increase by 60% and reach 1.56 billion people(7). Hypertension doubles the risk of
CVD, including coronary heart disease (CHD), congestive heart failure (CHF),ischemic and

hemorrhagic stroke, renal failure, and peripheral arterial disease (7)

Study done in south west Ethiopia showed that the prevalence of hypertension was 16.9%.
Among the hypertensive only 44.8% were aware of their hypertension, and the overall control
rate of hypertension was only 22.4%(8). According to this study, knowledge ,attitude and
practice towards prevention of hypertension is poor in the study participants(8). Study done on
Kenyan army shows that 68% of army members who had participated in peace keeping mission

were hypertensive when compared to 36%who had never been to peace keeping mission(9).

Members of the Ethiopian army are now days widely participating in peace keeping mission in
different African countries. Mission may have its own risk factors to develop hypertension.
Stress is also common in peace keeping mission as the time of the mission increases(9). All these
factors will predispose the army members to hypertension unless the knowledge ,attitude and
practice towards prevention of hypertension are good in the army. As the individuals knowledge,
attitude and practice towards those risk factors are becomes good hypertension will be

preventable (10).

There is indication of obesity among returnees from peace keeping mission. This could be due
to nutritional change as per UN standard and sedentary life style in relatively peace areas.
Nevertheless, prevalence of hypertension among returnee from peace keeping mission is not well
documented in Ethiopia contexts. Moreover, little is known about the knowledge ,attitude and
practice towards hypertension among Army. Hence the aim of this study was to assess the level
of knowledge, attitude and practice towards hypertension among members of the Ethiopian

Army assigned for peace keeping mission before they leave to the mission.



1.3 Significance of the study:

Since hypertension is a common cause of mortality globally and common in the army, this study
assessed the gaps in knowledge, attitude and practice towards prevention and control of
hypertension and associated factors among the army assigned for peace keeping mission. It is
important in policy formulation for prevention and management of hypertension in the army.
Identification of gaps in knowledge, attitude and practice towards prevention of hypertension can
help in the development of health education and health promotion materials. It can be utilized in
the army by defense health main directorate to address the deficiencies. The findings from this
study are expected to increase the knowledge of army about hypertension risk factors and

attitude towards preventive methods. Also used as base line study for further studies.



2. Literature review

2.1 Overview of hypertension
In 2008,approximately 40% of adults aged 25 and above had been diagnosed with
hypertension worldwide, the number of people with the condition rose from 600 million in 1980
to 1 billion in 2008(1). The prevalence of hypertension is highest in the African Region at 46%
among adults aged 25 and above, while the lowest prevalence at 35% is found in the Americas.

Overall, high-income countries have a lower prevalence of hypertension 35% than other groups

at 40%(1).

In the United States based on result of the national health and nutrition examination survey
(NHANES) approximately 30%(Age adjusted prevalence) of adults or at least 65 million
individuals have hypertension(4). Hypertension prevalence is 33% in non-Hispanic
blacks,28.9%in non-Hispanic whites and 20% in Mexican Americans. The likelihood of

hypertension increase with age, and among individuals age > 60 the prevalence is 65%(4).

Modeled estimates of hypertension with an age-adjusted prevalence in Africa indicated the
overall prevalence of hypertension have been increasing since 1990. In adults aged >20 years, in
1990 prevalence were 19.1% , in 2000 prevalence were estimated 24.3%,in 2010 with prevalence

0f 25.9% and projected to 25.3% by 2030(11).

The common risk factors for hypertension are obesity and weight gain, high sodium intake, low
calcium and potassium intake, alcohol consumption, psychological stress and low physical

activity also heritability blood pressure is in the range of 15-35%(4).

Study done in south west Ethiopia by Gudina et.al shows knowledge ,attitude and practice

towards prevention of hypertension is poor in the study participants(8).



2.2 knowledge about Hypertension risk factors.

Studies done in different countries showed that the level of knowledge about hypertension in
their population is low. A study done in Thailand by Aung et al. showed that more than 80%
understand what hypertension is, 97% did not know if they had high blood pressure, 92% did not
notice whether their relatives had hypertension, and 95% thought they were not at risk of
hypertension (12).

Forty percent of overweight individuals did not know that being overweight is a risk factor for

hypertension. More than 40% did not know that alcohol is a risk factor for hypertension(12).

A study done in Mongolia by Demaio et al showed that two-fifths 40% of participants rated their
knowledge as high and felt they were ‘very familiar’ with the concept of blood pressure(13). On
awareness regarding the risk posed to specific body organs from high blood pressure, \7754.2%

are aware of the risks of blood pressure to the heart, kidneys and brain(13).

A study done by Shaika et al. on entry year students of medical university, showed that of 110
participants, stress, high cholesterol, obesity, and smoking were identified as risk factors by
75%, 74%, 74%, and 72%, respectively. Seventy-six (69%), considered high salt intake as a risk
factor for hypertension, and 69 (62%) mentioned a high-calorie diet(14). Energy drink and coffee
consumption were considered as risk factors by 71 (64%) and 51 (46%), respectively. Fifty two
(47%) of the respondents were aware of physical inactivity being a risk factor, whereas, only 15
(13.6%) had knowledge of the risk of oral contraceptives for hypertension. Among the
respondents 97 (88%) did not know the risk related to male gender, 66 (60%) the risk with

increasing age, and 56 (50%) the risk of family history of cardiovascular diseases (14).

Another study done in Seychelles by Aubert et al. showed that 96% knew that salt and obesity
were associated with hypertension and that hypertension was associated with cardio vascular
disease occurrence, 79% of participants well recognized the benefit of physical exercise on blood
pressure(15). Of all participants, 28% knew that hypertension only rarely has symptoms, whereas
around a quarter thought that hypertension almost always has symptoms. About 10% could give

values for their own blood pressure, and 14% could give a value for “normal” blood pressure

(15).



Women tended to have better specific knowledge, although these values were low for both
genders, 13% of women versus 8% of men could give a value for their own blood pressure, and

17% versus 11% could give a value for “normal” blood pressure values(15).

According to study done in India by Mahajan et al, out of 340 hypertensive patients, 287
(84.41%), 235 (69.1%) and 249 (73.23%) had poor score of knowledge, attitude and practice of
Hypertension respectively. The low score of knowledge, attitude and practice is mainly
associated with illiteracy, low socioeconomic class of the patients. Also, he found that the

knowledge, attitude and practice score was less in females when compared to males(16).

A cross sectional study done in Karachi, Pakistan by Almas et al. showed that, 45.8%(99) men
and 33%(71) women agreed that high blood pressure can be asymptomatic, 82.8%(184)men and
84%(186) women agreed that changing lifestyle improves blood pressure(17). One hundred sixty
six (76%) men and 73.3(162) women agreed that hypertension is a lifelong disease, 77%(174)
men and 72.8%(161) women agreed that anti hypertensive have to be taken for life. One hundred
twenty six (57.3%) men and 50.4%(112)women said that high blood pressure is a part of aging
The mean persent (SD) knowledge score in men was 21.8(4.9) and in women was

20.07(4.8)(17).

A study done on association between knowledge and drug adherence in Pakistan by Saleem et
al showed that, out of the 385 patients 146 (37.9 %) were within the poor knowledge range, 236
(61.3 %) moderate and only 3 patients (0.8 %) showed adequate general knowledge about
hypertension. Poor knowledge was apparent in responses to questions relating to onset and

management(18).

A study done in a North Carolina by Viera et al. showed that 29% of respondents older than 65
years had lower hypertension knowledge, compared with 18% of those ages 45 to 65 and 22% of
those younger than 45 years old. More than 29% of African-Americans had lower hypertension
knowledge, compared with 19% of whites(19). One third of respondents with less than a high
school education had lower hypertension knowledge, compared with 24% of high school
graduates and 14.6% of those with some college(19).



Study done on rural Chinese adult by Li et al. showed that the percentage of respondents with
correct responses to the hypertension knowledge questions ranged from 11.8% to 63.0% among
non-hypertensive respondents. Of the respondents, 89.8% of non-hypertensive had a score of
fewer than 50 points out of a possible 100. Furthermore, 25.1% of non-hypertensive respondents
had scores of 0, that is incorrect answers to all 10 questions(20). The average hypertension
knowledge score was 20.0% for non-hypertensive respondents. Of non hypertensive respondents
486(86.9%) respond correctly for normal value of BP and 306(54.8%) define hypertension
correctly. Only a small proportion of respondents correctly answered questions about
hypertension complications (i.e., 36.5% for stroke, 38.9% for heart attack, 18.0% for kidney
disease and 27.9% for eye disease among hypertensive respondents and 31.2% for stroke, 32.1%
for heart attack, 11.8% for kidney disease and 19.6% for eye disease among non-hypertensive

respondents). The average score varied by age, education and marital status (20).

A study done in Iran by Sabouhi et al on patients came to health care centers showed that
knowledge score of HTN was moderate (26% < score < 50%) in 49.1% patients with mean of
50.5% (SD = 17.66). Half 49.1% knew the meaning of two numbers (values) that are usually
reported for blood pressure level(21). More than fifty percent (57.7%) reported that normal top
blood pressure level (systole) is equal or more than 140 mmHg, and 50.0% reported that normal
bottom blood pressure level (diastole) is equal or more than 90 mmHg(21). Also 99.1% assumed
that hypertension means high blood glucose level (diabetes), and 22.2% of patients reported that
hypertension is an asymptomatic condition. Fifty-two percent believed that patients use different

methods for lowering their blood pressure walking, using herbal drugs, diet therapy (21).

Study done in Nigeria by Marfo et al. showed that (60%), 62%and 59% of respondents were
aware of lifestyle modification adjunct to the management of hypertension such as regular
exercise; reduce salt intake and eating a diet high in fruits, vegetables and low in fat. respectively
In addition 38% were aware of avoidance of cigarette smoking and 46% were aware of reduction
in alcohol intake(22).

Another study done in Nigeria showed 69.4% believed hypertension could be cured once and for

all, but31% did not believe so. While 46% knew treatment is lifelong (23).



According to a systematic review done by Kayima et al. in Africa, the lowest levels of awareness
of hypertension were found in rural communities in Nigeria (8%), Uganda (10%) and Gabon
(9%). The lowest prevalence of awareness in urban areas was 12.3% among slum dwellers in
Nairobi(25). The highest awareness rates were found in the studies that considered elderly
subjects reaching 81% in urban elderly populations of Tunisia. Generally, studies from North
African countries showed the highest levels of awareness 71% among hypertensive patients.
West and central Africa seemed to have the lowest levels of awareness of hypertension

status(24).

Study done in Nigeria by Busari et al showed that (47.1%) had good knowledge of hypertension.
However, 141 (58.8%) possessed good knowledge of their antihypertensive drugs. Knowledge of

hypertension was better in women than in men (59.3% vs 40.7%) (25).

Study done in Nigeria by Ogechi Kate et.al revealed that adults in Owerri senatorial zone
showed the mean knowledge on Concept of Hypertension is 65% and the mean knowledge on
risk factors of hypertension is 62%(26). The mean score of adults with tertiary education (69.7%)
was slightly higher than the mean score of those with secondary education ( 60.5%), without
formal education (48.50%) and those with primary education (47.41%). This implies that adults
with tertiary/university and secondary education had high level of knowledge while adults
without formal education and primary education possessed moderate level of knowledge

regarding the concept of hypertension.(26).

Study done by Abdullahi et al. in Nigeria showed that 84% believed that hypertension can cause
stroke while 80% of the respondents agreed very much that severe hypertension can lead to heart
attack which could lead to the death of the affected person(27). Only 40% agreed that
hypertension can result to retinal failure. also showed positive relationship between level of

education and awareness of complications of hypertension(27).

Another study done in Tanzania, Dar es Salaam by Mlunde Linda showed that 66.8% of the
study population had knowledge on hypertension but only 19.75% had knowledge on the risk
factors for hypertension(28). Slightly more than half of the study population reported to be



doing physical exercises, but (70.6%) of men exercising was found to be more than twice that of

(29.9%) of women (28).

A study done in rural community of south west Nigeria showed that the common cardio vascular
risk factors known in decreasing order of frequency among respondents were stress (43%),
tobacco use (36%), excessive salt intake (3%), low consumption of fruits and vegetables (1.7%),
obesity (1.6%), lack of exercise (1.2%), and dietary fat (1.1%). One thousand one hundred and
twenty one (56%) could not identify a single risk factor. Only 10.5% of the respondents
considered hypertension to be a potentially life threatening, 5.8% knew that it is mostly a silent
disease, whilst 2.7% knew that treatment is for life long. Less than 1.5% knew that BP is high
when > 140/90mmHg and 0.8% had an idea of what their blood pressure was (29).

2.3 Attitude towards prevention of Hypertension

Study done in rural dwellers in Owerre-Nkwoji, Imo State Nigeria shows a positive attitude to
hypertension prevention, 56.7% strongly agreed and 43.3% agreed that hypertension is of
serious health concern, 16.7% strongly agreed and 43.3% agreed that it is important to check
one's blood pressure regularly, and 13.3% strongly agreed 30.0% agreed that hypertension is not

prevalent among young people(30).

A study done in Iran by Saboubhi et al on Patients came to public health care centers showed that
attitude score of HTN was good (51% < score < 75%) in 58.2% patients with mean of 74.5%
(SD = 7.48).About 38.9% believed that measuring SBP is more important, while 53.8% told that
measuring DBP is more important. Approximately (80.8%) mentioned that reducing blood
pressure (even a little bit) is effective in health promotion(21). About 56.6% named hypertension
as a serious disease, and 44.4% believed that it is manageable with medications. Forty two
percent respond that the type of diet is effective on blood pressure, 39.7% identified it as an
inherited disease. About (60.3%) identified it as a cause of diabetes and renal dysfunction. 41.5%
said that it is related to age(21). About (40.2%) had serious concern on their blood pressure
rising. The most important reported factors to control hypertension were taking medication
(73.1%), lowering stress (63.7%), diet (62.4%), quitting smoking (58.5%), losing weight (54.7%)
and exercise (45.7%)(21).



2.4 Hypertension preventive practices

A study done in Thailand by Aung at el showed that only 20% of participants had had their blood
pressure checked in the previous year, 67.79% of participants were current smokers, and 23.18%
were nonsmokers. Among the current smokers, 38.12% did not know that smoking was a risk

factor for hypertension (12).

A study done in Iran by Sabouhi et al on patients came to health care centers showed that
practice score of HTN was high (very good/score >; 75%) in 49/2% patients with mean of 73.7%
(SD = 11.27). Seventy percent of the participants mentioned that they have referred monthly to a
doctor or health care provider for BP checkup(21). About eighty percent (80.3%) consumed their
prescribed medications as ordered and 53.8% had never ceased or decreased their hypertensive
medications when they felt better. 47.0% reported that they have often adhered to the doctor or
health care provider's recommendation about hypertension management. Forty-four percent
rarely have forgotten to take their drugs and 59% reported that they have never quitted their
medications even if they felt bad after taking it. Fifty-three percent reported that there was
always somebody at home to remind them to take their medications(21). About fifty percent
(44.9%) reported that sometimes they had regular exercise while 31.6% rarely had regular
exercise. Thirty six percent (36.8%) had always used law salt diet (15.4% have often adhered it).
Thirty six (36.3%) have tried to decrease their stress according to doctor or health care provider's
recommendation. And 70.9% report that that they have rarely quit medications base on family or

friend's recommendation(21).

A study done in Seychelles by Aubert et al. Regarding reported practices, persons aware of
being hypertensive visited a doctor more often than persons unaware of being hypertensive (5.6
visits versus 2.9 visits per year), and persons aware of being hypertensive had more often had
their BP checked within the previous month than persons unaware of being hypertensive (40%
versus 17%). persons aware of being hypertensive reported marginally more often than persons
unaware of being hypertensive making an effort to eat small amounts of salt (70% versus 63%)
(15).

A study done in Nigeria showed that, 81.5% took much table salt, but 18.5% did not. While
63% used a lot of condiments in cooking, 37% did not, 21% regularly took plenty of vegetables
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but 79% did not, Whereas 22% took plenty of fruits, 78% did not. Although,13% adhered to
dietary advice to lose weight,87% did not(23).

A study done in North Gondar (Ethiopia) by Awoke at el. showed that 32 participants (4.7%)
declared that they were smoking cigarettes previously. Nineteen(2.8%) of participants were
current smokers of whom 7 (36.8%) were smoking at least half a pack (10 or more cigarettes)
every day(31). Concerning their alcohol use, 251(37.0%) were current users. One from every
seven participants (16.9%) was involved in vigorous activities such as carrying or lifting heavy
loads, and construction works(31). Nevertheless, only 24(20.9%) do so on a daily basis. Most
participants (95%) use to walk for at least 10 minutes continuously every day. More than three
quarters (76.9%) of participants reported using vehicles as main mode of transportation to their
work places . Concerning dietary habits of respondents about 67.7% of respondents reported that
they usually use vegetable oil for meal preparation while a similar proportion (67.6%) reported
eating vegetables at least 1-3 days in a week. Half of the respondents (50.1%) do not eat fruits at
all in any days of a week. Hundred and forty three (21.1%) respondents have reported excessive

use of salt than other family members.(31, 32)

2.5 knowledge, attitude and practice towards risk factors of hypertension among
uniformed people

A study done in India by Ray et al. on 130 officers and 637 other ranks showed that 35.4% of
the officers and 14.2% of other ranks smokes cigarettes, 3.8% of the officers and 2.0% of other
ranks drink alcohol (>3 drinks/week), 27.6% of officers and 30.5% of other ranks are non
vegetarians, 48.5% of officers and 78.2% of other ranks use butter /ghee daily,0.8%o0f officers

and 9.5% of other ranks are not engaged in exercise(33).

study done on Kenyan military showed that, there was significant association between
hypertension and participation in peace keeping missions. Majority (68%) of subjects who
participated in peace missions were hypertensive compared to 36.1% who had never been to
peace missions (9).

A study done by Mohammed in 2012 on Cardiovascular Disease Risk Factors among Nigerian
Armed Forces Service men showed that smoking was readily identified as a risk factor by

70.6% , 87% of respondents identified stress as a risk factor, while 41.6% of respondents
11



identified obesity as risk factor, sedentary life-style and poor dietary intake use were identified
with only 16.6% and 6.4% of respondents respectively(34). Forty two (51.2%) admitted taking
alcohol, most taking more than ten units a week. About 93.9% engaged in exercise (mostly
running), 52.4% take vegetables and fruit on a regular basis, 34.5% checked their body weights
regularly And only 5% of all the respondents visited the hospital or clinic for routine medical

check-up(34).

Studies done in different countries in different settings showed that there is a gap in knowledge,
attitude and practice towards the prevention of hypertension. Hypertension is a common public
health all over the world, but there is no sufficient study done regarding the knowledge, attitude
and practice towards prevention of hypertension specially in our country (Ethiopia) army setting.
The Ethiopian defense force members who participating in peace keeping mission are recruited
from different parts of the country, from different units, and are representative of the whole
army. A study done in some countries showed that individuals who participate in peace keeping
mission has more chance to develop hypertension than individuals who do not. The proposed
study would have a significant input in identifying and improving the gap in knowledge, attitude

and practice towards hypertension in the army.
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Independent variables
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Marital status
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Knowledge regarding
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Attitude towards prevention
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hypertension

A 4

Practice towards prevention
of hypertension

Figure 1. conceptual frame work indicating factors related to KAP of hypertension.
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3.0bjectives
3.1 General objective:

To assess knowledge, attitude and practice towards hypertension among members of the

Ethiopian army assigned for peace keeping mission.

3.2 Specific objective :

1.To measure the level of knowledge, attitude, and practices towards prevention of hypertension.

2. To assess factors associated with knowledge, attitude and practices towards prevention of

hypertension
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4. Methods

4.1 Study area :

The study was conducted in Birr Sheleko Ethiopian defense force peace keeping training center
located in north west of Ethiopia, Amhara regional state, west Gojjam zone, 422 Km from
capital city Addis Ababa. It is one of the training centers located in each commands. It is the
western command's training center. It has one hospital and one clinic for each battalion. The
study period were from march 16 to April 12, 2015.

4.2 Study design :

The study was institution based cross sectional survey with 420 study participants. Study
participants were identified and data were collected retrospectively using structured data
collection tool to asses knowledge ,attitude and practice among Ethiopian Defense force
members assigned for peace keeping mission who are in the training center. .

4.3 Study population: Target population were all Defense force members who are on service.
All members of Ethiopian Defense force assigned for peace keeping mission were the source
population and the study subjects were members of Ethiopian Defense force who are recruited
from different army units for peace keeping mission and in Birr Sheleko training center during

data collection period.

Inclusion criteria: All defense force members assigned for peace keeping mission and are on
training in Birr Sheleko training center.
Exclusion criteria : Defense force members who are health professionals and are going to
participate in peace keeping mission with the army was excluded.

4.3.4 Sample size determination:

The sample size required for the study was calculated based on the formula to estimate a single

population proportions.

. (Z1-a)> xpx(1-p)

. 1.96%%x0.5%0.5
ni =

ni

072~ 384
d? 0.05

Where: n; is the required sample size, (za/2)” is the reliability coefficient 95% that is(1.96),
Proportion (P) = anticipated proportion of individuals having good knowledge, attitude and
practice of hypertension, since there is no similar study done in similar settings (army), P was
taken 0.5 and taking 5% (d =0.05) for the precision, considering 10% for non-response rate the

final sample size was 420.
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4.3.5 Sampling procedure and techniques:

Systematic random sampling technique was used to select the study participants from the
registration book that contained 600 individuals with the order of their rank in the training center
human resource department sampling frame.

4.4 Data collection procedure:

4.4.1 Instrument : Data was collected through face to face interview, using structured
questionnaire which is adapted from previous similar studies. It contains Information about socio
demographic characteristics, comprehensive knowledge of hypertension, attitude towards
preventive measures and preventive practices. The data collection instrument was developed
in English and translated to Amharic and later back translated to English by investigator to
ensure accuracy and desired results. To evaluate the understandability and the applicability of the
instruments one week prior to the main field work ,a pre-test was done on 10% of the sample
size at Bushoftu on army members'. Following the analysis of the pre test study data, ambiguous

or unclear questions was rephrased to make it more understandable.

4.4.2 Selection and training of data collectors:
Four 12 grade completed data collectors and one nurse as supervisor from the training center
was recruited and trained for two day so as to make them familiar with the survey instrument

and also the basic approach.

4.4.3 Variables

Dependent variables
e Knowledge of respondents about hypertension
e Attitude of respondents towards prevention of hypertension

e Practice of respondents towards prevention of hypertension.

Independent variables
Socio demographic:- age, sex, military rank, educational background, marital status, income,
service year.

Behavioral:- smoking habit, alcohol consumption, physical exercise, nutritional habits.
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4.4.4 Operational definitions

Knowledge:- It is information that an individual is aware of what is hypertension is and factors
that predisposes to it. In this study it was measured based on the ability of the respondent
correctly identify and respond to meaning, risk factors, and preventive measures of hypertension.
Overall knowledge:- It is the summary of all the 20 questions . Each question contains 1 point for
positive response and 0 for negative response the total response contains 20 points

The overall knowledge of the study participants was assessed using the sum score of each
outcome based on Bloom’s cut-off point. The scores was classify into 3 levels as follow:

Bloom’s cut off point, 12-16 points (60%-80 %)

High level knowledge:- Knowledge score that fell above 16 points (80%.)

Moderate level knowledge:- Knowledge score that fell between 12-15 points (60%-79%)

Low level knowledge:- Knowledge score below 12 points (59%)

Attitude :Includes 15 items to assess the perception or outlook regarding causative factors and
preventive measures of hypertension. All individual answers was summed up for total scores and
calculate for means percent. The scores was classified into 3 levels (Positive Attitude, Neutral

Attitude and Negative Attitude) according to Bloom’s cut off point.

Positive Attitude - Attitude score fell between 80%-100%
Neutral Attitude - Attitude score fell between 60%-79%
Negative Attitude - Attitude score less than 59%

This section was utilized 5 point likert scale to assess the attitude in terms of strongly agree,

agree, uncertain, disagree and strongly disagree.

Practice:- is the overt behavior, habit or custom that a person does, follow up or carry out in
his/her daily life in prevention of hypertension. It was measured based on previous health
seeking behavior, decisions and action taken to prevent hypertension, 10 questions was used to
assess the experience and action of the respondent . Each question contains 1 point for positive
life style practice and 0 point for negative life style practices. The total response score was 10
point and classified in to 3 according to Bloom’s cut off point.

Good practice:- Practice score that fell above 9-10 scores( above 80%)

Fair practice :- Practice score that fell between 6-8(60% - 79%).

Poor practice :- Practice score that fell below 6(0-59%).
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Hypertension:- Blood pressure of 140/90 mm Hg and above taken at least on two occasions at
30- minute interval.

Non officer:- Individual who has the military rank below Lieutenant.

Lower officers:- Individuals who has the military rank from Lieutenant to Capitan.

Higher officers:- Individuals who has military rank from Major to Colonel.

4.5 Data processing and analysis:
Each questionnaire was checked for completeness, missed values and unlikely responses and

then manually cleaned up on such indications before living the study area. Data was coded and
entered in to Epi Info version 7. Data was cross checked for consistency and accuracy, after data
clearing exported to SPSS version 21 for statistical analysis.

Descriptive statistics like frequencies, proportions and measures of dispersions was employed to
describe socio-demographic, knowledge, attitude and practice variables. The degree of
association between socio demographic and level of knowledge, attitude, practice variables
measured using chi-square test, multinomial logistic regression was used for the variables
which has significant association in chi- square test ,0dds ratio with 95% confidence interval was

imploded.

4.6 Ethical Consideration

Ethical clearance was obtained from Addis Ababa university college of health sciences school of
public health research review board. A formal letter was written to all concerned authorities. As
first step ,the researcher was communicated the person in charge on the office of Defense health
main directorate and peace keeping center to get permission and briefly describe the aim of the
study.

After obtaining permission from concerned bodies written consent was secured from Defense
health main directorate and peace keeping center. Informed verbal consent was obtained from
each respondent, after the purpose of the study is explained to him/her. Anonymity and
confidentiality of the information was assured and privacy of each respondent was maintained
throughout the data collection process. The sampled army members who gave verbal consent to

participate in the study was interviewed face to face.
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Dissemination of results:
The finding of this study will be disseminated to AAU,SPH Defense health main directorate
,Ethiopian peace keeping center Furthermore, the finding will be presented on appropriate

seminars, conferences and workshops. And publishing with scientific journal will be considered
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5. Results

5.1. Socio demographic characteristics of the study subjects

The study result summarized in (Table 1) reveals socio-demographic characteristics of respondents.
Two hundred seventy three respondents, (65%) were found between the age of 35-44. The mean
age of the respondents was 36 (+ 4.5 SD) years. Four hundred eighteen (99.5%) of the respondents
were males. All of them attended formal education, and 207 (49.3%) were between grade 9-12.
Two hundred thirty eight (56.8%) of the respondents are married, three hundred thirty four (79.5%)
were non officers,. The mean monthly income of the respondents were 1776.6 (+424SD) ET birr,
300(71.4%) have no habit of substance use, but 57(13.6%) have smoking, 56(13.3%) have habit of
drinking alcohol,7(1.7%) have habit of drinking alcohol and smoking cigarette.
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Table 1. Socio demographic characteristics of participants, 2015.

Socio demographic variables  category Frequency(%)
Age 18-24 5 (1.2)
25-34 131 (31.2)
35-44 273 (65.0)
45-54 11 (2.6)
Educational status gradel-8 184  (43.8)
grade9-12 207  (49.3)
College and above 29 (6.9)
Marital status
Married 238 (56.7)
Single 165 (39.3)
divorced 17 (4.0)
Military rank non officers 334 (79.5)
lower officers 73 (17.4)
higher officers 13 (3.1)
Service year <10 years 68 (16.2)
11-20 years 330 (78.6)
>20 years 22 (5.2)
Monthly income <1500 ET birr 147 (35.0)
1501-2000 ET birr 189 (45.0)
>2001 ET birr 84 (20.0)
Habit cigarette 57 (13.6)
alcohol 56 (13.3)
Cigarette & alcohol 7 (1.7)
none 300 (71.4)
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5.2.Information about health life style

Three hundred fifty two (83.8%) of the respondents had information about health life style among
those 223(63.35%) had received information from health professionals.

KEY

[]1. Family

72" Frends

3 Health profesionals
P4, Media

m 5. More than two

SOUCES

Figure 2. Source of information regarding health life style.
5.3. Knowledge of respondents about hypertension.

Knowledge of respondents summarized in (Table3) shows, three hundred fifty three (84%) of the
respondents said that average normal BP 1s120/80 mmHg. Two hundred eighty (84%) define
hypertension as BP above 140/90mm Hg. Stress is reported by 174(41%) of participants as a risk
factor that induces hypertension. Most of respondents 182(43.3%) mentioned headache, dizziness
and nausea are sign and symptom of hypertension. Respiratory dysfunction is the most frequently
mentioned condition which can be developed due to hypertension. Out of total 307(73.1%) of

respondents said that blood pressure measurement is the diagnostic study of hypertension.
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Table 2. Respondent's comprehensive knowledge of hypertension, 2015.

Variables Responses Frequency(%)
Average normal BP 90/60 mmHg 16 (3.80
120/80 mmHg 353 (84.0)
140/90mmHg 11 (2.6)
Don't know 40 (9.5
What meant by HTN BP above 140/90mmHG 280 (66.7)
BP 120/80mmHg 13 (3.1)
BP below 90/50mmHg 15 (3.6)
Don't know 112 (26.7)
Risk factor of HTN Stress 174 (41.4)
Age 12 (2.9
Heredity 17 (4.0)
Stress, age and heredity 122 (29.0)
Don't know 93 (22.1)
Sign and symptom of HTN Headache 27 (6.4)
Dizziness 30 (7.1)
Nausea 48 (11.4)
Headache & dizziness 3 (0.7
Headache, Dizziness and Nausea 182 (43.3)
Don't know 130 (31.0)
Evidence of target Liver dysfunction 47 (11.2)
damage GI dysfunction 22 (5.2)
Respiratory dysfunction 183 (43.6)
Renal dysfunction 44 (10.5)
Don't know 123 (29.3)
Which on is diagnostic study Blood test 40 (9.5
of HTN Urine test 5 (1.2
Chest x ray 31 (74)
BP measurement 307 (73.1)
Don't know 34 (8.1)
Which of the following Diet control 37 (8.8)
methods are used to control Drug therapy 13 (3.1)
hypertension. Regular exercise 112 (26.7)
Diet control & regular exercise 2 (0.5)
Drug, diet and exercise 241 (57.4)
Don't know 15 (3.6)
What is the nutritional Water restriction 22 (5.2)
therapy of hypertension ? Decrease salt intake 233 (55.5)
Increase salt intake 16 (3.80
decrease caloric rich food 104 (24.8)
Don't know 42 (10.0)
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Which of the following food Salt reach and salty foods 235 (56.0)
should hypertensive pt Spicy foods 25 (6.0)
avoid? Pulses 38 (9.0)
Vegetables 55 (13.1)
Don't know 65 (15.5)
which of the following is salt Pickles 182 (43.3)
rich food? Milk 83 (19.8)
Vegetables 12 (2.9
Rice 30 (7.1)
Don't know 113 (26.9)
How much salt is given to 0-2g 103 (24.5)
hypertensive patent/day 2.1-4¢g 26 (6.20
4.1-8¢g 3 (0.7)
Don't know 288 (68.6)

5.4.Knowledge regarding life style modification.

Three hundred fifty(83.3%) of respondents answered that Regular exercise and optimal caloric intake
is important to maintain normal body weight. One hundred sixty six(39.5%) of the respondents
answered yoga and meditation as a best measure to reduce stress. Three hundred sixty one(86%)
answered form of exercise that is good for hypertension is aerobics and jogging. One hundred
twenty(28.6%) of the respondents answered that hypertension medications should be taken under
stress situation. Three hundred four (72.4%) respondents said hypertension medication should be
taken as prescribed currently by doctor. One hundred sixteen(27.6%) of respondents said
hypertensive patent should rest after doing all work. For the question that how much hours should a
person take rest and sleep per day 258(61.4%) respondents said 7-12 hrs. Three hundred twenty one
(76.4%) of respondents said hypertension will not occur genetically. It is presented in (Table 4).
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Table 3. Respondents knowledge regarding life style modification, 2015.

Variables Responses Frequency(%)
How can you maintain Over eating 5 (1.2)
normal body weight? Eating fatty foods 9 (2.1
Regular exercise & calorie intake 350(83.3)
Don't know 54 (12.9)
How long should a person 1-14min 8 (1.9
exercise daily? 15-29 14 (3.3)
30-45 321 (76.4)
46 and above 77 (18.3)
What is the best measure Involve in strenuous work 25 (6.0)
followed to reduce stress? Yoga and meditation 166 (39.5)
Sleep including medication 3 (0.7)
Watching TV 171 (40.7)
Don't know 52 (12.4)
What form of exercise is Aerobics and jogging 361 (86.0)
good for hypertension? Weight bearing 14 (3.3)
Driving 5 (1.2)
Dancing 6 (1.4
Don't know 34 (8.1)
At what all time, Under stress situation 120 (28.6)
hypertensive medications .
sl}llcl))uld be taken? Life long 3 (8.1)
during physical exertion 3 (0.7
Whenever pt feels bad 119 (28.3)
Don't know 143 (34.0)
How does hypertensive As per information got from other pt 11 (2.6)
patent take medications? As per information got from books & 6 (14)
journals '
As prescribed for disease long time ago 23 (5.5)
As prescribed currently by doctor 304 (72.4)
Don't know 75 (17.9)
How often should a Complete bed rest 26 (6.2)
hypertensive patent rest? Rest after doing all work 116 (27.6)
Rest in between activities 97 (23.1)
No need to exercise 15 (3.6)
Don't know 165(39.3)
How much hours should a 1-6 hrs 16 (3.8)
person take rest and sleep per  7-12 hrs 258 (61.4)
day 13-18 hrs 9 (2.1
Don't know 137 (32.6)
Hypertension will occur No 321 (76.4)
genetically Yes 99 (23.6)
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Mean of knowledge score was 49.8% (£16.2 SD) with minimum 5% and maximum 90%
cumulative percent knowledge score. Two hundred seventy five (65.5%) of the respondents has
low level comprehensive knowledge, based on blooms cut of point.

Table 4. Knowledge score of respondents,2015.

Score Frequency Percent
Low level knowledge 275 65.5
Moderate level knowledge 131 31.2
High level knowledge 14 33

5.5. Attitude towards hypertension.

Two hundred eighteen (51.9%) of respondents strongly agreed to the statement " high blood
pressure is preventable", one hundred thirty eight (32.9%) agreed to the statement "stopping
smoking and alcohol helps to prevent hypertension",169(40%) agreed to the statement "avoiding
salt in their food is good" while 169(40.2%) disagreed to the statement "it is good to use extra
added cooking oil". Attitude of respondents towards prevention of hypertension is shown in (Table

6).
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Table 5. Respondents attitude towards prevention of hypertension, 2015.

Statements Strongly Agree Uncertain  Disagree Strongly
agree disagree

High blood pressure is

preventable 218(51.9%) 163(38.8%) 35(8.3%) 3 (0.7%) 1 (0.2%)

Stopping of smoking and

alcoholism helps to prevent

hypertension 124(29.5%) 138(32.9%) 83(19.8%) 58(13.8%) 17(4%)

It is good to avoid extra

added salts in your diet. 141(33.6%) 169(40.2%) 61(14.5%) 42(10%) 7(1.7%)

It is good to use extra

Cooking oil in your diet. 36(8.6%) 57(13.6) 116(27.6%) 169(40.2%) 42(10%)

It is good to have whole

fruits rather than to have

deserts and sweets. 120(28.6%) 146(34.8%) 87(20.7%) 56(13.3%) 11(2.6%)

BP should be checked

periodically 211(50.2%) 149(35.5%) 42(10%) 11(2.6%) 7(1.7%)

Hypertensive patient can

take fat rich food 22(5.2%) 25(6%) 59(14%) 183(43.6%) 131(31.2%)

It is good to include green

leafy vegetable in your

daily diet 206(49%)  148(35.2%) 48(11.4) 14(3.3%) 4(1%)

Regular exercise helps to

prevent hypertension 250(59.5%) 129(30.7%) 28(6.7%) 6(1.4%) 7(1.7%)

Hypertensive patients need

to abstain from their jobs 37(8.8%) 31(7.4%) 43(10.2%) 202(48.1%) 107(25.5%)

Hypertensive patients need

to maintain their weight

within normal limits 189(45%)  176(41.9%) 39(9.3%) 9(2.1%) 7(1.7%)

Hypertensive patients

should keep away from

stress inducing situation 213(50.7%) 165(39.3%) 26(6.2%) 11(2.6%) 5(1.2%)

Lack of proper rest and

sleep does not affect BP 49(11.7%) 48(11.4%) 61(14.5%) 178(42.4%) 84(20%)

Hypertension patients

should abstain from sexual

relation ship 46(11%) 25(6%) 42(10%) 193(46%)  114(27.1%)

Change in life style help to

prevent High blood pressure  190(45.2%) 164(39%)  45(10.7%) 16(3.8%) 5(1.2%)
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Mean of attitude score was 65.1% (+16 SD) with minimum 40% and maximum 97% cumulative
percent attitude score. Two hundred nine (49.8%) of the respondents has neutral attitude towards

preventive measures of hypertension based on blooms cut of point. presented in (Table 7).

Table 6. Attitude score of respondents,2015.

Score Frequency Percent
Negative attitude 141 33.6
Neutral attitude 209 49.8
Positive attitude 70 16.7

5.6. Practice towards prevention of hypertension.

Three hundred eighty eight (92.4%) of the respondents have ever cheeked their BP, among whom
307(79.1%) cheeked in this month. Eighty four (20%) of the respondents were current smokers, of
which 38(45.2%) smoked about 6-10 years, and forty seven (55.9%) smokes 6-10 cigarette per day.
Two hundred sixty six(63.3%) of respondents drink alcohol, where. 140(52.6%)of them drinks less
than one glass of alcohol /week. The summary of practice towards hypertension is presented in
(Table 8)
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Table 7. Respondents practice towards prevention of hypertension, 2015.

Variables Responses Frequency (%)
Have you ever cheeked your BP? No 32 (7.6)
Yes 388  (92.4)
If yes when? In this month 307  (79.1)
In the last six month 69 (17.7)
Before six month 12 (3.0)
Do you smoke cigarette currently? No 336  (80.0)
Yes 84  (20.0)
How long you smoked cigarette? 1-5 years 14 (16.0)
6-10 years 38 (45.2)
11-15 years 16 (19.0)
16-20 years 12 (14.2)
21-30 4  (4.7)
how many cigarettes/day? 1-5cigarett 20 (23.8)
6-10 cigarette 47  (55.9)
11-15 cigarette 12 (14.2)
16-20 cigarette 4 4.7
I don't remember 2 (23)
Are you drinking alcohol? No 154  (36.7)
Yes 266  (63.3)
How often you drink? Less than one drink /week 140  (52.6)
1-3 drink/week 90 (33.8)
4-6 drink /week 24 (9.0)
7 or more drink/week 12 (4.5)
How often you add salt to your food? Never 217 (51.7)
Rarely 108  (25.7)
Sometimes 38 (9.0
Often 29 (6.9
Always 28  (6.7)
How many days you do physical exercise  1-2 days 11 (2.6)
per week? 3-4 days 123 (29.3)
5-7 days 99  (23.6)
I don't remember 187  (44.5)
For how many minutes you do exercise Less than 30 minutes 172 (41.0)
/day? 30-60 minutes 187  (44.5)
Don't remember 61 (14.5)

* One drink is equal to at least 1 glass of wine, can/bottle of beer, a shot (50g) of cognac or ouzo or

equivalent.
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Mean percent of practice score was 60.5% (£16.9 SD). One hundred eighty five (44%) had fair

practice towards preventive measures of hypertension.

Table 8. Respondents practice score, 2015.

Scale frequency percent
Poor practice 142 33.8
Fair practice 185 44.0
Good practice 93 22.1

5.7. Factors associated with knowledge towards hypertension.

Having information about health life style has significant association with knowledge of
respondents at X% =248 ,p vale of (0.001), df=2 presented in table 6. Monthly income has also
significant association with knowledge, X2 = 40.0, at P value (0.001) ,df = 4. It is presented in
(Table10)
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Table 9: Chi-square test result for the association between knowledge towards hypertension and

Scio demographic characteristics of respondents,2015.

2

Variable 1-59 % 60-79 % 80 % and X P-value
N(%) N(%) above N(%)

Age group

18-24 1(20) 4(80) 0(0)

25-34 91(68.7) 35(26.7) 5(3.8)

35-44 178(65.2) 88(32.2) 7(2.5)

45-54 5(45.5) 4(36.4) 2(18.2) 154 0.017
Level of education

gradel-8 184(100) 0 0

grade 9-12 91(44) 114(55.1) 2(0.9)

collage and above 0(0) 17(58) 12(41.4) 304.9 0.001
Marital status

single 114(69.1) 43(26) 8(4.8)

married 151(63.4) 82(34.5) 52.1)

divorced 10(58.8) 6(35) 1(5.8) 7.2 0.305
Military rank

non officers 249(74.5) 80(24) 5(1.4)

lower officers 26(35.6) 41(56.2) 6(8.2)

higher officers 0(0) 10(77) 3(23) 75.4 0.001
Service years

1-10 years 44(64.7) 20(29.4) 4(5)

11-20 years 227(68.8) 97(29.4) 6(1.8)

20 and above 4(18.2) 14(63.6) 4(18.2) 34.0 0.001*
Level of income

<1500 107(72.8) 36(24.5) 4(2.7)

1501-2000 137(72.5) 49(25.9) 3(1.6)

>2001 31(43.5) 46(51.6) 7(4.8) 40.0 0.001**
Information about

health life style

no 62(91) 4(5.9) 2(2.9)

yes 213(60.5) 127(36.1) 12(3.4) 24.9 0.001**
Habit

Smoking 44 (77.2) 13(22.8) 0(0)

Drinking alcohol 45(80.4) 11(19.6) 0(0)

None 183(61) 103(34.3) 14(4.7) 16.3 0.012

Note:- * Variables which have expected cells less than 5 more than recommended percent.

** Significant at p value <0.05%

Factors associated with attitude towards hypertension.
Level of education, has significant association with attitude at X?729, P value (0.001) ,df = 4, the

rest socio demographic variables are not significant at p value of 0.05.Monthly income has
significant association with knowledge about hypertension at p value of 0.05 presented in(Table 10)
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Table 10. Chi-square test for the association between attitude towards prevention of hypertension
and Scio demographic characteristics of respondents,2015.

2

variable 1-59 % 60-79 % 80 % and X P-value
N(%) N(%) above N(%)

Age group

18-24 0(0) 4(80) 1(20)

25-34 43(32.8) 57(43.5) 31(23.7)

35-44 98(35.9) 116(42.5) 59(21.6)

45-54 1(9.1) 8(72.7) 2(18.2) 8.0 0.238

Level of education

gradel-8 73(39.7) 86(46.7) 25(13.6)

grade 9-12 66(31.9) 89(43) 52(25.1)

collage and above 3(10.3) 10(34.5) 16(55.2) 29.0 0.001**

Marital status

single 64(38.8) 67(40.6) 34(20.6)

married 70(29.4) 112(47.1) 56(23.5)

divorced 8(57) 3(21.4) 3(21.4) 7.88 0.280

Military rank

non officers 118(35.3) 151(45.2) 65(19.5)

lower officers 21(28.8) 28(38.4) 24(32.9)

higher officers 3(23.1) 6(46.2) 4(30.8) 7.19 0.126

Service years

1-10 years 19(27.9) 37(54.4) 12(17.6)

11-20 years 119(36.1) 138(41.8) 73(22.1)

20 and above 4(18.2) 10(45.5) 8(36.4) 7.44 0.114

Level of income

<1500 45(30.6) 78(53.1) 24(16.3)

1501-2000 75(39.7) 70(37) 44(23.3)

>2001 18(21.4) 39(46.4) 27(32.1) 22.57 0.001**

Information about

health life style

no 62(91) 4(5.9) 2(2.9)

yes 213(60.5) 127(36.1) 12(3.4) 24.9 0.001*

Habit

Smoking 27(47.4) 26(45.6) 4(7.0)

Drinking alcohol 24(42.9) 26(46.4) 6(10.7)

Smoking and drinking 1(14.) 2(28.6) 4(57.1)

None 89(29.7) 155(29.7) 56(18.7) 19.9 0.003*

Note:- . * Variables which have expected cells less than 5 more than recommended percent.

** Significant at p value <0.05.

Factors associated with practice towards hypertension. )
Level of education has significant association with practice towards prevention of hypertension X2 =

28.9, at P value (0.001) ,df = 4. Also monthly income has significant association with knowledge

about hypertension. The rest socio demographic variables has no significant association with

practice at p value of 0.05 presented in table (13).
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Table 11. Chi-square test for the association between practice towards prevention of hypertension

and Scio demographic characteristics of respondents 2015.

variable 1-59 % 60-79 % 80 % and X P-value
N(%) N(%) above N(%)

Age group

18-24 0(0) 4(80) 1(20)

25-34 43(32.8) 57(43.5) 31(23.7)

35-44 98(35.9) 116(42.5) 59(21.6)

45-54 1(9.1) 8(72.7) 2(18.2) 8.0 0.238
Level of education

gradel-8 73(39.7) 86(46.7) 25(13.6)

grade 9-12 66(31.9) 89(43) 52(25.1)

collage and above 3(10.3) 10(34.5) 16(55.2) 29.0 0.001%*
Marital status

single 64(38.8) 67(40.6) 34(20.6)

married 70(29.4) 112(47.1) 56(23.5)

divorced 8(53.3) 5(33.3) 2(13.3)

widowed 0(0) 1(50) 1(50) 7.88 0.280
Military rank

non officers 118(35.3) 151(45.2) 65(19.5)

lower officers 21(28.8) 28(38.4) 24(32.9)

higher officers 3(23.1) 6(46.2) 4(30.8) 7.19 0.126
Service years

1-10 years 19(27.9) 37(54.4) 12(17.6)

11-20 years 119(36.1) 138(41.8) 73(22.1)

20 and above 4(18.2) 10(45.5) 8(36.4) 7.44 0.114
Level of income

100-1500 45(30.6) 78(53.1) 24(16.3)

1501-2000 75(39.7) 70(37) 44(23.3)

>2001 22(26.2) 37(44) 25(29.8) 13.19 0.010%*
Information about health

life style

no 23(33.8) 32(47.1) 13(19.1)

yes 119(33.8) 153(43.5) 80(22.7) 0.502 0.778
Habit

Smoking 52(91.2) 4(7.0) 1(1.8)

Drinking alcohol 17(30.4) 34(60.7) 5(8.9)

Smoking and drinking 7(100.0) 0(0) 0(0)

None 66(22.0) 147(49.0) 87(29.0) 126.3 0.0001*

Note :-* Variables which have expected cells less than 5 more than recommended percent.

** Significant at p value <0.05%
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Multinomial logistic regression test shows that education has significant association with practice
score of respondents given that the other socio demographic variables in the model are held
constant . The odds ratio comparing elementary to collage and above AOR 14.2 [CI: 3.7,55.0],
high school to college and above AOR 6.4 [CI: 1.7,23.5] for poor practice relative to good practice.
Also the odds ratio comparing elementary to collage and above AOR 5.4 [CIL: 2.1,14.2], high
school to college and above AOR 2.9 [CI: 1.2,7.1] for fair practice relative to good practice score is

presented in (Table 13).

Table 12. Multinomial logistic regression test result for the association between practice towards

hypertension with educational level of respondents , 2015.

Variables P value AOR 95%
confidence
interval.

Elementary .0001 14.2 [3.7,55.0]
Poor practice High school .006 6.4 [1.7,23.5]
College and above . 1 .
Elementary .001 5.43 [2.1,14.2]
Fair practice High school .020 2.89 [1.2,7.1]
College and above . 1 .

The reference category is good practice.
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Multinomial logistic regression shows that knowledge towards hypertension has significant
association with practice score of respondents except for moderate level knowledge relative to high
level knowledge . The rest variables comparing poor practice to good practice, fair practice to
good practice for low level knowledge relative to high level knowledge with AOR 9.4[CI: 1.9,45.9
] P value 0.006 and AOR 5.3 [CL: 1.5,18.3 ] P value 0.009 have significant association
respectively. It is presented in (Table 14).

Attitude towards prevention of hypertension has significant association with practice score of
respondents. Odds ratio comparing poor practice to good practice, fair practice to good practice for
negative attitude relative to positive attitude with AOR 4.6[CI:2.1, 10.1 ] P value 0.001 and AOR
3.0 [CI:1.4, 6.2] P value 0.001 have significant association respectively. Presented in (Table 14).
The comparison between neutral attitude relative to positive attitude ,poor practice to good practice,
fair practice to good practice, with AOR 2.8[CI:1.3, 5.7 ] P value 0.006 and AOR 2.5 [CI: 1.3,4.7 ]

P value 0.006 have significant association respectively It is presented in (Table 14).
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Table 13. Multinomial logistic regression test result for the association between practice with

knowledge and attitude towards prevention, 2015.

Variables P value AOR 95% confidence
interval
Low level Intercept .000
Kknowledee Poor practice .006* 9.39 [1.92, 45.93]
& Fair practice .009%* 5.26 [1.51, 18.31]
Good practice . 1
Intercept .000
Moderate level Poor practice 150 3.28 [0.65,16.56]
knowledge Fair practice .082 3.08 [0.86,10.91]
Good practice . 1 .
The reference category is High level knowledge.
Intercept 397
Negative attitude Poor practice .000* 4.61 [2.10,10.12]
g Fair practice .003* 2.99 [1.45,6.15]
Good practice . 1
Intercept 077
. Poor practice .006%* 2.77 [1.34,5.70]
Neutral attitud
S Fair practice 006* 2.45 [1.29,4.67]
Good practice . 1.

The reference category is positive attitude

* significant
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6. Discussion

In our study cumulative mean percent of knowledge score was 49.8% (+16.2 SD). Two hundred
seventy five (65.5%) of the respondents have low level knowledge, The findings of this study
indicates that the knowledge towards hypertension of the respondents is considerably lower when
compared with previous studies done in a North Carolina, Iran, Mongolia and Nigeria

(19,21.,13.25).The possible explanation for this discrepancy may be due to the difference in study

setting.

I n this study cumulative mean percent of attitude score was 65.1% (£16 SD) . Two hundred nine
(33.6%) of the respondents has negative attitude, which is better than the study done in India (16).
But in a line with study done in Iran (16.21). The possible explanation for discrepancy between the
results may occurred due to the study setting. Since army live in common and life style is guided
by military disciplines, these disciplines will have positive impact to develop some positive
attitudes.

In this study cumulative mean percent of practice score was 60.5% (£16.9 SD). Ninety three
(22.1%) of respondents had good practice towards preventive measures of hypertension. It is better
than study done in India and Iran (16.21). This discrepancy may be occurred that, since the study
participants are army members and they are in training center some military disciplines like regular

physical exercise, screening tests for hypertension, etc are by default measured as a part of practice.

Multinomial logistic regression shows that there was significant difference in practice score of
respondents according to their level of education, given that the other socio demographic variables
in the model are held constant. Respondents with elementary educational level was 14.2 times more
prone to poor practice and 5.4 times more prone to fair practice towards prevention of hypertension
than good practice. Respondents with high school educational level was 6.4 times more prone to
poor practice and 2.9 times more prone to fair practice towards prevention of hypertension than
good practice. Study done in Nigeria support that the association between practice towards
prevention of hypertension and level of education. It shows the significant difference between
primary, secondary and tertiary education levels in the practice towards prevention of hypertension
(39).

The multinomial regression test result also shows that there was significant difference in practice
score of respondents according to their level of knowledge towards hypertension. Poor practice

score is 9.3 times more observed in respondents with low level knowledge, and 3.3 times more
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observed in respondents with moderate level knowledge than in respondents with high level
knowledge towards hypertension. This result is supported by the study done in Nigeria, individuals

who have better knowledge towards hypertension are more engaged in preventive practices (35).

There is significant association between practice of respondents towards prevention of
hypertension and their attitude. Poor practice score was 4.6 times more observed in respondents
with negative attitude and 2.8 times more observed in respondents with neutral attitude towards
prevention of hypertension. Fair practice score was 3.0 times more observed in respondents with
negative attitude and 2.5 times more observed in respondents with neutral attitude than respondents
with positive attitude towards prevention of hypertension. The impact of attitude towards

hypertension on practice towards prevention practices was supported by study done in Nigeria(35).
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7.Strength and limitation of the study.

7.1. Limitations
e Lack of standardized questionnaires.

e Some questionnaires will need long term memories that will lead the respondents to
introduce recall biases.

7.2. Strengths

e The response rate of this study was 100%.

e This study used as a base line study for army regarding knowledge of hypertension.
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8. Conclusion

In conclusion, more than half of the study participants has low knowledge towards prevention of
hypertension when compared with other studies done in different countries. Respondents practice
towards prevention of hypertension was associated with the their level of education, knowledge
towards hypertension and attitude towards prevention of hypertension . As the educational level of

respondents increases the practice towards prevention of hypertension were found to be better.

Knowledge about risk lifestyle behaviors (excess alcohol, excess salt intake, sedentary lifestyle,
smoking, unhealthy nutrition) are the main cause of high blood pressure even though there are other
hereditary factors. Lifestyle modification education Should be one of the main focuses of education.
Knowledge content deficiencies that we identified could guide development and improvement of
educational programs for army with the goals of increasing the awareness of hypertension and

promoting health life style.

9. Recommendation

Since the level of the knowledge regarding hypertension is low. The Defense health main
directorate, health promotion and disease prevention directorate should need to strengthening health
education programs. Knowledge about health feeding and health food, the importance of physical
exercise and other important knowledge regarding prevention of hypertension should be given to
the army members in health education. The content and method of health education given should

investigated and evaluated in terms of long term knowledge and behavioral change.
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Annex

Annex I: Informed consent agreement

Hello, my name is............... and I am going to conduct an interview with you on behalf of Ato
Tadesse Guda a post graduate Student at Addis Ababa university, school of public health .He is
now conducting a research entitled "knowledge , attitude and practice towards prevention and
control of hypertension among members of army to peace keeping mission". I would like to ask
you some questions about hypertension . Although some of the questions are sensitive and
private, your honest and genuine response will highly be appreciated and credited, as it will help
to make realistic analysis and to propose very practical suggestions, The purpose of this
interview is to conduct scientific research that may help us to identify the gaps in knowledge
,attitude and practice of hypertension in prevention methods among the army .It help us to
forward some recommendations to concerned bodies that will help to improve the existing
efforts.

I received permission from Defense health main directorate and peace keeping mission
offices. The interview will just take about 30 minutes.. I would also like to inform you that your
name is not written on the paper and Your answer will be completely confidential, and if at any
time during the interview you want to stop answering questions ,you are free to do so.

If you are willing to participate, you will be requested to provide written informed consent
before the interview.
If you have any question or if something is not clear please feel free to ask . You can contact the
investigator and ask any query you have at any time.
Are you willing to participate in the interview?
[ ] Yes, Go to the next page
[ ] No, Thank them and interrupt the interview

Signature of the consenting interviewer:

100F .Result of the interview: 1. Completed 2. Partially completed

3. The interviewee refused 4. Others--------------

Data collector’s Name: 1. Signature -----------

2. - Signature ------------

Supervisor’s name Signature -----------------




English version Questionnaire

Part I :- Socio demographic data

Instruction :- I request you kindly to go through each question and give your responses by

placing a tick mark() against the box provided.

No | Variable Response Code | Answer Skip
to

101 | Age | e age

102 | Sex a) Male 1 ()
b) Female 2 ()

103 | Education a) Illiterate 1 ()
b) Grade 1-6 2 ()
c)Grade 7--8 3 ()
d) 9-10 4 ()
e) 11-12 5 ()
f) Degree and above 6 ()

104 | Marital status a) Single 1 ()
b) Married 2 ()
¢) Divorced 3 ()
d) Widowed 4 ()

105 | Military rank a) Non officer. 1 ()
b) Lower officer . 2 ()
c¢) Higher officer 3 ()

106 | Service year. | ===-mmm-mm- years

107 | Monthly income a) <1000 ET Birr 1 ()
b) 1001-2000 ET Birr 2 ()
¢) 2001-3000 ET birr 3 ()
d) >3001 ET Birr 4 ()




108 | Habits a) Smoking 1 ()
b) Alcohol 2 ()
c¢) None 3 ()

109 | Previous information a) Yes 1 ()

regarding life style b) No 2 ()
modification

110 | Source of health a) Friends 1 ()

information b) Family members 2 ()
¢) Mass media 3 ()
d) Health professionals 4 ()
e) Other 5 ()




Part II:- Knowledge questionnaire

Instruction :- Kindly go through the questions given below and tick ) against appropriate

answer. Each correct answer carries 1 mark

No | Variable Response CODE | Answer | Skip
to
201 | What is the normal range of | ------ /-----mm Hg
blood pressure?
202 | What is meant by | - /-----mm Hg
hypertension?
203 | which is the risk factor of | a) Stress 1 ()
hypertension given below? b) Age 2 ()
c¢) Hereditary 3 ()
d) Stress, age and heredity 4 ()
¢) Don't know 5 ()
204 | Which is the sign and a) Headache 1 ()
symptom present in b) Dizziness 2 ()
hypertensive patent? c¢) Nausea 3 ()
d)Headache, dizziness & nausea | 4 ()
e) Don't know 5 ()
205 | What evidence of target | a) Liver dysfunction 1 ()
organ damage is present? b) GI dysfunction 2 ()
c¢) Respiratory dysfunction 3 ()
d) Renal dysfunction 4 ()
¢) Don't know 5 ()
206 | What is the prompt | a) Blood test 1 ()
diagnostic study of | b) Urine test 2 ()
hypertension? c¢) Chest x-ray 3 ()
d) BP measurement 4 ()
¢) Don't know 5

II DATA REGARDING MANAGEMENT OF HYPERTENSION.

v




207 | Which of the following | a) Diet control 1 ()
methods are used to control | b) Drug therapy 2 ()
hypertension? ¢) Regular exercise 3 ()

d) Diet, drug & regular exercise | 4 ()
e) Don't know 5 ()
208 | What is the nutritional | a) Water restriction 1 ()
therapy of hypertension? b) Decrease salt intake 2 ()
¢) Increase salt intake 3 ()
d) Decrease calorie reach foods 4 ()
¢) Don't know 5 ()

209 | Which of the following food | a) Salt reach and salty foods 1 ()
should a hypertensive patent | b) Spicy foods 2 ()
avoid? ¢) pulses 3 ()

d) Vegetables 4 ()
¢) Don't know 5 ()

210 | Which of the following is a | a) Pickles 1 ()
salt rich food? b) Milk 2 ()

c¢) Vegetables 3 ()
d) Rice 4 ()
e) Don't know 5 ()

211 | How much saltis givento |  ------ gm
hypertensive patient/day?

I1l. Data regarding life style modification

212 | How can you maintain | a) Over eating 1 ()

normal body weight? b) Eating fatty foods 2 ()
c) Regular exercise and optimal | 3 ()
calorie intake
d) Calorie restriction 4 ()
e) Don't know 5 ()




213 | How long should a person | ---------- minuts
exercise daily?
214 | What is the best measure | a)lnvolve in strenuous work 1 ()
followed to reduce stress? | b) Yoga and meditation 2 ()
¢) Administering sleep including | 3 ()
medication
d) Watching television 4 ()
e) Don't know 5 ()
215 What form of exercise is | a) Aerobics (walking, jogging) 1 ()
good for hypertension? b) Weight bearing 2 ()
¢) Driving 3 ()
d) Dancing 4 ()
¢) Don't know 5 ()
216 | At what all time, | a) Under stress situation. 1 ()
hypertensive medications | b) As life long way to manage
should be taken ? high blood pressure. 2 ()
c)When activities require
physical exertion. 3 ()
d) Whenever a patent feels bad. | 4 ()
e) Don't know 5 ()
217 | How does hypertensive | a) As per information got from
patient take medications ? | other hypertensive patents. 1 ()
b) As per information got from
books and journals. 2 ()
c) Taking medications which
were prescribed for the disease
long time ago. 3 ()
d) Taking the medications which
are currently prescribed by the
doctor. 4 ()

Vi




e) Don't know 5 ()
218 How often should a a) Complete bed rest. 1 ()
hypertensive patient rest? | b) Rest after doing all the work. | 2 ()
c¢) Rest in between activities. 3 ()
d) No need to exercise. 4 ()
e) Don't know 5 ()
219 How much time should a | ----------------- hrs
person take rest and sleep
per day?
220 Hypertension will occur | a) True 1
genetically b) False 2

Vi




Part III :- Attitude scale

Instruction :- Tick (V) the column which corresponds to participants option to the statement

given below the response ranges from strongly agree (SA) to strongly disagree (SDA)

SL Statements Strongly | Agree Uncertain | Disagree | Strongly
NO agree disagree
SA A uC DA SDA
301+ | High blood pressure is
preventable

302+ | Stoppage of smoking and
alcoholism helps to prevent
hypertension

303+ | It is good to avoid extra added
salts in your diet.

304- | It is good to use extra cooking
oil in your diet.

305- | It is good to have whole fruits
rather than to have deserts and
sweets.

306+ | BP should be checked
periodically

307- | Hypertensive patient can take fat
rich food

308+ | It is good to include green leafy
vegetable in your daily diet

309+ | Regular exercise helps to
prevent hypertension

310- | Hypertensive patients need to
abstain from their jobs

311+ | Hypertensive patients need to
maintain their weight within
normal limits

312+ | Hypertensive patients should
keep away from stress inducing
situation

313- | Lack of proper rest and sleep
does not affect BP

314- | Hypertension patients should
abstain from sexual relation ship

315+ | Change in life style help to

prevent high blood pressure
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PART IV:-PRACTICE TOWARDS HYPERTENSION

Questions Response Skip to
401 Have you ever cheeked your BP a) Yes If No to
b) No Q403
402 If yes when a) In this month
b) In the last six month
c¢) Before six month
403 Do you currently smoke cigarettes? a) Yes If No to
b) No Q406
404 How long do you smoke? a) years month
b) Don't know/not sure/
c¢) Refuse to answer
405 How many cigarettes do you a) Cigarettes
currently smoke per day?
b) Don't know/not sure/
c¢) Refuse to answer
406 Are you drinking alcohol a) Yes If no
b) No toQ408
407 On average, how often do you a) Less than one drink a week
usually drink alcohol )
b) One to three drinks a week
(one portion of alcohol is having at o
least 1 glass of wine, can/bottle of ¢) Four to six drinks a week
beer, a shot (50g) of cognac or ouzo)? d) Seven or more drinks a
(Read all options, check one answer) | eck
e) Never
408 How often do you add salt to your a) Never
food without trying it? (Read all
options, check one answer) b) Rarely
¢) Sometimes
d) Often
e) Always
409 During the last 7 days, on how many | a) Days per week
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days did you do physical activities
such as brisk walking or walking?

b) Don't know, not sure,
c¢) Refuse to answer

410

On the days that you exercised, how
many minutes did you usually spend
exercising per day?

a) Less than 30 minutes

b) From 30 minutes to 1 hour
¢) More than 1 hour

d) Other(specity)

e) Don't know/not sure
f) Refuse to answer
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